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Purpose of this report
This paper summarises the CCG’s outturn financial performance for 2020/21 (March 2021 Month 12) for the Performance & Quality Committee and contains details regarding:
a) Finance Outturn Performance at Month 12 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) Month 12 outturn position is reporting a small £11k surplus for M07-M12 (after HDP/IS
true-up funding) reflecting a marginal improvement to the breakeven forecast reported
in the month 11 position.
d) Hosted allocations being managed on behalf of the Cheshire & Merseyside system
have been fully expensed during 2020/21.
e) The work of the contracts team in responding to system level issues for 21/22 contract
planning.
Recommendation(s)
That the Committee notes:
a) The outturn financial performance for 2020/21, nationally determined block contract
payments to NHS Trusts / FTS, additional COVID-19 expenditure and hosted system
allocations and associated payments.
b) 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
Commissioning for better health outcomes
02
Ensure commissioning of high quality, safe and responsive health services
03
Reduce health inequalities
04
Ensure maximum value from available resources
05
Decisions that are evidence-based and evaluated for maximum impact
06
Maintain the CCG’s reputation and safeguard public confidence
Executive summary
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☐
☐
☐
☒
☐
☐

This paper summarises the CCG’s outturn financial performance for 2020/21 (March 2021 Month 12) for the Performance & Quality Committee. The Month 12 position is reporting a
small £11k surplus for M07-M12 (after HDP/IS true-up funding). The paper also includes 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
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Title of Report

FINANCE UPDATE: MARCH 2021 (Month 12)

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 outturn performance at March 2021 (Month 12) for the Performance & Quality
Committee and contains details regarding:

Summary

 Month 12 position is reporting an £11k surplus for m7-12 (after anticipated HDP/IS true-up funding) reflecting a marginal
improvement from the breakeven forecast outturn position reported at month 11.
 System allocations continue to be managed by Liverpool CCG on behalf of the Cheshire & Merseyside system. Outturn
expenditure was consistent with allocations.
 The work of the contract team in responding to system level issues for 21/22 contract planning.
Recommendation
That Liverpool CCG’s Performance & Quality Committee notes:
 That the CCG delivered against its breakeven outturn requirement for the year.
Relevant Standards or targets

 Financial Duties
 NHS England Business Rules
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1. Executive Summary
Overall Financial Position
•
The CCG is reporting delivery against its breakeven outturn requirement for the year, with a small £11k surplus as at 31st March 2021 (Month 12) for the period M7-12. This
assumes the expected receipt of residual system funding and assumes ‘true-up’ of Hospital Discharge Programme (HDP) and Independent Sector (IS) national funding for
the year.
•
The M7-12 outturn position is a marginal improvement compared to forecast break-even position at the end of month 11.
•
The CCG was identified as the lead CCG for the system and held system funding of £319.2m on behalf of the C&M partnership and made associated transfers to other CCG’s
and payments to NHS providers, with outturn expenditure consistent with allocations.
•
COVID-19 specific costs of £23.39m have been incurred during the year.
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 £506.34m (with expenditure contained with resources for 20/21).
•
Commissioner Sustainability Funds reduced by £1.5m (net HDP & IS costs) during Mar-21 to rebase indicative allocations. A further reduction of £3.6m is anticipated to
bring allocations in line with outturn expenditure.
•
As lead CCG for Cheshire & Merseyside system funding, the CCG has received system allocations totalling £319.2m, with corresponding expenditure with NHS providers.
Financial Regime
•
Fixed block payments were made to NHS providers during the m7-12 period, with separate funding streams for Hospital Discharge Programme.
•
External claims could no longer be made for incurred COVID related expenditure relating to the period m7-12, with the CCG having received an additional share of the
C&M envelope in respect of anticipated ‘COVID’ costs.
•
Liverpool CCG agreed to act as lead CCG for C&M HCP resources and system agreed Top-up, Covid and Growth payments to NHS providers within Cheshire and Merseyside.
Reserves, Investments & Cash Releasing Efficiency Savings
•
The CCG’s reserves currently include the realignment of a number of budgets to reserves, where costs were forecast below original planned levels (including Social
Prescribing, BCF and the receipt of System Development funding), together with system funding allocated to the CCG financial outturn.
•
System and Health Care Partnership allocations were fully expensed during 2020/21.
•
Original Planned Investments and Cash Releasing Efficiency Savings were suspended as the NHS focused on its response to COVID-19 under NHS England’s Command and
Control regime.

Overall Conclusion – M07 to M12 Outturn Expenditure was contained within notified allocations resulting in a small surplus for 2020/21.
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2. Revenue Resource Limit
Revenue Resource Limit - SUMMARY
Baseline Recurrent Programme Allocation *
Baseline Non-Recurrent Programme Allocations

MONTH 11

NEW

MONTH 12

£000

£000

£000

879,348

0

879,348

In-Year Programme Allocations

0

0

0

In-Year Programme Allocations

2,854

(1,692)

1,162

Commissioner Sustainability Fund

33,429

(1,524)

31,905

Primary Care Co Commissioning

81,993

0

81,993

Total Revenue Resource Limit (Programme)

997,624

(3,216)

994,408

9,095

0

9,095

1,006,719

(3,216)

1,003,503

305,371

0

305,371

Running Costs Allocation
Total Liverpool CCG In Year Allocation
C&M System Allocations
C&M Health Care Partnership Allocations
TOTAL IN YEAR ALLOCATIONS
Prior Year (carried forward) Surplus
TOTAL ALLOCATIONS

14,316

(488)

13,828

1,326,406

(3,704)

1,322,702

21,953

0

21,953

1,348,359

(3,704)

1,344,655

Key Messages
a.

b.

c.

d.

e.

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.
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. Liverpool CCG's retained surplus of £21.95m as at 31st March 2020 has been recognised as part of the Feb-21
notified allocations.
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.
The CCG's allocations now total £1,003.5m for the year, with allocations reducing by £3.2m during Mar-21. This includes
Commissioner Sustainability Funds covering Hospital Discharge Programme, Independent Sector and Other 'out of
envelope' Covid-19 costs. Based on outturn expenditure, indicative allocations exceed costs by £3.644m with the
expectation that NHS England will recoup these resources through a final RRL adjustment in 2020/21.
Liverpool CCG is acting as the lead CCG for Cheshire & Merseyside System allocations of £305.4m and C&M Health Care
Partnership (HCP) resources £13.8m. Expenditure totalling £319.2m has been incurred in line with allocations.
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FURTHER ANALYSIS OF ALLOCATIONS
£000

£000

£000

11
(27,365)
18,152
163

0
0
0
(964)

11
(27,365)
18,152
(801)

SDF Lung Health Checks -£18k; Glucose Monitoring £71k & CYPMS Green Paper £960k.

1,377

(364)

1,013

Adult MH Individual Placement Support £85k & Integrated Community Teams
Envelope Improvement - SDF Timing
Remote monitoring (telehealth) realigned to HCP allocations
Digital first primary care £670, Lloyd George £423k,Online Consultations £147k
Perinatal - MOCT / Baby Lifeline
Winter Pressures £794k / Volunteer Responders

513
2,585
500
1,240
519
794

0
0
(500)
0
16
0

513
2,585
0
1,240
535
794

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

1,442

0

1,442

Share2Care (Alder Hey)

1,097

0

1,097

MH Resilience Hubs £598, MH LXP £52k

650

0

650

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

216

0

216

Clatterbridge Lymphoemedia *
Prospective M01-M06 allocation & M07-M12 NHSE Model Breakeven adjustments
System Funding transferred to Liverpool CCG
C&M HCP transferred to / from Liverpool CCG

NHS 111 First

291

0

291

Primary Care Network Development Fund (PCNDF)

424

0

424

0

0

0

GP retention / resilience / reception & clerical

Remote monitoring licence costs (HCP funding)

213

0

213

Ageing Well £17k / Walton Centre £15k

32

0

32

Annual Health Checks £35k, GPIT GPFV £46k, Medication Ordering £12k, BP Monitors £27k

0

120

120

2,854

(1,692)

1,162

Commissioner Sustainability Fund

£000

£000

£000

RETRO COVID-19 top-up allocation

13,088

0

13,088

Total Non-Recurrent Allocation

RETRO NON-COVID top-up allocation

6,148

0

6,148

Hospital Discharge Programme & Other- Out of Envelope

13,152

(1,594)

11,558

Independent Sector reimbursements

1,041

70

1,111

Total Commissioner Sustainability Fund Allocations

33,429

(1,524)

31,905

Primary Care Co-Commissioning Allocations
Baseline Primary Care Co-commissioning allocation *
Prospective M01 to M06 delegated Non-Recurrent adjustment

£000

£000

£000

82,258

0

82,258

(762)

0

(762)

Impact & Investment Fund and increase in practice funding

336

0

336

Care Homes Premium

161

0

161

81,993

0

81,993

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)

442

0

442

9,095

0

9,095

Total Primary Care Co-Commissioning Allocation

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

3.a Operating Cost Statement
Expenditure Area
Acute Services
Community
Continuing Care
Mental Health
Other Programme
Commissioning Reserves
Primary Care & Prescribing

Full Year
Budget
£000

755,370
143,555
55,184
102,372
49,132
3,704
212,127

Year End Outturn
Budget
£000

755,370
143,555
55,184
102,372
49,132
3,704
212,127

Actual
£000

754,968
142,548
55,807
102,632
45,545
0
207,846

COVID-19
Variance
£000

(402)
(1,007)
624
261
(3,587)
(3,704)
(4,280)

Outturn
£000

0
1,750
1,242
86
17,306
0
3,005

Sub Total - Programme Expenditure
Corporate

1,321,442
9,539

1,321,442
9,539

1,309,347
9,700

(12,095)
161

23,389
0

TOTAL EXPENDITURE
Planned Deficit

1,330,981
(8,279)

1,330,981
(8,279)

1,319,047
0

(11,934)
8,279

23,389

TOTAL INCLUDING PLANNED DEFICT

1,322,702

1,322,702

1,319,047

(3,655)

(4,045)

(4,045)

0

4,045

Anticipated HDP / COVID funding outside of system
Anticipated Independent Sector funding
REVISED VARIANCE (after anticipated 'true up')

401

401

0

(401)

1,319,058

1,319,058

1,319,047

(11)

Month 12 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.
Outturn expenditure is reporting a £11.93m favourable variance against budget. This
reduces to a favourable variance of £3.65m compared to in-year notified allocations of
£1,323m. The CCG is anticipating returning excess HDP / COVID outside of system
funding of £4.05m and receiving Independent Sector funding of £0.40m which would
result in an £11k outturn surplus for the year.
The full year budgets include £319.2m of System and HCP funding, with outturn
expenditure consistent with budget.
The CCG allocations also include £2.55m of C&M Women's & Children’s Partnership
funding. The service is reporting a breakeven position against its RRL allocation and
other income streams.

Key Messages
Acute Services: is reporting a £402k favourable outturn variance. Acute Commissioning £438k favourable including NHS Block underperformance, offset in part by the settlement o 2019/20 NHS Provider SLA disputed recharges and Partially Completed Spells
accrual. Non Contract Activity (NCA) is £360k favourable to budget as a result of reduced activity with Devolved Administrations. Collaborative Commissioning is reporting a £347k income pressure due to Liverpool City Council income being lower than the
nationally determined NHS Block payments to providers. High Cost Drugs are overspent by £49k.
Community Services: is reporting a £1,007k favourable outturn variance, comprising Telehealth £432k, Digital £300k, Community Services £95k, 28 Day pathway £85k and other community services £95k all being favourable to budget at financial year end.
Continuing Care Services: is reporting a £624k adverse outturn variance. with packages of care costs exceeding budget based on latest available data.
Mental Health Services: Is reporting a £261k adverse outturn variance, comprising: Perinatal Mental Health recharges from Warrington CCG £632k, Mersey Care contract £320k favourable to budget, with other MH contracts and packages of care costs
underspent by £51k.
Other Programme: Is reporting a £3,587k favourable outturn variance, this includes excess Hospital Discharge Programme funding of £4.05m for which a Revenue Resource Limit reduction is anticipated. Other programme costs are £482k adverse of which
£410k relates to the Hunter Street swabbing centre.
Commissioning Reserves: Is reporting a £3,587k favourable outturn variance, this includes Liverpool CCG’s allocation of system funding to support delivery of an outturn breakeven position..
Primary Care & Prescribing: Is reporting a £4,280k favourable outturn variance; comprising: Prescribing £1,347k, GPIT £972k, GPFV, Enhances Services and other primary care services £453k favourable to budget. Delegated Co-Commissioning Property Services
£270k, QOF £365k, Contracts List Size £204k, PCNs, Locums, Interpreting and other £669k all favourable to budget.
Corporate - Running costs are reporting a £161k adverse outturn variance following increased electricity charges for The Department, together with assessed dilapidation charges. Running costs at £9,700k fell £9k below the CCG's original Running Cost
allocation of £9,267k and Pensions allocation uplift of £442k.
Anticipated Allocation Adjustments: Excess Independent Sector costs above M01 to M04 levels are to be funded by NHSEI from outside of Cheshire and Merseyside system allocations, with additional funding of £401k anticipated based on outturn
expenditure. Indicative HDP / Covid funding received during M11 exceed outturn expenditure by £4,045k. with the expectation that these resources will be recouped by NHS Endland.
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3b. Operating Costs: COVID-19 Expenditure Analysis
LCCG Long
List Ref
3

COVID-19 Scheme

Year-toDate
Month 11
£000
4.9

Mar-21
Actual
£000

Month 12
Outturn
£000

Month 12
Outturn
£000

0.1

0.0

0.1

69

GP Practices - Bank Holidays

Telehealth additional capacity for C&M

353.4

0.0

353.4

70

GP Practices - Digital / IT

84

Telehealth additional LCCG capacity recurrent revenue costs

669.1

44.0

713.1

71

GP Practices - Medical Equipment

18.0

(5.4)

12.7

85

BT WAQ computer software license costs

32.2

1

Revitalise - PHB Respite
Discharge Costs re £1.3bn - PHB Respite Care - alternative
care package
MLCSU - COVID-19 CHC Staff support costs

58
63

677.5

Mar-21
Actual
£000

8

Total Community

0.0

Year-toDate
Month 11
£000

77

677.5

4.9

COVID-19 Scheme (cont.)

Bluetooth Headset licences for CISCO softphones
Telehealth additional LCCG capacity from 2,000 to 6,000
patients.
LCCG - 2nd on-call

5

0.0

LCCG Long
List Ref
43

Installation of perspex screens - Various GP Practices

49

GP Practices - PPE

56.7

(24.6)

GP Practices - Misc / Sundries

24.8

(21.7)

3.2

6.0

(6.0)

0.0

81

Additional Bandwidth to support Covid-19 response

51.3

0.0

51.3

22.6

8.0

30.6

13

Bluetooth Headset Costs

17.8

0.0

17.8

36.0

0.0

36.0

68

LCVS support to Shielding vulnerable patients.

0.0

81.0

81.0

0.8

74

Primary Care 24 - Deceased Management Service

76

Various Pharmacies - Medicines Optimisation - End of Life
care.

51
62

89

Personal Health Budgets (PHB) PPE costs

10.5

0.0

10.5

101

Discharge Costs re: Nurse Assessments

489.5

49.5

539.0

102

CHC remote management of patients

509.4

109.2

618.7

96

Interpreter - for virtual CHC review

30

GP letters to vulnerable patients

43

Installation of perspex screens - Various GP Practices

44

LNA Leadership team working

64

Discharge Costs re: £1.3bn - Hospital Discharges

51

Incident Response Team skeleton staff Easter Bank Holidays

62

LCCG Hunter Street Swabbing Hubs

90

Additional security at community premises
NHSPS - IT installation costs to increase Croxteth HC
capacity
Disabilities Trust

100
103

Total Other Programme
2

SMS text messaging service (GP Practices)

4

Primary Care 24 - Out of Hours

8

LCCG - 2nd on-call

11

CCS Media Ltd & EMIS - GPIT Laptops

30

GP letters to vulnerable patients

35

SMR Social - facebook ad campaign - COVID-19
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6.0

GP Practices - Cleaning / Cleaning Products

6.4

Total Mental Health

439.2

3.6

73

0.0

Cygnet Health - increased independent sector costs

(203.8)

2.4

72

0.0

98

643.1

0.9

6.4

Samaritans - telephone crisis support

84.2

1,749.9

0.8

57

(2.4)

43.8

LCCG Hunter Street Swabbing Hubs

27

86.6

(0.2)

Discharge Costs re: £1.3bn - various CYP packages

31

68.9

1.1

62

26

68.9

1,706.2

79

Total Continuing Care
MENCAP - Support for 12 vulnerable LD service users with
IT.
Xenzone - Additional KOOTH children and young people
capacity
AMHP (Approved Mental Health Professional) assessments

0.0

0.1

0.0

0.1

1,081.2

160.7

1,242.0

4.0

0.0

4.0

68.5

0.0

68.5

0.4

0.0

0.4

11.0

0.0

11.0

1.8

0.0

1.8

85.7

0.0

85.7

0.2

0.0

0.2

93.3

(4.8)

88.4

7.2

0.0

7.2

18,406.3

(1,938.7)

16,467.5

1.3

0.0

1.3

586.0

138.0

724.0

1.3

2.1

3.4

3.9

0.0

3.9

33.0

(7.6)

25.4

Incident Response Team skeleton staff Easter Bank Holidays

0.0

6.8

6.8

LCCG Hunter Street Swabbing Hubs

0.8

5.3

6.1

82

GP IT Revenue costs

1.5

0.0

1.5

83

Asylum - Health Assessments

15.9

0.0

15.9

85

BT WAQ computer software license costs

63.1

0.0

63.1

91

Coronavirus Communications & Engagement

0.0

50.4

50.4

92

GP Practices - COVID-19 Overtime costs

44.8

(7.6)

37.3

93

GP Practices - COVID-19 Sickness Cover

14.9

42.8

57.7

95

LUFTH -Asylum Health installation of shelter to support TB
vaccinations

3.3

0.0

3.3

97

Choose & Book Team - response to increased demand

1.1

0.0

1.1

99

Additional BI costs in support of Covid response.

0.0

4.2

4.2

104

GP Practices - Supporting General Practice Fund

1,475.0

(0.0)

1,475.0

105

GP Practices - Additional Flu Expenditure

16.4

0.0

16.4

106

EMIS - Community access to Spine

3.6

(0.6)

3.0

107

Community Data Networking

0.4

(0.0)

0.4

108

Primary Care Networks (PCN's)

198.4

(198.4)

0.0

3,211.1

(206.4)

3,004.7

1.3

(1.3)

0.0

Total Primary Care
8

LCCG - 2nd on-call

3.6

0.0

3.6

35

SMR Social - facebook ad campaign - COVID-19

15.0

(15.0)

(0.0)

7.1

3.5

10.6

68

LCVS support to Shielding vulnerable patients.

81.0

(81.0)

0.0

19,106.3

(1,800.0)

17,306.3

51

Incident Response Team skeleton staff Easter Bank Holidays

6.8

(6.8)

0.0

201.0

0.0

201.0

55

Training Courses - Virtual Minute Taking and Chairing

0.2

0.0

0.2

58.6

(13.8)

44.8

62

LCCG Hunter Street Swabbing Hubs

5.3

(5.3)

0.0

0.0

1.3

1.3

91

Coronavirus Communications & Engagement

43.0

(43.0)

0.0

154.9

99

Additional BI costs in support of Covid response.

4.2

(4.2)

0.0

154.9

0.0

19.8

0.0

19.8

Total Running Costs

0.0

15.0

15.0

TOTAL COVID-19 COSTS

156.8

(156.6)

0.2

25,347.2

(1,958.5)

23,388.8

KEY MESSAGE

Liverpool CCG has incurred COVID-19 costs totalling £23.39m
during 2020/21.
COVID-19 costs during March were revised down by £1.96m
following revisions to both the Hospital Discharge
Programme, based on the latest activity and finance data
received from MLCSU/LCC, and final GP Practice claims for
the year.
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.
£1.74m of costs have been incurred in support of increased
Telehealth capacity for Liverpool and the wider Cheshire and
Merseyside system.
Hospital discharge costs total £17.04m for the year, based on
latest available data, of which £7.54m has been incurred post
M06.
GP Practices have submitted claims for reimbursement of
their directly incurred additional COVID-19 related costs
totalling £2.16m (including Supporting General Practice
Fund). Additional costs of £0.53m 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 £21.089m in
respect of Hospital Discharge Programme costs, which
exceeds the outturn expenditure of £17.043m by £4.045m.
This excess of resources is expected to be returned to NHSEI
through a final Revenue Resource Limit adjustment in
2020/21.
COVID-19 running costs that have been incurred in
supporting Covid operational delivery have been recoded to
Programme Expenditure during Month 12.

4. Statement of Financial Position
Statement of Financial Position

31-Mar-20
£000
0

31-Mar-21
£000
0

Movement
£000
0

14

3

(12)

Other Current Assets

14,143

15,564

1,421

Total Current Assets

14,157

15,566

1,409

TOTAL ASSETS

14,157

15,566

1,409

Accounts Payable / Accruals

57,502

65,783

8,281

Total Current Liabilities

57,502

65,783

8,281

Retained Earnings incl. In Year

(43,345)

(50,217)

(6,872)

Total Taxpayers Equity

(43,345)

(50,217)

(6,872)

14,157

15,566

1,409

Total Non-Current Assets
Cash

TOTAL EQUITY + LIABILITIES

Key Messages
Cash - Cash balances are expected to be at minimum levels at the financial
year-end. Throughout the year, CCGs are required to maintain month end cash
balances at no more than 1.25% of cash draw down for the month. The Mar-21
month end cash balance of £3km represents 0.01% of the £29.9m draw-down
for the month and is within the cash target.
Other Current Assets - have increased by £1.4m in-year to a value of £15.6m at
31st March 2021. Current assets through-out the year included monthly prepayment of NHS Trust / FT's block contracts with significantly higher Current
Asset values reported in previous months. There was no pre-payment of April21 contract values to NHS Providers during March, in line with national
guidance and year-end cash management arrangements. Liverpool City Council
account for £11.4m of the current asset balance and this is considered to be
low risk.
Accounts Payable / Accrued Expenditure - has increased by £8.3m in-year to a
value of £65.8m at 31st March 2021, this includes an increase of £3.6m in
liabilities with Liverpool City Council resulting in a total year-end liability of
£11.1m. Other significant accruals include Prescribing and General Practice.
Retained Earnings - has changed from -£43.3m to -£50.2m at 31st March 2021.
The movement reflects year-to-date financial performance, plus / minus
movements in working capital balances.
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5. Better Payment Practice Code
BPPC - 1st April 2020 to 31st March 2021

Total Number of
Invoices Paid

Total Paid within
Target

Compliance
% age

Total Value of
Invoices Paid
£000

Value Paid within
Target
£000

Compliance
% age

NHS

2,228

2,167

97.3%

979,951

978,961

99.9%

NON NHS

15,844

15,594

98.4%

244,834

239,326

97.8%

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

M11
YTD

M12
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%

97.2%

97.3%

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%

98.3%

98.4%

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%

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%

97.2%

97.8%

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 2020/21 outturn BPPC performance are all compliant with target. Cumulative performance for the volume of NHS invoice paid in compliance with the
standard is 97.3%, NHS value 99.9%, Non NHS volume 98.4% and Non-NHS value 97.8%.
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 outturn performance exceeds the target.
March's performance for NHS volume (97.7%), Non-NHS volume (98.5%) and Non-NHS Value (99.6%) all exceeded the BPPC target for the month. NHS value fell
below target, largely due to delays in processing a £316k invoice to Warrington CCG, which in the context of total NHS payments for the month of £3.54m,
resulted in BPPC performance of 90.8% for March. Cumulative performance continued to exceed the target.
The BPPC target of 95% compliance for the 2020/21 financial year has been exceeded across all categories.
The CCG is required to publish its BPPC performance in its Annual Report and Accounts each year.
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6. Contracts Update

 Planning guidance for 21/22 confirms that no new ‘NHS’ Contracts are to be signed
for the first 6 months of the financial year, with nationally mandated block
payments continuing.
 Non NHS contracts are to be negotiated as normal and therefore these are being
drafted, with 21/22 contract proposals under development offering a 0.2% uplift in
line with national guidance (plus the amalgamation of 1.25% CQUIN funding for
some providers)
 A further review of expenditure and payments made in 20/21 is underway to
identify any potential new contracts that may be required and an update will be
provided to a future Committee
 Work on formal and informal contractual performance management issues in
Primary Care continues with a multi-disciplinary team approach to resolution and
next steps
 There is continued input into the prioritisation sessions for investments in 21/22
with a specific emphasis on ensuring compliance with organisational SFI’s and
governance.
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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 planned deficit.
Outturn expenditure as at Month 12, together with the anticipated receipt of residual system
funding, has resulted in the CCG meeting its breakeven requirement for the year, delivering a
small surplus of £11k.
The contracting teams current focus is on negotiating non NHS Contracts for 21/22 and
identifying any additional new contracts that may be required following an expenditure
review. Additionally, the team continues to support the prioritisation of investments for
20/21 and the management of formal and informal contract performance issues for Primary
Care.
The Performance & Quality Committee is asked to note the contents of this report.
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Reporting to:

Liverpool CCG Performance & Quality Committee

Date of Meeting:

25th May 2021

Title of Report:

May 2021 Corporate Performance Report

Presented by

Dave Horsfield, Director of Transformation, Planning &
Performance
Laura Buckels, Senior Performance Manager
Shan Mattock, Lead Intelligence Analyst- Performance
Dr Fiona Lemmens, Chair

Report Author
Lead Governor
Senior Leadership
Team Lead
Report Category

Dave Horsfield, Director of Transformation, Planning &
Performance
Decision ☐
Discussion ☐ Assurance ☒ Information ☐

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 March 2021.
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 16/32 reported indicators.
Targets were not met in 16/32 reported indicators.
Delivery of SMI Physical Health Checks continues to be a key risk for the CCG.
The impact of the COVID-19 pandemic can be seen upon performance across the
board.
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•

Actions are in place in relation to those areas where targets were not met, however
some targets will continue to be missed due to the impact of COVID-19. Assurance
regarding actions is sought and challenged regularly at Clinical Quality and
Performance meetings with providers.
• Progress is being made in vaccinating the Liverpool population, although there
continue to be pockets of vaccine hesitancy, particularly within more deprived areas of
the city.
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 Performance & Quality Committee 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.
At present, national monitoring of the NHS Oversight Framework is suspended due to the COVID-19
pandemic. When NHS England recommence reporting against the wider NHS Oversight framework, a
summary of performance against this will be included within this report. 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.
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. PERFORMANCE
2.1

MAY 2021 CONSTITUTIONAL PERFORMANCE SUMMARY

The data used and referenced in this report is the most current at the time of writing. Specifically, for the
month of May 2021, performance data mainly relating to March 2021 has been used as the basis of the
analysis.
2.1.1 HIGHLIGHTS
The CCG met its target against 16 out of 32 reported constitutional indicators. This represents a stable
position compared to last month. Of note:
•

7 of the cancer standards met the relevant targets, including Faster Diagnosis, 2WW and
Symptomatic Breast, and all 31-day standards.

2.1.2 AREAS FOR IMPROVEMENT
The CCG did not meet its targets for 16 of the 32 reported indicators.
Whilst still not meeting the target, a number of indicators have improved since the previous month,
including:
• RTT incompletes improved for the second consecutive month.
• Diagnostic performance against the 6 week wait target improved for the 12th consecutive month.
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•
•

Performance against the 1 week urgent CYP Eating Disorders target improved for the 6th
consecutive quarter despite challenges.
SMI health checks improved by 2% during April (based on local data), resulting in a position of
22.8% This equates to around 5750 people who are on the SMI register not having received their
full physical health check in the last 12 months.

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

52 week waits continue to increase. Whilst providers have plans in place to recover the position,
this is likely to take until 2022 as clinically urgent patients continue to be prioritised.

NWAS LCCG performance for all standards other than Category 1 90% / Category 1 mean was below
target, therefore an exception report has been included.
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 on the 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.

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, with this further
impacting during the 3rd wave.

Treatments can be more effective when
a diagnosis is made earlier.

Learning
Disability
Annual Health
Checks in those
aged 14+

Physical Health
Checks for
people with SMI
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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.

Local data suggests that the 14+ quarter
4 target will be met when the national
data is published, but this will not result
in the full-year target being achieved due
to lower performance in the first 3
quarters.

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
Percentage of
incomplete
pathways within
18 weeks
52 Week
Waiters
Waiting List
Size

Diagnostics 6
Weeks Waiting
Time

Associated Quality Impacts

Outlook

Potential for patient's condition to
worsen whilst waiting

The system will continue to fail the 92%
target, although improvements are
starting to be seen as the impact of the
3rd wave of the pandemic subsides.

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

Cancer: 62 days Potential for patient's condition to
from urgent GP worsen whilst waiting.
referral
Possibility of patients who are
considered low risk moving into the
high-risk category due to delays.
Cancer: 62 days
Effect on patient mental health due to
from national
the impact of ongoing physical
screening
conditions and of waiting for treatment
service
knowing they have a potentially lifethreatening condition.
Cancer: 62 days Potential for patient to present back at
from consultant primary care or at A&E.
upgrade

CYP Eating
Disorders:
Urgent 1 Week

Page 20

Risk of people at severe risk being left
without appropriate care and treatment if
services do not have the capacity to
meet demand.

Deterioration in position is expected.
Recovery plans submitted by local
providers suggest that position will not
be recovered until 2022.
Given the current large number of >6week waiters, the system will continue to
fail the target for the foreseeable future,
although improvements are consistently
being demonstrated.
The system will likely continue to miss
this target. This target was 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.

Small numbers result in a variability in
monthly performance, however, the
system fails these targets more often
than not.

Alder Hey have highlighted pressures in
delivery of these standards due to the
increasing number and complexity of the
children presenting. Deterioration has
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been seen against the Routine standard
as expected.

CYP Eating
Disorders:
Routine 4
Weeks
Standard

Associated Quality Impacts

IAPT: % of
people who
receive
psychological
therapies –
Access

Deterioration in mental health.

Perinatal
Access to
Mental Health

Potential social / health inequalities
impact of unmet mental health needs
where people do not access appropriate
therapies.
If left untreated, mental health issues
can have significant and long-lasting
effects on the woman, the child, and the
wider family.

Longer hospital stays
C Diff

C Diff is associated with increased
mortality

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

NWAS
Standards:
Cat 2 mean <
18 mins
Cat 2 90% < 40
mins
Cat 3 90% <
120 mins
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Shorter waiting times have been
associated in some studies with
reductions in mortality.

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.

Outlook

The system will continue to fail the target
based on historic performance and more
recent referral data.

No improvement has been seen at any
time during 20/21, so the system is likely
to continue to fail this target.

The outlook is unclear as yet. The target
for April was missed by 2 cases. There
has been a high degree of variability in
the number of cases month-on-month
over the previous year.

The system will continue to fail this
target, based on historic performance
and an increasing number of
attendances.

Initial Cheshire & Merseyside data for
April suggests a deteriorating position
due to rising numbers of incidents and
increasing acuity.
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Cat 4 90% <
180 mins

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

2.2 COVID-19 VACCINATION UPDATE
Delivery of COVID vaccination is progressing, although there are some challenges.
At the 25th of April, Liverpool has the 4th highest uptake of the 8 English Core Cities for the 45+
vaccination cohort, with 81.3% uptake of all Liverpool patients in this cohort. Liverpool has the 2nd
lowest uptake of the Core Cities for Care Home residents, and the 4th lowest uptake for Care Home
Staff.
It should be noted that the benchmarking data is around 3 weeks behind the most recent uptake data
(see later).
There continue to be pockets of vaccine hesitancy, and uptake in areas that are more deprived is
markedly lower than in the less-deprived areas. For 45+ year olds the gap in uptake is between 91.0%
uptake in one of our least deprived communities and 57.4% in one of our most deprived communities.
Work is progressing to address inequalities by putting in place interventions targeted to the most
deprived communities where the uptake is poor. These interventions will focus on:
•

Reducing structural barriers to uptake (through the use of the Vaccination Bus)

•

Reducing vaccine hesitancy

•

Addressing disinformation

Since the last report, the vaccination bus has been operating at various sites across Liverpool including
Newsham Park and Gardiners Drive (near St Francis of Assisi school). The bus was being used to target
locals specifically, so was being publicised via flyers through letter boxes in the relevant areas. The bus
is now being deployed in the Knowsley area for a fortnight, and Liverpool City Council are planning
where it will next be targeted.
Also, since the last report, local vaccination sites have been added to the national booking system to
enable patients to access a local vaccination site rather than regional site or pharmacy.
Leases on all vaccination site buildings have now been extended until October 21 and Croxteth Hall
recently replaced Ellergreen Lifestyles as the supplementary site for the North of the city.
A detailed overview of vaccine uptake (most categories as reported to 12/05/21 Incident Response
Group, care home staff and residents as reported on Capacity Tracker 17/05/21) is shown in Table 2
(overleaf).
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TABLE 2:
Approx. 1st Dose
Approx. 2nd Dose
Difference
Difference
Number Percenta
Number Percenta
compared to data
compared to data
of People
ge reported in April of People
ge reported in April
nd
Had 1st Uptake in
Had
2
Uptake
in
CPR
CPR
Dose
Dose
Cohort
Cohort

Cohort

80+ year olds

19150

94.4%

520

0.30%

17800

87.8%

2150

8.8%

75-79 year olds

13530

94.1%

355

0.40%

12560

87.3%

2490

15.6%

70-74 year olds

20000

92.4%

150

0.10%

18110

83.7%

7850

36.0%

65-69 year olds

22280

89.7%

360

0.30%

15870

63.9%

10210

40.8%

60-64 year olds

26940

86.7%

350

0.30%

12900

41.5%

7370

18.4%

55-59 year olds

28980

82.6%

200

0.70%

12110

34.5%

6270

17.9%

50-54 year olds

25910

76.7%

170

0.40%

9420

27.9%

4560

13.5%

40-49 year olds

39390

59.0%

12530

18.7%

NHS & Social Care Workers

15850

N/A

110

N/A

13990

N/A

1645

N/A

Clinically Extremely Vulnerable

45860

88.5%

125

0.60%

38110

73.5%

13525

26.3%

COVID At Risk

37610

74.4%

665

0.90%

17800

35.2%

11420

22.5%

Care Home Staff including agency / bank
(may duplicate some of the above)

3335

80.4%

2101

50.7%

Care Home Residents
(will duplicate some of the above)

2428

Not previously
reported

Not previously
reported
91.8%

Not previously
reported

Not previously
reported
1950

73.8%

*The Social Care Working Group of SAGE has advised that an uptake rate of 80% in staff and 90% in
residents in each individual care home setting would be needed to provide a minimum level of protection
against outbreaks of COVID-19. This is for a single dose against the current dominating variant.
A further update on vaccination delivery and uptake will be provided to the June Performance & Quality
Committee.
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3.

NEXT STEPS

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

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

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

7.

WORKFORCE IMPLICATIONS
N/A

8.

COMMUNICATION REQUIREMENTS
N/A

9.

CONCLUSION
Where performance is at variance to plan, mitigations are underway, however delivery
continues to be affected by the COVID-19 pandemic. Some improvements have been seen this
month, although it is unclear whether these will be sustained.
Vaccination uptake continues to increase, although lower uptake in more deprived areas
continues to be an issue, with actions planned to address this.

Laura Buckels, Senior Performance Manager
Shan Mattock, Lead Intelligence Analyst- Performance
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
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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
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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. C.DIFF
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13. NWAS
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Appendix 3: Liverpool CCG Organisational Dashboard
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Appendix 4: Liverpool CCG Peer Group Reference Document
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☐
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Governing Body
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Meeting Date:

28 May 2021

MINUTES OF THE MEETING OF THE

AUDIT AND RISK COMMITTEE
Date:

16 February 2021

Venue:

MS Teams Call

Name

Time: 14:15pm

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

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

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

In Attendance:
Mark Bakewell (MBA)
Thilina De Zoysa (TDZ)
Stephen Hendry (SHE)
Dave Horsfield (DHO)
Charlotte Hinchcliffe (CHH)
Sallyanne Hunter (SHU)
Rachael Kelly (RKE)
Barrie Morris (BMO)
Michelle Moss (MMO)
Joanne Twist (JTW)
Nigel Woodcock (NOW)
Debbie Richardson (DRI)

Chief Finance and Contracting Officer
Public Sector Audit Manager, Grant Thornton
Head of Governance and Corporate Services
Director of Transformation Planning & Performance
Head of Financial Services LCCG/KCCG
Deputy Head of Governance and Corporate Services
Interim Transformation Accountant
Senior Audit Manager; External Audit, Grant Thornton
Anti-Fraud Specialist, MIAA
Director of Organisational and People Development
Senior Manager, Internal Audit; MIAA
Committee Secretary

Apologies Received:
Val Attwood (VAT)
Gary Baines (GBA)
Paula Finnerty (PFI)
Carole Hill (CHI)
Richard Houghton (RHO)
Jan Ledward (JLE)
Rebecca Tunstall (RTU)

Deputy Chief Contracting Officer
Internal Audit - MIAA
GP Director
Director of Strategy, Integration and Communications
Corporate Services and Governance Manager
Chief Officer
Deputy Chief Finance Officer

ISSUES CONSIDERED
2021

A1
1.

A2

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. SHO welcomed Thilina De Zoysa as the new Grant Thornton Engagement
Manager.

APOLOGIES FOR ABSENCE
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2.

Apologies for absence were received as listed above.

A3
3.

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

A4
4.

MINUTES OF THE MEETING HELD ON 8 DECEMBER 2020.
The minutes of the previous meeting held on 8 December 2020 were accepted as
a true reflection of the meeting with the following amendments:
•
Point 27 amended to read: ‘as chair of Performance and Quality
Committee…’
•
Section J action table amended to read ‘Circulate Anti-Fraud policy for
consideration and agreement virtually’

A5

ACTION LOG
The action log was discussed with the following points made:
•
Item 1 regarding AED Delivery Board minutes, actions and feedback was
discussed with SHE noting that the AED delivery board was accountable
to NHSE and the last 2 meetings had not taken place due to COVID-19
pressures. DHO commented that the control was currently via the Gold
cell command. Agreed that SHE would revisit the wording of the CRR
and the action could be listed as complete once the wording reflected this
change.
•
Item 2 regarding policies relating to governance remained in progress.
•
Item 3 to circulate a list of policies for governance to ARC members was
outstanding and remained ongoing.
•
Item 4 to produce a flow chart depicting how risk was managed was
ongoing.
•
Items 5 and 6 were complete.
•
Item 7 regarding the GB development session re the GBAF had been
deferred due to Covid19 pressures.
•
Item 8 was complete as was item 9.
•
Item 10 was on the meeting agenda and could be removed.
•
Item 11 was complete along with items 12 and 13.

5.

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 discussions;
• Update the committee action log in line with
discussions.

B
B1
6.

Lead

Timescale

Status

D Richardson

ASAP

Completed

D Richardson

ASAP

Completed

COMMITTEE EFFECTIVENESS
SELF ASSESSMENT OF THE COMMITTEE’S EFFECTIVENESS
SHO informed members that she had given some thought to self-assessment of the
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7.

8.

9.

10.
11.

12.
13.

committee’s effectiveness and how best to measure this commenting that in prior years
the Healthcare Financial Management Association (HFMA) checklist had been completed.
As this checklist had been completed approximately 3 times SHO questioned whether this
was the most effective way to move forward as processes had not changed much and
although a new structure was in place at the CCG the Audit and Risk Committee (ARC)
was strictly regulated and it was a new constitution of the committee rather than a new
committee as such.
SHO had taken advice from internal and external audit and both parties agreed that the
HFMA checklist was the tool they would advise the committee to use. External auditors
had suggested obtaining feedback from newer members to the committee suggesting
members considered whether the committee covered what they had expected it to cover;
did they think the committee had the right focus or did it need to refocus at all; did areas
discussed have the right level of engagement? Perhaps asking new members to complete
the checklist was also a way forward and it would be interesting to see if the findings were
comparable.
HDE felt this was a good idea saying that the narrative might be more interesting. Asking
did the committee cover what members thought it should and did it have the right level of
discussion would give an opportunity to clarify that the committee was thinking
strategically rather than getting hindered with the detail.
SHO suggested the checklist be used as a starting point for new members who could
expand on areas they wished to if they felt it was appropriate.
CMA supported the suggestion saying it was a good idea for new members to complete
the checklist with a framework. Members all had experience of different organisations,
bringing prior learning and experience into their responses for this committee.
SHO agreed to circulate the checklist to new members of the committee with a series of
open questions with a narrative response to be returned to DRI for anonymous collation.
The checklist includes a section based on committee processes rather than effectiveness
and SHO agreed to work with DRI to complete this section.
Action

Recommendations approved by the
committee, namely:
The committee is asked to:
• Note the update;
Further actions required:
• Circulate checklist and questions to
members for response.
• Complete committee processes checklist

B2

14.

15.

16.

Lead

Timescale

S Houghton

ASAP

S Houghton

ASAP

Status

On ARC April 21
agenda.
On ARC April 21
agenda.

ARC ANNUAL REPORT TO THE GOVERNING BODY
SHO presented the ARC Annual Report commenting that prior to submission to Governing
Body the report would be updated with relevant information from the Internal Audit
progress report and any other issues discussed at this meeting.
DOH noted that the report was a good basis to start from and would be a reasonable
report to submit to Governing Body. HDE agreed with this. It was clarified that the report
covered the year April 2020 to March 2021.
MMO suggested adding to the counter fraud section information regarding a successful
prosecution that had occurred within the timeframe the report covered. This information
was in the annual report pending closure and referred to a nurse who was waiting for
NMC conclusions. It was agreed that MMO would provide a form of wording to SHO for
inclusion.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
The committee is asked to:
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• review and agree the report for presentation
to the March 2021 Governing Body meeting.
Further actions required:
• Provide commentary for counter fraud
section regarding successful prosecution for
inclusion in annual report.

M Moss

ASAP

On ARC April 21
agenda.

C

GOVERNANCE

C1

REVIEW THE CORPORATE RISK REGISTER; GOVERNING BODY
ASSURANCE FRAMEWORK; REMHR RISK REGISTER; FRAUD RISK
REGISTER

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

SHE reported that the Corporate Risk Register (CRR) and the Governing Body Assurance
Framework (GBAF) were as reported to the Governing Body (GB) meeting held in
January 2021.
There were no issues to highlight and one area of concern which was the cancellation of
the GB development sessions due to Covid19 pressures which will delay progress with
the following years GBAF however this would have to be discussed further as the situation
continued to improve.
SHE confirmed that MMO had reviewed the fraud risks and this had resulted in three
additions; in commissioning fraud with a risk of lack of probity for urgent claims for extra
Covid19 funding; CHC and personal health budget frauds; and primary care contractor
fraud. These were generic risks.
MMO informed members that the risks had been reviewed in terms of what local risks
were for the CCG rather than wholly fraud risks. These were generic risks specific to
CCGs. The CCG had a had low amount of fraud risk.
SHO commented that a GBAF was usually focused around strategic objectives over a 25yr period however the CCG now only had little over a year to continue to run and it would
be a challenge to have strategic objectives for such a short period of time. The HR Risk
Register was included because of ARC oversight of the Fraud risks as included, HR06, 07
and 08.
Risks FR07 and FR09 were included on the Fraud Risk Register with the action that
‘appropriate assurance is required from CSU’. SHO enquired how and when the
assurances would be given and what would be considered appropriate?
MMO confirmed that CSU provide an annual report to the Finance team which details the
information required to ensure delivery amounts are correct. The CCG does seek
assurance for CHC and personal health budgets and an independent review is also
carried out by the Finance team on accounts that are highlighted as areas of risk or
concern
MBA commented that the further assurances the CCG was looking for would be included
in the enhanced/revised SLA the CCG had with CSU which was being worked on. The
SLA was regarding CSU service provision and would include what confidence and
assurances the CCG could gain from their systems and processes to ensure there would
be no areas of opportunity for potential fraud in personal health budgets.
Financial reconciliations take place frequently and the test regarding percentages and
materiality would be did the CCG have good control in terms of risk. There remained
some instances where there were outstanding issues however overall, the materiality risk
was low and the CCG wanted it to be as good as it could be. The enhanced SLA with
CSU and partners would go some way towards making sure there were more controlled
environments.
MMO confirmed that the responsibility had been removed from some individuals identified
as high risk and they no longer had access to money with funding directed into controlled
accounts. Also, the nature of the working relationship with the CCG would ensure
concerns would be highlighted.
SHE noted that it was important to remember the context in which risk had been raised;
Covid19 had increased risk particularly when considering that some CSU staff had been
redeployed which opened the risk further.
It was agreed that the wording of the 3 risks mentioned would be revised for the next
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29.

meeting to describe what assurances the CCG was getting from CSU.
The PCCC Risk Register was deferred to the next meeting as many primary care staff had
been redeployed to the vaccination programme.
Action

Recommendations approved by the
committee, namely:
The committee is asked to:
• Satisfy itself that current process 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 (with specific attention to the three
new additions to the Fraud Risk Register in
Feb 2021);
• Note the progress of the Governing Body
Assurance Framework for 2020/21 since the
December 2020 meeting of the Audit & Risk
Committee
Further actions required:
• Revisit fraud section of risk register in line
with discussions.
• PCCC Risk register to be discussed at next
meeting

C2
30.
31.

32.

33.

34.

35.

36.

Lead

Timescale

S Hendry

April 21

S Hendry

April 21

Status

On ARC April 21
agenda.
On ARC April 21
agenda.

CONSIDER INTER-RELATIONSHIPS OF COMMITTEES VIA COMMITTEE
CHAIRS’ ANNUAL REPORTS
SHO thanked chairs and colleagues for producing the committee reports commenting that
they were a useful part of the assurance processes.
The Clinical Effectiveness Committee (CEC) had been hampered in its development by
Covid19 as it had been unable to meet due to most members being clinical staff and
therefore deployed elsewhere during the pandemic.
DOH commented that it was an important committee and it was a shame it had not
managed to become operational; it could have supported the work of the CCG and this
opportunity would not exist for long if the CCG does not run for much longer. SHO agreed
saying it was a pity the committee could not commence in April however it would be
interesting to see how the committee developed and there was never not a good time to
increase governance standards and the committee may give new pointers to the new
organisation.
The People and Community Voice Committee (PCVC) was new with just one meeting
being held before lockdown commenced in March 2020. CRO reported that community
representation had been sustained with members working through a detailed agenda and
having dynamic discussions with a clear sense of action and engagement. As chair of the
committee CRO was pleased with how the committee was progressing.
DOH commented that this was also an important committee which had the voices of
patients in places in the CCG where it was good to have those views. Being at this level
was beneficial and provided a template for the Integrated Care System (ICS) to hopefully
follow.
SHO referred to the mention of planned training in statutory duties suggesting that if the
training were arranged it may be useful for all Governing Body members to attend if they
were able to. SHO went on to ask if the committee planned to incorporate ICS plans into
the committee workplan.
CRO responded that at the most recent meeting the committee had changed focus due to
colleagues being involved with the vaccination programme. Work was to continue looking
at potential areas of discussion and the communication from NHSE was part of that
conversation. CRO would speak with the committee leaders as it was unclear yet if the
communication would be within the committee or CCG wide.
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37.
38.

39.
40.

41.
42.

43.

44.

45.

46.
47.

48.

DOH suggested it would be difficult to adapt to a system while dealing with a pandemic.
CRO replied that external perceptions were confusing for the public and the matter
needed to be addressed urgently with communication from the CCG. DOH agreed
suggesting the CCG could say it only knew as little as had been announced for the time
being.
Primary Care Commissioning Committee (PCCC) was an established committee with a
regulated work plan.
HDE delivered the Remuneration and HR (REMHR) committee report explaining that the
committee previously existed as two separate committees which had merged in April
2020. The committee had a standard work plan and a lot of focus this year had been
around the impact of the pandemic on staff and the managing people plan. HDE thanked
JTW for the sterling work throughout the year noting that it was going to be a challenge to
maintain staff morale and focus when it was unclear what was happening. This was
compounded by staff working from home and staff were continuously reminded to look
after their health and well-being.
It was difficult to motivate colleagues when people worked from home and HDE thanked
members for their lively contributions to the committee.
DOH echoed those comments thanking all colleagues for their hard work over the last
year noting colleagues had worked incredibly hard and flexibly saying all staff should be
thanked and this should not be forgotten.
The committee moved on to the Performance and Quality Committee (PQC) which had an
incredibly difficult year in terms of quality monitoring with methods to monitor being
removed making things difficult for PQC.
CMA noted thanks to everyone on the PQC for their hard work explaining that PQC
brought together the former Quality Safety and Outcomes Committee (QSOC) and the
Finance Procurement and Contracts Committee (FPCC) which illustrated how
complicated the agendas were that were being dealt with. A work plan had been followed
and this was being reviewed to consider how to enhance the effectiveness of the
monitoring.
The format had changed to include a deep dive of providers at alternate meetings and this
had raised a lot of debate with thoughts about how information should be presented as the
committee continued after a difficult year. CMA noted that the support received had been
exceptional.
SHO commented that it made sense to bring the committees together however she
understood the remit was difficult and covered the whole of the CCG business.
HDE noted that reading all of the committee reports brought together the work of all
committees for the Audit and Risk Committee (ARC) perspective and the standard
reporting template was helpful. It made things more efficient in preparing for the executive
team creating efficiencies.
SHO agreed saying it would improve further over time as new processes did and the new
reports were really helpful in bringing it all together.
Action

Lead

Timescale

Status

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

C3
49.

50.
51.

REVIEW DRAFT ANNUAL GOVERNANCE STATEMENT
MBA informed members that work was progressing in the background. The Annual
Governance Statement (AGS) would be heavily Covid19 referenced and would include
the impact of Covid19.
There were no concerns to raise at this stage.
SHO reported that she had attended an Audit Chairs Forum around 10 days previously at
which the Chief Finance Officer for NHSE mentioned sharing specific guidance for the
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52.
53.
54.

AGS and asked if it had been shared yet. MBA reported that he had not seen it at that
point.
TDZ confirmed that he had not received any new guidance to date. He would enquire and
share with MBA once it was received.
NWO was also not aware of any new guidance and would follow this up locally.
MBA reported that 80% of the structure and format of the AGS would be as it had been in
previous years and colleagues were trying to get balance right with Covid19. Once the
document was ready it would be circulated prior to the next meeting in April.
Action

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Note the update.
Further actions required:
• Enquire about AGS guidance;
• Circulate draft AGS

C4
55.
56.

58.
59.

T De Zoyza

ASAP

N Woodcock;
M Bakewell

ASAP

Status

On ARC agenda
April 21;
On ARC agenda
April 21.

REVIEW WHISTLEBLOWING ARRANGEMENTS

Recommendations approved by the
committee, namely:
The committee is asked to:
• Note the update
Further actions required:
• Clarify when Whistle Blowing policy would be
reviewed annually.

57.

Timescale

SHE reported that the anti-fraud policy had been updated to reference the local
whistleblowing policy.
SHO noted that the Whistle Blowing Policy was subject to review annually and this is
recorded in the work plan for the committee. SHE to notify SHO of the month the review
would occur annually so that the workplan and review are aligned.
Action

C5

Lead

Lead

S Hendry

Timescale

April 21

Status

On ARC agenda
April 21.

REVIEW STANDARDS OF BUSINESS CONDUCT POLICY
SHE informed members that the Standards of Business Conduct Policy had expired in
December 2020. It had since been updated to include the revised committee structure
and there were no changes to NHS England (NHSE) guidelines.
The policy was mandatory from an NHSE perspective with some CCGs combining
policies however LCCG kept this separate due to the nature of the messages it contained.
Members agreed that the revisions were not material and for the policy to be publicised on
the CCG intranet and web pages.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Note the contents of the report;
• Agree that the policy changes are ‘nonmaterial’;
• Approves the revised version of the CCG’s
Standards of Business Conduct Policy as a
corporate policy for dissemination and
publication.
Further actions required:
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• None identified.

C6

RECEIVE OTHER SOURCES OF ASSURANCE - MIAA BENCHMARKING
SERIES - HR AND PAYROLL CONTROLS; MIAA BENCHMARKING SERIES SICKNESS ABSENCE

60.

JTW reported that the CCG took the opportunity to assess its operations against the
Mersey Internal Audit Agency (MIAA) benchmarking reports as they were received
recently.
A full review of the HR and payroll controls was completed with the Commissioning
Support Unit (CSU) which went to the December meeting of Remuneration and HR
Committee. All leavers processes are now documented and the processes for this were
communicated to staff in January. There has been a full audit of ESR access which will
be monitored quarterly along with salary overpayments which has also been
communicated to staff.
There had been a delay to monitoring and benchmarking payroll due to Covid19 however
work had commenced and would be reported through Remuneration and HR Committee
moving forward.
Sickness was also considered with the CCG being compliant with 5 out of the 6
challenging questions listed. An audit of return to work documentation showed
inconsistencies in practice and this was to be developed further with work underway to
strengthen this.
SHO thanked JTW and colleagues for completing this work noting that it was a valuable
form of assurance for the committee.
NWO commended the CCG for going through the rigorous process stating that it was
great to see and gave extra assurance that the control environment had been maintained
in challenging circumstances of the last 12 months.
HDE congratulated the progress on the sickness controls noting that payroll teased out
areas which required matters to be tightened up. It was good to see the reinstatement of
meetings between HR, CSR and payroll, commenting that a weakness was identified in
working in silos as it split responsibility not giving easy oversight.
CHH commented that although cluster meetings didn’t happen due to Covid19 there were
still a lot of conversations taking place, including discussion items for continuous
improvement and ad hoc items for improvement.
CMA asked if an additional procedure had been put in place to monitor Covid19 absence.
JTW responded that the intention had been to move to self-reporting in April 2020 but this
had been delayed due to Covid19. Covid19 reporting had certain codes and this enabled
monitoring more easily and this was the additional monitoring put in place by NHS
Employers.
HDE noted that sickness and absence had dropped to very low rates with he CCG being
one of leaders with such a low return asking was this linked to home working. In some
ways this was a concern as staff shouldn’t work if they were ill however it was a benefit to
the CCG as fewer staff off with illness.
JTW reported that all sickness since March 2020 had been long term sickness.
DOH commented that as papers were circulated members could consider where HR risks
link to the fraud risk register to highlight links across registers and committees.
SHE responded that the CCG had considered this for several years however the software
had not been functional for use on iPad. It would be ideal to do this and collect the
threads throughout.
DHO suggested that the roll out of 365 may help. DOH commented that it wasn’t the
platform but the ability to have the time to connect the links across but it was a very time
consuming process.

61.

62.

63.

64.
65.

66.

67.

68.

69.

70.
71.
72.

73.

C7

RECEIVE ASSURANCE FROM THE IG STEERING GROUP - DATA
SECURITY AND PROTECTION TOOLKIT (DSPT); CYBER SECURITY
UPDATE
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74.

75.

76.

77.
78.
79.

80.

81.

82.

C8
83.
84.
85.
86.

87.
88.

MBA reported that there was nothing to escalate regarding risks and issues for the
Information Governance (IG) steering group. Work continued at the organisational level
getting through a difficult subject area in a positive and friendly way.
The DSPT deadline for the 2020-21 year had been extended to June 2021 due to the
pandemic. The CCG had already commenced work on this and was in a good position
with the significant assurance from the MIAA audit at the end of the previous year. There
was no reason to believe the CCG would not hit the 95% threshold mark required this
year. In conjunction with iMerseyside policies and procedures were being updated with a
view on the impact of Covid19.
One risk colleagues were aware of was Brexit and this was being monitored with regard to
IG. Many IG documents mirrored EU documentation and UK based versions may be
required. Colleagues were waiting for national guidance to clarify what the requirements
would be here.
GDPR work was up to date and continuing.
SHO commented that the big issues had been home working and the cyber security
issues this raised and Covid10 related scams coming in.
DHO reported that specific measures were in place to combat this. There had been 10
cyber alerts in the period which was normal. There had not been many severe alerts in
the last 6 months and there had been one in the last month.
There is a requirement to respond nationally to severe alerts within 48 hours and to take
remedial action within 14 days. On the recent occasion a response was made in 24 hours
and remedial action taken within 6 days. Colleagues cannot make changes to systems
without being aware of any ramifications. Changes have to be tested in a test environment
and once they have passed a 3-day testing process in the testing arena the changes can
be applied to the real system.
The recent threat was very high risk. Cyber security issues are dealt with very quickly with
a lot of information received from National Cyber Security Centre (NCSC). With regard to
phishing the CCG has a system based on Artificial Intelligence (AI) to learn the way the
network operates. If someone clicked on the wrong link AI is programmed to shut down
any open doorways. The system will highlight that this does not normally happen and it
will investigate.
The CCG has invested heavily to put proactive network defenses in place. Over the next
12-24 months there were real challenges ahead. The CCG had not been able to put its
planned investments into place due to Covid19 and other things and while it has strived to
ensure it is well protected the NHS Digital (NHSX) wants to put the internet first rather
than use local physical networks and this comes with a high level of risk. There will be a
national policy but work needed to be carried out first. A network for GPs and colleagues
would be continued to be worked on moving forward.

REVIEW OF ARRANGEMENTS TO ENSURE DATA QUALITY
MBA delivered a summary of the 2019/20 audit outlining the following:
The MIAA data quality audit was completed and the final report issued on 29th November
2019 and taken to ARSC on 10th December 2019.
The audit covered: Roles and Responsibilities, CCG processes and data validation
checks.
Overall, the 2019 report stated that there was a good system of internal control designed
to meet the system objectives, and that controls are generally being applied consistently.
MIAA assessed the CCG’s processes as having Substantial Assurance.
4 recommendations were agreed to be implemented in the 12 months following the audit.
The MIAA 2019/20 Data Quality Audit Recommendations were:
•
Recommendation: The CCG should request and obtain assurance and evidence
of the validation checks undertaken by the CSU as an annual sign off:
•
Action: Completed July 20: CCG had requested a formal annual assurance letter
from MLCSU confirming that they conducted data validations and data quality
checks on behalf of Liverpool CCG in line with the ‘MLCSU Statutory Returns
Validation Process’.
•
Recommendation: The CCG should ensure the current version of the AGCSU
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89.

90.

91.

Data Processing agreement is updated as required and request it included an
end date on the agreement going forward.:
•
Action: Completed Jan 20: Superseded. See following response from AGCSU:
“The DPA is a part of the SLA and it clearly states in section 4.1 as below; This
Agreement shall commence on the Commencement Date. Unless terminated in
accordance with this clause, this Agreement shall automatically terminate on
termination or expiry of the Service Level Agreement."
•
Recommendation: The CCG should maintain a record of all breaches from
providers for completeness.
•
Action: Completed Jan 20: Record implemented. Template created and shared
with MIAA.
•
Recommendation: Relevant Job Descriptions should be updated to include
specific reference to data quality.
•
Action: completed Sep 20. Job descriptions updated and signed off.
Data quality will continue to be monitored and reviewed with the intention to add value to
the process. With the unknown changes to come there would be more challenges for
sharing data.
DOH stated that it was great to hear about data quality team and the Business Intelligence
(BI) group especially working through the CQPGs where data was integrated too; making
sure data quality was at a good standard. DOH noted that there was a lot of different
stages and the team was starting to use Microsoft power for BI.
MBA responded that the approach gave the ability to generate custom reports and each
user had their own view of what they find interesting. This gave the ability and opportunity
to manipulate data to produce reports and moved away from the network infrastructure
which did not allow the depth of information required. There was still work to be done but
the output was encouraging and LCCG was at the forefront in comparison to other CCGs.

D

FINANCIAL FOCUS

D1

REVIEW FINAL ANNUAL REPORT AND ACCOUNTS TIMETABLE AND
PLANS AND ANY CHANGES TO ACCOUNTING POLICIES

92.

93.

94.

95.

96.
97.

98.

CHH delivered an overview of the Annual Report and Accounts timetable and plans
stating that the draft submission was due in at 9am on 27th April and LCCG planned to
submit on 26th April. The final submission date was 15th June and LCCG planned to
submit on 14th June.
A third materiality element had been added which was ‘obscuring’ which could be
interpreted as too much disclosure being included. Accounting policies were draft and
could change. There was felt to be an increased focus on disclosure which needed
further consideration. The committee is asked to review the management assessment
of going concern in terms of whether it seemed appropriate within the time frame.
SHO commented that the timetable meant the May audit meeting would have to be
moved to June and an additional Governing Body meeting would need to be
scheduled for June. Looking at the CCG as a going concern when it would cease to
exist in 12 months was difficult and the central guidance mentioned in the chairs forum
was needed.
MBA responded that colleagues had been looking at the timing as they had been
prepared for this prior to the announcement. All CCGs were waiting for guidance.
The timetable and plan was written before recent legislation was released.
CHH commented that from a legislation point of view the focus for going concern was
on continuing services rather than the organisation
SHO reported that the unusual circumstances of the year had been raised at the Audit
Chairs forum recently with particular mention of procurement routes and there may be
an issue for discharge processes and procurement routes for vaccination
programmes. Holiday pay accruals could be large and there were issues for partially
completed leave for maternity provision.
MBA noted that there was nothing surprising there. Holiday pay was a bigger issue for
providers than for CCGs and the CCG had been working on the basis that this would
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be minimal from the CCGs point of view. Frontline staff in clinical services had up to
20 days being carried forward while the CCG limit was 5.
99. JTW clarified that within the CCG most staff were taking all the leave they could with
just 2 carrying over slightly more than 5 days.
100. MBA reminded colleagues that LCCG was host for Cheshire and Mersey (C&M)
arrangements for money; income and expenditure so the accounts would look
different this year. This needed to be kept in mind when colleagues saw the numbers.
Internal and External auditors were aware of this.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Note and approve the application of
accounting standards, including the Liverpool
CCGs assessment of going concern and
accounting policies.
Further actions required:
• None identified

D3

REVIEW LOSSES AND SPECIAL PAYMENTS

101. There were no losses or special payments to report.

E

INTERNAL AUDIT

E1

REVIEW INTERNAL AUDIT PROGRESS REPORT

102. NWO delivered the Internal Audit progress report highlighting the following:
103. 3 reports had been published since the last meeting all with good results:
104. Assurance Framework (Meets Requirements); Conflicts of Interest (5 modules: 4 Fully
Compliant; 1 Partially Compliant); Key Financial Systems (High).
105. Three further reviews were still in progress: Safeguarding (fieldwork); General Data
Protection Regulation (draft report): and Emergency Planning (draft report).
106. The Data Security and Protection Toolkit (DSPT) audit was in a good position to submit in
June.
107. Due to Covid19 pressures, it was uncertain whether it would be feasible to undertake the
Personal Health Budgets / Continuing Healthcare (PHB/CHC) and Clinical Quality
Management audits scheduled for Quarter 4.
108. The internal audit opinion was that the work that ‘must be carried out’ had been completed
with a few more minor things to be completed by April and the CCG was in a good place
overall.
109. SHO congratulated the team on the excellent result particularly under the circumstances
noting that she had also had sight of the also emergency planning report and while it was
too late for consideration at the meeting it was a brilliant result.
110. SHO asked could anything be put in place of the two planned audits that may not take
place due to Covid19 to utilize the time.
111. NWO commented that this was currently under discussion and suggestions had been put
to MBA. Plans were in place to use the days.
112. HDE commented that while she understood the pressures it was disappointing to not be
able to complete. Noting that the areas were quite sensitive HDE asked what level of risk
there was around those areas.
113. NWO responded that a meeting was planned for the following week to discuss the next
years plans which he would feed back to members in advance of the next meeting for
consideration.
114. HDE asked how exposed this made the CCG or was this an area it was nice to have and
not imperative?
115. MBA responded that it was a balance. At that point progress was impacted by Covid19
and the hospital discharge programme; it was not the best use of resources to plough
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ahead with a report that may not add value. There was still interest in the programme, and
although the CCG was concerned that it was missing an area of audit activity the system
was different and the CCG was comfortable with the approach taken. The CCG was
hoping to move back to business as usual soon to get back on track.
116. DOH commented that looking at the budgets for those areas spending each month had
been most different to how it would usually be. A lot of the time this had been balanced
by direct funding from NHSE and it was important to monitor the situation to ensure
nothing was missed between what each side was doing. This was a new area which
people were unsure of and it was going to change again shortly however the opportunity
should not be missed to learn from this.
117. CMA asked if the changes to the way services were now being delivered had prompted a
review of the terms of reference or the terms of reference for the audits still to take place
were suitable for the ongoing situation.
118. NWO responded that apart from the DSPT work all other audit work was coming to an
end. The terms of reference had been agreed at the beginning of the year and adjusted
as required when carrying out the work.
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

REVIEW INTERNAL AUDIT RECOMMENDATIONS FOLLOW UP REPORT

119. NWO delivered the internal audit recommendations follow up report noting that it was a
positive report in terms of progress which was largely thanks to Sallyanne Hunter.
120. SHO commented that it was a brilliant result with 10 recommendations cleared in the
period. The results were a recognition of the brilliant work of the whole of the CCG staff
especially in the circumstances.
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.

E3

CONSIDER IF FURTHER DISTRIBUTION OF INTERNAL AUDIT REPORTS IS
REQUIRED

121. There were no internal audit reports for consideration or further distribution.

F

EXTERNAL AUDIT

F1

AUDIT PROGRESS REPORT AND SECTOR UPDATE

122. TDZ delivered a brief progress update noting that work was progressing where possible
although with some clinical staff involved with the vaccination programme there had been
delays. Sample testing had been carried out and more understanding was needed before
further progress could be made.
123. Regarding 2020-21 audit progress the programme compared to previous years was
slightly delayed due to Covid19 with around 50% of audits finalized by the November
deadline and 30% remained ongoing.
124. There was a key change from previous years in the value for money work as on 1 April
2020, the National Audit Office had introduced a new Code of Audit Practice which comes
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into effect from audit year 2020/21.
125. The changes are a new set of key criteria, covering financial sustainability, governance
and improvements in economy, efficiency and effectiveness with a requirement on the
auditor to produce a commentary on arrangements across all of the key criteria, rather
than the current ‘reporting by exception’ approach. This change would result in more
communications and consultations with CCG colleagues with more work for auditors.
126. This would be discussed with the CCG and would form part of the audit plan for the next
meeting. Meetings with the CCG were scheduled for the rest of the year with workshops.
127. MBA reported that there was frustration with how the Mental Health Investment Standard
(MHIS) was being judged with guidance being received for periods in the past. If the
information had been available prior to the period it would have helped. Recent guidance
had been received for 11 months previously and that area was volatile in terms of mental
health prescribing and guidance this late regarding which drugs should or should not be
included was not beneficial.
128. The CCG makes a reasonable assessment at the beginning of the year of what it would
need to spend in the areas which leaves a balancing number for areas in more traditional
service development type funding. Resources are committed based on plans for areas of
expenditure and the changes introduced in the new guidance put the CCG at risk in terms
of the MHIS.
129. DOH asked had the CCG been asked how much more work was now being done in
primary care around MHIS in addition to prescribing responsibility which had been
transferred.
130. SHO agreed that it was a very blunt tool used to measure against and the answer to
DOH’s question was probably not.
131. International Accounting Standard re accounting estimates has been revised. The new
standard requires enhanced scrutiny by ARC. A meeting is planned for 11th March 2021
which will discuss the revised accounting standard and aims to explain specifically what
audit committee members have to do and members were welcome to attend or send
questions to SHO in advance if they wished.
132. TDZ commented that LCCG was not alone in the frustration around the MHIS, many
CCGs were struggling due to the guidance. Grant Thornton was talking to NHSE and
suggesting they compare like with like, going back to the previous year and adjust it
accordingly. Any response will be fed back.
133. The audit plan will be presented to the April committee meeting.
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

REVIEW THE COUNTER FRAUD PROGRESS REPORTS

134. MMO delivered the Anti-Fraud progress report noting that the impact assessment was a
new yearly addition to the report which took note of best practice from fraud prevention
notices and quick guides listing actions to be used to seek assurance.
135. MMO had recently undertaken Clue training which enabled a more digital way to upload
information to courts. The intention was that this system would run in tandem with the
previous system until such time as it was feasible to close the previous platform.
136. Two further items of information that came in during the reporting period. The items came
in via whistleblowing or the complaints route and it was commendable that the CCG
managed the process correctly and dealt with he items effectively and efficiently. The
items were that a patient had registered giving a Liverpool address and they had
emergency treatment in Surrey and should have been marked as an overseas visitor.
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This saved the Surrey Trust £4000. The surname was spelt incorrectly which was why
the patient was not picked up earlier. The patient had also been treated at Liverpool
University Hospital Foundation Trust however it had been picked up that they were an
overseas visitor and had been charged accordingly.
137. The other item was an allegation of fraud at a GP practice. This information had been
reviewed and from a CCG perspective no fraud had taken place. Further matters are still
being considered.
138. One case remains outstanding pending a decision from the NMC and this will be reported
back when the findings are reported.
139. Noted that page 7 of the report said Trust and this should read CCG.
Action

Lead

Timescale

Status

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

G2

NHS COUNTER FRAUD AUTHORITY CIRCULARS

140. 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

GOVERNANCE UPDATES

H1

SINGLE TENDER WAIVERS

141. MBA reported that only one tender waiver that had been approved by LCCG from
December 2020 to January 2021 which was in regard to translation services.
142. Further work remained ongoing regarding the procurement of translation services and it
made sense to align timelines with the wider work. Work continued on the procurement
plan going forward.
143. SHO sought clarification regarding delegated limits and approval waivers to which MBA
responded that all waivers would be reported.
144. SHO asked if there was a possibility of challenge from other suppliers and if so should this
be represented on the Performance and Quality Committee risk register?
145. MBA responded that there hadn’t been a challenge to date and the engagement market
give a sense of where things are up to. VAT works to keep on top of procurement within
the CCG and whilst there is a risk to the organisation that adding this to the risk register
may not add value. SHO responded that the query was just to ensure that the risk had
been considered.
146. DOH commented that with he direction of travel and the apparent intention to remove the
requirement for procurement for some provider contracts things may change.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Note the list of procurement waivers from
01st December to 31st January 2021.
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Further actions required:
• None identified.

H2

USE OF LCCG SEAL

147. The LCCG Seal had not been used during the period.

H3

REGISTER OF INTERESTS UPDATE

148. SHE reported that there were no changes to note to the register of interests.
149. The intention was to provide copies of the register for the meeting however software
issues had prevented this and they would be circulated afterwards. There were no
concerns.
Action
Recommendations approved by the
committee, namely:
• Note the update.
Further actions required:
• Circulate register to members.

H4

Lead

S Hendry

Timescale

ASAP

Status

On April 21 ARC
agenda.

GIFTS AND HOSPITALITY REGISTER UPDATE

150. There were no changes to note to the hospitality register.

J

ANY OTHER BUSINESS

151. No other items of business were discussed. The meeting closed.
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ISSUES CONSIDERED
2020

A1
1.

WELCOME
PKI welcomed all present to the meeting noting this is the first formal Committee
meeting following the Shadow Meeting that took place on 18th February 2020.

A2 APOLOGIES FOR ABSENCE
2. Apologies for absence received for this meeting are detailed above.
A3
3.

A4
4.

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

PREVIOUS MINUTES
The minutes of the Shadow Committee meeting that took place on Tuesday 18th
February 2020 were accepted as an accurate record.
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A5

ACTION LOG

5. The action log was discussed with the following points made:
a)
TERMS OF REFERENCE: The meeting agreed the TORs drafted will be
presented to Governing Body as Interim TORs for the Clinical Effectiveness
Committee.
b)
TERMS OF REFERENCE: The meeting agreed the TORs would be
reviewed every 6 months.
c)
The meeting agreed it shall meet 6 times a year and after a year review the
frequency. The meeting will convene on alternate Tuesdays and Fridays.
Action
Recommendations approved by the
committee, namely:
• Interim TORs agreed
Further actions required:
• Update Action Log in line with discussions

B
B1
6.

7.

8.

9.
10.

11.
12.

13.
14.
15.

16.

Lead

D Richardson/
S Tabron

Timescale

ASAP

Status

Complete

COMMITTEE UPDATES
CVD ECHO CRITERIA
JBL led a discussion around the SOP for GP Direct Access Echocardiography Triage
and Vetting Procedures and the Revised Appropriateness Criteria, October 2020 and
commented:
•
System capacity has been an issue
•
The waits can be precariously long
•
GP Direct Access Echocardiography was set up over 10 years ago
JBL advised the aim is to prioritise those patients most in need of Direct Access
Echocardiography and further direct to more specialist services when a Direct Access
Echocardiogram is not the most appropriate course.
FLE commented there is a range of competency and confidence in Echo reviews –
some GPs may have a particular interest in cardiology whilst others may be more
generalist. It was noted GPs need to know when they CAN refer – not necessarily
when they cannot.
PKI commented if a referral is rejected, the rejection needs to come back with
appended criteria and/or the rationale for rejection.
JBL signposted the meeting to the document Direct Access Echocardiography Revised Appropriateness Criteria October 2020 which lists circumstances in which a
direct access echocardiogram is considered to be appropriate and lists
circumstances in which a direct access echocardiogram is considered to be
inappropriate.
JBL highlighted the item was discussed in Clinical Forum and the meeting observed
it would be a useful tool if the Trusts are able to maintain timely access and guidance.
SHO asked if the committee was being asked to approve this as a Clinical Policy? If
so the committee would need sight of the policies and to be assured that any
necessary public consultation and equality impact assessment had been carried out.
SJA queried if there were any contractual implications regarding practicalities and
utilisation of changes in pathways. This may result in some contract variations.
PKI suggested the full criteria was brought to this Committee for full discussion.
JLU advised that this Committee would need to replicate the Commissioning Cycle
for this and make a clinical case for change and all the other associated needs e.g.
go through the contractual process. We need to be clear what is to be implemented
based on best clinical practice and put the Commissioning Cycle into process.
JBL commented it is not a Service change but a change to Service criteria and there

Page 58

2

has not been any patient engagement and asked if there needs to be.
FLE asked if this is a policy or a guideline for GPs on how to best use this service, in
which case it there a need for it to go through this Committee. PKI commented there
is a need to define how we determine what a policy is.
18. MKH advised there is an item on the agenda that may follow a similar process i.e. a
change in a pathway. If it needs to go through a Commissioning Cycle then that is
what must happen although somewhat onerous.
19. SHU queried if all changes need to follow that protocol and that we do need to
articulate what process a change has to go through.
20. SHE advised the difference needs to be noted between a clinical and a corporate
policy and if they link in. JLU queried if this was a policy or a pathway and indeed if it
is a Service improvement issue i.e. Quality, when does it become a Commissioning
issue.
21. JBL suggested we use this as a test case and bring in a more formalised structure if
policies are to be brought to this Committee.
22. PKI advised the documents will be circulate prior to the next meeting, where the
Committee can decide if it is a change to the Service or a new policy.
23. FLE suggested this may not be the best example to use a test case. The CCG’s role
in this has been to facilitate as an interface between Primary and secondary care – a
Provider Improvement in Service Pathway. It may be that the Gastro. Pathway
changes MKH discusses be a useful test case. PKI requested the Gastro. Pathway
documents be circulated before the next Committee meeting and can be discussed
then.

17.

Action
Recommendations approved by the
committee, namely:
• The Committee notes the update Forum
supports the Direct Access EchoCardiography SOP - Triage and Vetting
Procedures and Revised Appropriateness
Criteria.
Further actions required:
• CVD ECHO CRITERIA documentation
and North Mersey Gastro. Pathways
Change documentation be circulated.

B2

Lead

S Tabron

Timescale

Jan 2021

Status

On CEC Jan 21
Agenda

CLINICAL PATHWAYS

24.

MKH updated the Committee there had been a discussion on the 6 North Mersey
Gastro. Pathway changes in the recent Clinical Forum meeting and gave some
background to the changes.
25. PKI asked if this has been discussed at Clinical Forum is there a need for it to come
to this Committee also. This can be an item on the next agenda.
26. SJA commented that a sub-committee could review it as it feeds directly in to the
Performance and Quality Committee that goes to Governing Body. The Clinical
Forum is an informal group but could be made more formal if needed and it can be
discussed how it feeds into the CEC. FLE advised one of the purposes of the Clinical
Forum was to intentionally be informal and be a place for open discussion among
healthcare professionals. It could be made formal in that it could address items that
may or may not need to go to CEC, based on certain criteria e.g. is there an impact
on patient access, does this need to be escalated ( to the CEC).
27. The Committee agreed discussions need to take place between the Clinical Forum and
CEC before formalising any arrangement.
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Action

Lead

Recommendations approved by the
committee, namely:
• To formalise an agreement between
Clinical Forum and CEC and how they
work together moving forward re. Service
Changes / Policies
Further actions required:
• Clinical Forum and CEC Chairs to
engage.

P Kirkbride/J
Bliss

B3
28.

29.
30.

B4
31.

32.

D
34.

On CEC Jan 21
Agenda

SHE advised the Committee that there is a need in the CCG for Clinical Policies to
have an appropriate (governance) route to go through before being presented to
Governing Body for approval. The CEC is a like circuit board that can assess whether
items go to Governing Body and how things devolve.
FLE and SHU concurred the Clinical Forum is the platform to discuss thoughts,
issues, problems, queries and bring innovative clinical ideas.
PKI suggested it would be useful if SHE/SJA look to put a workplan in place, which
would identify risks and opportunities and what processes need to be in place.
SHU/FLE/SHE/SJA to engage and draft up a structure to outline what information
goes to which meeting for noting and what information goes to each meeting for
decision as part of the Committee’s workplan.

COMMITTEE TORS
PKI led a discussion re. the Interim TORs for CEC. The following changes to be
made:
o Quorum – needs to be 3 people
o Purpose of the CEC – to provide clinical advice (not prioritise)
o Shall meet 6 times a year
FLE commented ‘Research and Development’ should be on the workplan and a
standard agenda item. CCG supports and likes to be involved with proactive
committees. In addition there should be a Committee member to lead on Research
and Development. It was suggested Gabby Marr (GMA) and Edward Gaynor (EGA)
could be invited to be the Committee’s non-clinical and clinical R&D leads; invitation
to next CEC meeting to be sent to both.

Recommendations approved by the
committee, namely:
• Note update TORS
Further actions required:
• Invite GMA and EGA to next CEC
meeting

33.

January
2021

Status

CCG CLINICAL POLICIES

Action

C

Timescale

Lead

S Tabron

Timescale

ASAP

Status

Complete

FOR DECISION
No items

FOR NOTING
CEC meetings will take place on alternate Tuesdays and Fridays. The next CEC
meeting will take place on Friday 22nd January 2021 at 12:00 – 13:30.

E ANY OTHER BUSINESS
35.

There were no items of other business. PKI thanked colleagues for attending and
closed the meeting.
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Peter Kirkbride (Chair) (PKI)
Janet Bliss (JBL)
Paula Finnerty (PFI)
Stephen Hendry (SHE)
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Monica Khuraijam (MKH)
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Fiona Ogden-Forde (FOF)
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Chair, LCCG

ISSUES CONSIDERED
2021

A1
1.

WELCOME
PKI welcomed all present to the meeting.

A2 APOLOGIES FOR ABSENCE
2. Apologies for absence received for the meeting are as detailed above.
A3
3.

A4
4.

A5

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

PREVIOUS MINUTES
The minutes of the previous meeting held on 17 November 2020 were accepted as
an accurate record.

ACTION LOG

5. The action log was discussed with the following points made:
a)
Item 1: Gastro pathways was on the meeting agenda and JBL agreed to
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b)

circulate the latest version of the CVD Echo criteria.
Item 2: Clinical Forum and Clinical Effectiveness Chairs had found it difficult
to engage due to time constraints however the item was on the agenda for
the meeting and could be closed.
Action

Recommendations approved by the
committee, namely:
• Note the previous minutes;
• Note the Clinical Effectiveness Committee
Action Log.
Further actions required:
• Update previous minutes and Action Log
in line with discussions

Lead

D Richardson

Timescale

ASAP

Status

Complete

B

COMMITTEE UPDATES

B1

COMMITTEE WORK PLAN incorporating Item D1 CLINICAL FORUM
TERMS OF REFERENCE AND WORK PLAN

6. PKI reported that the committee had formed from scratch at what turned out to be a
difficult time. It had a clear purpose although it was not clear as yet where it fitted
and it had processes to be worked through. Discussion had taken place with senior
management regarding how to take the committee forward and the suggestion was
a draft work plan was developed and circulated for discussion and at the end of this
colleagues can come up with a more relevant work plan to sign off as a committee
after the meeting.
7. JLU then delivered a presentation with highlights as follows:
8. According to the Institute of Medicine the Definition of Quality is:
9. Safe: Avoiding harm to patients from the care that is intended to help them.
10. Effective: Providing services based on scientific knowledge to all who could benefit
and refraining from providing services to those not likely to benefit (avoiding
underuse and misuse, respectively).
11. Patient (person)-centered: Providing care that is respectful of and responsive to
individual patient preferences, needs, and values and ensuring that patient values
guide all clinical decisions.
12. Timely: Reducing waits and sometimes harmful delays for both those who receive
and those who give care.
13. Efficient: Avoiding waste, including waste of equipment, supplies, ideas, and energy.
14. Equitable: Providing care that does not vary in quality because of personal
characteristics such as gender, ethnicity, geographic location, and socioeconomic
status.
15. To ensure understanding, timeliness, efficiency and equity was necessary to give a
holistic definition of Quality. The role of this committee in terms of clinical
effectiveness and its aims sits within the work of the CCG.
16. Designing services and prioritising impacts what the CCG does when planning its
work and this committee could influence input at the beginning of the process as
well as having an overview of effectiveness of clinical models of work and when
reviewing service provisions.
17. This had been difficult to date as it was not a real year due to the pandemic. Normal
workloads require clinical evaluation and the list of current projects work had
paused. Effectiveness proposed was different and any work the committee would
normally be expected to complete had stalled.
18. PKI asked how this would been seen as feeding in to which JLU responded that this
would require a return to the previous process with forms 0 and 1 which were used
when clinical services were changing or improving. Members would be involved
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19.
20.
21.

22.

23.

24.

25.
26.

27.

28.

29.

30.

appropriately with forms coming via the committee with Equality Impact
Assessments (EIA) to influence from the beginning of the process when needed
around the clinical effectiveness of what was being proposed as well as with pilot
projects for review if proposed interventions worked.
Clinical leads should be available to work with the committee as part of the initial work
too.
PKI sought clarity on the process that allowed the committee to have the information
to make decisions and recommendations.
JLU suggested going back to the business planning project governance to make sure
it was written down clearly so clinical leads knew to bring project initiation work to
the Clinical Effectiveness Committee.
PJO commented that the current planning process had a condensed time scale at a
particular time of year, and it was a requirement when developing projects to move
at pace. Ideas come up throughout the year and it would be useful to bring them to
the committee to show how the idea fits into the bigger picture of what the
organisation is trying to do. This should be possible throughout the year with tweaks
to the planning process at form 0 or form 1.
PKI stated that he would like clarity around what information the committee received
from whom and how often. This would form part of the committee work plan and
may happen on an ongoing basis then a formalised process could be coordinated
from this.
GMA referred to an earlier meeting of the group when ongoing research work was
discussed. GMA agreed to share the dates and minutes of the research group for
information.
PKI stated that receipt of minutes from the research development committee would
be included within the work plan.
JLU reported that in previous meetings when prioritising form 1’s and what may or
may not proceed, clinical representation had been on an ad hoc basis asking did
the committee want to formalise that with representation from this committee. JLU
suggested that a small group come back with a more formalised response building
on what the committee role is and how it would work.
PKI agreed to this stating that he was happy to be a member of the group; GMA
agreed to be a member of the group also as did JLU stating that there needed to be
clarity around the role and function. PJO commented that members needed to think
about how to formally use clinical forum saying there was a lot of clinical input there.
FOF commented that she was happy to be involved and PJO suggested Michelle
Unwin also be involved. SHE agreed to be involved from a governance perspective
and PFI agreed to be included too. PJO referred to the clinical forum which was a
useful body that the group needed to utilise too.
JBL agreed that bringing form 1’s to this committee was a good idea for clinical sign
off asking should the wider clinical forum have the discussion recognizing the
differences in a clinical policy versus a service improvement. PCN leads were
invited to clinical forum and would have an opinion on some of the items brought
forward although concern was raised regarding whether some items should be
discussed at CEC too.
PJO responded that some items would progress to CEC after clinical forum and each
item would be considered appropriately and forwarded if relevant. The route would
be a formal sign off pathway with a sense check at clinical forum and sign off at
CEC.
JBL commented that she felt the clinical forum should decide which items were
forwarded to CEC for sign off to which PKI responded that it would be safer initially
for all items to be brought to CEC with the minutes of the discussions as this would
help to clarify which items were for discussion and which were for noting with both
JBL and PKI agreeing that this would become clearer over time as the committees
evolved.
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31. It was agreed that JLU would form the subgroup prior to the next CEC meeting.
32. Discussion then moved to the Terms of Reference (TOR) for Clinical Forum. PKI
suggested the group would need a certain number of core members present to
consider quoracy. These included a chair, a vice chair and various other key
members rather than the 50% attendance listed. JBL agreed with this stating the
likelihood was that meetings would be held around 11.30am – 1pm on Fridays.
33. Members acknowledged that meetings with high clinician input were difficult to
achieve in the current climate and the group would work with this in mind and
remove the quoracy claim for 50% attendance.
34. Discussion took place around the TOR with the following being agreed:
35. The purpose would include the following:
•
To enable clinical leadership to drive the future development and
implementation of the One Liverpool plan.
•
To stimulate clinical discussion around the clinical policies of the CCG.
•
To ensure the CCG commissioning decisions are based on the most up to
date clinical evidence and national guidance.
•
To discuss local clinical pathways development, clinical innovations and
service transformation plans.
•
To provide intelligence from a wider range of inputs.
•
To make recommendations to the LCCG Clinical Effectiveness Committee
on CCG clinical policies.
•
To build stronger relationships and networks within the clinical leadership of
the CCG / wider system.
•
To allow clinical leads within LCCG to bring items for discussion and wider
clinical debate and to feedback outcomes.
36. Membership would include the following:
•
Chair
•
Clinical Vice Chair of Liverpool CCG
•
Vice Chair - TBC
•
9 x Governing Body GP's
•
Governing Body Executive Nurse
•
Governing Body Non-Executive Nurse
•
Governing Body Secondary Care Doctor
•
Clinical Advisors
•
LCC Public Health Representative
•
Head of Safeguarding (from LCCG)
•
PCN Clinical Directors would also be invited.
37. Clinical expertise would also be drawn from secondary care colleagues to help inform
the content of the agenda and to determine who was invited to the forum. This may
be for specific clinical areas and for secondary and tertiary clinicians to be involved.
Managerial attendance would be drawn from the CCG Senior Leadership Team as
and when required usually one SLT member from the following:
•
Chief Officer
•
Chief Finance and Contracting Officer
•
Director of Strategy and Integration
•
Director of Transformation, Planning and Performance
38. Whilst not a decision-making body the group would seek to form a consensus view in
order to influence and advise other formal structures of the CCG.
39. Points 1 and 7 referred to the same outcome and would be revisited. Under the
reporting section the TOR would include that minutes would be forwarded to the
CEC.
40. JBL agreed to circulate a final version of the TOR prior to the next meeting for CEC.
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Action
Recommendations approved by the
committee, namely:
• Note the CEC Work Plan update
Further actions required:
• Clarify what planning information would
be received from where and via what
method;
• Add receipt of minutes from relevant
committees including Research
Development Group to work plan;
• For subgroup of CEC to discuss planning
process;
• Circulate CF TOR prior to next meeting.

B2

Lead

Timescale

Status

J Lunt / P
Johnstone

May 21

On CEC May
21 agenda.

J Lunt

May 21

On CEC May
21 agenda.

J Lunt

May 21

J Bliss

May 21

On CEC May
21 agenda.
On CEC May
21 agenda.

PATIENT GROUP DIRECTIONS

41. PJO informed the committee that the CEC had approved virtually, the Patient Group
Directions for Trimethoprim, Nitrofurantoin (both for urinary tract infection),
Chloramphenicol (for conjunctivitis) and Phenoxymethypenicillin (for sore throat) in
January 2021.
42. Amendments requested by the Committee were implemented prior to signing. The
required signatories were Fiona Ogden Forde, Peter Johnstone and Jane Lunt.
43. The PGDs had gone to LPC for use in service from April 2021.
Action

Lead

Timescale

Status

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

B3

CLINICAL EFFECTIVENESS COMMITTEE TERMS OF REFERENCE

44. PKI advised the committee that the TOR for the committee had been signed off by
Governing Body and they would be due for review in autumn.
45. JBL commented that any decisions made regarding the planning process should be
incorporated into any revisions made when appropriate.
Action

Lead

Timescale

Status

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

B4

GASTRO PATHWAYS FEEDBACK

46. PKI informed members that at the November meeting it had been agreed that the
final version of the approved gastro pathways would be circulated however further
discussions had taken place offline and changes had occurred.
47. MKH reported that an Equality Impact Assessment form and another form had to be
completed before the pathway could be officially rolled out. The final meeting was
due to take place imminently with he North Mersey team and what had been agreed
was not changing it was that additional documentation was required.
48. A further meeting was planned to discuss with cancer leads to get more engagement
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from GPs so the pathway was progressing it just had not formally launched yet.
Action

Lead

Timescale

Status

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

C

FOR DECISION

49. No items

D

FOR NOTING

D1

CLINICAL FORUM TERMS OF REFERENCE AND WORK PLAN

50. See item B1.

D2

OVERVIEW OF PRESCRIBING

51. JLU introduced the report which had been discussed at Primary Care Commissioning
Committee in December 2020 explaining that the aim of the report was to make
sure the governance around all aspects was correct with particular emphasis on
reporting via Medicines Optimisation Committee (MOC).
52. FOF commented that the paper listed the current and planned work for the CCG and
medicines management team. The strategy was to be safe, effective and cost
effective. FOF commented that it was useful to have somewhere to report upwards
when agreement could not be reached where issues were difficult and bringing
them to CEC for a wider discussion was appreciated noting that bringing the
minutes of the APC to CEC would be helpful.
53. PJO shared details of the Governance and Quality Pathway (see appendix 2 of these
minutes) which detailed the relationship between MOC and CEC.
54. JBL commented that the MOC did great work asking fi the MOC was for Liverpool
where did APC cover and the response was that it was for Merseyside plus Wirral
currently. JBL went on to ask how the MOC was represented on the APC and was
informed that all CCGs have 2 members on the committee and LCCG had a GP
and a pharmacist position. Trusts have one position each on APC. JBL asked if
there was secondary care representation on MOC.
55. FOF responded that a more specific query may be easier to respond to and when
JBL mentioned pain medications FOF reported that there was a pain pathway but it
had been paused unfortunately due to Covid19. Pain management was an issue in
the city and colleagues were aware of it. PJO reported that there was currently a
citywide plan at form 1 status waiting for a response along with a form 1 for primary
care to review the management of pain until the city-wide proposal was back to
where it should be.
56. JBL asked if hospital pharmacist understood the point of view of community
pharmacists who had a different experience. PJO responded that it was mixed,
usually decisions were arrived at following NICE recommendations and where there
were contentions these would be considered in depth. There were a lot of risks
involved and differences in primary an secondary care approaches.
57. SHO thanked PJO for the paper stating that it was interesting and informative.
58. PJO included the MOC TOR for information at appendix 1.

E

ANY OTHER BUSINESS
59. There were no items of other business. PKI thanked colleagues for attending and
closed the meeting.
60. Next Meeting Tuesday 18th May @ 3.00pm.
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Appendix 1

Medicines Optimisation Committee
Terms of Reference 2021
Purpose:
The Medicines Optimisation Committee (MOC) is responsible for the safe, effective
and cost effective use of medicines across Liverpool.
Membership:
• GP Prescribing Lead (Chair)
• Head of Medicines Optimisation (Deputy Chair)
• CCG Prescribing Team
• MMT Head(s) of Medicines Management
• HealthWatch representative
• Local Pharmaceutical Committee representative
• Local Medical Committee representative
• CCG Finance manager
In attendance as appropriate:
• MMT clinical/project leads
• OptimiseRx lead technician
• CSU pharmacist
• CCG Non-Medical Prescribing Lead
Quorum:
• Chair or Deputy Chair
• MMT Head of Medicines Management or deputy
• 2 other members
Frequency:
The MOC will meet monthly, with a minimum of eight meetings a year
Duties:
The Medicines Optimisation Committee will develop, and oversee the delivery of, the
Prescribing Strategy and Plan, including:
• The Prescribing Quality Programme, with appropriate support to general practices
• Management of prescribing-related safety reports
• Safe and effective transfer of prescribing responsibilities between secondary and
primary care
• Review and management of the OptimiseRx profile
• The Medicines Management Team specification
• Considering recommendations from the Pan Mersey Area Prescribing Committee,
ratifying as appropriate, and supporting management of the commissioning and
financial implications
• Responsibility for the primary care prescribing budget, including oversight of the
CRES plan
• City –wide use of high cost and specialist drugs
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• Commissioning of city-wide prescribing-related services, including community
pharmacy services
Reporting:
The Medicines Optimisation Committee is not a formal committee of the CCG but
reports to a number of formal subcommittees of the Governing Board. The
governance pathway is set out in the appendix

March 2021

Date of adoption:
Review date:
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Appendix 2
Governance and Quality Pathway
Frequency
Monthly

Output
MOC minutes /
summary

Recipient
Clinical
Effectiveness
Committee

Notes

The Clinical Effectiveness Committee oversees the activity of the Medicines Optimisation
Committee
Monthly
Area Prescribing
Clinical
Committee
Effectiveness
recommendations
Committee
The Area Prescribing Committee makes recommendations which are required to be
ratified by CCGs. In order to meet the statutory deadlines set by NICE, the MOC will make
provisional ratifications that will be forwarded to the CEC for approval. All APC
recommendations that are not accepted by the MOC will be escalated to the CEC
Quarterly
Prescribing
Performance and
Oversight dashboard Quality Committee
The MOC reviews a suite of quality and safety indicators and will report issues of concern
to the Performance and Quality Committee
Monthly
Practice level deep
Performance and
All practices
dive
Quality Committee
reviewed in 12
month cycle
The MOC undertakes a rolling programme to review prescribing data and feedback from
the MMT. Initially the MOC will seek to support practices to mitigate risks but issues of
ongoing concern will be escalated to the Performance and Quality Committee
Annually
Service
Clinical
Pathways and
developments
effectiveness
formal guidelines
Committee
Financial impact
Quality and
Performance
Committee
Proposals affecting
general practice
Primary Care
Commissioning
Committee
The MOC develops a number of proposals to improve the safe, effective or cost-effective
use of medicines. Most of these will be submitted through the annual planning /
prioritisation process, although some may be presented in-year as issues or opportunities
arise. Successful proposals will be reported to the appropriate formal committee
Annual report
Non-medical
Performance and
Rx outside of
Prescribing
Quality Committee
competencies,
multiple outlying
data or other issues
The MOC oversees registration of non-medical prescribers and reviews prescribing data
to ensure that practitioners are operating within their declared competencies. Assurance
will be provided annually to the Performance and Quality Committee
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Status of these minutes (check
one box):
Draft for Approval:
☐
Formally Approved:

Report to:

Governing Body

☒

Meeting
28 May 2021
Date:
MINUTES OF THE MEETING OF
PEOPLE AND COMMUNITY VOICE COMMITTEE (PCVC)

Date:

TUESDAY 02 FEBRUARY 2021

Venue:

MS TEAMS
Name

Time:

10:00

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

Present:
Carol Rogers (CRO) (Chair)
Carole Hill (CHI)
Fiona Lemmens (FLE)
Cathy Maddaford (CMA)
In Attendance:
Saiqa Ahmed (SAH)
Sarah Dewar (SDE)
Paula Guest (PGU)
Stephen Hendry (SHE)
Richard Houghton (RHO)
Sallyanne Hunter (SHU)
Emma Hurst (EHU)
Helen Johnson (HJO)
Peter Johnstone (PJO)
Jane Lunt (JLU)
Sarah Thwaites (STW)
Jyoti Vithlani (JVI)
Stephanie Tabron (STA)
Apologies Received:
Helen Bennett (HBE)
Victoria Bernards (VBE)
Janet Bliss (JBL)
Andy Woods (AWO)
Naheed Tahir (NTA)

Lay Member for Patient & Public Involvement
Director of Strategy, Communications and
Integration
Chair LCCG
Non-Executive Nurse
Public Advisor
Social Value Lead
Programme Manager - Multiple Long Term
Conditions
Head of Corporate Services & Governance
Corporate Services and Governance Manager
Deputy Head of Corporate Services and Governance
Engagement Manager
Head of Communications & Engagement
Head of Medicines Optimisation
Director of Quality, Outcomes & Improvement
Healthwatch Liverpool
Merseyside CCGs Equality & Inclusion Service
Note Taker
Deputy Director Strategic Planning and Intelligence
(Mersey Care Foundation Trust)
Public Advisor
GP Director
Director of Planning and Delivery
Public Advisor

ISSUES CONSIDERED
2021
A1 WELCOME
1. Carol Rogers (CRO) welcomed all present to the meeting.
2. All members introduced themselves and their roles.
1
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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 04 DECEMBER 2020
6. The minutes of the previous meeting held on 4th December 2020 were accepted as
an accurate record.

A5

ACTION LOG

7. Actions were discussed with the following points made:
a) Item: Consider ways to recompense volunteers for time and expenses for any
input to the committee. Deferred to future meeting.
b) Item: Provide information on People Power programme and Provider Alliance
and how programmes work together. This was being refreshed and would be part
of the wider Integrated Communications and Engagement Programme.
c) Item: Facilitate BAME Mental Health Action Plan to be discussed at MCFT
CQPG. Report was in progress and would be presented to Governing Body in
March 2021
d) Item: Promote review of KPIs through GBAF discussion with GB. Item ongoing.
e) Item: Take report to SLT and bring response back for sharing with P&QC. Item
ongoing.
f) Item: Facilitate meeting of committee chairs regarding risk. MIAA to present a
workshop in Q1. item delayed due to vaccination programme, item ongoing.
g) Item: Include engagement and learning as items on risk register for all
committees. Item ongoing.
h) Item: EBO, HJO and SAH to meet re faith communities and feedback findings.
Item ongoing.
i) Item: COVID19 Public Engagement – Feedback: Report to be presented to
February PCVC. On February 2021 agenda.

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.

S Tabron

ASAP

Complete

B UPDATES
8. No items to discuss.

C
C1

DISCUSSION AROUND CURRENT/FUTURE ENGAGEMENT ACTIVITY
COVID-19 VACCINATION PROGRAMME – COMMUNICATIONS AND
ENGAGEMENT
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9. CHI advised members that FLE and the Communications Team had been working
closely on the COVID-19 Vaccination Programme.
10. FLE gave an update on local sites, ‘Pillars’, that hosted the national Vaccination
Programme:
• Pillar 1: Hospital sites were used for Health and Social Care staff and some
patients. The sites were placed at hospitals as their estates had the required
facilities to house the large freezers required for vaccine storage.
• Pillar 2: A mass vaccination site was at St Helens Rugby Club. FLE explained
that from the lessons learnt during mass testing, it was identified that
Liverpool did not require a mass vaccination site, and instead took a
community approach as it had been identified people were more likely to
attend a site near to their home. FLE explained that in addition this approach
had further facilitated LCCG’s targeting at risk and hard to reach groups.
• Pillar 3: Primary Care Network sites which captured the majority of the City’s
population.
• Pillar 4: There was a decision taken nationally to use pharmacy sites. This was
something that NHSE arranged themselves and was done in isolation and not
part of LCCG’s planning. 3 pharmacy sites had been set up in Liverpool.
11. FLE explained the majority of vaccinations were carried out at Pillar 3 sites, of which
Liverpool had 11. The sites went live in waves with the first in December 2020 and the
final site wave 6 which- went live on 21st January 2021.
12. In conjunction with the national Joint Committee on Vaccination and Immunisation
(JCVI) 4 ‘priority’ cohorts of people had been identified and placed into 2 groups for
vaccinations:
• Group 1: cohorts 1 and 2, was made up of staff and residents in Care Homes,
people aged 80+ yrs. and Health and Social care staff.
• Group 2: cohorts 3 and 4, made up of people over the age of 70 years and
those people identified as clinically extremely vulnerable and self-isolating.
13. FLE was pleased to report Liverpool had performed extremely well; all eligible Care
Home residents were offered vaccinations by 24th Janaury 2021, and c. 85% of people
aged 80+ yrs. had been offered vaccinations.
14. The national target for all of the 4 cohorts to have been offered vaccinations was midFebruary 2021. LCCG could achieve this subject to supply of vaccines. FLE added
vaccine supply was a national concern, not just a local one.
15. FLE advised LCCG had taken a community approach to vaccination sites, having
learned from the findings and outcomes of mass testing. It was identified that people
were more likely to attend a site near to their home. FLE explained that in addition this
had further enabled LCCG to target at risk and hard to reach groups.
16. Two new community vaccination sites had been created at Croxteth Lifestyle Centre
and at Princes Park Medical Centre run by PCNs, due to the low uptake in those
geographical areas of the City. LCCG were looking at 3 more sites in locations that had
also been identified as having low vaccination uptake and where LCCG felt the need to
penetrate communities more successfully.
17. CHI commented that there were certain cohorts of people who were ‘vaccine hesitant’
and others where barriers had made people less likely to present for vaccination.
18. CHI explained it was a challenge to collate all the data regarding uptake and cohort
numbers to understand and have a clear picture where there were ‘gaps’. LCCG had
commenced capturing ethnicity data although to date it was based on assumptions
and anecdotal evidence.
19. CRO asked if data gathering had commenced for the Pillar 3 cohorts. CHI advised
data was being captured although it was yet to be seen how granular the data was.
20. FLE advised that she and Cheryl Mould (CMO) Head of Primary Care Quality and
Improvement had met with the Local Authority; the two organisations had put a working
group in place managing the gathering and sharing of multiple data streams for all
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cohorts. The Local Authority would take the lead on this on behalf of the system.
21. CHI presented LCCG’s objectives and plans for increasing vaccine uptake in hard to
reach groups; notably the BAME population, health and care staff - which included a
cohort of women of child-bearing ages - and a range of vulnerable groups who were
not necessarily vaccine hesitant, but who LCCG needed to ensure had access to the
vaccinations. Those groups included: asylum seekers, homeless, sex workers and
those who had concerns with drugs and alcohol.
22. CHI advised LCCG had a programme to vaccinate 500 homeless people, however
putting this into action had been complicated by the vaccine prioritisation programme.
These groups would be continuously reviewed as the vaccine programme progressed
through JCVI priorities.
23. The groups would be reached via a means of integrated partnership working with PCNs,
Local Authority, the Voluntary, Community and Social Enterprise (VCSE), community
and faith leaders, influencers who had REACH status and were trusted, various
Community Champions and social prescribers. In addition to this LCCG had set up a
vaccine volunteer programme.
24. CHI advised LCCG had formed a sub-group which included representation from each
of the afore-mentioned partners. The group was part of the integrated partnership work
planning and reported into the Bronze (NHSE Command and Control Infrastructure)
Group. CHI commented that LCCG was also working very closely with Cheshire and
Mersey (the region’s lead for Communications and Engagement) which also ensured
no duplications of data and reporting.
25. CHI highlighted other notable challenges the Vaccination Programme faced:
• Complacency – people being neither overtly worried or concerned that they
would be affected by COVID19.
• Confidence – issues such as vaccine safety, short and long-term effects,
concerns regarding fertility gleaned through public misinformation. The latter in
particular was being addressed as a priority issue.
• Convenience – accessibility of vaccination sites, awareness in all communities
of the locations of vaccination sites in order that people could make a choice.
26. JVI queried the data for BAME communities and expressed concern that BAME
communities across the City were being generalised and the data gathered being
analysed collectively. JVI advised that certainly in the community she was a part of
there was no vaccine hesitancy and did not understand where the data came from that
conflicted with this.
27. CHI agreed there should not be a generalisation of any communities although it had
been identified that in certain BAME groups the health and care staff had less
confidence in the vaccines. CHI added that this was also an issue nationally and not
just Liverpool-centred.
28. CHI advised a panel had also been set up with Liverpool faith leaders to co-produce
actions, content development was underway to reach health and care staff and BAME
groups, information and processes were being made more accessible and a Public
Enquiry system was in place.
29. With regard to the figures highlighted for Liverpool’s demographics and penetrations by
place, JVI asked why the data that had been collected thus far not been analysed
correctly, explaining that different demographics’ data should not be combined and
counted as one figure.
30. JVI expressed concern that the demographics figures presented did not appear to be
correctly representative of BAME communities across the City. CHI agreed that LCCG
was aware that there was still a lot of work to be done and data needed to be more
granular. CHI added that literature had been produced in different languages and SDE
suggested sign language should be included in the communication plans.

Action
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Lead

Timescale

Status

4

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

Further actions required:

• Consider using sign language and

C Hill

alternative communication methods in
Covid19 Vaccine information locally.

April 2021

On PCVC
Agenda April
21.

D
ANY OTHER BUSINESS
31. None identified. CRO closed the meeting.
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Status of these minutes (check one box):
Draft for Approval:

☐

Report to:

Governing Body
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☒

Meeting Date:

28 May 2021

MINUTES OF THE MEETING OF

PERFORMANCE AND QUALITY COMMITTEE
Date:

26 January 2021

Venue:

MS Teams
Name

Time: 10:00

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

Present:
Cathy Maddaford (CMA)
Mark Bakewell (MBA)
Gerry Gray (GGR)
Dave Horsfield (DHO)
Peter Kirkbride (PKI)
Jane Lunt (JLU)
Fiona Ogden-Forde (FOF)
David O’Hagan (DOH)

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

In Attendance:
Val Attwood (VAT)
Richard Houghton (RHO)
Judith Neilson (JNE)
Stephanie Tabron (STA)

Deputy Chief Contracting Officer, LCCG
Corporate Governance Manager
Head of Performance
Liverpool CCG

Apologies Received:
Stephen Hendry (SHE)

Head of Corporate Services & Governance

ISSUES CONSIDERED
2021

A1

WE LCOME
1.

A2
2.

A3
3.

A4
4.

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 as detailed above.

DECLARATIONS OF INTEREST
There were no additional declarations reported for noting at the meeting other than
those already listed on the Liverpool Clinical Commissioning Group’s (LCCG)
register.

PREVIOUS MINUTES
The minutes of the meeting held on 22 December 2020 were accepted as an
accurate record.
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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.

6.

Lead

S Tabron

Timescale

ASAP

Status

Complete

ACTION LOG
The action log f was discussed with the following points made:
a)
Item C5 MIAA Report: Paper was on the meeting’s agenda. Item closed.
b)
Item B2 CHIEF NURSE Report: JLU was waiting for a response from Mersey
Care regarding the status of waiting list with regard to Ear Syringing however
this was not a priority during the ongoing pandemic. Item ongoing.
c)
Item B3 Review of Long Waits: A formal follow-up with Alder Hey was
scheduled for January 2021. The paper for the Impact and Harm
assessment was on the meeting’s agenda. Item closed.
The remaining items listed on the action log were deferred to the next meeting due
to streamlining the meeting to focus on the pandemic response as instructed by
NHSE.
Action

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

Lead

S Tabron

Timescale

ASAP

Status

Completed

B

COMMITTEE UPDATES

B1

TRUST WINTER / INFLUENZA VACCINATION PROGRAMME PLANS
2020/21 AND COVID-19 VACCINATION ROLL OUT

7.

8.

9.

10.

11.

JLU advised that LCCG commissioned services were required to submit a Trust
Influenza Vaccination Programme Plans in line with 2020/21 reporting
requirements. From a CCG perspective it was imperative for the plans to be
reviewed from a quality and safety perspective.
JLU advised The Influenza Vaccination Programme was on the agenda for both
the Clinical Quality Performance Groups (CQPG) and Contract Quality and
Performance Management Groups (CQPM). Each Trust had a robust process in
place and had concentrated on the most vulnerable staff in the first instance.
DOH asked what percentage of staff had an influenza vaccination that LCCG were
responsible for. JLU advised that all Trusts had to plan to meet the national target
of 90% of frontline staff receiving the vaccine and 100% of staff being offered the
vaccine through appropriate means.
PKI asked who had oversight of the Trusts’ staff and General Practice staff. JLU
advised it was The Health Protection Board which was chaired by Matt Ashton,
Director of Public Health Liverpool City Council (LCC). DHO advised he would get
an update from Matt Ashton and from the Joint Committee on Vaccination and
Immunisation (JCVI). DHO advised Liverpool were outperforming other regions.
FOF asked that Alder Hey Children's NHS Foundation Trust (Alder Hey) be
recognised for their work on influenza donor immunisation alongside UNICEF. It
was fantastic philanthropic work and the Trust should be congratulated.
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12.

13.

JLU updated the committee that the COVID19 Staff Vaccination planning had
mirrored and followed on from Influenza planning, in adopting a similar risk based
approach with regards to staff access to the vaccine; obviously this had been
rolled out at pace to ensure staff were protected.
LCCG Quality Team continued to monitor and work with commissioned providers
to gain assurance that appropriate measures were in place to support both
Influenza Vaccination Programme Plans for 2020/21 and COVID Vaccination roll
out. This approach would continue to support the promotion of transparency in
reporting across staff groups, to ensure appropriate staff uptake of both
Vaccination Programmes by commissioned services.
Action

Recommendations approved by the
committee, namely:
• Note the assurance gained from NHS
Liverpool CCG commissioned services
relating to Influenza Vaccination
Programme Planning and Covid-19
Vaccination roll out
Further actions required:
• Provide an update from Matt Ashton and
from the JCVI with regard to progress
and numbers of people vaccinated for
influenza.

B2

Lead

D Horsfield

Timescale

Feb 21

Status

On PQC Feb
21 agenda

COMMUNITY SERVICES REVIEW

14.

15.

16.

17.
18.

19.

20.

21.

JLU gave background information regarding the report produced by Merseyside
Internal Audit Agency (MIAA) which detailed how the CCG reviewed
commissioning responsibilities along with its oversight of the role of community
services in Liverpool.
The report highlighted lessons learned that were used to enhance its process for
oversight of quality of services. The scope included review of whether the CCG
had a clear process in place to monitor the implementation of recommendations
from Capsticks and the Kirkup Reports with particular emphasis on whether the
CCG had robust processes in place to monitor the provision of community
services post the Capsticks review, to seek the provider view, and to look at the
amended approach to quality and performance monitoring and assurance
provided to the Governing Body.
The report submitted by the MIAA provided assurance that the CCG had a good
and robust system and met significant objectives, with controls applied
consistently.
A second Kirkup review would be undertaken and the findings would be brought to
this committee at a future date.
JLU advised LCCG’s committee structures had the aim of bringing in learning and
ensuring that the processes for the flow of information were robust; in effect
information from the CQPG to the Performance and Quality Committee to
Governing Body. Now that the structures worked well and were in place they could
start to be refined.
JLU highlighted a need to understand the broader issues with Mersey Care
regarding community services, looking at effective working relationships and
patient experience.
FOF informed the committee that Mersey Care had brought in another
organisation to carry out this review as the second Kirkup report had been delayed
due to the pandemic.
JLU asked the committee if they felt it was appropriate to receive the MIAA reports
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22.
23.

24.

25.
26.

or if they should go directly to Governing Body.
FOF stressed that given the importance of learning and governance it had to go to
Governing Body to allow Board level oversight of progress.
DOH commented there were still no answers to specific questions; not all issues
had been addressed and agreed that the report needed to go to Governing Body
for discussion there.
CMA suggested the report would be taken to Governing Body in March 2021 and
would allow this committee the opportunity to ask the Governing Body’s thoughts
on which committee they would delegate the report to.
JLU advised the Audit and Risk Committee asked this committee to manage the
report.
CMA agreed that the matter would go to Governing Body in March 2021 for
guidance.
Action

Recommendations approved by the
committee, namely:
• To note the contents of the report
Further actions required:
• Forward report and papers to Governing
Body for March 2021 meeting

B3

Lead

J Lunt / C
Rogers

Timescale

Feb 21

Status

On PQC Feb
21 agenda

SEND WRITTEN STATEMENT OF ACTION PERFORMANCE HEALTH
EXCEPTION REPORT

27.

JLU provided the committee with the background of the outcome of the joint
statutory Special Education Needs and Disabilities (SEND) Ofsted/CQC inspection
in January 2019 between LCC and LCCG. Both LCC and LCCG were issued a
performance notice – the Written Statement of Action (WSoA), agreed in
September 2019. A more robust governance and performance management
process had to be established, and a WSoA Action Plan produced against which
performance improvement could be managed and partners held to account.
28. JLU advised SEND performance was now managed and reported to the SEND
Performance Improvement Group (PIG), with escalation of red RAG rated items to
the SEND Partnership Board and to partner organisational reporting mechanisms,
e.g. LCC Education Scrutiny Committee, LCCG Performance and Quality
Committee and Governing Body. The SEND Partnership would be re-inspected
(potentially in 2021) and would have to prove sufficient progress against the
WSoA. Insufficient progress would result in LCC and LCCG being placed into
“special measures”.
29. Three key areas for performance improvement were identified in the performance
exception report and RAG rated red. They were reported to the SEND PIG
January 2021 in respect of actions that needed to be addressed to improve
performance and mitigate risk. Namely;
• Specialist Wheelchairs and specialist trained staff who understood the
needs of patients.
• LDHA for Learning Disability Health Assessments (LDHA)
• Initial Health Assessments (IHA) for Children in Care (CIC)
30. With regard to Specialist Wheelchairs and specialist trained staff who understood
the needs of patients JLU advised this was a niche area and unfortunately over
time the service had been impacted by staff sickness, turnover, inability to recruit
to vacancies, lack of skilled agency staff and extended periods of preceptorship
(up to nine months) for new starters. Sourcing a specialist workforce was a
challenge which was not unique to Liverpool but was replicated across other
wheelchair services nationally.
31. The Service restarted after the Covid19 suspension in July 2020. The suspension
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32.

33.

34.
35.
36.

37.
38.

39.

40.

41.

42.

had greatly impacted on the waiting times and created a backlog of cases.
At the time of writing this report the number waiting for Assess = 175 (51 over 12
weeks) / Number waiting for Handover = 81 (37 over 18 weeks). JLU stressed that
no harm or Datix were recorded and there was limited risk to patients who had to
wait longer than 18 weeks before they received their wheelchair.
JLU updated the mitigations of Patient Safety Risk:
a)
High risk patients identified at the point of triage and prioritised either to
Urgent or Special Seating list.
b)
4 week internal KPI for Urgents was met for majority of patients. Exceptions
were patient choice OR re-prioritised from routine list.
c)
Higher cancellation rates due to COVID 19. System put in place to quickly
convert cancellations and to fill appointment slots.
d)
High risk patients identified at the point of triage and prioritised either to
Urgent or Special Seating list.
e)
Higher cancellation rates due to COVID19. System was in place to quickly
convert cancellations and fill appointment slots.
f)
Regular review of waiting list by clinicians. Advice was given to those
waiting how to minimise risk.
g)
Regular communications to patients that provided updates on position,
advice and contact points if needs changed.
h)
Daily Safety Huddles to discuss caseload and manage risk.
i)
One patient complaint due to delay was resolved.
j)
An opt-in letter was sent in November 2020 and requested that patients
confirmed if they still required the input of the wheelchair service. The
service had received many responses which reduced the waiting list,
ensuring that only those who still required assessment remained on the
waiting list.
With regard to Learning Disability Health Assessments (LDHA) JLU advised the
national target for this was 50% and that the target was achievable.
A Task and Finish Group was established and LCCG was confident improvements
would be made, although this would depend on the pandemic.
With regard to Initial Health Assessments (IHA) for Children in Care (CIC) JLU
advised there had been great strides in improving this service which had met its
target of 100%. This improvement needed to be sustained for both SEND and
non-SEND patients.
The Corporate Parenting Board would be held on Wednesday 27th January 2021
when overall Health Performance would be updated.
JLU was pleased to report that the target performance of 100% for the Education,
Health and Care Plan assessments to be completed within a six week timeframe
had been met. The system had worked hard to manage and anticipate cases as
much as possible and to avoid significant risk. This needed to be maintained.
JLU advised that Ofsted and the CQC were to make an informal visit mid-February
2021. It was not an inspection but to assess the impact of COVID19 on children
and young people. JLU explained LCCG had volunteered to support the visit in the
manner of partnership working and learning.
CMA asked was the reduction from 75% to 50% for LDHA supported by the
partnership. JLU replied it was not ideal but yes it was supported and that it was a
pragmatic approach to have moving forward.
FOF queried what impact the report had on the LDHA. JLU replied that it was a
‘safety net’ in order that the partnership could try and target the groups that really
needed the help, particularly the most vulnerable.
DOH thanked everyone who was working on and supported the LDHA plan. He
commented that work was being identified but not actually being progressed and
moved forward. DOH asked if teams truly understood the health needs of people
with learning disabilities (LD) and that it would be opportune to engage with LD
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43.
44.
45.

coordinators who had the information and the ability for it to be moved forward.
JLU responded that LCCG was working in partnership and addressing the plan in
a collaborative manner with the LD Coordinator which was a supported resource.
JNE advised the report was being refreshed and the dashboard updated and
would be shared once the details were finalised.
CMA thanked JLU for a clear and detailed report and for the hard work gone into it
and looked forward to seeing the updated dashboard once finalised.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• To be assured of the actions being taken
to deliver improvement against the three
areas of risk identified in the SEND
performance exception report
• To provide support where appropriate
and possible to deliver performance
improvement
• To understand the risks to LCCG of not
delivering sufficient progress as required
by the Written Statement of Action 2019
• To acknowledge the current risk of Covid
lockdown measures on performance
improvement.
Further actions required:
• None identified.

C

STRATEGY AND COMMISSIONING

C1

DEEP DIVE REPORT FOR LIVERPOOL WOMEN’S HOSPITAL NHS
FOUNDATION TRUST

46.

47.
48.

49.

50.

JLU presented an overview of issues and concerns for Liverpool Women’s
Hospital NHS Foundation Trust (LWT) which had the potential or were impacting
upon the quality and safety of patient care.
LWT was a stand-alone Trust which performed a lot more operations than it had in
previous years, in particular gynaecological cancers and colorectal surgery.
JLU delivered an overview of issues and concerns that were mentioned in The
Ockenden Report into Maternity Services at the Shrewsbury and Telford Hospital
Trust which was published in December 2020. This report detailed the outcome of
250 Clinical Reviews. Within the report were seven immediate and essential
actions that would improve care and safety in Maternity Services that were
relevant to all trusts providing Maternity care. The Chief Nursing Officer required
all trusts to review compliance with the seven actions as a matter of urgency and
as a method that would immediately increase the safety of services. A Cheshire &
Merseyside assurance meeting was held on 21st December and LWT highlighted
their status following rapid self-assessment.
LWH were honest in their assessment and declared partial compliance with some
actions, with plans to become fully compliant. This would be monitored by the
CQPG.
LWH completed a review of the Ockenden Report recommendations. This was to
be presented at the CQRM in January 2021. An in-depth review was undertaken
by the Trust’s Executive Team into compliance with regard to the twelve urgent
clinical priorities within the seven immediate recommendations:
1) Enhanced Safety
2) Listening to women and their families
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51.

52.
53.

54.
55.

56.

57.
58.
59.

60.

61.

62.

63.
64.

65.

3) Staff Training and working together
4) Managing Complex Pregnancies 4
5) Risk Assessment through Pregnancy
6) Monitoring Foetal well-being
7) Informed Consent
JLU advised the Trust had provided confirmation that all recommendations had
been and / or would be implemented. A compliance template was completed and
submitted to the Learning Management Systems (LMS) Peer Review Panel for
sign off.
The Trust confirmed that work would continue to evidence full compliance with the
LMS on continued safety and service improvement.
The review and action plan would continue to be monitored monthly at CQRM and
a task and finish group had been established and was led by the Director of
Nursing. Final submission of reports by all trusts was extended until 17th February
2021, due to COVID19.
Long Wait Harm Reviews
Liverpool CCG was seeking to strengthen its process in relation to waiting times
for elective and cancer treatments. Liverpool CCG quality team requested
assurances regarding Provider processes for a harm review of long waits across
all of its associated commissioned services via its CQRM.
LWH presented their process at CQRM which included assurance regarding
clinical prioritisation, however only partial assurance was provided regarding the
detail of individual harm reviews that were being carried out for 104 day cancer
breaches in line with Cheshire and Merseyside (North West) NHSE/I Agreement
for the Management of Long Waiting Cancer Patients. The Trust were advised of
the LCCG Harm Review process and submission date for individual harm reviews
for the LCCG Harm review panel, however at the time of writing this report no
submissions had been received for review. This issue had been escalated via the
January 2021 CQRM and the Trust planned to return harm reviews for auditing
purposes.
Serious Untoward Incidents (SUI)
JLU highlighted that the Trust had reported a number of Serious Incidents (SI)
which had raised concerns. LWT reported 23 SUIs onto StEIS from 2020.
Themes identified related to lack of supervision of junior and untrained staff and
lack of adherence to theatre procedures and the Local Safety Standards for
Invasive Procedures (LocSSIPs), through inexperience and lack of confidence in
speaking up.
The Root Cause Analysis (RCA) was submitted ahead of the deadline and
reviewed by the SI Panel in September 2020; there was limited assurance in
relation to learning from previous Never Events; no reference was made in the
report to the Trust’s LocSSIPs; recommendations were made for the Trust to
submit an improved report.
Additionally concerns were raised regarding delayed reporting of SIs due to
delayed identification of concerns which were identified at mortality review - or
external review - and prompted the reporting of the incident that met SI criteria.
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 by the Trust.
The Trust agreed to provide an updated comprehensive action plan to the
December 2020 CQRM.
Following the presentation of the Trust Never Event action plan in December 2020
CQRM the CCG Quality Team met with the Trust and agreed that the Trust would
review the action plan submitted to ensure that actions that were RAG rated green
and complete, should include supporting evidence.
The Trust was also asked to consider theming the action plan to make it clear
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66.
67.
68.

69.

70.
71.

72.
73.
74.

75.

76.
77.

78.

79.

80.

which recommendations needed immediate action and where safety issues arose
from Never Events.
LCCG arranged to meet with the Trust monthly to review serious incidents and the
Never Event Action Plan. Any escalation would continue via CQRM.
Infection Prevention Control (IPC)
JLU advised that the Trust reported a serious incident in January 2021 which
related to a breach of COVID19 regulations and which impacted the maternity
services. There was a notification of a number of COVID19 positive staff members
which led to 12 staff members being told to self-isolate, as per IPC guidance.
The unexpected and sudden loss of this number of staff impacted on continued
service provision. The incident was reported as a SUI. The safety of service was
maintained by utilising all resources and active management of the situation with
meetings each day with the senior team. The senior leadership team reported the
incident to StEIS and were working directly with Public Health England to learn
lessons following declaration of the incident.
DOH commented that there appeared to be a degree of uncertainty as to where/to
who staff report into and there appeared to be a lack of information sharing.
DHO advised performance was an issue in particular in the maternity service. The
services seemed to be abnormally affected by COVID19 and as such Business
Continuity Plan discussions took place.
DHO noted that LWT had supported the system and provided a lot of mutual aid
during the pandemic and continued to do so.
DHO advised the CCG were concerned about the future post-COVID19 and what
the recovery would look like. LCCG was monitoring the services’ performance.
MBA advised there were no immediate concerns and the last 9 – 10 months had
been very difficult. MBA had met with the Trust’s Director of Finance and
discussed longer term issues such as estates and a rollover block contract.
MBA and the Director of Finance discussed the pressures that would become
apparent in the next financial year and had agreed to manage and discuss these
on a month by month basis.
MBA advised of a good working relationship with the Trust and all issues were
discussed in an open and transparent way.
PKI questioned whether there were issues of concern before the pandemic
including recruitment and the reported poor leadership and asked how this had
been allowed to happen. PKI also asked how the issues would be managed postCOVID19.
DOH commented that specialist maternity work did not attract funding and asked
was there a way the system could be re-balanced. The Trust worked well with the
combination of the specialist services and being in the locality. The Trust had an
excellent diagnostic facility which would mean more surgery would be able to take
place and there were god reasons to be optimistic about the Trust’s future
although it carried the risk of being a stand-alone Trust.
PKI asked if LCCG had confidence in the Trust’s leadership particularly with
regard to future recruitment. In response DHO advised the committee the Trust
was very open and honest with regard to their position and had assured the same
approaches moving forward.
CMA thanked JLU for a clear and detailed report and for the hard work entailed,
and advised that as a committee members needed to be mindful of the issues
discussed in this meeting and that there would be opportunities to monitor the
issues raised through the performance and quality reports.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• to note the content of the report in
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relation to deep dive issues relating to:
• learning from serious incidents and Never
Events.
• aspects of limited assurance; with
mitigating actions and ongoing CCG
oversight.
Further actions required:
• None identified.

D

PERFORMANCE

D1
81.
82.

83.

84.

85.

86.

87.

88.
89.
90.
91.

92.

93.

FINANCE & CONTRACTS UPDATE DECEMBER 2020 – MONTH 09 20/21
MBA presented an overview of LCCG’s finance performance at Month 09
(December 2020).
LCCG reported a £5.47m deficit forecast outturn position at 31st December 2020
for months 7-12; however the deficit position was on the basis that the additional
forecast outturn Hospital Discharge Programme (HDP) costs of £16.15m and
excess Independent Sector costs of £0.70m were nationally funded.
The months 7-12 deficit position of £5.47m was an improvement of £1.87m
compared to the position reported at the end of month 8 (£7.34m) and
incorporated additional SDF funding of £0.87m, favourable revisions to prescribing
£0.60m and telehealth £0.41m expenditure forecasts.
LCCG hosted ‘system’ funding of £328.2m on behalf of the Cheshire and Mersey
Partnership and made associated transfers to other CCGs and payments to NHS
providers, with year to date and forecast outturn expenditure consistent with
hosted allocations.
COVID19 specific costs were forecast at £31.49m. COVID19 ‘true-up’ funding of
£13.09m was received to date. £16.15m HDP funding months 7-12 was
anticipated, which left a balance of £2.25m that would be met from months 7-12
resource allocations.
LCCG received Revenue Resource Limit (RRL) allocations which totalled £497.2m
in respect of April to September (which included the ‘true-up’ funding), which
brought total allocations for the period in line with reported expenditure of
£497.2m.
LCCG’s own notified RRL allocations for October to March 2021 were a total of
£489.4m (which was £5.47m below revised forecast expenditure levels for months
7-12 resulting in a corresponding deficit).
Hospital Discharge Programme (HDP) costs were excluded from notified
allocations, as these costs would be nationally funded as incurred.
As host to Cheshire & Merseyside (C&M) system funding, LCCG received system
allocations totalling £328.2m, with corresponding payments due to NHS providers.
Fixed block payments continued to be made to NHS providers during months 712, with separate funding streams for Hospital Discharge Programme.
External claims could no longer be made for incurred COVID19 related
expenditure relating to months 7-12. LCCG had received an additional share of
the C&M envelope in respect of anticipated ‘COVID19’ costs
LCCG agreed to host C&M healthcare providers resources and agreed Top-up,
COVID19 and Growth payments to NHS providers within C&M. This resulted in an
increase in resources of £328.2m, together with associated expenditure which
would be reflected in the LCCG annual accounts as extraordinary non-recurrent
in-year adjustments.
LCCG and Provider plans collectively exceeded available resources at a C&M
system level, with plan deficits dependent on continued review and being
challenged.
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94.

95.

96.

97.

98.

99.

100.

101.

102.

103.

104.

105.

106.

107.

108.

109.

The Reserves, Investments & Cash Releasing Efficiency Savings forecast was
below original planned levels (which included Social Prescribing, Better Care Fund
(BCF) and the receipt of System Development Funding).
Unapplied System and Health Care Partnership (HCP) allocations were also held
within Reserves pending further HCP guidance on its intended application. These
reserves were reported as being fully committed.
Original Planned Investments and Cash Releasing Efficiency Savings were
suspended as the NHS focused on its response to COVID19 under NHS
England’s Command and Control regime.
Financial planning guidance covering the period October 2020 – March 2021
expected NHS Commissioners and Providers would contain costs within a C&M
HCP system resource envelope.
MB reported system wide work continued to assess the scale of the challenge to
deliver services in the remaining months of the year compared to the total
resource envelope.
In conclusion, MBA reported months 7 -12 Expenditure Plan exceeded notified
allocations which had resulted in a forecast deficit for the final 6 months of
2020/21.
Due to the COVID19 escalation, NHSE formally delayed the planning process for
2021/2022 contracts and indicated that the national block contract arrangements
would continue for the 1st Quarter of 2021/2022.
Further work was underway to potentially re-fresh block arrangements based on
2019/2020 out-turn, which would contribute to contract plans for 2021/2022 when
needed.
Despite the delay in the planning, the national consultation on the new standard
NHS Contract had been published. The Contracts Team were reviewing it and coordinating a LCCG response.
Similarly, the national arrangements for Independent Sector Provider (ISP)
contracts had been extended until the end of March 2021, after which time, LCCG
would be expected to use the new ISP framework contract, in order to secure
private healthcare capacity post March 2021. The team were working with
colleagues internally to understand the capacity needed in 2021/2022 but the most
recent wave of COVID19 had further delayed elective work and therefore demand
was under constant review. This would be factored into procurement plans
accordingly.
The contractual arrangements for the new national ‘Vaccination Enhanced
Service’ were in place and each designated centre had commenced vaccination at
Primary care Network (PCN) level.
GGR asked how LCCG was managing to deal with its underlying position, and
how LCCG would recalibrate from being a single CCG to part of the new
Integrated Care System (ICS).
MBA advised LCCG would use the run rate financial model which would consider
both the underlying and non-current main spend with NHS providers. The Service
Development Funding (SDF) would be allocated in different ways and in different
parts of the system.
2021/2022 – system resources would be based on CCG allocation and the use of
this resource. Beyond that there was no detail. Work continued to progress these
issues, but more details were needed at strategic level.
DOH asked if there were a lot of monies co-spent with the Local Authority. MBA
responded that there was a combination of authorities and discharge costs, and
there would be more LCCG could do however it had to wait to hear updates from
NHSE.
DOH commented that normality needed to be resumed as soon as was possible,
making sure LCCG got value for money and assistance from other resources
where it would make sense to do so.
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110. LCCG’s expenditure plan for 20/21 M7-12 exceeded available resources by £8.3m
which resulted in a corresponding plan deficit (based on information available at
month 7).
111. Cheshire & Merseyside provider and commissioner finances continued to be
scrutinised by NHSE/I and the Health Care Partnership given that the expenditure
forecasts exceeded the system resource envelope.
112. The contracting team continued to respond to national and system level priorities
that related to ISP contracts, PCN Vaccination plans and the delayed planning
round for the 21/22 contract round.
113. CMA thanked MBA for a clear and comprehensive report and for the hard work
involved.

Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• to note the 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
• that the CCG continues to work with NHS
England and partners at a system level.
• the update on the work of the contracts
team.
Further actions required:
• None identified.

D2

ALDER HEY CHILDREN’S NHS FOUNDATION TRUST WAITING LIST

114. DHO gave an update on progress with regard to the waiting list issues at Alder
Hey Children’s NHS Foundation Trust’s (Alder Hey) that were discussed in detail
in December 2020’s meeting. DHO proceeded to advise the committee on two
main points:
a)
How Alder Hey were managing the issue
b)
The governance for the work Alder Hey are undertaking
115. DHO informed the committee that Alder Hey had made impressive progress and
that the inpatient waiting lists were advancing well.
116. The issue with regard to outpatient appointments was a bigger piece of work due
to the volume of patient numbers. However the Trust had been open and honest
and shared the Standard Operating Procedure (SOP) that had been developed
and which included lessons learned. Furthermore the Trust advised a Harm
Review would be conducted.
117. DHO advised the committee that LCCG was very assured by the process and the
surrounding governance and moving forward were looking to continue validation of
process.
118. DOH queried if Information Governance (IG) was being adhered to and asked for
assurance that there had been no IT breaches. DHO advised Alder Hey’s system
was being updated into a new one from MEDITECH. Plans were being developed
to drill down into the system and glean how much impact this had had.
119. DHO advised Emergency Preparedness, Resilience and Response (EPRR) plans
were being updated and these would also be brought to this committee.
120. PKI commented that Alder Hey were not the only Trust using MEDITECH and
needed IG assurance.
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Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• to note the 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
• that the CCG continues to work with NHS
England and partners at a system level.
• the update on the work of the contracts
team.
Further actions required:
• None identified.

D3

CORPORATE PERFORMANCE REPORT

121. DHO highlighted that the data used in the update was what was available at the
time of writing the report. Specifically, for January 2021, performance data was the
status at November 2020.
122. DHO reported that LCCG had met its target against 14 out of 30 reported
indicators in particular:
a) 28 Day Faster Diagnosis Standard continued to be maintained above the
target.
b) 31 Day Decision to Treat to Treatment standard continued to perform
above target.
c) Cancer 31 Day Standard to subsequent treatment with Anti-Cancer Drugs
continued to meet the target and retained its position as best in peer group.
123. The CCG did not meet its targets for 16 of the 30 reported indicators.
a) Cancer 2 Week Wait from GP referral did not meet the standard for the first
time since January 2020.
b) Breast Symptomatic 2 Week Wait from GP referral did not meet the
standard for the first time since April 2019.
124. Some areas continued to show a consistent deteriorating trend, most notably:
a) Dementia diagnosis rate
b) Learning Disability Annual Health Checks
c) Physical Health Checks for People with SMI
125. DHO explained that these areas had been highlighted in the last report, and were
of particular concern given the health inequalities experienced by people with
Learning Disabilities and Mental Illness.
126. Communication with GP practices had been agreed following discussion at a
recent Primary Care Commissioning Committee; however recent communication
from NHSE/I had requested the stand down of certain Primary Care activity in
order to support the COVID19 vaccination programme. This increased the risk
that these areas may not recover well during Q4.
127. DHO advised that despite the fact that in some areas targets were not being met,
progress was noted in the following pathways:
a)
Referral to Treatment (RTT) incomplete pathways within 18 weeks showed
four consecutive months of improvement.
b)
Performance against the 6-week Diagnostic Waiting Time standard had
improved for the seventh consecutive month.
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c)

128.

129.

130.

131.

132.

133.
134.

Improving Access to Psychological Therapies (IAPT) improved for the fourth
consecutive reporting period and Recovery for the fifth consecutive reporting
period.
d)
Performance against the 1 week standard for Urgent referrals into Children
and Young People Eating Disorders services improved for the fourth
consecutive quarter.
DHO advised the focus within primary care was on the COVID19 testing and
vaccination programmes. LCCG had written to GPs and advised them of the
situation and what it expected to see with targets set. DHO noted that a lot was
being asked of practices.
DHO highlighted North West Ambulance Service’s (NWAS) performance which
unfortunately had increased length in turnaround times. NWAS was in a sense
beholden to the Trusts. Several Trusts had created a separate entrance for
ambulances to assist with turnaround time. DHO advised that some areas, for
example Whiston, were struggling and had reported 23 ambulance calls had taken
over an hour’s wait.
PKI asked if there had been any discussions with regard to changed and/or
relaxed targets, and if so the payment mechanism had to follow suit in order that
no penalties would be incurred.
DOH asked for the details and numbers for Wave 2 of COVID19. DHO advised
that the data was not yet available and as such they would not reflect real time
numbers.
DHO suggested that he could submit the performance report with real-time data
just ahead of the committee meeting but this would mean the report would be
received by members very close to the meeting date. For example, on a Friday for
the meeting on the following Tuesday.
The Committee agreed that the Performance Report could be submitted 2 working
days prior to the meeting.
FOF asked when the data would be available to review the impact on electives,
restoration, and emergency and urgent care work. DHO advised the data was not
yet available and when it was released it would be brought to this meeting.
Action

Recommendations approved by the
committee, namely:
• To note the performance of LCCG 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:
• Submit Performance Report with realtime data for future meetings

E
E1

Lead

D Horsfield

Timescale

Feb 21

Status

On PQC Feb
21 agenda

GOVERNANCE
REVIEW PERFORMANCE AND QUALITY COMMITTEE WORK PLAN
135. DHO advised there had been no major changes to the plan; however it would be
updated for the next meeting to include the work plan for April 2021 moving
forward.
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Action
Recommendations approved by the
committee, namely:
• To receive this report
Further actions required:
• To bring the updated Work Plan to the
next committee meeting

F

Lead

Timescale

Status

D Horsfield

Feb 21

On PQC Feb
21 agenda

FOR INFORMATION:
136. DRAFT Minutes from IG Steering Group November 2020
137. Minutes from Quality and Performance subcommittee Dec 2020

G

ANY OTHER BUSINESS
138. CMA asked members if they wished to escalate any items from the meeting to
Governing Body. DOH replied he wished the continued deficit position and
finances of LCCG to be escalated.
139. CMA advised the committee was required to submit an annual report to the Audit
and Risk Committee with an overview of the work done by the committee in the
past year. CMA asked the meeting if there were any specific items they would like
to have noted in the report.
140. No items were requested therefore CMA advised if they wish to submit an item to
do so in a timely manner to Debbie Richardson, Committee Secretary, LCCG.
Action
Recommendations approved by the
committee, namely:
• Note comments
Further actions required:
• continued deficit position and

finances of LCCG to be escalated to
GB

Lead

Timescale

Status

C
Maddaford /
D O’Hagan

Feb 21

On PQC Feb
21 agenda

141. No other items of business were discussed. The meeting closed.
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Time: 10:00
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Present:
Cathy Maddaford (CMA)
Mark Bakewell (MBA)
Gerry Gray (GGR)
Dave Horsfield (DHO)
Peter Kirkbride (PKI)
Jane Lunt (JLU)
David O’Hagan (DOH)

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

In Attendance:
Val Attwood (VAT)
Stephen Hendry (SHE)
Richard Houghton (RHO)
Judith Neilson (JNE)
Stephanie Tabron (STA)

Deputy Chief Contracting Officer, LCCG
Head of Corporate Services & Governance
Corporate Governance Manager
Head of Performance
Liverpool CCG

Apologies Received:
Fiona Ogden-Forde (FOF)

GP Director

ISSUES CONSIDERED
2021

A1

WELCOME
1.

A2
2.

A3
3.

A4
4.

A5
5.

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 as detailed above.

DECLARATIONS OF INTEREST
There were no additional declarations reported for noting at the meeting other than
those already listed on the Liverpool Clinical Commissioning Group’s (LCCG)
register.

PREVIOUS MINUTES
The minutes of the meeting held on 26 January 2021 were accepted as an accurate
record subject to updating item 99, to read ‘months 7 – 12’.

ACTION LOG
The action log was discussed with the following points made:
a)
Item 1: Chief Nurse Report: JLU advised this matter was being dealt with
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b)
c)
d)

e)

f)

g)
h)
i)

j)

k)

l)

m)
n)
o)
p)

offline and was not specific to the committee. Item closed.
Item 2: Risk Register: Item on the meeting agenda.
Item 3: Risk Register: Item on the meeting agenda.
Items 4 and 5: Chief Nurse Report: JLU advised these items were on Mersey
Care NHS Foundation Trust’s (Mersey Care) Risk Register. There was an
internal planning process with LCCG and Mersey Care that captured the
services and was being managed in a different forum. Item closed.
Items 6, 7 and 8: Quarter 2 LeDeR Update: JLU advised the North Mersey
Steering Group was moving forward and now managed its own Risk Register.
JLU would bring updates to this committee moving forward. Items closed.
Item 9: Financial Performance Updates Including (Cash Releasing Efficiency
Savings): MBA advised the committee that the item related to expenditure and
items of classification and had been updated. Item closed.
Item 10: Review Committee Risk Register: Item on the meeting agenda.
Item 11: Trust Winter / Influenza Vaccination Programme Plans 2020/21 and
COVID-19 Vaccination Roll Out. DHO updated the meeting:
Winter / Influenza
• 2 - 3 year olds, 40% uptake
• School age children (reception to year 7), 58% uptake
• 18 - 64 at risk, 49%
• 65+ at risk, 80% uptake
• 65+ not at risk, 68% uptake
COVID-19 - cohorts 1 - 5 latest uptake numbers:
• 91% of those aged over 80 had been vaccinated
• 90% of those aged 75 - 79 had been vaccinated
• 89% of those aged 70 - 74 had been vaccinated
• 70% of those aged 65 - 69 had been vaccinated, a further 3,806 were
to be vaccinated to achieve 85% target uptake for this cohort
• 70% of Clinically Extremely Vulnerable (CEV) 18 - 69 had been
vaccinated. A further 4,535 CEV were to be vaccinated to achieve the
85% target uptake.
Members congratulated the teams on the impressive work that had been done
to date. DHO advised the national target that had been set for cohorts 1 – 5
was 85%.
DOH queried if the City was getting enough supply of the vaccines. DHO
advised the City was getting enough vaccine supply and would bring update
data to each meeting as part of the LCCG Performance Report. Item closed.
Item 12: Community Services Review: Item on the meeting agenda.
Item 13: Corporate Performance Report: Item on the meeting agenda.
Item 14: Performance And Quality Committee Work Plan: DHO to bring to
March 2021 meeting.
Item 15: Continued Deficit Position and Finances of LCCG to be Escalated to
GB: CMA suggested this item would be discussed at the end of each meeting
therefore did not need to be on the Action Log. The meeting agreed. Item
closed.
Action

Recommendations approved by the
committee, namely:
• Note the minutes of the previous meeting;
• Note the Performance and Quality
Committee Action Log.
Further actions required:
• Update the previous minutes in line with
discussions
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Lead

S Tabron

Timescale

ASAP

Status

Completed

2

• Update Action Log in line with
discussions.

B
B1

S Tabron

ASAP

Completed

COMMITTEE UPDATES
CHIEF NURSE REPORT: including COVID19 Recovery update, Harm
Review update and Serious Incidents update.

6.

7.

8.
9.

10.

11.
12.

13.

14.
15.

16.
17.

18.

JLU reminded the committee of the update from the Chief Nurse Report at the last
meeting on 26th January 2021, when the Executive Regional Director (North West)
Bill McCarthy had issued a letter that outlined system requirements to act with
absolute focus and urgency to save lives of those with COVID19 and other urgent
conditions.
JLU presented an overview of the quality issues to date that related to the Chief
Nurse Portfolio and priority areas of focus during wave three of the pandemic, to
ensure patient safety remained paramount. It included an update on the Harm
Review process, an update on provider Trusts which included Serious Incidents
(SI), Infection Prevention Control (IPC) matters and a Special Educational Needs
and Disabilities (SEND) Written Statement of Action (WSOA).
Waiting list reporting issues had been identified in September 2020 at Alder Hey
through work conducted as part of Alder Hey’s ‘Safe Waiting List Programme’.
The Trust was reviewing patient records to identify any pathway affected and at the
time of writing the Trust had completed a review of both the Referral to Treatment
(RTT) and non-RTT inpatient waiting lists, and a sample of the outpatient RTT
waiting list. The inpatient review identified 719 further reportable patients, 66 of
whom had waited over 52 weeks. Of the 66 long waiters identified, 31 had since
been treated.
The outpatient sample review identified 128 further reportable pathways and in 16
of those pathways, the patient had waited over 52 weeks. The outpatient review
continued, with completion of the entire outpatient RTT cohort of approximately
46,000 pathways expected to take until approximately June 2021.
The Trust had reported this as a SI in compliance with the mandated timescales for
submission of the Root Cause Analysis (RCA).
Alder Hey conducted a Clinical Review of all affected patients and was committed
to conducting a Clinical Harm Review for all long waiters. The Trust had a full project
plan of improvement actions that supported this work to ensure these issues would
not recur in the future.
Specialised Commissioning colleagues and colleagues from the Regional Team
met with the Trust monthly to monitor progress and gain assurance about the review
and the mitigating actions. In addition, LCCG had representation at the Trust’s
weekly internal ‘Safe Waiting List Oversight’ group, and a weekly update was
supplied to LCCG and partners.
LCCG was assured the Trust had fully understood and taken on board the work that
needed to be done and advised it would be consistently monitored.
Care Quality Commission (CQC) issued a Section 31 notice of the Health and Social
Care Act to Alder Hey and NHSE launched a review with regard to the number of
Children and Young People (CYP) who presented at Accident and Emergency in
the past 12 months.
Following subsequent action and work undertaken the CQC rescinded this notice
and were following up actions via regular meetings with the Trust.
JLU advised that with regard to the recent Never Event and Sis at Liverpool
Women’s NHS Foundation Trust (LWFT), LCCG was given no assurance there had
been any triangulated learning from previous errors and that there were no
references to Local Safety Standards for Invasive Procedures (LocSSIPs) at the
Trust.
A Single Item Serious Incidents Panel was stepped up and as a supportive gesture
LCCG had worked with the Trust throughout the process, to ensure there was a
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3

19.
20.

21.

22.

23.
24.

25.

26.

27.
28.

29.

30.

31.

32.

33.

robust action plan in place to address any fundamental issues. DOH and FOF
advised they had also offered support to the Trust.
One IPC issue continued to be investigated with regard to Trust staff attending an
external event.
With regard to the update on Alder Hey, DOH queried the Section 31 notice served
and asked if the patients were with the Child and Adolescent Mental Health Services
(CAMHS) or social services.
JLU advised the patients had presented with extreme behavioural issues but no
underlying mental health issues. As such they were part of Tier 4 CAMHS and the
right intervention was needed, such as welfare beds. Unfortunately, the number of
welfare beds had reduced nationally and there was a waiting list for these.
JLU advised as a Cheshire and Mersey response there was assurity that there were
welfare beds available that could be stood up. Patients could also be repatriated to
their families or where they were living. Merseyside had a marvellous team,
commissioned by the Learning Disability Adults team.
In a broader sense JLU advised Cheshire and Mersey were working on a
Transformation Care Programme with regard to Tier 4 CAMHS.
With reference to the letter from Bill McCarthy, PKI asked if any decision had been
made how and when the time would be right to return to ‘normal’. Once this had
happened had any processes been put in place moving forward on how to manage
services i.e. if the ‘lighter’ and ‘more streamlined meetings’ approach that was
currently in place would work?
JLU responded and advised that there had been a lot of learning from wave one of
the pandemic and that LCCG, along with all other CCGs would be guided by NHSE
in terms of service restoration and recovery.
JLU advised that there were areas identified that could be streamlined; system
oversight and support meetings would become a regular and fixed part of each
Trust’s assurance process which would complement the Quality Assurance
Processes within LCCG commissioned services.
JLU added that Trusts were under no illusion that processes and reviews that had
been put in place were to become a standard part of reporting.
PKI asked if this committee would have sight of LWFT’s Never Event report signed
off by the CQC. JLU advised the report also belonged to LCCG and JLU would bring
to the committee if requested to.
JLU advised the committee of the interim mental health beds location Mersey Care
had used due to the STAR Unit estate not being fit for purpose. The beds from the
STAR Unit had been transferred to the Clock View Building.
JLU informed the committee that Mersey Care was merging with North West
Boroughs Healthcare NHS Foundation Trust (NWBH) in 2021. Patients in the STAR
Unit would be transferred to the Byron Ward, based in Hollins Park Hospital in
Warrington. LCCG would work with Halton CCG and NWBH to ensure a smooth
and safe transition. This was a precursor to work that would be underway between
now and March 2022 ahead of changes to legislation that would hand Integrated
Care Systems (ICSs) direct commissioning power.
DOH asked if patient feedback had been received with regard to patients being
relocated. JLU replied that the intervention had gone well with no real issues and
the patients had adapted. The families advised they had felt involved and part of the
process.
LCCG, the Local Authority (LA), local Department of Public Health and Mersey Care
IPC had continued to focus support in the care home sector for the availability and
use of Personal Protective Equipment (PPE) and IPC guidance. The plan had
focused resource to target care homes where local intelligence highlighted the need
to. Liverpool LA and Mersey Care IPC Team provided weekly virtual training to all
Care Homes.
JLU advised an investigation had been underway following the death of a resident
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34.
35.
36.

37.
38.

39.

40.

41.

42.

43.

44.

who had severe learning disabilities at Vancouver House in December 2020. The
Care Quality Commission (CQC), Liverpool Council and LCCG were monitoring the
facility.
Rowan Garth Village Care Home was meeting with LCCG’s Quality Assurance Unit
at weekly Multi-Disciplinary Team (MDT) meetings.
Abbey Wood Park Nursing Home was subject to additional work which JLU would
bring to the committee as it was updated.
The Health Performance Improvement Group (HPIG) was re-established to address
specific health areas contained in the WSOA. This was steering the improvements
required across health related areas, including Autism Spectrum Disorder (ASD)
and Attention Deficit Hyperactivity Disorder (ADHD) provision, quality of education,
health care plans by health practitioners, improved uptake of personal health
budgets, as well as escalated areas of concern relating to ‘looked after’ children and
physical health checks for people with learning disabilities.
LCCG and Liverpool LA leads met monthly with NHSE/I advisors to report on
progress against the WSOA.
JLU advised the committee that a complex piece of work was underway with regard
to the death of a young person. The complexity lay not only with the nature of the
individual but also around the circumstances of the placement where this young
person died, and the fact that a number of CCGs and Local Authorities placed there.
An interim report had been produced and would be presented to the Scrutiny Audit
and Review Group (SARG) of the Liverpool Social Care Partnership (LSCP) on 23rd
March 2021. SARG would produce an action plan in response to the
recommendations in the report and the final report would be presented to the LSCP
Board on 23rd April 2021.
A rapid review meeting took place in January 2021 with a different local authority
regarding a young person from Liverpool accused of committing an offence against
a child. It was agreed at the rapid review that the case met the criteria for a Child
Safeguarding Practice Review, and this would be conducted with contributions from
the LCCG Safeguarding Service and LCCG commissioned providers. The terms of
reference of the review had not yet been agreed. JLU advised the committee would
be updated on progress.
In February 2021 the SARG of the LSCP posed a challenge to the LSCP Board in
respect of the partnership response to Neglect. The challenge had been brought
forward after the SARG had reviewed data relating to neglect within the partnership
performance scorecard. The data showed a sustained increase in referrals to
children’s social care services in Liverpool for neglect throughout Q1 – Q3 of
2020/21.
There appeared to be a relatively low number of children managed in Early Help for
the reason of Neglect. 47% of contacts for Neglect converted to referral compared
to 38% of all referrals, which suggested risk was disproportionally higher at point of
contact. 27% of contacts came from the Police compared with 22% from Health,
which was further evidence of amplified risk at contact; the first agency identifying
neglect should not be the Police if universal services (schools, health visiting, school
nurses, General Practice) were operating effectively.
In response to the challenge the Designated Nurse for Safeguarding Children had
arranged a meeting with all of the LCCG commissioned providers’ safeguarding
leads to produce an action plan to improve the health response to identification,
assessment, referral and supervision of neglect cases. This would be reinforced
through the contractual and quality route for 2021/22.
CMA asked if the safeguarding function in schools was operational and functioning,
even if children were not at school, due to the pandemic’s restrictions. JLU advised
this would form part of the review being undertaken. In wave one the approach was
more prescriptive; support workers were diverted and school nurses kept in touch
with those children with the greatest safeguarding concerns. However lessons had

Page 95

5

45.

46.

been learned and the approach had focused on protecting CYP services.
DOH queried if LCCG were able to evidence this. JLU responded that LCCG was
being open and transparent and had in place virtual contact allowed for an ‘any
time/any place’ approach; contact could also be made by telephone and / or virtual
appointment.
DHO advised with regard to CYP, contracts and how Primary Care Networks (PCN)
could be supported, a report had been submitted to the Primary Care
Commissioning Committee.
Action

Lead

Timescale

Status

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

B2
47.

48.

49.

50.

51.

52.

53.
54.

55.

56.

TRUST WINTER / INFLUENZA VACCINATION PROGRAMME PLANS
2020/21 AND COVID19 VACCINATION ROLL OUT
JLU advised that the Trusts’ Influenza Vaccination Programmes were overseen by
NHSE/I in terms of reporting and in light of the risk of influenza and COVID19 cocirculating this winter.
Trusts were given the national target for 90% of frontline staff to receive the
Influenza vaccine and 100% of staff being offered the vaccine through appropriate
means.
All local Trusts had actioned Influenza vaccination plans as required, and uptake
data was submitted into NHSE/I; at the time of writing no issues had been
highlighted to the CCG via NHSE/I in terms of uptake. Evaluation of performance
data would be undertaken by the LCCG Quality Team in the coming months to
acknowledge if appropriate targets had been met for 2020/21.
A further requirement in terms of winter vaccination plans was advised in December
2020 that subject to the safe approval of the COVID19 Pfizer vaccine and followed
on by the approval of the COVID19 Oxford/AstraZeneca vaccination. Trusts across
the country had been briefed in November 2020 to plan for staff vaccination.
From a local perspective all commissioned Trusts devised additional vaccination
plans, using the influenza vaccination planning programme to support the safe and
timely roll out of their COVID19 vaccination programme.
JLU updated the committee on the Influenza staff vaccination and COVID19 staff
vaccination by Trust and advised next steps forward with regard to monitoring the
work.
PKI asked if the committee could have sight of the performance data; JLU
responded once the data had been finalised and evaluated it could be shared.
DOH asked if the Trust had used their Occupational Health provider to deliver the
staff vaccinations for COVID19 and if they also delivered patient vaccinations. JLU
advised that the Trusts had their own vaccination sites and that Trusts were
assisting each other with their vaccination planning. JLU advised that the Trusts did
not vaccinate their individual patients.
DOH asked if LCCG was satisfied no vaccines went to waste. JLU responded that
LCCG was very clear on numbers in every part of the system and monitoring the
system’s mutual aid vaccination plans.
CMA thanked JLU for a clear and detailed report.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
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• To note the contents of the report
• To note the assurance gained from
LCCG commissioned services relating to
Staff Influenza Vaccination Programme
Planning and Covid-19 Vaccination roll
out.
Further actions required:
• None Identified

C

STRATEGY AND COMMISSIONING

C1

REVIEW FINANCIAL STRATEGY, PLANNING AND PROCUREMENT /
CONTRACTING REQUIREMENTS

57.

58.

59.
60.

61.

62.

63.

MBA advised the committee that in any ‘normal’ year the LCCG’s 3-5 years strategy
and review would be presented at this time, however due to the forthcoming merger
this would not have any value moving forward. Due to an uncertain future an exit
run rate analysis had to be produced.
MBA explained the expectations were that the current framework would run into Q1
2022. The LCCG’s workplan would also have been presented at this time however
LCCG was not in a position to do that.
MBA advised LCCG’s operational plan with regard to PLACE was in order and ready
to be put in action.
CMA asked if these matters would be discussed as part of the report to Governing
Body in March 2021. MBA replied that yes it would be, although it remained to be
seen what this meant for LCCG as the CCG was not in a position to progress plans.
In the last year of LCCG’s being operational there would be a drawn down of
cumulative surplus to access and LCCG would need to address and review
priorities.
DOH commented that LCCG needed to continue to work to meet its statutory
responsibilities as legally it was responsible for the budget as a public body. MBA
advised the committee that there had been a lot of challenges at regional and
national level with CCGs questioning what was being asked of them over the next
12 months. LCCG was looking to deliver a break even position and MBA would
update the committee as things progressed.
DHO reported that a draft ICS plan put together in collaboration with the local
authority would go to the private meeting of Governing Body.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
• To note the update
• To note a draft ICS plan would go to the
private meeting of Governing Body.
Further actions required:
• None identified.

C2
64.

65.

PROCUREMENT OF AN ELECTRONIC EYECARE REFERRAL SERVICE
VAT apologised to the committee that this update regarding procurement had not
been first presented to the committee for approval, but timelines had not allowed for
this to happen in order it could be moved forward.
LCCG had very recently agreed to host a contract to purchase an Electronic Eye
Referral Service for the NHS in North West England. National funding was available
from NHSX Digital to fund the purchase of the system and associated infrastructure
for the first 12 months. In order to secure the funding, a Host CCG had to be agreed
on behalf of the wider system. Additionally, mini-competition procurement from a
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66.

67.

68.

69.

70.

71.

72.
73.

national framework contract was required to procure a system prior to the end of
the financial year.
Therefore, on 2nd February 2021 LCCG agreed to host the contract, and a minicompetition procurement exercise commenced on 5th February 2021 to ensure it
could be concluded and awarded prior to the end of the financial year.
The framework contract had to be awarded prior to the 1st of March 2021 in order
to receive the funding by 5th March, and therefore there was a requirement to agree
the contract award virtually before the next Performance and Quality Committee
meeting on Tuesday 23rd March 2021.
VAT advised the duration of the contract was initially 1 year, with the option to
extend for a further 1 year. The value of the contract was estimated at £1m per
year, however funding was only available for the first year and therefore the contract
would only be extended for the 2nd year following confirmation of continued funding.
The contract itself was a standard NHS framework call-off contract as published by
NHSE.
The timelines to achieve contract award and sign off were challenging but
necessary in order to ensure that the funding was available to the system in the
2020/21 financial year.
VAT advised that, as with other CCG procurements, the tender was run through an
online electronic portal. The NHSE leads who worked with the national procurement
hub managed the tender evaluation and ensured that expert evaluators were used
where necessary.
Once the evaluation was complete a contract award recommendation report
(CARR) had to be made quickly in order the funding could be transferred to LCCG,
the purchase order placed and be submitted to a ‘virtual’ Committee for approval.
The committee agreed to the approach of having a virtual meeting ahead of the next
committee meeting to award the contract.
CMA thanked VAT for the clear report and proposed actions to award the contract.
Action

Recommendations approved by the
committee, namely:
• Note the start of the procurement process
for an electronic eye care referral service
• Agree the ‘virtual’ approach to support
the contract award sign-off.
Further actions required:
• Interim committee to be organised in
order procurement sign-off can be done
virtually.

D

Lead

Val Attwood

Timescale

ASAP

Status

On PQC March
21 Agenda

PERFORMANCE

D1
74.

75.

FINANCE & CONTRACTS UPDATE
MBA presented the financial performance update, based upon the revised financial
framework for months 7-12 as determined by NHSE England. The position reflected
the impact of revised in-year allocations, payment guidance to NHS / non-NHS
providers and elements of COVID19 related expenditure up to Month 10 (January)
where it was available.
The main aspects of LCCG’s financial reporting position were detailed on page 56
of the paper’s executive summary and highlighted:
• The forecast position at month 10 indicated a £3.15m deficit position against
revised allocations set by NHSE for the period months 7-12, however that
remained on the basis that post month 9 forecast, the Hospital Discharge
Programme (HDP) funding of £6.5m and IS costs of £1.3m were funded.
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•

76.

77.

78.

79.

80.

The months’ 7-12 deficit position of £3.2m was an improvement of £2.3m
compared to the position assumed at the end of month 9 (£5.5m) due to
favourable movements in respect of prescribing, primary care and digital
programme forecasts.
• COVID19 specific costs of £25.5m had been incurred to date, with costs forecast
to increase to £30.8m by financial year-end.
• LCCG was also hosted ‘system’ funding of £327m on behalf of the Cheshire and
Merseyside (C&M) partnership and made associated transfers to other CCGs
and payments to NHS providers, with year to date and forecast outturn
expenditure consistent with hosted allocations.
MBA advised the committee further information was included in pages 57-61of the
report, and included the statement of financial position and better payment practice
code which remained in line with required performance.
Page 62 of the report provided further details from a contracting perspective and
included the significant amount of work undertaken in the background in relation to
outstanding contract issues.
MBA highlighted the adjustments to pre-payments on the system to providers in
February and March 2021 would be reversed and returned to normal values in
March 2021.
CMA asked if the local authority were in a deficit position as well. MBA responded
the local authority would deliver a balance this financial year albeit it was a
challenge, as the turnover was much harder to balance year on year. MBA would
update the committee when there was more clarity.
CMA thanked MBA for the detailed and comprehensive report.
Action

Lead

Timescale

Status

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

D2 CORPORATE PERFORMANCE REPORT
81.

82.

83.

84.

DHO presented the Corporate Performance Report and updated the committee on
the key indicators as defined in the NHS Oversight Framework, which required
LCCG to maintain and improve 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
•
Finance and Use of Resources
Ultimately, the Governing Body had to be assured that the services commissioned
delivered NHS Constitutional, national and quality standards to meet these local
system priorities, and achieved LCCG’s aims of a radical upgrade in population
health, a strong focus on prevention and reduced health inequalities.
In response to feedback, DHO advised the format of the report had been altered
from this month. A table of indicators that had not performed was included in the
narrative section, along with their corresponding quality impacts and the outlook for
those indicators. The one-page summary of performance was now contained in the
Appendices, along with a streamlined format for the exception reports.
When NHS England recommenced reporting against the wider NHS Oversight
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85.

86.

87.

88.

89.

90.
•
•
•
•
91.
•
•
92.
•
•
93.

94.

95.
•
•
•

framework, a summary of performance against this would be included. The report
would also be expanded to give an overview of other performance issues as the
committee deemed appropriate. The committee would receive this report monthly
and if performance did not meet the required standards, a decision would be made
regarding whether or not to escalate to the Governing Body.
DHO advised two additional indicators had been reported on; 1) Perinatal Mental
Health Access standard, which was a national target and 2) the proportion of those
with LD aged 14 - 25 years who had received an annual health check in the last 12
months. This was a local target and was included within the report, as it represented
a key risk to LCCG, which related to the delivery of the SEND WSoA.
The aim of this report was to provide a balance between reporting the most current
local NHS performance data and trends alongside the insight of potential or actual
risks to quality, safety and patient care from sub-optimal provider performance.
The Corporate Performance Report would continue to draw the Committee’s
attention to specific areas of concern and / or risk in addition to providing relevant
assurances on the key mitigating actions taken at both CCG and provider level to
improve the position.
February 2021 Performance: DHO advised the data used and referenced in this
report was the most current at the time of writing. Specifically, for the month of
February 2021, performance data mainly from December 2020 was used as the
basis of the analysis.
DHO was pleased to advise that throughout February the system had started to
recover; COVID19 numbers headed in the right direction and were consistently
dropping. DHO asked the committee to be mindful that it would still take time for
providers to readjust.
LCCG met its target against 14 out of 32 reported indicators. Of note:
28 Day Faster Diagnosis Standard continued to be maintained above the target.
31 Day Decision to Treat to Treatment standard continued to perform above target.
Cancer: 31 Day Standard to subsequent treatment with Anti-Cancer Drugs
continued to meet the target and retained its position as best in peer group.
IAPT Recovery had been maintained above the target level for three consecutive
reporting periods.
LCCG did not meet its targets for 18 of the 32 reported indicators. Of note:
Cancer 2 Week Wait from GP referral did not meet the standard and had fallen
below the target in November 2020 for the first time since January 2020.
Breast Symptomatic 2 Week Wait from GP referral continued to fail the standard,
and had not met the target in November 2020 for the first time since April 2019.
Some areas continued to show a consistent deteriorating trend, most notably:
Dementia diagnosis rate
Physical Health Checks for People with severe mental illness (SMI).
These areas were highlighted in the last report and were 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
Practices, however recent communication from NHSEI that requested the stand
down of certain Primary Care activity to support COVID19 vaccinations, increased
the risk that these areas might not recover well during Q4.
North West Ambulance Services (NWAS): LCCG’s performance against national
standards had deteriorated based on the most recent data, with none of the six
standards being met and an exception report was included.
Despite not meeting the targets in some areas, there was still progress to be seen:
RTT Incomplete pathways within 18 weeks showed four consecutive months of
improvement.
Performance against the 6-week Diagnostic Waiting Time standard improved for
the eighth consecutive month.
Performance against the 1-week standard for urgent referrals into CYP Eating
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Disorders improved for the fourth consecutive quarter.
There continued to be pressures across the system due to the COVID19 pandemic,
in particular the effects of the Liverpool ‘second wave’ could be seen in the October
and November data, with the impact carried forward into December.
97. DOH queried if the independent sector providers had been approached to support
the system. DHO responded that VAT was already working closely with the
independent sector including Spire Liverpool Hospital, Spa Medica, Nuffield and
Renacres, as well as with C&M Partnership to access available capacity across the
system.
98. DHO advised that LCCG did not know what funding would be available from 1st April
2021.
99. DHO advised that he would continue to bring the most up to date data as possible
to the committee every time it met.
100. CMA thanked DHO for the clear and comprehensive report.
96.

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
REVIEW COMMITTEE RISK REGISTER
101. SHE led a discussion with regard to the committee’s Risk Register (RR). As the
largest of all LCCG’s committees SHE advised there was a lot of work to be done
on streamlining not just the Performance and Quality Committee (PQC) RR but
those committees that fed into it.
102. This needed to be done in a coordinated and joined up approach to ensure all risks
across all committees were captured and brought to the PQC as and when it was
appropriate to do so.
103. The Corporate Services and Governance (CSG) team would support the process
by pulling the four strands together and compiling the cover report for the RR. The
CSG team would provide support in the form of technical advice, training sessions
/ workshops and bespoke learning. To enable this, SHE proposed that:
a) RR co-ordinators be assigned for each area i.e. Performance, Quality,
Contracts and Finance. The co-ordinator for each would be responsible for
keeping the RR for their area up to date, which essentially would involve
following up actions, revising control measures, risk scores and
summarising the progress. The CSG team would work closely with the coordinators offering technical advice and support.
b) Quality and Performance Sub Committee - a prescribed role be assigned for
risk management in terms of ensuring mitigating actions had been
completed or were in progress, with clear lines of accountability for delivery
of actions and ‘managing down’ of risk scores. The CSG team would
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maintain a presence at the sub-group providing advice and support, act as
a ‘critical friend’ and provide assurance to the Audit and Risk Committee that
the process worked. The sub-group would provide positive and evidential
assurance to the PQC and act as the ‘delivery’ vehicle to close gaps in
control.
c) Transfer of ‘Legacy’ risks: PQC would ascertain which risks remained
relevant and needed to be carried over into the new financial year. In the
first instance this would ideally be completed at the next PQC on 23rd March
2021.
d) PQC Work Plan for 2021/22: the work plan and expectations for delivery for
the year would form approximately 80% of the RR, with the remaining 20%
escalated from other teams.
e) Escalation Process: PQC would maintain oversight of any relevant risks
included in the Corporate RR with an appropriate escalation / de-escalation
process between corporate and committee level risks. Any risk which had a
consequence score of ‘5’ would be reviewed as a minimum on a monthly
basis, either at committee level or Senior Leadership Team (SLT) level to
ensure adequate oversight, monitoring and escalation planning. The levels
of escalation would be in effect: sub-group  committee  Senior
Leadership Team  Governing Body.
f) Assurance mapping: improvements needed to be made when committees
were told by providers that ‘plans were in place’ to mitigate risk. This needed
to be evidential and be cascaded in a structured way across committees.
SHE advised the CSG team would support this piece of work for the
committee, which could then be replicated for other committees.
104. DHO advised the committee he had spoken to Helen Duckworth (HDU), Chair of
the Quality and Performance Sub-Committee with regard to the work needed on
the RR.
Action
Recommendations approved by the
committee, namely:
• To receive this report
Further actions required:
• Pull together the meetings schedule of
Performance and Quality Sub-Committee
meetings
• Update ‘legacy’ risks to review at next
Performance and Quality committee
• Pull together the former risk registers to
review at next Performance and Quality
committee

F

Lead

Timescale

Status

S Hendry

March 21

On PQC March
21 agenda

S Hendry

March 21

S Hendry

March 21

On PQC March
21 agenda
On PQC March
21 agenda

FOR INFORMATION:
105. Approved minutes from Quality and Performance sub-committee Jan 2021

G

ANY OTHER BUSINESS
106. CMA asked members if they wished any items to be escalated to Governing Body.
107. CMA asked members if the matters regarding Mersey Care, the estates and
Vancouver House needed to go to Governing Body. JLU advised that these items
were covered in the Chief Nurse Report.
108. CMA asked members if the Electronic Eye Referral Service procurement needed to
go to committee. VAT advised it did not need to as only contract waivers went to
committee. VAT advised she would speak to MBA with regard to it being noted for
information at Governing Body.
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109. Having circulated the Performance and Quality Committee’s draft annual report CMA
asked the committee if there were any additional items or changes that were
required before its submission to the Audit and Risk Committee.
110. VAT requested her job title be updated to ‘Deputy Chief Contracts Officer’.
111. GGR asked if the report that had been circulated was a draft. CMA confirmed it was
and that it would be updated after this meeting.
112. CMA advised the final report that would be submitted to the Audit and Risk
Committee would be circulated to this committee’s members.
113. No further items were requested. CMA advised if they wished to submit an item to
do so in a timely manner to Debbie Richardson, Committee Secretary, LCCG.
Action
Recommendations approved by the
committee, namely:
• Note comments made.
Further actions required:
• The final copy of the Performance and
Quality Committee Annual Report to be
circulated to committee members.

Lead

C. Maddaford

Timescale

ASAP

Status

Complete

114. 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:

28 May 2021

MINUTES OF THE MEETING OF

PERFORMANCE AND QUALITY COMMITTEE
Date:

23 March 2021

Venue:

MS Teams
Name

Time: 10:00am

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

Present:
Cathy Maddaford (CMA)
Mark Bakewell (MBA)
Gerry Gray (GGR)
Dave Horsfield (DHO)
Peter Kirkbride (PKI)
Jane Lunt (JLU)
Fiona Ogden-Forde (FOF)
David O’Hagan (DOH)

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

In Attendance:
Val Attwood (VAT)
Paula Finnerty (PFI)
Tracey Forshaw (TFO) (For
item C5)
Stephen Hendry (SHE)
Stephanie Manning (SMA)
(For item C5)
Judith Neilson (JNE)
Debbie Richardson (DRI)
Lynne Shelbourne (LSH)

Deputy Chief Contracting Officer, LCCG
GP Director/ Quality
LeDeR Local Area Contact; South Sefton, Southport and
Formby and Liverpool CCGs
Head of Corporate Services & Governance
LEDER Co-Ordinator, South Sefton CCG
Head of Performance
Committee Secretary
Programmes Administrator

Apologies Received:
Richard Houghton (RHO)

Corporate Governance Manager

ISSUES CONSIDERED
2021

A1

WELCOME
1.

2.
3.

A2
4.

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 were given for the haphazard nature of the committee papers being
circulated which was a reflection of the complex nature of the committee.
Chair welcomed Paula Finnerty (GP Director and Quality Lead) to the meeting who
was observing from the perspective of Quality Lead.
The meeting was held on the anniversary of the one year since lockdown
commenced and a minute’s silence was observed during the meeting to mark the
loss of life the pandemic had caused.

APOLOGIES FOR ABSENCE
Apologies for absence received for this meeting as detailed above.
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A3
5.

A4
6.

DECLARATIONS OF INTEREST
There were no additional declarations reported for noting at the meeting other than
those already listed on the Liverpool Clinical Commissioning Group’s (LCCG)
register. FOF reported that she was employed by Mersey Care foundation Trust
(MCFT) to provide GP services into a high secure mental health hospital however
the high secure unit was not under discussion at the meeting and no action was
necessary.

PREVIOUS MINUTES
The minutes of the meeting held on 23 February 2021 were accepted as an accurate
record.

MATTERS ARISING
7.

8.

A5
9.

JLU referred to the discussion of the chief nurse report which mentioned serious
incidents at Liverpool Women’s Hospital (LWH) and the lack of assurance around
these incidents. Similar comments were noted in the chief nurse report at a recent
Governing Body meeting which were picked up by the Liverpool Echo (local
newspaper) and published with other information gained from LWH reports. Interest
in the article seems to have dissipated now.
Members were reminded that with the revised committee structure the Chief Nurse
report will no longer go to Governing Body. JLU would write a report on alternate
months to Performance and Quality Committee (PQC). CMA will present a
committee report at each Governing Body covering the main issues and assurance
or items for escalation in that report.

ACTION LOG
The action log was discussed with the following points made:
a)
Item 1: Performance and Quality Committee work plan. This item was on the
meeting agenda, item closed.
b)
Item 2: Procurement of an electronic eye care referral service. This item was
on the meeting agenda for Part B of the meeting. Item closed.
c)
Item 3: Governance - review committee risk register. This item was on the
meeting agenda within the Corporate Risk Register section, item closed.
Action

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

A6
10.

11.
12.

Lead

Timescale

Status

D Richardson

ASAP

Completed

D Richardson

ASAP

Completed

PERFORMANCE AND QUALITY COMMITTEE WORK PLAN
JNE reported that the annual work plan had been formulated at the beginning of the
year and then paused due to Covid19. A six-month plan was then compiled to
operate from October to March and this was a streamlined plan from the original
yearlong version.
The chief nurse report included seasonal issues as appropriate and duplicated
activity had been removed.
Members were asked to feed any omissions or suggestions to JNE for inclusion.
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13.

CMA suggested that the committee annual report be moved to January to feed into
the committee reporting cycle appropriately.
Action

Recommendations approved by the
committee, namely:
• To note the Performance and Quality
committee work plan.
Further actions required:
• Update work plan as discussed

B

Lead

J Neilson

Timescale

April 21

Status

On PQC April
21 agenda.

COMMITTEE UPDATES

B1

TRUST WINTER / INFLUENZA VACCINATION PROGRAMME PLANS
2020/21 AND COVID19 VACCINATION ROLL OUT.

14.

JLU reported that the update was not provided on this occasion however things had
not changed radically and the data would come to the next meeting. There were no
concerns regarding lack of assurance.
Action

Recommendations approved by the
committee, namely:
• To note the update.
Further actions required:
• Provide flu data update

B2
15.

Lead

J Lunt

Timescale

April 21

Status

On PQC April
21 agenda.

QSAG REPORTING.
It was noted that QSAG had been subsumed into the Quality and Performance
subcommittee and was listed within the Primary Care Commissioning Committee
(PCCC) work plan. Information would come from this via the chief nurse report, and
it would no longer be a separate agenda item.

C

STRATEGY AND COMMISSIONING

C1

REVIEW FINANCIAL STRATEGY, PLANNING AND PROCUREMENT /
CONTRACTING REQUIREMENTS

16.

17.

18.

19.

MBA reminded the committee that with the proposed changes to the organisation
the CCG could not develop a five-year strategy and so colleagues were preparing
a plan around how the next twelve months would progress.
An event was scheduled following an NHS England (NHSE) board meeting which
would include financial information for the 21-22 year and recovery discussions.
The team had been led to believe that arrangements for the first half of the 2021-22
financial year would be as they had been for months 7 to 12 for the financial year
2020-21 however it was unclear what would follow that. The committee would be
updated as more information became known.
Work was ongoing on the run rate analysis (predictions) for the next financial year
and this would be brought to the committee once more information was known.
Work continued around contracting and this again would be brought back when
more information was known.
DOH suggested there was the risk that not having something was that it may be
needed referring to a plan for the next five years, asking if there was an intention to
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20.

21.

plan a strategy for the new organisation or was the partnership working on this?
Was a Liverpool place approach needed?
MBA responded that he had not seen any evidence of this although he was aware
of longer-term plans in some areas such as mental health which had the building
blocks and trajectory of spending informing contracts and providers. The CCG was
working through a place-based plan which would be brought to the committee when
it was a more coherent plan with a system and architecture to develop the design
principles. More information was needed regarding leadership to see how it would
evolve.
CMA asked how the deficit would be managed moving forward, would a line be
drawn under it or would it be managed across the footprint. MBA responded that
this was not known stating that there was a deficit in the Cheshire and Merseyside
(C&M) position on the provider side with some adjustments being made and some
recovery being added however it was not clear how a line would be drawn regarding
brought forward positions or if it would show an amalgamated position at system
level. It was not known if accumulated surplus and deficits would be levelled. The
remaining deficit position would be built into the planning however it was unclear
what the rules would be and the transition will be difficult given the different
components.
Action

Lead

Timescale

Status

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

C2
22.

23.

24.

25.

26.

27.

DEEP DIVE – MERSEY CARE FOUNDATION TRUST
JLU outlined key highlights of a deep dive into Mersey Care Foundation Trust
(MCFT) detailing its history of expansion when it acquired the former Calderstones
Learning Disability Partnership Trust in 2016; Liverpool Community Health Services
in 2018; and later this year planned acquire North West Boroughs Healthcare NHS
Foundation Trust (NWB). At this point the trust will operate a range of services
across a wide geography.
Community Services had been in enhanced surveillance since 2018 with the
acquisition of Liverpool Community Health. This coincided with the publication of
the Kirkup report. Enhanced surveillance had been supplemented by KPIs to
determine patient and staff experiences during this period. The recommendation
going to the April quality surveillance group would be that the enhanced surveillance
was stepped down although this would be put back into place with the acquisition
of NWB.
Issues regarding Continuing Healthcare (CHC) and Children in Care were provided
in additional papers on the agenda. There had been issues around the delivery of
CHC in MCFT for a number of years with improvements made not sustained.
The report outlined how special educational needs and disabilities (SEND)
interdependencies with a range of services were likely to be reinspected later in the
summer and it was imperative to be in as good a position as possible.
Work had been undertaken in recent months to address phlebotomy as well as the
recovery from COVID19. Infection prevention and control (IPC) was discussed
within the report both in terms of how MCFT managed their own nosocomial
infections and also the mutual aid they offered.
There was a summary of serious incidents (SI) and the reporting on these with the
majority of issues in the community division relating to medicines management,
wound care and treatment delays. Themes throughout these incidents related to

Page 108

4

28.

29.

30.

31.
32.

33.

34.

35.

36.

37.

38.

communication, human error, care delivery and recordkeeping and appropriate
action plans were in place.
In the mental health local division there was pressure on beds particularly during
Covid19 and reports had previously been submitted around the autism spectrum
and eating disorder services. Two business cases were being considered as part of
the CCGs prioritisation process which needed additional resource and the CCG was
working with MCFT to ensure any risks were being managed.
The Star unit had been discussed at the last meeting and since then there had been
an incident on Byron Ward regarding the use of inappropriate restraint which was
being dealt with by Warrington Council and the CCG was involved attending weekly
meetings and supporting the process. The incident had been reported on STEIS
and a root cause analysis (RCA) report would be provided.
There was a wait between step two and three of the IAPT service and work was
ongoing to understand the mitigating actions around that. Progress would be
monitored through CQPG. There were communication difficulties noted, particularly
discharge communications being sent within the appropriate timeline.
IPC outbreaks in inpatient settings in the mental health local division were being
managed.
Most of the SIs related to apparent, suspected or actual self-harm incidents as
would be expected and work was continuing with the trust around improving
timeliness of reporting on investigations and to improve systems and processes.
COVID19 had delayed the decommissioning of supported living services twice and
the service had had to be stepped back up. They were now due to be completed
by 31 August.
MBA commented that MCFT was in relatively good financial health and were
aiming to develop a longer-term plan to enable investment into an estates
strategy. They have been asked how the changes made this year have impacted
on the longer-term plan. The Mental Health Investment Standard (MHIS) gives a
level of security for growth in those areas and they were keen to work together on
a 3-5 year journey. The relationship was good and strong and the intention was to
continue to work closely with MCFT.
DHO reported that the performance and quality aspects were intrinsically linked
and the CCG was watching the performance of eating disorders and IAPT
services moving into the next year to monitor the disconnect between available
funding and demand.
DOH thanked colleagues for a good report noting that there were a lot of issues
with MCFT and not a lot of room to focus on community nursing within mental
health nursing. It was noted that while preparing to acquire Liverpool Community
Health that issues were found and the trust would be in that position again with the
acquisition of NWB and perhaps this was not the best time to consider stepping
back enhanced surveillance. While the trust concentrated on future plans it may
miss current concerns and the theme that comes through the report is that there
was not capacity in SEND, speech and language, wheelchair support and clinical
services and more information here would be useful.
JLU explained that the Trust had been put into enhanced surveillance for three
years for the acquisition of LCH and this was now embedded within the trust and
this time period was over now. With the forthcoming acquisition of NWB the trust
would go back into enhanced surveillance and it would be given a set of
parameters it had to meet.
FOF asked if there was a risk there would be a period with no additional
surveillance of MCFT given the issues raised. PKI suggested the report implied
the organisation should be under more surveillance not less noting that it was
almost impossible to be successful in meeting all quality indicators and all financial
indicators as it was almost impossible to meet both. There was concern over the
acquisitional nature of the trust which risked neglecting its core business, noting

Page 109

5

39.

40.

41.

42.

43.

44.

45.

46.
47.

that it was notoriously difficult to provide consistently good quality mental health
services.
JLU responded that while the concerns raised were understood from the CCGs
point of view regarding monitoring quality monitoring and assurance the stepping
back of enhanced surveillance didn’t change anything. The CCG would continue
with what it was doing and would continue to escalate concerns to regulators
through the formal routes noting that this would be for a short period of time only.
MBA stated that there was still an underlying need to rely on nonrecurrent
measures to address underlying issues of demand and growth. There was a need
to get the framework right considering inevitable pressures to come from Covid19
which would impact on MCFT. The NWB transaction would also bring
opportunities in economies of scale as well as distraction in settling in and
colleagues needed to ensure channels of communication remained open.
PFI echoed comments noting that change was dangerous and there was also the
intention to take over Lancashire Care Community Services before the NWB
transaction and this would be overseen by colleagues in Halton.
PKI suggested that in light of the comments received the recommendations of the
report were to note the report and perhaps the matter should be escalated to
Governing Body (GB) given the concerns raised. FOF agreed stating that it was a
lot of responsibility for the committee and GB should be made aware. CMA
responded that this would be considered when all MCFT papers had been
received.
DHO suggested an entry to the committee risk register consolidating the nature of
the risk and mitigations expected would then enable escalation to GB if it was felt
the risk necessitated escalation.
MBA made reference to the commissioning contract stating that part of the
challenge was that the transaction discussion was with NHSE/I and as a provider
MCFT would be evenly spread across several CCGs including Knowsley, Sefton,
St Helens, Halton, Warrington etc. Work was underway to examine the possible
options and a discussion was to be had with NHSE/I. Areas needed to be added
to the risk register confirming roles and responsibilities from 1st June.
DOH commented that the organisational health checks were illustrative with
activity levels by matrons, district nurses, community nurse IV therapy etc.
showing significant drops with Covid19 likely to be the reason behind this and
there was a lot of information to include in a report escalating concerns.
JLU supported and endorsed the comments made by MBA noting that it was
sometimes difficult to understand where the locus of control was.
CMA noted that the whole issue was something the committee needed to bring
together.
Action

Recommendations approved by the
committee, namely:
To note the content of the report in relation to
deep dive issues relating to:
• Aspects of limited assurance; with
mitigating actions and the requirement for
ongoing CCG oversight.
• Performance management insight
• Serious Incident insight and learning
Further actions required:
• Add entry to the committee risk register

consolidating the nature of the risk and
mitigations expected.
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Lead

J Lunt

Timescale

April 21

Status

On PQC April
21 agenda.

6

C3

REVIEW OF JOINT COMMISSIONING ARRANGEMENTS

48.

49.
50.

MBA reported that the review of joint commissioning arrangements was subject to
ongoing conversations with Liverpool City Council around integration in general
terms. MBA hoped to provide more details on plans in future meetings.
Currently the intention was to look to explore areas of joint expenditure to pool
resources via internal teams and the joint communication agenda.
Colleagues were trying to explore different approaches looking at the Liverpool
pound and ways to move it forward. It was hoped that plans would progress to
looking at joint posts to manage funding with one taking ownership of overarching
expenditure. Discussions were ongoing.
Action

Lead

Timescale

Status

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

C4

CONTINUING HEALTHCARE REPORT

51.

52.

53.

54.

55.

56.

57.

The Continuing Healthcare (CHC) framework was a national funding framework
with timescales which had to be adhered to. If the timescales were not adhered to
this had implications and risks for families and individuals as well as organisations.
In late February the CCG was made aware of a number of CHC assessments and
reviews that had not been completed by MCFT over the last two financial years.
These impact on Sefton and South Sefton CCGs too.
The estimate for Liverpool was 175 cases with 115 waiting to be reviewed. Quality
and data processes in MCFT were so poor they (MCFT) could not provide a
definitive number.
The tables presented showed the number of overdue assessments and how long
they had been overdue. MCFT were reporting CHC as an NHS function by Local
Authority which illustrated a lack of understanding of the framework. The report
outlined the risks which included the number of individuals not assessed since
December 2019 whose needs may not be met; some individuals may be selffunding their own care when they could be eligible for funding while others may be
receiving funding when they are no longer eligible, this creates anxieties for
families when their loved ones may not be in the appropriate setting.
The trust was managing the issue in the manner of managing a major incident with
weekly meetings led by the CCGs who were working together for a consistent
approach. The trust had been given a set of requirements and asked to comply
with and these were being audited by an external organisation. The trust had
assured the CCGs that assessments would be complete by June and this had
been limited due to not having suitably qualified clinicians. The CCGs were
checking if some of the individuals had not been reviewed should have been
within the deferred cases completed by the end of March. This refers to the
number of individuals discharged from hospital between the 19th March and 31st
August 2020 when the national framework was stood down.
JLU commented that this had happened with MCFT before where the CCG had
worked with MCFT to get systems and processes in place to ensure the
organisational data was improved and manageable. The intention was to have
and end to end service with staff who undertook assessments managed and
overseen by Mids. and Lancs CSU however after training the staff up they refused
to be seconded at the end of the training again indication that the trust did not
understand CHC.
A range of resource and capacity had been diverted in recent weeks particularly in
CSU to unravel the data for cohorts and patients and it was evident the trust was
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58.

59.

60.

61.
62.

63.

64.

65.

66.

67.

68.

not managing this well. NHSE/I was helping to support the trust to get it right this
time and accountability lies with the CCGs.
A view was emerging on how CHC would be delivered across the C&M footprint
which should support getting the best providers to deliver this in future and those
who show repeatedly that they cannot deliver should not be encouraged to offer
the service.
VAT commented that it was disappointing as regular discussion had taken place
via the weekly Discharge to Assessment (D2A) meetings and regular meetings
through the pathway with no issues flagged for 12 months. The position of
undertaking audit was a positive step giving objective assurance and putting the
auditor in ensured an impartial view of the activity and would highlight obstacles in
the pathway although it was difficult to see what CHC would look like when there
was not going to be a CCG. This would help with deciding what issues to address
with MCFT in terms of their performance.
PFI reported that MCFT had issues 2 years ago which they seemed to resolve yet
they don’t appear to understand how important it was for CHC reviews to happen
asking were the correct staff completing the assessments noting the intention was
to streamline the process. PFI commented that it was disappointing that nothing
had changed.
JLU stated that MCFT wanted to reduce the decision support tool despite the
framework being national with national guidance and not subject to local variation.
FOF asked if there was any explanation why the backlog was not reported and if
they can now commit to completing the outstanding assessments in a three-month
period why could they not do that earlier asking should the auditors be involved
with the issues around children in care too.
JLU responded that MCFT were not aware of the backlog as they did not have
systems and processes to collate the data and when they looked they did not
realise the extent of the problem initially. With regard to the children in care issue
they had been offered support but were resisting.
DOH commented that the theme remained the same with LCH with several
services run badly and not monitored by management and it appeared they did not
have the clinical delivery mechanisms required to deliver what was needed. The
organisation had failed for some time and is continuing to fail stating that more
action needed to be taken.
MBA stated that the financial impact was still hypothetical as the numbers were
continuing to be worked through. From a financial performance point of view it
would appear they had reached break even although this did not include the actual
CHC figures, a mid-point figure had been used based on estimates between the
best- and worst-case scenarios and as it was year end the timing was fortunate for
MCFT noting that the figures would change once the assessments were complete.
GGR made the point that concerns had been raised in the past about the volume
of work being given to MCFT and this needed to be flagged for the new
organisation that would replace the CCG.
CMA noted that the CQC previously monitored CHC with CCGs reporting to the
CQC asking if this was still the process. JLU responded that this was no longer in
place and CHC was reported via NHSE/I on a regular basis whereby providers
completed a national tool on assessments completed. Incorrect data would have
been reported up for MCFT and the link to CQC had been lost through changes
made over time. It given to CCGs in the last round of reforms and it was noted
that CCGs had consistently had their running costs reduced so lost some ability to
buy in support, where previously it had direct control, this was no longer in place.
There had been mixed levels of success in using the CSU and it had been difficult
with MCFT.
DOH suggested there was a need to escalate concerns using the current
functional structure prior to the roll out of new structures and before MCFT were

Page 112

8

69.

70.

71.

72.

73.

74.

given inappropriate responsibilities in the new structure.
JLU reported that prior to MCFT disclosing the CHC recording discrepancies
Liverpool and Sefton CCGs had been working together to improve the delivery of
the national framework and although they had not reached the point where an
end-to-end service for MCFT staff to be seconded into was available, the status
that was reached involved partial delivery from MCFT and partial delivery from
CSU.
In order to manage this effectively it was clear one specification was required
which detailed clear expectations from each partner listing who was responsible to
deliver which elements. The CCGs had worked to develop this specification with a
quality perspective and ensuring contractual assurance was met.
An individual patient activity clinical performance and quality group had been
developed to look specifically at CHC and FNC. An inaugural meeting had been
held and meetings would be held monthly from April. These would include
representation from the 3 CCGs, MCFT, Midland and Lancs CSU and local
authority colleagues where appropriate.
The specification had been developed and aligned to other functions. Personal
health budgets have been offered since 2014 and these were core to the delivery
of CHC however MCFT and CSU don’t see the relationship here and so
colleagues had to be clear to define what was required in order to hold the
organisations to account. The two needed to be brought together to be delivered
holistically. The specification is the same as Sefton’s as much as possible for
consistency. It is late in being produced and capacity had been taken up in
working of the other MCFT issues.
VAT concurred reporting that 12 months previously a two-year extension had been
agreed to the CSU contract with the intention that MCFT would second staff in
however this had not happened so no current specification was in place. This
specification would apply for the second year of the contract. A previous concern
was around increased funding for the CSU for the same service and it was
highlighted that any discussion on funding would need to happen separately once
clarity was gained on roles and responsibilities and if colleagues felt an increase
was justified.
Colleagues were asked to note the revised specification and were informed that as
the specification was rolled out performance information and feedback would be
brought back to the committee.
Action

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Receive this report outlining the incident in
relation to Mersey Care NHS Foundation
Trust and to note the risks and next steps.
• Note the proposed Service Specification.
• Note the ongoing work within this financial
year to further refine the specification in
preparation for the proposed structural
changes from April 2022.
Further actions required:
• Revised specification to be brought back to
the committee

C5
75.

Lead

J Lunt

Timescale

June 21

Status

On PQC June
21 agenda.

LeDeR UPDATE AND ACTION PLAN Q3
TFO delivered an update on Q3 performance noting that the CCG had completed
all 111 backlog cases by the end of December 2020 as mandated by NHSE/I.
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76.

77.
78.

79.

80.

81.
82.

83.
84.

85.

86.

87.

There had been an increase in reporting since January 2021 including COVID19
confirmed deaths. All COVID19 confirmed deaths have been allocated to a
reviewer (6 out of 10), with a separate piece of work being carried out to clarify
whether COVID19 was cause of death for other cases, including any trends and
themes of where the infection was contracted. Infections seemed community
acquired and mirrored what was known about learning disability populations as a
whole. It was known that similar issues had been raised by the Greater
Manchester area too.
A task and finish group was put into place to help with the reviews with support
from the local authorities to tighten up processes.
The Local Area Contact (LAC) for Sefton continues to operate role and function
across Liverpool with the absence of an allocated deputy LAC in Liverpool CCG.
There was concern recommendations could be lost at Liverpool level and a need
to make sure the right governance was in place.
The band 5 North Mersey LeDeR coordinator had commenced in post as a 12month secondment. This was Stephanie Manning, present at the meeting. The
role operated across LeDeR to support commissioning. SMA would need to
access clinical records and for this reason the post was hosted within MCFT.
There was a need to consider a long-term investment to consider sustainability of
performance managing across the system.
The LeDeR platform was in the process of being transferred across to NHSE/I with
expected disturbance to systems as part of this process. The CCG was
developing mechanisms to mitigate against the impact.
A paper had been submitted to the national team, on the proposed options on the
potential changes to the LeDeR programme.
There were two actions which remained outstanding on the CCG’s LeDeR action
plan: arrangements for the North Mersey LeDeR Steering group and the multiagency LeDeR pathway.
A LeDeR strategy would be put in place with a plan for the next 4 years and
consideration of this and how to develop it needed to happen.
JLU responded that this could be worked through noting that the focus had been
on Covid19 recovery, and more admin time had been secured to stand the
steering group back up.
FOF asked what the risk of not having a deputy LAC for Liverpool was to which
JLU responded that this was due to staff turbulence and movement and one could
be put in.
TFO recognised that this would be additional work for LCCG and agreed to check
if Sefton CCG could offer additional support noting that the North Mersey LeDeR
process worked and she would check if the deputy LAC had to come from LCCG.
CMA commented that there was plenty to do and a further update looking at how
the process was managed from a Liverpool perspective would be useful with TFO
agreeing to provide a Q4 update in May with the annual report for inclusion on the
CCG web pages by June which was a national requirement.
Action

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Receive the report.
Further actions required:
• Clarify if deputy LAC for Liverpool is
required and identify same as appropriate.
• Receive LeDeR annual report.
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Lead

J Lunt / T
Forshaw
T Forshaw

Timescale

April 21
May 21

Status

On PQC April
21 agenda.
On PQC May
21 agenda.

10

C6

BRIEFING ON THE STATUS OF THE SSDA903 COLLECTION

88.

89.

90.

91.

92.

93.

94.

95.

JLU reported on issues around the SSDA903 return and the Children in Care team
noting that the issues were not new. The CCG had been supporting via a weekly
meeting with MCFT to have a different approach, supporting the designated nurse
for children working collectively with internal colleagues and MCFT to improve the
issues.
The SSDA903 was an annual return from MCFT, LCC and the CCG which
submitted the number of assessments carried out on children and young people in
care over the year. The assessments included health assessments, vaccinations,
dental treatments etc.
The current issue was that it was difficult to reconcile the information MCFT had
with that kept on the ‘Liquid Logic’ platform within LCC. It was not yet clear if this
was due to data issues of if the assessments had not taken place at all and
colleagues had until the end of March only to complete the assessments if this
was what was lacking. Added to this was that MCFT were reluctant to accept help
in carrying out the assessments. If the assessments are not completed this will
show as not performed as required and may instigate an inspection.
The CCG was working with MCFT who had changed their approach however they
were still challenging. The issue was again that they did not fully understand the
situation so did not understand what they needed to do to make things right,
seeing things from their own perspective now from the broader view and resisting
collaborating to improve the situation.
DOH raised concerns that this highlighted an organisational culture within MCFT
of being ineffective noting that the direction of the paper was concerned about
being inspected when the concern should be about the health and wellbeing of the
children concerned.
FOF reminded members that as a committee, members had discussed Liverpool
University Hospital Foundation Trust (LUHFT) previously when they had resisted
help as it had raised concerns. Now MCFT was reluctant and there was a lot of
silo working at MCFT so collaboration was vital to lift heads up to look beyond to
see how things fitted with other parts of the system especially the elderly and
children in care. FOF asked how the 2019-20 SSDA903 return was submitted
asking was it accurate and timely? JLU responded that it was submitted and the
CCG knew there were challenges and had worked to improve it with little success.
CMA commented that there was a need for the committee to have assurance
noting that there was no GB meeting scheduled until May however there was a
Performance and Quality Committee (PQC) meeting in April. CMA suggested the
areas discussed were highlighted on the committee risk register looking at
performance too with an organisational health check bringing this to the next
meeting with any additional information to enable the committee to gain further
assurance. If information received by the end of March triggers a CQC or Ofsted
inspection this would not be a bad thing as it may prompt the trust. Members
would review the situation after the ongoing audit.
JLU supported this stating that the issues would also be raised at Senior
leadership team as well as alerting the Accountable Officer. The CCG had
multiple points of contact with the trust and it would be monitored there too. It
would also be raised with the C&M chief nurse and directors of nursing meetings.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Note the issues identified and the action
being taken by the Trust and by the CCG in
response.
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• Further note that the committee can expect
to receive another briefing at its April 2021
meeting.
• Note that at present, the SSDA903
Collection performance represents a key
risk to the CCG.
Further actions required:
• Review SSDA903 data within
organisational health check and report to
next meeting in line with discussions.
• Discuss concerns at SLT and with wider
groups as agreed.

J Lunt

April 21

On PQC April
21 agenda.

J Lunt

ASAP

On PQC April
21 agenda.

D

PERFORMANCE

D1

FINANCE & CONTRACTS UPDATE

96.

VAT reported that the contracts team had developed a new central contracts
database and had worked through the due diligence with the first around 120
providers so far. New independent sector contract award arrangements were in
place which enabled the facility to offer a six-month direct award contract if required.
this was being managed on a regional basis with the HCP team and CSU
procurement team supporting.
97. Work continued on the vaccination programme with the provider alliance team
managing the sign up. This would be followed up with contractual obligations and
the team was looking towards year end and rolling the programme out looking at a
procurement plan to plan as much as it could in advance. There would be a lot of
digital spend for the latter part of the year.
98. MBA reported on the financial performance at Month 11 which reflected the revised
finance regime in place in response to COVID19. The report covered month 07 to
12 expenditure plans which exceed notified allocations for the period.
99. Month 11 position was forecasting a breakeven position for M07-M12 which was an
improvement from the previous month. There was a caveat with this that and
programme costs for patient hospital discharges outside the envelope could be
allocated.
100. The CCG was hosting and managing allocations on behalf of the Cheshire &
Merseyside system.
101. More information regarding the next financial year was expected which would
enable a more informed position to be brought to the committee in the next report.
102. DOH asked if the financial position took account of the CHC situation to which MBA
responded that it was included with a middle ground figure of the best- and worstcase scenarios. The expectation was that by month 12 events would have moved
on and more would be known, the timing was convenient to be included in the gap
analysis.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
That the Committee notes:
• The current financial position, nationally
determined block contract payments to
NHS Trusts / FTS, additional COVID19
expenditure and hosted system allocations
and associated payments.
• That the CCG continues to work with NHS
England and partners at a system level.
• The update on the work of the contracts
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team.
Further actions required:
• None identified.

D2 CORPORATE PERFORMANCE REPORT
103. DHO presented the Corporate Performance Report which included data from
January 2021 which was when the city was very much in the third wave of Covid19.
Some activity was positive with NWAS managing to maintain Cat 1 responses
activity on the whole and a faster diagnosis standard seen. The decision to T&T
performed well although the 6 weeks wait performance deteriorated for the first time
in eight months. The cancer diagnostic two week wait suffered during this time.
There was also a reduction in performance in some areas of primary care services
due to the Covid19 response and the vaccination programme roll out.
104. The system had been under extreme pressure during January and it would take
some time to recover from this; the diagnostic six week waiting time was expected
to see a recovery during March as was the two week waits.
105. There were issues around how the perinatal mental health services had pulled
together with staffing being a concern. This had been flagged to the national team
with one issue being the inability to count telehealth contacts so the data did not
give a full picture as it did not count all contacts made.
106. There had also been an increase in occupancy in hospitals which was now showing
improvement and this was expected to continue in coming months.
107. The Covid19 response and vaccination roll out were the key reasons for the
reduction in performance through the system and a slow recovery was expected to
be seen in the next months.
108. The vaccination figures were:
•
186,800 first dose vaccines
•
92.6% over 80s
•
92.2% 75-79
•
91% 70-74
•
86.6% 65-69
•
78.7% 60-64
•
60.9% 55-59
•
48.3% 50-54
109. Recovery planning was now on trust agendas and the CCG had received the
hospital recovery plans and was looking at those progressing out of hospital.
Although recovery was expected to be fast the recovery of electives was not
expected until 2022. The CCG was looking at the impact of this and planning
around it. The situation was complex with the vaccination programme ongoing and
services configured into the offering too.
110. FOF asked if the list for diagnostic tests at LUHFT was balanced across both sites
or was one site more stretched than the other to which DHO responded that this
was unclear as the CCG did not have access to the data. JNE reported that it
differed according to specialities so it was not that straightforward to distinguish. A
number of specialties had a shared waiting list across sites so it was not clear and
the information had been requested. There were moves towards a single patient
treatment list (PTL) but this was not in place yet.
111. PKI asked if there was any benchmarking data available for the vaccination
programme so members could be made aware of what the achievement should be
and the response was that anecdotally the feedback was that Liverpool CCG had
been outperforming its comparators in the north west. The organisational dashboard
section of the report should be revisited to be spread across two pages to be
readable.
112. DOH referred to the dip in performance relating to Covid19 asking what the
differences were this time in comparison to the previous wave when there wasn’t
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such a drop in some of the performance. DHO responded that there were more
Covid19 patients this time that were hospitalised causing a more severe
reconfiguration within trusts which slowed activity hugely with numbers affected
much more than previously. There had been a massive focus on getting people out
of hospital which had caused other areas to suffer and trusts were questioning if
this was the right thing to do in hindsight. They took more action than may have
been necessary focussing on discharge and the reconfiguration took longer to
realign which seemed to impact more services as a result. DOH asked if lessons
had been learnt in preparation for potential future waves to which DHO replied that
this could not be predicted as trusts would have to work with the data available at
that time, reacting and planning on that basis. It was hoped that trusts could be
more accurate next time and the lesson was that the response needed to be less
drastic. Some services were also more resilient than others. The concern was that
wave 4 would come and although the headroom available at that point appeared
good this would not be the case if there was another wave.
113. CMA referred to the Governing Body action log which stated that the committee
would look at NWAS in more detail asking would a paper be ready for this in May to
give the committee assurance? DHO and JLU were to provide a report for the May
committee.
Action
Recommendations approved by the
committee, namely:
The Committee is asked to:
• 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:
• Detailed NWAS performance report to be
provided.

E
E1

Lead

J Lunt / D
Horsfield

Timescale

May 21

Status

On PQC May
21 agenda.

GOVERNANCE
REVIEW COMMITTEE RISK REGISTER
114. SHE presented a summary page which listed legacy risks from the previous
committee format reporting that the committee risk register contained a lot of
outdated information and suggested that rather than transferring the data across it
would be more beneficial to stand down the register down and reset it from 1st April.
SHE had listed the items discussed through the discussions and will add to this at
the forthcoming GBAF development session stating that it was important to filter
items down appropriately and that he planned to attach committees to risks within
the GBAF. Prior to the next meeting a complete reset would be undertaken and the
risk register would be populated with risks discussed.
115. The revised format would include a summary page and it would be easily identified
who the risk sat in committee terms noting that some risks would be listed on the
committee risk register in addition to the corporate risk register. An action would be
attached to each entry to identify where the assurance and controls were, the action
would be timebound with a responsible person identified to take the relevant action.
116. Most items would require rewording and the priorities of the committee may change
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for the next year.
117. It was agreed that all the risk references in the summary document be stepped down
to start again in the revised document.
118. CMA agreed that this was a pragmatic way forward noting the agreement of the
committee.
Action
Recommendations approved by the
committee, namely:
• To receive this report
Further actions required:
• Complete reset of the committee risk
register as discussed.

F

Lead

S Hendry

Timescale

April 21

Status

On PQC April
21 agenda.

FOR INFORMATION:
119. Approved minutes from Quality and Performance sub-committee February 2021

G

ANY OTHER BUSINESS
120. It was noted that the MCFT Deep dive, CHC and CIC issues were to be escalated
to GB.
121. Work was underway on the Autism Spectrum Disorder (ASD) service and a report
would come to the next meeting. The report would give guidance regarding whether
escalating to the corporate risk register or not was appropriate.
Action
Recommendations approved by the
committee, namely:
• To note any other business
Further actions required:
• ASD report to be provided

Lead

J Lunt

Timescale

April 21

Status

On PQC April
21 agenda.

122. No other items of business were discussed. The meeting closed.
123. Next meeting Tuesday 27th April @ 10am.
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Meeting Date:

28 May 2021

MINUTES OF THE MEETING OF

Primary Care Commissioning Committee
Date:

16 February 2021

Venue:

MS Teams

Name

Present:
Gerry Gray (GGR)
Mark Bakewell (MBA)
Helen Dearden (HDE)
Jan Ledward (JLE)
Fiona Lemmens (FLE)
Cathy Maddaford (CMA)
In Attendance:
Scott Aldridge (SAL)
Val Attwood (VAT)
Rob Barnett (RBA)
Kellie Connor (KCO)
Paula Finnerty (PFI)
Paula Guest (PGU)
Stephen Hendry (SHE)
Dave Horsfield (DHO)
Victoria Horton (VHO)
Peter Johnstone (PJO)
Jane Lunt (JLU)
David O’Hagan (DOH)
Maurice Smith (MSM)
Jacqui Waterhouse (JWA)
Debbie Richardson
Apologies Received:
Kerrie France (KFR)
Richard Houghton (RHO)
Sallyanne Hunter (SHU)
Cheryl Mould (CMO)
Carol Rogers (CRO)

Time: 10.00am

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

Lay Member for Finance - Chair
Chief Finance & Contracting Officer
Lay Member for Governance
Chief Officer
Chair LCCG
Non-Executive Nurse
Senior Performance Manager
Deputy Chief Contracting Officer
LMC Secretary
Senior Contracts Manager
GP Director
Head of Planning and Delivery – Out of Hospital
Head of Governance and Corporate Services
Head of Transformation & Programmes
Primary Care Accountant
Head of Medicines Optimisation
Director of Quality, Outcomes & Improvement (Chief Nurse)
GP Director
GP Director
Senior Programme Delivery Manager

Committee Secretary, Liverpool CCG
Deputy Director Quality, Outcomes & Improvement (Deputy
Chief Nurse)
Corporate Services and Governance Manager
Deputy Head of Corporate Services & Governance

Programme Director Provider Alliance
Lay Member for Patient & Public Involvement

ISSUES CONSIDERED
2021

A1
1.

WELCOME

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

Page 121

A2
2.

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

A3
3.

APOLOGIES FOR ABSENCE
DECLARATIONS OF INTEREST

In addition to the declarations already listed on the LCCG register PFI declared that her

husband had worked at Priory Medical Centre which would be discussed under the
last item on the agenda. PFI agreed not to comment on this item. GP members
present declared an interest in the LQIS and ARRS items.
A4
4.

MINUTES OF THE MEETING HELD ON 15 DECEMBER 2020.

The minutes of the previous meeting held on 15th December 2020 were accepted as an
accurate record subject to the following amendments:
1)
Point 36 be amended to: ‘…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 structures.’
2)
Point 63 be amended to: ‘…to be monitored.’
Action
Recommendations approved by the
committee, namely:
• Approve the minutes of the previous
meeting
Further actions required:
• Update minutes in line with discussions

A5
2.

Lead

D Richardson

Timescale

ASAP

Status

Completed

ACTION LOG

The action log was discussed with the following points made:
1)
Item 1 – Primary Care Performance Matrix. This action had been
completed previously, Mersey Care Foundation Trust (MCFT) were
accepting referrals into dementia services. Item closed.
2)
Item 2 – Primary Care Commissioning Committee Risk Register – this
item was on the meeting agenda. Item closed.
3)
Item 3 - Primary Care Commissioning Committee Quality and
Contracts Report – VAT reported that national guidance had
suggested extended hours could be put towards the delivery of the
vaccination programme and Covid19 response. RBA responded that
PCNs were already working in excess of contracts and would continue
to do so for the foreseeable future. DHO commented that not all areas
stood down the service as LCCG did and the expectation was that the
funded activity would be directed toward the vaccination programme
or the Covid19 response and the CCG was aware of the demands on
PCNs. Item closed.
4)
Item 4 not yet due remains ongoing.
Action

Lead

Timescale

Status

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

A6
3.

D Richardson

ASAP

Completed

COMMITTEE WORK PLAN

MBA presented the committee work plan asking members to feedback any comments they
had regarding the level of detail and that the correct aspects were being covered. The
committee intended to continue on this basis going forward and this was a standard
approach across the committees.
CMA asked if as part of the audit trail the committee was required to approve the work plan
and HDE commented that it appeared sensible noting that as it was a living document it
should be amended on an ongoing basis particularly looking towards 2021-22. HDE
suggested the work plan was a standing agenda item for every meeting.
There was a need to be clear if the committee was looking backwards or forward, the intent
was to close the audit action and set out a plan for the next year. The work plan was forward
facing for 2021-22.
Members took the opportunity to formally approve the work plan and agreed to it being a
standing agenda item.

4.

5.

6.

B
7.
8.

9.

10.

11.

12.

13.

UPDATES

There were no updates to note from NHSE.
JWA updated members on the two Additional Role Reimbursement Scheme (ARRS)
waivers that had been approved virtually. In December 2020 the North PCN had requested
two additional pharmacy technicians. One was approved by NHSE in December 2020. The
second application was for Central Liverpool PCN again for two pharmacy technicians and
these were approved in January 2021 by NHSE.
PFI asked if the PCNs had managed to use the funding available via the reimbursement
scheme and JWA responded that she was not in position to confirm this yet, she would find
out and let members know.
MBA stated that there was more detailed information contained in the finance report and
he had concerns that the CCG would reach the numbers quoted. The year to date spend
did not reflect the actual number and the team was trying to obtain workforce modelling
figures. There was a small level of underspend which carried risks regarding recruitment
and work continued here.

C

GOVERNANCE

C1

PRIMARY CARE COMMISSIONING COMMITTEE RISK REGISTER

JWA reported that item number 10 on the risk register regarding the flu vaccination
programme was coming to an end and was due to finish at the end of February. Uptake of
the flu vaccine had been good despite Covid19 except for pregnant women which had been
a national issue and one that recurred annually. The programme had included 50-59-year
olds for the first time this year with 58% of this cohort in Liverpool being vaccinated. The
assumption was that the programme would be open to this age group for 2021-22.
Item number 11 was a new risk added during February 2021. The CCG had delivered
around 111000 vaccinations for Covid19 in Liverpool and were the second highest CCG in
the Cheshire and Mersey (C&M) system for a successful delivery. The CCG had 11 Pillar
one sites, pillar 3 sites within PCNs and plans for supplementary sites for the next cohorts
with plans to have sites at Anfield, Ellergreen and Princes Park aiming to cover areas of
high depravation. Three pillar four pharmacy sites were also available. Care home
residents had been offered the vaccine and the CCG was now looking towards cohorts five
and six. The communications team was offering support to help people with enquiries
regarding how to book their vaccinations with two updates on the risk register.
RBA pointed out that the flu vaccination programme was due to end in March. RBA
commented there was a lot of confusion in the communication around the vaccine
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14.

15.
16.

17.
18.

19.

20.

21.
22.

23.

24.

programme particularly for cohort 5 and this was a risk; the fact the vaccine
communications were orchestrated nationally via letters that were written in a language
people could not always follow meant that some people were finding it difficult navigating
through the system despite everything the CCG was doing to alleviate this.
MSM commented that he could find no target for flu vaccination uptake for the 50-64 cohort
noting that GPs had seen hardly any cases of flu during recent months and this was
probably due to hygiene and social distancing and it would be useful to copy this campaign
in subsequent years. MSM echoed RBAs comments mentioning vulnerable patients
receiving letters asking them to attend sites for vaccination which were often some distance
away and not practical. This needed to be fed back to NHSE if possible.
RBA responded that this had been fed to NHSE several times already.
GGR enquired if hospital diseases were reducing in correlation with the reduction in flu
outbreaks to which FLE responded that viral types of infections had appeared to reduce
however no formal data was available to investigate this yet.
CMA asked members to ensure risk owners were updated on the register referencing items
listed under Sam James who no longer worked at the CCG.
DHO had replaced Sam James as risk owner on the register and would update this
commenting that he was looking at the wording of risk number one which was on the
meeting agenda later. Following that discussion, the wording would be revisited.
HDE commented that leaving out of date information on the register suggested it hadn’t
been considered thoroughly. Risk number 8, medicines shortage was a high risk and HDE
asked if the risk should be escalated or could it be changed as the target risks were red
and it involved patient safety. JLE agreed noting that there may be national shortages of a
drug but then colleagues should be looking for alternatives and a target risk score of 20
should not be agreed. GGR pointed out that a target risk of 20 would result in an escalation
to Governing Body.
SHE informed members that following discussions with CMO the risk register had been
refreshed and the Corporate Governance team would be taking a more active part in the
process of updating the register for each meeting. Target scores needed to be looked at
and there was a gap in how the Medicines Optimisation committee looked at assurance
and how it was discussed at Clinical Forum and this needed to be clarified to move forward
deciding which parts of the relevant business areas belonged where.
PJO noted that there was a guide to where the Medicines Optimisation Committee reports
and this would be brough to the committee for information.
RBA commented that the risk was not so much for the CCG but was an amazing risk for
the patient and an annoying risk for GPs, prescribers and pharmacists that may need
refocusing. Regarding the risk of failure of GPs to deliver Covid19 vaccinations RBA
suggested GPs and PCN should be congratulated on what they had achieved to date, while
there may have been a risk any concerns were obviously ill founded.
GGR commented that any reports he had received, anecdotal or otherwise, regarding the
roll out of the vaccination programme was about how remarkable the efficiency and
effectiveness of the programme had been.
PFI reported that although the experience had differed amongst different PCNs in delivering
the vaccines the programme was running very well with people very emotional as they had
been unable to leave the house since the previous March. PCNs had risen to the challenge
very well.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Note the contents and updates of risks for
the commissioning of General Practice
• Consider current control measures and
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whether action plans provide sufficient
assurance on mitigating actions, Review
the mitigations and progress
• Agree that the risk scores accurately
reflect the level of risk that the CCG is
exposed to given current controls and
assurances.
Further actions required:
• Review risk 8 with risk owner regarding
residual score and escalation
• Share guide regarding MOC with various
committees.

25.

26.

27.

28.

29.

30.

31.

D Horsfield

ASAP

P Johnstone

ASAP

On April 21
PCCC agenda.
On April 21
PCCC agenda;

D

PERFORMANCE

D1

PRIMARY CARE COMMISSIONING COMMITTEE PERFORMANCE
QUALITY AND CONTRACTS REPORT

DHO delivered the performance report reminding members that the issues were already
known to the committee. The top two issues remained annual health checks for learning
disability patients and annual health checks for people with severe mental health issues.
Practices had been written to and those with low to nil returns were being asked what help
they needed if any. The target had reduced from 50% to 40% and the CCG was now
focusing on hitting the SEND target by the end of the year.
JLU reported that there was significant event analysis work ongoing which was analogous
to never event work ongoing with trusts and albeit to a different degree of proportionality
with primary care. The CCG was trying to extract the learning however alongside the
Covid19 response and the vaccination programme it seemed burdensome although an
important aspect of improvement and quality assurance. There was an underdeveloped
process for some practices in primary care and the team was trying to support the cultural
shift, with three practices in progress at the time of writing. Work continued with other parts
of the system to extract learning too.
VAT highlighted two main points from a contract perspective were the contract changes
listed within the report. Several changes would take place over the next few months and
the changes would be recorded with any items for consideration being brought back to the
committee. The enhanced access service had been stood back up with a slightly different
model of delivery during Covid19. One change to also note was that the CCG would be
extending local contracts in line with national guidance to March 22. This guidance was
not received I time to include it with the report.
MSM referred to the health checks asking how well working with secondary and primary
care providers was going? JLU responded that this was something that needed to be
revisited, often individuals with mental health conditions may have other physical conditions
that contributed to their illnesses and it would make sense that when people were seen for
a mental health check their physical health was checked too in order to make every contact
count. JLU agreed to check this was happening across the system.
CMA pointed out that the indicators stated three times that no extraction had taken place
yet and why was this. SAL reported that this had not happened nationally however PJO
and his colleagues had undertaken research and the business information team would be
asked to replicate the searches to obtain the data to see what assurance could be gained.
DHO reported that Mersey Care Foundation Trust (MCFT) were investigating solutions
around health checks for patients they supported. The issue had stalled mainly due to
MCFT being in business continuity mode recently and they were working through how to
plan for this while struggling with the ongoing Covid19 response.
HDE asked if there were any consequences to patients not being seen when they would
normally have been seen for routine health checks and if there were any patient safety
concerns here particularly with less appointments available to patients.
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32.

33.

34.

35.

36.

RBA responded that colleagues in primary care were probably working harder than they
had done for quite some time. The number of appointments offered hadn’t decreased
however the intensity of the work people had to cope with had increased with a huge
increase in the mental health community from people struggling with lockdown and Covid19
generally added to patients not getting secondary care services, not getting diagnostic
services and with people working in the vaccination campaign it was miraculous there was
a functioning service with people working in it. It was important to work safely and
effectively but the system was running on petrol fumes as opposed to petrol and there was
concern how colleagues were going to cope in the coming months when it was hoped things
would be getting back to normal. RBA stated that he believed the recovery period would
take at least two years not just for patients but also for those dealing with managing the
crisis.
PJO noted the underspend listed commenting that some people were staying indoors and
issues such as hypertension, cholesterol and cardiac issues will come to light as things go
back to normal and there would be massive pressure to get the system back to where it
used to be saying this would take a couple of years and the struggle would be ongoing.
This was not a criticism of general practice but a recognition that people cannot or will not
engage with general practice while they felt they were at risk.
FLE reported that anecdotally there was an increase in patent complaints to practices.
These were being dealt with by practice managers and so may not come to the CCG and
practice managers were working exceptionally hard to allay complaints mainly around
access.
JLE commented that complaints mainly come through an MP and the CCG haven’t had any
through since the vaccine programme started. Complaints go to NHSE and the CCG was
not aware of any increase. If practices were experiencing this then the CCG needed to
know about it to understand more.
SHE stated that the CCG complaints team hold initial records and contact details of all calls
and could provide data to members if required. Members were asked to contact SHE
directly if they wished to view the data.
Action
Recommendations approved by the
committee, namely:
The Committee is asked to:
• Note the performance of the practices in
delivery of Primary Care performance.
• Note the performance of the CCG in delivery
of Primary Care Medical commissioned
services.
Further actions required:
• Check mental and physical health was being
checked for individuals when attending
appointments.
• Replicate searches for assurance regarding
extraction data.

D2
37.
38.

39.

Lead

Timescale

Status

J Lunt

April 21

On April 21
PCCC agenda.

S Aldridge

April 21

On April 21
PCCC agenda.

PRIMARY CARE COMMISSIONING COMMITTEE FINANCE REPORT

VHO presented the finance report commenting that it was very similar to last month.
Prescribing had a £500k underspend at October which was due to a loss of activity
historically although December was normally a high prescribing month so this may change
next month along with the impact of lockdown three when prescribing may increase as it
did in lockdown one.
There was a small amount of slippage on local enhanced services due to the finalization of
prior year expenditure. The ARRS claim value had dropped from 64% to 55% which
equated to around £400k of unutilized funding. Work was underway with the LNA to
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40.

41.

42.

request workforce planning data from PCNs to enable more robust recruitment plans
however based on recent estimates the slippage was around 45%.
MBA commented that the CCG does ask NHSE regularly what they will do about the ARRS
scheme. Usually with this type of budget PCNs can carry funding over if they report it in a
particular way however this year it will be clawed back if it is not spent.
RBA stated that it was not easy for PCNs to recruit and carrying the funding forward would
be sensible asking what representation was being made to try to vary the claw back
circumstances. RBA went on to mention the number of excess deaths and subsequent
reduction in the population, asking was there any link to the decrease in prescribing in
primary care as initially deaths occurred in people with comorbidities and or was it tied to
not having the same population base as the region usually had referring to the reduced
student population.
MBA responded that he had raised the expectation with NHSE and he would continue to
put the message across as the CCG was aware of the lost opportunity and the benefit of
the roles. MBA went on to say it was interesting to see the reduction in prescribing in a
numerical sense and allowing for the time lag the team would consider the reasons behind
it.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
The Committee is recommended to:
• Note the contents of the report and the
forecast financial position for 2020/21 as at
December 2020 (Month 9)
Further actions required:
• None identified.

D3
43.
44.

45.

46.

47.

48.

49.

PRIMARY CARE PERFORMANCE MANAGEMENT PROCESS

VAT presented the report noting that a flowchart was missing from the document which
was subsequently circulated to members.
The performance process was agreed in August 2019 and was a standard process which
largely followed the national process. Contractual processes had been stepped back while
practices supported the Covid19 response however the CCG was preparing for when the
contract was put back into place.
The flow chart had been revised to GP Core, Quality and GP Specification data would be
published monthly at which point the Performance Team would review the data against
practice trajectories.
Where there were quality concerns, these would be highlighted to Performance and Quality
Sub-Committee. A member of the quality team would assess the clinical risk and
recommend if a planned face-to-face visit was required or a more formal contract ‘query’
needed to be raised. Based on this a site visit could be carried out or evidence submitted
in response to any contractual query letter would be reviewed and the outcome of either of
these would be taken to PCCC for a decision on the next step with regard to a formal
contract notice with the decision on formal contractual action taken at PCCC.
The Contracts team would follow the national core contract monitoring process as outlined
at:
https://www.england.nhs.uk/publication/primary-medical-care-policy-and-guidancemanual-pgm
The improvement plan would then be reviewed and in light of all the available information,
a decision would be made as to whether there was assurance that performance would be
recovered. Practices would be given a maximum of 2 opportunities to clarify / improve their
plans before final submission to committee for the final assurance decision.
During September 2021 any practices that were not achieving their trajectories, the default
position would be that their GP specification payments would be tapered down to reflect
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the non-achievement of the indicator, unless PCCC decides that there were exceptional
circumstances which meant that funding should continue at the full level.
HDE noted that there was a range of actions available from do nothing to issue a breach
notice and how did the CCG ensure it was consistent across all practices in any action it
took not to treat one more favourably than another.
VAT responded that it depended on the nature of the breach stating that some could not
be remedied as the NHSE framework was prescriptive. HDE stated that she was assured
by the process to be followed. VAT reported that Rocky Lane Medical Centre was given
several opportunities and this process ensured all practices were given the same
opportunity.
JLE commented that the CCG needed to be clear what the process was noting that the
intention wasn’t for practices to go down this route however if practices were struggling
there was a need to put something into place formally. The CCG had tried to avoid this but
it needed to be clear where it would work with practices to develop and where this was not
possible this needed to be put in the public domain openly.
RBA responded that the diagram helped sharing that he had been involved and it was
correct, the CCG did need a process stating that this helped practices for moving forward
into 2022 and for neighbouring CCGs, practices did not want to take a retrograde step in a
years time.
While it was not yet clear what the future direction of travel was as NHSE was not clear on
this yet JLE reported that all CCG were required to follow similar processes and this was
trying to add value.
MSM commented that the lowest level soon was likely to be C&M asking could this process
operate at a place-based level if the function was to be provider led. It was noted that this
layered onto conversations yet to be had regarding how the system would evolve.

50.

51.

52.

53.

54.

55.

Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Approve the updated Primary Care
Framework.
• Notes the performance of the CCG in
delivery of Primary Care Medical
commissioned services.
Further actions required:
• None identified.

E

STRATEGY AND COMMISSIONING

E1
56.

57.
58.

59.

LQIS SCHEMES 2021-22

DHO presented the LQIS schemes referring to a paper which came to the committee in
December which subsequently went to the LMC and the paper at this meeting was a
response to questions raised by the LMC. The specification did require further information
and the response listed how this would happen. The template provided simplified the
process for practices to collect and report information.
Upon review it was agreed that consent for treatment was still required going forward and
it was appropriate to record this. It would be reconsidered with if it became a problem.
The LQIS response will remain as it is and the additional reporting will not be required until
the end of quarter one. At the end of this period the situation will be reconsidered and a
decision will be made regarding how to move forward from the information available at this
point which would be July 2021.
Feedback had been received on specific schemes and amendments would be made to
wording based on this. It would be clarified that the method for commissioning would be
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60.

61.

open and not just via PCNs. The frequency of injection wording would also be addressed
to reflect that practices would not be affected adversely.
There was a lot of monitoring information in the new scheme regarding asylum seekers and
the CCG planned to look closely into each part of it to see if all the information requested
was necessary.
FLE thanked DHO and RBA and colleagues for actioning the scheme so quickly noting the
effective conversation that had taken place.
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
62.

63.

64.
65.
66.

67.

68.

69.
70.

PRIMARY CARE ESTATES – LEASE DECISIONS

VAT reported that two requests for sale and leaseback arrangements had been received
for Fulwood and Priory Medical Centre’s. There was an identified landlord for Fulwood and
the request was to implement a 21-year lease. National guidance suggests a typical period
would be 15 years however there was a pharmacy on site with a 21-year lease which was
a commercial lease and was separate to any CCG arrangements. The recommendation
was to maintain a 15-year lease.
A landlord had not yet been identified for Priory medical centre which meant a lease
contract could not be drafted as it may be subject to change once a landlord had been
identified. The practise had instructed Capsticks to work alongside them drafting
paperwork, considering lease options and this also duplicates the process the CCG would
normally go through. The CCG could not agree a draft lease from an NHSE perspective
and were recommending that the practise paid for a separate district valuer report alongside
the Capsticks report. This will mean the process will be further along and once the landlord
is identified it will not delay progress on the lease.
The CCG recommended that Priory Medical Centre continued to operate the parallel
process to progress through the normal process once a landlord is identified.
The CCG was also suggesting primary care is reminded of its obligations regarding lease
changes once the system became more settled.
GGR clarified that the agreement being sought was in principle for the process for Priory
Medical Centre as they needed to go through the value for money process later. For
Fulwood Medical Centre it was the principle of a 15-year lease not a 21-year lease as had
been requested that was being recommended.
GGR asked what would happen should a centre close before the lease expired to which
VAT responded that the CCG would have some liability here, it was part of a long term
strategy regarding where practices should be located and a process would be followed.
RBA reported that he had been in touch with both practices regarding the matters.
Regarding Fulwood the premises cost directions were out of date and in part three
regarding the term of leases the only criteria where a 15-year lease was specified was in
relation to notional rent and this was not a notional rent. RBA went on to state that current
market rent made no reference to the term of lease and in reality this CCG and others had
approved leases for 20 or 25 years and it seemed strange to be taking the 15-year option
here.
VAT delivered her apologies for any miscommunication noting that she had consulted with
the primary care estates lead and she would feed the comments back.
With regard to Priory Medical Centre, RBA had been in discussions with NHSE and Priory
Medical Centre regarding their requirements and regulations and the general consensus
was that if they wanted something and were prepared to pay for it then to allow them to do
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71.

72.

73.

74.

75.

76.

77.

78.

79.

80.
81.
82.

so given there was no additional cost to the NHS.
MBA stated that he would take this away and seek further advice. There was a need to
develop the estate strategy with a view to how to make best use of resources which was
the role of the committee. There was an intention to develop a framework regarding estates
with a strategy for moving forward so decisions could be made with an awareness of the
wider implications and wider Estates and this hadn't been able to progress in the last 12
months. The CCG would like to pick this back up when it could to have a plan in place in
the future to see how estates linked together. The CCG was hesitant to make a formal
agreement until it knew how estates joined together. MBA proposed to continue with the
work plan communicating with LNA and PCNs with the intention of gaining their input on
how to develop this
HDE agreed saying she was uncomfortable making a decision without considering the
wider strategy. HDE was unclear what the thinking was behind the sale and leasebacks
asking were there potentially a number of these in the pipeline and would more follow noting
that the potential to make decisions in isolation was not ideal.
RBA commented that the system was somewhat confused, people have had strategy after
strategy over premises, over many years; GPs have taken risks over primary care premises
with help to cost rents in the last couple of years and GPs who have invested have realised
they have now got to get out of the system. These GPs are finding it difficult to get people
to buy into premises as it is unclear where the NHS is going. People can only realise assets
by selling them or by developing them and this is what they will do. It was not unreasonable
for GPs to do this particularly as the NHS had been slow to find way of dealing with
premises in the community. It is likely that there will be more of this and several
developments in the city used to be owned by GPs. Decisions are not made on the spur
of the moment and it was not clear when they would follow but they would follow.
MBA stated that the intent was to speak to practices to seek their intent and develop a
document to list the focus then work to assess the wider estates impact. It was a piece of
work to bring this all together.
MSM noted that the issue of NHS value for money was important nevertheless in terms of
talking about a long-term estates strategy. The Government had decided the CCG was not
going to exist in a year so the risk of waiting for the strategy needed to be considered and
whether it was unrealistic.
In response MBA reported that a first iteration was available with over 30 plans in place.
Support was available in the background in the form of Peter Evans, Estates
Implementation Manager, furthermore an estates strategy would still feature in the new
format and so the work would still have value and would be in the CCGs interests to be
done to hand over the approach taken. The expectation was that the ICS/HCP would be
looking for pipeline approaches to capital and revenue allocations and this would need a
strategy supporting it.
RBA fully supported the need for an estates strategy noting that particular aspects could
not be viewed in isolation. The strategy needed to take real life into account and what
happened on the ground, building would still be required where there was a population and
decisions needed to be made taking that into account.
KST reported that practices eligible for notional rent would not need to have a lease in place
as they would be owned buildings. The 15-year lease was to allow a standardised
approach to the different levels of rent reimbursement.
GGR clarified that the reason for sale and leaseback was for cashflow and to manipulate
accounting rules previously but this had changed now. The CCG needed to be wary of
taking on responsibilities of rent for fixed periods. The committee needed to ensure NHSE
and CCG policies were adhered to and so clarification of the 15-year position was sought
before the committee could agree to the proposals submitted by Fulwood Medical Centre.
With regard to Priory Medical Centre the committee was happy for the proposal to progress.
VAT thanked members for the discussion noting that if it was helpful she would seek
approval virtually to save time when clarification regarding the 15-year lease was received.
MBA agreed to reactivate the estates strategy.
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Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Note the Commissioner responsibilities in
terms of the Premises Cost Directions
2013 and the process followed.
• Consider and approve the
recommendations with regard to Fulwood
Green Medical Centre’s proposal for a
sale and leaseback for 15 years.
• Consider and approve the
recommendations with regards to Priory
Medical Centre proposal for a sale and
leaseback process.
• Communicate to Primary Care a highlevel summary of the Premises Cost
Directions 2013 and clarification of the
contractual obligations.
Further actions required:
• None identified

F
83.

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.

A4
4.

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.

DECLARATIONS OF INTEREST
No declarations of interest were made that were not already list on the LCCG register.

MINUTES OF THE MEETING HELD ON 27 OCTOBER 2020
The minutes of the previous meeting held on 27 October 2020 were accepted as an
accurate record with the following amendments:
a)
Item C3 Action Table Recommendations revised to read: ‘The
Committee is asked to: Note and approve the changes made to the
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b)

Remuneration Framework.’
Item C4 point 18 revised to read: ‘Members were advised about
drawing conclusions here as reporting was below 10%.’
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.

Timescale

ASAP

Status

Completed

ACTION LOG
The action log was discussed with the following points made:
a) Item 1 HR Performance Report, this work was underway and had
been delayed due to pending staff changes with the review of
Director Portfolios. Item ongoing.
Action

Recommendations approved by the
committee, namely:
• Note the Remuneration and HR Committee
Action Log
Further actions required:
• Update action log as discussed

Lead

D Richardson

Timescale

ASAP

Status

Completed

B

Updates

B1

IR35 Off Payroll Workers (Intermediaries Legislation) Policy

6.
7.

8.
9.
10.

11.
12.

RTU informed members that the IR35 Off Payroll Workers Policy had been refreshed
and updated following a renewal alert in April 2020.
It had been reviewed in line with the Agency and Interim policy which had been
authorised earlier in the year. It included the new requirements due to be in place
from April 2021 including the outcome of assessments and the dispute process.
There was some minor updating with regard to how information was recorded in order
that finance can log changes and to accommodate the forms in use.
HDE noted the policy referred to ‘your organisation’ and this needed to be ‘our
organisation’ or ‘the CCG’.
Managers were responsible for ensuring reasonable care was taken when coming to
a status decision and HDE asked did managers know what the potential
consequences of the decision may be. RTU suggested a communication would be
circulated when the policy was shared to remind colleagues of the implications of any
decisions they may arrive at. It was noted that there were not many instances where
this was likely to be an issue due to low numbers and close relationships with the
senior leads in place.
It was noted that GB Lay Members were fee holders and on payroll.
Members noted the changes and approved the policy.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
The Committee is asked to:
• note the updates to the IR35 Off Payroll
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Workers (Intermediaries Legislation)
Policy
Further actions required:
• Update documents prior to wider
circulation in line with discussions.

B2
13.

14.

15.

16.

18.

19.

On Feb 21
Agenda.

Backdated Payment and Term Time Only Contract Recommendations

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Note the backdated payment with a
maximum cost of £650.
• Note the recommendations made following
the legal advice received as part of the
grievance.
Further actions required:
• Add grievance policy to list of HR policies for
review.

17.

ASAP

RTU reported that this issue had come about following a grievance from member of
staff who was employed on a term time only contract. The original calculation used to
convert the hours worked was incorrect, 22.3 was input and the correct figure should
have been 22.5. The individual was underpaid by around £600 since the contract
was put in place in April 2018.
As part of a query CSU had used a different calculation and it became apparent that
different NHS organisations use different calculations so the CCG took legal advice
regarding which calculation to use. The advice was to use that which the CCG had
used originally and some recommendations were made for the CCG to take on board
for future policies.
SHO asked why the issue could not be dealt with prior to reaching a
grievance stage to which JTW responded that it was dealt with informally
and never reached a formal hearing stage thanks to the work undertaken
by RTU and the CSU advisors. The standard process would be to submit a
grievance and begin the process in the hope that the issue could be
resolved before it reached the formal hearing stage which this did. The
calculation was wrong however the policy was not detailed enough at the
time and a review of the policy was another outcome of the grievance.
Members agreed that the grievance policy was to be reviewed and it would
be added to the list of HR policies for review. To be discussed at the next
meeting.
Action

C1

R Tunstall

Lead

G Roberts

Timescale

Feb 21

Status

On Feb 21
Agenda.

VSM pay award
GRO presented the VSM Remuneration Review report for 2020/21 which
outlined the remuneration levels agreed for VSM staff for 2019/20 and
advised the members in respect of VSM staff employed by CCGs in respect
of a proposed increase for 2020/21 on the receipt of guidance from NHSE.
The committee was asked to note the guidance and make
recommendations for approval by the GB based on the contents of the
report.
The Accountable Officer, Chief Finance and Contracting Officer, Director of
Quality, Outcomes and Improvement (Chief Nurse), and Chief Operating
Officer, roles were engaged on VSM contracts.
An email sent to all HR Directors on 9th November recommended a
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20.
21.

22.

23.

24.

25.

26.

27.
28.

consolidated pay increase in 20/21 of 1.03% for all VSMs however an
official letter was to follow but it had not been received to date. The figures
mirrored the agenda for change band 9 percentage increase.
Should the committee agree with the recommendation of a 1.03% uplift, the
total cost to the CCG would be £6563 in total
SHO confirmed that she was in agreement to support the pay award in line
with others in a similar role across similar organisations noting the COO
role was seconded and asking if the Chief Nurse role was now comparable
as agreed at previous review discussions asking if there were any
comparisons members could view.
GRO had recently completed a benchmarking exercise across the region
and the salary of the Chief Nurse was now in line with similar roles across
the region. This followed previous discussions where it had been agreed to
impose a two year pay freeze to the post which was an outlier at that time.
The two years was now complete and the role could be considered within
the review particularly as the post was no longer an outlier. It was also
noted that the Chief Nurse supported two CCGs and there was no
recognition for supporting two organisations.
PKI sought clarity on the 10% complexity payment listed for the
Accountable Officer and the Chief Financing and Contracting Officer and
was informed that this was due to the complexity of the Liverpool system.
Discussion took place regarding allowances for joint working along with the
Chief Nurse role and its pay freeze during which the additional duties had
been added to the role.
GRO commented that guidance from 2013 had a benchmark which
included a population rate with salaries falling into tiers with a start and end
point. In addition to this was the option to pay complexity factors for joint
management across two organisations or the option to pay an additional
20% maximum in addition to the population.
PKI pointed out that in 2017 the director of quality role was earning a salary
of £105,000 and this was prior to joint working. When the 10% allowance
for joint working was applied the figure increased to £116,500 which was
comparable to what the salary now was. This indicated that it was now
appropriate to lift the pay freeze and to recommend the 1.03% increase in
line with the other VSMs.
GRO reported that the principles of complexity and joint working applied
only to the Accountable Officer and Chief Finance Officer roles. However
the remuneration of the Chief Nurse role was no longer higher than
comparable roles; benchmarking suggested it was more comparable.
Members considered the impact on staff motivation and retention of VSMs
if the national guidance pay award was not implemented and affordability.
Members agreed to support the recommendations from NHSE of 1.03%
uplift for the Accountable Officer, Chief Finance and Contracting Officer,
Director of Quality, Outcomes and Improvement (Chief Nurse), and Chief
Operating Officer roles.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Note the contents of this report including the
associated national context;
• Discuss the options available in respect of
reviewing the remuneration for VSM post
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holders; and
• Agree an appropriate recommendation to
make to the Governing Body for approval in
respect of VSM remuneration for 2020/21
Further actions required:
• Recommend that Governing Body approve a
1.03%uplift in respect of VSM remuneration
for 2020/21

C2
29.

30.

H Dearden

ASAP

On Jan 21 GB
Agenda.

Staff Survey update
JTW had received the preliminary findings from the staff survey and
reported that there had been an 83% response rate, which was the same
as the previous year. HR directors had reported that providers had
struggled to submit responses with some trusts only achieving a 30-40%
response rate given the pandemic, accepting this was a good effort from
staff.
The first draft of feedback was due that week with an interim report at the
end of December and the full report due in February 2021 which would
include national results.
Action

Lead

Timescale

Status

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

C3
31.

32.

33.

34.

35.

36.
37.

Covid19 – Impact on the Workforce
JTW delivered an update on the impact of COVID19 on the workforce
stating that since the last meeting in September Liverpool had gone into
Tier 3 and subsequently a 2nd lockdown.
The CCG had made the decision to close the building during the second
lockdown period to ensure staff safety not only in pandemic terms, but also
to avoid potential first aid and fire marshal safety issues.
The building had reopened on 10th December with approximately 10 staff
attending the building daily on an ad hoc basis. SLT leads were also in
attendance on a daily rota. This would be reviewed in January with any
plan to return on a larger scale not likely to be before April 2021 and
hopefully in line with a vaccine roll out.
The intention was to scope out what could happen in future from January
2021 linked to an accommodation review, which would consider social
distancing. The proposed new model will be a blended approach for staff
returning to the office.
An internal recovery group met fortnightly and the group had recently
reissued working from home guiding principles. The downside to working
from home included isolation, impact on team working, possible
musculoskeletal issues, and making sure staff had the right equipment
amongst others. A lot of work remained ongoing to support staff ensuring
they were working safely and well at home. There was concern that if a
third wave happened things may change again.
HDE commented that she found the working at home guidance useful.
JTW reported that risk assessments were in place for staff and support was
available to purchase office equipment. This would be assessed on a case
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by case basis.
Action

Lead

Timescale

Status

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

C4
38.

39.

40.

41.

Workforce quarterly report
GRO delivered the workforce quarterly report for quarter two. It was noted
that staff turnover was 11.16% which was on par with the NHS average
although there had been 8 leavers which was higher than normal. Of the 8
leavers, 4 left via the MARS scheme and the others were accountable for
and caused no concerns.
Sickness absence was noticeably low with the CCG being the 4th lowest
amongst its comparators. Completion of statutory and mandatory training
was 90.1% which was the third highest.
SHO commented that the low sickness absence was interesting and it was
noticeable that this had reduced since staff had commenced working from
home. JTW responded that it was believed people felt poorly and while
they would not be well enough to drive to work they may be well enough to
continue working without the commute. There was also the reduction in
cross infection from staying home however it was anticipated that there
would be a rise in musculoskeletal complaints in the coming year and this
needed to be monitored.
HDE noted the pleasing training compliance.
Action

Lead

Timescale

Status

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

C5
42.
43.

44.

45.

46.

People Plan and OD action plan milestone updates
JTW discussed the People Plan and OD action plan milestone updates
which had previously been discussed at the September and June meetings.
The NHS people plan was launched during the summer with an action plan
added recently. This had been included and crossed referenced within the
CCG People Plan and OD action plan however there remained some
duplication and cross cover.
Most items were progressing although those which included face to face
elements were deferred if there was no alternative option available. The
CCG was pleased with the progress to date with most items reaching the
anticipated targets to date. In order to make the plan easier to follow items
had been RAG rated.
SHO asked who the well-being guardian was and was told this was Monica
Khuraijam and the information would be advertised as it was a recent
appointment and not widely known.
HDE suggested having the internal and NHS people plans created a large
workload to which JTW responded that Jo Roberts took responsibility for
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the equality section which was a larger part and it seemed easier to have
the two to ensure nothing was missed. The intention was to merge the two
for ease at a future point.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Note the content of the report and
progress against the action plans,
notwithstanding the current COVID19
situation which may delay some future
work streams
Further actions required:
• None identified

C6
47.

48.

49.

50.

51.
52.

HR policy development/review
GRO discussed the HR policy development update informing the committee of
HR policies due for review in January and asking the committee for a 6 month
extension to the review period to keep the policies in date.
Policies were coming to the committee in batches after consultation with unions
however no agreement had been reached with staff side regarding some
issues, which included incremental pay increase and disciplinary policy.
The policies due for renewal in January 2021 for which a 6 month extension
period was being sought were:
a)
Capability Policy
b)
Disciplinary Policy
c)
Equality and Diversity Policy
d)
Long Service Award Policy
e)
Retirement Policy
f)
Secondment Policy
g)
Smoke Free Policy
h)
Social Media Policy
i)
Study Leave Policy
j)
Travel Expenses Policy
k)
Use of Volunteers Policy
l)
Whistle Blowing Policy - Freedom to Speak Up
SHO asked if extending the review period left the CCG exposed to any risk to
which GRO responded that legislative changes were acted upon as they arose
with policies amended at that time, these changes didn’t come to the committee
for approval as they were legislative and so compulsory.
GRO reported that the policies would continue to be brought to the committee in
manageable batches,
Members agreed to defer the review of the policies listed for six months to July
2021.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Roll over the review dates of policies
with a date of January 2021
Further actions required:
• None identified
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C7
53.

54.

55.

56.
57.

58.

59.

60.
61.

Workforce Risk Register
SHE delivered a brief overview of the Workforce Risk Register reporting that it
had been presented to the Audit and Risk Committee (ARC) the previous week
as part of a rolling programme of committee risk registers which was a standing
agenda item at ARC. ARC had oversight of all risk registers.
HR01 was a key risk the committee needed to monitor given the change in
direction of travel for the merger, this affected workforce data and staff turnover
potentially.
No new additions had been made to the risk register and there was one
recommendation for the removal of the flu vaccination programme for staff as
this had been completed. It was to be replaced by the COVID19 vaccination
programme although it was unclear how the uptake would be measured at this
point.
SRO pointed out that NHS staff were not listed as eligible for the COVID19
vaccine yet, only key workers.
PKI suggested HR01 be reworded as the uncertainty of future working
arrangements would become a certainty shortly and would impact staff. It was
inevitable that LCCG had a fixed shelf life and would have to deal with the fall
out.
It was noted that a paper had been received regarding the proposed ICS which
included a promise to protect staff and roles. The proposal was that staff would
be aligned into the new organisation within 12 months and the only roles not
protected were board roles.
SLT were working to try to protect staff and reduce turnover however there was
an added dimension of new posts becoming available with the new structures
which would be destabilising. Added to this people may be head hunted which
would impact too.
A refreshed and updated risk register would be presented to the next meeting.
SHO referred to HR05 stating it was unclear how planned actions and their
progress related to risk with HR04 having the same planned action. SHE
reported this was an error and would be remedied for the next meeting. Two
typing errors within HR07 would also be corrected in the refreshed version.
Action

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Satisfy itself that current control
measures and the progress of action
plans provide reasonable / significant
internal assurances of mitigation;
• Note the new addition to the HR Risk
Register for September 2020 (HR08)
and;
• Note the amendments made to specific
risk descriptors and scores and accept
the revised document as the correct
version going forward.
Further actions required:
• Refreshed and updated Risk register to
next meeting.

C8
62.

Lead

S Hendry

Timescale

Feb 21

Status

On Feb 21
Agenda.

Annual committee evaluation report (including review of work plan and
TOR)
JTW discussed the committee evaluation report covering January – December
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63.
64.
65.
66.
67.
68.

69.

2020 noting that prior to April 2020 two committees existed, the HR Committee
and the Remuneration Committees and these had been combined since April.
The report included tables showing attendance and key areas of assurance
delivered over the 12 month period with follow up plans and their status.
As part of the annual review members needed to consider the ToR although this
was considered in depth at the July meeting.
The review outcome would feed into the work plan for 2021.
SHO noted a reference in the work plan to the proposed North Mersey merger
which needed to be updated to the Cheshire and Mersey proposals.
SRO asked for a narrative to be included to explain that she had missed a
meeting due to the Skype meeting being changed to a Teams appointment.
SHE commented that attendance was an important reporting tool within the
annual report and a narrative needed to be included regarding the
miscommunication that had caused PKI not to attend.
HDE thanked JTW for her work in compiling the report. Members were happy
with the report, TOR and work plan.
Action

Recommendations approved by the
committee, namely:
The Committee is asked to:
• To consider and review the effectiveness
of the committee over the last twelve
months.
• Where necessary make proposed
amendments to the TOR and work plan.
Further actions required:
• Update report and work plan in line with
discussions.

C9
70.

71.

72.

73.

Lead

J Twist

Timescale

Feb 21

Status

On Feb 21
Agenda.

STAFF ENGAGEMENT GROUP update
JTW reported that the last Staff Engagement Group meeting had taken place
approximately 3 weeks previously; it had been a good meeting with around 10
staff involved who were very engaged.
The group helped with input to the working from home principles document and
there had been a discussion on beating the winter blues while working in
isolation at home which felt different.
Veterans work was discussed and there had been a presentation of workforce
KIs as well as a presentation on Orcha from Catherine Stukley from the CCGs
Digital Team.
Orcha is an apps platform which evaluates apps giving guidance and ratings for
their use.
Action

Lead

Timescale

Status

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

D
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D1
74.

75.

76.

77.

78.

Redundancy Cap
GRO presented a detailed paper noting the detailed information was relevant
due to the potential complexities it may cause. The report was to consider any
future actions which may occur as a result of the public sector payment cap
which came into effect from 4th November 2020. A consultation occurred
between April and July 2019 and it was now legislation that public sector
workers had their exit payments capped at £95,000. This did not affect anyone
at the CCG currently.
PKI asked what the CCG policy on exit payments was and the response was
that redundancy payments formed part of contracts of employment and should
mirror agenda for change agreements which were one month’s pay for every
completed year up to a maximum of 24 months. The cap could affect
redundancy payments in the future for staff who earned over £42,500 per year.
Discussion took place around the potential scenarios where this could cause
problems and the likelihood of legal challenges noting that it was an issue
across the entire public sector workforce. Concern was raised regarding the
potential for redundancies with the proposed move to an ICS and the loss of
VSM posts that would be impacted by this legislation. Liverpool CCG had
different contracts for VSMs to other CCGs locally and future guidance was
expected from NHS Employers to advise of next steps.
It was clarified that NHS continuous service would be included when calculating
redundancy payments. There was a risk that staff who were not employed
under the agenda for change terms and conditions would have the cap imposed
and the CCG needed to ensure it was safe against any potential risk here.
HDE noted the position and members were awaiting further guidance.
Action

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Note the content of the briefing and
consider any future action that maybe
required.
Further actions required:
• Reconsider situation once further
guidance was provided.

D2
79.

80.

81.

Lead

G Roberts

Timescale

Feb 21

Status

On Feb 21
Agenda

System Leadership Support
JTW reported that at the last private Governing Body (GB) meeting the Chair
had updated members regarding her proposed sabbatical and JTW had been
tasked with investigating the options for this.
The sabbatical had since commenced with 4 sessions per week to be funded by
the Cheshire & Mersey Partnership for elective care. A contract would be
issued for the partnership and the role would be hosted by Warrington Hospital.
The role would commence in January and run to September.
Action

Lead

Timescale

Status

Recommendations approved by the
committee, namely:
The Committee is asked to:
• Note the contents of the report.
Further actions required:
• None identified
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E1
82.

EVALUATION OF TODAYS MEETING
HDE as Chair of the committee asked members to reflect on the meeting. SRO
commented that she felt the meeting had gone well.

E2
83.

ANY OTHER BUSINESS
JTW reported that within the contract for the Accountable Officer role an
additional allowance had been made for lease car payments. The lease car
arrangement had stopped recently and the cash equivalent of £5,000 per
annum had been added to the salary with effect from the following month. This
had been agreed in the original employment contract for the role as part of the
contract of employment.
SHO asked if adding to the salary would cause a breach of NHSE guidelines
and was told this was not paid within the salary but as an add on.
No other items of business were discussed. The meeting closed.

84.
85.
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