St Helens CCG Governing Body Meeting
PART I
Date:

Wednesday, 16th January 2019

Time:

at 3.00 pm

Venue:

Conference Room A, St Helens Chamber
Salisbury Street, St Helens WA10 1FY

Part 1 of this meeting will be held in public

Mission Statement:
‘Making a difference – right care, right place, right time’

St Helens Clinical Commissioning Group fully support and abide by the
pledges set out within the NHS Constitution and we work to ensure we
portray the values and behaviours expected of all NHS organisations

Meeting of the NHS St Helens Clinical Commissioning Group
Governing Body (Public Meeting)
to be held on Wednesday, 16th January 2019 at 3.00 pm in
Conference Room A, St Helens Chamber,
Salisbury Street, St Helens WA10 1FY
AGENDA

Apologies for absence: Lisa Ellis, Val Davies, Rachel Cleal
Declarations of Interest:
Item

Time

Agenda Item

Purpose

3.00 pm

Welcome and Apologies

To Note

Chair

Declarations of Interest

To Note/Action

Chair

Minutes of Previous Meeting and Actions
Minutes of the meeting held on 14th
November 2018 and the Extra Ordinary
Governing Body meeting held on 12th
December 2018

For Ratification

Chair

PB19/01/04

Matters Arising

For Discussion

Chair

PB19/01/05

CHAIR AND CLINICAL ACCOUNTABLE OFFICER’S REPORTS

PB19/01/01
PB19/01/02
PB19/01/03
Page 5

3.05 pm

Presented by

1.

3.15 pm

Chairs Report

For Information

Chair

2.
Page 25

3.20 pm

Clinical Accountable Officer’s Report

For Information

Clinical Accountable
Officer

3.
Page 31

3.25 pm

Patient Story

For Information

Chief Nurse

For Information

Clinical Accountable
Officer

PB19/01/06
1.
Page 33

STRATEGY
3.30 pm

Lead Provider MOU

1

2.

3.40 pm

19/20 Planning (presentation)

For Information

Chief Finance Officer

3.

3.50 pm

Improvement Plan Update (presentation)

For Information

Chief Finance Officer

(a) Key Issues of the Quality Committee held
on 5th December 2018

For Information

Chair of Quality
Committee

2.
Page 99

(b) Key Issues of the Finance, and
Performance Committee held on 28th
November 2018 and 19th December 2019

For Information

Chair of the Finance
and Performance
Committee

3.
Page 103

(c) Key Issues of Primary Care Commissioning
Committee held on 12th December 2018

For Information

Chair of the Primary
Care Commissioning
Committee

4.
Page 105

(d) Key Issues of the Audit Committee held on
12th December 2018

For Information

Chair of the Audit
Committee

5.
Page 107

(e) Key Issues of the Executive Leadership
Team held on 7th January 2019

For Information

Clinical Accountable
Officer

Associate Director;
Corporate
Governance

PB19/01/07
1.
Page 97

KEY ISSUES OF BOARD SUBCOMMITTEES
4.00 pm

PB19/01/08

GOVERNANCE

1.
Page 109

4.10 pm

Model Constitution - Draft Governance
Handbook

For Approval

2.
Page 175

4.20 pm

Terms of Reference updates

For Approval

3.

4.30 pm

Committee Key Highlights/Items of Business
during the year
(verbal discussion)

For Discussion

Associate Director;
Corporate
Governance

For Approval

Chief Finance Officer

PB19/01/09
1.
Page 217

FINANCE
4.40 pm

PB19/01/10

Finance Update
PERFORMANCE

1.
Page 233

4.55 pm

Performance Overview

For Information

Chief Finance Officer

2.
Page 249

5.10 pm

Annual Adults and Children’s Safeguarding
Report

For Approval

Chief Nurse

2

3.
Page 271

5.20 pm

PB19/01/11
1.
Page 277
PB19/01/12

Research, Innovation and Development
Report

To Note

Clinical Accountable
Officer

For Approval

Chief Finance Officer

CONTRACTS
5.30 pm

Procurement and Contestability Strategy
ANY OTHER BUSINESS

REFLECTION: What difference have we made to local people with the decisions we made in the meeting
today?
Date and time of next meeting: The next meeting of the NHS St Helens CCG Governing Body will take place on
Wednesday, 13th February 2019 at 1.30 pm at Willowbrook, Living Well Centre, Borough Road, St Helens WA10
3RN
NOTE: Enclosures are sent to Board Members only – copies will be available from the St Helens CCG
Office: 01744 457237 or on the website: www.sthelensccg.nhs.uk
“The Trust hereby resolves that the remainder of the meeting be held in private, because publicity
would be prejudicial to the public interest, by reason of the confidential nature of the business to be
transacted.” (Section 1 (2) 0f the Public Bodies (Admission to Meetings) Act 1960)
If you are unable to attend this meeting, please send your apologies to Cathy Edge on 01744
457237 or e mail Catherine.edge@sthelensccg.nhs.uk
The Public Bodies (Admission to meetings Act 1960) permits the CCG to pass a resolution at the
meeting to exclude the public and press from part of the meeting by reason of the confidential
nature of the business or for other special reasons stated in the resolution. Whenever a resolution
to conduct business in private is passed, the resolution itself will be made public.
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NHS St Helens CCG Governing Body
Meeting held on Wednesday, 14th November 2018 at 10.00 am in Conference Room A, St Helens
Chamber, Salisbury Street, St Helens WA10 1FY
Part I Minutes
Members Present
Prof Sarah O’Brien
Geoffrey Appleton
Dr Mike Ejuoneatse
Iain Stoddart
Tony Foy
Val Davies
Omar Shaikh
Lisa Ellis
Rachel Cleal
James Catania
In Attendance
Angela Delea
Jeanette Livings
Amanda Farrell
2 Members of the Public
Minute-taker
Cathy Edge
Agenda
Item
PB181101

Initials
SOB
GA
ME
IS
TF
VD
OS
LE
RC
JC

Role
Clinical Accountable Officer, St Helens CCG
Lay Chair, St Helens CCG (Chair)
GP Governing Body Member
Chief Finance Officer
Lay Member - Audit, Governance & Finance
St Helens and Knowsley Trust, NED
GP Governing Body Member
Chief Nurse
Deputy Strategic Director/Deputy Accountable Officer
Secondary Care Consultant

AD
JL
AF

Associate Director; Corporate Governance
Senior Communications and Engagement Manager
Deputy Director of Operations, STHKT

CE

PA to the Chair
Action

INTRODUCTION & WELCOME
The Chair welcomed the attendees and members of the public to the meeting.
APOLOGIES
Apologies were received from:
Dr Paul Rose, GP Governing Body Member
Mark Weights, Lay Member, Patient and Public Involvement
Sue Forster, Director of Public Health
Hilary Flett, GP Governing Body Member
The Chair declared the meeting quorate.

PB181102

DECLARATIONS OF INTEREST
The Chair reminded the Governing Body members of their obligation to declare any
interest they may have on any issues arising at committee meetings which might
conflict with the business of the CCG.
All declarations are listed in the CCG’s Register of Interests; which is available on
the CCG website at the following link:
http://www.sthelensccg.nhs.uk/Library/public_info/St%20Helens%20CCG%20Regis
ter%20of%20Declaration%20of%20Interest%2031%2003%2017.pdf
There were no declarations of interest received.
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PB181103

MINUTES OF THE PREVIOUS MEETING
The minutes of the previous meeting held on 12th September 2018 were agreed as
a true and accurate record of proceedings with the following amendments:Geoffrey Appleton Chaired the meeting and not Dr Mike Ejuoneatse
PB180910 Performance - The Senior Performance and Programme Manager,
Kerry Ingham, presented the report and should be listed in the meeting attendance.
The NHS St Helens CCG Governing Body:
• Ratified the minutes of the previous meeting

PB181104

MATTERS ARISING
Matters arising from the previous meeting held on 12th September 2018
PB180608(4) Governance
Annual Audit Committee Report
The Audit Committee review report had been presented to the Part II Governing
Body meeting and the action was closed.
PB180611 Quality
Safeguarding and SEND Inspections Outcomes
The Wood Reforms was listed as an agenda item and the action was closed.
A Safeguarding Session is still to be arranged for the Governing Body.
PB180905 Clinical Accountable Officers Report
The new extended access arrangements had been communicated to the public and
the action was closed.
PB180907(a) Key issues of Quality and Performance Committee
The risk associated with non-medical prescribers had been discussed at the Quality
Committee and the action was closed.
PB180908 Governance
Governing Body Assurance Framework (GBAF)
The reduction in risk 5.3 associated with effective Primary Care engagement and
support had been communicated to the GP Members and the action was closed.
The risk associated with the national initiative for extended access to primary care
had been discussed with the Primary Care Team and listed as a separate risk. The
action was, therefore, closed.
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PB180909 Finance
A meeting had been arranged with the Chair, Clinical Accountable Officer and the
Chief Executive in the absence of the Chair of STHKT to discuss a single St Helens
budget and the action was closed.
A Board to Board meeting has been arranged with STHKT for February 2019 and
the action was closed.
PB180910 Performance
The further work to be undertaken with the Trust to explore the maternity choice
(IAF Assessment) had been presented to Quality Committee and the St Helens and
Knowsley Trust NED had raised the issue with the Trust Board. The action was,
therefore, closed.
The Joint working on the IAF indicators had been promoted with the Trust and the
action was closed.
PB180911 Quality
Transforming Care - An anonymous synopsis of the 12 patients detained was
listed as a Part II agenda item and the action was closed.
Workforce - Recruitment Agencies are to be approached regarding the promotion
of St Helens to their candidates.
There were no further matters arising.
PB181105

CHAIR AND CLINICAL ACCOUNTABLE OFFICER’S REPORTS

1.

Chairs Report
The Chair reported on the following:•
•
•
•
•
•

2.

His recent visits to Whiston Physiotherapy Department and praised the
facilities and the care received
His work as a Panel Member on the North West Boroughs Clinical
Excellence Awards
Attendance at the House of Lords reception for the 70th anniversary of the
NHS for CCG Chairs
Attendance at the Willowbrook Hospice AGM and public meeting
Attendance at the Remembrance Sunday service which was reported as
having an impressive number of attendees
Attendance and Cowley and Haydock Joint Governor’s Conference where
the Clinical Accountable Officer gave a presentation on the opportunities for
students at Edgehill University

The Governing Body noted the Chair's report.
The Clinical Accountable Officer’s Report
The Clinical Accountable Officer presented her report. The purpose of the report
was to inform and update the Governing Body on the key strategic areas of work for
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the CCG since the last report. She reported on the following:

3.

1. Financial Position - Teams are working hard to maintain the CCG’s agreed
financial position and to meet the QIPP schemes. The main areas of
challenge remain as CHC, prescribing and referrals into the acute hospital,
particularly non-elective care.
2. Primary Care - Risk and pressures remain but the Team are working hard
to support the locality networks. Extended access is starting to progress
now. Practices are starting to form their networks and will support St
Helens Cares networks.
3. Local Integration – All staff are now based at either the Gamble Building,
Atlas House or Forster House. Teams are working well together and SMT
is functioning effectively. She reported that St Helens are now in the
position to offer advice to others on how the integration has progressed.
4. Lead Provider - Work on the Lead Provider Model and draft memorandum
of understanding (MOU) continues which should be ready by January 2019.
Focusing initially on 4 areas respiratory, frailty admissions, children’s mental
health and adult and community mental health. She reported on the impact
of St Helens Cares now visible with St Helens A & E attendances stable,
non-elective admissions are not as high as other CCGs and discharges are
the best in the local areas.
5. C&M Health & Care Partnership – There is still no formal announcement
about the Chair of the Cheshire and Mersey Health Care Partnership. It is
anticipated that this will be announced once clarity is provided regarding the
restructure of NHSE and NHSI. A further meeting is to be held next week.
6. Edgehill - the development of the medical school continues to go at pace
with the Clinical Accountable Officer a member of the Project Team and
now working on placements for St Helens young people with the Medical
Director for the Trust. She reported on the plans to widen the offer to other
courses at Edgehill for student nurses and other therapies for St Helens
students.
7. Joint Committee – Halton, Warrington and Knowlsey CCGs are still
working on the remit for the Committee with a further session planed before
Christmas.
The Governing Body noted the Clinical Accountable Officer’s report.
The NHS St Helens CCG Governing Body:• Noted the reports of the Deputy Chair and the Clinical Accountable Officer
Patient Story
The Chief Nurse presented the patient story from the Community Frailty Team.
The Governing Body noted the story.
The Clinical Accountable Officer sighted this story as another example of the work
that has developed from the St Helens Cares partnership working and the impact it
is having on individuals.
The NHS St Helens CCG Governing Body:• Noted the patient stories

8

PB181106

STRATEGY

1.

Improvement Plan 18/19 Progress Report
The Chief Finance Officer presented the Improvement Plan 18/19 Progress Report.
The purpose of the report was to outline the progress of the CCG against all areas
of the operational plan. The CCG submitted a 2 year operational plan in April 2017
to cover the period 2017-19. This was refreshed in April 2018 to incorporate
updated planning guidance. The key areas were split by theme:•
•
•
•
•
•

Mental Health
Cancer
Primary Care
Urgent Care
Transforming Care for people with learning difficulties
Maternity

The progress against the focus areas was highlighted including the challenges.
The Chief Finance Officer reported that in Q4 the CCG will receive new planning
guidance for 2019/20 which will give the basis for the new operational plan.
The Chair highlighted the areas of improvement within the presentation. The
Clinical Accountable Officer noted that Children’s Mental Health remains a big issue
with the Integrated Senior Management Team undertaking a mapping session to
consider this service. She acknowledged the assurances within the report but
reported that all mental health services required further work, highlighting that St
Helens has the highest rate for male suicide in the country. She also asked for
clarity on the percentage of obstetricians accessing training, increases in learning
difficulties and access to specialist services to be clarified at the next Clinical LE
Quality and Performance Group (CQPG).
The Deputy Strategic Director; People’s Services, informed the Governing Body
that the commissioning intensions will be planned alongside the Operational Plan
including the Local Authority intensions to ensure compatibility.
The NHS St Helens CCG Governing Body:• Received the report and presentation
PB181107
1.

2.

3.

KEY ISSUES OF THE BOARD SUBCOMMITTEES
a. Key Issues of the Quality and Performance Committee held 12th
September and 3rd October 2018 - The Deputy Chief Nurse presented the
key issues as highlighted within the reports. She reported on the recent
review and development of the Quality Committee with a view to providing
more meaningful challenge. The Clinical Accountable Officer reported on
the importance of monitoring the services that the CCG commission and
challenging quality. She requested that the Associate Director; Corporate
AD
Governance, ensure that all the Committees are challenging effectively.
b. Key Issues and Decisions of the Senior Management Team held since
the last Governing Body meeting - The Clinical Accountable Officer
presented the key issues as highlighted within the report.
c. Key Issues of the Finance, Governance and Risk Committee held on
26th September and 24th October 2018 - The Chair of the Committee
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4.

5.

6.

7.

8.

9.

presented the key issues as highlighted within the reports.
d. Key Issues of Primary Care Commissioning Committee held on 10th
October 2018 - the Chair of the Committee presented the key issues as
highlighted within the report. The GP Governing Body Member, OS,
queried the content of the letter from the new Federation and Clinical
Accountable Officer agreed to keep the Governing Body informed.
e. Key Issues of the GP Members Council held on 7th November 2018 The Chair of the GP Members Council presented the key issues as
highlighted within the report.
f. Key Issues of the Human Resources and Organisational Development
Committee held on 3rd October 2018 - The Chair of the Committee
presented the key issues as highlighted within the report. He highlighted the
positive news about the improved sickness absence being in 7th best place
compared to 32 peer CCG organisations. He also noted the stability of the
workforce.
g. Key Issues of the People’s Board held on 19th September 2018 - The
Deputy Chair of the People’s Board presented the key issues as highlighted
within the report. The Chair noted the presentation of the ‘Description of
Need (Thresholds) document which outlines the thresholds around
children’s referrals. He welcomed the document which had been approved
by the Safeguarding Board and the People’s Board with workshops planned
in November, December and January to ensure all staff are using the
principles. He also proposed that the Governing Body should read the
document in order to support the drive and embed the thresholds across St
Helens.
h. Key Issues of the Audit Committee held on 12th September and Audit
Working Groups herd on 20th June and 30th October 2018 - The Chair of
the Audit Committee presented the key issues as highlighted within the
reports. Initial findings from the Working Group were shared with the
Governing Body.
i. Key Issues of the Executive Leadership Team meeting held on 12th
November 2018 - The Clinical Accountable Officer presented the key issues
as highlighted within the report as follows:• agreed to fund the BME Community Development Project for a further year
with a review to be undertaken
• approved the revised staff privacy notice
• agreed the process for reviewing applications for continuous service (nonNHS employment)
• approved the revised policies
The revised Committee structures will need formal approval from the
Governing Body and will be circulated by the Associate Director; Corporate AD
Governance
The NHS St Helens CCG Governing Body:• Noted the key issues

PB180908

GOVERNANCE

1.

Governing Body Assurance Framework (GBAF)
The Associate Director; Corporate Governance presented the GBAF. The purpose
of the report was to provide the Governing Body with an update on the CCG
Strategic Objectives and Governing Body Assurance Framework (GBAF) review for
formal approval. The revised Strategic Objectives 18/19 and risk appetite
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statements were considered by the Governing Body and approved.
5 risks on the GBAF were agreed for closure or merger by the Governing Body at a
recent development session (1.3, 2.2, 2.4, 4.4 & 5.4) with mitigations as outlined
within the report. Further refining of the risks is to be undertaken.
The Associate Director; Corporate Governance, confirmed that the risk appetite
statements against the new strategic objectives had been presented to ELT. She
also reported that the CCG is a member of the Governing & Risk Network
(GARNet); and following publication of a recent BAF benchmarking exercise, the
CCG GBAF evidences that we are following best practice. She announced that
the next stage of development for the CCG is the design of an integrated GBAF,
aligned to St Helens Cares priorities.
The NHS St Helens CCG Governing Body:• Approved the report
2.
CCG Constitution - Update/Amendment to Remuneration Committee Terms of
Reference
The Associate Director; Corporate Governance presented the Model Constitution
Update and revised terms of reference for the Remuneration Committee. The
purpose of the report was to provide an update to the Governing Body regarding
the Model Constitution published by NHSE in September 2018 and seek approval
of the revised Remuneration Committee Terms of Reference.
The Associated Director; Corporate Governance, noted the recognition of how
CCGs need to move forward in line with the new NHSE Model Constitution. She
reported that St Helens CCG had already undertaken a review of the constitution
recently and have referenced how the CCG would work within Joint Committees.
She advised the Governing Body that Members Council had given Governing Body
permission to approve non material changes and this statement will be included
within the constitution which was approved. She also reported that NHSE require
that statutory committees Terms of References are listed separately and must be
present to NHSE for approval before inclusion in the constitution.
The Associate Director; Corporate Governance presented the revised version of
Remuneration Committee Terms of Reference. She highlighted the amendment as
the requirement for Remuneration Committee decisions to be approved by
Governing Body which was approved.
The NHS St Helens CCG Governing Body:• Approved the constitution update
• Approved the revised terms of reference
PB180909

FINANCE
Finance Update - July 2018
The Chief Finance Officer presented the Finance Update. The purpose of the
report was to advise the Governing Body of the financial performance of the CCG in
2018/19 and to make recommendations resulting from the reported financial
position and forecast.
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The Chief Finance Officer informed the Governing Body of the year to date deficit of
£898K. This position was based on month 5 acute PbR data and prescribing data
from month 4. The overspend was reported primarily in relation to acute over
performance and pressures within the CHC budget plus non-recurrent pressures,
some of which being outside the CCG’s control.
The potential out-turn of £7.3 million deficit was highlighted to the Governing Body
with the requirement to seek additional mitigations. Early indications are that the
month 7 financial position may worsen significantly based on a deterioration in the
main acute provider contract and the prescribing forecast.
The Chief Finance Officer reported that September was a favourable month for
acute activity but timing of the anticipated QIPP savings of £10.5 million were not
going to be met. He referred the Governing Body to Table 2 within the report which
outlined the summary of financial performance for month 6, and the slight
deterioration in some of the prescribing forecast which the CCG will seek to
recover.
The Governing Body considered the recommendations:a) Note the year to date and forecast outturn position at Month 6 of achievement
against its key financial duties and plans. The financial position at month 6 being a
£898k deficit, compared to a breakeven plan. The following are key factors within
the month 6 position:
•
•
•
•
•

This position is supported by the release of £1.1m of activity
reserves;
The significant risk associated with the CCG’s QIPP programme,
most notably the £4.8m of QIPP that is not negotiated into contracts;
The significant risks to achieving the planned breakeven position
including by maintaining expenditure within the financial envelope;
The significant level of overall unmitigated net risks currently
estimated at £3.3m as reported to NHS England.;
The cumulative brought forward deficit of £13.6m.

b) Note the significant risk to the achievement of the financial plan and the potential
out turn scenarios.
c) Note the verbal update on Month 7 financial reporting and its impact.
The Secondary Care Consultant requested assurance of the accuracy of the data
given the previous reports regarding the new patient administration system and the
Chief Finance Officer confirmed that he was confident that this was now a true
reflection of accurate data.
The GP Governing Body Member, OS, enquired about the long term plans for the
accumulative debt and the Chief Finance Officer confirmed that the repayment
plans had been submitted to NHSE with a 3 year timeframe if the CCG reach a
breakeven position this year. He noted that the CCG are yet to be informed of the
additional funds that will reflect the allocation for the next 3 – 5 year period, which is
expected in December, but that it is usually a 3 – 5 year payment so provision will
be made in some part for repayment.
The Secondary Care Consultant also enquired about the funding disputes and the
Chief Finance Officer confirmed progress and that they were not expected to
change the financial position for this year.
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The NHS St Helens CCG Governing Body:• Approved the recommendations within the report
PB181110

PERFORMANCE

1.

Performance Overview
The Chief Finance Officer presented the Performance/IAF Update. The purpose of
the report was to:•
•
•

To provide the Governing Body with an update on 2018/19 Quality Premium
and local operational plan metrics
To update Governing Body on the performance measures from IAF and
other key CCG frameworks reported to Finance, Performance, and
Governance & Risk Committee in October 2018
To update the Governing Body on the change of reporting to Committees

The NHS St Helens CCG Governing Body:• Noted the report
2.

Performance against Key Constitutional Standards
The Chief Finance Officer presented the NHS Constitution -CCG Performance
report. The purpose of the report was to provide the Governing Body with an
update on the CCG’s performance around the NHS Constitution.
The Chief Finance Officer confirmed that the Constitution clarifies what people can
expect from the NHS and what to do if they are unhappy with their services. He
drew the Governing Body’s attention to Appendix 1 of the report, Constitutional
Dashboard, with the areas for improvement listed as follows:•
•
•
•
•
•

Over 52 week waits
A & E 4 hour waits
2 week cancer waits
Care Programme Approach
Cancelled operations
Ambulance handover

It was noted that these areas were robustly monitored and where areas were red
there were action plans in place that were regularly monitored on a monthly basis
by the Finance, Governance and Risk Committee.
The Secondary Care Consultant queried whether the 2 week cancer waits
performance was linked to difficulties in accessing diagnostics and it was confirmed
that this was not the case.
The Governing Body confirmed that they were happy with the detail in the report.
The NHS St Helens CCG Governing Body:• Noted the report
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PB181111

QUALITY

1.

Ofsted findings from Focussed Visit to Children’s Services July 2018
The Chief Nurse presented the Ofsted findings from the Focussed visit to Children’s
Services in July 2018. She noted the previous inspection in November 2014 and
the report that since that time the quality of services had declined. She reported
that Ofsted were aware that the Strategic Director; People’s Services/Clinical
Accountable Officer was new in post and that entrenched cultural, management
and social work practices were negatively impacting on children’s outcomes. She
noted that St Helens had received 3 priority actions from Ofsted in relation to:•
•
•

the delay in escalating cases from child in need to child protection…
exposing children to further actual harm especially if experiencing long term
neglect
deficit in oversight, supervision and challenge
quality assurance processes not providing challenge to poor practice
therefore there was little understanding of the quality of social work practice

Ofsted also reported that there was little understanding of thresholds and
application of them to children’s cases and inconsistency in relation to child
protection conferences.
The Strategic Director; People’s Services/Clinical Accountable Officer reported that
Ofsted had returned for a follow up 2 day visit on 14th and 15th November which is
12 weeks after the original inspection. She informed the Governing Body that the
new inspection framework can undertake a full inspection, like a CQC inspection, or
a focus visit, and that the latter was being undertaken. She expressed her hope
that this indicated that Ofsted were confident that the LA were beginning to move
forward. She reported on the development of the Improvement Board with an
independent Chair which has already had 3 meetings and a robust action plan that
has been submitted to Ofsted. She noted that the overarching Improvement Plan
will be in place by the end of the month. She reported that 2 peer reviews had
been undertaken and was confident that Ofsted would not find any issues that she
was not already aware of. She also informed the Governing Body of the new staff
members in place.
The Governing Body reflected on the challenges for the whole borough to put the
child at the centre of all the work being undertaken not only by St Helens Council
and the CCG but by the wider partnership.
The NHS St Helens CCG Governing Body:• Noted the report
2.

The Wood Report
The Chief Nurse presented The Wood Review and the impact on the Safeguarding
System. The purpose of the report was to provide an update to the Governing Body
in relation to the report authored by Alan Wood in December 2015 at the request of
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the Secretary of State. It was noted that the Government response was published
in May 2016; and that the recommendations of the report have changed the
landscape in relation to the discharge of statutory responsibilities for safeguarding
children across the partnership within Local Authority areas.
The report outlined the following:•
•
•

Multi-Agency Arrangements for protecting children
Serious Case Reviews
Child Death Overview Panels

The Chief Nurse reported on the overall criticism of LSCBs and focus on the Chair
and ability of some Chairs to Chair those Boards. She noted an apparent lack of
challenge and unwillingness to challenge their peers. She also noted that
arrangements are now in place for the LA, police and health to all have equal
representation. The Clinical Accountable Officer confirmed that the St Helens
LSCB is now a partnership board and still working on the arrangements which will
be submitted to the People’s Board for approval. She reported on the move
towards the use of ‘signs of safety’ in St Helens and that all members of the
Partnership Board will undergo the training. It was proposed that the Governing
Body also undergo the training as part of the planned Safeguarding session which AD/LE
was agreed.
The NHS St Helens CCG Governing Body:• Noted the report
3.

Communications, Engagement and Involvement Mid Year Update Report
The Associate Director; Corporate Governance, presented the Communications
and Engagement Plan, six month update report (April-October 2018). The purpose
of the report was to provide a summary of communications and engagement
activity in the period 1st April to 30th September 2018 and outline plans for the next
6 months.
The Associate Director; Corporate Governance, provided an overview of the report
including assurance to the Governing Body that the CCG’s legal duty to involve the
public in their business. She reported on the success of the Talkfest events and
the priorities for the Team for the next 6 months.
The Chair praised the Associate Director on her Team’s performance and
innovation.
The NHS St Helens CCG Governing Body:• Noted the report

PB181112

COMMISSIONING
Delegation to NHS Liverpool CCG for functions relating to Excess Treatment
Costs arising from Non Commercial Interventional Research
The Clinical Accountable Officer presented a letter from the Director for Innovation
and Life Sciences, NHSE, regarding the CCG delegation of commissioning function
for a new model for management of Excess Treatment Costs. The purpose of the
letter was to:-
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•

•
•

inform the CCG of progress against NHS England and NIHR’s commitment
to management Excess Treatment Costs (ETCs) better following the
publications of “12 Actions to support and apply research in the NHS” as
agreed by the NHS England Public Board in November 2017.
Request the CCG to delegate its commissioning functions relating to ETCs
to NHS Liverpool CCG as Lead CCG for ETCs for the North West Coast
LCRN region
Notify the CCG of the commissioning policy that will be implemented for the
reimbursement of ETCs related to CCG commissioned services

The Clinical Accountable Officer explained the origins of Excess Treatment Costs
and her approval of Liverpool CCG becoming the lead CCG to exercise functions
relating to Excess Treatment Costs on behalf of St Helens.
The NHS St Helens CCG Governing Body:• Approved the report
PB181113

ANY OTHER BUSINESS
Reflection:The Governing Body agreed that a difference had been made to local people in
relation to:•
•
•
•
•

the support of the Improvement Plan
the actions taken following the Ofsted inspection
the appointment of a lead provider for Excess Treatment Costs
the communications and engagement activity and innovative ways the CCG
listen to the public
the patient story and evidence that the new service is working well

There was no other business.
DATE OF NEXT MEETING
The next meeting of the Governing Body will be held on Wednesday, 9th
January 2019 at 10.00 am in Conference Room A, St Helens Chamber.
Minutes Ratified as Accurate Record
Name: Geoffrey Appleton

Signature:
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Date:

ACTION POINTS FROM CCG GOVERNING BODY MEETING HELD ON 14.11.18
Action
Number
54.

Due From:

Action Required:

Completed:

12th Sept 2018
Deferred to a future
meeting

Closed

12th Sept 2018
Deferred to 14.11.18

Closed

PB180608(4) Governance
Tony Foy

Annual Audit Committee Report
The next Audit Committee review report to be presented to the next
Governing Body meeting in Sept 2018.
PB180611 Quality

56.
Lisa Ellis

Safeguarding and SEND Inspections Outcomes
The Wood reforms to be presented to a future meeting.

Lisa Ellis/Angela Delea

A Safeguarding Session be arranged for the Governing Body.

12th Sept 2018
Deferred to 09.01.19

PB180905 Clinical Accountable Officers Report

57.

58.

Required by:

Karen Leverett/Paul
Steele
Karen Edwardson

59.

New extended access arrangements to be communicated to the public

14th November 2018

Closed

14th November 2018

Closed

14th November 2018

Closed

PB180907(a) Key issues of Quality and Performance Committee
The risk associated with non-medical prescribers to be discussed at the
next Quality Committee
PB180908 Governance
Governing Body Assurance Framework (GBAF)

Angela Delea

The reduction in risk 5.3 associated with effective Primary Care
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engagement and support be communicated to the GP Members.
Angela Delea/Lisa Ellis

The risk associated with the national initiative for extended access to
primary care to be listed as a separate risk. To be discussed with the
Primary Care Team.
PB180909 Finance

14th November 2018

Closed

Cathy Edge

A meeting to be arranged with the Chair, Clinical Accountable Officer and
Chair and Chief Executive of STHKT to discuss a single St Helens budget.

14th November 2018

Closed

Cathy Edge

A Board to Board meeting be arranged with STHKT.
PB180910 Performance

14th November 2018

Closed

Kerry Ingham

Further work to be undertaken with the Trust to explore the maternity
choice (IAF Assessment)

14th November 2018

Closed

Val Davies

Joint working on the IAF indicators to be promoted at the Trust.
PB180911 Quality

14th November 2018

Closed

Lisa Ellis/
Karen Edwardson

Transforming Care - An anonymous synopsis of the 12 patients detained
to be presented to the next private Governing Body meeting.

14th November 2018

Closed

Lisa Ellis/
Karen Edwardson

Workforce - Recruitment Agencies to be approached regarding the
promotion of St Helens to their candidates
PB1811006 Strategy

14th November 2018
Deferred to 09.01.19

Lisa Ellis

Improvement Plan 18/19 Progress Report - clarity on the percentage of
obstetricians accessing training, increases in learning difficulties and
access to specialist services to be clarified at the next Clinical Quality and
Performance Group (CQPG).

9th January 2019

60.

61.

62.

63.
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PB181107(1) Key issues of the Quality and Performance Committee

64.
Angela Delea

AD to ensure that all the CCG Committees are challenging effectively.

9th January 2019

PB181107(9) Key issues of the Executive Leadership Team

65.
Angela Delea

AD to circulate the revised committee structures for formal approval by
the Governing Body

9th January 2019

PB181111 Quality

66.
Angela Delea/Lisa Ellis

The Wood Report - the Governing Body to undergo ‘signs of safety’
training at the planned Safeguarding Session.
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9th January 2019
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NHS St Helens CCG Extra-Ordinary Governing Body Part I
Minutes of the
Meeting held on Wednesday, 12th December 2018 at 9.30 am in
Conference Room A, St Helens Chamber
Members Present
Geoffrey Appleton
Lisa Ellis
Rachel Cleal
Dr Mike Ejuoneatse
Dr Omar Shaikh
Dr Paul Rose
Dr Hilary Flett
Sue Forster
James Catania
Iain Stoddart
Mark Weights
In Attendance
Angela Delea
Minute-taker
Cathy Edge
Agenda
Item
PB181201

Initials
GA
LE
RC
ME
OS
PR
HF
SF
JC
IS
MW

Role
Lay Chair, St Helens CCG
Chief Nurse
Deputy Strategic Director/Deputy Accountable Officer
GP Governing Body Member
GP Governing Body Member
GP Governing Body Member
GP Governing Body Member
Director of Public Health
Secondary Care Consultant
Chief Finance Officer
Lay Member, Patient and Public Involvement

AD

Associate Director; Corporate Governance

CE

PA to the Chair
Action

INTRODUCTION & WELCOME
The Chair welcomed the attendees to the meeting.
APOLOGIES
Apologies received from:
Prof Sarah O’Brien, Clinical Accountable Officer, St Helens CCG
Val Davies, NED, St Helens and Knowsley NHS Trust
The Chair declared the meeting quorate.

PB181202

DECLARATIONS OF INTEREST
The Chair reminded committee members of their obligation to declare any interest
they may have on any issues arising at committee meetings which might conflict
with the business of the CCG.
There were no conflicts of interest.

PB181203

COMMISSIONING
Criteria Based Clinical Commissioning
The GP Governing Body Member, HF, presented the Phase 3 Criteria Based
Clinical Treatment (CBCT) Policy review. The purpose of the report was to seek
the Governing Body’s permission for the CCG to begin pre-consultation
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engagement with the public with the draft updated suite 3 policies.
updated policies will be shared with the public as part of the process.

The draft

The GP Governing Body Member, HF, informed the Governing Body that the CBCT
policy (formerly procedures of local clinical priority policy) review was underway
with work now at suite 3. The work is being led by Midlands and Lancashire CSU
and includes neighbouring CCGs, Halton, Warrington, Southport and Formby,
South Sefton and Liverpool. The Policies included in suite 3 were as follows:1.
2.
3.
4.
5.
6.
7.
8.
9.

Treatments for Dupuytrens Disease
Botulinum Toxin A & B
Policy for Prostatism/Lower Urinary Symptoms in Men
Secondary Care Administered Steroid Peripheral Joint Injections
Cough Assist Devices
Continuous Glucose Monitoring
Insulin pumps
Transanal irrigation (TAI)
Assisted conception policy (15/16)

She reported that the revisions made to the policies had been presented to Quality
Committee on 5th December 2018 with amendments as shown within the
attachments. The Chief Nurse reported that there were further amendments to the
assisted conception policy but nothing that would change the fundamental elements
of the policy. The GP Governing Body Member, HF, confirmed that significant
clinical engagement had been undertaken throughout the phases across all the
CCGs listed and that the CCGs were now requesting permission to move to public
engagement, the polices being in line with NICE guidance. The Chief Nurse
confirmed that the policies had been through Quality Committee and confirmed the
robustness of the process, however, she noted that the policies were yet to have
quality impact assessments undertaken.
The Secondary Care Consultant queried the number of patients affected by the
policies, in particular the continuous glucose monitoring, and the GP Governing
Body Member, HF, confirmed that the spend at the acute trust was in the region of
£4.5 million.
The responsibility of applying the policies within secondary and primary care were
considered and it was agreed that every clinician should take responsibility for
these. It was suggested that a piece of work should be undertaken to ensure
understanding within the whole system.
The Lay Member, Audit, Governance and Finance, requested that the reasoning
behind the requirement within the assisted conception policy for both parents in
relation to smoking, drugs and alcohol be set out clearly for the public.
The Governing Body agreed that the CCG should begin pre-consultation
engagement on the suite 3 policies. The Chair requested that the responses to the
engagement be reported back to the Governing Body.
NHS ST Helens CCG Governing Body:
• Agreed the next steps
PB181204

ANY OTHER BUSINESS
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There was no other business.
PB181205

DATE OF NEXT MEETING
The next meeting of the NHS St Helens CCG Governing Body will be held on
Wednesday, 9th January 2019 at 10.00 am in Conference Room A, St Helens
Chamber.

Minutes Ratified as Accurate Record
Name:

Signature:
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Date:
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Report to Governing Body
16th January 2019
Date of meeting:
Prof Sarah O’Brien
Governing Body Member Lead:
Clinical Accountable Officer
Accountable Director:

Clinical Accountable Officer Report
Report title:
Item for: Decision

Assurance

Information

X

(Please insert X as appropriate)

This report supports the following CCG Strategic Objectives. Please insert ‘x’
as appropriate.
Strategic
Objectives

Governance
and Risk

1.
2.
3.
4.

To deliver financial sustainability
To deliver improvements through system redesign and in priority areas.
To deliver improved outcomes for patients
To develop primary care capacity and capability as system leaders

x
x
x
x

Does this report provide assurance against any of the risks identified in the Assurance
Framework? (please specify)
N/A

Is this report required under NHS guidance or for statutory purpose? (please specify)
No
Purpose of this paper
The purpose of this paper is for the Clinical Accountable Officer to inform and update Governing Body
on the key strategic areas of work for the CCG since the last report.
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Further explanatory information required:

Does this paper link to any of the
10 key themes of the CCG’s
Improvement Plan. If yes, please
specify.

How will this benefit the health and
wellbeing of St Helens residents or
the Clinical Commissioning
Group?

Please describe any possible
Conflicts of Interest associated
with this paper.

Please identify any current
services or roles that may be
affected by issues within this
paper.

What risks may arise as a result of
this paper? How can they be
mitigated?

It provides a general update on progress with the whole
improvement Plan

N/A the paper is an information update only

No conflicts of interest

N/A the paper is an information update only

N/A the paper is an information update only
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Clinical Accountable Officer Update to Governing Body (January 2019)
The purpose of this report is to inform and update the Governing Body on the key areas of strategic
work since the September Governing Body meeting.
NHS St Helens CCG
1. Financial Position – The financial challenge for 2019 is significant and much this will be
covered in the financial report that is on the Governing Body agenda today. Additionally,
operational plans for 2019/20 have to be submitted in draft form by 14th January and teams
in the CCG and providers are working hard on this. We are still waiting for the publication of
the new NHS 10 year plan (expected during 1st 3 weeks of January) and we will need to
produce a 5 year plan on the back of this.
2. Primary Care – Risk and pressures remain across all practices, extended access is now
fully up and running and we will be able to evaluate in next few months the impact of this on
practices, the public and the overall system. It is clear that over the next year practices will
need to further embed working together as ‘networks’ and the Primary Care Team are
working hard to support practices to form effective networks.
3. Urgent Care – NHSE are monitoring all systems very closely in terms of winter pressures
and detailed plans have been submitted and weekly calls with NHSE are in place. AED was
under significant pressure during Christmas week and we anticipate this to continue during
January but the whole system in St Helens is working together to try and maintain
appropriate discharge from hospital and to encourage the public to use alternatives to AED
where appropriate. The Walk in Centre has now been designated an Urgent Care
Treatment Centre in line with national directive and it is hoped that the presence of a GP
here plus extended access will help to ease the demand on the acute hospital over the next
few months.
4. EU Exit Preparations - The CCG has appointed the Chief Nurse as our SRO and we are
currently working through the guidance received from NHSE and NHSI regarding the EU
Exit Preparations. The Business Continuity Plan is being updated and the Chief Nurse will
provide further reports for Governing Body in due course.
Integration
1. Local Integration – Work continues to develop ‘Locality Teams’ and is progressing well.
Contact Cares has been shortlisted for a national award and the impact of St Helens Cares
initiatives is starting to become evident in terms of urgent care activity, discharge from
hospital, falls and Intermediate Care.
2. Lead Provider – Collaborative working on this has been very effective culminating in the
MOU that has come to Governing Body for approval today and will go to each provider
Board this month. This is a significant achievement for St Helens Cares.
Cheshire and Mersey Wide

1. Cheshire & Mersey Health and Care Partnership –

There is still no formal
announcements about the Chair or Executive Lead of the Cheshire and Mersey Health Care
Partnership. The new Regional Directors for NHSE/I have now been announced but the
rest of the restructure for NHSE/I is not yet clear. The HCP are continuing to work towards
being established as an ICS and as a CCG our 1 and 5 year operational plans will be
submitted to the HCP and an amalgamation of all plans will form an overall Cheshire &
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Merseyside plan. Following publication of the NHS 10 year plan we can expect to have
greater clarity about the future of the HCP, commissioning and provision across Cheshire &
Merseyside.
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DOCUMENT DEVELOPMENT
Process
Public Engagement (please detail the method i.e.
survey, event, consultation)

Yes

No

Not
Comments & Date
applicable (i.e. presentation, verbal, actual report)
x

Clinical Engagement (please detail the method i.e.
survey, event, consultation)

x

Has ‘due regard’ been given to Equality
Analysis (EA) and any adverse impacts? (Please

x

Outcome

detail outcomes, including risks and how these will
be managed)

Legal Advice Sought

x

Presented to any other groups or committees
including Partnership Groups – Internal/External

x

(please specify in comments)

Note: Please ensure that it is clear in the comments and date column how and when particular stakeholders were involved in this work and ensure there is clarity in the outcome
column showing what the key message or decision was from that group and whether amendments were requested about a particular part of the work.
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Shared Care Record – Patient Story
A patient at Garswood GP Surgery has had the chance to find out about the St Helens Shared Care
Record and how this will benefit him as a patient and healthcare professionals – both at the surgery
and in other health and care organisations across St Helens
“I really think the Shared Care Record is important and I can see how it will make a real difference to
the care and treatment patients like myself receive.
“In 2016, prior to being diagnosed with prostate cancer, I was booked in to have a template biopsy
which had to be carried out under general anaesthetic and had my pre-op appointment and with the
necessary blood and urine samples taken at St Helens Hospital. A few days later I had a call from my
GP surgery as some antibiotics had arrived for me there. It turned out that the urine sample showed
that I had a water infection so I began taking the week long course of tablets ready to go back for my
biopsy in a few days. My GP didn’t know about it and had to ask his receptionist to spend time
making calls to chase up the information.
“On the day of the operation I was ready in a gown and told the consultant casually as an aside that
I’d been put on a course of antibiotics for the infection. He had to immediately cancel the planned
biopsy. He hadn’t known about this and couldn’t operate under those circumstances.
If the Shared Care Record had been in use then, my GP surgery would have been able to see what
the medication that arrived was for and my consultant surgeon wouldn’t have wasted both our
times as he would have been able to see in advance that he couldn’t operate and someone else
could have been treated in my slot instead. If I hadn’t happened to mention it in passing, who
knows if it had been dangerous and could have led to other problems?
Just this simple medication story makes it clear that the Shared Care Record has clear advantages. A
receptionist won’t have to chase letters or information as it will be all on screen in my shared notes.
A surgeon won’t operate on a patient with an infection he’s not aware of and that slot on his list
won’t go to waste and patients won’t go through unnecessary stress and worry of a cancelled
operation and have assurance that all doctors can see all their health and medication notes and can
make an informed treatment decision.
I feel really reassured that this is going to make a massive difference to not only patients, making
their care and treatment safer and a better experience, but I can see real benefits for my GP, his
practice staff, staff at the hospital and people working in social care – who will get to see the whole
picture of a patient. Especially if someone comes into A&E and is unable to speak to the staff.
Health and care professional sharing data too in this way doesn’t worry me as I can see the reasons
behind it – in fact I see it as a massive plus – and that social workers can talk to health care workers
and vice versa about a person without worrying.
I’ll certainly be giving reassurance to the patients in my Practice that the Shared Care Record is a
great system, well thought through and will make a real difference to patients and health and care
professionals here.
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Report to NHS St Helens CCG
Governing Body
16th January 2019

Date of meeting:
Governing Body Member Lead:
Accountable Director:

St Helens Cares Provider Collaboration Agreement

Report title:
Item for:

Professor Sarah O’Brien, Clinical Accountable Officer /
Strategic Director People’s Services
Professor Sarah O’Brien, Clinical Accountable Officer /
Strategic Director People’s Services

Decision

X

Assurance

X

Information

(Please insert X as appropriate)

This report supports the following CCG Strategic Objectives.

Strategic
Objectives

1.
2.
3.
4.
5.

To deliver financial stability
To integrate health within the place of St Helens through system redesign
To deliver improved outcomes for people
To be recognised as good system leaders
To support and transform primary care to be a system leader in St Helens

X
X
X
X
X

Does this report provide assurance against any of the risks identified in the
Assurance Framework?
1.2 Excessive demand not being managed
2.1 Failure to deliver transformational initiatives as specified in Improvement
Plan

Governance
and Risk

3.2 Lack of appropriate and/or effective arrangements in place to secure patient
and public involvement in the planning, development and delivery of health and
social care services
4.3 Failure to have the capability and capacity to meet needs of system
leadership
5.3 Without effective Primary Care engagement and support St Helens will
compromise its ability to deliver the St Helens Cares strategy
What level of assurance does it provide? Limited/Reasonable/Significant
Is this report required under NHS guidance or for statutory purpose? (please
specify)
n/a
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1.

SUMMARY

This Paper sets out the proposed arrangements for the development of a “Provider System
Lead” approach in St Helens, underpinned by a governance structure and a Collaboration
Agreement between NHS St Helens CCG, St Helens Council, St Helens & Knowsley
Teaching Hospitals NHS Trust, North West Boroughs Healthcare NHS Foundation Trust
and Bridgewater Community NHS Foundation Trust.
The aim of the arrangements is to bring together the key health and social care
commissioners and providers in St Helens to develop and deliver sustainable, quality,
health, care and support to the population of St Helens within the context of cost and
demand challenges. The arrangements seek to implement changes to the way in which
system partners work together and with citizens in order to create a place-based approach
to health, care and support to foster a culture of independent, resilience and self-care.
The Collaboration Agreement sets out an initial governance framework for the “Provider
System Lead” arrangements, with St Helens & Knowsley Teaching Hospitals NHS Trust
identified as the provider system lead. The objectives of the Agreement include the
development of the model including the role of the provider system lead over the next 12 –
15 months focusing initially on four “Key Priority Areas”.
The following documents are attached to this paper for consideration by the Governing
Body:
i.

Draft Collaboration Agreement

ii.

Diagram of proposed governance arrangements

iii.

Draft Terms of Reference for:
a. St Helens Cares Provider Board
b. St Helens Cares Finance & Contracting Group
c. St Helens Cares Stakeholder Reference Forum

iv.
2.

Draft amended Terms of Reference for the St Helens Cares Executive Board
PURPOSE

This paper has been prepared to support the St Helens Cares Collaboration Agreement
that is being considered for agreement by the key partners who constitute the
commissioners and NHS Trust providers of health and social care services in St Helens.
The attached paper is being considered and approved by the Governing Body of NHS St
Helens Clinical Commissioning Group, the Cabinet of St Helens Council, the Trust Boards
of the three NHS provider Trusts operating within St Helens, namely, North West Boroughs
Healthcare NHS Foundation Trust, Bridgewater Community NHS Foundation Trust and St
Helens and Knowsley Teaching Hospitals NHS Trust.
The attached collaboration agreement has been developed by partners with the support of
Hill Dickinson LLP.
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3.

ST HELENS CARES – THE LOCAL CARE SYSTEM FOR ST HELENS

St Helens Cares brings together key partners across the Borough of St Helens to develop
and deliver sustainable, quality health, care, support and community services to the
population of St Helens.
In the ‘St Helens People’s Plan’, the People’s Board signified their intention to work
together as a partnership to bring together the statutory functions of the Health and
Wellbeing Board and the Community Safety Partnership.
This new partnership agreed a new and ambitious shared vision of “Improving the lives of
people in St Helens together by tackling the challenge of cost and demand”
A key enabler to the delivery of this ambitious vision is the establishment of St Helens
Cares, a Local Care Management System for St Helens, in conjunction with other closely
aligned major transformational strategies overseen by the People's Board.
The St Helens Cares model acknowledges that, in order to achieve sustained improvement
in population outcomes whilst also achieving system financial balance, significant change
is required in the relationship between system partners to create a place-based health,
care and community model, and between services and citizens to foster a culture of
independence, resilience and self-care.
The Local care system, St Helens Cares, will bring together all local service providers, who
will, over time, become jointly responsible for the quality and costs of care for local people,
working together within agreed budgets as far as permissible within existing legal
frameworks.

4.

PROGRESS TO DATE

The St Helens Peoples Board has agreed that a ‘provider system lead’ approach should be
developed within the Borough. St Helens and Knowsley Teaching Hospitals NHS Trust
have been identified as the provider system lead.
The Collaboration Agreement recognises the progress to date of St Helens Cares and sets
out the initial governance framework for the provider system lead arrangements (including
terms of reference). The Agreement further recognises that although a provider system
lead has been identified in principle, there is still work to do to agree the underpinning
contractual and financial principles to support any lead provider contractual model in the
future.
The Agreement is therefore the first step towards developing the provider system lead
approach and focuses initially on the four key priority areas of frailty; respiratory; children’s
mental health; and community mental health (crisis support). This first phase of
development will take place over the next 12 months, with the initial term of the Agreement
expiring on 31 March 2020 (subject to extension).
The Agreement itself is based on a Memorandum of Understanding (MOU) type approach,
and provides an overarching arrangement. It is designed to work alongside existing
services contracts and arrangements for the delivery of non-NHS care, support and
community services via the Council. It is important to note that the Agreement does not
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vary or supersede in any way existing services contracts between the commissioners and
providers who are parties to the Agreement.
The St Helens Cares governance structure has been refreshed as part of the development
of the Collaboration Agreement.
In addition to the already existing People’s Board (formerly Health and Wellbeing Board),
St Helens Cares Executive Board (which brings together key senior leaders from St Helens
to drive the St Helens Cares agenda) and the Operational Planning & Delivery Group
(which supports the St Helens Cares Executive Board) it is proposed that the following will
be established:
•

A Provider Board which will bring together Executive and senior clinical
representatives from the three NHS providers in St Helens who are parties to the
Agreement, together with attendance from representatives of primary care and the
voluntary sector services. The Provider Board will be able to establish working
groups with representation from clinicians and others to focus on the four key priority
areas (initially).

•

A Stakeholder Reference Forum which will build and sustain meaningful
engagement with a broad range of stakeholders including service users, the public,
volunteers, carers and voluntary organisations and provide feedback to the Provider
Board and the Executive Board on proposals for change.

•

A Finance and Contracting Group, which will develop potential financial and
contracting structures to underpin future Lead Provider models of care for St Helens,
reporting to the Executive Board.

The details of these initial governance arrangements are contained within the Agreement
and the terms of reference.
The terms of reference for the St Helens Cares Executive Board have been revised (in
draft) to reflect these developments and are expected to be approved at the next meeting
of the St Helens People’s Board. The draft amended terms of reference are included within
the papers for reference.

5.

NEXT STEPS

Following endorsement and agreement to the Collaboration Agreement partners in St
Helens will work towards:
•

Agreeing the detail of the provider system lead role and how this model might
operate within St Helens;

•

Embedding the new governance arrangements and reviewing their impact;

•

Developing the contractual and financial underpinning structures required to support
a lead provider model for the Borough;
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•

6.

Developing plans for the transformation of services in the four priority areas, to
increase collaboration and improve the quality of care for service users.
RECOMMENDATION

The Governing Body is asked to:
1. Note the progress made to date by the CCG and its partners in establishing the St
Helen Cares local care partnership;
2. Note the development of the Collaboration Agreement, which sets out the values,
principles and shared ambition of the CCG and its partners and their respective
roles and responsibilities, and the “provider system lead” structure proposed;
3. Note the proposed framework for the governance of St Helens Cares, which has
been developed alongside the preparation of the proposed Collaboration
Agreement;
4. Note the proposed governance structure and establishment, under the St Helens
Cares governance arrangements, of the Provider Board, the Finance and
Contracting Group and Stakeholder Reference Forum;
5. Note the proposed Terms of Reference for the governance groups (including the
draft amended Terms of Reference for the St Helens Cares Executive Board which
are to be agreed by the St Helens Peoples Board);
6. Note the Operational Planning and Integrated Delivery Group, which does not form
part of the St Helens Cares governance structure but which will report to the
Executive Board and link to the Finance and Contracting Working Group, and which
will provide financial modelling information to it as required, and engage with the
Stakeholder Reference Forum in respect of its transformational priorities;
7. Approve the terms of the Collaboration Agreement annexed to this report and agree
to delegate authority to the Clinical Accountable Officer to agree any necessary,
inconsequential amendments to the final version, and to enter into the Collaboration
Agreement on behalf of the CCG; and
Note that the Governing Body will receive updates on progress with the St Helens Cares
provider system lead arrangements regularly and no less than once every 6 months.
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ST HELENS CARES COLLABORATION AGREEMENT

DATE

2019

1. NHS ST HELENS CLINICAL COMMISSIONING GROUP
2. ST HELENS BOROUGH COUNCIL
3. ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST
4. NORTH WEST BOROUGHS HEALTHCARE NHS FOUNDATION TRUST
5. BRIDGEWATER COMMUNITY HEALTHCARE NHS FOUNDATION TRUST

COLLABORATION AGREEMENT FOR ST HELENS CARES

© Hill Dickinson LLP 2019
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ST HELENS CARES COLLABORATION AGREEMENT

Overarching Note – Collaboration Agreement for St Helens Cares
This Agreement provides an overarching framework for the development of a population,
outcomes based approach to integrated health and social care in St Helens, known as ‘St
Helens Cares’. The arrangements set out are intended to further strengthen relationships
between the Parties, all of whom are commissioners or providers of health and care services in
St Helens, for the benefit of the St Helens population.
The Parties intend the arrangements to allow for the establishment and development over time
of a ‘System Lead’ integrated approach, together with the further development of an outcomes
framework for St Helens Cares. This Agreement sets out the Parties’ approach to the first
phase of development, during which the Parties will collaborate to further develop the St Helens
Cares model. Initially, this Agreement will cover the agreed first phase Key Priority Areas and
such other priority areas / services as may be agreed by the Parties from time to time.
This Agreement is based on a Memorandum of Understanding (MOU) approach, and provides
an overarching arrangement. It is designed to work alongside existing NHS Standard Contracts
(commonly the Services Contract) and arrangements for the delivery of non-NHS care, support
and community services via the Council to the extent such services are within the scope of the
Agreement. The Agreement is only intended to be legally binding for specific elements, which
are identified, such as confidentiality and intellectual property.
The intention is that the Parties will work together under the governance framework set out in
this Agreement to develop the St Helens Cares approach to ultimately include requirements in
relation to outcomes, risk/gain share, financial and contract management and regulatory
requirements, together with a clear role for the ‘Provider System Lead’ organisation (St Helens
& Knowsley Teaching Hospitals NHS Trust) (referred to as Phase 2). Schedule 4 includes a
diagram illustrating the governance arrangements for St Helens Cares as at the
Commencement Date. The ultimate ‘System Lead’ approach that the Parties are working
towards through this Agreement is illustrated in Figure 1 below. The Parties will review
progress made and the terms of this Agreement at six monthly intervals from the
Commencement Date and may agree to either vary the Agreement to reflect developments or
enter into a new agreement in respect of Phase 2.
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FIGURE 1 - ST HELENS CARES – ILLUSTRATION OF POTENTIAL SYSTEM LEAD
STRUCTURE
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DATE:

2019

This Collaboration Agreement (the Agreement) is made between:
1.

NHS ST HELENS CLINICAL COMMISSIONING GROUP of The Gamble Building,
Victoria Square, St Helens WA10 1HP (the “CCG”);

2.

ST HELENS BOROUGH COUNCIL of Town Hall, Victoria Square, St Helens WA10
1HP (the “Council”);

3.

ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST of Whiston
Hospital, Warrington Road, Prescot, Merseyside L35 5DR (“STHK”);

4.

NORTH WEST BOROUGHS HEALTHCARE NHS FOUNDATION TRUST of Hollins
Park House, Hollins Lane, Winwick, Warrington WA2 8WA (“NWB”);

5.

BRIDGEWATER COMMUNITY HEALTHCARE NHS FOUNDATION TRUST of 17
Smithy Brook Rd, Wigan WN3 6PR (“BCH”); and

together referred to in this Agreement as the “Parties”.

The CCG and the Council (in its role as commissioner of social care and public health services)
are together referred to in this Agreement as the “Commissioners”.
STHK, NWB, BCH and the Council (in its role as provider of social care services, whether
directly or through contracting arrangements with third party providers) are together referred to
in this Agreement as the “Providers”.
RECITALS
a) The NHS Five Year Forward View (the “Forward View”) set out a clear goal that “the NHS
will take decisive steps to break down the barriers in how care is provided between family
doctors and hospitals, between physical and mental health, between health and social
care”.
b) This Agreement set out the values, principles and shared ambition of the Parties in
supporting work towards the transformation and better integration of health and care
services for the people of St Helens. In entering into and performing their obligations under
this Agreement, the Parties are working towards the development and ultimate
implementation of a population health management approach for St Helens through a
‘system lead’ structure, with STHK taking a lead role in coordinating the ‘system’ response.
© Hill Dickinson LLP 2019

1

ST HELENS CARES COLLABORATION AGREEMENT

c) The Commissioners are the statutory bodies responsible for planning, organising and
buying social care, NHS-funded healthcare, support and community services for people
who live in St Helens.
d) The Providers (including the Council in its provider role) are together providers of social
care, NHS funded healthcare services, community and support services to the population of
St Helens.
e) The Parties acknowledge that the Council has a dual role within the St Helens health and
care system as both a commissioner of social care and public health services but also as a
provider of social care services either through direct delivery or through contracts with third
party providers. In its role as commissioner of social care services the Council shall work in
conjunction with the CCG and in its role as a provider of social care services the Council
shall work in conjunction with the Providers. The Council recognises the need to and will
ensure that any potential conflicts of interest arising from its dual role are appropriately
identified and managed.
f)

This Agreement sets out the St Helens Cares collaboration and planning for the health and
care system whilst the Providers will also collaborate (through either existing collaborative
arrangements between some or all of them and/or an organisational form/contract to be
agreed between them) to improve the delivery of the Services, improve the Outcomes and
remove duplication.

g) This Agreement is an overarching agreement setting out how the Parties will work together
in a collaborative and integrated way in respect of the Key Priority Areas from the
Commencement Date in accordance with the Principles. The Parties have committed to
collaborate in respect of four initial Key Priority Areas through which they will work together
in accordance with the Principles to achieve the Objectives. The initial Key Priority Areas
are:
a.
b.
c.
d.

Frailty;
Respiratory;
Children’s Mental Health;
Community Mental Health (Crisis Support).

h) The intention is that the Parties will evolve the arrangements for St Helens Cares as set out
in this Agreement in phases, including developing and implementing the role of the Provider
System Lead (STHK). Further Key Priority Areas will be added by agreement of the Parties
as required to further the collaborative work of the Parties for the benefit of the St Helens
population.
i)

This Agreement is intended to work alongside:
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a. the St Helens Cares Clinical and Support Strategy;
b. the Services Contracts between the CCG and the Providers and between the
Council and the Providers; and
c. the Section 75 Agreement between the CCG and the Council.
IT IS AGREED AS FOLLOWS:
1.

DEFINITIONS AND INTERPRETATION

1.1

In this Agreement, capitalised words and expressions shall have the meanings given to
them in Schedule 1.

1.2

In this Agreement, unless the context requires otherwise, the following rules of
construction shall apply:
1.2.1 a person includes a natural person, corporate or unincorporated body (whether
or not having separate legal personality);
1.2.2 unless the context otherwise requires, words in the singular shall include the
plural and in the plural shall include the singular;
1.2.3 a reference to a “Provider” or a “Commissioner” or any Party includes its
personal representatives, successors or permitted assigns;
1.2.4 a reference to a statute or statutory provision is a reference to such statute or
provision as amended or re-enacted. A reference to a statute or statutory
provision includes any subordinate legislation made under that statute or
statutory provision, as amended or re-enacted; and
1.2.5 any phrase introduced by the terms “including”, “include”, “in particular” or
any similar expression shall be construed as illustrative and shall not limit the
sense of the words preceding those terms.

2.

STATUS AND PURPOSE OF THIS AGREEMENT

2.1

The Parties have agreed to work together to develop the St Helens Cares provider
system lead arrangements in order to establish an improved financial, governance and
contractual framework for delivering integrated health, support and community care to
develop and ultimately deliver improved health and care outcomes for the Population.

2.2

This Agreement sets out the key terms that the Parties have agreed.

2.3

The Parties have agreed in principle that STHK will act as the Provider System Lead for
St Helens Cares in accordance with Schedule 3. The role of the Provider System Lead
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will be further developed and agreed by all Parties in accordance with Clause 10.4 and
Schedule 3 during the Initial Term.
2.4

Notwithstanding the good faith consideration that each Party has afforded the terms set
out in this Agreement, the Parties agree that save as provided in Clause 2.5 below this
Agreement shall not be legally binding. The Parties each enter into this Agreement
intending to honour all of their respective obligations.

2.5

This Clause 2.5, Clauses 9 (Transparency), 16 (Liability), 18 (Confidentiality and FOIA),
19 (Intellectual Property), 20.4 (Counterparts) and 20.5 (Governing Law and
Jurisdiction) shall come into force from the date hereof and shall give rise to legally
binding commitments between the Parties.

2.6

Each of the Providers has one or more individual Services Contracts (or where
appropriate combined Services Contracts) with the CCG or the Council. This
Agreement will work alongside these Services Contracts and the Section 75 Agreement
as appropriate.

2.7

Each of the Commissioners and the Providers agree to work together in a collaborative
and integrated way on a Best for St Helens basis and the Services Contracts set out
how the Providers provide Services to the Population. This Agreement is not intended
to conflict with or take precedence over the terms of the Services Contracts unless
expressly agreed by the Parties.

3.

ACTIONS TO BE TAKEN ON OR POST THE COMMENCEMENT DATE
Each Party acknowledges and confirms that as at the date of this Agreement, it has
obtained all necessary authorisations to enter into this Agreement.

4.

DURATION

4.1

This Agreement shall take effect on the Commencement Date and will continue for the
Initial Term, unless and until terminated in accordance with the terms of this Agreement.

4.2

At the expiry of the Initial Term this Agreement shall expire automatically without notice
unless, no later than 3 months before the end of the Initial Term, the Parties agree in
writing that the term of the Agreement shall be extended for a further term to be agreed
between the Parties (the “Extended Term”).

SECTION A: OBJECTIVES AND PRINCIPLES
5.

THE OBJECTIVES FOR ST HELENS CARES

5.1

The Objectives agreed by the Parties for St Helens Cares are intended to deliver
sustainable, effective and efficient health and care, support and community services
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with significant improvements underpinned by collaborative working. The Parties have
agreed to work together and to perform their duties under this Agreement in order to
achieve the following Objectives:
5.1.1 to develop a way of working which provides sustainable, quality health, care,
support, and community services to the Population;
5.1.2 to establish and operate collaborative governance arrangements in respect of St
Helens Cares and, initially, the Key Priority Areas;
5.1.3 to develop an Outcomes framework for the Key Priority Areas and an
implementation plan in respect of these Outcomes;
5.1.4 to develop the role of STHK as the Provider System Lead; and
5.1.5 to consider and work towards developing payment systems for services across
St Helens to develop and ultimately achieve the Outcomes.
5.2

The Parties acknowledge that they will have to make decisions together in order for the
St Helens Cares arrangements to work effectively. The Parties agree that they will work
together and make decisions on a Best for St Helens basis in order to achieve the
Objectives and the Outcomes, save for the Reserved Matters listed at Clause 8. The
Parties acknowledge that STHK, NWB and BCH also provide services in areas outside
of St Helens which they may need to take into account when taking decisions in respect
of St Helens in the context of this Agreement.

6.

THE PRINCIPLES FOR ST HELENS CARES

6.1

The Principles underpin the delivery of the Parties’ obligations under this Agreement
and set out key factors for a successful relationship between the Parties.

6.2

The Parties acknowledge and confirm that the successful development and delivery of
the Objectives and, ultimately, the Outcomes will depend on the Providers' ability to
effectively co-ordinate and combine their expertise and resources in order to deliver an
integrated approach to the development of the Key Priority Areas (together with the
Council as a Provider) under this Agreement in conjunction with the CCG and Council
(as a Commissioner).

6.3

The Principles are that the Parties will work together in good faith and, unless the
provisions in this Agreement state otherwise, the Parties will:
6.3.1 genuinely collaborate with honesty, trust and understanding in working towards
the success of St Helens Cares;
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6.3.2 work together to develop over time and adopt, where appropriate and
reasonable, mechanisms for collective ownership of risk and reward, including
identifying, managing and mitigating specific risks and the implementation of an
outcomes framework in respect of their performance of the obligations under
Service Contracts;
6.3.3 achieve continuous, measurable and measured improvement in Outcomes.
Agree improvements which are specific, challenging, add value and eliminate
waste; and
6.3.4 always demonstrate that the best interests of people resident within St Helens
are at the heart of the activities which they undertake under this Agreement and
the Services Contracts and not organisational interests, and engage effectively
with the Population,
(together these are the “Principles”).
6.4

The Parties acknowledge that STHK, NWB and BCH also provide services in areas
outside of St Helens which they may need to take into account when seeking to act in
accordance with the Principles.

7.

PROBLEM RESOLUTION AND ESCALATION

7.1

The Providers and the Commissioners agree to adopt a systematic approach to
problem resolution which recognises the Objectives and the Principles set out in
Clauses 5 and 6 above and which:
7.1.1 seeks solutions without apportioning blame;
7.1.2 is based on mutually beneficial outcomes;
7.1.3 treats Providers and the Commissioners as equal parties in the dispute
resolution process; and
7.1.4 contains a mutual acceptance that adversarial attitudes waste time and money.

7.2

If a problem, issue, concern or complaint comes to the attention of a Party in relation to
the Objectives, Principles or any matter in this Agreement and is appropriate for
resolution between the Commissioners and the Providers such Party shall notify the
other Parties and the Parties each acknowledge and confirm that they shall then seek
to resolve the issue by a process of discussion within 20 Operational Days of such
matter being notified.
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7.3

Any Dispute arising between the Parties which is not resolved under Clause 7.2 above
will be resolved in accordance with Schedule 5 (Dispute Resolution Procedure).

7.4

If any Party receives any formal enquiry, complaint, claim or threat of action from a third
party (including, but not limited to, claims made by a supplier or requests for information
made under the FOIA relating to this Agreement) the receiving Party will liaise with the
other Parties as to the contents of any response before a response is issued.

SECTION B: OPERATION OF AND ROLES IN THE SYSTEM
8.

RESERVED MATTERS

8.1

The Parties acknowledge that each of the Commissioners is required to comply with
certain statutory duties as statutory commissioners and will be required to act in
accordance with their statutory duties in relation to certain matters. Consequently, the
Commissioners each reserve the matters set out in Clause 8.2 for their respective
determination as they see fit in accordance with Clause 8.3.

8.2

Each of the Commissioners shall be free to determine the following Reserved Matters:

8.3

8.4

(a)

making any decision or action where necessary to ensure compliance with their
respective statutory duties, including the powers and responsibilities conferred
on each of the Commissioners respectively by Law, its constitution or the
Section 75 Agreement; or

(b)

any matter upon which they may be required to submit to public consultation or
in relation to which they may be required to respond to or liaise with a Local
Healthwatch organisation.

The Parties agree that:
(a)

the Reserved Matters are limited to the express terms of Clause 8.2 above; and

(b)

the Executive Board may not make a final recommendation on any of the
matters set out in Clause 8.2 above, which are reserved for determination by
either Commissioner respectively.

Where determining a Reserved Matter, subject to any need for urgency because to act
otherwise would result in the relevant Commissioner breaching their statutory
obligations, the relevant Commissioner will first consult with the Executive Board in
respect of their proposed determination of a Reserved Matter in line with the Objectives
and the Principles.
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9.

TRANSPARENCY

9.1

The Parties will provide to each other all information that is reasonably required in order
to achieve the Objectives.

9.2

The Parties have responsibilities to comply with Law (including Competition Law). The
Parties will make sure that they share information, and in particular Competition
Sensitive Information, in such a way that is compliant with Competition Law and,
accordingly, the Executive Board and the Provider Board will each ensure that the
exchange of Competition Sensitive Information will be restricted to circumstances
where:
9.2.1 it is essential;
9.2.2 it is not exchanged more widely than necessary;
9.2.3 it is subject to suitable non-disclosure or confidentiality agreements which
include a requirement for the recipient to destroy or return it on request or on
termination or expiry of this Agreement; and
9.2.4 it may not be used other than to achieve the Objectives in accordance with the
Principles.

9.3

Subject to compliance with Clause 9.2 above, the Parties will ensure that they provide
the Finance & Contracting Group (FCG) with financial cost resourcing, activity or other
information as may be reasonably required so that the FCG can assure the Executive
Board that the Objectives in respect of the development of outcomes and payment
systems are being met.

9.4

The Commissioners will make sure that the Provider Board and the FCG establish
appropriate information barriers between and within the Providers so as to ensure that
Competition Sensitive Information and Confidential Information are only available to
those Providers who need to see it to achieve the Objectives and for no other purpose
whatsoever so that the Parties do not breach Competition Law.

9.5

It is accepted by the Parties that the involvement of the Providers in the governance
arrangements for St Helens Cares is likely to give rise to situations where information
will be generated and made available to the Providers which could give the Providers
an unfair advantage in competitions or which may be capable of distorting such
competitions (for example, disclosure of pricing information or approach to risk may
provide one Provider with a commercial advantage over a separate Provider). Any
Provider will have the opportunity to demonstrate to the reasonable satisfaction of the
CCG and/or the Council (where acting as a commissioner) in relation to any competitive
procurements that the information it has acquired as a result of its participation in St
Helens Cares, other than as a result of a breach of this Agreement, does not preclude
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the CCG and the Council (where acting as a commissioner) from running a fair
competitive procurement in accordance with their legal obligations.
9.6

Notwithstanding Clause 9.5 above, the Commissioners may take such measures as
they consider necessary in relation to such competitive procurements in order to comply
with their obligations under Law (for example, the Public Contracts Regulations 2015
and the National Health Service (Procurement, Patient Choice and Competition) (No 2)
Regulations 2013) which may include excluding any potential bidder from the
competitive procurement in accordance with the Law governing that competitive
procurement.

10.

OBLIGATIONS AND ROLES OF THE PARTIES

Commissioners’ obligations and role
10.1

Each Commissioner will:
10.1.1 help to establish an environment that encourages collaboration between the
Providers where permissible;
10.1.2 provide clear system leadership to the Providers, clearly articulating health, care
and support outcomes for the Providers, performance standards, scope of
services and technical requirements;
10.1.3 support the Providers in developing links to other relevant services;
10.1.4 comply with their statutory duties;
10.1.5 seek to commission the services within the Key Priority Areas in an integrated,
effective and streamlined way to meet the Objectives;
10.1.6 work collaboratively with the Providers to develop the St Helens Cares approach
for the Key Priority Areas in accordance with Schedule 3 (St Helens Cares
Areas for Development); and
10.1.7 work together with the other Parties to define the role of the Provider System
Lead using the potential roles set out in Schedule 3 (St Helens Cares Areas for
Development) as a starting point.

Providers’ obligations and role
10.2

Each Provider will:
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10.2.1 act collaboratively and in good faith with each other in accordance with the Law
and Good Practice to achieve the Objectives, having at all times regard to the
best interests of the Population;
10.2.2 co-operate fully and liaise appropriately with each other Provider in order to
ensure a co-ordinated approach to promoting the quality of patient care across
the Key Priority Areas and so as to achieve continuity in the provision of services
within the Key Priority Areas that avoids inconvenience to, or risk to the health
and safety of, Service Users, employees of the Providers or members of the
public; and
10.2.3 through high performance and collaboration, unlock and generate enhanced
innovation and better outcomes and value for the Population in line with the
Objectives.
10.3

Each Provider acknowledges and confirms that:
10.3.1 it remains responsible for performing its obligations and functions for delivery of
services to the CCG and/or the Council in accordance with its Services
Contracts;
10.3.2 it will be separately and solely liable to the CCG or the Council (as applicable)
under its own Services Contracts;
10.3.3 it remains responsible for its own compliance with all relevant regulatory
requirements and remains accountable to its board/cabinet and all applicable
regulatory bodies; and
10.3.4 it will work collaboratively with the Commissioners and the other Providers to
develop the St Helens Cares approach for the Key Priority Areas in accordance
with Schedule 3 (St Helens Cares Areas for Development).
.

Provider System Lead obligations and role
10.4

The role of STHK as Provider System Lead will be developed by the Parties over the
Initial Term and may, over time, include the elements outlined in Schedule 3 (St Helens
Cares Areas for Development).

10.5

The Parties recognise that the development of the Provider System Lead role over time
may evolve ultimately to a revised contracting model which the Commissioners would
need to approve in line with their commissioning intentions and which may impact on
the Commissioners’ procurement obligations.

© Hill Dickinson LLP 2019

10

ST HELENS CARES COLLABORATION AGREEMENT

10.6

STHK will comply with the Principles in undertaking its role as Provider System Lead
during the term of this Agreement.

SECTION C: GOVERNANCE ARRANGEMENTS
11.

ST HELENS CARES GOVERNANCE

11.1

The Parties must communicate with each other and all relevant staff in a clear, direct
and timely manner. In addition to the Parties’ own Boards / Cabinet / Governing Body,
which shall remain accountable for the exercise of each of the Parties’ respective
functions, the governance structure for the St Helens Cares arrangements will
comprise:
11.1.1 the Health and Wellbeing Board for St Helens (known as the “People’s Board”);
11.1.2 the St Helens Cares Executive Board (Executive Board);
11.1.3 the St Helens Cares Provider Board (Provider Board);
11.1.4 the St Helens Cares Finance & Contracting Group (FCG); and
11.1.5 the St Helens Cares Stakeholder Reference Forum (SRF).

11.2

The diagram in Schedule 4 (Governance) sets out the governance structure and the
links between the various groups in more detail.

St Helens Cares People’s Board
11.3

The St Helens Cares People’s Board is the Health and Wellbeing Board for St Helens,
and committee of St Helens Council, charged with promoting greater health and social
care integration in St Helens. The People’s Board will receive reports from the
Executive Board as to the development of the St Helens Cares arrangements under this
Agreement and progress against the areas for development in Schedule 3 (St Helens
Cares Areas for Development).

St Helens Cares Executive Board
11.4

The Executive Board reports to the People’s Board and is the group responsible for:
11.4.1 overseeing the St Helens Cares arrangements under this Agreement;
11.4.2 reporting to the People’s Board on progress against the Objectives; and
11.4.3 liaising where appropriate with:
(a)

national stakeholders (including NHS England and NHS Improvement); and
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(b)

the Cheshire and Merseyside Health & Care Partnership,

to communicate the views of St Helens Cares on matters relating to integrated care.
11.5

The Executive Board will act in accordance with its terms of reference and will:
11.5.1 promote and encourage commitment to the Principles and Objectives amongst
all the Parties;
11.5.2 ensure alignment of all organisations to facilitate sustainable and better care
which is able to meet the needs of the Population;
11.5.3 agree policy as required, including values to be adopted and annual and short
term performance outcomes/targets;
11.5.4 oversee the implementation of this Agreement;
11.5.5 in undertaking its role, consider recommendations from the Provider Board and
the FCG in respect of the development and operation of St Helens Cares, the
delivery of the Objectives and the development of the Key Priority Areas; and
11.5.6 discharge the functions set out in its terms of reference, to the extent that they
are not set out in this Clause 11.5.

St Helens Cares Provider Board
11.6

The Provider Board is the group responsible for managing the collaborative operation of
the Providers and developing proposals for the delivery of services in the Key Priority
Areas. The Provider Board will report to the Executive Board, acting in accordance with
its Terms of Reference set out in Schedule 4 (Governance) Part 1 and will:
11.6.1 make recommendations to the Executive Board in relation to changes to the Key
Priority Areas in respect of Service User pathways / services;
11.6.2 develop and implement strategies for closer collaborative working between the
Providers, in order to achieve the Objectives and ultimately the Outcomes;
11.6.3 seek and reflect the views of the Stakeholder Reference Forum in drawing up
recommendations to the Executive Board;
11.6.4 make recommendations to the Executive Board as to the addition of new parties
to the arrangements under this Agreement, including new providers of services
in the Key Priority Areas; and
11.6.5 discharge the functions set out in its terms of reference, to the extent that they
are not set out in this Clause 11.6.
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St Helens Cares Finance & Contracting Group (FCG)
11.7

The FCG is the group responsible for developing potential financial and contractual
structures to underpin future models of care for St Helens. The FCG will report to the
Executive Board, acting in accordance with its terms of reference set out in Schedule 4
(Governance) Part 2 and will:
11.7.1 develop proposals as to future financial / contractual models for St Helens Cares
for recommendation to the Executive Board;
11.7.2 provide input on an ad hoc basis to the Provider Board in respect of financial
and/or contractual considerations related to proposals being worked up by the
Provider Board; and
11.7.3 discharge the other functions set out in its terms of reference, to the extent that
they are not set out in this Clause 11.7.

St Helens Cares Stakeholder Reference Forum
11.8

The SRF will comprise Service Users, carers and representatives from other groups
and organisations that represent them or that have an interest in the specific area of the
St Helens Cares arrangements. The SRF will act in accordance with its terms of
reference set out in Schedule 4 (Governance) Part 3 and will provide views and
feedback to the Executive Board and the Provider Board in respect of the development
of St Helens Cares and proposals to integrate care in respect of the Key Priority Areas
developed by the Provider Board. The SRF also has a broader role to consider
transformational priorities identified by the Executive Board.

11.9

The Parties will communicate with each other clearly, directly and in a timely manner to
ensure that the Parties (and their representatives) present at the Executive Board, the
Provider Board and the FCG are able to represent their nominating organisations to
enable effective and timely recommendations to be made in relation to the Key Priority
Areas.

11.10 Each Party must ensure that its appointed members of the Executive Board, the
Provider Board and /or the FCG (or their appointed deputies/alternatives) attend all of
the meetings of the relevant group and participate fully and exercise their rights on a
Best for St Helens basis and in accordance with Clause 5 (Objectives) and Clause 6
(Principles).
12.

CONFLICTS OF INTEREST

12.1

Subject to compliance with Law (including without limitation Competition Law) and
contractual obligations of confidentiality the Parties agree to share all information
relevant to the achievement of the Objectives in an honest, open and timely manner.
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12.2

The Parties will:
12.2.1 disclose to each other the full particulars of any real or apparent conflict of
interest which arises or may arise in connection with this Agreement or the
operation of the Executive Board, the Provider Board or the FCG immediately
upon becoming aware of the conflict of interest whether that conflict concerns
the Party or any person employed or retained by them for or in connection with
the performance of this Agreement;
12.2.2 not allow themselves to be placed in a position of conflict of interest in regard to
any of their rights or obligations under this Agreement (without the prior consent
of the other Parties) before they participate in any decision in respect of that
matter; and
12.2.3 use best endeavours to ensure that their representatives on the Executive
Board, Provider Board and/or the FCG also comply with the requirements of this
Clause 12 when acting in connection with this Agreement.

SECTION D: FINANCIAL PLANNING
13.

PAYMENTS

13.1

The Parties will continue to be paid in accordance with the mechanism set out in their
respective Services Contracts.

13.2

The Parties have not agreed as at the Commencement Date to share risk or reward in
the financial years 2018/19 or 2019/20, however the Parties will work together during
the Initial Term to consider the development of risk/reward sharing mechanisms with the
aim of achieving the Objectives, and ultimately the Outcomes. Any future introduction of
such a mechanism would require additional legally binding provisions to be agreed
between the Parties and incorporated into this Agreement in accordance with Clause
17.

SECTION E: GENERAL PROVISIONS
14.

EXCLUSION AND TERMINATION

14.1

A Party may be excluded from this Agreement on notice from the Commissioners
(acting in consensus) in the event of:
14.1.1 the termination of their Services Contract; or
14.1.2 an event of Insolvency affecting them.
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14.2

A Party may withdraw from this Agreement by giving not less than 6 months’ written
notice to each of the other Parties’ representatives.

14.3

A Party may be excluded from this Agreement on written notice from all of the
remaining Parties in the event of a material or a persistent breach of the terms of this
Agreement by the relevant Party which has not been rectified within 30 days of
notification issued by the remaining Parties (acting in consensus) or which is not
reasonably capable of remedy. In such circumstances this Agreement shall be partially
terminated in respect of the excluded Party.

14.4

The Executive Board may resolve to terminate this Agreement in whole where:
14.4.1 a Dispute cannot be resolved pursuant to the Dispute Resolution Procedure; or
14.4.2 where the Parties agree for this Agreement to be replaced by a formal legally
binding agreement between them.

14.5

Where a Provider is excluded from this Agreement, or withdraws from it, the excluded
or withdrawing (as relevant) Party shall procure that all data and other material
belonging to any other Party shall be delivered back to the relevant Party or deleted or
destroyed (as instructed by the relevant Party) as soon as reasonably practicable.

15.

INTRODUCING NEW PROVIDERS
Additional parties may become parties to this Agreement on such terms as the Parties
shall jointly agree in writing, acting at all times on a Best for St Helens basis. Any new
Party will be required to agree in writing to the terms of this Agreement before
admission.

16.

LIABILITY
The Parties’ respective responsibilities and liabilities in the event that things go wrong
with the Services will be allocated under their respective Services Contracts and not this
Agreement.

17.

VARIATIONS
Any amendment to this Agreement will not be binding unless set out in writing and
signed by or on behalf of each of the Parties.

18.

CONFIDENTIALITY AND FOIA

18.1

Each Party shall keep confidential all Confidential Information that it receives from the
other Parties except to extent such Confidential Information is required by Law to be
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disclosed or is already in the public domain or comes into the public domain otherwise
than through an unauthorised disclosure by a Party to this Agreement.
18.2

To the extent that any Confidential Information is covered or protected by legal
privilege, then disclosing such Confidential Information to any Party or otherwise
permitting disclosure of such Confidential Information does not constitute a waiver of
privilege or of any other rights which a Party may have in respect of such Confidential
Information.

18.3

The Parties agree to procure, as far as is reasonably practicable, that the terms of this
Clause 18 (Confidentiality and FOIA) are observed by any of their respective
successors, assigns or transferees of respective businesses or interests or any part
thereof as if they had been party to this Agreement.

18.4

Nothing in this Clause 18 (Confidentiality and FOIA) will affect any of the Parties’
regulatory or statutory obligations, including but not limited to competition law of any
applicable jurisdiction.

18.5

The Parties acknowledge that they are each subject to the requirements of the FOIA
and will facilitate each other’s compliance with their information disclosure
requirements, including the submission of requests for information and handling any
such requests in a prompt manner and so as to ensure that each Party is able to
comply with their statutory obligations.

18.6

Each Party will hold harmless each other and will indemnify and keep indemnified each
of the other Parties, in full and on demand, against all Claims (and related costs,
charges and reasonable legal expenses) which the other Parties to this Agreement may
incur or suffer, arising from any claim at law (including in negligence of any degree or
other tort, or collateral contract or otherwise at law) by any of the other Parties for any
direct, indirect, incidental or consequential or other loss or damage of whatsoever kind,
arising from any breach by such a Party to this Agreement of the obligations under this
Clause 18 (Confidentiality and FOIA) or otherwise.

19.

INTELLECTUAL PROPERTY

19.1

In order to develop and deliver the arrangements under this Agreement in accordance
with the Principles each Party grants each of the other Parties a fully paid up, nonexclusive licence to use its existing Intellectual Property insofar as is reasonably
required for the sole purpose of the fulfilment of that Party’s obligations under this
Agreement.

19.2

If any Party creates any new Intellectual Property through the development and delivery
of the arrangements under this Agreement, the Party which creates the new Intellectual
Property will grant to the other Parties a fully paid up, non-exclusive licence to use the
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new Intellectual Property for the sole purpose of the fulfilment of that Party’s obligations
and the development and delivery of the arrangements under this Agreement.
20.

GENERAL

20.1

Any notice or other communication given to a party under or in connection with this
Agreement shall be in writing, addressed to that Party at its principal place of business
or such other address as that Party may have specified to the other Party in writing in
accordance with this Clause, and shall be delivered personally, or sent by pre-paid first
class post, recorded delivery or commercial courier.

20.2

A notice or other communication shall be deemed to have been received: if delivered
personally, when left at the address referred to in Clause 20.1 above; if sent by pre-paid
first class post or recorded delivery, at 9.00 am on the second Operational Day after
posting; or if delivered by commercial courier, on the date and at the time that the
courier’s delivery receipt is signed.

20.3

Nothing in this Agreement is intended to, or shall be deemed to, establish any
partnership between any of the Parties, constitute any Party the agent of another Party,
nor authorise any Party to make or enter into any commitments for or on behalf of any
other Party except as expressly provided in this Agreement.

20.4

This Agreement may be executed in any number of counterparts, each of which when
executed and delivered shall constitute an original of this Agreement, but all the
counterparts shall together constitute the same agreement. The expression
“counterpart” shall include any executed copy of this Agreement scanned into printable
PDF, JPEG, or other agreed digital format and transmitted as an e-mail attachment. No
counterpart shall be effective until each Party has executed at least one counterpart.

20.5

This Agreement, and any dispute or claim arising out of or in connection with it or its
subject matter or formation (including non-contractual disputes or claims), shall be
governed by, and construed in accordance with, English law, and where applicable, the
Parties irrevocably submit to the exclusive jurisdiction of the courts of England and
Wales.

20.6

A person who is not a Party to this Agreement shall not have any rights under or in
connection with it.

This Agreement has been entered into on the date stated at the beginning of it.
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Signed by [ insert ]

...................................

for and on behalf of NHS ST HELENS CLINICAL
COMMISSIONING GROUP

[

Signed by [ insert ]

...................................

for and on behalf of ST HELENS BOROUGH COUNCIL

[

Signed by [ insert ]
for and on behalf of ST HELENS AND KNOWSLEY
TEACHING HOSPITALS NHS TRUST

Signed by [ insert ]
for and on behalf of NORTH WEST BOROUGHS
HEALTHCARE NHS FOUNDATION TRUST

Signed by [ insert ]
for and on behalf of BRIDGEWATER COMMUNITY
HEALTHCARE NHS FOUNDATION TRUST
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SCHEDULE 1
Definitions and Interpretation

1.

The following words and phrases have the following meanings:
Agreement

this agreement incorporating the Schedules.

Best for St Helens

best for the achievement of the Objectives and the Outcomes
for the St Helens population on the basis of the Principles.

Claims

any claims, actions, demands, fines or proceedings.

Commencement
Date

the date entered on page one (1) of this Agreement.

Commercially
Sensitive
Information

Confidential Information which is of a commercially sensitive
nature relating to a Party, its intellectual property rights or its
business or which a Party has indicated would cause that Party
significant commercial disadvantage or material financial loss.

Competition Law

the Competition Act 1998 and the Enterprise Act 2002, as
amended by the Enterprise and Regulatory Reform Act 2013
and as applied to the healthcare sector by Monitor in accordance
with the Health and Social Care Act 2012.

Competition
Sensitive
Information

Confidential information which is owned, produced and marked
as Competition Sensitive Information by one of the Providers
and which that Provider properly considers is of such a nature
that it cannot be exchanged with the other Providers without a
breach or potential breach of Competition Law. Competition
Sensitive Information may include, by way of illustration, trade
secrets, confidential financial information and confidential
commercial information, including without limitation, information
relating to the terms of actual or proposed contracts or subcontract arrangements (including bids received under
competitive tendering), future pricing, business strategy and
costs data, as may be utilised, produced or recorded by any
Party, the publication of which an organisation in the same
business would reasonably be able to expect to protect by virtue
of business confidentiality provisions.

Confidential
Information

the provisions of this Agreement and all information which is
secret or otherwise not publicly available (in both cases in its
entirety or in part) including commercial, financial, marketing or
technical information, know-how, trade secrets or business
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methods, in all cases whether disclosed orally or in writing
before or after the date of this Agreement, including
Commercially Sensitive Information and Competition Sensitive
Information.
Dispute

any dispute arising between two or more of the Parties in
connection with this Agreement or their respective rights and
obligations under it.

Dispute
Resolution
Procedure

the procedure set out in Schedule 5 for the resolution of
disputes which are not capable of resolution under Clause 7
(Problem Resolution and Escalation).

Executive Board

the St Helens Cares Executive Board, the terms of reference of
which are available from the CCG.

Extended Term

has the meaning set out in Clause 4.2.

Finance &
Contracting
Group or FCG

the St Helens Cares Finance & Contracting Group, the terms of
reference of which are set out in Part 2 of Schedule 4
(Governance).

FOIA

the Freedom of Information Act 2000 and any subordinate
legislation (as defined in section 84 of the Freedom of
Information Act 2000) from time to time together with any
guidance and/or codes of practice issued by the Information
Commissioner or relevant Government department in relation to
such Act.

Good Practice

Good Clinical Practice and/or Good Health and/or Social Care
Practice (each as defined in the Services Contracts), as
appropriate.

Initial Term

the period from and including the Commencement Date until
31 March 2020.

Insolvency

(as may be applicable to each Party) a Provider taking any step
or action in connection with its entering administration,
provisional liquidation or any composition or arrangement with its
creditors (other than in relation to a solvent restructuring), being
wound up (whether voluntarily or by order of the court, unless for
the purpose of a solvent restructuring), having a receiver
appointed to any of its assets or ceasing to carry on business.

Intellectual
Property

patents, rights to inventions, copyright and related rights, trade
marks, business names and domain names, goodwill, rights in
designs, rights in computer software, database rights, rights to
use, and protect the confidentiality of, Confidential Information
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and all other intellectual property rights, in each case whether
registered or unregistered and including all applications and
rights to apply for and be granted, renewals or extensions of,
and rights to claim priority from, such rights and all similar or
equivalent rights or forms of protection which subsist or will
subsist now or in the future in any part of the world.
Key Priority Area

one of the key priority areas set out in Schedule 2 (Key Priority
Areas) as may be amended or added to by agreement of the
Parties from time to time.

Law

a) any applicable statute or proclamation or any delegated or
subordinate legislation or regulation;
b) any enforceable EU right within the meaning of section 2(1)
European Communities Act 1972;
c) any applicable judgment of a relevant court of law which is a
binding precedent in England and Wales;
d) Guidance (as defined in the NHS Standard Contract);
e) National Standards (as defined in the NHS Standard
Contract); and
f)

any applicable code.

NHS Standard
Contract

the NHS Standard Contract for NHS healthcare services as
published by NHS England from time to time.

Objectives

the objectives for St Helens Cares set out in Clause 5.1.

Operational Days

a day other than a Saturday, Sunday or bank holiday in
England.

Outcomes

the outcomes for St Helens Cares, which are to be further
developed during the term of this Agreement in accordance with
Schedule 3 (St Helens Cares Areas for Development).

People’s Board

has the meaning set out in Clause 11.1.1.

Population

the population of St Helens covered by each of the
Commissioners.

Principles

the principles for St Helens Cares set out in Clause 6.3.

Provider Board

the St Helens Cares Provider Board, the terms of reference of
which are set out in Part 1 of Schedule 4 (Governance).

Provider System
Lead

the provider system lead, to be STHK during the Initial Term,
the role of which is to be developed during the Initial Term in
accordance with Schedule 3 (St Helens Cares Areas for
Development).
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Reserved Matter

has the meaning set out in Clause 8.2.

Section 75
Agreement

the agreement relating to 2019/20 to be entered into by the
Commissioners under section 75 of the National Health Service
Act 2006 to commission the services listed in the Schedules to
that agreement.

Service Users

people within the St Helens population served by the
Commissioners and who are in receipt of the Services;

Services

the services provided, or to be provided, by each Provider to
Service Users pursuant to its respective Services Contract.

Services Contract

a contract entered into by one of the CCG or the Council and a
Provider for the provision of Services, and references to a
Services Contract include all or any one of those contracts as
the context requires.

Stakeholder
Reference Forum
or SRF

the St Helens Cares Stakeholder Reference Forum, the terms of
reference of which are set out in Part 3 of Schedule 4
(Governance).
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SCHEDULE 2
Key Priority Areas

The Parties have identified the initial Key Priority Areas during the Initial Term (as may be
agreed and amended from time to time) as:
1.

Frailty;

2.

Respiratory;

3.

Children’s Mental Health; and

4.

Community Mental Health (Crisis Support).
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SCHEDULE 3
St Helens Cares Areas for Development

1.

The Parties will work together, through the governance structures set out in this Agreement to
develop proposals for changes to operational pathways and service models of delivery for the
Key Priority Areas to include the following areas for development:

(a)

Key Priority Areas from the Commencement Date and delivery plans for each;

(b)

outline plans (if any) for the addition of new Key Priority Areas over the Initial Term of this
Agreement;

(c)

the development of the Provider System Lead role for STHK (using the potential areas for
development set out in paragraph 4 below as a starting point);

(d)

principles and milestones for the development of a detailed Outcomes framework;

(e)

principles and milestones for the development of a framework for a potential risk / reward
sharing or other financial arrangements between the Parties in respect of the Key Priority
Areas and future Key Priority Areas (if any).

2.

The Parties have agreed in principle that the St Helens Cares arrangements under this
Agreement will develop over the Initial Term to include consideration and development of
the potential role of STHK as Provider System Lead.

3.

A representative from STHK as Provider System Lead will chair the Provider Board and
will administer and coordinate meetings of the Provider Board as set out in the Provider
Board terms of reference.

4.

The Parties have agreed that the following potential roles could, subject to further
development, form part of the STHK’s role as Provider System Lead:
(a)

developing new clinical models and pathways with the other Providers (through the
Provider Board) in line with the St Helens Cares clinical model (for Commissioner
approval);

(b)

managing any cultural divides between Providers effectively to ensure integrated
working;

(c)

reporting to the Executive Board on any potential changes required to the St
Helens Cares clinical model including where new providers may need to be
incorporated into the arrangements.

(d)

performing some contract management activities on behalf of the CCG / Council
(to be agreed) which may include:
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(e)

o

monitoring performance against existing Services Contracts on behalf of the
Commissioners;

o

coordinating reporting to the Commissioners on the performance of the
services under existing Services Contracts.

working with the Commissioners through the FCG to collate and review activity
levels between Services and Providers to monitor and report on the impact of the
Provider System Lead arrangements; and/or

(f)

receiving and distributing payments from the Commissioner on behalf of the
Providers in respect of the performance of agreed outcomes.
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SCHEDULE 4
Governance
This Schedule 4 sets out the governance arrangements for St Helens Cares under this
Agreement.
The diagram below summarises the governance structure which the Parties have agreed to
establish and operate from the Commencement Date, to provide oversight of the development
and implementation of the St Helens Cares approach and the arrangements under this
Agreement.
This Schedule also contains the terms of reference for the St Helens Cares Provider Board, the
St Helens Cares Finance & Contracting Group and the St Helens Cares Stakeholder
Reference Forum. As at the Commencement Date, the revised St Helens Cares Executive
Board terms of reference are in the process of being approved by the People’s Board but will
be made available by the CCG.
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St Helens Cares Provider Board
Terms of Reference
Version

1.0

Implementation
Date
Review Date

1st February 2019
31st January 2020

Approved By
Approval Date

REVISIONS
Date

Section

Reason for Change

Approved By

TERMS OF REFERENCE OBSOLETE
Date

st

Reason

1 February 2019
Version 1.0

Approved By

1.

Purpose

The purpose of the St Helens Cares Provider Board (“Provider Board”) is to develop the
collaborative approach of the provider organisations that are parties to the St Helens Cares
Collaboration Agreement with the aim of delivering key objectives of the St Helens People’s
Board, to improve the health of the St Helens population.
The Provider Board will work within existing contractual frameworks to improve collaboration
and the opportunities for integration of services where this will improve the health outcomes for
patients and service users.
The priorities and work plan for the Provider Board will be agreed with St Helens Cares
Executive Board, based on the strategic direction for the St Helens borough agreed by the St
Helens People’s Board.

2.

Chair

The Provider Board will be chaired by St Helens and Knowsley Teaching Hospitals NHS Trust,
as the Provider System Lead.

3.

Membership

The Provider Board will include membership from the provider organisations that are party to
the St Helens Cares Collaboration Agreement. Where additional provider organisations become
parties to the St Helens Cares Collaboration Agreement, they will also become members of the
Provider Board and these Terms of Reference will be kept under review accordingly.
The current membership of the Provider Board as at the date of these Terms of Reference is as
follows:
(i)

NHS Organisations (Community and Secondary Care Services):
a. St Helens and Knowsley Teaching Hospitals NHS Trust
b. North West Boroughs Healthcare NHS Foundation Trust
c. Bridgewater Community Healthcare NHS Foundation Trust

(ii)

St Helens Council:
a. St Helens Council Social Care Services

Together, these are the “member provider organisations.”
Each of the member provider organisations will be represented by up to three designated
officers (in addition to the Chair and administrative support in the case of St Helens and
Knowsley Teaching Hospitals NHS Trust) who may attend each Provider Board meeting.
The Director of Integration for St Helens Cares will also be a member of the Provider Board.
Organisations may nominate their designated officers as they wish, taking into account that:
 All organisations should aim for consistency of their nominated attendees at meetings
(although the attendance of fully briefed deputies is permitted); and
st
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Designated officers (or their fully briefed deputies) will be expected to attend a minimum
of 4 meetings per year.

One representative from each of the following organisations shall also be in attendance at
Provider Board meetings:



St Helens Primary Care Networks
TORUS Housing

One representative from the Voluntary/Third Sector organisations in St Helens shall also be in
attendance at Provider Board meetings.
Other attendees (including but not limited to commissioners) may be requested to attend,
observe and/or participate in discussions at Provider Board meetings, as agreed between the
member provider organisations from time to time.

4.

Quorum

A quorum will be at least 1 representative from each of the member provider organisations
(excluding the Chair and administrative support in the case of St Helens and Knowsley
Teaching Hospitals NHS Trust).

5.

Functions

The Provider Board is not a decision making body, although it will be instrumental in developing
proposals and recommendations by consensus which shall be presented to the St Helens Cares
Executive Board from time to time.
As a forum for promoting and supporting effective collaborative working between providers and
service integration across the individual organisational contracts where this will improve service
quality, outcomes or efficiencies, the functions of the Provider Board are to (by consensus):

1



Develop proposals for changes to the delivery of health and care services in St Helens
for the key priority areas identified by the St Helens Cares Executive Board that will
improve quality, outcomes and/ or sustainability of health services in the borough;



Establish and agree the remit of working groups (which may be time limited) to review
key priority areas agreed by the St Helens Cares Executive Board and/or to produce
specific improvement proposals;1



Review and sense check any proposals made by a working group established by the
Provider Board, to enable presentation of a collective provider view by the Provider
Board to the St Helens Cares Executive Board and, as appropriate, to commissioners for
decisions on service change;

The initial key priority areas for 2018/19 / 2019/20 been agreed as: Frailty; Respiratory; Children’s Mental Health; and
Community Mental Health (Crisis Support).
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Oversee the implementation of any service changes within the borough in respect of the
key priority areas identified by the St Helens Cares Executive Board and provide
feedback and reports on progress, impact and evaluation to the St Helens Cares
Executive Board and, as appropriate, for onward communication to individual
organisations’ Boards;



Develop proposals for system wide outcome measures and mechanises for reporting
collectively on the performance of providers working in the St Helens Cares system;



To identify and evaluate risk in relation to the NHS providers operating within St Helens
Cares and for any proposed pathway changes in respect of the key priority areas
identified by the St Helens Cares Executive Board; and

 Develop collective mitigation plans to manage risks identified
.
The Provider Board may establish working groups to support its agreed functions; these can
include co-opting members from other organisations/stakeholders and other external bodies in
an advisory role.
The Provider Board will consult and seek the views of the St Helens Cares Stakeholder
Reference Forum to inform its proposals to the St Helens Cares Executive Board.
The Provider Board may consult and seek the views of the St Helens Cares Finance and
Contracting Group as it sees fit in relation to financial and contractual implications of proposals
and recommendations under discussion by the Provider Board.

6.

Authority/Reporting

The Provider Board is established by the member provider organisations, each of which
remains a sovereign organisation, to enable the further development of collaborative working
between those organisations and to achieve the objectives of the St Helens Cares Peoples
Board to improve the health of the population in the St Helens Borough.
The Provider Board is not a separate legal entity, and as such is unable to take decisions
separately from its constituent members or bind any one of them; nor can one provider
organisation ‘overrule’ the other on any matter.
The Provider Board will operate as a place for discussion of issues with the aim of reaching
consensus to make recommendations and proposals to the St Helens Cares Executive Board,
in with the ultimate aim of development of a system lead approach for St Helens.
To that end:

st



a report from the Provider Board will be a standing item on every meeting agenda for the
Executive Board; and



In addition, each of the member provider organisations will ensure that their designated
officer:
o Is appointed to attend and represent their organisation on the Provider Board with
such authority as is agreed to be necessary in order for the Provider Board to
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function effectively in discharging its responsibilities as set out in these terms of
reference which is, to the extent necessary, recognised in an organisation’s
respective scheme of delegation (or similar);
o Has equivalent delegated authority to the designated officers of all other member
provider organisations comprising the Provider Board; and
o Understand the status of the Provider Board and the limits of their responsibilities
and authority.
Where necessary, proposals and recommendations presented to the Executive Board by the
Provider Board may subsequently be presented to individual organisations for
proposals/decisions to be taken and/or implemented.

7.

Frequency of Meetings

The Provider Board will meet at least 6 times a year and a schedule of dates for the following 12
months will be agreed between and disseminated amongst the member provider organisations
at the beginning of each financial year.
Meetings may be held by telephone or video conference. Members may participate (and count
towards quorum) in a face-to-face meeting via telephone or video-conference.
The Chair may call extraordinary meetings of the Provider Board at his or her discretion, subject
to providing at least 5 working days’ notice to Provider Board members.

8.

Administration

The Provider Board will be administered by St Helens and Knowsley Teaching Hospitals NHS
Trust.
The annual work plan and meeting agendas will be approved by the Chair.
Agenda items and supporting papers must be notified 7 working days in advance of each
meeting to the Chair. All member provider organisations may suggest agenda items. Requests
made less than 7 working days before a meeting may be included on the agenda at the
discretion of the Chair.
Agendas and supporting papers will be circulated at least 3 working days before each meeting
of the Provider Board.
The meetings can consider items of any other business at the discretion of the Chair however
papers should not normally be tabled.
Draft minutes of meetings will be sent to members of the Provider Board within 14 days of each
meeting. Approval of the minutes of the previous meeting of the Provider Board will be a
specific item on each meeting agenda. No discussion shall take place upon the minutes except
upon their accuracy or where the Chair considers discussion appropriate. Minutes shall be
circulated to the Executive Board and otherwise in accordance with members’ wishes.

st
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9.

Review

The terms of reference and effectiveness of the Provider Board will be reviewed by the
Executive Board annually or more frequently if required.

10.

Conduct

All members are required to notify the Chair of any actual, potential or perceived conflict of
interest in advance of the meeting to enable appropriate management arrangements to be put
in place. All members are required to uphold the Nolan Principles and all other relevant NHS or
St Helens Council Code of Conduct requirements which are applicable to them.
It is expected that members act in the spirit of co-production and collaboration in line with the
key principles and ethos of St Helens Cares.

st
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Terms of Reference
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1.

Purpose

The purpose of the Finance & Contracting Group (FCG) is to assist the St Helens Cares
Executive Board to achieve the objectives of the St Helens People’s Board to improve the
health of the St Helens population in a sustainable manner. The FCG will provide such support
through exploring the financial, contractual and activity related elements of existing and
potential future models of care across the St Helens Borough footprint. The FCG shall use the
expertise of its members to identify opportunities for improvements and greater collaboration to
enable integration of services where this will improve the health outcomes for patients and
service users and support the challenge of managing cost and demand.

2.

Chair

The FCG will be chaired by the Chief Finance Officer of St Helens CCG.

3.

Membership

The FCG will include membership from:







CFO - St Helens CCG (Chair)
Director of Finance - St Helens & Knowsley Teaching Hospitals NHS Trust
Director of Finance - North West Boroughs Healthcare NHS Foundation Trust
Director of Finance - Bridgewater Community Healthcare NHS Foundation Trust
Senior Finance Officer - St Helens Council (Vice Chair)
Director of Integration – St Helens Cares

Members can nominate a deputy with appropriate authority as necessary.
In addition, the following individuals have a standing invitation at all FCG meetings:






Deputy CFO - St Helens CCG
Deputy Director of Finance - St Helens & Knowsley Teaching Hospitals NHS Trust
Deputy Director of Finance - North West Boroughs Healthcare NHS Foundation Trust
Deputy Director of Finance - Bridgewater Community Healthcare NHS Foundation Trust
Financial Representative of St Helens MBC - Integrated Peoples Service

Other attendees (including but not limited to commissioners, such as the Assistant Director of
Contracting & Procurement at St Helens CCG) may be requested to attend, observe and/or
participate in discussions at FCG meetings, as agreed by the FCG from time to time and in line
with agenda items to be discussed.

4.

Quorum

A quorum will be at least 4 members of the FCG.

5.

Functions

The FCG is not a decision making body, although it will be instrumental in developing proposals
and recommendations by consensus which shall be presented to the Executive Board from time
to time.
st
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As a forum for promoting and supporting effective collaborative working between providers and
service integration where this will improve service quality, outcomes or efficiencies, the
functions of the FCG are to (by consensus) provide advice and recommendations to the St
Helens Cares Executive Board:


With respect to the development of future integrated models of care and the associated
financial and contracting aspects of such models;



As to how any proposed Integrated Care Provider (ICP) 1 Contract could underpin
integration between services, with reference to the differences from existing NHS
contracts and how any ICP would fit into the broader commissioning system;



To identify and evaluate financial risk in relation to the NHS providers operating within St
Helens Cares and for the proposed pathway changes, including any mechanisms for
distributing risk share financial gains that may be available and recommendations as to
collective mitigation plans to manage risks identified that may be available;



Develop and provide financial modelling information at the request of the Operational
Planning & Integrated Delivery Group in relation to the broader St Helens Cares
transformational priorities set by the St Helens Cares Executive Board.

The FCG may also advise and make recommendations to the Provider Board upon the Provider
Board’s request in relation to financial and contractual implications of proposals and
recommendations under discussion by the Provider Board, before the Provider Board puts any
such proposals or recommendations to the Executive Board.

6.

Authority/Reporting

The FCG is established by its member organisations, each of which remains a sovereign
organisation, to enable the further development of collaborative working between those
organisations and to achieve the objectives of the St Helens Cares People’s Board.
The FCG is not a separate legal entity, and as such is unable to take decisions separately from
its constituent members or bind any one of them; nor can one member of the FCG ‘overrule’ the
other on any matter.
The FCG will operate as a place for discussion of financial issues with the aim of reaching
consensus on recommendations and proposals to the St Helens Cares Executive Board, in line
with the functions as outlined in section 5 above.
To that end, a report from the FCG will be a standing item on every meeting agenda for the
Executive Board (and, where necessary, proposals and recommendations presented to the
Executive Board by the FCG may subsequently be presented to individual organisations for
proposals/decisions to be taken and/or implemented).

1

NHS England has defined an ICP as ‘…a provider that is responsible for the integrated provision of general practice, wider
NHS and potentially local authority services, which enters into an ICP contract with the commissioner(s) of those services. The
ICP (which is sometimes referred to as a multispecialty provider or integrated services provider in different parts of the country)
would be a ‘lead’ provider organisation, and so would be contractually responsible for delivering integrated services for local
people.’
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7.

Frequency of Meetings

The FCG shall meet on a monthly basis.
Meetings may be held by telephone or video conference. Members may participate (and count
towards quorum) in a face-to-face meeting via telephone or video-conference.
The Chair may call extraordinary meetings of the FCG at his or her discretion, subject to
providing at least 10 working days’ notice to FCG members.
The Chair must call an extraordinary meeting of the FCG upon written request from at least two
member organisations within no more than 15 working days and no less than 10 working days’
notice to FCG members.

8.

Administration

The FCG will be administered by an appropriate Secretary from St Helens CCG.
Agenda items and supporting papers must be notified 7 working days in advance of each
meeting to the Chair. All members may suggest agenda items. Requests made less than 7
working days before a meeting may be included on the agenda at the discretion of the Chair.
Agendas and reports shall be distributed to members 5 working days in advance of each
meeting date.
The meetings can consider items of any other business at the discretion of the Chair however
papers should not normally be tabled.
Draft minutes of meetings will be sent to members of the FCG within 14 days of each meeting.
Approval of the minutes of the previous meeting of the FCG will be a specific item on each
meeting agenda. No discussion shall take place upon the minutes except upon their accuracy
or where the Chair considers discussion appropriate. A Key Issues Report will be provided to
the St Helens Cares Executive Board. Minutes shall be made available to the Executive Board
and otherwise in accordance with members’ wishes.

9.

Review

The terms of reference and effectiveness of the FCG will be reviewed by the Executive Board
annually or more frequently if required.

10.

Conduct

All members are required to notify the FCG Chair of any actual, potential or perceived conflict of
interest in advance of the meeting; to enable appropriate management arrangements to be put
in place. All members are required to uphold the Nolan Principles and all other relevant NHS or
St Helens Council Code of Conduct requirements which are applicable to them.
It is expected that members act in the spirit of co-production and collaboration in line with the
key principles and ethos of St Helens Cares.
st
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St Helens Cares Stakeholder Reference Forum
Terms of Reference
Version

1.0

Implementation Date

1st February 2019

Review Date

31st January 2020

Approved By
Approval Date

REVISIONS
Date

Section

Reason for Change

Approved By

TERMS OF REFERENCE OBSOLETE
Date
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Approved By

1.

Purpose

We are changing the way that healthcare and social care services are organised in St Helens.
Moving forward, clinicians, managers and planners will work together and will engage with
patients/service users, the public and staff to develop plans for a better healthcare and social
care system for St Helens’ residents.
We aim to ensure that this local system of care will be organised in the most effective way to
provide safe, effective, person centred and sustainable care to meet the current and future
needs of our population. This will also support the vision of the St Helens People’s Board
which is improving people’s lives together, by tackling the challenge of cost and demand.
The local care system, St Helens Cares, will be developed through locality working. This will
see a core team of multidisciplinary health care and social care clinical and managerial staff
from across St Helens working collaboratively. They will work in partnership with our local
hospital providers, the ambulance service, local police and fire services, community and
voluntary services, the local housing trust and education providers. They will engage with the
full range of people1 in an open, transparent and accessible way and use their feedback to
support the implementation of the transformational St Helens Cares Clinical & Support Strategy.
The Stakeholder Reference Forum (SRF) is established to build and sustain meaningful
engagement with people across all communities within St Helens, enabling them to have a
voice in improving their health and in shaping services as part of St Helens Cares. As such, the
SRF will play a key role in providing feedback to the St Helens Cares Provider Board and the St
Helens Cares Executive Board, as well as other governance groups within St Helens Cares, on
proposals for service change.
This Forum will be made up of patients, service users and carers, and representatives from
groups and organisations that represent them or that have an interest in this area. They will
offer their perspectives on how St Helens Cares can inform and engage with people on its
programmes of work.
We firmly believe that to be properly engaged, people must feel included and valued. Our
Stakeholder Reference Forum will promote a culture where inclusiveness is our baseline not an
initiative. We will be diverse in age, gender identity, race, sexual orientation, physical or mental
ability, ethnicity, and perspective and we will create an environment where everyone, from any
background, can participate fully in our work.
To this end, the aims of this Forum will be to:






Act as a sounding board for testing early plans, and information materials;
Share insights to influence / inform areas requiring redesign;
Offer perspectives on how individual work programmes can engage more widely with
people;
Advise on the development of information for wider public use; and
Strengthen and play a significant role in wider public communication.

1

The word “people” should be interpreted to refer to healthcare and social care service users, patients, staff, members of the
public, carers, volunteers, and the voluntary organisations which represent them.
st
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For the avoidance of doubt, this Forum does not supersede any individual organisation’s legal
duties to undertake public and patient involvement as may be required, although it can be used
as one option to discharge and support such involvement duties as appropriate.

2.

Chair

The SRF will be chaired by the St Helens CCG Governing Body Lay Member with responsibility
for Patient & Public Involvement.

3.

Membership

Participation in the SRF is completely voluntary. Members can decide to leave at any time.
It is envisaged that there will be core members and those whose attendance will vary,
dependent on the subject under discussion by the SRF.
Core Members:
Mark Weights

NHS St Helens CCG Governing Body Lay Member for
Patient and Public Involvement
Councillor Representative St Helens Council, St Helens Cares portfolio lead
Representative
Halton & St Helens Council for Voluntary Services
Provider representative
Voluntary Services
Representative x 4
Locality Patient Practice Groups (PPGs)
Representative
Torus Housing Residents Forum
Jayne Parkinson-Loftus
Healthwatch
Representative
Carers Forum
Representative
Faith Forum
Representative
St Helens Borough Council Public Health Department
Paul Steele (Facilitator)
NHS St Helens CCG Engagement & Involvement Lead
Other Members to be invited to join the SRF (as required – to be determined
by SRF Chair):
These may include: officers, representatives from provider organisations or patient groups who
may be co-opted onto the SRF dependent on the work programmes under scrutiny at any time.
All members are expected to comply with the Code of Conduct for SRF Members at all times.
The Chair may, in his or her absolute discretion, remove a member from the SRF if the Chair
reasonably considers that SRF member has failed to do so without good cause.

4.

Functions

Individual Teams leading specific transformational work programmes as part of St Helens Cares
will engage with the SRF and will ensure that:
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Information is provided in advance of meetings;
Information provided is clear and accessible;
The venues chosen for meetings are fully accessible;
The teams encourage open discussion on matters arising;
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The teams listen to and respond to points raised by SRF members – and if that is
not possible at the meeting, it is answered as soon as possible thereafter;
Meetings run to the agreed timings; and
Individual support and assistance is provided as requested.

In response, through the SRF, members are asked to contribute to the work and development of
St Helens Cares by providing feedback and comments in light of their individual personal
qualities, experience and insight.
In doing so, members are asked to:
•
•
•
•
•

5.

Use their experience and knowledge to offer thoughts and ideas;
Actively contribute to discussion whilst always respecting the contribution of others;
Be courteous to each other at all times and allow each other to speak;
Prepare for and attend meetings and keep to agreed timings; and
Comply with the Code of Conduct for SRF Members appended to these Terms of
Reference.

Authority/Reporting

The work of the SRF will be shared with the St Helens Cares Executive Board 2 through a report
prepared following each SRF meeting to the Executive Board.
The Executive Board will report periodically on the work of the SRF to the People’s Board, St
Helens Clinical Commissioning Group Governing Body or St Helens Borough Council Cabinet,
as the Executive Board deems appropriate.

6.

Frequency of meetings

Meetings of the SRF will be held every six weeks. A schedule of meeting dates for the SRF for
the following 12 months will be prepared by the Chair and disseminated amongst all members
at the beginning of each financial year.
The Chair may call extraordinary meetings of the SRF at his or her discretion, subject to
providing at least 10 working days’ notice to SRF members.
In addition, further public and patient involvement and engagement events may take place
across St Helens as the commissioners and providers in St Helens decide are necessary and
appropriate. Such events will be publicised by those organisations individually, including,
where possible, notifying SRF members through the SRF Chair.

7.

Administration

The SRF will be administered by the St Helens CCG Engagement Lead.

2

The St Helens Cares Executive Board is the group responsible for ensuring effective arrangements are in place to secure
public involvement in the planning, development and consideration of proposals for changes to health and care services
st
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Notes of meetings and reports produced by the SRF shall be made available via the St Helens
Cares website. 3

8.

Review

The terms of reference and effectiveness of the SRF will be reviewed by the Executive Board
annually or more frequently if required.

9.

Conduct

In addition to the obligation to comply with the Code of Conduct for SRF Members, all
members of the SRF are required to notify the Chair of any actual, potential or perceived
conflict of interest in advance of the meeting to enable appropriate management arrangements
to be put in place. All members are required to uphold the Nolan Principles and all other
relevant NHS or St Helens Council Code of Conduct requirements which are applicable to
them.
It is expected that members act in the spirit of co-production and collaboration in line with the
key principles and ethos of St Helens Cares.

3

This website will host a virtual discussion forum for SRF members and other invited guests to enable on-going discussion on
specific topics to enhance the quality of the formal meetings.
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Additional Information and Code of Conduct for SRF Members
The aim of this activity is to bring a patient, service user, carer focus or public perspective to
the St Helens Cares (SHC) public engagement process.

Who can attend the SRF Meetings?
Patient and service user representatives, carers and representatives from groups and
organisations that represent them have been invited to participate in this discreet group.
Participation is by invite only; however to ensure a transparent process details, information and
a note of each meeting will be made available. We will also invite extensive participation at
future public events and provide other means and opportunities for people to provide feedback.

What does the SRF do?
The function of the SRF is to assist and advise those working on St Helens Cares Programmes
with how it informs and engages with people. The SRF will use their collective experience and
knowledge to develop approaches that support the SHC Teams in wider public engagement.
The SRF will act as a means for wider communication and with prior permission some
participant’s details might be used in public facing information materials.

Why would you participate on the SRF?
As a representative of patients, service users and carers, or someone from a group or
organisation that represents them, you have insight into the questions and concerns other
people might have and can pose these on their behalf. You can use this insight to help shape
the early ideas around planning future service delivery and how the SHC work programmes
present information and communicates these plans with the wider public.
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Stakeholder Reference Forum
Code of Conduct
The SRF operates under the principle of mutual respect and all participants agree to:



be open warm and friendly; and
have a non-judgmental attitude.

In order to make best use of people’s time and expertise, we ask that all those attending agree
to:








give apologies ahead of time if unable to attend or take part;
study information sent in good time before meetings and be prepared to contribute to
discussions and other work during the meeting;
respect the authority of the chair or staff member leading the meeting;
maintain focus and relevance to matters being discussed during meetings;
be mindful of the time available in meetings, and use the opportunity to contribute by
raising issues with the chair, facilitator or SHC Team between meetings;
engage in debate and decision-making in meetings according to any agreed procedure,
maintaining a respectful attitude for the opinion and of others;
maintain confidentiality about any meetings held in private;

You should only act as a SRF representative with the prior knowledge and approval of the Chair
or programme team. This applies to discussions in a public forum, private or informal discussion
or discussions conducted using social media.
We ask that representatives from groups or organisations remain mindful of them, but to also
positively contribute to meetings as an individual member of the SRF as past, current or future
user of the healthcare and social care services we provide.
Those found to be in breach of the SRF code of conduct will be asked not to participate
in the SRF.

st
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SCHEDULE 5
Dispute Resolution Procedure

1.

Avoiding and Solving Disputes

1.1

The Parties commit to working cooperatively to identify and resolve issues to the
Parties’ mutual satisfaction so as to avoid all forms of dispute or conflict in performing
their obligations under this Agreement. Accordingly the Parties will look to collaborate
and resolve differences under Clause 7 (Problem Resolution and Escalation) of this
Agreement prior to commencing this procedure.

1.2

The Parties believe that by focusing on their agreed Objectives and Principles they are
reinforcing their commitment to avoiding disputes and conflicts arising out of or in
connection with the St Helens Cares arrangements set out in this Agreement.

1.3

The Parties shall promptly notify each other of any dispute or claim or any potential
dispute or claim in relation to this Agreement or the operation of St Helens Cares (each
a 'Dispute') when it arises.

1.4

In the first instance the relevant Parties’ representatives shall meet with the aim of
resolving the Dispute to the mutual satisfaction of the relevant Parties. If the Dispute
cannot be resolved by the relevant Parties’ representatives within 10 Operational Days
of the Dispute being referred to them, the Dispute shall be referred to senior officers of
the relevant Parties, such senior officers not to have had direct day-to-day involvement
in the matter and having the authority to settle the Dispute. The senior officers shall
deal proactively with any Dispute on a Best for St Helens basis in accordance with this
Agreement so as to seek to reach a unanimous decision.

1.5

The Parties agree that the senior officers may, on a Best for St Helens basis, determine
whatever action it believes is necessary including the following:
1.5.1

If the senior officers cannot resolve a Dispute, they may agree by consensus to
select an independent facilitator to assist with resolving the Dispute; and

1.5.2

The independent facilitator shall:

© Hill Dickinson LLP 2019

(i)

be provided with any information he or she requests about the
Dispute;

(ii)

assist the senior officers to work towards a consensus decision in
respect of the Dispute;
45

1.5.3

(iii)

regulate his or her own procedure;

(iv)

determine the number of facilitated discussions, provided that
there will be not less than three and not more than six facilitated
discussions, which must take place within 20 Operational Days of
the independent facilitator being appointed; and

(v)

have its costs and disbursements met by the Parties in Dispute
equally.

If the independent facilitator cannot resolve the Dispute, the Dispute must be
considered afresh in accordance with this Schedule 5 and only after such further
consideration again fails to resolve the Dispute, the Parties may agree to:

© Hill Dickinson LLP 2019

(i)

terminate this Agreement in accordance with Clause 14.1.1; or

(ii)

agree that the Dispute need not be resolved.
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ST HELENS CARES EXECUTIVE BOARD
Terms of Reference
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3.0

Implementation
Date
Review Date

1st February 2019

Approved By

The People’s Board

31st January 2020

Approval Date

REVISIONS
Date

Section

Reason for Change

Approved By

07.01.19

3

Membership updated to increase provider representation
and integrated director role.

5

Function to include provider system lead arrangements

6

Authority/reporting to include reports from sub groups
Clarity on level of authority

9

Added role of People’s Board in approving any changes
to ToR

TERMS OF REFERENCE OBSOLETE
Date

Reason

Approved By

ToRs to be re-drafted to align with Provider system lead
arrangements
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SHC Executive
Board

1.

Purpose

St Helens People’s Board provides the overall strategic direction in accordance with its remit set
out under section 195 of the Health & Social Care Act 2012 to encourage those who arrange for
the provision of health or social care services to work in an integrated way. The People’s Board
has delegated the function of overseeing the local care system to this multi-agency group,
established as the St Helens Cares Executive Board.
The purpose of the St Helens Cares (SHC) Executive Board is to provide strategic oversight
and management of the St Helens Cares model of delivery to achieve the objectives of the St
Helens People’s Board to improve the health and wellbeing of the St Helens population. This
supports the vision for St Helens which is improving people’s lives together, by tackling the
challenge of cost and demand.
The SHC Executive Board will work within existing contractual frameworks to transform the way
in which health and care services are delivered and services are integrated.
The priorities and work plan for the SHC Executive Board will be based on the strategic
direction for the St Helens borough agreed by the St Helens People’s Board.

2.

Chair

The SHC Executive Board will be chaired by Joint LA/CCG Executive post, the Strategic
Director of People’s Services/ Clinical Accountable Officer.

3.

Membership

The SHC Executive Board will include executive members from the Local Authority, CCG,
secondary and primary care providers, and a nominated representative from the People’s
Board.
The current membership of the SHC Executive Board is as follows:
Position
Strategic Director People’s
Services/Clinical
Accountable Officer
Deputy Strategic Director
People's Services / Deputy
Accountable Officer CCG
Two Executives from the
main NHS Providers in the
Borough (one of which to be
the Chair Provider Board)
Representative of a Primary
Care Provider operating in
the Borough selected by
agreement of the GP
networks

Nominated
Representative
Sarah O’Brien

Rachel Cleal

Ann Marr (Chair
Provider Board)
tbc

Organisation

Status

St Helens Council & NHS St
Helens Clinical Commissioning
Group
St Helens Council & NHS St
Helens Clinical Commissioning
Group
St Helens and Knowsley
Teaching Hospitals NHS Trust
North West Boroughs NHS
Foundation Trust

Member / Chair

tbc

Member

Member
Member

Member
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Member nominated by the St
Helens People’s Board
Senior Finance Officer from
the CCG or Council *

Gillian Healy

Torus Group

Member

Cath Fogarty

St Helens Council

Member

Director of Integration, St
Helens Cares

Wayne Longshaw

St Helens and Knowsley
Teaching Hospitals NHS Trust

In attendance

Representative of SHC
Angela Delea
NHS St Helens Clinical
In attendance
Communications &
Commissioning Group
Engagement
* this position will also represent the views of the SHC Finance & Contracting Group

Other attendees may be requested to attend, observe and/or participate in discussions at SHC
Executive Board meetings, as agreed by the members, from time to time.

4.

Quorum

A quorum will be at least 50% of the membership and the chair.
attendance and administrative support.

5.

This excludes those in

Functions

The SHC Executive Board is not a decision making body, although it will be instrumental in
developing proposals and recommendations by consensus which shall be presented to the
statutory boards of the partner organisations.
The SHC Executive Board will be responsible for:
•
•
•
•
•
•
•
•

Identifying the transformational priorities for St Helens Cares
Development of an integrated local care system
Overseeing delivery of agreed schemes and priorities
Establishment of provider system lead arrangements, including determining services to
be included in such arrangements
Design and implementation of effective governance arrangements for St Helens Cares
Developing the system leadership capacity and capability of the St Helens Cares
workforce
Developing proposals for system wide outcome measures and mechanisms for reporting
collectively on the performance of providers working in the St Helens Cares system;
Evaluating risk in relation to system change proposals for St Helens Cares and ensuring
mitigation plans are robust.

The SHC Executive Board will establish sub groups to support its agreed functions; this can
include co-opting members from other organisations/stakeholders and other external bodies in
an advisory role. The SHC Executive Board will receive and consider recommendations and
proposals from the St Helens Cares Provider Board in the course of fulfilling its functions.
The SHC Executive Board may seek the views of the St Helens Cares Stakeholder Reference
Forum to inform its proposals.

93

The SHC Executive Board will seek the views of the St Helens Cares Finance and Contracting
Group in relation to financial and contractual implications of proposals and recommendations
under discussion.

6.

Authority/Reporting

The SHC Executive Board is established by the People’s Board to achieve the objective of the
St Helens People’s Board to develop a sustainable Health and Social Care system.
The SHC Executive Board is not a separate legal entity, and as such is unable to take decisions
separately from its constituent members or bind any one of them; nor can one organisation
‘overrule’ the other on any matter.
The SHC Executive Board will operate as a place for discussion of issues with the aim of
reaching consensus to make recommendations and proposals to the statutory Boards of partner
organisations and to the People’s Board, with the ultimate aim of developing an integrated local
care system for St Helens.
The SHC Executive Board will have following sub groups:
•
•
•
•

The Provider Board
The Finance & Contracting Group
Operational Planning and Integrated Delivery Group
Stakeholder Reference Forum

A report from each of the above sub groups will be a standing item on every meeting agenda for
the SHC Executive Board.
Each of the member organisations of the SHC Executive Board will ensure that their designated
officer:
o Is appointed to attend and represent their organisation on the SHC Executive
Board with such authority as is agreed to be necessary in order for the SHC
Executive Board to function effectively in discharging its responsibilities as set out
in these terms of reference which is, to the extent necessary, recognised in an
organisation’s respective scheme of delegation (or similar);
o Has equivalent delegated authority to the designated officers of all other member
organisations comprising the SHC Executive Board (as confirmed in writing and
agreed between the member organisations); and
o Understand the status of the SHC Executive Board and the limits of their
responsibilities and authority.
The SHC Executive Board will provide regular reports to the People’s Board.
The SHC Executive Board will keep the Cheshire & Mersey Health and Care Partnership
informed of developments of the local care system
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7.

Frequency of Meetings

The SHC Executive Board will meet at least 6 times a year and a schedule of dates for the
following 12 months will be agreed between and disseminated at the beginning of each financial
year.
Meetings may be held by telephone or video conference. Members may participate (and count
towards quorum) in a face-to-face meeting via telephone or video-conference.
The Chair may call extraordinary meetings of the SHC Executive Board at his or her discretion,
subject to providing at least 5 working days’ notice to members.

8.

Administration

The SHC Executive Board will be administered by St Helens Cares Integrated PMO.
The annual work plan and meeting agendas will be approved by the Chair.
Agenda items and supporting papers must be notified 7 working days in advance of each
meeting to the Chair. All members may suggest agenda items. Requests made less than 7
working days before a meeting may be included on the agenda at the discretion of the Chair.
Agendas and supporting papers will be circulated at least 3 working days before each meeting
of the SHC Executive Board.
The meetings can consider items of any other business at the discretion of the Chair however
papers should not normally be tabled.
Draft minutes of meetings will be sent to members of the SHC Executive Board within 14 days
of each meeting. Approval of the minutes of the previous meeting of the SHC Executive Board
will be a specific item on each meeting agenda. No discussion shall take place upon the
minutes except upon their accuracy or where the Chair considers discussion appropriate.
Minutes will be made available to each of the partners’ boards on request.
All members of the SHC Executive Board are responsible for reporting on key issues from the
meetings and communicating decisions within their respective organisations.

9.

Review

The terms of reference and effectiveness of the SHC Executive Board will be reviewed by the St
Helens Cares People’s Board annually or more frequently if required.

10.

Conduct

All members are required to notify the Chair of any actual, potential or perceived conflict of
interest in advance of the meeting to enable appropriate management arrangements to be put
in place. All members are required to uphold the Nolan Principles and all other relevant NHS or
St Helens Council Code of Conduct requirements which are applicable to them.
It is expected that members act in the spirit of co-production and collaboration in line with the
key principles and ethos of St Helens Cares.
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KEY ISSUES REPORT
Quality Committee
Meeting Date: 5 December 2018
Agenda
Improvement Key Issue
Item Ref:
or
Operational
Plan Theme
Q181204(1)

Q181204(6)

Q181205(1)

Q181205(2)

Decision/ Action

Provider Visit to District Nursing
• issue re access to Tissue Viability in community
• issue re End of Life processes as DNs have to
make referrals when pt comes out of hospital and
Hospice Macmillans not seeing pts for 3 days (CL
advised that EoL issues being looked at so would
like to be involved in discussions)

3:1
Discussion needed with
commissioners to agree ways of
working moving forward.

Q2 CQUIN Report received, committee noted the
achievement of all CQUINs except interim position of
STHK whilst awaiting further information
Reminder to be sent to GPs how to access Advice &
Guidance for Gastro, Urology & Dermatology as uptake
poor
Children’s SLT Service Specification
• Key issues highlighted and an updated service
specification was presented to QC which included
the national Guidance updates
Review of criteria based clinical treatments Phase 3
• Discussed the process to date and reviewed the
policies
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Corporate
Risk/ GBAF
Reference Mitigation

3:1

Further communication with GPs
about accessing this

Approved by QC

QC agreed on process but could
not comment on the content of
all the policies due to clinical
expertise needed.
QIAs requested for all policies

To go Governing Body for
approval prior to pre-consultation
Q181206

Q181209(2)

Safeguarding annual report (due June 2018 – deferred to
December 2018)
• Not submitted to QC despite repeated requests
• LEDAR to be added to risk register as all cases
now need allocating by the End of December 2019
Pan Mersey Area Prescribing Cttee Recommendations
• Recommendations Approved

Key Issues Report

3:1
QC agreed that LE to write to
Assistant Director of
Safeguarding to request when
we will receive this
Approved by QC

Date
5 December 2018
13/12/18

Prepared by: Joyce Hodson
Verified by: Lisa Ellis

NOTE: A copy of any papers referenced in this Key Issues Report will be made available on request to the Committee Chair. A copy of this report will be sent to Audit
Committee – please highlight any specific issues to be escalated. Formal Minutes, once approved, will be made available to the Audit Committee and Governing Body on
request.
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KEY ISSUES REPORT
Finance & Performance Committee – 28th November 2018
Agenda
Item
Ref:
F&P
181105

F&P
181106 (a)

Improvement Key Issue
or
Operational
Plan Theme

Decision/ Action

F&P Committee – Terms of Reference
A revised TOR was presented to reflect the new committee
reporting structure.
Finance report – Month 7
The CCG reported a YTD deficit of £1.6m at month 7 which is a
worsening of £703k in month. The CCG have increased the risk
reported to NHSE, however, the remaining risk in the remainder
of the year is significant as many of the QIPP schemes are
planned for the winter period. The CCG are actively pursuing
mitigations to offset some of the financial pressures. The CCG
would be unable to change its forecast outturn position without
agreement of NHSE. Approval for this would need to be sought
by Governing Body.
It was noted that despite the financial pressures, activity levels
for St Helens patients are stabilising and although still over plan,
there is evidence of success of some of the transformation
schemes.
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Committee agreed the revised TOR,
subject to a few minor changes.
Final version will be presented to GB
for approval.
Committee noted the month 7
financial position.

Corporate
Risk/ GBAF
Reference Mitigation

F&P
181106 (b)

Financial Planning 2019/20

Committee noted the report.

The CCG has commenced an intensive planning process for
2019/20. The financial planning and contracting process will run
parallel.
The key focus is alignment of activity and operational plans,
taking into account the QIPP plans and Commissioning Intentions
across the St.Helens Cares footprint. Alignment with providers is
also key and discussions are taking place about how we achieve
this within the financial envelope available to the borough.
Allocations are expected mid-December, with the first iteration
of the plan due on 12th January 2019.

F&P
181107 (a)

Performance Report - IAF
Current performance was noted and feedback was given on any
red rag rated indicators, together with supporting action plans.
The priority area for November 2018 is “Corporate”.

Committee noted the current
performance position.

New guidance was released from NHSE in November 2018 which
introduced an additional 7 measures for this financial year,
increasing the total number of measures to be reported on to 58.
Key Issues Report
Date
Prepared by: Dawn Mellan
30th November 2018
Verified by:
Julie Ashurst
30th November 2018
NOTE: A copy of any papers referenced in this Key Issues Report will be made available on request to the Committee Chair. Formal Minutes, once
approved, will be made available to the Audit Committee and Governing Body on request.
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KEY ISSUES REPORT
Finance & Performance Committee – 19th December 2018
Agenda
Item
Ref:

Improvement Key Issue
or
Operational
Plan Theme

Decision/ Action

F&P
181205 (a)

The current ‘unmitigated’ trajectory to year end stands at £8m
deficit between allocation income and expenditure forecast; a
worsening of £400k due to a national allocation adjustment
related to overseas visitors, and high cost mental health patient
costs having arisen in month.
The CCG continues to work on mitigations to bridge the deficit
position but has only identified actions that could bridge 2/3rd of
the forecast gap.
Whilst the risk adjusted out-turn figure reported to NHSE stands
at £3.8m deficit, the further worsening of the in-month financial
position results in a very high probability that the CCG will not be
able to deliver its planned financial control total without external
support and may have to upwardly revise its risk adjusted outturn when reporting its Q3 financial position.

Committee noted the month 8
financial position; work on
mitigations to bridge the financial
gap and inherent risks.

F&P
181205 (b)

A paper was presented that highlighted the current BCF spend
and metrics reported to NSHE. The key areas off track are nonelective admissions and over 65s who were at home 91 days
after hospital discharge. This paper will be presented in future
months to the new Integrated Finance and Performance Board.

Committee noted the update.

F&P
181205 (c)

The current financial and activity position on CHC was noted and
the fact that it has remained largely static over the last 2 months.
The data presented is now at a much more granular level after
significant work between CCG and LA colleagues. This should

Committee noted the update.
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Corporate
Risk/ GBAF
Reference Mitigation
Objective 1

Objective 1

Objective 1

F&P
181205 (d)

F&P
181206 (a)

F&P
181207 (a)

allow for future presentation of a detailed activity and
performance dashboard. The amount of ongoing work within the
team to ensure that quality services and value for money are
constantly achieved was noted by the committee
The planning guidance is expected at the end of December and
Committee noted the update.
there will be a very busy period of planning and contracting over
the coming months. As yet the CCG do not know the financial
allocations, nor other detailed changes proposed for 2019/20 e.g.
PbR tariff changes, or national activity assumptions. It is
therefore difficult to understand the full QIPP or savings
requirements at this juncture.
Committee noted the current
The Committee were presented with a list of IAF measures that
performance position.
were RED RAG rated. It was noted that the action plans for
improving these ratings go to Quality Committee who oversee
progress against them. In addition, progress against the 18/19
quality premium was noted. This is also presented to Governing
Body as a separate paper
Risks – It was noted that 2 risks had increased to 25. This was
because of the fact that the CCG is unable to mitigate internally
to reach its control total. Whilst the CCG is working through a
mitigations plan, it is recognised that external support would be
necessary to meet its control total and therefore the risk
adjusted out-turn was set at £3.8m

Objective 1

Objective 3

Objective 1

Key Issues Report
Date
Prepared by: Julie Ashurst
21.12.18
Verified by:
Iain Stoddart
31.12.18
NOTE: A copy of any papers referenced in this Key Issues Report will be made available on request to the Committee Chair. Formal Minutes, once
approved, will be made available to the Audit Committee and Governing Body on request.
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Primary Care Commissioning Committee
Meeting Date: 12th December 2018
Agenda
Item Ref:

PC181205

CCG
Improvement
Plan Theme

Key Issue:

Decision / Action:

Financial Position
The finance position was reported as little changed
since the October position. It was reported that the
national negotiations for the GMS and PMS contracts
for next year are indicating no further funding available
to support this pressure. It was noted that CHP had
raised concerns about a number of outstanding
invoices for GP Practices.

PC181206

Corporate Risk /
GBAF
Reference:
- Mitigation

The Finance Team will 1.1, 1.3
continue to monitor the budget
and report to the Committee
any guidance from NHSE on
the allocations for 19/20.
The CCG will continue to work 1.1
with CHP with regard to the
outstanding invoices.

Progress on Integrated Urgent Care
An update was provided for the Committee on the
work being undertaken with ROTA on the specification
for the 4 practices that the CCG are delivering Out of
Hours for, with a view to rolling this out to all the
practices.

A report on the progress on 5.1, 5.2
Integrated Urgent Care will be
presented
to
the
next
Governing Body meeting.

Key Issues Report
Date
Prepared by: Cathy Edge
18.12.18
Verified by:
Geoffrey Appleton
19.12.18
NOTE:
A copy of any papers referenced in this Key Issues Report will be made available on request to the Committee Chair.
Formal Minutes, once approved, will be provided to the Audit Committee and Governing Body.
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KEY ISSUES REPORT
Audit Committee – 12th December 2018
Agenda
Item
Ref:
AC 181206

Improvement Key Issue
or
Operational
Plan Theme

Decision/ Action

The Audit Committee had carried out a review of 4 registers as
follows:
• Conflicts of Interest Register
• Conflicts of Interest Breaches Register
• Gifts, Hospitality & Sponsorship Register
• Procurement Decisions Register

Committee received and noted the 4
CCG Registers.

Overall the CCG registers were kept in line with best practice,
with only minor issues noted.
AC 181207

Level of Aged Creditors/Disputed Payments – the majority of
disputed invoices over 6 months old relate to Bridgewater Trust
(regarding estates) and NHS Property Services.
The CCG is doing a lot of work to resolve these issues and
continues to negotiate with Bridgewater on the estates issues.
Recent invoices from NHSPS for 2017/18 have been disputed due
to their lateness (bills sent in November 2018); values (balancing
bills being up to 82% more than original bills) and charges for
incorrect buildings. The CCG are in liaison with NHSPS about
these and other older invoices incorrectly charged.
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Committee received and noted the
update.

Corporate
Risk/ GBAF
Reference Mitigation

AC181210

Primary Medical Care Commissioning and Contracting –
MIAA noted that this mandatory audit is being undertaken across
all CCGs that they serve. Common Terms of Reference were
included for information.

Committee received and noted the
update and TOR for this audit.

The following 4 areas will be covered during the audit (with
Governance being the first area to be reviewed):
•
•
•
•
AC181212

Governance
Commissioning and Procurement of services
Contract Oversight and Management Functions
Primary Care Finance

The Anti-Fraud progress report highlighted the ongoing work of
the Local Counter Fraud Officer.

Committee received and noted the
update.

Key Issues Report
Date
Prepared by: Dawn Mellan/Julie Ashurst
21.12.18
Verified by:
Tony Foy
09.01.19
NOTE: A copy of any papers referenced in this Key Issues Report will be made available on request to the Committee Chair. Formal Minutes, once
approved, will be made available on request.
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KEY ISSUES REPORT
EXECUTIVE LEADERSHIP TEAM
Meeting Date: 7TH January 2019
Agenda
Item Ref:

Improvement Key Issue
or
Operational
Plan Theme

ELT190103 Effective
Organisation

ELT190104 Mental Health
ELT190105 Effective
Organisation

ELT190106 Effective
Organisation

ELT190110 Effective
Organisation

Decision/ Action

Corporate
Risk/ GBAF
Reference Mitigation

Audit Committee Review of Contract Management
Arrangements and Financial Transactions –
following the item (GB18/11/07) discussed at
private Governing Body meeting in November 2018,
there is a need to develop an action plan.
IAPT Re-Tender Request put forward for approval.
Requirement to redesign service / new
specification. Process to start in January 2019.
Controlled Environment for Finance (CEfF)
Policy – new policy presented for approval.

ELT agreed for the action plan to be brought to
February’s ELT meeting for discussion/ approval.

1.1

ELT approved redesign to inform new
specification. To recommend that GB approve retender request.
ELT approved the policy.

2.1

Annual Report timeline for the 2018-19 report
presented for noting, and confirmation of section
owners.
Revised Procurement & Contestability Strategy
– presented to ELT for review and formal
recommendation to Governing Body to ratify.

ELT noted the report and agreed the section
owners.

N/A

ELT approved the revised draft policy and
recommend to Governing Body to formally ratify.

4.3

No Deal Brexit, Identified SRO – NHSE have
asked all Providers and CCGs to nominate a SRO
to lead on emergency plans in preparation for a no
deal Brexit.

As the biggest concern from St Helens CCG’s
perspective is around Primary Care, and the risk
of stock piling causing problems with demand and
supply of medicines the ELT agreed Lisa Ellis,
Chief Nurse be the SRO for St Helens CCG.

4.3

4.3

Key Issues Report
Date
Prepared by: Hilary Southern, Governance & Corporate Services Manager
07/01/19
Verified by: Sarah O’Brien, Strategic Director People’s Services/ Clinical Accountable Officer
07/01/19
NOTE:
A copy of any papers referenced in this Key Issues Report will be made available on request to the Committee Chair. A copy of this report will
be sent to Audit Committee – please highlight any specific issues to be escalated. Formal Minutes, once approved, will be made available
to the Audit Committee and Governing Body on request.

107

108

Report to NHS St Helens CCG
Governing Body
Date of meeting:

16th January 2019

Governing Body Member Lead:

Geoffrey Appleton, Governing Body Chair

Accountable Director:

Angela Delea, Associate Director Corporate Governance

Report title:

Model Constitution – Draft Governance Handbook

Item for:

Decision

X

Assurance

Information

X

(Please insert X as
appropriate)

This report supports the following CCG Strategic Objectives. Please insert ‘x’ as
appropriate.
Strategic
Objectives

1.
2.
3.
4.
5.

To deliver financial sustainability
To deliver improvements through system redesign and in priority areas.
To deliver improved outcomes for patients
To develop capacity and capability as system leaders
To stabilise, support and sustain primary care

X

Does this report provide assurance against any of the risks identified in the
Assurance Framework?
Objective 4: To develop capacity and capability as system leaders
Governance
and Risk

What level of assurance does it provide? Limited/Reasonable/Significant
Is this report required under NHS guidance or for statutory purpose? (please specify)
Health & Social Care Act 2012 requires CCG’s to publish specific information
within a formal Constitution.

Purpose of this paper
Following on from the new Model Constitution Guidance published by NHS England in September
2018, this paper presents a draft NHS St Helens CCG Governance Handbook for approval by
Governing Body, to be formally presented, for approval by NHS England.
1. Introduction & Background
In September 2018 NHSE rolled out a new ‘Model Constitution’ for CCGs. There is no immediate
expectation that CCGs amend their existing constitutions, however CCGs were asked to check their
existing versions against the new model to ensure it is legally sound.
One of the recommendations, to support the slimming down of the Constitution document, was the
suggestion for CCGs to create a Governance/ Committee handbook to bring together a number of
key documents concerning the CCG’s governance and decision making arrangements (out of the
Constitution) including committee structure and operation, Terms of Reference and the CCG’s
Scheme of Reservation & Delegation.
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NHS St Helens CCG have also chosen to include the Chairs Handbook and Committee
Administration Handbook.
Copies of Terms of Reference for Audit Committee, Remuneration Committee and Primary Care
Commissioning Committee must still be appended to the Constitution; however are also included
with all other Terms of Reference in the Governance Handbook.
This is a live document which will be under constant review by the Governance Team, with a formal
review undertaken annually, and changes approved by NHS England.
On approval by Governing Body, the Governance Handbook will be sent to NHS England for formal
approval, and will then be published on the CCG public website and staff intranet.
2. Recommendations
Governing Body is asked to:
1. Review and Approve the attached draft Governance Handbook, for recommendation to NHS
England.
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Governance Handbook
Version 1.0
December 2018

Governance Handbook v1.0

1
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Standard Operating
Procedure

St Helens CCG Governance Handbook

Version

1.0

Implementation Date

January 2019

Review Date

January 2020

Approved By
Approval Date

Internal - Governing Body
External – NHS England
XX TBC

Author

Corporate Governance Team

Target Audience/
Distribution

All Staff: Via CCG Intranet
Public: Via CCG Internet

REVISIONS
Date

Section

Reason for Change

Approved By

Dec 2018

N/A

New Handbook implemented in line with NHSE Model
Constitution

TBC

POLICY OBSOLETE
Date

Reason

Approved By
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Part 1a:
Governance Structure
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Foreword
This Governance handbook has been produced in line with NHSE Guidance around the CCG
Model Constitution; the purpose of this handbook is to bring together a number of key documents
concerning the CCG’s governance and decision making arrangements including committee
structure and operation, Terms of Reference and the CCG’s Scheme of Reservation & Delegation.
This is a working document and will be under constant review by the Governance Team; a formal
review of the document will be carried out annually; amendments to Part 1 of this Handbook will
require approval by NHS England.

Committee Overview
NHS St Helens CCG’s Governing Body is responsible for ensuring that the CCG discharges its
statutory duties for the commissioning of health and wellbeing services. The Governing Body is in
place to seek assurance on all aspects of clinical commissioning and to give assurance to all
member practices and other stakeholders that the CCG is operating in a responsible and effective
manner. The CCG’s Members Council represents all of the member practices of the group and
acts as a clinical leadership advisory group to the CCG’s Governing Body.
The Governing Body is currently supported by 9 committees, some of which are supported by
operational working groups.
All Committees have a responsibility to operate within their individual Terms of Reference as
defined within the CCG Constitution – copies of each Committees’ Terms of Reference can be
found in Part 1b of this Handbook. The Governing Body may appoint other such committees as it
considers may be appropriate and delegate to them the exercise of any functions of the CCG
which in its discretion it considers to be appropriate.
The nine Committees of NHS St Helens CCG currently include:
1.
2.
3.
4.
5.
6.
7.
8.
9.

GP Member’s Council
Primary Care Commissioning Committee
Audit Committee
Remuneration Committee
Finance & Performance Committee
Quality Committee
Human Resource & Organisational Development Committee
Executive Leadership Team Committee
Mid Mersey Joint Committee (made up of representatives from the Mid Mersey CCG’s –
Halton, Knowsley, St Helens & Warrington)

Working Groups
Committees have the power to convene operational working groups in order to focus on specific
areas – these working groups will abide by the same governance principles as the Committees and
sub committees e.g. around the management of Declarations of Interests. Although formal
administration support of working groups may not be required, working groups are required to
produce regular reports to their respective committees in order to inform discussions.
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There are currently (as at January 2019) 7 working groups established under the CCG’s
Committees as follows:
Primary Care Commissioning Committee
 Primary Care Operational Group (PCOG)
Quality Committee
 Medicines Management Sub-Committee
 Patient Experience and Involvement Working Group
 CDIFF Review Panel Working Group
 Serious Incident Review Working Group
Human Resources & Organisational Development Committee
 Organisational Development Sub Group
Executive Leadership Team Committee
 Information Governance Working Group
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Committee Structure
A committee structure chart outlining all committees can be found at Diagram 1. Chairs, Vice Chairs and Governing Body members of each
committee are identified in Table 1 below.

Diagram 1 – Committee Structure
Governance Handbook v1.0
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7

Governing Body
Officers

Meeting

Sarah
O'Brien

Members Council

X

Governing Body

X

Members
Rachel
Cleal
X

Lisa
Ellis

Iain
Stodd
art

X

X

X

X

Sue
Forster
X

Geoffrey
Appleton

Dr Mike
Ejuoneatse

Dr Paul
Rose

X

X

X

X

X

X

Dr
Omar
Shaikh

Dr
Hilary
Flett

James
Catania

Tony
Foy

Mark
Weights

Elaine
Inglesby

X

X

X

X

X

X

X

X

X

X

X

X

X

X

Audit Committee

X

Remuneration Committee
PCC Committee

X

X

X

X

ELT

X

X

X

X

X

F&P Committee

X

X

X

X

X

X

Quality Committee
HR & OD Committee
Mid Mersey Joint
Committee

X

X

X

X

X

X

X

X

X

X

X

X

X
X

X

Table 1 – Committee Members (Governing Body Members)

Governance Handbook v1.0
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8

Scheme of Reservation & Delegation
It is important that each committee understands its decision making process as defined within the
Scheme of Reservation and Delegation – which describes the specific committee powers. The
Scheme of Reservation and Delegation can be found in Part 1c.
Operational Delegated Limits for Committees can be found within the Executive Leadership Team
Committee Terms of Reference, found in Part 1b.

Managing Conflicts of Interest
A Conflict of Interest is defined as “a set of circumstances by which a reasonable person would
consider that an individual’s ability to apply judgement or act, in the context of delivering,
commissioning, or assuring taxpayer funded health and care services is, or could be, impaired or
influenced by another interest they hold”
A conflict of interest may be actual (material conflict) or potential (there is the possibility of a
material conflict in the future). Interests fall into four categories:
1. Financial Interests
2. Non-Financial, Professional Interests
3. Non-Financial, Personal Interests
4. Indirect Interests
The CCG is required to make arrangements for managing conflicts of interest, and potential
conflicts of interest, in such a way as to ensure that they do not, and do not appear to, affect the
integrity of the group’s decision-making. Failure to manage conflicts of interest could lead to legal
challenge and even criminal action in the event of fraud, bribery and corruption.
All CCG employees (full and part time, sessional staff), students/trainees, agency and seconded
staff, members of the Governing Body and associated Committees (including co-opted members,
appointed deputies, members of other organisations) and GP members (GP Partners, any
individual directly involved with the business or in decision making of the CCG) are required to
complete an up to date Declaration of Interest Form at least annually in accordance with the
CCG’s Conflicts of Interest Policy and section 140 of the National Health Service Act 2006 – with
updates being provided to the CCG Governance team within 28 days of them occurring. These
are maintained on a corporate Declarations of Interest Register which is published on the CCG
website.
Committee Administrators have a critical role in ensuring Committee Members and Attendees
complete a Committee Declaration form before each meeting; with Committee Chairs ensuring
that declarations of interest are declared at the start of any meeting and any management
arrangements are adhered to. See below, Part 2 for further information on the role of the
Committee Chair, and Part 3 for the role of Committee Administrator.
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Part 1b:
Committee Terms of
Reference
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Committee Terms of Reference
Committee
Governing Body
GP Members Council
Primary Care Commissioning Committee
Audit Committee
Remuneration Committee
Executive Leadership Team Committee
Finance & Performance Committee
Quality Committee
Human Resources & Organisational Development Committee

Page

Sub Committee / Working Groups Terms of Reference
Sub Committee / Working Group
Primary Care Operational Group (PCOG)
Information Governance Working Group (IGWG)
Medicines Management Committee
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Page

Part 1c:
Scheme of Reservation &
Delegation
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1.

SCHEDULE OF MATTERS RESERVED TO THE CLINICAL COMMISSIONING GROUP
AND SCHEME OF DELEGATION

1.1.

The arrangements made by the group as set out in this scheme of reservation and delegation
of decisions shall have effect as if incorporated in the group’s constitution.

1.2

Nothing in the scheme of reservation and delegation should impair the discharge of the direct
accountability to the Members Council or Governing Body of the Chief Finance Officer (CFO).
Outside of these requirements the Chief Finance Officer shall be accountable to the Group’s
Accountable Officer.

1.2.

The clinical commissioning group remains accountable for all of its functions, including those
that it has delegated.

1.3.

Unless stated in the Group’s Constitution or in its Scheme of Reservation and Delegation, the
Group’s Accountable Officer has responsibility for the operational management of the Group.

This scheme of reservation and delegation sets out decisions that clinical commissioning groups may
consider should be reserved or delegated when discharging their functions. Examples of reservation
or delegation may be that decisions:








are reserved to the members of the group
are reserved to the Governing Body (in keeping with the Governing Body’s statutory
duties)
are delegated to the Governing Body
are delegated to committees or sub-committees of the group
are delegated to the committees or sub-committees of the Governing Body
are delegated to the group’s Accountable Officer; or
are delegated to another individual specified in the constitution.

The Scheme of Reservation and Delegation is presented at Table A below.
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Table A – Scheme of Reservation and Delegation
Delegated to
Ref

Reserved or delegated matter

1.

Regulation and control

1.1

Determine the arrangements by which the members of the
Group approve those decisions that are reserved for the
membership
Consideration and approval of applications to the NHS England
on matters concerning changes to the Group’s constitution.
Exercise or delegation of those functions of the clinical
commissioning group which have not been retained as reserved
by the group or delegated to the Governing Body or to a
committee or sub-committee of the group or to one of its
members or employees
Approval of the Group’s overarching scheme of reservation and
delegation, which sets out those decisions that are in statute the
responsibility of the Group and that are reserved to the
membership and those delegated to the
 Governing Body
 Committees, sub committees
 Its members or employees
Final authority on interpretation of the Group’s constitution and
supporting appendices (i.e. standing orders, prime financial
policies and scheme of reservation and delegation)
Disclosure of non-compliance with the Group’s Constitution
(incorporating the standing orders, prime financial policies and
scheme of reservation and Delegation)

1.2
1.3

1.4

1.4

1.5

Matter
reserved to
the
Members

Members
Council

Matter
reserved
to the
Gov Body

Governing
Body or
Committee

Individual
Member or
Officer

Responsible
for preparing
or
recommending
a course of
action

Accountable
Officer

Accountable Officer

Governing
Body

Members
Council

Accountable
Officer
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Accountable Officer
Accountable Officer

Accountable
Officer

Members
Council

Operational
responsibility

Accountable Officer

Chair

Accountable Officer

All Staff
All Members

Accountable Officer

Delegated to
Ref

1.6

1.7

Reserved or delegated matter

Matter
reserved to
the
Members

Prepare the scheme of reservation and delegation, which sets
out those decisions that are in statute the responsibility of the
Governing Body are reserved to the Governing Body and those
delegated to the:

Governing Body’s committees and sub-committees

members of the Governing Body

an individual who is member of the group but not the
Governing Body or a specified person
Suspension of provisions within the Constitution (incorporating
the standing orders, prime financial policies and Scheme of
Reservation and Delegation) due to extreme cause or
emergency.

Matter
reserved
to the
Gov Body

Governing
Body or
Committee

Individual
Member or
Officer

Governing
Body

Chair and
Chief
Finance
Officer and
Accountable
Officer

Responsible
for preparing
or
recommending
a course of
action

Operational
responsibility

Accountable
Officer

Accountable
Officer

Chief Finance
Officer

Accountable
Officer

1.8

Review of any such suspensions of the Constitution

Audit
Committee

Internal Audit

Chief finance
Officer

1.9

Approval of the Group’s operational scheme of delegation that
underpins the Group’s Scheme of Reservation and Delegation
within the Constitution.
Approval of the Group’s detailed financial policies that are
underpinned by the Prime Financial Policies within the
Constitution (Appendix D)
Approve detailed financial procedures

Governing
Body

Accountable
Officer

Accountable
Officer

Audit
Committee

Chief Finance
Officer

Chief Finance
Officer

Chief Finance
Officer

Chief Finance
Officer

1.10

1.11

Chief
Finance
Officer and
Accountable
Officer
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Delegated to
Ref

Reserved or delegated matter

Matter
reserved to
the
Members

1.12

Executing a document by signature or use of the Group’s seal

2.

Practice Member Representatives & Members of the Governing Body

2.1

2.4

Approve the arrangements for identifying practice
representatives for the Members Council
Approve the arrangements for appointing clinical leaders to the
Group’s Governing Body
Approve the arrangements for appointing the non-GP members
to the Group’s Governing Body
Electoral Vote for GP Governing Body members

3.

Strategy and Planning

3.1

Matter
reserved
to the
Gov Body

Governing
Body or
Committee

Individual
Member or
Officer

Responsible
for preparing
or
recommending
a course of
action

Chair / Chief
Finance
Officer or
Accountable
Officer

Operational
responsibility

Accountable
Officer

Members
Council
Members
Council
Members
Council
Full GP
membership

Accountable
Officer
Accountable
Officer
Accountable
Officer
Accountable
Officer

Accountable
Officer
Accountable
Officer
Accountable
Officer
Accountable
Officer

Members
Council

Chair

3.2

Approve the Group’s vision, values and overall strategic
direction
Approve the Group’s Operating Structure

3.3

Approve the Group’s Commissioning Plan

Members
Council

3.4

Approve the group’s arrangements for engaging the public and
key stakeholders in the group’s planning and commissioning
arrangements
Approve the Group’s Financial Strategy and Annual Budget
which meet the financial duties of the Group.

Accountable
Officer
Accountable
Officer
Accountable
Officer

Accountable
Officer
Accountable
Officer
Accountable
Officer
Accountable
Officer

Chief Finance
Officer

Chief Finance
Officer

2.2
2.3

3.5

Governing
Body
Governing
Body

Governing
Body
Governing
Body
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Delegated to
Ref

3.6

3.7

Reserved or delegated matter

Approve variations to the approved budgets where variation
would impact on the overall approved levels of income and
expenditure or the Group’s ability to achieve its strategic aims
Approve a recovery plan where the CCG is faced with a deficit in
excess of 1% or poor performance puts the Group’s continued
authorisation in doubt.

4.

Annual Reports and Accounts

4.1

Approval of the Group’s Annual Accounts

4.2

Approval of the Group’s Annual Report

4.3

Approval of appointment of auditors and their annual audit plans

4.4

Approval of arrangements for discharging the Group’s financial
duties
Human Resources and Organisational Development

5.
5.1

5.2
5.3

Matter
reserved to
the
Members

Approve the pay, remuneration, and terms & conditions for any
officers and employees (outside of Agenda for Change) for
Governing Body members and other staff , including pensions
and gratuities
Approve other terms and conditions of service for the Group’s
employees.
Approve disciplinary arrangements for employees, including the
Accountable Officer (where he/she is an employee or member of
the Group) and for other persons working on behalf of the
Group.
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Responsible
for preparing
or
recommending
a course of
action

Operational
responsibility

Governing
Body

Chief Finance
Officer

Chief Finance
Officer

Governing
Body

Accountable
Officer and
Chief Finance
Officer

Accountable
Officer and
Chief Finance
Officer

Audit
Committee
Audit
Committee
Audit
Committee
Audit
Committee

Chief Finance
Officer
Accountable
Officer
Chief Finance
Officer
Chief Finance
Officer

Chief Finance
Officer
Accountable
Officer
Chief Finance
Officer
Chief Finance
Officer

Remunerati
on C’ttee

Accountable
Officer

Remunerati
on C’ttee
Remunerati
on C’ttee

Accountable
Officer
Accountable
Officer

Accountable
Officer
(Excluding own
post)
Accountable
Officer
Accountable
Officer

Matter
reserved
to the
Gov Body

Governing
Body or
Committee

Individual
Member or
Officer

Delegated to
Ref

5.4

Reserved or delegated matter

Matter
reserved to
the
Members

Matter
reserved
to the
Gov Body

Responsible
for preparing
or
recommending
a course of
action

Operational
responsibility

Remunerati
on C’ttee

Accountable
Officer

Accountable
Officer

HR & OD
C’ttee
HR & OD
C’ttee

Accountable
Officer
Accountable
Officer
Accountable
Officer

Accountable
Officer
Accountable
Officer
Accountable
Officer

Governing
Body or
Committee

Individual
Member or
Officer

5.6

Approve disciplinary arrangements where the Group has joint
appointments with another Group and the individuals are
employees of that Group
Approve the Group’s succession planning for elected members
and other GB nominations and members
Approve Organisational Development Plans.

5.7

Approve Human Resource policies

6.

Quality and Safety

6.1

Appropriate
subCommittee
Appropriate
subCommittee

Accountable
Officer

Chief Nurse

6.2

Approve arrangements including supporting policies to minimise
clinical risk, maximise patient safety and to secure continuous
improvement in quality and patient outcomes.
Approve the arrangements for handling complaints

Accountable
Officer

6.3

Approve arrangements for safeguarding children and adults

Chief Nurse

6.4

Approve arrangements for supporting the NHS in discharging its
responsibilities to secure continuous improvement in the quality
of general medical services.
Operational and Risk Management

Appropriate
subCommittee
Appropriate
subCommittee

Associate
Director;
Corporate
Governance
Chief Nurse

Accountable
Officer

Accountable
Officer

5.5

7.
7.1

Governing
Body

Prepare and recommend an operational scheme of delegation
that sets out who has responsibility for operational decisions
within the group

Audit
Committee
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Chief Finance
Officer

Delegated to
Ref

Reserved or delegated matter

Matter
reserved
to the
Members

Matter
reserved
to the
Gov Body

7.2

Approve counter fraud and security management arrangements

7.3

Approve risk management arrangements

7.4

Approve arrangements for risk sharing and or risk pooling with
other organisations (for example arrangements for pooled funds
with other clinical commissioning groups or pooled budget
arrangements under section 75 of the NHS Act 2006)
Approve a comprehensive system of internal control, including
budgetary control, that underpin the effective, efficient and
economic operation of the Group
Approve the thresholds above which quotations or formal tenders
must be obtained
Approve proposals for action on litigation against or on behalf of
the Group

Governing
Body

7.8

Approve the group’s banking arrangements

Governing
Body

7.9

Approve arrangements for emergency planning and business
continuity

7.5

7.6
7.7

Responsible
for preparing
or
recommending
a course of
action

Operational
responsibility

Audit
Committee
Audit
Committee

Chief Finance
Officer
Accountable
Officer/Chief
Finance
Officer
Accountable
Officer

Chief Finance
Officer
Associate
Director;
Corporate
Governance
Accountable
Officer

Audit
Committee

Chief Finance
Officer

Chief Finance
Officer

Accountable
Officer
Accountable
Officer

Chief Finance
Officer
Accountable
Officer

Accountable
Officer

Chief Finance
Officer

Accountable
Officer

Associate
Director;
Corporate
Governance

Governing
Body or
Committee

Individual
Member or
Officer

Governing
Body

Accountable
Officer and
Chief
Finance
Officer

Appropriate
subCommittee
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Delegated to
Ref

Reserved or delegated matter

Matter
reserved
to the
Members

Matter
reserved
to the
Gov Body

Governing
Body or
Committee

Individual
Member or
Officer

Responsible
for preparing
or
recommending
a course of
action

Operational
responsibility

7.10

Approve the arrangements for ensuring appropriate and
safekeeping and confidentiality of records and for the storage,
management and transfer of information and data

Appropriate
subCommittee

Chief Finance
Officer

7.11

Approve information sharing protocols with other organisations

Governing
Body

Accountable
Officer

8.

Partnership, Joint and Collaborative Working

8.1

Approve the arrangements governing joint or collaborative
working between the Group and other statutory bodies where
those arrangements incorporate decision making responsibilities
Approve the delegated decision making responsibilities of
individuals who represent the Group in joint or collaborative
arrangements with another statutory body(ies).
Review the minutes of meetings of, or reports from, joint or
collaborative arrangements between the group and other statutory
body(ies).
Authorise an individual to act on behalf of the Group in
discharging the Group’s duty in respect of statutory and local joint
working arrangements within the financial limits.
Approve decisions delegated to joint committees established
under section 75 of the 2006 Act
Authorise an individual to act on behalf of the group in discharging
the group’s duty in respect of statutory and local joint working
arrangements, within the financial limits determined under
sections 9 and 10 of this scheme of reservation and delegation.

Governing
Body

Accountable
Officer

Accountable
Officer

Governing
Body

Accountable
Officer

Accountable
Officer

Governing
Body

Accountable
Officer

Accountable
Officer

Governing
Body

Accountable
Officer

Accountable
Officer

Governing
Body

Accountable
Officer
Accountable
Officer

Accountable
Officer
Accountable
Officer

8.2

8.3

8.4

8.5
8.6

Governing
Body
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Associate
Director;
Corporate
Governance
SIRO

Delegated to
Ref

Reserved or delegated matter

9.

Procurement and Tendering

9.1

Approve the group’s tendering arrangements for any
commissioned or corporate support service in excess of £500,000
per annum.
Approve the group’s tendering arrangements for any
commissioned or corporate support service with a value below
£500,000 per annum
Approve the award of tender for any service or contract in excess
of £500,000 per annum.
Approve the award of tender for any service or contract less than
£500,000 per annum.

9.2

9.3
9.4

Matter
reserved
to the
Members

Matter
reserved
to the
Gov Body

Responsible
for preparing
or
recommending
a course of
action

Operational
responsibility

Governing
Body

Chief Finance
Officer

Chief Finance
Officer

Appropriate
subCommittee
Governing
Body
Appropriate
subCommittee

Chief Finance
Officer

Chief Finance
Officer

Chief Finance
Officer
Chief Finance
Officer

Chief Finance
Officer
Chief Finance
Officer

Accountable
Officer

Accountable
Officer

Chief Finance
Officer

Chief Finance
Officer

Accountable
Officer

Accountable
Officer

Governing
Body or
Committee

10.

Commissioning and Contracting for Clinical Services

10.1

Approve arrangements for discharging the Group’s statutory
responsibilities for commissioning clinical services including
collaborative arrangements with
 other CCGs
 the NHS England
 Local Authorities
Sign off annual contract renewals for clinical services with health
care providers.

Governing
Body

Approve arrangements for managing exceptional funding requests

Governing
Body

10.2

10.3

Individual
Member or
Officer

Chair or
CFO or
Accountable
Officer
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Delegated to
Ref

Reserved or delegated matter

11.
11.1

Commissioning and Contracting for Non-Clinical Services
Approve arrangements for co-ordinating the commissioning of
non-clinical services with other groups
Approve arrangements for co-ordinating the commissioning of
non-clinical services with local authority(ies)
Approval of contracts for non-clinical services in line with Scheme
of Delegation
Communications

11.2
11.3
11.
11.1

11.2

Matter
reserved
to the
Members

Approve arrangements and policies for communication including
 handling Freedom of Information requests
 public engagement on commissioning decisions
 press enquiries
Approve the CCG Communications and Engagement Strategy
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Matter
reserved
to the
Gov Body

Responsible
for preparing
or
recommending
a course of
action

Operational
responsibility

Governing
Body
Governing
Body
Governing
Body

Accountable
Officer
Accountable
Officer
Accountable
Officer

Accountable
Officer
Accountable
Officer
Accountable
Officer

Governing
Body

Accountable
Officer

Accountable
Officer

Governing
Body

Accountable
Officer

Associate
Director;
Corporate
Governance

Governing
Body or
Committee

Individual
Member or
Officer

Part 2:
Committee Chair Handbook
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Guiding Principles of Chairing a Meeting
For effectively controlled meetings, consider the following golden rules of chairing:
1.

Begin the meeting on time. There is no substitute for a timely start and there is no excuse for a
late start. Those who typically arrive late will get the message and those that arrive on time will
be rewarded for their punctuality. When latecomers arrive, do not go back over what has been
covered unless this is absolutely necessary.

2.

Give prior thought to the time required for the various agenda items and plan and prioritise as
appropriate.

3.

Develop a set of Guiding Principles with the members of the meeting.

4.

Keep the meeting on track, on task and on time.

5.

Do not permit distractions, diversions or deviations. Unscheduled business, unless it is an
emergency, can be put on the agenda for the next meeting, or another meeting arranged. Keep
all discussions on track and focused.

6.

Maintain appropriate control over the meeting.

7.

Listen to and acknowledge questions or comments made by members.

8.

While chairing the meeting, show genuine care and concern for making the meeting effective
and efficient.

9.

Always ensure that you accomplish the purpose of the meeting. A meeting cannot be
considered successful if it does not achieve its purpose.

10. After each agenda item and at the end of the meeting, summarise accomplishments and
agreements.
11. End the meeting on time, every time.
12. Evaluate your meetings periodically.
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1.

The Role of the Chair
The purpose of the Chair is to get the best outcome possible from the meeting,
ensuring that everyone has an opportunity to contribute.

The UK Corporate Governance Code, produced by the Financial
Reporting Council (FRC) is the authoritative point of reference regarding
corporate governance in the UK and is also applicable to CCG’s.
According to the UK Corporate Governance Code:
The Chair is responsible for leadership of the Governing Body and ensuring its
effectiveness on all aspects of its role (Main Principle A.3)
This guidance can be applied to Governing Body and committees alike;




The Chair is responsible for setting the agenda and ensuring that adequate time is available for
discussion of all agenda items.
The Chair should promote a culture of openness and debate by facilitating the effective
contribution of the members of the committees, and ensuring constructive relations between all
parties.
The Chair is responsible for ensuring that the directors receive accurate, timely and clear
information.

In their publication ‘Guidance on Governing Body Effectiveness’, the Financial
Reporting Council also suggests:


A good Governing Body [Committee] is created by good Chairs. The Chair
creates the conditions for overall meeting and individual director
effectiveness.



The Chair should demonstrate the highest standards of integrity and probity, and set clear
expectations concerning the organisation’s culture, values and behaviours, and the style and
tone of the meeting discussions.

The Chair’s role also includes:













Demonstrating ethical leadership
Ensuring a timely flow of high-quality supporting information.
Making certain that the Governing Body has effective decision-making processes and applies
sufficient challenge to major proposals
Ensuring Committees are properly structured with appropriate Terms of Reference
Encouraging all members to engage in meetings by drawing on their skills, experience,
knowledge and, where appropriate, independence
Fostering relationships founded on mutual respect and open communication – both in and
outside the meeting room
Taking the lead on induction of new committee members
Acting on the results of meeting evaluations (Appendix 3b)
Being aware of, and responding to, his or her own development needs, including people and
other skills, especially when taking on the role for the first time
Ensuring effective communication with stakeholders
For Governing body meetings, the Chair needs to make certain that the Governing Body
determines the nature and extent, of the significant risks the organisation is willing to embrace in
the implementation of its strategy
Governing Body Chairs also need to regularly consider succession planning and the composition
of the Governing Body.
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The Chair should provide:




Vision (what the meeting is aiming for).
Direction (an indication of what is required for each agenda item).
Security (developing the group’s well-being and sense of purpose).

The Chair should also:














Take an interest in and note members’ competences
Lead by example – promoting creative, long-term and visionary thinking
Value self-assessment and quality improvement planning
Together with the meetings administrator, review the format of meetings, shake up the agenda
and prioritise key issues
Review the style of reports – are they succinct and clear and written for the audience or for the
report writer?
Ensure the provision of accurate and timely information to members of the meeting
Ensure effective communication
Arrange regular performance evaluation of the Governing Body, Committees and individual
directors
Facilitate the effective contribution of Non-Executive Directors
Promote effective relationships
Promote the highest standards of governance
Ensure effective, timely implementation of Committee decisions
Observe what is happening during the meeting

Chairing Meetings
The Chair is responsible for ensuring that the meeting gets through all of its business, efficiently and
effectively. A good Chair shares responsibility with everyone at the meeting. To chair meetings
effectively, the Chair needs to:


Know the organisation
The Chair needs to know and fully understand the organisation’s constitution, its aims and
objectives, any relevant parts of its history, the basic financial situation and the main, current
issues facing the organisation.



Know what is on the agenda and agenda timings
The Chair should not only know what is on the agenda, but why it’s there, who will introduce it
and how long each item is likely to take.



Know the purpose of each agenda item
The Chair needs to be clear about the purpose of each agenda item.

2.

The Meeting
Before the meeting the Chair should:
Agree the agenda – including outcomes for each item e.g. decision, discussion, agreement,
reporting, resolving etc.).
Agree attendees (if a first meeting).
Speak with new members of the meeting.
Note any ‘apologies’ and their impact on the meeting (e.g. on quoracy).
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Confirm all arrangements with the Secretary (or appropriate person).
Confirm the room layout – ensuring the most appropriate layout for the purpose of the
meeting (see Appendix 1)
Prepare him/herself.



The Chair should arrive early to ensure that the room is set up so that everyone can see each
other; to make sure that all the papers are available (where applicable); that there is someone to
welcome people, especially if there will be people attending for the first time.



Opening the meeting and setting it on course
The way the Chair opens the meeting has an important effect on the meeting the Chair should:
Start on time
Welcome everyone and make introductions
State the purpose/objectives of the meeting
Detail procedures if necessary
Provide a positive lead and a sense of urgency
Be positive in tone and body language



Structuring the meeting
The Chair needs to control the structure of the meeting, ensuring that it moves through the
agenda efficiently and effectively.



Getting through each item
At the beginning of each item, the Chair should introduce it, or introduce the person who will
speak to the item and, if appropriate, indicate how much time has been allocated to the item.



Signalling your intention
Signalling your intentions to the meeting is about the Chair advising the meeting of the type of
behaviour you are going to use, for example, if you want to:
Make a point (say ‘I’d like to make a point’)
Ask a question
Sum up, etc.
This serves a three-fold function:
1. You get the attention of the meeting
2. Everyone hears the whole of what you are going to say, rather than losing the first half of the
sentence
3. It gives you time to formulate your thoughts and words



Use of questions
Asking questions is one of the most important behaviours for the Chair.
-

Questions will help clarify what is going on in the meeting
Questions can stop someone who has launched into a detailed explanation of something
(that is not relevant to the meeting), therefore, questions can act as a control mechanism
Question to gain information. Asking this type of question will enable the meeting to make
decisions when they have more information
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-

-

Question to get more details. These questions usually follow on from the ‘gaining
information questions’
Questions to defuse anger. Using questions to defuse anger can work well when the
discussion is brought back to facts, rather than feelings, or maybe asking for examples of
the situation
Questions to clarify and test understanding. This is an absolutely crucial type of
questioning. If it appears that the meeting is making assumptions about what is being said,
then it is the job of the Chair to ensure that everyone in the meeting is clear about what is
going on

It is the Chair’s responsibility to ensure that each agenda item is discussed appropriately. As
well as the above types of questions, the Chair can use:
-



A direct question – to one person who has specialist knowledge
A general question – directed to the group as a whole, so that pressure is not put on any
one person to answer
A re-directed question – it is useful to re-direct questions put to the Chair back to the
Governing Body/Committee (unless the Chair has that particular knowledge or expertise).

Bringing in/shutting out
In order to ensure that everybody contributes to the meeting, the Chair should use ‘bringing in’
behaviour i.e. ask for contributions from everyone, especially the quieter members in the
meeting. This should be done by addressing them directly – saying their names first and then
asking them for their contribution).
‘Shutting out’ behaviour is just what it says. The Chair needs to do this when people are going
off track, making long contributions or speaking too often. To do this effectively, the Chair’s body
language must be aligned to their words, for example, there is little point in smiling and nodding
while asking them to conclude – the person will likely read the body language, disregard the
words and carry on.



Making decisions
The Chair should ensure that everyone has enough information on which to make a decision.
For any decision or action that the meeting agrees to take, it is the Chair’s role to make sure that
it is clear who will do what, by when and how it will be reviewed. All of this, and the decision
itself, must be clearly stated in the Minutes.



The Chair’s role in the meeting
The Chair should spend a significant amount of time listening to what people are saying,
observing what is happening during the meeting, keeping discussions moving and summarising
regularly. It is best practice for the Chair to keep their opinions, ideas, etc., until after everyone
else has contributed, and even then, it should be clearly stated that the contribution made by the
Chair is their opinion, etc. and not a summary of the group’s position.
The Chair should not tolerate personal attacks on other members, irrelevant information, timewasting, domineering or aggressive behaviour. An effective Chair needs to be able to handle all
of these without offending people.
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Testing understanding/ summarising
Summarising is an important skill and a useful control mechanism. It is the Chair’s responsibility
to summarise from time to time, especially if items are complex, making sure that everyone who
wants to contribute has an opportunity to do so. At the end of each agenda item a summary
should also be given. This will enable:
Accurate Minutes to be produced.
It will give everyone a clear understanding of what is happening in the meeting.
It gives people an opportunity for clarification if they had become confused.
It is also a useful way of indicating that the agenda item is being closed down.
Both testing understanding and summarizing can also be used to stop a long-winded intervention
or to ensure that everyone is following what is being said in a long discussion.
The Chair should use summarising to:
Control the discussion
Recap
Clarify decisions and actions
Check commitment
Test understanding
Provide material for the Minutes
Close an agenda item down before moving on to the next one



Closing the meeting
At the end of the meeting, the Chair needs to:
-



Give a clear, succinct summary of the major issues discussed and decided.
Congratulate members for their contribution.
Provide a recap of the action to be taken.
Remind members on the arrangement for the next meeting.
Thank members.
Formally close the meeting.

Follow-up
After the meeting, the Chair should:
-

Ensure Minutes are produced quickly, checked for accuracy and distributed
Brief non-attendees
Take any actions required of the Chair

You will find an example of a Meeting Checklist in Appendix 2.
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3.

Evaluation
Main Principle
The Governing Body/ Committee should undertake a formal and rigorous annual
evaluation of its own performance.

Supporting Principles
Evaluation of the Governing Body/ Committees should consider the balance of
skills, experience, independence and knowledge of the organisation on the
Governing Body/ Committee, its diversity, including gender, how it works together as
a unit, and other factors relevant to its effectiveness.
The Chair should act on the results of the performance evaluation by recognising the strengths and
addressing the weaknesses and, where appropriate, proposing new members be appointed to the
Governing Body/ Committee or seeking the resignation of directors.
Whether facilitated externally or internally, evaluations should explore how effective the Governing
Body/ Committee is as a unit, as well as the effectiveness of the contributions made by individual
directors. Some areas which may be considered, although they are neither prescriptive nor
exhaustive, include:
















The mix of skills, experience, knowledge and diversity on the Governing Body/ Committee,
in the context of the challenges facing the organisation
Clarity of and leadership given to, the purpose, direction and values of the organisation
Succession and development plans
How the Governing Body/ Committee works together as a unit, and the tone set by the Chair
and the Chief Officer
Key relationships, particularly Chair/Chief Officer, Chair/senior independent director,
Chair/Company Secretary and Executive/Non-Executive
Clarity of the senior independent director’s role
Effectiveness of Governing Body Committees, and how they are connected with the main
Governing Body
Quality of the general information provided on the organisation and its performance
Quality of papers and presentations
Quality of discussions around individual proposals
Process the Chair uses to ensure sufficient debate for major decisions or contentious issues
Effectiveness of the secretariat
Clarity of the decision processes and authorities
Processes for identifying and reviewing risks
How the Governing Body/ Committee communicates with, and listens and responds to
stakeholders.

Guidance on Governing Body Effectiveness
Financial Reporting Council, 2011
It must also be undertaken in a manner that respects and protects confidentiality and trust within the
Governing Body/ Committee. The whole process – especially individual feedback needs to be
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handled independently and professionally. 360 degree review approaches are intended to support
individual development rather than to inform re-appointment.
All appraisal processes should culminate in a personal development plan, the delivery of which is
actively supported by the organisation.

Evaluating Meetings
As well as evaluating individual and whole Governing Body/ Committee
performance, it is also good practice to periodically evaluate the meetings
themselves. The Chair’s perception of how a meeting has gone can be quite
different to members’ experiences of the same meeting.
Evaluating how meetings are going, discussing results together, and making improvements are a
powerful way to use people’s time wisely and respectfully.
There are two ways of evaluating meetings: verbally or using an evaluation form.
Verbal evaluation can take the form of asking members of the meeting what has worked well and
what could be done differently. Asking what could be done differently is likely to generate a more
objective response than asking what went wrong! This can also be linked to the meeting’s Guiding
Principles.
Other questions that might be asked include:
1.
2.
3.
4.
5.

Are our meetings starting on time?
Are our meetings ending on time?
Is everyone participating in discussions and decision-making?
Are we spending sufficient time on the most important issues?
Do we follow through on decisions and actions?

The Governing Body or Committee as a whole should generate solutions for any areas that receive a
‘no’ response.
Brief paper surveys are another option and the group results should be aggregated and shared.
Focus on any weak spots identified in the evaluation.
Whichever option of evaluating meetings is used, it should be a meaningful activity to help the
Governing Body or Committee improve, it should never become little more than a tick box exercise.
You will find an example of a Meeting Evaluation Form in Appendix 3b.
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4.

Guiding Principles

Guiding Principles are less formal than Standing Orders and aim to improve the
effectiveness of the Governing Body or Committee by developing a set of Guiding
Principles that will underpin the way members of the Governing Body or
Committee work together and with others. Guiding Principles aim to provide the
Governing Body and its Committees with:





A method of reviewing the impact of meeting behaviour on effectiveness.
A framework for developing an effective and inclusive culture.
Ways of examining the network of working relationships of which a Governing Body or its
Committees are part.
A set of statements that represent the agreed view of how the participants should operate to
achieve greatest effectiveness.

Example Guiding Principles
The following statements are the agreed will of the members of
________________. They provide the framework for the way members will
interact with one another and with others with whom they interact.
As members, we will:











Work together as a team, consistently presenting a unified front with respect to collectively
agreed decisions.
Be thoroughly professional in all that we do.
Prepare thoroughly for all meetings.
Participate actively in the work on the Governing Body/Committee.
Give equal standing to all members, respect their views and opinions and protect their right to
express them.
Be willing to offer and accept constructive feedback.
Not seek to dominate discussions, pursue personal agendas or behave, verbally or nonverbally, in a way that is aggressive, offensive or abusive.
When appropriate, constructively challenge issues, information, etc.
In relation to decisions that we take, satisfy ourselves of the adequacy of the information.
Foster a positive relationship between Non-Executive and Executive directors.

Guiding Principles need to be agreed collectively, not just developed by the Chair, to allow members
to take ownership of them. They should also be reviewed at least annually in order to make sure
they are still relevant and at any time a new member of the Governing Body or Committee is
appointed.

Page 32 of 64

142

Constructive Challenge
An Effective Governing Body
1.3 An effective Governing Body should not necessarily be a comfortable
place. Challenge, as well as teamwork, is an essential feature. Diversity
in Governing Body composition is an important driver of a Governing
Body’s effectiveness, creating a breadth of perspective among directors,
and breaking down a tendency towards ‘group think’.
Guidance on Governing Body Effectiveness, Financial Reporting Council, 2011

Holding the organisation to account for its performance in the delivery of
strategy
The Governing Body is collectively accountable for organisational performance.
This aspect is, therefore, a fundamental part of the Governing Body’s role in pursuing high
performance for its organisation, ensuring that the best interests of patients are central to all it does.
It is important that the Governing Body is assured rather than too readily reassured. Where issues
arise, they need to be addressed – swiftly, decisively, knowledgeably and with humanity – by the
whole unitary Governing Body. A robust but fair approach is important, particularly where there are
problems of underperformance. An effective Governing Body recognises that ‘the buck stops with
the Governing Body’.
Assurance: being assured because the Governing Body has reviewed reliable sources of
information and is satisfied with the course of action.
Reassurance: being told by the Executive or staff that performance or actions are satisfactory.
The fundamentals for the Governing Body in holding the organisation to account for performance
include:


Drawing on timely Governing Body intelligence – to monitor the performance of the
organisation in an effective way and satisfy itself that performance is continually improving
and that appropriate action is taken to remedy problems as they arise.



Looking beyond written intelligence to develop an understanding of the daily reality for
patients and staff, to make data more meaningful.



Seeking assurance that staff are clear about their responsibilities and accountabilities and
how these fit with the organisation’s vision and purpose.



Triangulation which ensures that Governing Body members are able to ‘test’ the intelligence
and seek assurance by looking at more than one source and type of information, including
through direct engagement with the services.
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Seeking assurance of sustained improvement where remedial action has been required to
address performance concerns.



Offering appreciation and encouragement where performance is excellent or improving.



Taking account of, and positively encouraging, independent scrutiny of performance,
including from Governors (for CCG’ss), regulators and overview and scrutiny committees.



Rigorous but constructive challenge from all Governing Body members, Executive and NonExecutive as corporate Governing Body members.

‘Often the Executive team presents a united front on an issue, which does not allow Non-Executives
to get a feel for the divergence of opinion and views behind a recommended way ahead…but open
and constructive debate among all Governing Body members equal in status, will ensure that when a
decision has been taken, it will in all probability, be the right one.’
J Deffenbaugh, 2012
Whilst there is no definitive definition of ‘constructive challenge’ in the NHS, Non-Executive directors
have found the following useful:



A mechanism for corporate cohesion.
A process of assurance (through probing for further
whilst at the same time avoiding personal criticism.

information or evidence),

Challenge, is in effect, about asking questions.

Types of questions
Open questions
Open questions are the most useful questions for gathering information. They
encourage the respondent to provide lots of information. Types of open questions
include:
Opening questions - or introductory questions are used to encourage the other person to enter a
conversation. They can be used to demonstrate an interest in the other person.
Probing questions - are used when you need to gather more information. This is often important in
order to help you understand a problem or issue better. These questions help you to find out what is
important to the other person.
Clarifying questions - It is easy to misinterpret something the other person has said. Clarifying
questions enable you to check your understanding of what the respondent has said.
Opinion seeking - These questions help you find out what the other person thinks about something.
Hypothetical questions - enable us to find out what a person thinks about a hypothetical situation.
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Closed questions
Closed questions are questions that can be answered with a simple ‘yes’ or ‘no’, or one or two words.
They are generally less effective than open questions. However, they can be useful in certain
situations.

Types of closed question:
Fact-finding questions - used to gather particular facts.
Checking questions - can be used to check information already provided by the other person. A
good way of using these is to combine them with a summary of what the other person has said. One
form of checking question involves simply reflecting what the other person has said back to them in
the form of a question.

Ineffective questions
The following questions are generally ineffective and should be avoided:
Leading questions - questions that lead the other person to give the answer you want or
expect. The issue with this type of question is that they encourage the other person to
give you the answer you want or expect, even if that isn’t what they are really thinking.
Multiple questions - are confusing. They involve asking more than one question at a time, either in
the form of questions asked back to back without a pause, or as a single question.
Complex questions - Try not to confuse people by asking wordy or overly complicated questions.

Effective questions enable you:




To explore a problem
Identify options
To gently challenge assumptions and blocks

We have all probably experienced that feeling of being trapped by a problem. Often though, the
blocks that appear to stop us from dealing with a problem and resolving it, are emotive and more to
do with pride, fear or an unwillingness to be seen to back down, rather than any tangible barriers.
When asking questions or challenging, the nature of the relationship is crucial, and can impact
greatly on whether the challenge is seen as constructive or destructive. To challenge effectively, we
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need to be aware of what we are challenging and the reasons we are challenging it. It is about not
holding back, yet at the same time, it is also about not damaging the relationship, however fragile it
may be.
Whilst the intention of the question or challenge (what we mean) might be pure, without an
appropriate level of relationship, the perception of the question or challenge (how it is received and
interpreted) can be taken as a personal attack or criticism, which can then result in a defensive
response and damage the relationship further.

5.

Dealing with difficult behaviours

Our brain is our own central computer that takes in information from the
world around us, and gives that information meaning. However, different
people interpret events and information differently. We see things in
different ways because we have our own personal set of ‘filters’ that help us
make sense of the world going on around us. Information taken in by our
senses hits a bank of filters, which are created from our experiences, beliefs,
attitudes, values, language, etc. Filters are personal and have been developed over our lifetime.
They help to shape us, for example:






Some people are very sociable, whilst others value alone time.
Some people need detail before they make a decision, whereas others just an overview.
Some like to think and plan, others like to get stuck in.
Some people are relationship focused whilst others are task driven.
Some love new experiences and change, whilst others value routine.

Often, the people that we find ‘difficult’ are people that we have difficulty in understanding or
identifying with.
Unacceptable behaviours in meetings are just as easy to recognise as acceptable behaviours. The
following are examples of behaviours that can occur in meetings:
 Make excuses for all sorts of things, including missing meetings, being late, not being
prepared, losing their temper, etc
 Be consistently pre-occupied with themselves, their perspective, etc
 Appear oversensitive to criticism
 Become defensive if their position, point of view or perspective is challenged in any way
 Attempt to manipulate others in order to get their way
 Keep score in order for them to ‘win’, rather than ensuring a ‘win’ for the organisation
 Blame others for their own failures
 Deal poorly with conflict by acting emotionally (for example, in anger, frustration, crying,
threatening, accusing, blaming, etc)
 Criticise anything that is not what they want
 Act differently outside of the Governing Body room or Committee room than they do inside it
(for example, speaking against collective decisions, etc.)
 Become easily stressed by the small things and be unable to see the bigger picture
 Experience difficulty listening to others, preferring to hear their own voice above all others
 Forget that they are ambassadors for the organisation
 Use privileged information inappropriately or indiscreetly
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Addressing patterns of behaviour
(Adapted from Song, Burress and Halsey, 2009)
All individuals can develop entrenched patterns of behaviour that they might not even be aware of.
Some of this behaviour can have a very negative effect on others on the Governing Body or
Committee and, as Chair, you will need to develop techniques for dealing with them. Developing a
set of Guiding Principles for each Governing Body or Committee is a useful starting point.
Type
Larry Late

Ernie the
Emailer

Ted Tangent

Behaviour
Always has an excuse for being late.
Believes that being late proves he is
busy and important.
Spends most of the meeting huddled
over his phone/tablet.
During meetings you can hear him
clacking away as he sends email after
email, barely paying attention to anything
happening in the meeting.
Likes to ‘chase the big idea’. Loves to
derail the meeting with an endless
stream of ‘What if?’ and ‘How about
this?’ diversions. You end up talking
about everything except the crucial
issues.

Dr. No

Loves to say ‘no’. Something has got
under his skin and he just can’t bring
himself to agree on the course of action
identified by the rest of the Governing
Body or Committee. Where the majority
see opportunity, he sees disaster.

Terri the
Talker

Moving on to the next agenda item is
scary - she can always think of one more
thing to say and she cycles round and
round, causing the meeting to circle the
drain.
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How to handle it
Agree that everyone should plan on being a
few minutes early so they do not hold everyone
up; and ensure meetings start on time.
Start the meeting by asking members to to turn
off any technology (apart from any ipads etc.
being used to view meeting papers/ take notes
during the meeting, where applicable). Where
technology is useful, set guidelines for
acceptable use during the meeting.
Empower the rest of the members to ask the
following question when things are getting off
track: ‘Is this new topic more important and
urgent than the current agenda item?’
In most cases, the answer will be No. If you
continue doing this, Ted will eventually begin to
filter his ideas, and meetings will be more
productive.
Listen carefully to Dr. No - often there is a
grain of truth in his negative responses. If you
believe he is playing the devil’s advocate, then
ask, ‘It seems like you have some real
misgivings about the direction we are
considering. In what ways do you feel there is
absolutely no way this can work?’ In most
cases, Dr. No will back off a bit when asked to
define his scepticism in such stark terms. Use
this opening to ask him what would work.
Finally, if he still won’t budge, put the
suggestion to a vote and move on.
Use ‘GEPO’ to break the cycle and stay on
track: ‘good enough, press on’. Agree with the
members of the meeting that any agenda item
that has morphed from well done to burnt toast
will trigger a call of GEPO from the members.
Simply discussing this technique will reinforce
the importance of focusing and moving
forward. As a result, you’ll get more done.
Also ensure that you summarise and close the
item down effectively.

Sarah the
Sleeper

Jerry the
Joker

Donna the
Dominator

Silence of
the Sams

The Tank

For whatever reason, Sarah’s energy
levels drop during meetings. She looks
lost, tired or disinterested. Her eyes
flutter open and shut while she fights to
stay awake.
He is the ultimate wise guy who makes
sarcastic comments and has difficulty
discussing topics seriously.

Interaction wakes people up, so ask questions
and assign roles to members of the meeting.

‘My way or the highway.’ She is
supremely confident that her ideas are
the best, so she never lets anyone else
suggest a different direction or get a
word in edgeways.
He won’t ask questions, respond to
comments or even laugh at jokes. If you
have a number of Sams in your meeting,
be prepared to carry the load. But here’s
the hitch – Silent Sam is usually really
smart and has some great ideas.
Hostile person – they come out charging.
They are abusive, abrupt, intimidating
and overpowering. They attack
individual behaviours and personal
characteristics and bombard you with
criticism and arguments. Tanks usually
achieve short-term objectives at the cost
of long-term relationships.

Allow time for others to contribute their ideas
and call on quieter members first.

The Sniper

Prefer a more covert approach - they put
up a front of friendliness, behind which
they attack with sarcasm, teasing and not
so subtle accusations. Snipers strike out
at people to divert attention from
themselves. They pair their verbal
missiles with non-verbal signals of
friendship and playfulness. This creates
a situation where if you strike back, you
will be seen as aggressive – like you are
doing the attacking and not the
defending.

The Whiner

Moan about everything but never seem
to take any action to change anything.
Constant complaints can cause people
around the Whiner to feel defensive.
Whiners view themselves as powerless
and think that they cannot change things
so they complain to people who can.

Page 38 of 64

148

Raise the stakes by calmly emphasising the
problems, penalties and cost of failure.

Give Sam a speaking role, for example,
encourage him by asking for his input a little
later. Step by step, he will begin to contribute
and all members of the meeting will benefit.

Dealing with a Tank:
 Give them a little time to burn out.
 Get their attention by, for example,
speaking their name or standing.
 Use silence.
 State your opinions assertively.
 Listen, don’t argue - agree with them.
 Be ready to be friendly.
Dealing with a Sniper:
 Brush their comments off confidently
 Make eye contact and reflect back what
you have heard
 Ask open questions to clarify what they
mean by their comments – taking care to
be non-judgemental
 Stay calm
 Try to uncover the motive behind the
behaviour
 Have conversations in public
Dealing with a Whiner:

Listen to them – for a while and identify
their main points

Empathise, but don’t agree

Acknowledge/ paraphrase what they say

Ask questions that focus on what THEY
can do. DON’T take responsibility

Draw the line and politely walk away

The
Sleepwalker

The Bomb

The
Negativist

Deal with any disagreeable or
uncomfortable situation by shutting
down. They use silence as their
defensive weapon to avoid revealing
their feelings or making decisions. They
remain non-committal and often appear
to have no opinions at all.

Dealing with a Sleepwalker:

Allow time

Ask open questions

State what you need from them. Be
specific

Keep it light. Exaggerate things to get a
response

Guess their answers, and ask them to
correct you

If they stay closed, inform them what you
intend to do
Masquerades as easy to get along with
Dealing with a Bomb:
for much of the time, but then BOOM

Acknowledge their outburst and engage
they explode almost without warning over
with them assertively
something unexpected, and seemingly

Empathise - Say how you feel about their
trivial. The person who receives the full
complaints/outbursts
force of the blast is not necessarily the

Allow them time, and gradually talk them
person who armed the bomb – they just
down
inadvertently lit the fuse. The Bomb has 
Offer to discuss their frustrations at a later
probably ‘suffered in silence’ for a long
time, when emotions are not so high
time, and can only keep the frustration

Look for and respond to warning signs in
inside for so long.
the future
The Negativist is a disruptive influence.
Dealing with a Negativist:
They are best described as a person that  Highlight past successes in similar
disagrees with others’ suggestions and
circumstances
decisions. These individuals like to tear
 Look for the ‘exception to the rule’
apart and shoot holes in whatever is
 Don’t argue with them, instead, reframe
being discussed.
the discussion
 Ask ‘What if’ questions
 Respect their opinion, but agree to
disagree
 Remain focused on the issue, not the
person
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Appendix 1
Suggested Room Layouts

Meeting Format

Creating Ideas Sharing
Information
Round
U Shape
Board style
Banquet Style
Theatre Style
Classroom Style
Standing
Outside
Gallery Style
Informal Setting
Rapid One to One
Video Conferencing

X
X
X

X
X

X
X
X
X

X

Giving
Progress
Updates

Purpose of Meeting
Solving
Making a
Problems
decision

X
X
X
X
X
X
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X
X

Gaining
Consensus

X

X
X
X

X

X

X
X

Planning
X
X

Appendix 2
Meetings Checklist
Ensuring a meeting is needed
 Have I determined the purpose of the meeting?
 Have I compared alternative methods for fulfilling the purpose?
 Have I evaluated the cost of this meeting?
Preparing for the meeting
 Have I written a meeting outcome statement?
 Have I invited the right people?
 Have I decided an effective meeting time?
 Have I chosen the location (and reserved a room, etc., if necessary)?
 Have I written and had the agenda distributed?
 Have I ensured that papers have been sent to members in a timely manner?
 Am I familiar with Standing Orders, Guiding Principles and Terms of Reference for the
meeting?
Beginning the meeting
 Did I welcome members?
 Did I clarify the meeting outcomes?
 Did I establish/remind members of Guiding Principles?
 Did I discuss the agenda?
Body of the meeting
 Did I lead the meeting through the planned agenda?
 Did I successfully handle the discussion by:
- Using active listening?
- Using questions effectively?
- Displaying tactfulness?
- Directing the conversation flow so most participated?
- Leading the group to make a decision when appropriate?
End of meeting and follow up
 Did I summarise progress towards the meeting outcome?
 Did I verify action items?
 Did I thank members for their efforts and accomplishments?
 Did I follow up on action items?
 Did I obtain feedback on what worked well and what could be improved for future
meetings?
 Have I considered how the meeting can be improved based on feedback?
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Appendix 3a
Chairing Meetings Questionnaire: Version for Others
This questionnaire can be distributed on behalf of the Chair, to other members of the meeting in
order to get their feedback. Clearly, the people best qualified to provide you with this are those who
have participated in meetings you have chaired and, therefore, have first-hand knowledge of the way
you go about it. Aim to have at least three people who complete the questionnaire, although the
more people that complete it, the more meaningful the data you receive will be.
Here is a checklist suggesting the steps and sequence you need to follow:
1.

Choose the people from whom you wish to get feedback

2.

Photocopy enough copies of the questionnaire for each person

3.

Explain to each person, either in person or in a covering note, that you would like
feedback on how you chair meetings. Ask them to complete the questionnaire and return
it to you by a certain date. Give them the option of remaining anonymous if they wish

4.

Photocopy enough copies of the score key (at the end of the questionnaire) and score
each questionnaire as it is returned to you

5.

Collate the scores for each item in the questionnaire in a way that you can see the overall
picture (spreadsheet or using an adapted score key). This will help you to do an item by
item analysis and pinpoint areas for improvement

6.

For questionnaire items that you or others have rated low, consider how you might
address them

7.

Thank those who gave you feedback

8.

Act on the results

© Peter Honey 1997
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Chairing Meetings Questionnaire
Here are 60 statements describing things your Chair may or may not do when chairing a meeting.
Throughout this questionnaire, consider a recurring (i.e. not a one-off) multi-topic meeting involving
the same participants.
Simply read each description and assess how frequently he/she does it. Mark each in the box in the
following ways:
0
1
2
3

He/she never does this
He/she rarely does this
He/she sometimes does this
He/she often does this

A reminder of this marking system is given at the top of each page. If an item does not apply, mark it
with a ‘0’. Be sure to respond to all the statements. Be honest!
Question
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22

He/she ensures that the agenda shows the objective/purpose for each item.
He/she starts the meeting punctually at the advertised time (even if some
members are absent).
He/she ensures that each agenda item is categorised under, for example, ‘for
consultation’, ‘for decision’, ‘for information’ etc.
He/she invites members to justify contributions which he/she feels are straying
from the declared objective.
He/she ensures that, as a consequence of the meeting, everyone knows exactly
who is supposed to do what, and by when.
He/she schedules the most important/contentious items early in the meeting.
He/she invites people to question/challenge/add to the objectives of the meeting.
He/she makes suggestions about how best to proceed (for example, ‘Let’s look
at the advantages of this idea first, then the disadvantages’, ‘Let’s go round the
table and give everyone a chance to comment’).
He/she restrains members who tend to hog the meeting.
He/she checks that all participants have a shared understanding of each action
generated by the meeting.
He/she refuses to include an item/paper on the agenda if it arrives late.
He/she gets agreement to the way he/she wishes to chair the meeting by
summarizing their understanding of their role.
He/she ensures each agenda item keeps to its allotted time and/or calls a halt to
items that overrun their time limit.
He/she actively solicits contributions from members, if necessary calling
someone in by name.
He/she concludes the meeting by recapping the actions that have been placed
on people.
He/she arranges a suitable venue for the meeting.
He/she challenges pure information items to see if they could be better
communicated outside of the meeting.
He/she runs the meeting on the assumption that members have read the papers.
He/she suggests, rather than dictates, ways forward.
He/she takes a keen and active interest in what happens as a consequence of
the meeting.
He/she gives people advance notice of the likely finishing time of the meeting.
He/she checks that all members have a shared understanding of the objectives
of the meeting.
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Score

23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60

He/she intervenes if the meeting gets side-tracked or goes round in circles.
He/she explicitly brings in quieter members in order to get their contribution.
He/she finishes the meeting with something upbeat to send people away on a
high.
He/she cancels meetings that do not have a clear purpose.
He/she deals with persistent latecomers.
He/she encourages members to weigh up the pros and cons of different courses
of action.
He/she summarises to check the level of understanding.
He/she requests progress reports following a meeting where actions were
agreed upon.
He/she builds breaks into meetings that last more than two hours.
He/she makes it a rule that stepping out of the meeting is not permitted except in
emergencies.
He/she focuses on the ‘how’s’ of the meeting rather than getting directly involved
in the subject matter.
He/she is an active listener (i.e. by sending ‘I’m listening’ signals and by
paraphrasing the essence of what he/she has heard).
He/she photocopies the action points and distributes them before people leave.
He/she ensures that an agenda and all supporting papers are received by
members in a timely manner.
He/she invites the person who ‘owns’ an agenda item to put it into context and
explain the purpose/objective.
He/she stops interruptions from outside the meeting (i.e. messages/ phone
calls).
He/she keeps the discussion focused (i.e. relevant and to the point).
He/she insists on a review of the meeting to pinpoint areas for improvement.
He/she arranges the seating so that he/she can see everyone.
He/she invites comments on the agenda and accepts ideas for improvement.
He/she concludes each topic by summarizing what has been discussed and/or
decided.
He/she asks members for their ideas/opinions.
He/she makes a point of reporting post-meeting progress (or lack of it).
He/she restricts attendance only to those directly involved in the subject matter
(preferably to a maximum of twelve people).
He/she starts the meetings by reminding members of the improvement areas
agreed at the end of the preceding meeting.
He/she continually checks that the meeting is adhering to Guiding Principles,
Standing Orders and Terms of Reference.
He/she stops two or more people speaking at once/interrupting each other.
He/she asks members for their ideas on how to improve the next meeting.
He/she refuses to proceed with an agenda that is over ambitious for the time
allocated for the meeting.
He/she prevents pre-circulated papers being re-presented in the meeting.
He/she encourages the use of explicit criteria to aid decision-making.
He/she signposts/labels their own contributions so that members are clear (i.e.
‘I’ll just summarise now’, ‘To clarify that…’, ‘To build on that…’).
He/she circulates a list of actions with the names of those responsible.
He/she consults members on difficult issues, prior to the meeting, in order to
prepare the ground and save valuable time.
He/she clarifies whether an agenda item is for information, consultation,
decision, etc.
He/she doesn’t hesitate to step in and arbitrate if there is deadlock.
He/she asks questions for clarification.
He/she reviews what he/she has learned from the experience of the meeting.
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Score Key for Chairing Meetings

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

32

33

34

35

36

37

38

39

40

41

42

43

44

45

46

47

48

49

50

51

52

53

54

55

56

57

58

59

60

Starting Score

Procedure Score
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Finishing/Follow
up Score

2

Behaviour core

1

Planning Score

Simply transfer the scores given in the questionnaire into the columns below and add them together
to get a total for each column.

Appendix 3b
Meeting Evaluation Form
Poor
The meeting was well planned
 Members were notified in advance of the
meeting.
 The notice included main items of business.
 There was a pre-arranged agenda.
 Officers and Committees were ready to report.
 The meeting room was set up.
 Papers were circulated in a timely manner.
The meeting was well organised
 The meeting started on time.
 Guests were introduced and welcomed.
 The purpose of the meeting was made clear.
 The agenda was visible for all to see.
 One topic was discussed at a time.
 One person had the floor at a time.
 Members confined remarks to relevant matters.
 The Chair summarised main points of
discussion.
 Good use was made of audio-visual aids.
 The meeting was moved along at an
appropriate pace.
 Committee and individual actions were specific,
clear and had a deadline.
 Plans for the next meeting were announced.
 The meeting ended on time.
The meeting had good participation
 All members participated in discussions and
decision-making.
 Members had input into the agenda.
 Members were encouraged to give suggestions
on how to proceed.
 Responsibilities were widely distributed (rather
than to one person).
 The pros and cons of all issues were
considered.
The meeting was valuable
 Progress was made towards goals.
 Something was learned.
The Programme was well done
 All members were interested and attentive.
 The timing was just right (not too short or too
long).
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OK

Good

Great

N/A

Morale was positive
 Attendance was good.
 Everyone was present on time.
 There was some humour during the meeting.
 Members and Officers helped one another
when needed.
 There was an atmosphere of free expression.
 There was evidence of group unity on group
goals/decisions, etc.
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Part 3:
Committee Administration
Handbook
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Committee Planning and Preparation
1. Prior to the Meeting
1.1 Work Plan
There will be a set work plan for each committee, as defined by the committee at the start of each
new financial year. The work plan sets out the frequency of recurring and fixed agenda items, and
links to the CCG Risk Management Framework (Corporate Risk Register or Board Assurance
Framework) to ensure risks are constantly under review and being managed by their respective
committees. Work plans will be managed by the relevant Committee Chair and Committee
Administrator. An example Work Plan template can be found at Appendix 4.
1.2 Agenda Planning
Agenda Planning will take place with the relevant Committee Chair, Committee Lead/Manager and
the Committee Administrator, at least 15 working days prior to the date of the next meeting (note
for Members Council this will be 20 working days), in order to ensure that all relevant papers –
including their purpose for inclusion – are identified for the agenda. The use of the Agenda
Planning Template (Appendix 5) will ensure that all recurring/ standing items (as per the work
plan) and any new items are noted in readiness for the agenda planning meeting.
The previous meeting Action Log (Appendix 10) and Key Issues Report (Appendix 11) should also
be used/ referenced to determine additional topics for the agenda.
1.3 Draft Agenda Distribution/ Call for Papers
Once the agenda planning has taken place and a draft agenda has been drawn up, a copy should
be circulated to all committee members:
 To request the necessary papers be produced for the meeting. It must be advised that
papers are to be received 3 working days prior to the date of sending them out – this
provides a clear 3 days for the Committee Administrator to undertake the necessary
formatting and creation of the pack. Any expected delays are to be communicated to the
Committee Administrator immediately. This can then be taken into consideration for work
planning and when preparing the final meeting packs for distribution.
 To check for any additional items. Items may be requested at this point but are subject to
the Chair’s approval before being added to the agenda
A Committee Declaration of Interests Form should be circulated alongside the draft Agenda, to
provide all members with the opportunity to declare any conflicts they may have in regards to the
proposed agenda items. The Chair is required to agree mitigation of any declared conflicts e.g.
preventing papers relating to a specific item being sent to the conflicted individual and/or exclusion
from the meeting/agenda item discussion. The Chair will confirm with the Committee
Administrator how these agreed mitigations are to be communicated to the affected members. All
mitigations should be noted in the minutes of the meeting (see 1.2.2 below). Copies of all
completed Committee Declaration of Interest Forms (once reviewed by the Chair) should be
passed to the Governance & Corporate Services Manager for updating on the Corporate
Declaration of Interest Register (see 1.3.5 below).
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1.4 Action Log
All actions from the previous meeting should be reviewed, updated and closed out where relevant
before the next meeting, with the action owners – for approval at the meeting. The Action Log
should be updated during the next meeting to capture new actions/ additional updates – see
section 1.2.5, and Appendix 10. Actions which were reported as closed at the previous meeting
should be removed from the new action log – only updates and actions closed since the previous
meeting should be presented at each meeting.
1.5 Formatting of Papers
All those involved in writing and submitting the appropriate committee reports must use the
standard report template (Appendix 6), ensuring that all sections on the template are completed –
including whether the item is for decision, assurance or information; and which risks the item
relates to. The Committee Administrator is responsible for ensuring that the correct templates
have been used, and that all documents requiring sign off e.g. Key Issue reports are appropriately
signed off by the relevant Chair before including in paper packs. Any issues should be escalated
to the Chair and/or the Governance & Corporate Services Manager.
1.6 Final Agenda Agreement
Once all papers have been confirmed for the agenda, a final planning session will take place
between the Committee Administrator and Committee Lead/Manager (and Chair where
necessary) to ensure that all items identified have been received, match their intended purpose on
the agenda (e.g. for decision, assurance or information); and that timings are agreed. Once this
has been completed the final Agenda can be created for distribution with the pack.
A Chairs agenda also needs to be completed containing any relevant notes/ prompts for the Chair
during the meeting; this agenda is to be updated with apologies and any noted Conflicts of Interest
relating to agenda items as received by the Committee Administrator and mitigated by the Chair in
the run up to the meeting date. See example Chairs Agenda at Appendix 7.
1.7 Distribution of Papers
Once all papers have been received these will be combined into a PDF ‘Pack’, formatted and
numbered according to the Agenda reference and will also be bookmarked within the document
for ease of use. These papers will then be circulated to the relevant meeting attendees in
accordance with the appropriate circulation list; and taking into account any noted Conflicts of
Interest e.g. a mitigation agreed by the Chair may be that a member only receives identified
sections, not the full pack. Papers will be distributed no less than 5 working days before the
meeting date (10 working days before for Member’s Council).
1.8 Prepare Attendance Register
It is important that there is a completed Signing in Register which shows all members’ relevant
and up to date information regarding Declarations of Interest. The Committee Administrator is
responsible for ensuring all updated Declarations of Interests are noted on this register. See
Appendix 8 for a template Attendance Register. It is important that apologies are monitored in
order to determine quoracy of a committee meeting (as per the relevant Terms of Reference).
Issues with quoracy should be escalated to the relevant Chair and Committee Lead/Manager as
soon as possible prior to the meeting.
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2. During the Meeting
2.1 Attendance Register
The Administrator must make sure that everyone (members and attendees) who attend the
meeting sign the Attendance register, as this is part of the CCG Annual Reporting process; and
that members ensure that any changes to Declarations of Interest are made and noted on the
register. The Committee Administrator is responsible for informing the Governance & Corporate
Services Manager of any amendments made to declarations on the attendance register, so these
can be updated on the Corporate DoI Register, which is published on the CCG website.
The Committee Chair will review apologies and ensure quoracy has been maintained – if quoracy
has not been met, the Chair will review the agenda and identify the items that require a decision
being made – the Chair will then establish whether the meeting can go ahead (with Chair’s action)
or needs to be rescheduled. All decisions are to be noted within the minutes.
2.2 Declarations of Interest
The Chair will advise at the beginning of the meeting any Declarations made prior to the meeting
in regards to the meeting agenda; and what management arrangements will be/have been put in
place to mitigate e.g. a member to leave the meeting during discussion/decision around the item
they are conflicted on; or a member may have been excluded from the full meeting. The agreed
mitigation/management arrangement must be noted in the minutes.
2.3 Signing off Previous Minutes
At the end of the meeting, providing the minutes of the previous meeting have been agreed and
ratified, the Chair of the relevant meeting should sign the previous meetings. The minutes will
then be scanned and saved into the relevant committee folder on the J: Drive. If amendments are
to be made to the previous minutes, these amendments must be completed by the Committee
Administrator after the meeting and a copy sent to the Chair for sign off following the meeting. A
copy of the signed, ratified minutes must be saved within the Committee folder.
2.4 Producing Minutes
All minutes taken need to ensure that all relevant agenda items are noted and relevant
discussions recorded (along with identified individuals commenting), the minutes must also include
any issues relating to Declarations of Interest (as per section 1.2.2 above). See section 1.3.3
below. Minutes must be taken using the standard template (Appendix 9), and must note whether
an item was agreed/discussed/noted – as per the agenda.
2.5 Action Log
An Action Log should be completed for each meeting, highlighting updates to any previous actions
and actions closed since the last meeting; as well as capturing agreed new actions that need to be
recorded (see Appendix 10). Where possible the Chair should summarise actions at the end of
the meeting to ensure these have been captured by the Committee Administrator.
2.6 Key Issues Report
A Key Issues report, summarising the main issues identified by the Chair, to be reported to both
the Governing Body and Senior Management Team, should be agreed by the Chair at the end of
the meeting and typed up on the Key Issues template (Appendix 11).
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2.7 Corporate Risk Register/ Board Assurance Framework
All committees (aside from Member’s Council and Audit Committee) own identified risks and are
required to evidence how they are effectively managing the mitigation of those risks. During each
meeting the relevant Committee Corporate Risk Register (or Board Assurance Framework at
Governing Body) will be reviewed and discussed, as per Committee workplans.
2.8 Commissioning Decisions
Any commissioning decisions made need to also be updated on the ‘Procurement Decisions’
register on a monthly basis – this register is published quarterly to the corporate website.
Therefore Committee Administrators need to ensure all decisions recorded at the meeting around
procurement are sent to the Governance & Corporate Services Manager for logging.

3. Post Meeting
3.1 Debrief with Chair/ Committee Lead Manager
After the meeting the Committee Administrator and Chair (or Committee Lead) should meet to
agree the contents of the key issues report (if this was not completed during the meeting), and
confirm any items already identified for the next Agenda Planning meeting.
3.2 Attendance Register
The Committee Administrator is responsible for ensuring the signed Attendance Register is
scanned in, and the master Committee Attendance Register (used for Annual Reporting
processes) is updated. The Attendance Register should then be updated in readiness for the next
meeting – capturing any changes to declared interests, and any apologies provided in advance.
3.3 Producing Minutes
The minutes of the meeting should be produced and typed up as soon as possible after the
meeting, within 48 hours, to ensure that they are compliant with the turnaround timescale advised
in the relevant Terms of Reference. The minutes should be produced on the Committee Meeting
template (Appendix 9). Minutes should be watermarked as ‘draft’ until ratified at the next meeting.
The draft minutes should be checked by the relevant meeting chair before being sent in the next
meeting pack. Draft minutes should remain in the relevant ‘month’ folder under each committee
until they are ratified, when they should then be signed and saved to a ‘Ratified Minutes’ folder
categorised by year.
3.4 Action Log
Once the Committee Action Log has been updated to include all new actions, as well as updates
to existing actions, and the closure of any completed actions - all action owners should be
made aware of any actions assigned to them as soon as possible after the meeting, once
approved by the Chair – important for those action owners who may not have been in
attendance at the meeting (Appendix 10). See section 1.1.4 above.
3.5 Key Issues Report
A Key Issues report, summarising the main issues identified by the Chair, to be reported to the
Governing Body should be agreed by the Chair at the end of the meeting and typed up on the Key
Issues template (Appendix 11). The Key Issues Report must be signed off by the Committee
Chair and sent to the Committee Administrator responsible for supporting Governing Body for
inclusion in the next Governing Body meeting pack.
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3.6 Declarations of Interest
The Governance & Corporate Services Manager should be updated regarding any declared
interests and subsequent mitigations/management arrangements applied to the meeting (for
updating on the individual member’s Declaration of Interest record and the Corporate register).
3.7 Risk Updates
The Governance & Corporate Services Manager should be updated regarding any new risks
identified, updates to existing risks or actions noted for each risk for updating on the Risk
Management System (Datix).
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Appendix 4 – Committee Workplan Template
Meeting
Date

DD/04/YR

DD/05/YR

DD/06/YR

DD/07/YR

N/A
Aug

DD/09/YR

DD/10/YR

Paper
Deadline
Meeting
Pack Out
SECTION TITLE e.g. Finance

SECTION TITLE e.g. Safeguarding

AD-HOC ITEMS
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DD/11/YR

DD/12/YR

DD/01/YR

DD/02/YR

DD/03/YR

Appendix 5 - Agenda Template

NAME OF COMMITTEE:
DATE:
VENUE:
Apologies for absence:

Declarations of Interest:

Item

Time

Agenda Item

What difference have we made to local
people with the decisions we made in the
meeting today?
Date and time of next meeting:
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Purpose

Presented by

Discuss

Chair

Appendix 6 – Committee Report Template

Report to NHS St Helens CCG
xxx Committee
Date of meeting:
Governing Body Member
Lead:
Accountable Director:
Report title:
Item for:

Decision

Assurance

This report supports the following CCG Strategic Objectives.
appropriate.
Strategic
Objectives

(Please insert X as
appropriate)

Information

Please insert ‘x’ as

1. To deliver financial stability
2. To integrate health within the place of St Helens through system redesign
3. To deliver improved outcomes for people
4. To be recognised as good system leaders

Governance & Risk

5. To support and transform primary care to be a system leader in St Helens Cares

Does this report provide assurance against any of the risks identified in the Assurance
Framework? (please specify)
What level of assurance does it provide?
(List levels i.e. Limited/Reasonable/Significant)
Is this report required under NHS guidance or for statutory purpose? (please specify)

Purpose of this paper

Further explanatory information required:

Does this paper link to any of the key
themes of the CCG’s Operational Plan &
Improvement Plan. If yes, please
specify.
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How will this benefit the health and
wellbeing of St Helens residents or the
Clinical Commissioning Group?
Please describe any possible Conflicts
of Interest associated with this paper.
Please identify any current services or
roles that may be affected by issues
within this paper.
What risks may arise as a result of this
paper? How can they be mitigated?

1. Executive Summary

2. Recommendations

DOCUMENT DEVELOPMENT
Process
Public Engagement (please

Yes

No

N/A

Comments & Date
(i.e. presentation, verbal,
actual report)

Outcome

detail the method i.e. survey,
event, consultation)

Clinical Engagement (please
detail the method i.e. survey,
event, consultation)

Has ‘due regard’ been given
to Equality Analysis (EA)
and any adverse impacts?
(Please detail outcomes,
including risks and how these
will be managed)

Legal Advice Sought
Presented to any other
groups or committees
including Partnership
Groups – Internal/External

(please specify in comments)
Note: Please ensure that it is clear in the comments and date column how and when particular stakeholders were involved in this
work and ensure there is clarity in the outcome column showing what the key message or decision was from that group and
whether amendments were requested about a particular part of the work.
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Appendix 7 – Chairs Agenda Template
Name of Committee
Date at Time
Venue
CHAIR PROMPTS
Item

Time

Agenda Item
Chairs Welcome, Apologies and Quoracy
Apols received from XX
Explain importance of signing register, and confirming DoI
information.
Declarations of Interest
Confirm any declarations relating to Committee Meeting
Agenda
Confirm mitigations put in place e.g. exclusion from
agenda item discussion
Minutes of NAME of COMMITTEE Meeting DATE

Purpose

Presented by

Note

Name
Chair

Note

Approve

COPIES TABLED (if a paper/report has been brought to the
meeting not in meeting pack)
Discuss
Note /
Discuss

Key Issues for Governing Body
Report to include key areas of discussion and
items for escalation / approval at Governing Body
TO BE RECEIVED AT GB DATE
DATE AND TIME OF NEXT MEETING
DATE at TIME
Venue Note change of Venue or time
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Agree

Note

Name
Chair

Appendix 8 – Attendance Register

Sign-In Sheet including Declaration of Interests –
NAME Committee
Room, Venue
Name

Position

Organisation

Declaration and Date of Declaration
Declaration DATE

Declaration DATE
Declaration DATE
Declaration DATE
Declaration DATE

Non-members in attendance
Declaration DATE
Declaration DATE
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Signature

Appendix 9 – Minutes Template
INSERT NAME OF MEETING
Meeting held on * at *
Members Present

Initials Role

In Attendance

Minute-taker

Agenda
Item

Action
INTRODUCTION & WELCOME

APOLOGIES
Apologies received from:
XX
The Chair declared the meeting quorate.
DECLARATIONS OF INTEREST
The Chair reminded committee members of their obligation to declare any
interest they may have on any issues arising at committee meetings which
might conflict with the business of the CCG.
This paragraph to include in GB/PCC Public minutes:
All declarations are listed in the CCG’s Register of Interests; which is
available on the CCG website at the following link:
http://www.sthelensccg.nhs.uk/Library/public_info/St%20Helens%20CCG%20
Register%20of%20Declaration%20of%20Interest%2031%2003%2017.pdf
Declarations of interest from today’s meeting
Declarations of interest have been declared by:
XX
Each declaration should be followed with the mitigation e.g. member asked to
leave the meeting during that item – it should then be also noted at the
agenda item when they left and when they returned (if relevant).
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Additional interests declared at the start of the meeting:
XX

E.g. HS left the meeting, excluding herself from the discussion regarding XX

HS was brought back into the meeting

DATE OF NEXT MEETING
The next meeting of the ** Committee will be held on *at *
Minutes Ratified as Accurate Record
Name:

Signature:
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Date:

Appendix 10 – Action Log Template

NAME OF COMMITTEE – ACTION LOG
UPDATED: DATE OF MEETING
Log
No

Agenda
Ref.

Action Required

Owner

Expected
date of
completion

1
2
3
4
5
6
7
8

Page 62 of 64

172

Progress/comments

Date
closed

Appendix 11 – Key Issues Report Template

KEY ISSUES REPORT
Committee Name inserted here
Meeting Date:
Agenda
Item
Ref:

Improvement Key Issue
or
Operational
Plan Theme

Decision/ Action

Corporate
Risk/ GBAF
Reference Mitigation

Key Issues Report
Date
Prepared by:
Verified by:
NOTE:
A copy of any papers referenced in this Key Issues Report will be made available on request to the Committee Chair. A copy of this report will be sent to
Audit Committee – please highlight any specific issues to be escalated. Formal Minutes, once approved, will be made available to the Audit Committee
and Governing Body on request.
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Report to NHS St Helens CCG
Governing Body
Date of meeting:

16th January 2019

Governing Body Member Lead:

Lay Member, Governance & Finance

Accountable Director:

Associate Director Corporate Governance

Report title:

Committee Terms of Reference Update

Item for:

Decision

X

Assurance

X

Information

(Please insert X as appropriate)

This report supports the following CCG Strategic Objectives.
appropriate.
Strategic
Objectives

Please insert ‘x’ as

1. To deliver financial stability
2. To integrate health within the place of St Helens through system redesign
3. To deliver improved outcomes for people
4. To be recognised as good system leaders

X

5. To support and transform primary care to be a system leader in St Helens Cares
Does this report provide assurance against any of the risks identified in the Assurance
Framework? (please specify)
N/A
Governance
and Risk

What level of assurance does it provide? (List levels i.e. Limited/Reasonable/Significant)
N/A
Is this report required under NHS guidance or for statutory purpose? (please specify)
N/A

Purpose of this paper
To present to the Governing Body updated Terms of Reference for its Committees: Governing Body,
Audit Committee, Executive Leadership Team Committee, Finance & Performance Committee, Quality
Committee and Remuneration Committee; along with new Terms of Reference for Integrated Finance &
Performance Board.
1. Executive Summary
The CCG has a schedule in place for the review and updating of Committee Terms of Reference, during
Quarter 3 (Oct-Dec) the following Terms of Reference have been reviewed and updated, and are
presented to Governing Body for approval:
Governing Body
Terms of Reference have been reviewed, Section 5 Frequency & Notice of meetings updated to reflect
meetings returning to monthly, from bi-monthly. Section 6 added “Emergency Powers and urgent
decisions”.
Audit Committee
Terms of Reference have been reviewed and updated to include the following additional role of
Committee: “To be assured that the CCG has appropriate arrangements in place to demonstrate
effective information governance management”.
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Executive Leadership Team Committee
Terms of Reference have been reviewed and updated to include the following – noting of formal monthly
ELT to look at Governance issues; and ability to use weekly SMT Forum for discussions/ decisions;
addition of the Associate Director Corporate Governance as an ‘in attendance’ member; sections for
Partnership, Governance & Risk remits added; and updated version of Operational Scheme of Delegation
(OSOD) included as an appendix.
Finance & Performance Committee
Terms of Reference have been reviewed and updated to include Performance remit (taken out of Quality
& Performance Committee). Governance & Risk responsibilities removed, and placed in Executive
Leadership Committee Terms of Reference. Assistant Director Medicines Management Role removed
from membership (as this function falls under Quality Committee).
Integrated Finance & Performance Board
Terms of Reference introduced as a transitional Board for a six month period, pending further revision of
s75 agreement to incorporate full integration of health and social care services under St Helens Cares
arrangements.
Quality Committee
Terms of Reference have been reviewed and updated to reflect the change from Quality & Performance
remit to a focus on Quality only. The Committee structure has been altered to focus on Quality – with the
Performance remit moved to Finance & Performance Committee; membership, quoracy and frequency of
committee meeting updated. Equality Impact Assessment review and Equality & Diversity monitoring
added to section 2 (Remit & Responsibility).
Remuneration Committee
Terms of Reference were reviewed and updated in line with NHSE Model Constitution changes, and
approved by Governing Body in November 2018. Main change to Section 3 – Reference to Committee
remit and responsibilities – committee role is to advise Governing Body on decisions to make. These
have been uploaded to the public website: https://www.sthelensccg.nhs.uk/media/2718/remunerationcommittee-tors-v20-nov-2018.pdf
Next Steps
 HR & OD Committee Terms of Reference to be reviewed in July 2019 as per schedule
 Primary Care Commissioning Committee (PCCC) Terms of Reference to be reviewed and updated
following Primary Care Audit currently being conducted by Mersey Internal Audit Agency – March
2019
 PCCC’s sub group Primary Care Quality Operations Group Terms of Reference to be reviewed and
updated following Primary Care Audit currently being conducted by Mersey Internal Audit Agency –
March 2019
2. Recommendations
Governing Body is asked to:
1. Note the updates made to Terms of Reference
2. Formally approve these revised Terms of Reference
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GOVERNING BODY
TERMS OF REFERENCE

GB Terms of Reference V4 – Dec 2018
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1

St Helens CCG Governing Body Terms of Reference
Version
Implementation Date

4
TBC – January 2019

Review Date

TBC – January 2020

Approved By

CCG Governing Body

Approval Date

TBC – January 2019

REVISIONS
Date
April 2018

December
2018

Section
1

Reason for Change
Membership – Updated number of GP GB
members and job titles

Approved By
GB

3

Key Responsibilities – Addition of Succession
planning & approving engagement with public
and patients.

GB

5

Quorum – Updated quorum and voting in line
with constitution.

GB

6

Meeting Frequency – Reference made to Public
& Private meetings.

GB

7

Added paragraph on emergency powers and
urgent decisions, as per V.4 Constitution – Jan
18. Omitted when reviewed in April 18.

GB - TBC

6

Frequency amended from bi-monthly to
monthly.

TERMS OF REFERENCE OBSOLETE
Date

Reason

Approved By

Jan 2019

V3, April 2018 – replaced by version 4

GB – TBC

April 2018

V2, Nov 2015 – replaced by version 3

GB

Nov 2015

V1, April 2012 – replaced by version 2

GB
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NHS St Helens Clinical Commissioning Group
Governing Body
Terms of Reference

The Governing Body is established in accordance with NHS St Helens Clinical Commissioning
Group’s (the CCG) Constitution. These terms of reference set out the membership, remit,
responsibilities and reporting arrangements of the Committee and shall have effect as if
incorporated into the Constitution.

1.

Membership












Lay Chair
4 x General Practitioners
Chief Finance Officer
Director of People’s Services/ CCG Clinical Accountable Officer
Independent Secondary Care Consultant
Independent Executive Nurse
Lay Member - Audit & Governance
Lay Member - Patient and Public Involvement
Director of Public Health
Chief Nurse
Deputy Strategic Director People's Services/ Deputy Accountable Officer CCG

In attendance
 LMC Representative
 Healthwatch Representative
 Non-Executive Director, St Helens & Knowsley Trust

2.

Quoracy
There must be 7 full members present including the Accountable Officer (or nominated deputy),
Chair (or Deputy Chair) and 2 GP members.
If the Chair is absent temporarily on the grounds of a declared conflict of interest, the Deputy
Chair, if present, shall preside. If both the Chair and the Deputy Chair are absent or disqualified
from participating, or there is neither a Chair nor Deputy, a member of the group, chosen by the
members present; or by the majority of them, shall preside.
In the event of an equal vote, the Accountable Officer will have the casting vote.
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3.

Remit and responsibilities
NHS St Helens CCG Governing Body is responsible for ensuring that it discharges its statutory
duties for the commissioning of health and wellbeing services. The Governing Body is in place to
seek assurance on all aspects of clinical commissioning and to give assurance to all member
practices and other stakeholders that the CCG is operating in a responsible and effective
manner.
The Governing Body will have the responsibility of reviewing and monitoring the Assurance
Framework and to ensure that any identified risks allocated to Committees are actioned
appropriately and that assurances are sought.

3.1 Key Responsibilities
Leadership of the system
i.

To provide clinical leadership for commissioning in the services for their populations,
ensuring that plans are patient focused and secure improvements in health, and that all
delegated financial / activity / quality targets are met.

ii.

To work in collaboration with St Helens People’s Board to develop and secure the
implementation of a Health and Wellbeing Strategy for the area, based on needs jointly
identified through the JSNA, and focused on reducing inequalities in health.

iii.

To develop the Commissioning Plan for the CCG population ensuring that the investment
available is used to deliver the goals set out within the Health and Wellbeing Strategy, and
that the plan balances accountability for the effective use of resources with maximum
freedom for clinicians to innovate in order to deliver real improvements for patients.

iv.

To ensure appropriate patient and public involvement in commissioning and procurement.

v.

To approve the Group’s succession planning for elected members and other GB nominations
and members; including sign off of lay member reappointments.
Commissioning and contracting

i.

To ensure that agreed commissioning intentions are realised through the contracting
process, ensuring that effective evaluation and performance management systems are in
place to measure the impact and outcomes of commissioning decisions.

ii.

To ensure effective clinical input to commissioning and contracting, ensuring achievement of
health outcomes and reduction in inequalities across the area.

iii.

To lead the development of new clinical strategies and policies, ensuring effective
engagement from across the clinical system.

iv.

To approve recommendations from Procurement experts with regard to the mechanisms for
how services are secured for the area, ensuring adherence to national policy such as Any
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Qualified Provider and the Principles and Rules for Co-operation and Competition. (NB –
this excludes recommendations whereby General Practice would be the exclusive provider).
v.

Approve arrangements for engaging the public and key stakeholders in the group’s planning
and commissioning arrangements.
Service Improvement

i.

To agree and ensure delivery of the Service Improvement Programme, derived from the
Commissioning Plan, and secures delivery of the QIPP programme at level 1/2.
Alignment

i.

To ensure alignment between the work of the CCG and the Local Authority.

ii.

To ensure coherence across the Cheshire & Merseyside footprint, and ensure implementation
of QIPP pathways / programmes.
Performance Monitoring and Management

i.

To review the contract performance of providers (community and secondary care) ensuring
effective actions are taken to address any shortfalls in achievement of agreed targets (clinical
quality and financial).

ii.

To provide assurance that all clinical quality targets are met by provider organisations.

iii.

To receive Key Issues from the People's Board and feedback from the Local Authority’s
Overview and Scrutiny Committee who undertake an annual assessment of the People's Board
performance
Financial Management and Reporting

i.

To ensure there are appropriate arrangements in place in respect of financial and budgetary
controls.

ii.

To ensure there are arrangements in place to secure the delivery of financial duties at the year
end.

4.

Administration
The committee will be supported by an appropriate Secretary that will be responsible for supporting
the Chair in the management of Governing Body’s business. The Secretary will take minutes and
produce action plans as required.
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5.

Frequency and notice of meetings.
The Governing Body shall meet monthly during the financial year. Members shall be notified at
least 10 days in advance that a meeting is due to take place. Agendas and reports shall be
distributed to members 5 working days in advance of the meeting date and will be published on the
NHS St Helens CCG website 5 working days in advance of the meeting for public viewing.
Part 1 of the meeting will be held in public. Items the group considers not to be in the public
interest will be held in a Part 2 of the meeting, which will not be held in public.

6.

Emergency Powers and urgent decisions
When decisions need to be taken as a matter of urgency the Accountable Officer may make
decisions on behalf of the Governing Body or any sub- Committee by convening an Urgent Issues
meeting, as defined in Section 3.9 of the CCG Standing Orders (Appendix B, Constitution, V.4 Jan
18). Such decisions will be reported to the next meeting of the Governing Body.
The following will be required to be in attendance at such a meeting to reach a decision:
a)
b)

7.

the Accountable Officer (or deputy)
a Governing Body GP member, and two of the following
i) the Chair
ii) Chair of Audit Committee (or deputy)
iii) Chief Finance Officer (or deputy)

Conduct
All members are required to make open and honest declarations of the interest at the
commencement of each meeting or to notify the Committee Chair of any actual, potential or
perceived conflict in advance of the meeting. All members are required to uphold the Nolan
Principles and all other relevant NHS Code of Conduct requirements. Declarations of interest
made during the meeting will be followed by written declarations within 5 working days of the
meeting.

8.

Date and Review
These Terms of Reference were approved by the St Helens CCG Governing Body on:
Date Ratified: January 2019 TBC
Review Date: January 2020 TBC
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AUDIT COMMITTEE
TERMS OF REFERENCE
Version 5.0

Audit Committee ToR v5.0
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St Helens CCG AUDIT COMMITTEE Terms of Reference
Version

5

Implementation Date

TBC – January 2019

Review Date

TBC – January 2020

Approved By

NHS St Helens CCG Governing Body

Approval Date

TBC – 9th January 2019

REVISIONS
Date
June 2018

Section
1

Reason for Change
Quorum & Membership updated in line with
constitution.

Approved By
Governing Body

Dec 2018

2

Remit and responsibilities – addition of
responsibility around Information Governance.

Governing Body - TBC

TERMS OF REFERENCE OBSOLETE
Date

Reason

Approved By

Jan 2019

V4, June 2018– replaced by version 5

GB – TBC

June 2018

V3, April 2018 – replaced by version 4

GB

April 2018

V2, April 2013 – replaced by version 3

GB

April 2013

V1, April 2012 – replaced by version 2
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The Audit Committee (the Committee) is established in accordance with NHS St Helens Clinical
Commissioning Group’s (the CCG) Constitution. These terms of reference set out the
membership, remit responsibilities and reporting arrangements of the Committee and shall have
effect as if incorporated into the Constitution.

1.

Membership
 2 Governing Body GPs
 2 Lay Members of the Governing Body (one of which will be the Chair, and the other will be
the Vice Chair of the Audit Committee)
 1 Independent Member of the Audit Committee
In attendance
 Internal Audit Representative
 External Audit Representative
 Counter Fraud Representative
 Chief Finance Officer
 Associate Director, Corporate Governance
Other senior staff may be invited to attend, particularly when the Committee is discussing
areas of risk or operation that are the responsibility of that officer. Representatives from NHS
Protect may be invited to attend meetings.
At least once a year the Committee should meet privately with the external and internal
auditors. Regardless of attendance, external audit, internal audit, local counter fraud and
security management (NHS Protect) providers will have full and unrestricted rights of access
to the Audit Committee.
The Clinical Commissioning Group Chair will be invited to attend one meeting each year in
order to form a view on, and understanding of, the committee’s operations.

2.

Quoracy
For purposes of quoracy, the minimum membership shall be three members; to include one
Lay Member as Chair. In the absence of both Lay Members, the Independent Member may
Chair the meeting by agreement of the remainder of the Committee.

3.

Remit and responsibilities
The duties of the Committee will be driven by the priorities of the Clinical Commissioning
Group, as identified by the CCG, and the associated risks. It will support the Governing
Body’s main functions of overseeing efficiency, effectiveness, economy and governance.
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Integrated governance, risk management and internal control
The Committee shall review the establishment and maintenance of an effective system of
integrated governance, risk management and internal control, across the whole of the Clinical
Commissioning Group’s activities that support the achievement of the CCG’s objectives.
The Committee will have the responsibility of reviewing and monitoring the Governing Body
Assurance Framework and to ensure that any identified risks allocated to the Committee are
actioned appropriately and that assurances are sought.
In particular the Audit Committee will review the adequacy and effectiveness of:










All risk and control related disclosure statements (in particular the Annual Governance
Statement), together with any appropriate independent assurances, prior to endorsement
by the CCG.
The underlying assurance processes that indicate the degree of achievement of Clinical
Commissioning Group objectives, the effectiveness of the management of principal risks
and the appropriateness of the above disclosure statements.
The policies for ensuring compliance with relevant regulatory, legal and code of conduct
requirements and related reporting and self-certification.
The policies and procedures for all work related to fraud bribery and corruption as set by
NHS Protect. In carrying out this work the Committee will utilise the work of internal audit,
external audit and other assurance functions, but will not be limited to these sources. It will
also seek reports and assurances from officers and Governing Body members as
appropriate, concentrating on the over-arching systems of integrated governance, risk
management and internal control, together with indicators of their effectiveness.
The Committee will approve the Detailed Financial Policies of the CCG and its
arrangements for discharging the financial duties.
Assurance that the CCG has appropriate arrangements in place to demonstrate effective
information governance management.

This above will be evidenced through the Committee’s use of an effective assurance
framework to guide its work and that of the audit and assurance functions that report to it.
Internal audit
The Committee shall ensure that there is an effective internal audit function that meets
mandatory Public Sector Audit Standards and provides appropriate independent assurance to
the Audit Committee, Accountable Officer and CCG. This will be achieved by:





Consideration of the provision of the internal audit service, the cost of the audit and any
questions of resignation and dismissal
Review and approval of the internal audit strategy, operational plan and more detailed
programme of work, ensuring that this is consistent with the audit needs of the
organisation as identified in the assurance framework
Considering the major findings of internal audit work (and management’s response), and
ensuring co-ordination between the internal and external auditors to optimise audit
resources
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Ensuring that the internal audit function is adequately resourced and has appropriate
standing within the Clinical Commissioning Group
An annual review of the effectiveness of internal audit
Recommending the appointment of the internal auditors to the Governing Body

External audit
The Committee shall review the work and findings of the external auditors and consider the
implications and management’s responses to their work. This will be achieved by:







Monitoring the performance of the external auditors as carried out by the Joint Auditor
Panel
Agreement with the external auditors any additional work outside of the Contract (To be
agreed by Joint Auditor Panel)
Discussion with the external auditors of their local evaluation of audit risks and
assessment of the Clinical Commissioning Group and associated impact on the audit fee
Review of all external audit reports, including the report to those charged with
governance, receive the annual audit letter before submission to the CCG and any work
undertaken outside the annual audit plan, together with the appropriateness of
management responses
Through the work of the Joint Auditor Panel advise the Governing Body on the
appointment of external auditors

Other assurance functions






The Audit Committee shall review the findings of other significant assurance functions,
both internal and external and consider the implications for the governance of the Clinical
Commissioning Group
These will include, but will not be limited to, any reviews by Department of Health arm’s
length bodies or regulators/inspectors (for example, the Care Quality Commission, NHS
Litigation Authority, etc.) and professional bodies with responsibility for the performance of
staff or functions (for example, Royal Colleges, accreditation bodies, etc.
The Audit Committee will also review the circumstance and reason behind any
suspension of the Constitution

Fraud, bribery and corruption
The Audit Committee shall satisfy itself that the Clinical Commissioning Group has adequate
arrangements in place for countering fraud, bribery and corruption, and shall review the
outcomes of this work. The Committee shall approve the Anti-fraud Service’s work plan.

Management
The Audit Committee shall request and review reports and positive assurances from
senior staff on the overall arrangements for governance, risk management and internal
control
 The Committee may also request specific reports from individual functions within the
Clinical Commissioning Group as they may be appropriate to the overall arrangements
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Financial reporting






4.

The Audit Committee shall monitor the integrity of the financial statements of the Clinical
Commissioning Group and any formal announcements relating to the Clinical
Commissioning Group’s financial performance
The Committee shall ensure that the systems for financial reporting to the CCG, including
those of budgetary control, are subject to review as to completeness and accuracy of the
information provided to the CCG
The Audit Committee shall adopt on behalf of the Governing Body the annual report and
financial statements, focusing particularly on:
o The wording in the Governance Statement and other disclosures relevant to the terms
of reference of the committee
o The wording in the Performance Report
o Changes in, and compliance with, accounting policies, practices and estimation
techniques
o Unadjusted mis-statements in the financial statements
o Significant judgements in preparing of the financial statements
o Significant adjustments resulting from the audit
o Letter of representation; and
o Qualitative aspects of financial reporting

Administration
The Committee will be supported by an appropriate Secretary who will be responsible for
supporting the Chair in the management of the Committee’s business. The Secretary will take
minutes and produce action plans as required.

5.

Frequency and notice of meetings.
The Audit Committee shall meet on at least 5 occasions during the financial year. Internal
Audit and External Audit may request a meeting if they consider one necessary. Members
shall be notified at least 10 days in advance that a meeting is due to take place. Agendas and
reports shall be distributed to members 7 working days in advance of the meeting date.

6.

Reporting
A Key Issues Report will be presented to Governing Body after each meeting. Ratified
minutes of the Committee meeting are available to the Governing Body on request. Exception
reports will also be submitted at the request of the Governing Body. An annual report will be
produced by the Audit Committee for the Governing Body which will include a work plan for the
year ahead.
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7.

Conduct
All members are required to notify the Committee Chair of any actual, potential or perceived
conflict of interest in advance of the meeting to enable appropriate management arrangements
to be put in place.
All members are required to uphold the Nolan Principles and all other relevant NHS Code of
Conduct requirements.

8.

Date and Review
These Terms of Reference were approved by NHS St Helens CCG Governing Body on:
Date Ratified:
Review date:
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Executive Leadership Team
Terms of Reference
Version

6.0

Implementation
Date
Review Date

TBC – January 2019

Approved By

Governing Body

Approval Date

TBC – 9th January 2019

TBC - January 2020

REVISIONS
Date

Section

Reason for Change

Approved By

20.10.17

Appendix

Updated version of OSOD attached

Audit Committee

13.06.18

Section 2

Membership – to reflect Deputy Accountable Officer, and role
of CFO as chair in absence of Accountable Officer

Governing Body

Section 3 &
4

Scope to incorporate effective integration arrangements.
Remit to reference co-ordination with integrated Senior
Management Team on matters relevant to partnership

Section 6

New section to reflect arrangements for emergency powers
and urgent decisions (as per CCG constitution V.4 Jan 18)

Intro

Noted formal monthly ELT and ability to use SMT Forum for
discussions/ decisions.

Membership

Added Associate Director Corporate Governance to
membership.

Remit

Added Partnership, Governance & Risk remits to Committee.

Appendix

Updated version of OSOD

09.01.19

TERMS OF REFERENCE OBSOLETE
Date

Reason

Approved By

Jan 2019

V5, Sept 2018– replaced by version 6

GB – TBC

Sept 2018

V4, Sept 2017 – replaced by version 5

GB

Sept 2017

V3, Oct 2016 – replaced by version 4

GB

Oct 2016

V2, July 2016 – replaced by version 3

GB

July 2016

V1, April 2012 – replaced by version 2

GB
2
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Governing Body TBC

The Executive Leadership Team (ELT) is established in accordance with NHS St Helens Clinical
Commissioning Group’s (the CCG) Constitution. These terms of reference set out the
membership, remit, responsibilities and reporting arrangements of the ELT and shall have effect
as if incorporated into the Constitution.
All management functions of the CCG (with the exception of those delegated to individuals or to
another committee of the Governing Body or reserved to the Governing Body as detailed in the
Scheme of Reservation and Delegation) are delegated to the Executive Leadership Team for day to
day management and delivery. The Executive Leadership Team will make recommendations on
delivery of strategy and commissioning plans and take day to day decisions on performance
management and risk management to provide robust assurance to the Governing Body.
The Executive Leadership Team has authority from the Governing Body to make decisions in respect
of any QIPP or financial recovery related actions to ensure that there is no delay in progress. The
Operational Scheme of Reservation & Delegation (OSRD) is attached at Appendix A. The OSRD is
reviewed and approved by the Audit Committee on an annual basis as part of the Prime Financial
Policies.
For discussions and decisions relating to Section 75 and integrated working, the Executive Leadership
Team may use the Integrated Senior Management Team Group, adhering to the quoracy requirements
at section 2 of these Terms of Reference for ELT.

1.

Voting Membership






Clinical Accountable Officer/ Strategic Director People’s Services (Chair)
Deputy Strategic Accountable Officer/ CCG Accountable Officer
Chief Finance Officer/Recovery Director
Chief Nurse
Director of Public Health

In attendance
 Associate Director Corporate Governance
Meetings will be chaired by the Clinical Accountable Officer (CAO), in the absence of the CAO, the
Chief Finance Officer will Chair the meeting. Members of ELT will make every effort to attend
meetings in person. In exceptional circumstances, members are permitted to join by telephone
and if on leave may send a designated deputy, if appropriate.
A GP Governing Body member may be invited to attend when an expert GP opinion, or
independent Lay input is required.
Other senior managers will be invited to attend where appropriate to present specific agenda
items.
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2.

Quoracy
Quorum will be three members, which must include the Clinical Accountable Officer (or
nominated deputy) and Chief Finance Officer (or nominated deputy).

3.

Remit and Responsibilities
The scope of ELT is to support the Governing Body in undertaking its statutory duties of NHS St
Helens Clinical Commissioning Group.

3.1 Overarching responsibilities:






Ensure the effective operational management of the CCG and seamless integration into St
Helens Integrated People’s Services (SHIPS)
Provide effective leadership and direction to the work of the CCG
Support the CCG to deliver its plans, strategies and statutory duties
Promote robust clinical and corporate governance across the CCG
Support the Governing Body in setting and delivering the organisation’s strategic objectives
and vision

3.2 Other responsibilities:







Make decisions in respect of QIPP and financial recovery, any such decision shall be reported
to the next meeting of the governing body for ratification
Act in accordance with the CCG’s Constitution, Standing Orders, Prime Financial Policies and
Scheme of Delegation.
Oversee NHSE assurance planning and responses.
Ensure that all CCG Plans and strategies are fully aligned and integrated for the effective
delivery of its plans
Co-ordinate its business with the Integrated Senior Management Team on matters relevant to
the partnership.
Approve, or recommend for approval (dependent on SORD), a wide range of policies and
procedures, ensure effective implementation of all such policies.

Specific Duties of ELT:
3.3 Partnership Agreement
The Committee:


has the authority to develop proposals for agreement by the Partners, or amend any integrated
arrangements subject to its governance.



shall pick up day-to-day responsibility for operational delivery of the Partnership Agreement,
as delegated by the Partners; subject to its governance.



will maintain an accurate schedule of all arrangements approved by the Partners.
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has the authority to take action to manage the performance of programmes and/or services
within the remit of the Partnership Agreement. Where agreement cannot be reached on
matters such as action on under-performance, funding levels or changes to services, such
matters should be referred by the Chair to the Partners’ decision making bodies for resolution.



is responsible for contracts for the delivery of services (when the CCG is the appropriate Lead
Partner). Where any joint arrangements are proposed, one of the Partners shall be nominated
as the Lead Partner – the Lead Partner will report to the ELT on any contract performance or
variation matters.



will make recommendations to the Partners on Joint funding arrangements, where it is
considered appropriate to promote the delivery of joint objectives and shall include the use of
powers to establish pooled budgets within relevant sections of the Act. All recommendations
around establishing, amending or ceasing a pooled fund arrangement, management of
underspends and overspends will be approved in accordance with s75 agreement.



will provide Assurance Reports to the Partners, at intervals specified by the Partners, covering
all expenditure supporting integrated commissioning, services and pooled funds. The ELT can
make recommendations for significant underspends identified in the year (within pooled funds)
to be allocated to overspends accumulated in other pooled funds, or carried forward into the
next financial year, in order to mitigate the financial risks of either, or both Partners. It is
expected that the ELT, through the Integrated SMT Group will maintain a balanced position in
all pooled funds and control expenditure in any integrated arrangement, reporting promptly to
the Partners when any forecast under or overspend is identified.



will ensure that any risks to either Partner within joint arrangements from people accessing the
service who are not both resident or registered are taken into account and uptake is
monitored.



will be sighted on all complaints received relating to any activity within the Section 75
Agreement.



will ensure that the Partners cooperate with one another to enable proper and prompt
disclosure of Freedom of Information Act requests.

3.4 Governance
ELT will


commissioning reports and audit/surveys it deems necessary to help fulfil its obligations as
authorised by the Governing Body



review and ratification of minor policy changes, recommending to Governing Body for approval
any new policies or policies requiring significant updates/ changes



overseeing the development of key governance, assurance and risk systems; ensuring
processes are in place so that the CCG is compliant with its statutory requirements and has
sound internal control arrangements



ensuring the CCG has in place appropriate arrangements in respect of information governance
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2.5



ensuring the CCG is compliant with Health and Safety legislation including the Corporate
Manslaughter Act and Local Security Management Services (LSMS) requirements



ensuring the CCG is compliant with its statutory duties under the Civil Contingencies Act

Risk
ELT will

4.



promote good risk management and ensure effective corporate governance systems and
processes are embedded across the CCG that also promote effective partnership working
and integration



scrutinise and challenge risk assessment and risk assurances provided by the Corporate Risk
Register (CRR) and Governing Body Assurance Framework (GBAF) to ensure that robust
controls are evident across the organisation. This should include scrutiny of entries
contained in all areas of the GBAF and CRR



develop and implement the CCGs Risk Management Strategy

Sub Groups & Administration
ELT is authorised to create sub-groups or working groups as are necessary to fulfil its
responsibilities within its terms of reference
Appropriate secretarial support will be provided to ensure appropriate support to the Chair in
relation to the organisation and conduct of meetings. The Secretary’s duties will include:



Agreement of agendas with the Chair and attendees and collation of papers
Keeping a record of minutes/ actions, key issues, matters arising and issues to be carried
forward

Key action points may also be taken by any attendee, and any executive decision made in respect
of QIPP or financial recovery will be submitted to the Governing Body for ratification via an
accountability report.

5.

Frequency and notice of meetings
A formal ELT meeting will be held monthly to predominantly cover Governance & Risk items; ELT
business may also be conducted within the Senior Management Team meeting on a weekly basis,
dependent on the nature of the business. It will be necessary for ELT quoracy to be maintained
for any decisions relating to QIPP and financial recovery in this instance.
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6.

Emergency Powers & Urgent Decisions
Where decisions need to be taken as a matter of urgency the Governing Body has delegated
authority to the Clinical Accountable Officer to make decisions on behalf of the CCG by convening
ELT as an Urgent Issues meeting (CCG Constitution - Standing Orders, Section 3.9). In this
circumstance the group will require the following to be in attendance to reach a decision:



The Clinical Accountable Officer (or deputy)
A Governing Body GP member, and two of the following:
o
the Chair
o
Chair of the Audit Committee (or deputy)
o
Chief Finance Officer (or deputy)

The requirement for this Urgent Issues meeting to be held in private may be determined by the
Clinical Accountable Officer by exception.

7.

Reporting
The ELT will record action notes; a Key Issues report recording decisions made at ELT meetings
(including those held within an Integrated SMT Forum) will be submitted to the relevant Partners’
decision making group/committee, following the internal decision-making procedure.

8.

Conduct
All members are required to make open and honest declarations of the interest at the
commencement of each meeting or to notify the Chair of any actual, potential or perceived conflict
in advance of the meeting.
All members are required to uphold the Nolan Principles and all other relevant NHS Code of
Conduct requirements.

9.

Date and review
These Terms of Reference were approved by NHS St Helens CCG Governing Body on:
Date Ratified:
Review date:
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Operational Delegated Limits from January 2019
Description
Section

Governing
Body

A

LITIGATION CLAIMS
Medical negligence and other litigation
payments made on the advice of NHSLA

C

LOSSES & SPECIAL PAYMENTS
Chief Finance Officer to maintain a register of
losses and special payments (including bad
debts to be written off). All to be reported to
the Audit Committee.

D
D1
D2

PETTY CASH FLOAT
Authorisation to set up float
Replenish petty cash float

D3

Issue petty cash

E
E1

CREDIT CARD
Account signatories (who can make changes to
the account, authorise additional card holders,
amend card limit)
Authorise single transaction (single transaction
limit £500)

F
F1

Delegated to
Finance &
Clinical
Performance
Accountable
Committee
Officer

GIFTS, HOSPITALITY & SPONSORSHIP
Associate Director – Corporate Governance to
maintain a register of declared gifts and
hospitality received.

B

E2

Primary Care
Commissioning
Committee

REQUISTIONING GOODS & SERVICES: NON
HEALTHCARE
Initial Decision to recruit Agency Staff /
Management Consultants (Based on total

Chief Finance
Officer

Deputy Chief
Finance
Officer/Deputy
Clinical
Accountable
Officer

Associate/
Assistant
Directors &
Chief Nurse
(CN)

Other CCG Officer
(as specified by
authorised signatory
list or approved
Oracle user list)

Gifts/ Sponsorship
over £50 to be
authorised by ELT; all
other Gifts, Hospitality
& Sponsorship to be
reported on register

Gifts over
£50

Gifts over
£50

CN: Gifts over
£50

Over £1,000,000

£50,001 £1,000,000

Up to £50,000

Up to £25,000

Over £100,000

£50,001 £100,000

£5,001 - £50,000

Over £300

Over £300

Over £300

Up to £5,000

Up to £500

Up to £300 float

Up to £300 float
Principal Accountant
Up to maximum float

£50 per ordinary transaction

Over £100,000

Up to £100,000

8

197

√

√

Up to £500

Up to £500

Up to £100

Up to £50,000

Up to £30,000

Up to £100

Description
Section

Governing
Body

F2

F3

expected cost).
Note – Prior approval from NHSE must be
sought for:

Any appointments over £600 per day; or

Any appointments for over a 6 month
period, or

Any
appointment
with
significant
influence (e.g. Governing Body roles)
Services including IT, maintenance and support
services (over lifetime of contract) were not
included within agreed annual budgets
Recharges from other public sector bodies not
included within agreed annual budgets

Up to £25,000

Over £500,000

£250,001 £500,000

Up to £250,000

Up to £100,000

Up to £50,000

Up to £25,000

Up to £25,000

£250,001 £500,000

Up to £250,000

Up to £100,000

Up to £50,000

Up to £25,000

Up to £25,000

Up to £30,000

Up to £8,500

Up to £8,500

Up to £8,500

Up to
£1,000,000

Up to
£250,000

Up to
£25,000

Up to
£25,000

Up to £25,000
(where budget
exists)

Up to
£500,000

Up to £100,000

Up to £25,000

Over
£150,000,000

Up to
£150,000,000

Up to
£25,000,000

Unlimited
(within budget)

Unlimited
(within budget)

Unlimited
(within budget)

Over £30,000

H

DECISION TO APPROVE HEALTHCARE
INVESTMENT BUSINESS CASES

H1

Where covered in detail in the Annual
Commissioning Plan (Annual Contract Value)

Over £1,000,000

H2

Where not covered in detail in the Annual
Commissioning Plan (Annual Contract Value)

Over £500,000

Approval of Healthcare Contract Payments
All healthcare contract payments must be
supported by signed contract (see H1).

Other CCG Officer
(as specified by
authorised signatory
list or approved
Oracle user list)

Up to £50,000

RELOCATION EXPENSES
Require approval by Remuneration Committee

I2

Associate/
Assistant
Directors &
Chief Nurse
(CN)

Up to £100,000

G

Signing of Healthcare Contracts
(Annual Contract Value)

Deputy Chief
Finance
Officer/Deputy
Clinical
Accountable
Officer

Up to £250,000

Over £500,000

HEALTHCARE CONTRACTS

Chief Finance
Officer

£250,001 £500,000

Approval of all other requisitions

I

Delegated to
Finance &
Clinical
Performance
Accountable
Committee
Officer

Over £500,000

F4

I1

Primary Care
Commissioning
Committee
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£1,000,000
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Up to
£500,000
* PC Related

ELT approval required
for all business cases
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Operational Delegated
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Up to £25,000
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Description
Section

Governing
Body

Primary Care
Commissioning
Committee

Delegated to
Finance &
Clinical
Performance
Accountable
Committee
Officer

J

APPROVAL OF AD-HOC HEALTHCARE
PAYMENTS
See authorised signatory list for approval limits
for other CCG officers.

Over £1,000,000

Up to £1,000,000
(within budget)

Up to £1,000,000
(within budget)

Up to
£1,000,000
(within budget)

K

QUOTATIONS AND TENDERS Please refer
to Tendering and Procurement Procedure,
section 13 of Prime Financial Policies.
Tender Waiver Approval (Total Contract Value
– see detailed financial policy on tendering
when permissible)
Formal Tender In accordance with EU
directives and timescales. (Pre qualification to
be obtained)
Minimum of 3 written competitive tenders:
In compliance with EC procurement directive.
(No Pre Qualification required)
Minimum of 3 written quotes

Over £100,000

Up to £100,000

Up to £50,000

Up to £50,000

K4
K5

K6

VIREMENT
In accordance with the virement policy, a
virement form must be completed and signed
by both parties.

M

DISPOSALS AND CONDEMNATION
All assets disposed at market value.

N

CHARITABLE FUNDS If charitable funds
received in the future a Charitable Funds
committee will be established.

O

HUMAN RESOURCES ISSUES

Other CCG Officer
(as specified by
authorised signatory
list or approved
Oracle user list)

Up to
£25,000
Up to £25,000

Threshold and above
Threshold is £164,176 unless light touch regime applies for healthcare services (see H3)
£80,000 to Threshold
Threshold is £164,176 unless light touch regime applies for healthcare services (see H3)
£20,000 to £79,999

No requirement to obtain quotes: Although
no formal req’t, it is deemed best practice and
demonstrates value for money.
Opening of Tenders (at least 2 people from
list)

L

£25,000

Up to £25,000

Over £500,000

K3

Up to

Associate/
Assistant
Directors &
Chief Nurse
(CN)

Procurement Route Decision Whether to Put
Healthcare Service Out to Tender (Annual
Contract Value)

K2

Up to
£100,000

Deputy Chief
Finance
Officer/Deputy
Clinical
Accountable
Officer
Up to
£25,000

I3

K1

Up to
£500,000

Chief Finance
Officer

Up to £19,999

Over £1,000,000

£500,001 £1,000,000

Over £50,000
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Up to £500,000

Up to £500,000

Up to £250,000
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Description
Section

Governing
Body

O1

O2

O3
O4
O5
P
P1
P2
P3
P4
Q5

Primary Care
Commissioning
Committee

Delegated to
Finance &
Clinical
Performance
Accountable
Committee
Officer

Approve HR Decisions Not Covered By CCG
HR Policies or Is Exceptional To Policies (e.g.
additional compassionate leave or exceptional
carry forward of leave days)
Decisions As Set Out Within HR Policies
(where there is some management discretion
e.g. study leave authorisation)
Approving Operational Structure
(re staffing and departments)
Appointment to Posts Below Associate
Directors
Appointment to Chief Nurse or Above
(not covered in Constitution Appendix D

Deputy Chief
Finance
Officer/Deputy
Clinical
Accountable
Officer

Associate/
Assistant
Directors &
Chief Nurse
(CN)

√

√

√

√

√

√

√

√

√

√

√

√

Other CCG Officer
(as specified by
authorised signatory
list or approved
Oracle user list)

√
√
√
√
√

EXTERNAL COMMUNICATIONS &
REPORTING
Approve Complaints Responses and Letters
to Politicians and Media Responses
Approve Public Consultation Material

√
√
√

Approve Public & Staff Engagement
Material incl Website
Approve FOI Responses
Approve Annual Engagement &
Communication Plan

Chief Finance
Officer

√
√

√
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NHS St Helens CCG Finance & Performance Committee
Terms of Reference
Version

5.0

Implementation
Date
Review Date

TBC – January 2019

Approved By

Governing Body

Approval Date

TBC – January 2019

TBC – January 2020

REVISIONS
Date
Section
Reason for Change
22.11.17
1. Voting/
Removed Associate Director, Primary Care
Membership
Removed Recovery Director – this position will be in
attendance as relevant to agenda item. Added Snr
Finance Manager to in attendance
2. Quorum
The Chief Finance Officer and Clinical Chief Executive
can nominate a deputy to represent them to ensure
quoracy.
4.1 Finance
Reference to S.75 amended to refer to schedules
7. Reporting
Updated to include Key Issues Report
8. Conduct
Update to reference management arrangements for
Declarations of Interest
General Layout re-ordered.

Approved By
FGR Committee

18.10.18

1.Membership “Members in attendance” – updated to include Senior
Performance Manager
3.Remit/ Resp Updated to include Performance at 3.2

FGR Committee

20.11.18

Full ToR

 Updated to include Performance at 4.1 (final bullet
point)
 Removed Governance & Risk responsibilities as these FGR Committee
will be picked up by ELT Committee.
 Assistant Director Medicines Management Role
removed from membership.
TERMS OF REFERENCE OBSOLETE

Date

Reason

Approved By

Jan 2019

V4, Oct 2018– replaced by version 5

GB – TBC

Oct 2018

V3, Nov 2017 – replaced by version 4 (Interim ToRs)

GB

Nov 2017

V2, July 2016 – replaced by version 3

GB

July 2016

V1, April 2013 – replaced by version 2

GB
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The Finance & Performance Committee (the Committee) is established in accordance with NHS
St Helens Clinical Commissioning Group’s (the CCG) Constitution, Standing Orders and Scheme
of Delegation. The Terms of Reference sets out the membership, remit, responsibilities and
reporting arrangements of the Committee.
1.

Membership

Voting Membership
 Committee Chair (GP with lead for Finance and Performance)
 Clinical Accountable Officer/ Strategic Director People’s Services
 Deputy Director People’s Services/ Deputy CCG Accountable Officer
 Chief Finance Officer
 Deputy Chief Finance Officer
 GP Governing Body Member (Vice-Chair of Committee)
 Governing Body Lay Member
 Local Authority Representative
 Chief Nurse (or nominated deputy)
 Assistant Director, Contracting & Procurement
Members in Attendance
 Assistant Director, Urgent, Planned & Community Health
 Senior Finance Manager
 Senior Performance Manager
Others in Attendance
 Relevant Officers, Governing Body members/other committee members and representatives from
the Commissioning Support Unit (CSU) may be invited to attend meetings, in line with relevant
agenda items, at the Chair’s discretion.
2.

Quoracy
The quorum shall comprise:
At least 50% of the voting membership, which must include:

Committee Chair or Deputy Chair – must be a GP elected member

Chief Finance Officer or nominated deputy

Clinical Accountable Officer or nominated deputy

3.

Remit and Responsibilities of the Committee
The Committee will report to the Governing Body on all CCG finance and performance
matters, providing assurance in relation to the discharge of statutory functions in line with
the CCG Constitution and its prime financial policies.
The Committee will ensure that all financial activity is monitored and will be responsible for taking
appropriate action within contract terms on behalf of the Governing Body to remedy any financial
variations. The Committee will be required to approve commissioning proposals that have financial
implications above current allocated budgets and allocate resources according to annual financial
plans. Cost neutral proposals will not be required to be presented to Committee.
The Committee is delegated by the Governing Body to undertake the following duties and
any others appropriate to fulfilling the purpose of the C ommittee (other than duties
which are reserved to the Governing Body alone):
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Specifically, the Committee will be responsible for:
3.1 FINANCE


Monitor the implementation of the annual financial plan to ensure that the total resource
available to CCG is invested as agreed, in high quality services that support the achievement
and delivery of specified priorities



Review the overall financial position of the CCG to ensure that the organisation
meets its statutory financial duties, and delivery of financial balance



Monitor in a timely manner, contract planned expenditure against actual spend for
commissioned services



Ensure that any finance plans are consistent with, and complementary to, the CCG’s Annual
Budget, Commissioning Plan and Strategic Direction



Approve any variations to planned investments or budgets within the limits set out in the
detailed financial policies of the CCG. Amended budgets should:
 remain affordable within the overall CCG financial plan
 not adversely affect the strategic risks facing the CCG
 not adversely affect the organisation’s ability to deliver its plans whether in year or over
the life of the Commissioning Plan



Make recommendations to the Governing Body on all decisions that exceed its own
financial limits as detailed in the Scheme of Reservation and Delegation (SORD)



Monitor financial and activity performance across all commissioned services on an exception
basis, assessing potential shortfalls and risk and recommending actions to address them.



Overall financial management of the organisation, including the delivery of investment plans,
monitoring of reserves and delivery of financial recovery plans.



Identify, monitor and escalate appropriate risks in relation to finance pertaining to the work
plan of this Committee.



Oversight of the financial components of the NHSE Improvement and Assessment Framework



Be responsible for the on-going development & review of finance and activity performance
reporting mechanisms

3.2 PERFORMANCE
 Monitor key performance indicators (KPIs) relating to CCG performance, for example as outlined in
the CCG Assurance Framework


Monitor delivery of Commissioning/QIPP plans including those areas worked on
collaboratively agreeing corrective action if required



Provide assurance to the Governing Body of the arrangements in place to secure delivery of the
QIPP plan and recovery programme.



Review all QIPP scheme implementation and delivery plans, submitted by the QIPP sub
group ensuring they are robust, have clearly identified milestones and individual
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accountability for delivery of each scheme is provided


Review reports detailing performance of commissioned services against contract standards,
national and local targets and the CCGs Strategic Plans. Review may be on an exception
basis



Review, agree and monitor corrective action for all agreed performance indicators in line with
the CCG Assurance Framework



Identify, monitor and escalate appropriate risks in relation to performance, pertaining to the work
plan of this Committee

4.

Administration

The Committee will be supported by the Deputy Chief Finance Officer who will take lead
managerial responsibility for forward planning and programme management; and will be
supported by an appropriate Secretary who will be responsible for supporting the Chair in the
management of the Committee’s business. The Secretary will take minutes and distribute all
papers. A Committee work plan will be agreed at the start of each financial year.
5.

Frequency and notice of meetings

The Committee shall meet 10 times per year. The Chair reserves the right to call an
extraordinary meeting in order to ensure the functions of the Committee are met in a timely
manner. Members shall be notified at least 10 days in advance that a meeting is due to take
place.
Agendas and reports shall be distributed to members 5 working days in advance of the meeting
date. In exceptional circumstances, the notice period may not apply.
6.

Reporting

A Key Issues Report will be presented to Governing Body after each meeting. Ratified minutes of
the Committee meeting are available to the Governing Body on request. Exception reports will also
be submitted at the request of the Governing Body. Specific issues may be referred to the Audit
Committee.
7.

Conduct

All members are required to notify the Committee Chair of any actual, potential or perceived
conflict of interest in advance of the meeting to enable appropriate management arrangements to
be put in place.
All members are required to uphold the Nolan Principles and all other relevant NHS Code of Conduct
requirements.
8.

Date and review

Date Ratified:
Review Date:

January 2019 TBC
January 2020 TBC
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Integrated Finance & Performance
Board
Terms of Reference

November 2018
Version 1
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Integrated Finance & Performance Board
Terms of Reference
Version

1.2

Implementation
Date
Review Date

TBC – January 2019

Approved By

TBC – Governing Body, Cabinet

Approval Date

TBC

TBC – January 2020

REVISIONS
Date
20.11.18

Section

Reason for Change
Agreed By
V1.1 ToRs, to be introduced as a transitional Board for a Integrated Executive
six month period, pending approval of further revision of Leadership Team
s75 agreement to incorporate full integration of health
and social care services under
St Helens Cares arrangements.

TERMS OF REFERENCE OBSOLETE
Date

Reason

Approved By
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The Integrated Finance & Performance Board (the Board) is established by the Partners, St
Helens Council and NHS St Helens CCG, as permitted by the Regulations (SI 2000 [617] 10.2).
The Terms of Reference sets out the membership, remit, responsibilities and reporting
arrangements of the Board.

1.

Membership

1.1

Members










CCG GP Governing Body members x 2 (one to be lead GP Finance & Performance)
Local Authority Elected Members x 2
Strategic Director for Peoples Service / CCG Accountable Officer
Deputy Strategic Director for Peoples Service / Deputy Accountable Officer
Chief Finance Officer (CCG)
Deputy Director, Finance & HR (LA)
CCG Governing Body Lay Member
Director of Public Health

1.2

In Attendance





Deputy Chief Finance Officer (CCG)
Senior Finance Managers (Peoples Services – Adults & Children, CCG)
Senior Performance Managers (CCG & LA)

Other appropriate Officers, Governing Body members/other committee members will be invited to
attend as required in line with relevant agenda items, at the Chair’s discretion.

2.

Quorum

For the purposes of quoracy 50% of the members must be present, and must include:





Committee Chair or Deputy Chair
Clinical Accountable Officer or nominated deputy
Chief Finance Officer or nominated deputy
Deputy Director, Finance & HR or nominated deputy

3.

Remit and Responsibilities of the Board

The Board will provide scrutiny and challenge around the functions delegated by the Partners in
the Overarching Partnership Agreement (s75) as set out in the agreement or its Schedules.
By the agreement of the Partners the Board may consider, make recommendations, and if
delegated, take decisions on specific matters relating to integrated services. The Board’s remit
for decision making shall be restricted to functions delegated by the Partners in the
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Overarching Partnership Agreement (s75) as set out in the agreement or its Schedules.
It shall receive finance and performance monitoring reports though a single integrated reporting
system and proposals for remedial actions from the Executive Leadership Team. The Board will
determine the performance indicators relating to identified strategic priorities.

3.1

Duties in relation to Finance



Ensuring that all financial activity is monitored and be responsible for recommending appropriate
action within contract terms on behalf of the Partners to remedy any financial variations.



Ensuring that any finance plans are consistent with, and complementary to, the Integrated
Budgets, Integrated Commissioning Plan and St Helens Cares Strategic Direction



Approving any planned investment within the limits set out in the detailed financial policies of the
Partners, ensuring that any proposed plans remain within the overall budget.



Approving virements to investment in accordance with the governance set out in the S75
agreement.



Monitoring financial and activity performance across integrated commissioned services on an
exception basis, assessing potential shortfalls and risk and recommending actions to address
them.



Monitoring delivery of the integrated commissioning cost improvement programmes, as relevant
to all s75 activity and agreeing corrective action if required.



To agree the Schedules within the Section 75 Agreement schedules, and monitor delivery of the
better care fund



Identifying, monitoring and escalating appropriate risks in relation to finance pertaining to the
work plan of this Board.

3.2 Duties in relation to Performance


Monitoring operational performance across all integrated commissioned services, with a focus on
the identified strategic objectives; on an exception basis, assessing potential shortfalls and risk
and recommending actions to address them



Reviewing monthly reports detailing performance of commissioned services against contract
standards, national and local targets. Review may be on an exception basis.



Identifying, monitoring and escalating appropriate risks in relation to performance, pertaining to
the work plan of this committee



Responsible for the on-going development & review of finance and activity performance
reporting mechanisms
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4.

Administration

The Committee will be supported by the Deputy Chief Finance Officer who will take lead
managerial responsibility for forward planning and programme management; and will be
supported by an appropriate Secretary who will be responsible for supporting the Chair in the
management of the Committee’s business. The Secretary will take minutes and distribute all
papers.

5. Frequency and notice of meetings
The Board shall meet bi-monthly. The Chair reserves the right to call an extraordinary
meeting in order to ensure the functions of the Board are met in a timely manner. Members
shall be notified at least 10 days in advance that a meeting is due to take place.
Agendas and reports shall be distributed to members 5 working days in advance of the meeting
date. In exceptional circumstances, the notice period may not apply.

6. Reporting
A Key Issues Report will be presented to Governing Body and Cabinet after each meeting.
Ratified minutes of the Board meeting are available to either Partner on request. Exception
reports will also be submitted at the request of either Partner. Specific issues may be referred to
the Audit Committee.

7. Conduct
All members are required to complete an annual Declaration of Interest to their parent body (CCG
or Council) and ensure it is kept updated. The CCG and the Council publish a Declaration of
Interest Register on their website. All members are to notify the Board Chair of any actual,
potential or perceived conflict of interest, as relevant to specific meeting agenda, in advance of
the meeting to enable appropriate management arrangements to be put in place.
All members are required to uphold the Nolan Principles and all other relevant NHS/ Local Authority
Code of Conduct requirements.

9. Date and review
Date Ratified: TBC – January 2019
Review Date: TBC – June 2019
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Quality Committee
Terms of Reference
v7.0

December 2018
Version 7
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NHS St Helens CCG Quality Committee
Terms of Reference
Version

7

Implementation
Date
Review Date

TBC – January 2019

Approved By

Governing Body

Approval Date

TBC – January 2019

TBC – January 2020

REVISIONS
Date
July 2016

Section
Full ToR

Reason for Change
The Governing Body has reviewed its committee
structure and authorised changes to meet the
corporate and business needs of the organisation. It
has been agreed that the Quality Committee should be
reformed to create a new Quality and Performance
Committee that will be the forum that provides
assurance to the Governing Body that the CCG is
meetings its duties as set out in legislation and within
the NHS Constitution.

Approved By
Governing Body

The updated Terms of Reference reflect this move and
the resolution of the Governing Body has the effect of
creating a new committee.
The committee will meet under these new
arrangements from September 2016.

December
2018

Full ToR

Committee structure altered to focus on Quality –
Performance remit moved to Finance & Performance
Committee; membership and frequency updated.
Equality Impact Assessment review and Equality &
Diversity monitoring added to section 2 (Remit &
Resp). Quorum updated.

TBC – Governing
Body

TERMS OF REFERENCE OBSOLETE
Date

Reason

Approved By

Jan 2019
Oct 2017
June 2016
Feb 2015
May 2014
Sept 2012

V6, Oct 2017 – replaced by version 7
V5, June 2016 – replaced by version 6
V4, Feb 2015– replaced by version 5
V3, May 2014 – replaced by version 4
V2, Sept 2012 – replaced by version 3
V1, May 2012 – replaced by version 2

GB – TBC
GB
GB
GB
GB
GB

December 2018
Version 7
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The Quality Committee (the Committee) is established in accordance with St Helens Clinical
Commissioning Group’s (the CCG) Constitution, Standing Orders and Scheme of Delegation. The
Terms of Reference sets out the membership, remit, responsibilities and reporting arrangements of the
Committee.
1.

Membership












Chief Nurse (Chair)
Deputy Chief Nurse (Vice Chair)
Associate Director Corporate Governance
GP Governing Body Members x 2
Director of Public Health (or representative)
Deputy Strategic Director People’s Services
Governing Body Lay Member, Patient & Public Involvement
Assistant Director Medicines Management
Assistant Director Primary Care
Associate Director Urgent, Planned & Community Care
Health Watch Representative

In attendance
 Designated Nurses, Safeguarding
 Appropriate CCG Clinicians, as per agenda item
 Quality Monitoring Team Manager
 Designated Clinical Officer (SEND)
 CHC Team Manager
 Quality & Safety Nurse
 Quality & Safety Officer
Other appropriate CCG staff will be invited to attend as required for specific agenda items. If members
are unable to attend they should delegate their responsibilities to a deputy, on the understanding that the
deputy is of an appropriate level to make a decision on behalf of their organisation/area of work and fully
engage in the agenda.
2.

Quoracy
The quorum shall comprise at least 50% of the voting membership, which must include: Chair or
deputy chair, at least 1 GP from the membership and either the Governing Body Lay Member for
Patient & Public Involvement or Health Watch Representative.

3.

Remit and responsibilities of the Committee

The Quality Committee is a sub-committee of the Governing Body and is responsible for providing
assurance on the Quality (Safety, Effectiveness and Patient Experience) of CCG commissioned
services. The Committee will also be responsible for ensuring an open and transparent relationship with
NHS England (Merseyside & Cheshire) is established and maintained on issues relating to the quality of
care provision. The committee will oversee quality across commissioned services and ensure that the
arrangements are monitored.
The committee will oversee arrangements for safeguarding as well as key quality issues for the borough
(infection control, falls, and pressure ulcers).

December 2018
Version 7
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3.1 Duties in respect of Quality
 be responsible for overseeing quality in commissioned services, through monitoring quality KPIs
and ensuring clinical governance systems are in place.
 oversee CCG Quality by reviewing monthly provider monitoring report to ensure that assurance
can be provided to the Governing Body and that areas of concern are highlighted and escalated
to Governing Body.
 receive recommendations from Pan Mersey Area Prescribing Committee for consideration and
approval
 oversee and review CQUIN schemes
 oversee and review the corporate risk register relating to quality risks
 Reviewing and comment on provider Quality Accounts
 agree a yearly plan of ‘quality’ visits to commissioned services.
 review both quality and equality impact assessments, providing assurance that work is being
progressed to meet objectives
 monitor Equality & Diversity Reporting, providing assurance that work is being progressed to
meet CCG strategic equality objectives
 receive a ‘provider monitoring summary” from each of the sub groups (following each sub group
meeting) reporting to this committee. The report will summarise the meeting and escalate any
areas of concern to the committee.
 engage with GP Members Council in delivering improvements to the quality and safety of care.
3.2 Quality KPIs to be monitored by the Committee:
Safety:








Falls within services
Pressure ulcers
HCAIs
Clinical incidents
SUIs and never events
Safeguarding
Any other concerns raised in relation to safety of commissioned services

Effectiveness:

CQUINs

Mortality rates / unexpected deaths

CQC Transforming Care

NICE (where non-compliance is identified)

Research

Other specific effectiveness KPIs as per the work plan
Experience

Friends and Family Test (FFT)

Complaints

Other patient experience reports and survey data

Patient Stories
4.

Sub Groups and Administration

The following sub-groups report to Quality Committee:

Medicines Management Committee

Patient Experience and Involvement Group (PEIG)

CQPGs from provider organisations
December 2018
Version 7
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CDIFF Review Panel
Serious Incident Review Group
Anti Microbial Resistance (AMR) Group
St Helens Screening and Immunisation Group

The Committee will be supported by an appropriate Secretary who will be responsible for supporting the
Chair in the management of the Committee’s business. The Secretary will take minutes and distribute all
papers. A Committee work plan will be agreed at the start of each financial year.
5.

Frequency and notice of meetings

The Committee shall meet ten times a year. The Chair reserves the right to call an extraordinary
meeting in order to ensure the functions of the Committee are met in a timely manner. Members shall be
notified at least 10 days in advance that a meeting is due to take place. Agendas and reports shall be
distributed to members 5 working days in advance of the meeting date.
6.

Reporting

A Key Issues Report will be presented to Governing Body after each meeting. Ratified minutes of the
Committee meeting are available to the Governing Body on request. Exception reports will also be
submitted at the request of the Governing Body.
7.

Conduct

All members are required to make open and honest declarations of the interest at the commencement of
each meeting or to notify the Committee Chair of any actual, potential or perceived conflict in advance of
the meeting. All members are required to uphold the Nolan Principles and all other relevant NHS Code
of Conduct requirements. Declarations of interest made during the meeting will be followed by written
declarations within 5 working days of the meeting
8.

Date and review

Date Ratified: January 2019 TBC
Review Date: January 2020 TBC

December 2018
Version 7
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Report to Governing Body
16th January 2019
Date of meeting:
Iain Stoddart – Chief Finance Officer
Governing Body Member Lead:
Iain Stoddart – Chief Finance Officer
Accountable Director:
Financial Performance Report - Month 8
Report title:
Item for: Decision

Assurance

X

Information

X

(Please insert X as appropriate)

This report supports the following CCG Strategic Objectives.
appropriate.
Strategic
Objectives

Governance
and Risk

1.
2.
3.
4.
5.

Please insert ‘x’ as

To deliver financial stability
X
To integrate health within the place of St Helens through system redesign.
To deliver improved outcomes for people
To be recognised as good system leaders.
To support & transform primary care to be a system leader in St Helens
Cares.

The paper addresses issues around the following areas of the Governing Body
Assurance Framework.
Objective 1: To deliver financial stability
1.1 Failure to deliver to financial control total and achieve statutory financial
duties
1.2 Excessive demand not being managed
Reasonable assurance around the approach to financial sustainability and
improvement reflected in improved year on year financial performance.
Limited Assurance relating to the delivery of the 2018/19 financial plan due to the
QIPP schemes not sufficiently dampening levels of demand and the level of residual
financial risk inherent within plans.
Is this report required under NHS guidance or for statutory purpose? (please specify)
In discharging its constitutional duties, the CCG has a responsibility to regularly report
and to determine actions that deliver to its financial control total and statutory financial
duties. This also includes any specific terms as set out by NHS England through
“Directions” issued by the Secretary of State for Health and Social Care. The
Governing Body and its Finance and Performance Committee are clearly sighted on
financial issues on a regular basis.

Purpose of this paper
To inform the Governing Body of the CCG’s financial performance in 2018/19 to the end of November
2018 and to note the risk associated with delivering the financial plan. To note mitigating actions to
deliver the plan and make recommendations resulting from the reported financial position and
forecast.
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Further explanatory information required:

Does this paper link to any of the
10 key themes of the CCG’s
Improvement Plan. If yes, please
specify.

Yes – The QIPP agenda incorporates all 10 key themes

How will this benefit the health and
wellbeing of St Helens residents or
the Clinical Commissioning
Group?

Any potential changes to services as a result of information
contained within this paper are subject to the equality
impact assessment and quality impact assessment of the
CCG.

Please describe any possible
Conflicts of Interest associated
with this paper.

None

Please identify any current
services or roles that may be
affected by issues within this
paper.

None immediately but given the financial challenge, the
CCG may make decisions that affect the range of services
that are currently commissioned going forward.

What risks may arise as a result of
this paper? How can they be
mitigated?

The financial risks are described within the paper. Primarily
the key risks are increases in demand for services and the
requirement to deliver the QIPP savings, mitigations and
external financial support required to achieve a balanced
budget.
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1. Executive Summary
An Executive Summary is included within the main paper.
The CCG is reporting a year to date deficit of £2,847k primarily related to acute over-performance,
financial pressure within CHC and out of area MH budgets plus slippage on QIPP delivery
In month there has been a decline in the financial position of £1,246k, however it is expected that
under current expenditure trajectories the CCG will continue to overspend by a monthly factor of
£1.3m unless savings and mitigations are delivered. This could generate a potential “unmitigated
forecast” scenario of £8m deficit at year end.
The unmitigated forecast has deteriorated since the forecast of £7.6m presented to the Governing
Body at month 7, due to a financial pressure in relation to charge exempt overseas visitors and
additional high cost patients. This serves to illustrate the level of risk in the plan and the
requirement to seek out additional mitigations.
The CCG is actively working on the delivery of a series of mitigations to improve the financial
position. The maximum value of these mitigations is estimated at £5.3m which requires the CCG to
generate external financial support in order to achieve the planned control total of break even.
The CCG continues to report £3.8m risk adjusted deficit to NHS England (NHSE), however this is
likely to need reconsideration prior to the submission of Month 9 figures.
2. Background and Update
The CCG has planned for a balanced in-year financial position (cumulative deficit of £13.6m) for the
18/19 financial year. The plan required the CCG to achieve a QIPP savings target of £14.7m.
Any budgetary overspends or non-delivery of QIPP targeted plans will result in an increased
recovery plan savings requirement in order for the CCG to meet its financial target.
3. Next Steps (as appropriate)
The CCG will continue reporting the financial position to the F&P Committee and Governing Body
throughout the year and take action in line with the Financial Recovery Plan.
4. Recommendations
The Governing Body is asked to:
a) Note the year to date and forecast outturn position at Month 8 of achievement
against its key financial duties and plans.
b) Note the significant risk to the achievement of the financial plan and the risk
adjusted scenario indicating a potential deficit of £8m and the likelihood that
achievement of the plan is likely to be reliant on the receipt of external financial support
even in the best case scenario. Any worsening of the trajectories in future months
places this position further at risk.
c) Note the mitigations that the CCG is currently progressing, the risk associated with
them and the potential impact on future reporting periods.
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DOCUMENT DEVELOPMENT
Process

Yes

Public Engagement (please detail the method i.e.
survey, event, consultation)

No

Not
Comments & Date
applicable (i.e. presentation, verbal, actual report)
N/A

Clinical Engagement (please detail the method i.e.
survey, event, consultation)

N/A

Has ‘due regard’ been given to Equality
Analysis (EA) and any adverse impacts? (Please

N/A

Outcome

detail outcomes, including risks and how these will
be managed)

Legal Advice Sought

Presented to any other groups or committees
including Partnership Groups – Internal/External
(please specify in comments)

N/A

X

The Finance and Performance Committee
received a more detailed version of this
report on 19th December 2019

Note: Please ensure that it is clear in the comments and date column how and when particular stakeholders were involved in this work and ensure there is clarity in the outcome
column showing what the key message or decision was from that group and whether amendments were requested about a particular part of the work.
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FINANCIAL PERFORMANCE REPORT - MONTH 8 (NOVEMBER 2018)

1.

Executive Summary
1.1

This report details the financial position to the end of November 2018 (Month 8) and is consistent
with the monthly reported position submitted to NHS England (NHSE).

1.2

As at month 8, the CCG reports a year to date deficit of £2,847k which represents an adverse
movement of £1,246k during the month of November. The CCG continues to forecast delivery of
the financial plan to NHS England at break-even, but indicating a risk adjusted deficit at £3.8m.
The latest figures put that case now at further risk.

1.3

Key issues during the month include:• a deterioration in the year to date position of St Helens & Knowsley Hospitals Trust
(STHK) contract based on the submission of month 7 PbR flex data,
• further pressure on the mental health out of area budgets due to additional clients,
• a reduction to the CCG’s allocation in relation to national adjustments for charge exempt
overseas visitors
• significant QIPP savings slippage on urgent care QIPP schemes (planned to commence
delivering increased savings of £750k in each month from month 7 onwards).
• an improvement in the prescribing forecast has marginally offset some of these cost and
activity pressures.

1.4

To date the CCG QIPP plan is behind target by £2.7m against the initial QIPP savings plan. This
is a major contributory factor to the overall year to date deficit.

1.5

Based on current trajectories and trends, and if the CCG is unable to deliver additional savings
and financial mitigations, then a deficit of £8m could accrue by the end of the financial year. This
is the CCG’s unmitigated forecast and serves to highlight the risk exposure the CCG currently
faces. Under this scenario, the year-to-date position worsens by approximately £1.3m per month
until additional savings start to be realised. Any negative divergence from current trajectories
exposes the CCG to further financial risk.

1.6

The CCG has developed a series of mitigations, approved by the Governing Body, that seek to
improve the financial position in the final months of the year and deliver the most favourable outturn possible for 2018/19. The maximum value of these mitigations is approximately £5.5m and
most involve collaborative working with partners. Each scheme of mitigation has been risk rated
and full delivery of all schemes by the year end is a significant challenge.

1.7

QIPP schemes connected with urgent care commissioning projects are expected to deliver
savings in the final quarter - transitional beds project, extended access and the Urgent Care
Treatment centre. It is expected that these savings will improve the forecast although it is
recognised that the CCG would also require inward investment of £2.5m in order to achieve the
balanced financial plan.

1.8

The CCG continues to resolve, where possible, a number of funding disputes with providers.
Whilst none of these disputes have been concluded during the month, the CCG continues to
actively pursue them. At this stage it is expected that these disputes will be cost neutral to the
CCG’s financial position.

1.9

The Finance and Performance Committee has reviewed a more detailed version of this report at
their meeting of 19th December, 2018.
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2.

High level Financial Dashboard & Summary of Financial Performance

2.1

Table 1 summarises the CCG’s key financial performance indicators on a year to date basis at
month 8 (April to November 2018) and forecast to the financial year end. Risk to delivery of
the forecast is indicated in the end column.
Table 1 - Key Performance Indicators
Description

Expenditure
Expenditureagainst
against
totalRevenue
Revenue
total
Allocation
Allocation

Year To Date

Full Year Forecast

Allocation £221,764k
£190,293k

Allocation £334,239k
£326,307k

Expediture £224,611k
£195,659k
Variance £2,847k
£5,366k

Expenditure £334,239k
£331,294k
Variance
Variance£4,987k
£0k

Planned
Planned
Deficit
Deficit
£2,909k
£0k

Planned
Planned
Deficit
Deficit
£4,987k
£0k

Performance against
against 17/18
18/19
Control
financial
planTotal

Actual Deficit £2,847k
£5,366k
Variance £2,847k
£2,457k

Forecast
Forecast
Deficit
Deficit
£4,987k
£0k
Variance £0k

Expenditure
Expenditureagainst
against
Running
RunningCost
Cost
Allocation
Allocation

Budget £2,595k
£2,352k

Budget £3,885k
£4,192k

Expenditure £2,460k
£2,260k
Variance
Variance(£135k)
(£92k)

Expenditure £3,709k
£3,911k
Variance (£176k)
(£281k)

Plan
Plan £7,579k
£6,700k

Plan
Plan £14,727k
£13,462k

Achieved £4,881k
£6,084k
Achieved
Variance
£616k
Variance £2,698k

Achieved £14,727k
£13,462k
Achieved

Performance

Delivery
QIPP
Delivery of QIPP
Target
Target

Risk to Delivery

Variance £0k
Variance
£0k

2.1

The year to date financial position is significantly off track by £2.847m against the CCG’s
profiled Control Total. Whilst achievement of the financial plan is forecast by the end of the
financial year, the risk to delivery is highlighted as high risk due to the requirement for further
inward investment and full delivery of a range of financial mitigations. Current run rates
indicate a continued overspend each month of £1.3m based on current assumptions, until
additional savings start to be delivered and reflected in the position. As the majority of
mitigations are expected to be delivered in the final 2 months of the financial year, the year to
date position will decline further in months 9 and month 10 before beginning to recover. The
CCG currently highlights a £3.8m risk adjusted financial position at the year end with NHSE.

2.2

Running cost budgets on a year to date basis are underspending by £135k and are forecast to
underspend by £176k at the year end. This underspend is applied to offset pressures within
programme budgets. This surplus is in addition to the £200k QIPP savings challenge that has
already been reduced from running cost budgets at the start of the year. The CCG will
continue to focus on controlling its running costs, given the expected 20% reduction in running
costs by 2020/21.

2.3

The QIPP plan is £2.7m behind target on a year to date basis. Additional Urgent Care QIPP
schemes that were forecast to deliver savings at £750k per month from the mid part of the
financial year are significantly behind plan. Current QIPP plan slippage is expected to be
bridged at year end by a combination of a further range of mitigations and inward investment
into the CCG.

2.4

The CCG has had to set an extremely challenging level of QIPP to deliver to its break even
control total (4.2% of its annual allocation). The QIPP focus is in line with St Helens Cares
vision to tackle both costs and demand in the system.
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3.

Income Allocations

3.1

Revenue income allocations received up to the end of October totalled £334,677k. During
November the CCG allocation was reduced by £438k, predominantly related to funding for
charge exempt overseas visitors.

3.2

The CCG allocation is reduced each year to fund charge exempt overseas visitors nationally.
The funding is taken as a proportionate share of the total national cost of these patients; it is
not directly linked to the number of overseas visitors to St Helens. The allocation reduction
this year was £448k and is unusually high in comparison to the previous years. The CCG
holds a budget of £216k to fund this topslice (based on previous years activity) and therefore it
has been necessary to fund the shortfall from contingency reserve, and thereby adding
pressure to the forecast out-turn. The CCG is further exploring the rationale for the increased
reduction in allocation with NHSE.

4.

Expenditure

4.1

Appendix A contains a detailed budget report by individual cost centre including a comparison
of the year to date position in the preceding month. This does not include any historic CCG
deficits relating to previous financial years. The cumulative deficit of the CCG stands at
£13.6m.

4.2

Table 2 summarises the year to date performance outlined in Appendix A, together with three
alternative scenarios of the year end forecast.
•
•
•

A best case – achievement of plan which includes 100% QIPP delivery, delivery of
additional mitigations and external financial support.
A risk-adjusted scenario – making assumptions about the level of QIPP and mitigations
delivery in the remainder of the year;
An unmitigated forecast based upon current trajectories and trends with little QIPP or
further mitigations being achieved.

Table 2 – Summary Financial Performance @M8
Programme Budgets
Mental Health
Acute
Prescribing
Co-commissioning
Other Primary Care
Continuing Care
Community
Other (inc BCF)
Reserves
0.5% contingency
Total Programme Budgets
Running costs
Total Expenditure Budgets

4.3

M8 Year-to-date (£000's)
Budget
Actual Variance
18,093
18,249
157
110,184 112,521
2,337
22,959
22,542 - 417
18,771
18,908
137
4,249
4,151 98
15,596
16,057
461
18,034
18,156
121
11,282
11,567
285
219,169 222,151
2,983
2,595
221,764

2,460 224,611

Best Case Forecast (£000's)
Budget Actual Variance
27,012
27,616
604
161,246
161,809
563
34,439
33,891 - 548
28,358
28,564
206
7,545
7,421 - 125
23,394
24,043
649
27,052
27,180
128
17,176
17,485
309
3,249
2,506 - 742
884
- - 884
330,354
330,514
160
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3,885

2,847

334,239

3,725 334,239

160

Risk-Adjusted scenario (£000's) Unmitigated Forecast (£000's)
Budget Actual Variance Budget
Actual Variance
27,012 27,616
604
27,012 27,485
473
161,246 165,652
4,406
161,246 170,032
8,786
34,439 33,891 - 548
34,439 33,891 - 548
28,358 28,564
206
28,358 28,564
206
7,545
7,421 - 125
7,545
7,421 - 125
23,394 24,043
649
23,394 24,043
649
27,052 27,180
128
27,052 27,130
78
17,176 17,485
309
17,176 17,485
309
3,249
2,506 - 742
3,249
2,506 - 742
884
- - 884
884
- - 884
330,354 334,357
4,003
330,354 338,556
8,202
3,885

3,725 -

0 334,239 338,082

160
3,843

3,885

3,710 -

334,239 342,266

175
8,027

Whilst the financial position for 2018/19 is off track at present and significant risks remain for
the year end, Table 3 shows a year on year improvement. The table compares year to date
data, at month 8, and forecast; comparing 2017/18 with 2018/19.
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Table 3

Comparison of YTD and Forecast Performance Metrics – 2018/19 to 2017/18

Indicator

2017/18
£'000s
326,090

Annual allocation
YTD Allocation
YTD Exp
YTD Variance
YTD Variance to Plan
Unmitigated FOT deficit
Unmitigated FOT to Plan
Reserves Unapplied
Running Costs

YTD Allocation as % of Annual Allocation
YTD Exp as % of Annual Allocation
Unmitigated FOT deficit as % of annual Allocation
Unmitigated FOT to Plan as % of Annual Allocation

2018/19
£'000s
334,239

Difference
£'000s
8,149

217,447
223,701
6,254
2,929

221,764
224,611
2,847 2,847 -

4,317
910
3,407
82

11,647
6,647

8,027 8,027

3,620
1,380

688
2,595

1,642
2,460 -

954
135

%
66.7%
68.6%
3.6%
2.0%

%
66.3%
67.2%
2.4%
2.4%

4.4

On comparison with last year, the CCG’s financial performance in 2018/19 is more favourable
in terms of YTD spending as a proportion of allocation, gross variance and variance to plan,
level of reserves remaining and running cost spending. The gross unmitigated forecast outturn deficit is favourable, however this must be set in context that the CCG was allowed a
deficit plan of £5m in 2017/18.

4.5

It is worth noting that the 2017/18 position improved dramatically in the final 2 months due to a
number of mitigating factors, many of which were non-recurrent. The current year financial
position and forecast for the CCG is very similar to 2017/18; ergo financial performance is
significantly off-track and a list of high risk, largely non-recurrent mitigations will be worked
through to deliver the most favourable year end position as possible.

5.

Key Expenditure Areas to Note:

5.1

Mental Health – The overspending pressure on mental health out of area cases continues to
grow. The forecast on this budget has worsened by a further £200k in relation to two new
clients, enhanced support for a further two existing clients and an extended stay for one client.

5.2

Acute Commissioning – This is the largest area of overspending for the CCG and poses
most risk in the 3 forecast scenarios. Specifically the impact of QIPP schemes that were
developed post contract agreement plus managing the high level of need by residents for
general and acute services continually challenges this area of provision. Cumulative year to
date activity and cost at our main provider (St Helens and Knowsley Hospitals NHS Trust) is
shown in Table 3 below. Total cost variance to date is £1.693m and the reported overperformance of £752k, during the month (based on submitted month 7 flex data.) The table
below summarises the year to date areas of over and under performance of activity and
finance at the Trust.
Point of Delivery
A&E
AQP
Day Case
Direct Access
Drugs
Elective
Non-Elective
Other
Outpatients
Total M7 position

Plan
24,086
1,159
9,183
308,959
7,861
1,633
18,263
24,628
135,768
531,539

Activity
Actual
23,683
957
9,369
326,083
10,516
1,815
18,700
23,310
133,245
547,677
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-

-

Variance
403
202
186
17,124
2,654
182
437
1,318
2,523
16,138

Budget
3,361
300
6,949
3,116
1,415
4,419
27,162
9,521
12,843
69,085

£000's
Actual
Variance
3,374
13
267 33
7,261
312
3,198
82
1,644
230
4,866
447
28,136
974
8,846 675
13,186
343
70,778
1,693

5.3

Based upon the latest month 7 flex data received from the Trust the CCG estimates a potential
year end over-performance against contract of £4.5m. The Trust view is that overperformance could exceed £6.5m. Whilst some of the differential could be explained by a
change to accounting treatment for work in progress, there still remains a residual difference of
£1.3m that needs to be addressed and at present poses additional risk not built into forecast.
The CCG is assuming that delivery of RTT will not adversely impact on the level of elective
activity it has commissioned with the Trust and for unscheduled care the CCG has anticipated
an increase of 5% over winter months. These parameters are reflected within the current
forecast scenarios.

5.4

The CCG experienced net over-performance of £80k across all other acute contracts during
the month.

5.5

QIPP plans that were developed within the year and not reflected within agreed contracts have
necessitated the phasing of budgets to reflect an anticipated underperformance of acute
trusts. This amounts to approximately £750k in each month of the year, from month 7
onwards, and related to urgent care QIPP schemes. These schemes have not yet evidenced
delivery of savings and therefore the budgetary performance has been negatively impacted by
£750k in month 7 and month 8.

5.6

Community Health Budgets – There is a year to date pressure of £121k across all
community budgets. This is chiefly in relation to the volume of consumable items for patients
with long term conditions and the increasing cost of pharmacy recharges within hospices.

5.7

Any risks around historic funding disputes with community providers are assumed cost neutral
to the CCG’s reported position. The CCG and Bridgewater NHS Foundation Trust are in the
process of seeking resolution to estates funding issues by looking at innovative solutions to
curtail further disputes.

5.8

CHC Pooled Budgets – The CCG continues to forecast pressure in the CHC budget although
there has been a marginal improvement in the forecast this month. The CCG has successfully
bid for £150k of dowry funding to support high cost cases and 8/12ths of this benefit is
included in the year to date position.

5.9

Prescribing – The forecast on the prescribing budget has improved by £133k based on month
6 data. This is encouraging given the scale of the QIPP challenge on prescribing budgets.

5.10

The CCG continues to exclude the costs of NCSO (No Cheaper Stock Obtainable) drugs
(£489k) on the advice of NHSE. This is consistent with previous years and the expectation is
that NHSE will issue formal guidance on how this issue will be handled nationally. The
forecast cost of NCSO pressures is £489k and if these pressures are not mitigated then this
represents additional risk.

5.11

The table below shows the current forecast on the prescribing budget. As is consistent with
previous reporting, the prescribing budget is currently absorbing the additional cost pressure
arising from the increased cost of drugs when returning from NCSO status. This is forecast to
cost the CCG £652k and is an unplanned expense.

PPA forecast variance (month 6)
removal of NCSO costs
Adjustment for year end realignment of repeat
prescribing
adjustment for high cost biosimilar switches in
final quarter
Forecast variance
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£000's
397
- 489
- 356
- 100
- 548

5.12

Primary Care – A forecast pressure of £206k has been reported on the delegated primary
care commissioning budget this month – a worsening of £40k since month 7 in relation to
premises costs. The key issue however remains the funding of the agenda for change pay
award for practice staff which is an unfunded pressure of £235k.

5.13

Running Costs – As stated there is a moderate underspend developing against the running
cost budgets with the forecast underspend estimated at £176k. This saving is in excess of the
£200k QIPP challenge. Detailed planning guidance for 2019/20 has not yet been published
however the CCG understands that by 2020/21 running cost allocations will need to be
reduced by 20%.

5.14

The CCG is currently underspending on its total maximum running cost allocation by 12%
(£3,709k forecast spend against £4,213k total running cost allowance). In order to reduce to
20% of the current allocation, the CCG would need to reduce spending by a further £339k.

5.15

Reserves – Appendix B shows the reserve balances held at month 8.
£1.6m of the
remaining £4.1m reserves is uncommitted and has been treated as available to support overall
financial pressures and therefore built into the forecast out-turn scenarios. Uncommitted
reserves have been depleted during the month due an additional pressure received for ‘charge
exempt overseas visitors’, through the deployment of activity reserves to support the overall
acute position and for specific investments.

6.

QIPP

6.1

The CCG has a QIPP savings requirement of £14.7m. As at month 8 the CCG is reporting
£2.7m slippage against the savings plans and this is reflected typically through acute overperformance, but also within CHC and Mental Health budgets where cost and demand has not
been sufficiently constrained to evidence QIPP achievement.

6.2

These budgeted areas fully align to where the CCG has seen the largest variance from its
financial plan. The shortfall in QIPP savings, particularly in relation to the uncontracted urgent
care QIPP schemes, were initially forecast to have delivered £1.5m in savings at this stage
and are a significant contributory factor in the inability of the CCG to recover its in year
financial deficit in an expeditious manner.
Transactional Productivity and Contractual
Efficiency Savings
Procedures of Limited Clinical Effectiveness
Prescribing
Funding cross subsidy
Estates funding withdrawal
CHC efficiency
Review of follow ups
Running Cost savings
Total Transactional Schemes
Transformational Service Re-design and
Pathway Changes
Pathway Redesign/CFV
Referral Management and triage
Readmissions
MH Out of area cases
Unscheduled Care
Total Transformational Schemes

YTD plan
1,091
1,653
377
258
404
227
133
4,143

YTD savings
697
1,653
377
258
130
133
3,248

YTD variance
(394)
(274)
(227)
(895)

Annual plan
1,818
2,500
631
394
680
680
200
6,903

Forecast
savings
1,318
2,500
631
394
130
340
200
5,513

146
748
1,633

(151)
(9)
(230)
(89)
(1,325)
(1,803)

1,206
466
689
352
5,110
7,823

Forecast
savings
876
466
689
146
1,995
4,172

7,580

4,881

(2,698)

14,726

9,685

7,580

4,881

(2,698)

14,726

5,042
14,727

YTD plan
647
252
230
235
2,073
3,436

Total original QIPP savings
Additional Savings / Mitigations
Total QIPP
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YTD savings
496
243

YTD variance

Annual plan

6.3

Realistically, the CCG should expect year end slippage in the region of up to £5m on the
original QIPP schemes, particularly as some of the urgent care schemes will not be fully
implemented until 2019/20. It is expected that schemes such as the transitional beds project
will start to deliver savings in the final quarter of 2018/19 as some of the new tenancies are
now in use and it is hoped all units will be fully operation by the final quarter. This should in
turn allow the CCG to make savings on its acute PbR contract by accommodating patients in
transitional beds as opposed to a hospital setting.

7.

Risk

7.1

The CCG continues to report a net risk of £3,844k to NHSE and as such a “Risk adjusted
deficit” of £3.8m.

6.2

NHSE expectations of CCGs is that they begin to report reduced levels of risk, as risks either
crystallise or are mitigated as the year progresses. In recognition of the deterioration in the
financial position this month, the CCG continue to describe achievement of the financial plan
as high risk, given the pressures and challenges in the health and care system.

6.3

The forecast scenarios in table 2 illustrate the level of potential risk the CCG believes it is
currently exposed to. It is expected that an element of risk will crystallise in months 9 and 10,
worsening the deficit further with the financial position improving in the final two months of the
year as and when mitigations are realised. Summary mitigations currently being worked
through total £5.293m; albeit that these are classified as RAG rated:- Green £1.623m, Amber
£2.45m and Red £1.220

7.

Working Balances

7.1

A copy of the CCG balance sheet as at month 8 is included in Appendix C.
The CCG has a duty not to exceed its Maximum Cash Drawdown (MCD) target as set by NHS
England. The 2018/19 target is currently set at £334.8m and the CCG has drawn down
£211.9m cash and £23.8m prescribing cash topslice against this target to month 8 (70.4%).
During the year the CCG has to submit quarterly Annual Cash Forecasts to NHS England to
revise its MCD, and monthly forecasts of its daily cash requirements for the following month
which is then paid into the CCG’s Government Banking Service account. The CCG should
aim to have a closing cash balance no greater than 1.25% of the monthly drawdown or £250k,
whichever is greater. The cash balance at 30th November was £30k, therefore reaching that
target.

7.2

Better Payment Practice Code performance is highlighted below. The CCG is currently
meeting the target to pay 95% of invoices within 30 days of invoice date or date of goods
received.

227

8.

Recommendations

8.1

The Governing Body is asked to:
a) Note the year to date and forecast outturn position at Month 8 of achievement against its
key financial duties and plans.
b) Note the significant risk to the achievement of the financial plan and the risk adjusted
scenario indicating a potential deficit of £8m and the likelihood that achievement of the plan is
likely to be reliant on the receipt of external financial support even in the best case scenario.
Any worsening of the trajectories in future months places this position further at risk.
c) Note the mitigations that the CCG is currently progressing, the risk associated with them
and the potential impact on future reporting periods.

Appendices:
Appendix A

Budgetary Performance Summary

Appendix B

Statement of Reserve Balances

Appendix C

Working Balances

228

Appendix A

Budgetary Performance Summary - Month 8

Financial Performance - Month 8 (NOV-18)
Annual Budget £

Mental Health

Bud YtD £

Act YtD £

Var YtD £

Variance @ M7

In-month
movement

Unmitigated FOT

27,012,113

18,092,943

18,249,479

156,536

170,606

-14,071

473,751

21,385,779

14,321,713

14,233,464

-88,249

-51,936

-36,313

-88,249

606006 - CHILD AND ADOLESCENT MENTAL HEALTH

650,155

429,962

421,775

-8,187

16,393

-24,581

0

606031 - MENTAL HEALTH SERVICES - OUT OF AREA

4,075,909

2,717,272

2,893,267

175,995

118,336

57,658

378,000

900,270

623,996

700,973

76,977

87,812

-10,835

184,000

161,245,909

110,184,391

112,521,348

2,336,957

1,058,082

1,278,875

8,786,500

150,037,133

102,700,238

104,909,925

2,209,687

1,047,986

1,161,700

8,667,000

606076 - ACUTE CHILDRENS SERVICES

2,635,293

1,756,850

1,806,552

49,702

23,897

25,805

78,000

606086 - AMBULANCE SERVICES

7,434,928

4,968,291

5,030,567

62,276

65,281

-3,005

93,000

4,312

2,852

-14,847

-17,699

-17,688

-11

-26,500

606001 - MENTAL HEALTH CONTRACTS

606056 - MENTAL HEALTH SERVICES - OTHER

Acute Commissioning
606071 - ACUTE COMMISSIONING

606091 - INFECTION CONTROL
606106 - HIGH COST DRUGS

-375,535

-250,353

-250,353

0

-7,917

7,917

0

1,509,778

1,006,513

1,039,505

32,992

-53,477

86,469

-25,000

70,342,294

45,979,405

45,601,028

-378,377

-289,725

-88,653

-466,324

1,051,888

701,256

712,718

11,462

16,240

-4,778

17,193

105,250

70,161

67,441

-2,720

605

-3,325

-4,000

606151 - LOCAL ENHANCED SERVICES

1,915,804

814,515

753,471

-61,044

-40,802

-20,241

-61,044

606156 - MEDICINES MANAGEMENT - CLINICAL

606116 - NCAS/OATS

Primary Care
606141 - CENTRAL DRUGS
606146 - COMMISSIONING SCHEMES

1,157,627

771,691

727,858

-43,833

-32,875

-10,959

-75,000

606161 - OUT OF HOURS

713,274

481,151

481,152

1

0

1

0

606162 - GP FORWARD VIEW

823,804

45,115

45,115

0

0

0

0

606166 - OXYGEN

272,935

173,799

174,933

1,134

5,448

-4,315

1,750

34,439,000

22,959,332

22,541,920

-417,412

-331,746

-85,666

-548,000

1,527,415

1,214,684

1,214,684

0

0

0

0

-22,900

-22,900

-26,350

-3,450

-3,450

0

-3,450

28,358,196

18,770,601

18,908,085

137,484

96,855

40,630

206,226

23,393,572

15,595,668

16,056,919

461,251

412,414

48,836

649,000

21,793,559

14,529,015

15,245,833

716,818

612,633

104,185

719,000

606186 - CONTINUING HEALTHCARE ASSESSMENT & SUPPORT

859,896

573,245

255,455

-317,790

-247,304

-70,486

-150,000

606187 - Children's Continuing Care

740,117

493,408

555,631

62,223

47,086

15,137

80,000

27,051,830

18,034,442

18,155,545

121,103

37,706

83,397

78,002

23,604,183

15,736,071

15,806,057

69,986

15,130

54,856

0

169,224

112,816

98,151

-14,665

-12,832

-1,833

-21,998
35,000

606171 - PRESCRIBING
606176 - PRIMARY CARE IT
606177 - PRIMARY CARE INVESTMENTS
606178 - PRC DELEGATED CO-COMMISSIONING

Continuing Care
606182 - CHC POOLED BUDGET

Community Health
606211 - COMMUNITY SERVICES
606216 - CARERS
606221 - HOSPICES

1,054,899

703,236

734,659

31,423

13,125

18,298

606226 - INTERMEDIATE CARE

1,565,385

1,043,566

1,053,589

10,023

8,770

1,254

15,000

658,139

438,753

463,090

24,337

13,514

10,823

50,000

17,175,728

11,282,063

11,567,105

285,042

340,638

-55,596

308,900

822,347

548,218

553,714

5,496

17,248

-11,753

10,000

-405,000

-405,000

-178,904

226,096

273,096

-47,000

226,096

12,980,184

8,653,445

8,719,314

65,869

64,285

1,585

98,804

-78,596

-85,735

-81,784

3,951

3,458

494

0

2,935,000

1,956,664

1,956,664

0

0

0

0

606308 - SAFEGUARDING

572,945

381,924

345,638

-36,286

-38,863

2,577

-54,000

606309 - NHS 111

230,347

153,554

162,672

9,118

13,460

-4,342

14,000

606312 - CLINICAL LEADS

118,500

78,993

89,790

10,797

7,954

2,843

14,000

4,132,555

0

0

0

0

0

-1,626,300

739,679

0

0

0

0

0

-431,500

3,392,876

0

0

0

0

0

-1,194,800

330,354,000

219,168,912

222,151,423

2,982,511

1,729,722

1,252,789

8,203,529

3,885,000

2,594,915

2,459,838

-135,077

-128,816

-6,260

-175,892

334,239,000

221,763,827

224,611,261

2,847,434

1,600,906

1,246,528

8,027,637

606231 - LONG TERM CONDITIONS

Other
606256 - COMMISSIONING - NON ACUTE
606276 - NON RECURRENT PROGRAMMES
606291 - PROGRAMME PROJECTS (BCF)
606296 - REABLEMENT
606301 - RECHARGES NHS PROPERTY SERVICES LTD

Programme Costs Reserves
606261 - COMMISSIONING RESERVE
606281 - NON RECURRENT RESERVE

Programme Costs Grand Total
Running Costs Grand Total
CCG CORE TOTAL
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Appendix B
Reserve Balances
Balance as at month 8

Commissioning Reserves
Activity/Demand pressures
Mental Health Commitments
Other Reserves
Winter pressures
Total Commissioning Reserves

Opening
Plan Value
£000's
1,720
71
70
150
2,011

Non-recurrent reserves
GP IT (inc Depreciation)
Mental Health Commitments
Other Reserves
Overseas Visitors
Primary Care transformation
Risk share support
Shared Care Record
STP investments
0.5% contingency reserve
Total Non-Recurrent Reserves

Opening
Plan Value
£000's
41
644
58
217
528
2,350
940
1,673
6,451

Balance Committed
£000's
£000's
356
71
71
208
132
104
104
739
307

Available
£00's
356
76
432

Balance as at month 8

Running Cost Reserve
Total Reserves
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Balance Committed
£000's
£000's
240
209
429
429
229
199
850
850
160
160
600
350
884
3,392
2,197

169

16

8,631

4,147

Available
£00's
61
250
884
1,195
16

2,504

1,643

Appendix C
Statement of Financial Position Month 8 2018/19

30-Nov18
£'000
Non-current Assets
Property, Plant & Equipment
Intangible Assets
Total Non-current Assets

31-Mar18
£'000

7
178
185

8
205
213

Current Assets
Trade & Other Receivables
Cash & Cash Equivalents
Total Current Assets

15,856
30
15,886

5,562
11
5,574

Total Assets

16,071

5,787

(13,519)
(13,519)

(14,339)
(14,339)

2,552

(8,553)

0
0

0
0

Total Assets Employed

2,552

(8,553)

Financed by Taxpayers’
Equity
General Fund
Total Taxpayers’ Equity

2,552
2,552

(8,553)
(8,553)

Current Liabilities
Trade & Other Payables:
Total Current Liabilities
Total Assets less Current
Liabilities
Non-current Liabilities
Trade & Other Payables
Total Non-current Liabilities
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Report to NHS St Helens CCG
Governing Body
Date of meeting:

16th January 2019

Governing Body Member Lead:

Clinical Accountable Officer

Accountable Director:

Iain Stoddart

Report title:

Performance Update

Item for: Decision

Assurance

X

Information

X

(Please insert X as appropriate)

This report supports the following CCG Strategic Objectives. Please insert ‘x’
as appropriate.
Strategic
Objectives

Governance
and Risk

1.
2.
3.
4.
5.

To deliver financial sustainability
To deliver improvements through system redesign and in priority areas. X
To deliver improved outcomes for patients
X
To develop capacity and capability as system leaders
To stabilise, support and sustain primary care

Does this report provide assurance against any of the risks identified in the Assurance
Framework?
Improved outcomes for patients
What level of assurance does it provide?
Reasonable
Is this report required under NHS guidance or for statutory purpose? (please specify)
No

Purpose of this paper
The purpose of this paper is to:
•
•
•

Update the Governing Body on the 2018/19 Quality Premium performance.
Update Governing Body on the performance measures from Improvement and Assessment
Framework and other key CCG frameworks reported to Finance & Performance Committee in
December 2018.
Provide an update on the new IAF measures released in November 2018.
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Further explanatory information required:

Does this paper link to any of the
key themes of the CCG’s
Operational Plan & Improvement
Plan. If yes, please specify.

Yes – the Improvement Plan themes are mapped to the
Operational Plan for 2017-19 which incorporates key
performance indicators/IAF metrics.

How will this benefit the health and
wellbeing of St Helens residents or
the Clinical Commissioning
Group?

The intention of the IAF is to use national
benchmarking data intelligently to drive up the
performance of services commissioned by CCGs.
By making progress and demonstrating improvement
in performance, the quality of services to patients
and service users will improve.

Please describe any possible
Conflicts of Interest associated
with this paper.

None identified in compiling this report

Please identify any current
services or roles that may be
affected by issues within this
paper.

Addressing the measures reported as “underperforming”
should result in an improvement in clinical services
delivered to patients.

What risks may arise as a result of
this paper? How can they be
mitigated?

•

Reputational risk should improvements not manifest

•

The CCG needs to strive to demonstrate continuous
improvement in the IAF areas identified by NHSE as
underperforming. The themes are the focus of on-going
commissioning work to drive improvement. Those
actions are summarised in a refreshed overarching
Action Plan that is owned by the Quality and
Performance Committee with clear officer and clinical
leadership to ensure continued focus on improvement
and mitigate risks.

•

Risk that the Quality Premium is not achieved. There is
a financial risk in not achieving the Quality Premium
income. Whilst this could be mitigated by preparing
action plans to improve CCG performance in the
underperforming areas, there is a limiting factor that the
CCG has to achieve its overall financial plans in order to
qualify to receive any Quality Premium income.
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1. Executive Summary
Performance reporting to the Governing Body covers CCG performance in line with Constitutional
standards, Quality Premium and a range of local metrics, some of which are used for IAF
assessment by NHSE. Detailed reporting to and assurance thereof is provided by the Finance and
Performance Committee, with exceptions reported to the Governing Body. Exceptions are listed
below and cover performance for the 2018/19 financial year.
Further information on wider NHS performance is provided by NHSE at:
https://www.england.nhs.uk/statistics/statistical-work-areas/combined- performance-summary/

1.1 - Quality Premium 2018/19 – Performance year to date (Appendix 1 refers)
Quality Premium performance overlaps with certain constitutional standards and targets. Current
performance is illustrated at Appendix 1.
The total available is £932k which is split between demand management measures (£704k) and
other measures (Domain 1-6 and constitutional measures in Appendix 1 - £228k).
Based on the latest data available, St. Helens CCG could achieve £46,606 if performance were to
continue in this manner. Areas underperforming within our Quality Premium 2018/19 measures are
as follows:
•

Demand Management – This area consists of Type 1 A&E attendances (A1), non-elective
admissions with a zero day length of stay (A2) and non-elective admissions with a length of
stay of 1 day or more (B). This section has a potential value of £704k for St Helens CCG but
year to date we are failing the targets. Whilst A1 is green, both A2 and B must be green to
achieve the premium.

•

Out of Area Placements (Domain 4) – Year to date to month 5 18/19, this measure is
reporting 265 cases against a target of 80. Performance has stayed static since Month 4.

•

Inappropriate antibiotic prescribing in primary care (Domain 5) – This measure is based
on a rolling 12 month period and reporting in month 5 18/19 is 1.319 against a target of
0.965. Whilst this measure is still RAG rated red, performance has been improving month on
month since the start of the financial year.

•

High-risk atrial fibrillation patients on anti-coagulant drug therapy (Domain 6) – This
measure is a snapshot taken directly from GP systems and as at month 7 this measure is
reporting 89.04% against a target of 90.32%. This has slightly dropped from the highest
recording this year which was month 4 reporting 89.25%.

1.2 – Performance measures from IAF and other key CCG frameworks reported to Finance &
Performance Committee in December 2018 (Appendices 2 and 3 refer)
1.2.1

Summary of Current Performance – Red Rated Measures

All red rated performance measures can be found in Appendix 2. There are 49 indicators rated red
which is an increase of 9 compared to last month.
1.2.2

Green and Amber Rated Measures

Appendix 3 includes 44 measures within the Repository which are RAG rated as green which is 7
less than last month.
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There are also 5 measures that are RAG rated amber.
1.2.3

Priority Area Reporting – All IAF RED RAG Measures

The focus area for December was all IAF measures. The table below highlights the IAF measures
that are currently red rated.
The table indicates the measures that the CCG is assessed against in the IAF. Some of the data
against which the CCG is measured is not the most up to date data, therefore where the CCG have
more up to date local data this is noted in the table.
The final column indicates whether this is an improving trajectory. This is based on the national IAF
metrics rather than local data.
It is the responsibility of the Quality Committee to receive the action plans for the Red RAG rated
measures and review these to ensure that all relevant actions are being taken to improve the
trajectory.
KPI No.

Measure

102a

% children aged 10-11
classified as overweight or
obese
People with diabetes
diagnosed less than a year
who attend a structured
education course
*Local data = 9.2% (Oct 18)
Number of personal health
budgets in place per 100,000
CCG population
Inequality in unplanned
hospitalisation for chronic
ambulatory care sensitive
and urgent care sensitive
conditions
*Local data = 3,921 (Q2
18/19)
Anti-microbial resistance:
Appropriate prescribing of
antibiotics in primary care
NHS e-Referral Service (e-RS)
Utilisation Coverage
Expenditure in areas with
identified scope for
improvement
Progress against Workforce
Race Equality Standard
Cancers diagnosed at early
stage
IAPT Recovery Rate

103b

105b

106a

107a

144a
145a

163b
122a
123a
123f
123g

Mental Health Acute – out of
area placements
Proportion of people on GP

Latest
Period

Latest
Target
Performance

Improving
against
national
IAF
metrics.

2016/17

38.5%

34.2%

No

2016/17

5.4%

7.3%

No

Q1
2018/19

24.8

50.6

No

Q3
2017/18

3,254

1,992

Yes

Aug 18
YTD

1.319

0.965

Yes

Jul 18

60.2%

91.0%

Yes

Q1
2018/19

Red

Green

Static

2017

0.09

0.13

No

Sep 17

51.6%

54.0%

No

Jun 18

40.0%

50.0%

No

265

80

Yes

17.9%

60%

Static

Aug 18
YTD
Q3
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125d

severe mental illness register
receiving physical health
checks
Proportion of people with a
learning disability on the GP
register receiving an annual
health check
Maternal smoking at delivery

125c

Choices in maternity services

127b

Emergency admissions for
urgent care sensitive
conditions per 100,000
population
*Local data = 3,329 (Q2
18/19)
A&E 4 Hour Target
Performance

124b

127c

127f

105c

128d

129a

133a

1.3 -

Emergency bed days per
1,000 population
*Local data = 571 (Q2 18/19)
% of deaths with three or more
emergency admissions in the
last three months of life
*Local data = 15.4% vs
target of 16.4% in Q2 18/19
Primary care workforce - GPs
and practice nurses per 1,000
population
Incomplete RTT pathways
performance
*data does not include STHK
% of patients waiting 6 weeks
or more for a diagnostic test
*data does not include STHK

2017/18

2016/17

44.0%

48.8%

Static

Q2
2018/19

17.3%

9.7%

No

2017

54.3

60.8

No

Q3
2017/18

3,418

2,346

Yes

Oct 18

92.4%

95.0%

Yes

Q3 17/18

518

493

No

2017

6.2%

5.4%

Yes

Mar 18

0.74

1.04

No

Sep 18

91.1%

92.0%

No

Sep 18

1.75%

<1%

Yes

New IAF Measures

On the 8th November 2018 NHS England released guidance for 2018/19 IAF Measures. These 7
new measures were reported to Finance & Performance Committee in November 2018.
Performance for these new measures is outlined below where possible.
Action plans are currently being developed for the new measures where they are Red RAG rated
and will be monitored by the Quality Committee in the same way as all other measures.
 Proportion of people on GP severe mental illness register receiving physical health
checks
This measure is currently rated Red reporting 17.9% against a target of 50%.
In August 2018, the CCG informed Primary Care professionals of the Five Year Forward
View requirement; to report the number of people on the GP SMI register receiving a full
comprehensive physical health assessment.
The full assessment requires six assessments to be completed in a rolling year period;
Weight, BP & Pulse, Lipids, Blood Glucose, Alcohol, Smoking.
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Qtr2 submission requires all six to be completed during 01/10/2017-30/09/2018
Qtr3 submission requires all six to be completed during 01/01/2018-31/12/2018
Qtr4 submission requires all six to be completed during 01/04/2018-31/03/2019
Qtr4 will be used to assess achievement of the 50% national standard.
The CCG reported 17.9% for Qtr2 submission and will continue to monitor achievement.
Latest available data shows a slight increase reporting internally 18.17%.
A significant drive to commit to health checks is required to achieve the target.
 Cardio metabolic assessment in mental health environments (secondary care only)
2018/19 data for this measure, is only reportable at the end of Q4. However the results for
community patients and inpatients is reliant on the Royal College and they are indicating this
will not be available until June 2019
 Delivery of the mental health investment standard
This measure is currently Fully Compliant and therefore rated Green.
 Quality of mental health data submitted to NHS Digital
Data from NHS Digital for each of the CCG’s Mental Health providers is shown in the table
below. The technical guidance suggests that the final CCG score will be derived by
calculating a weighted average score based on the proportion of total CCG activity delivered
by each provider. It could therefore be assumed that as 75% of the CCGs activity is delivered
by North West Boroughs, that we would pass this measure (based on Q1 achievement)

 Count of the total investment in primary care transformation made by CCGs compared
with the £3 head commitment made in the General Practice Forward View
This measure is currently rated Green.
 Patients waiting six weeks or more for a diagnostic test
This measure is currently rated Red reporting 1.8% against a target of 1% or less. However,
this data does not include StHK data which is not currently being reported due to the Medway
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implementation. It was agreed with NHSI that this would be reported at the end of Quarter 3,
therefore this data is expected to be available in January. This may change the RAG status
of this measure.
 Expenditure in areas with identified scope for improvement
This measure is currently rated Red. The technical guidance is not sufficiently detailed to
understand and the CCG is requesting clarification.

2. Recommendations
The Governing Body is requested to:
1- Review the report noting current performance levels.
2- Note that the Finance & Performance Committee are reviewing performance as appropriate
and will recommend remedial action for those metrics that are not operating to target.
3- Advise of any further direction to the Quality Committee (who receives action plans) in
relation to areas which are performing less well or request any additional assurance actions.
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DOCUMENT DEVELOPMENT
Process

Yes No

Public Engagement (please detail
the method i.e. survey, event,
consultation)

X

Clinical Engagement (please
detail the method i.e. survey, event,
consultation)

X

Has ‘due regard’ been given to
Equality Analysis (EA) and any
adverse impacts? (Please detail

X

N/A

Presented to any other groups
or committees including
Partnership Groups –
Internal/External (please specify

Outcome

Not in production of this
document - where
commissioning activity is
carried out in response to
the requirements of the 5
YFV/Next Steps and CCG
Operational Plan Quality
and Equality impact
assessments will be
carried out in line with due
process

outcomes, including risks and how
these will be managed)

Legal Advice Sought

Comments & Date
(i.e. presentation, verbal,
actual report)
Not in production of this
document - where
commissioning activity is
carried out in response to
the requirements of the 5
YFV/Next Steps and CCG
Operational Plan public
engagement will continue
to be carried out in line
with due process
As above

X

X

in comments)

Note: Please ensure that it is clear in the comments and date column how and when particular stakeholders were involved in
this work and ensure there is clarity in the outcome column showing what the key message or decision was from that group and
whether amendments were requested about a particular part of the work.
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Appendix 1 - Quality Premium 2018/19

St Helens CCG
DEMAND MANAGEMENT Financial Value Achieving Based on Month 6 Position:

£0

QUALITY PREMIUM Financial Value Achieving Based on Month 6 Position:

£46,606

Awaiting Data

TOTAL Financial Value Achieving Based on Month 6 Position:

£46,606

On Trajectory YTD

KEY:

QUALITY PREMIUM MEASURES

Off Trajectory YTD

DEMAND MANAGEMENT MEASURES
A1 - Type 1 A&E Attendances

Domain 1 - Early
Cancer Diagnosis

Domain 2 - GP Access
and Experience

Awaiting Data

Awaiting Data

2018 (Calendar Year)
published 2020

Published July 2019

Domain 3 - Continuing
Healthcare
(Target <15%)
At quarter 2 2018/19
0% of assessments
completed in an
acute hospital setting

Domain 3 - Continuing
Healthcare
(Target >85%)
At quarter 2 2018/19
86% of assessments
completed within 28
days

Domain 5 Bloodstream
Infections
Ecoli

Domain 4 - Mental
Health Out of Area
Placements
(Target 191 cases at
year end)

(Target 163 cases at
year end)

At August 2018
reporting 265 cases
against the YTD target
of 80

At October 2018
reporting 107 cases
against the YTD target
of 95

Domain 5 -Bloodstream
Infections (antibiotics
for UTI's
(Target 4,981)

Domain 5 Bloodstream
Infections
(Target 0.965)

Trimethoprim
Nitrofurantoin - 70 yrs+

STAR-PU

At August 2018
reporting 3,523
(12 month rolling)

At July 2018 reporting
1.319
(12 month rolling)

(Target 57,445 at year end
and 28,233 at September YTD)

A2 - Non-Elective admissions with
zero length of stay

B - Non-Elective admissions with
length of stay 1 day or more

(Target 11,612 at year end
and 5,658 at September YTD)

(Target 17,964 at year end
and 8,747 at September YTD)

YTD September 2018
performance
adversely above target
at 7,351

YTD September 2018
performance
adversely above target
at 10,609

YTD September 2018
performance
favourably below target
at 27,145

LOCALLY SELECTED MEASURES

Domain 6 - RightCare Indicator
Circulation Problems (CVD)

CONSTITUTIONAL MEASURES

Maximum 18 weeks
Referral To Treatment

(Target 91.61% at year end)

(Incomplete Pathway-92%

October 2018 performance
adversely below target
at 89.04%

At September 2018
performance
adversely below
target with 91.08%
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Standard)

Cancer - 2 month
from GP referral to
first treatment
(85% standard)
At September 2018
performance
favourably above
target with 89.29%,
and YTD with 87.91%

Area

Infections

Ambulance

Appendix 2 – Red Rated Measures
Improving
on
previous
period
Latest
Latest
Target
based on
Period
Data
national
IAF
metrics?
Oct 18
2
0
Static
YTD

Indicator Name

Number of MRSA infections
Ambulance Calls –
Category 2 90th Percentile
Ambulance Calls –
Category 3 90th Percentile
Ambulance Calls – Category 4
90th Percentile
Ambulances - Proportion of
incidents managed without need
for transport to Accident and
Emergency departments
IAPT - Average number of
treatment sessions
IAPT Access
IAPT Recovery Rate

Mental Health

Cancer

Urgent Care

Estimated diagnosis rate for
people with dementia for
registered patients
Proportion of people with a
learning disability on the GP
register receiving an annual
health check
Mental Health Acute – out of
area placements
Proportion of people on GP
severe mental illness register
receiving physical health checks
All cancer 2 week wait
Cancer two week wait for breast
symptoms
104 day cancer breaches
62-Day wait for first treatment
for cancer following a
consultant’s decision to upgrade
the patient’s priority
Cancers diagnosed at early
stage
Total Non-Elective Spells
(Specific Acute) with a zero LOS
Total Non-Elective Spells
(Specific Acute)
Total Non-Elective Spells
(Specific Acute) with a 1+ LOS
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Oct 18

00:49:45

00:40:00

No

Oct 18

02:45:10

02:00:00

No

Oct 18

04:11:35

03:00:00

No

Oct 18

30.83%

40.0%

No

Jul 18

6.3

8.0

Yes

Q1
2018/19

2.8%

4.8%

No

Jun 18

40.0%

50.0%

No

Nov 18

78.7%

79.8%

Yes

2016/17

44.0%

48.8%

Static

Aug 18
YTD

265

80

Yes

Q3
2017/18

17.9%

60%

Static

Sep 18

90.9%

93.0%

Yes

Sep 18

91.5%

93.0%

Yes

Sep 18

1

0

Yes

Sep 18

72.7%

85.0%

No

Sep 17

51.6%

54.0%

No

Sep 18

1,190

927

Yes

Sep 18

2,516

2,362

No

Sep 18

1,776

1,435

No

Emergency admissions for
urgent care sensitive conditions
per 100,000 population
*Local data = 3,329 (Q2 18/19)
Emergency bed days per 1,000
population
*Local data = 571 (Q2 18/19)
% of 30 day Readmissions
A&E 4 Hour Target Performance

End of Life

Personal
Health
Budgets

Planned Care

Prescribing

Inequality in unplanned
hospitalisation for chronic
ambulatory care sensitive
and urgent care sensitive
conditions
*Local data = 3,921 (Q2 18/19)
% of deaths with three or more
emergency admissions in the
last three months of life
*Local data = 15.4% vs target
of 16.4% in Q2 18/19
Number of personal health
budgets in place per 100,000
CCG population
Incomplete RTT pathways
performance
*data does not include STHK
NHS e-Referral Service (e-RS)
Utilisation Coverage
Incomplete RTT pathways
performance (52 week)
*data does not include STHK
Total Referrals made for a First
Outpatient Appointment
(General & Acute)
Total GP Referrals made for a
First Outpatient Appointment
(General & Acute)
Total Other Referrals (G&A) for
a first Appointment
Consultant Led First Outpatient
Attendances (Specific Acute)
Consultant Led Follow-Up
Outpatient Attendances
(Specific Acute)
% of patients waiting 6 weeks or
more for a diagnostic test
*data does not include STHK
Expenditure in areas with
identified scope for improvement
Anti-microbial resistance:
Appropriate prescribing of
antibiotics in primary care
High-risk atrial fibrillation
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Q3
2017/18

3,418

2,346

Yes

Q3
17/18

518

493

No

Sep 18

10.3%

11.7%

Yes

Oct 18

92.4%

95.0%

Yes

Q3
2017/18

3,254

1,992

Yes

2017

6.2%

5.4%

Yes

Q1
2018/19

24.8

50.6

No

Sep 18

91.1%

92.0%

No

Jul 18

60.2%

91.0%

Yes

Sep 18

1

0

Yes

Sep 18

5,972

5,871

Yes

Sep 18

3,539

3,570

Yes

Sep 18

2,433

2,301

No

Sep 18

5,842

5,031

No

Sep 18

13,015

12,080

No

Sep 18

1.75%

<1%

Yes

Q1
2018/19

Red

Green

Static

Aug 18
YTD

1.319

0.965

Yes

Oct 18

89.0%

90.3%

No

Quality

Public Health

Primary Care

Children,
Young People
& Maternity

patients on anti-coagulant drug
therapy (Snapshot). Target
derived from all practices below
the CCG average of 89.03%
being brought up to that figure
and practices above that
maintaining.
Number of Mixed Sex
Accommodation breaches
Maternal smoking at delivery
People with diabetes diagnosed
less than a year who attend a
structured education course
*Local data = 9.2% (Oct 18)
Primary care workforce - GPs
and practice nurses per 1,000
population
Progress against Workforce
Race Equality Standard
The proportion of CYP with ED
(urgent cases) that wait 1 week
or less from referral to start of
NICE-approved treatment
Percentage of children waiting
less than 18 weeks for a
wheelchair
% children aged 10-11 classified
as overweight or obese
Choices in maternity services
Emergency admissions for
children with lower respiratory
tract infections (LRTIs)
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Sep 18

1

0

No

Q2
2018/19

17.3%

9.7%

No

2016/17

5.4%

7.3%

No

Mar 18

0.74

1.04

No

2017

0.09

0.13

No

Q2
2018/19

0%

100%

Static

Q2
2018/19

76.0%

95.7%

No

2016/17

38.5%

34.2%

No

2017

54.3

60.8

No

Sep 18

95

85

No

Area

Indicator Name
Number of C.Difficile infections

Infections

Urgent Care

Ambulance

Cancer

Mental Health

Number of E.coli infections
Total A&E Attendances (Excluding
Planned Follow-Up Attendances)
% of deaths with three or more
emergency admissions in the last
three months of life (Proxy Hospital Deaths only)
Total A&E Type 1 Attends (Excluding Planned Follow up
Attendances)
Ambulance Calls – Category 1
90th Percentile
% of patients receiving first
definitive treatment within one
month of a cancer diagnosis
31-day standard for subsequent
cancer treatments-surgery
31-day standard for subsequent
cancer treatments - anti cancer
drug regimens
31-day standard for subsequent
cancer treatments – radiotherapy
All cancer two month urgent
referral to first treatment wait
62-day wait for first treatment
following referral from a NHS
cancer screening service
One-year survival from all cancers
Cancer patient experience
The proportion of people that wait
6 weeks or less from referral to
their first IAPT treatment
appointment
IAPT - The proportion of people
that waited less than 28 days from
their first treatment appointment to
their second treatment
appointment
% of CPA inpatients discharges
followed up within 7 days
*Local data = 100% (Sept 18)
The proportion of people that wait
18 weeks or less from referral to
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Appendix 3 – Green Rated Measures
Improving
Latest
Latest
on
Target
Period
Data
previous
period?
Oct 18
21
46
No
YTD
Oct 18
107
106
Yes
YTD
Sep 18

8,853

9,107

No

Q2
2018/19

15.4%

16.4%

Yes

Sep 18

4,327

4,630

Yes

Oct 18

00:13:10

00:15:00

Yes

Sep 18

96.0%

96.0%

No

Sep 18

100%

94.0%

Yes

Sep 18

100%

98.0%

Static

Sep 18

100%

94.0%

Static

Sep 18

89.3%

85.0%

Yes

Sep 18

100%

90.0%

Static

2015
2017

72.3%
9.0

72.3%
8.8

Static
Yes

Jul 18

96.9%

75.0%

No

Jul 18

5.4

28

Yes

Q2
2018/19

96.9%

95.0%

Yes

Jul 18

96.9%

95.0%

No

their first IAPT treatment
appointment
Completeness of LD Register

Children,
Young People
& Maternity

Planned Care

Public Health

Prescribing

Carers

Estimated diagnosis rate for
people with dementia for resident
patients
Psychosis treated with a NICE
approved care package within two
weeks of referral
Reliance on specialist inpatient
care for people with a learning
disability and/or autism
The proportion of CYP with ED
(routine cases) that wait 4 weeks
or less from referral to start of
NICE-approved treatment
Unplanned hospitalisation for
asthma, diabetes and epilepsy in
under 19s
Women’s experience of maternity
services
Number of Completed NonAdmitted RTT Pathways
*data does not include STHK
Total Elective Spells (Specific
Acute)
Number of completed admitted
RTT pathways
*data does not include STHK
Number of new RTT pathways
(clock starts)
*data does not include STHK
Delayed transfers of care
attributable to the NHS and Social
Care per 100,000 population
Neonatal mortality and still births
per 1,000 births
Injuries from falls in people aged
65 and over per 100,000
population
Diabetes patients that have
achieved all three of the NICErecommended treatment targets
Anti-microbial resistance:
Appropriate prescribing of broad
spectrum antibiotics in primary
care
A 30% reduction (or greater) in the
number of trimethoprim items
prescribed to patients aged 70
years or greater
The proportion of carers with LTC
who feel supported to manage
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2016/17

49.2%

47.3%

Static

Nov 18

80.8%

77.0%

Yes

Sep 18

100%

50.0%

Yes

Oct 18

63

66

Yes

Q2
2018/19

100%

100%

Static

Sep 18

151

171

No

2017

83.1

83.0

Yes

Aug 18

8,524

27,237

No

Sep 18

2,133

2,299

Yes

Aug 18
YTD

2,670

7,281

Yes

Sep 18

1,437

6,963

Yes

Sep 18

4.3

11.4

Yes

2016

3.0

4.8

No

Sep 18

2,365

2,600

No

2017/18

43.2%

38.8%

Yes

Aug 18
YTD

6.6%

10.0%

No

Aug 18
YTD

3,523

4,981

Yes

2018

0.63

0.59

No

Primary Care

Corporate

Continuing
Health Care

their condition
Completeness of the GP LD
Register
Patient experience of GP services
Probity and corporate governance
Staff engagement index
Quality of CCG Leadership
Percentage of NHS Continuing
Healthcare full assessments
taking place in an
acute hospital setting
CHC Part 1:To complete a timely
provision of assessment
information, specialist
assessments, attendance at
Multidisciplinary Team (MDT)
meeting, and prompt verification
and eligibility decision processes
within 28 days
CHC Part 2: Assessment of
eligibility for NHS Continuing
Healthcare should usually be
deferred until an accurate
assessment of future needs can
be made following post-acute
recovery.

2016/17

49.2%

47.3%

Static

2018
Q2
2018/19
2017
Q1
2018/19

83.8%

83.8%

No

Fully Compliant

Static

3.87

3.78

Yes

Green

Green

Static

Q2
2018/19

0%

12%

Static

Q1
2018/19

86%

80%

No

Q1
2018/19

0%

15%

Static

Amber Rated Measures

Area

Ambulance

Ambulance
Finance
Infections
Corporate

Indicator Name
Ambulance Response –
Category 1 – Best Response
Average
Ambulance Response –
Category 2 – Best Response
Average
In year financial performance
Sepsis Awareness
Compliance with statutory
guidance on patient and public
participation in commissioning
health care
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Latest
Period

Latest
Data

Target

Improving
on
previous
period?

Oct 18

00:07:49

00:07:00

Yes

Oct 18

00:23:40

00:18:00

No

Amber

Green

Static

Amber

Green

Static

Amber

Green

Static

Q1
2018/19
2017
2017
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Report to NHS St Helens CCG Governing Body
Date of meeting:

16th January 2019

Governing Body Member Lead:

Chief Nurse

Accountable Director:

Chief Nurse

Report Author:

Assistant Director Safeguarding Children

Report title:

CCG Annual Safeguarding Report 17-18

Item for: Decision

Assurance

x

Information

x

(Please insert X as appropriate)

This report supports the following CCG Strategic Objectives.
appropriate.
Strategic
Objectives

1.
2.
3.
4.
5.

Please insert ‘x’ as

To deliver financial sustainability
To deliver improvements through system redesign and in priority areas.
To deliver improved outcomes for patients
To develop capacity and capability as system leaders
To stabilise, support and sustain primary care

x
x

Does this report provide assurance against any of the risks identified in the Assurance
Framework?
Governance
and Risk

What level of assurance does it provide? Limited/Reasonable/Significant

Is this report required under NHS guidance or for statutory purpose? (please specify)

Purpose of this paper
To present the CCG annual safeguarding Report for 17-18
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Further explanatory information required:

Does this paper link to any of the
key themes of the CCG’s
Operational Plan & Improvement
Plan. If yes, please specify.

How will this benefit the health
and wellbeing of St Helens
residents or the Clinical
Commissioning Group?

Assurance regarding

Please describe any possible
Conflicts of Interest associated
with this paper.

Nil identified

Please identify any current
services or roles that may be
affected by issues within this
paper.

All provider services we commission

What risks may arise as a result of Risks of non-delivery of plan, this is mitigated via robust
this paper? How can they be
monitoring of action plans
mitigated?

1. Executive Summary
The purpose of this report is to ensure that the NHS St Helens Clinical Commissioning Group’s (CCG)
Governing Body is informed of the progress and developments in the national and local safeguarding
agenda during the year 2017 2018; that it is apprised of how the CCG, the NHS organisations from
whom it commissions services and Primary Care addressed their responsibilities and fulfilled
their statutory duties under Section 11 of the Children Act 2004 and the Care Act 2014.
The CCG works in partnership with St Helens Local Authority, partner agencies including the Local
Safeguarding Children and Adult Boards to safeguard children and adults at risk of abuse and harm.
This report will summarise and will provide information about national and local changes and
influences, governance arrangements, activity undertaken in 2017-18 and the challenges to business
continuity
The report highlights the areas where further development is required and indicates potential risks.
Finally, the report’s authors seek to assure the CCG Governing Body that where gaps were identified
in commissioned organisations, that these organisations were held to account via the governance
processes of the CCG, St Helens Safeguarding Children Board (STSCB) and St Helens Safeguarding
Adult Board (STSCB)
2. Recommendations
To accept the Safeguarding Annual Report for 17-18
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DOCUMENT DEVELOPMENT
Process

Yes

No

Public Engagement (please detail the method i.e.
survey, event, consultation)

x

Clinical Engagement (please detail the method i.e.
survey, event, consultation)

x

Has ‘due regard’ been given to Equality
Analysis (EA) and any adverse impacts?

N/A

Comments & Date
(i.e. presentation, verbal, actual
report)

Outcome

Will be presented to Quality Committee
but due to timings of meeting has
come to Governing Body prior.

On agenda for February 19

x

(Please detail outcomes, including risks and how
these will be managed)

Legal Advice Sought

Presented to any other groups or committees
including Partnership Groups –
Internal/External (please specify in comments)

x

x

Note: Please ensure that it is clear in the comments and date column how and when particular stakeholders were involved in this work and ensure there is clarity in the outcome
column showing what the key message or decision was from that group and whether amendments were requested about a particular part of the work.
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1. Foreword
It is my pleasure to introduce the safeguarding adults and children annual report of NHS
St Helens CCG for 2017-18. Safeguarding is fundamental to all the work of the CCG.
This report provides assurance to the Governing Body that the CCG is fulfilling its
statutory safeguarding responsibilities and demonstrates a strong commitment to
safeguarding within the local communities.
The work of safeguarding adults and children from abuse and neglect is an increasing
and challenging agenda. The CCG has robust governance and accountability
arrangements which ensures that safeguarding is core to business and that there is
continued commitment to the priorities of the safeguarding agenda from executive level
and throughout all CCG employees.
Safeguarding is at the heart of everything we do in the CCG. To help protect the most
at risk people in our communities a partnership approach is essential; it is therefore
crucial that the CCG works together with our communities to safeguard those at risk of
abuse and neglect.
I hope the report helps you to see the both the challenges and the commitment of the
CCG to this agenda
Lisa Ellis
Chief Nurse
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2. Executive Summary
This is the second joint Annual Safeguarding Adults, Children and Looked after
Childrens Report to the NHS St Helens Clinical Commissioning Group’s (CCG)
Governing Body. It outlines the responsibilities of the CCG in respect to safeguarding
adults, children and Mental Capacity Act (MCA) implementation. The report covers the
period of 1st April 2017 to the 31st March 2018 and provides both the national and local
context to safeguarding developments.
All NHS organisations have a statutory duty to make arrangements to safeguard and
promote the welfare of children under Section 11 of the Children Act 2004. The local
coordination of Safeguarding Adults at risk was strengthened with the introduction of
The Care Act (2014) in April 2015, which placed Safeguarding Adults Boards on a
statutory footing.
CCGs are statutorily responsible for ensuring that the organisations from which they
commission services have safe and effective systems that safeguards adults and
children at risk of abuse, neglect or exploitation. This includes specific responsibilities
for Looked After Children looked after (LAC) and Care Leavers (CL) and for supporting
the Child Death Overview process including sudden unexpected death in childhood.
The Child Death Overview Panel (CDOP) annual report is available on request for
information and through the Safeguarding Board Website.
CCGs are responsible for securing and employing the expertise of Designated
Safeguarding Professionals, including for Looked After Children, on behalf of the local
health system. These statutory roles undertake a whole health economy perspective. It
is crucial that Designated Safeguarding Professionals play an integral role in all parts of
the commissioning cycle, from procurement to quality assurance if services are to be
commissioned that support adults and children at risk of abuse or neglect, as well as
effectively safeguard their wellbeing.
The CCG has continued to make a significant contribution to the work of St Helens
Safeguarding Boards [Local Safeguarding Children Board (LSCB) and Safeguarding
Adult Board (SAB) and to the Corporate Parenting Board (CPB)]. The Peoples Board
with responsibility for safeguarding has Executive CCG representation
The purpose of the joint report is to assure the Governing Body and members of the
public that the NHS St Helens Clinical Commissioning Group (CCG) is fulfilling its
statutory duties in relation to safeguarding adults, children and looked after children in
St Helens; it takes account of National changes and influences local developments and
activity and an overview of any significant issues or risks with regard to safeguarding
and the actions being taken to mitigate these.
Our approach to safeguarding is underpinned by quality, a performance management
culture and contracting systems and processes that aim to reduce the risk of harm and
respond quickly to any concerns.
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The report highlights key achievements against the CCGs agreed safeguarding
priorities for 2017/18 (see Appendix 1) and outlines the priorities for 2018/19.
Key Risks 2017/18:
Within the 2017/18 reporting period NHS St Helens CCG met, in the main, its statutory
requirements in respect of Safeguarding and Looked after Children. As per reporting
last year the role of Designated Doctor remains vacant. As this is a statutory
requirement the issue remains on the NHS St Helens CCG risk register and mitigation
actions are in place.
Financial Impact on the CCG:
No financial impact has been identified.
Implications/Actions for Public and Patient Engagement:
No additional implications or actions for Public and Patient engagement have been
identified.
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3. Introduction
The purpose of this report is to ensure that the NHS St Helens Clinical Commissioning
Group’s (CCG) Governing Body is informed of the progress and developments in the
national and local safeguarding agenda during the year 2017 2018; that it is apprised of
how the CCG, the NHS organisations from whom it commissions services and Primary
Care addressed their responsibilities and fulfilled
their statutory duties under Section 11 of the Children Act 2004 and the Care Act 2014.
The CCG works in partnership with St Helens Local Authority, partner agencies
including the Local Safeguarding Children and Adult Boards to safeguard children and
adults at risk of abuse and harm.
This report will summarise and will provide information about national and local
changes and influences, governance arrangements, activity undertaken in 2017-18 and
the challenges to business continuity
The report highlights the areas where further development is required and indicates
potential risks.
Finally, the report’s authors seek to assure the CCG Governing Body that where gaps
were identified in commissioned organisations, that these organisations were held to
account via the governance processes of the CCG, St Helens Safeguarding Children
Board (STSCB) and St Helens Safeguarding Adult Board (STSCB)
4. National context:
4.1. Safeguarding Children
The underpinning legislation for safeguarding children arrangements in England is
contained within the Children Acts 1989, 2004 and the Children and Adoption Act 2002.
New legislation: the Children and Social Work Act 2017, has made a number of
changes to the operation of multi-agency safeguarding children arrangements, which
will come into force during the 2018/2019 year. Further details of which can be found
below.
The key document outlining the statutory duties to safeguard children is Working
Together to Safeguard Children (Department of Education, 2015). This sets out how all
agencies and professionals should work together to promote children’s welfare and
protect them from harm. The guidance provides a national framework within which each
organisation needs to agree local arrangements. As a result of the Children and Social
Work Act, a revised version of Working Together to Safeguard Children was anticipated
in early 2018 and although widely consulted on was not issued within this reporting
period.
Section 11 of the Children Act 2004, (amended by the Health and Social Care Act 2012,
but unchanged by the Children and Social Work Act 2017) outlines the responsibilities
and duties of Clinical Commissioning Groups, as statutory partners, as well as
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commissioners of services to ensure they, as well as those who work on their behalf,
carry out their duties in such a way as to safeguard and promote the welfare of children.
Children & Social Work Act (2017)
The Children & Social Work Act (2017) received Royal Assent on 27th April 2017. As a
consequence of the legislative changes within the Act, revisions were proposed to
Working Together (2015) to reflect the:
• Replacement of Local Safeguarding Children Boards (LSCBs) with local
Safeguarding partners
• Establishment of a new national Child Safeguarding Practice Review Panel
• Transfer of responsibility for child death reviews from LSCBs to new Child Death
Review Partners
In respect of safeguarding, LSCBs must continue to carry out their statutory functions
until the safeguarding partnership arrangements begin to operate in their area. LSCBs
must also continue to ensure that a review of each death of a child normally resident in
the LSCB area is undertaken by the established Child Death Overview Panel (CDOP)
until the new child death partner arrangements are in place.
Looked After Children
The responsibilities of CCGs to Looked after Children are outlined in Promoting the
health and well-being of looked-after children 2015. CCGs in collaboration with other
NHS commissioners and local authority partners have a responsibility to ensure the
timely and effective delivery of health services to looked-after children.
In fulfilling those responsibilities, CCGs contribute to meeting the health needs of
looked-after children in three ways:
•
•
•

commissioning effective services,
delivering through provider organisations, and
through individual practitioners providing coordinated care for each child.

CCGs need to work in partnership with other commissioners of health services to
ensure there are appropriate arrangements and resources in place to meet the physical
and mental health needs of looked-after children.
Services for individual children placed out of the CCG area should be consistent with
the responsible commissioner guidance.
4.2. Safeguarding Adults
The legislation relevant to arrangements for safeguarding adults at risk of abuse or
neglect is found within the Care Act 2014. The Safeguarding Vulnerable Groups Act
2006 also has relevance as it does in safeguarding children arrangements.
•

Mental Capacity Act /Deprivation of Liberty Safeguards (MCA/DoLS)

•

The Law Commission and Mental Capacity Amendment Bill
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The Law Commission published its report and accompanying Draft Mental Capacity
Amendment Bill on March 13th 2017 proposing reforms to the Mental Capacity Act and
Deprivation of Liberty Safeguards (DoLS). The final report recommended the urgent
repeal of DoLS and proposed to introduce ‘Liberty Protection Safeguards’ covering a
broader range of people. The final government response to the Law Commission’s
report was published on 14th March 2018 and broadly agreed with the Liberty
Protection Safeguards (LPS) model.
At the time of writing this annual report, the government has introduced the Mental
Capacity Amendment Bill 2018 to the House of Lords to be considered. The Bill differs
from the draft which was included in the Law Commission’s report and falls some way
short of the scheme proposed by the Law Commission.
These amendments will have an impact on commissioned health providers but owing to
other Government business will not be implemented until 2019 and will be
accommodated within the CCG safeguarding plans as required.
5. Local Context : Children
The Peoples Board, comprising of all strategic partners within the Borough, has
responsibility for safeguarding; the Accountable Officer provides the CCG’s
representation. The Local Safeguarding Children Board providing the challenge and
scrutiny of safeguarding practice across the system as a whole has Senior Officer
representation from the CCG.
Within St Helens, the CCG is responsible for commissioning health services for children
from: NHS Northwest Borough Healthcare NHS Foundation Trust, Bridgewater
Community Healthcare NHS Foundation Trust, Alder Hey Children’s NHS Foundation
Trust and St Helens and Knowsley Teaching Hospital NHS Trust.
Recent ONS data reports that St Helens has approximately 36,644 children. Children
and young people make up approximately 23% of the borough’s population. 3.4% of
children are classified as being an ethnic group other than White British.
The rate of child poverty is worse in St Helens than the England average with 25% of
children under 16 years living in poverty.
A total of 13 deaths were reported during this business year within the St Helens
Borough. A significant number of these children and families were in receipt of targeted
support from local services. Factors identified within reviews to support learning and
practice included safe sleep, parental substance misuse, domestic abuse and mental
health issues.
With regard to vulnerable children and young people, at the time of writing this report
the following data is relevant:
•

The number of Early Help episodes at the end of March 2018 was 1391, a 28%
increase in the data from 2016/17
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•

The number of child protection plans open at the end of March 2018 was 121
which is a decrease from previous year (230).

Increasing numbers of early help assessments are being conducted and led by health
professionals within the CCG commissioned provider services, this work needs to
continue to ensure help for children and families is provided at the earliest opportunity
which will then support improved outcomes for them. The numbers of children subject
to child protection plans is and will continue to be an area for scrutiny for the
partnership in 2018 / 19, as data has clearly demonstrated that thresholds are not
clearly understood or potentially being consistently applied across the Partnership.
•

Partnership Working
St Helens CCG is a key partner agency in safeguarding within the St Helens
Borough. This is achieved through membership of LSCB and on the sub-groups of
Boards:

•

LSCB Board
The Clinical Accountable Officer is the Deputy Chair of the Partnership Board and is
a member of the LSCB Executive Group, as is the Chief Nurse and Designated
Nurse Safeguarding Children. This group is responsible for setting priorities for the
borough and holding organisations to account regarding their safeguarding
responsibility.

•

Subgroups of the board, undertake specific pieces of work which involve all
agencies working to achieve the identified priorities of the board and provide
information and data in relation to the boroughs safeguarding activity. The CCG is
represented (by the Designated Nurse and Named GP) on the Multi Agency Audit
Group, Learning and Development Group, Child Exploitation Group and Policy and
Procedures Group. The Designated Nurse chairs the Case Review Group and the
Serious Case Review Panel as required.

Looked After Children
The number of looked after children at the end of March 2018 stood at 442 which
equate to a rate of 121 per 10,000. (England average rate 64). St Helens remains an
outlier both regionally and nationally with these numbers of children in the care system.
The Partnership is working hard to safely reduce the numbers of children in the care
system within the borough due to their outcomes not being equivalent to that of their
peers who have no experience of the care system.
All children subject to care proceedings are required to receive health assessments, the
initial assessment being within 20 working days of coming into care, review health
assessments are conducted annually for children aged 5 years and above and biannually for those aged under 5 years.
Health Plans are completed from the result of the health assessment and used to
inform multi-agency care planning for the child. The CCG has responsibility for the
commissioning of these arrangements and to ensure that interventions are timely and of
good quality.
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In 2017/18 the percentage of statutory Review Health Assessment completed within
timescale for looked after children is 83% compared to 2016/17 when 93% of RHA’s
were completed
The compliance and quality of this work will continue to be monitored as part of the
quality schedule. Within this reporting year the CCG commenced a redesign and recommission of the LAC health arrangements; this will continue into 2018 / 19.
There is a requirement for the CCG to submit information for the NHSE audit on looked
after children. This supports the CCG to evidence that it is fulfilling its responsibility to
Looked after Children, using the statutory guidance as the framework. Information was
submitted in March 2018, detailed feedback has yet to be received about how
performance within the Borough compares to that within the region.
•

6.

Partnership Working
St Helens CCG is a key partner on the Corporate Parenting Forum which is chaired
by the portfolio holder for children’s services; CCG representation is from the
Designated Nurse.
Adults

St Helens has an increasing population and faces challenges that are in common with
the rest of the country, an increasing financial challenge and a growing elderly
population with increasing health and social care needs. There are marked inequalities
amongst residents with particular challenges relating to areas such as alcohol, selfharm/mental health and falls.
The Designated Nurse Safeguarding Adults represents the CCG as a core member of
the St Helens Multi-Agency Public Protection Arrangements (MAPPA Panel). MAPPA is
the process through which the Police, Probation and Prison Services work together with
other agencies to manage the risks posed by violent and sexual offenders living in the
community in order to protect the public. MAPPA is not a statutory body in itself but is a
mechanism through which agencies can better discharge their statutory responsibilities
and protect the public in a co-ordinated manner. Agencies at all times retain their full
statutory responsibilities and obligations. The CCG will share information within primary
care as required and as per the information sharing agreement.
The Learning Disabilities Mortality Review (LeDeR) Programme was set up as a result
of one of the key recommendations of the Confidential Inquiry into premature deaths of
people with learning disabilities (CIPOLD). The aim being to drive improvement in the
quality of health and social care services delivery. The LeDeR Programme supports
local reviews of such deaths and is led by NHSE. NHS St Helens CCG has committed
to participation within the programme and the Designated Nurse Safeguarding Adults is
identified as the Local Area Contact and is therefore responsible for allocating and
quality assuring LeDeR reviews. The capacity of reviewers across the Cheshire
/Merseyside footprint remains a challenge and this has been escalated to NHSE for
their attention.
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Prevent - The Prevent Strategy is a key part of CONTEST, the Government’s counter
terrorism strategy. The strategy aims to respond to the ideological challenge of
terrorism and those who promote it, prevent people from being drawn into terrorism,
and work with sectors and institutions where there are risks of radicalisation. Although
St Helens has not been identified as one of the high priority boroughs, it is in close
proximity to several high priority regions. All health agencies must comply with the
Prevent Duty Framework and reporting requirements. The Designated Nurse
Safeguarding Adults is the CCG Prevent lead and ensures that relevant guidance has
been implemented both within the CCG and commissioned providers; this includes
access to relevant training for all staff and accessible policies and procedures.
In accordance with national policy the CCG Designated Nurses have worked
collaboratively with key partner agencies to enable the successful implementation of a
refugee resettlement programme for St Helens. This remains an on-going priority for
2018-19.
•

Partnership Working
St Helens CCG is a statutory partner of the St Helens Safeguarding Adults Board.
This is achieved through membership of the SAB and sub groups.

•

St Helens Safeguarding Adults Board (SAB)
The Chief Nurse and Designated Nurse for Safeguarding Adults both represent the
CCG at the Board. This group is responsible for setting priorities for the borough and
holding organisations to account regarding their safeguarding responsibility.

•

Sub groups of the Board, undertake specific functions to support the business
priorities

•

The Designated Nurse chairs the Performance Groups which is a sub group of the
Board.

7.

Governance Arrangements

The CCG is required to have in place arrangements which ensure the provision of the
expertise of Designated professionals including; Designated Nurses (children and
adult), a Designated Doctor (Safeguarding and Looked After Children) and Named GP.
All of these professionals’ act as clinical advisors to the CCGs on safeguarding matters
and support the Chief Nurse to ensure that the local health system is safely discharging
safeguarding responsibilities.
Accountability for the safe discharge of safeguarding responsibilities remains with the
Chief Officer; executive leadership is through the Chief Nurse who represents the
CCGs on St Helens Local Safeguarding Children and Adult Boards,
Safeguarding reports are presented, as a minimum, to the Quality Committee on a
quarterly basis to apprise members of current safeguarding activity, including
performance reports for commissioned services against the specific safeguarding Key
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Performance Indicators (KPIs). The reports also provide updates on national and
regional safeguarding developments and outline expectations of the CCG in response
to them.
The CCGs continue to work in partnership with statutory agencies and the third sector
to support safe and effective delivery of services against the safeguarding agenda.
NHS St Helens CCG is required to provide assurance that safeguarding activity within
all commissioned services meets national safeguarding standards and demonstrates a
model of continuous improvement. This is reflected in local policy and procedure and is
reflected in the CCG safeguarding accountability framework and contractual standards.
8. Incident and Risk Management
The CCG has oversight of provider serious incidents via STEIS and all incident
investigation reports are reviewed by the CCG Serious Incident Review Group. This is a
multi-agency group and supports learning. A member of the CCG safeguarding team
furnishes this group and with the aim of ensuring that safeguarding is threaded through
investigations and the wider subsequent learning.
Areas of risk are recorded on the CCG Risk register, safeguarding being no exception.
At the end of the reporting period, March 2018, one risk remained on the register and
that was in respect of Designated Doctor capacity for St Helens
9. Effectiveness of Safeguarding Arrangements
The CCG has a statutory requirement under Section 11 of the Children Act 2004 to
actively demonstrate that safeguarding duties are safely discharged. The current
arrangements require the CCG to submit evidence of safeguarding compliance to St
Helens LSCB for scrutiny; a full assessment against the Section 11 standards was
submitted within this reporting year and initial feedback of reasonable assurance was
received. This was reported via the CCG Quality Committee.
As reported previously the CCG has a statutory duty to ensure that that all health
providers from whom services are commissioned promote the welfare of children and
protect adults from abuse or the risk of abuse; and are able to demonstrate that
outcomes for children, young people and adults at risk are improved. The CCG remains
committed to working collaboratively with commissioned services and utilise a number
of approaches to ensure that there is an acceptable level of assurance provided within
the system to demonstrate safe, efficient and quality services are being delivered and
that safeguarding responsibilities are safely discharged. Where the level of assurance
has not been demonstrated and agreed recovery / progress has not been achieved
then contractual levers can be evoked all of which is agreed and monitored via the
Clinical Quality and Performance Group meetings. In more exceptional circumstance
then the CCG will work collaboratively with NHS England and other regulatory partners
within a Quality Surveillance Group to gain a shared view of risks to quality through
sharing intelligence.
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The CCG has supported the use of such contractual levers within 2017/ 18 with one of
the main Provider Healthcare Trusts within the region. The performance notice issued
in 2016 / 17 was not lifted as contractual compliance had not been achieved. Formal
monitoring of progress against the recovery plan continued via the Clinical Quality and
Performance Group meetings (CQPG).
Quarterly meetings are held with Safeguarding leads of provider organisation with the
respective Designated Nurse-children/adult. Quarterly supervision is also in place with
these individuals.
10. Training : CCG
The CCG continues to promote the learning and development of staff; safeguarding
training is part of the mandatory schedule for all CCG employees to ensure compliance
with national guidance for health professionals. The CCG is required to ensure that all
staff has undertaken safeguarding training in accordance with requirements for their
role and responsibilities.
The Table below provides the 2017 / 18 end of year uptake. Mandatory Training
compliance is monitored:

Training
Safeguarding Children

Safeguarding adults

PREVENT

2017 / 18 Training
CCG Staff
Safeguarding Children
Level 1
89.4%
Safeguarding Adults
Level 1
88.3%
92.6%

CCG training compliance is managed by the NHS Midlands and Lancashire
Commissioning Support Unit.
The CCG Training Strategy is a stepped approach to training and requires staff to work
through the each mandated level of training assigned to role. Overall 89.4% of all CCG
staff, including Governing Body, are Level 1 compliant and have basic safeguarding
knowledge to be able to respond to a safeguarding issue.
11. Challenges for 2017-18
Many of the challenges from last year remain in that both the local and regional
structures, governance and reporting across health and social care continue to change
across Cheshire/Merseyside and the surrounding boroughs.
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Progress was made against the integration agenda and the model of St Helens Cares;
this has continued to present opportunities to review and strengthen the safeguarding
arrangements within the borough. Challenges remain to make sure that there is no
negative impact on vulnerable children and adults within the Borough at this time of
change; it is essential to ensure that strong risk management arrangements are in
place.
Progress has been made against most of the agreed priorities for the CCG for 2017 / 18
those that are outstanding will be transferred into 2018/19.
12. Business Continuity 2017/18
At the latter end of the reporting year due to sickness absence, subsequent retirement
and resignations of the key Designated professionals within the CCG Safeguarding
Team there has been a requirement to recruit to all the statutory safeguarding posts for
2018 / 19. In the main business has not been affected as contingency arrangements
were utilised and support from within the Partnership has ensured that the CCG had
been fully apprised of safeguarding activity within the Borough and reported via the
wider governance arrangements
13. Priorities for 2018-2019
Priorities identified for the year 2018-19 will be monitored through the CCG Quality
Committee. The key priorities for the forthcoming year are:
•

Recruitment to the statutory posts of Designated professionals.

•

Continued partnership work with the Local Safeguarding Boards and support with
the implementation and development of national and local safeguarding
arrangements in accordance with guidance, learning from reviews and the LSCB
and LSAB priorities

•

Continued monitoring of commissioned Providers to deliver assurance of their
continued engagement with the safeguarding work and agenda

•

Ensure that the CCG is compliant with statutory safeguarding responsibilities
requirements;
including the oversight and management of progression against action plans for
section 11 scrutiny, NHSE assurance and other safeguarding frameworks

•

Establish and support improvements in relation to quality of safeguarding in Primary
Care

•

Refugee resettlement programme
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14. Conclusion
This annual report provides a summary of progress against the safeguarding priorities
set for 2017/18. There have been limitations to what can be reported to the governing
body about progress against the priorities due to the extensive change of staff within
the CCG Safeguarding Team. This coupled with the lack of handover / legacy
documentation has significantly impacted on timescales for reporting. The report
demonstrates the contribution to multi agency partnerships across the borough and
provides assurance to the Governing Body that the CCG is fully committed to ensuring
it meets the statutory duties and responsibilities for safeguarding children and adults at
risk of harm.
St Helens CCG is actively involved in improving safeguarding arrangements for
children, young people and adults at risk and works closely with multi-agency partners.
It is represented at senior level on all key forums providing specialist health advice and
leadership and pro-actively contributes to the safeguarding of children, young people
and adults at risk.
The CCG has in place robust governance arrangements for safeguarding that are under
constant review to ensure that they reflect any emerging requirements.
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Appendix 1: Progress against the 2017 /18 CCG Business Priorities

1

2

Business Priority

Actions

Continued partnership work with the Local
Safeguarding Boards and support the
implementation and development of national
and local safeguarding arrangements in
accordance with guidance, learning from
reviews and the LSCB and LSAB priorities
Continued monitoring of commissioned
Providers to deliver assurance of their
continued engagement with the safeguarding
work and agenda

Designated Professionals
within the CCG are core
members of the strategic
Boards and sub groups of
the LSCB, Corporate
Parenting Board and SAB

3

Implementation of a robust assurance
framework for all CCG commissioned small
contracts and development of an assurance
framework for individual placements i.e. OOA
placements and CHC

4

To ensure internal governance for safeguarding
activity is effective within the CCG via internal
reporting processes

narrative

Quality schedules and
performance management
frameworks for
safeguarding are
monitored and reported on
a quarterly basis
Initial consultation identified both
CCG and LA small contracts
required oversight. Initial
discussion with the LA agreed a
joint approach but required
deferring until 2018 /19
Scheduled reports
submitted to the Quality
Committee
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Completed
/ on target

5

Ensure that the CCG is compliant with statutory
safeguarding responsibilities requirements;
including the oversight and management of
progression against action plans for section 11
scrutiny, NHSE assurance and other
safeguarding frameworks

6

Active input to the development of St Helens
Cares to ensure safeguarding capacity,
governance and practice remains integral to all
aspects of service delivery and the models
ensures best use of resource to support the
population of St Helens to live a life that is free
from abuse and neglect and which enables
them to retain independence, well-being, dignity
and choice

7

Establish and support improvements in relation
to quality of safeguarding in Primary Care

8

To ensure that the voice of the adult at risk and
their carers influences the development of
safeguarding adults within the CCG and SAB

9

To ensure that appropriate DoLS applications
are made – with a particular focus on CHC
funded
individuals in their own home

The CCG has responded
to both the request for a
section 11 submission as
part of the LSCB process
within the Borough and to
the NHSE assurance
framework submission
Achieved by the oversight
and contributions of the
Clinical Accountable
Officer and Chief Nurse in
the Strategic development
and meetings for St
Helens Cares.

Key Designated professional posts
remain vacant despite recruitment
drive.

Progress made against this
with specific work in
relation to Serious Case
Reviews and the Primary
care contribution

Extra capacity within the
safeguarding service to support
primary care financed for the 2018
/ 19 recruitment of Designated
Professionals
No progress to be brought forward
into 2018 / 19 priorities

No progress to be brought forward
into 2018 / 19 priorities
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10

Further improve engagement from Primary
Care in safeguarding adults

Practice Nurse forum
attended by Adult
Designated Nurse to
provide brief and
information on
safeguarding adult
requirements

Key:
Blue – not started due to timescale
Red – off target not achieved
Amber – off target not completed
Green - completed
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Extra capacity within the
safeguarding team for 2018 / 19
will enhance progress against this
priority.

Report to Governing Body
16th January 2019
Date of meeting:
Prof Sarah O’Brien
Governing Body Member Lead:
Clinical Chief Executive
Accountable Director:

Innovation, Research & Development Report
Report title:
Item for: Decision

Assurance

Information

X

(Please insert X as appropriate)

This report supports the following CCG Strategic Objectives. Please insert ‘x’
as appropriate.
Strategic
Objectives

Governance
and Risk

1.
2.
3.
4.

To deliver financial sustainability
To deliver improvements through system redesign and in priority areas. X
To deliver improved outcomes for patients
x
To develop primary care capacity and capability as system leaders

Does this report provide assurance against any of the risks identified in the Assurance
Framework? (please specify)
N/A

Is this report required under NHS guidance or for statutory purpose? (please specify)
Required in NHS St Helens CCG Constitution
Purpose of this paper
The purpose of this paper is to present to Governing Body a summary of Research and Innovation
activity in the CCG and to highlight strengths and gaps. Governing Body are asked to note the report
and to discuss how effectively the CCGs constitutional requirement for research is being met and
whether further action needs to be taken in this area.
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Further explanatory information required:

Does this paper link to any of the
10 key themes of the CCG’s
Improvement Plan. If yes, please
specify.

How will this benefit the health and
wellbeing of St Helens residents or
the Clinical Commissioning
Group?

Please describe any possible
Conflicts of Interest associated
with this paper.

Please identify any current
services or roles that may be
affected by issues within this
paper.

What risks may arise as a result of
this paper? How can they be
mitigated?

Evidence Based Practice should underpin all services and
any service improvements

Research and innovation drive improvements in care and
therefore better outcomes for residents

No conflicts of interest

N/A

N/A
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Research, Development & Innovation Update
Introduction & Background
NHSE has a legal duty to promote research and the use of research evidence in the NHS to
ensure the NHS supports and uses the best research and innovations to improve patient
outcomes, transform services and ensure value for money.
Consequently, as a CCG we have a statutory responsibility to support and promote
research and innovation to drive improvements in patient care and outcomes. NHS St
Helens CCG constitution states:
“Promote innovation and promote research and the use of research by: i) delegating
responsibility to the group’s Governing Body ii) monitoring delivery through the reporting
mechanisms of the group including presentation of an innovation, research and
development report to the group’s Governing Body a minimum of once per year”
The purpose of this paper is to explore the extent to which the CCG currently supports and
promotes research and innovation and to identify potential areas for improvement.
Current Status of research, development and Innovation
Currently, the CCG do not have a strategy for Research, Development and Innovation to
support the constitutional requirement in this area and activity to support and promote
research and innovation is ad hoc and disjointed.
The CCG routinely supports and promotes evidence based practice in all of its
commissioned services and the mechanisms for assuring quality in commissioned services
and monitoring key performance indicators are well embedded and effective. However the
CCG doesn’t presently require commissioned services to submit a research report outlining
how they are undertaking or supporting research for new treatments and innovation within
their services.
The systems and processes for Medicines Management and approval of new drugs are well
embedded and the prescribing committees use evidence from research trials and NICE
guidance to inform decisions about prescribing. In addition, the medicines management
team when reviewing prescribing in practice will make recommendations based on the latest
evidence or national guidance and in the last year the team have worked collaboratively
with pharmacists and clinical leads at the acute trust and some changes to prescribing have
been based on research and value for money.
The CCG requires commissioned services to provide evidence of compliance with NICE
guidance but there is no formal system for evaluating implementation of NICE guidance in
primary care.
The Clinical Accountable Officer has previously met with the local research networks to
discuss how to involve more GP practices in St Helens in network sponsored clinical trials
but it is not clear how many practices are actively engaged with network sponsored clinical
trials. In addition, the CCG do not hold information relating to the number of St Helens
residents who may be involved in clinical trials through care at one of our commissioned
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services.
Forming effective partnerships with academic and innovation organisations would be
another means for actively promoting research within St Helens but again to date this has
been quite ad hoc. As SRO for Diabetes for the Health & Care Partnership the Accountable
Officer works closely with the Diabetes Academic Network but the CCG has not formally
worked with other academic networks. In terms of local universities the Accountable
officer’s Visiting Professorship with LJMU has been renewed again this year and this affords
opportunities to work collaboratively with this university and actively promote research and
innovation. For example, during the redesign and retendering of adult community services
this partnerships was productive and academics from the university supported an evaluation
of that service redesign which resulted in a publication for the CCG.
The CCG have worked closely with Edge Hill university over the last 12 months supporting
their medical school bid and this partnership will support innovation in terms of promoting
medical careers in St Helens and this is a partnership that could be fostered further to
actively support research and innovation.
St Helens Cares has developed innovatively and at pace but the work could be
strengthened further if supported by a partnership with an academic institution to evaluate
its impact and outcomes.
The CCG have also supported a small number of practices with their dissertations but no
CCG staff are actively involved in research and there is no training offer for staff in relation
to research and development. In addition, we do not hold any dedicated research or
innovation funds to support staff or members who may wish to embark on any pieces of
research.
Conclusions
The CCG supports research through its commissioned services and medicine management
activity and can evidence some ad hoc effective work with local universities but there is
currently not an explicit strategy or plan to proactively promote research and innovation and
the monitoring of research activity within commissioned services is weak.
Governing Body are asked to note the report and discuss:
1. Should the CCG develop a more proactive approach to the promotion and use of
research development and innovation
2. Should the CCG review its current oversight of research, development and innovation
within commissioned services
3. How can the CCG develop stronger partnerships with research and innovation
organisations
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DOCUMENT DEVELOPMENT
Process
Public Engagement (please detail the method i.e.
survey, event, consultation)

Yes

No

Not
Comments & Date
applicable (i.e. presentation, verbal, actual report)
x

Clinical Engagement (please detail the method i.e.
survey, event, consultation)

x

Has ‘due regard’ been given to Equality
Analysis (EA) and any adverse impacts? (Please

x

Outcome

detail outcomes, including risks and how these will
be managed)

Legal Advice Sought

x

Presented to any other groups or committees
including Partnership Groups – Internal/External

x

(please specify in comments)

Note: Please ensure that it is clear in the comments and date column how and when particular stakeholders were involved in this work and ensure there is clarity in the outcome
column showing what the key message or decision was from that group and whether amendments were requested about a particular part of the work.
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Report to NHS St Helens CCG
Governing Body Committee
Date of meeting:

16 January 2019

Governing Body Member Lead:

Chief Finance Officer

Accountable Director:

Chief Finance Officer

Report title:

Procurement & Contestability Strategy 2018-19

Item for:

Decision

Item for:

Decision

X

Assurance

X

X

Information

Assurance

X

X

(Please insert X as appropriate)

Information

This report supports the following CCG Strategic Objectives.
appropriate.
Strategic
Objectives

X

(Please
insert X as
appropriate)

Please insert ‘x’ as

1. To deliver financial stability

X

2. To integrate health within the place of St Helens through system redesign

X

3. To deliver improved outcomes for people

X

4. To be recognised as good system leaders
5. To support and transform primary care to be a system leader in St Helens Cares
Does this report provide assurance against any of the risks identified in the Assurance
Framework? (please specify)
Objective 1: To deliver financial sustainability
1.1 Failure to meet statutory financial duties – offers market testing assurance
1.2 Excessive demand not being managed – market testing in policy
Objective 3: To deliver improved outcomes for people – involvement and
engagement of providers, professionals and public enshrined within the strategic
approach.
Governance
and Risk
What level of assurance does it provide?
(List levels i.e. Limited/Reasonable/Significant)
Significant Assurance.
Is this report required under NHS guidance or for statutory purpose? (please specify)
The CCG has a responsibility to adhere to statutory procurement duties set out in law.
Governing Body must be clearly sighted on procurement strategy updates.

Purpose of this paper
The purpose of the paper is to inform the Governing Body of the revised Procurement & Contestability
Strategy document and seek its adoption.
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Further explanatory information required:

Does this paper link to any of the
key themes of the CCG’s
Operational Plan & Improvement
Plan. If yes, please specify.

Yes a procurement activity will affect operational plans in terms
of financial impact, the quality of the service delivered to a
specification and the timing of the delivery of services.

How will this benefit the health
and wellbeing of St Helens
residents or the Clinical
Commissioning Group?

The Procurement & Contestability Strategy directly impacts on
the health and wellbeing of residents in the borough through
the delivery of specified services to an agreed standard.

Please describe any possible
Conflicts of Interest associated
with this paper.

None noted

Please identify any current
services or roles that may be
affected by issues within this
paper.

Current services or roles may change in line with procedures
set out in this strategy in line with current legislation. None
identified at the time of writing.

What risks may arise as a result of None noted
this paper? How can they be
mitigated?

1. Executive Summary
The Procurement & Contestability Strategy has been reviewed in line with the recommended
timeframe. The Public Contract regulations threshold values have been updated to reflect 2018/19
levels set centrally and the strategy aligns with the best practice approach promulgated by the CCG’s
procurement partner – Midlands and Lancashire Commissioning Support Unit.
2. Recommendations
The Governing Body is asked to adopt the updated Procurement & Contestability Strategy.
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1. PURPOSE
NHS St Helens CCG (the CCG) must ensure that there is an appropriate system in place
that ensures all risks associated with the procurement, tendering, acquisition and contracting
of all health care services are minimised.
This document sets out the Procurement and Contestability Strategy of the Clinical
Commissioning Group (CCG). It describes that the core vision, values and behaviours of the
CCG will be the driving baseline for all our decisions relating to securing high quality
services that meet the needs of our population.
This document also certifies that all CCG staff must exercise economy and efficiency in the
use of resources and conform to all Standing Orders, Standard Financial Instructions,
Corporate Governance and the NHS (Procurement, Patient Choice and Competition)
regulations 2013.
This document sets out the procedures to be adopted in order that these obligations can be
met in the context of procurement of all clinical services. It is therefore formally adopting the
Healthcare Procurement Policy laid down as best practice by the CSU’s Procurement Team
in December 2013 (Appendix 1) that continues to be used by the CCG. In addition, some
CCG staff follow procurement advice and procurement services from the St Helens Local
Authority when using the Local Authorities’ procurement Team for competitive tender’s
support work in relating to some Children’s services and other services where local authority
joint working is in place.
This document will also increase awareness of procurement best practice and support the
delivery of timely, legally compliant, clinically effective investments that represent value for
money.

2. INTRODUCTION
To enable the organisation to demonstrate that it is a high performing Clinical
Commissioning Group it is imperative that we articulate our intentions in relation to
Procurement and Contestability. This strategy and procurement policy will describe this in
detail and also clearly identify the roles and responsibilities when abiding by our statutory
duties in relation to this area.
Our over-riding goal is to deliver real progress on health and well-being outcomes in St.
Helens, relentlessly measuring the impact, effectiveness and value for money of our actions.
Our Vision
Improving people’s lives in St Helens together by tackling the challenge of cost and demand.
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Our Values are
Integrity
We will:
 Be honest and transparent when making difficult decisions;
 Always aim to do the right thing by the people in St Helens;
 Treat everyone fairly.
Compassion & Respect
We will:
 Show care and compassion to all people;
 Find time for our staff, patients and the public, without waiting to be asked;
 Value every patient and member of staff.
Working Together
We will:
 Aim for better connected health and social care;
 Work differently to improve integration;
 Involve our staff and the people of St Helens;
 Work collaboratively across team and organisations;
 Work together to constantly improve health and social care in St Helens.
Making a Difference Every Day
We will:
 Improve the lives of people in St Helens;
 Learn from everything we do;
 Constantly seek to be innovative and improve;
 Engage with staff and people in St Helens and use this to drive improvement.

3. GOVERNANCE & DECISION MAKING
All decisions made by the CCG will be in line with the Scheme of Delegation as laid down
within the CCG Constitution.
Business cases for any service development or service will be approved at the following
committees:




Quality Committee – for clinical approval of the service model and anticipated
health outcomes, patients’ safety, quality and independent assurance. The clinical
service specification will also be approved at the committee either along with the
business case or on a separate occasion.
Finance and Performance Committee – for financial sign off, procurement plan,
contractual fit.
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The Procurement Team based within Midland and Lancashire Commissioning Support Unit
(MLCSU) will provide advice at the early stage on likely procurement route and a definitive
view once the case is approved by both the Quality Committee and the F&P Committee,
discharging their respective responsibilities (as described above).

4. ROLES AND RESPONSIBILITIES
The CCG confirmed its intention to purchase a professional procurement support service
from MLCSU from April 2016. Other procurements may be offered to MLCSU or to an
alternative procurement service based on a competitive quotation process. Where the CCG
appoints a provider other than MLCSU to lead a procurement it will ensure that the
alternative provider works in accordance with the principles outlined in Appendix 1
(Procurement Policy) or, excepting this, agrees an alternative approach formally with the
CCG. The MLCSU and CCG staff will follow the guidance and steps laid down in
Appendix 1. The Procurement Policy clearly illustrates the typical roles and responsibility of
the project lead and the procurement lead. On occasions for tenders involving St Helens
Local Authority some procurements may be managed by Local Authority Officers and follow
the local authority procurement procedures instead of these procurement procedures.
The following table details the process requirements which apply to quotations and tenders
within different value bands:
VALUE *

REQUIREMENT

Up to £19,999

No requirement for formal process but best practice must
be demonstrated and recorded at all times

£19,999 - £79,999

Minimum of three written quotations in accordance with the
detailed service specification

£80,000 and over

Procurement route or waiver must be approved by the
Finance and Performance Committee.

Procurement Route Decisions
Procurement route decisions are contained within operational delegated limits.
Routes to Market
All procurements undertaken by St Helens CCG shall be in accordance with relevant NHS
policy and processes; and with all UK and EU legislation in force at the time. The following
information is particularly pertinent:
When to Tender
Tender
1 Services are outside of
the scope of existing
contracts

Yes Reason why “Yes”
√
If the make-up of the
contract is likely to
change materially /
significantly. This can

No Reason why “No”
√
Services are an
extension of current
contracts
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2

New service model /
Creation of additional
patient choices

√

3

Current contracts are
due to expire or have
been terminated

√

be a significant increase
in capacity or a change
of service model.
If this is a completely
new service then some
form of market test
should be carried out in
line with Procurement
regulations and St
Helens CCGs SFI /
Standing Orders. This
would be in line with the
Procurement
requirements and
guidance detailed in
page 6 & 7 of this
Strategy.

If contracts are outside
of the negotiated
contract period and
extension, then in order
to evidence a
“transparent” and “fair”
approach some form of
market testing should
take place. This
reduces the risk of
challenge. The
outcome of this exercise
will inform the decisionmaking process
surrounding the need to
tender.

√

√

If the existing service
model is not changing
significantly and a
commissioner wants to
make minor changes in
relation to improving
patient choice,
improving performance
of changing activity,
then this could be done
through contractual
mechanisms that are in
place.
Once commissioning
intentions across the
CCG have been
determined and
procurement priorities
planned, the CCG
needs to assess and
prioritise the resources
available to undertake a
market test.
When taking a decision
to re-issue a contract
without some form of
market testing taking
place, a CCG must
seek procurement
advice, assess the risk
of this action and
ensure that it is
proportional within the
overall scope of its
commissioning
activities.

Procurement Models
Once a decision has been made that a formal tender process is appropriate, there are a
number of different models that the CCG can adopt depending on the characteristics of the

7

service to be procured. Further in-depth detail on the procurement models can be found in
the procurement policy, however, the models can be summarised as the following:






Any Qualified Provider – accreditation process for routine elective and
community services. There is no limit to the number of providers and no
guaranteed activity/finance for providers.
Competitive tendering – there are a number of versions of competitive tendering
outlined in the EU Directive, three of which are most applicable to Healthcare
Procurement:
o Open Tender - where a clearly defined specification and advertisement is
placed on the Contract Finder website. All interested parties must be invited
to tender provided they meet specific criteria
o Restricted Tender – where an advertisement is placed on the Contract Finder
website seeking expressions of interest. A pre-qualification process will take
place to determine a shortlist of bidders who will be invited to tender
o “Other” procedure – under the Light Touch Regime of the Public Contracts
Regulations 2015. This is where a Commissioner can devise a procedure to
best meet the requirements and complexity of the commissioned services
o Other methods such as the competitive dialogue procedure and the
negotiated procedure are available, however, not often used and can carry a
higher risk for a Commissioner
Non-competitive single tender
o Regulation 5(1) of the Procurement, Patient Choice and Competition
Regulations provides that a commissioner may award a contract without
publishing a contract notice where the commissioner is satisfied that the
services in question are capable of being provided only by that provider and
that they have undertaken a robust assessment of the situation.

When determining the most appropriate model, consideration will be given to the following:






Choice - Procurement, Patient Choice and Competition Regulations, Part 2 states
that Commissioners and Providers should promote patient choice, including –
where appropriate – choice of any qualified (previously willing) provider, and
ensure that patients have accurate and reliable information to exercise more
choice and control over their healthcare. Any procurement should consider how
meaningful choices can be provided. This could be through maintaining more than
one provider within the system and allowing patients to switch or requiring one
provider to offer greater choice of time and venue for treatment.
Competition – it is desirable to maintain a number of providers to encourage a
degree of competitive tension within the system. Where there is more than one
provider it can drive up quality and provides for a fall-back option in the event that
any one provider fails.
Consistency – clinical safety, equity of access and quality of outcomes need to
be ensured. The risks associated with a service and the level of management and
scrutiny required from the CCG may limit the number of potential or desirable
providers.
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5. MARKET MANAGEMENT
The CCG, as a market maker for healthcare services, is a recent one and has been outlined
in the NHS (Procurement, Patient Choice and Competition) regulations 2013. The CCG
aims to develop strategies that will help identify current weaknesses in healthcare provision
against its strategic aims. The response to this strategy may be to either:



Facilitate entry into the market by other providers to increase competition in order
to drive up quality;
Or require providers to cooperate in such a way as improves the provision of
healthcare locally within St Helens.

The CCG shall observe, in all of its market management activities, the principles and
requirements of the NHS St Helens CCG Managing Organisational Change Policy and
Procedure. This document in particular records the organisation’s commitment to providing
maximum employment security for (NHS) staff; including as provided for in the TUPE
Regulations.

6. CONTESTABILITY & COMPETITION
Healthcare procurement processes should be conducted in line with a number of key
publications and principles, as follows:
The Public Contracts Regulations 2015
In 2015 new Public Contract Regulations were issued which included amendments to the
existing directives which are due to be incorporated into UK law in March 2015 although due
to the complexity surrounding Healthcare Services, they started to apply to that category
until April 2016. The key changes proposed for Health Services in the new Directive are:


Removal of the basic Part A / B distinction which results in an equal playing field
across all services, although there is an exception retained for ‘social and other
specific services’ (including health and education).



Introduction of €750,000 threshold above which the “Light Touch Regime” will
apply. This means a Commissioner can devise a procedure to best meet the
requirements and complexity of the commissioned services. The procedure must
set out at the beginning of the procurement process i.e. in the OJEU and
Contracts Finder notices; and the process must be adhered to in order to maintain
the principles of transparency and equal treatment. If the process is not adhered
to then this opens up a risk of challenge from potential providers.



Removal of the ‘other services’ category
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Reservation of contracts for Mutual’s or Social enterprises as long as the contract
in question does not exceed three years.



Introduction of ‘Innovation Partnership’ process that is to be used if need for an
innovative product, service or work that cannot be met by purchasing products,
services or works already available on the market. What is still unclear is the detail
about how to follow this process.



New ‘competitive procedure with negotiation’ to replace negotiated procedure



Amendment to competitive dialogue so it’s not limited to ‘particularly complex
contracts.



Shorter time limits generally permitted through new and existing procedures. Open
procedure is now 35 days for return of tenders and 15 days if Prior Information
Notice (PIN) is used. Restricted procedure is now 30 days for return of PreQualifying Questionnaire (PQQ), 30 days for return of tenders and 10 days if PIN
used. This will lead to greater use of PINs in procurement, replacing need for
further contract notices.



‘Teckal’ principles now included at Article 12 of the new Directive and provides
guidance on the law on whether a public authority can award a contract without a
tender process to another public authority.



80% defined as ‘essential part of activity’ threshold.



Includes ‘Hamburg waste’ principles on inter-authority co-operation and as such
as the arrangement seen in this case, was not excluded from the scope of the
procurement rules.



‘Pressetext’ principles also now included at Article 72 of the new Directive and
provides guidance as to what constitutes a ‘material change’ for it to be
considered a new agreement.



New statutory basis through a Directive dedicated to concessions which is a
contract ‘for the provision of works or services, the consideration for which
consists either solely in the right to exploit the relevant works / services or in that
right together with payment’. New financial threshold of €5,186,000 above which
concessions will need be advertised through OJEU. Concessions should not last
longer than necessary for concessionaire to recoup investment if longer than 5
years.



Permitted to include materially poor performance under previous public contracts
as an exclusion criterion at PQQ stage.



Shift from lowest price to lowest overall cost at award stage to Most Economically
Advantageous Tender (including full life-cycle cost) emphasised and promoted.
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May now factor social and / or environmental aspects into award criteria.



Measures to encourage SME participation in procurement exercises



Consider also the ‘European Single Procurement Document’ self-certification
system for qualifying into processes.



Move towards mandatory electronic procurement in less than 3 years References:
 Government – Transparency of Suppliers and Government to the Public
(2015):
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/
416421/Transparency_of_suppliers_and_government_to_the_public.pdf
 Crown Commercial Services - Procurement Policy Note – Increasing the
Transparency of Contract Information to the Public
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/
458554/Procurement_Policy_Note_13_15.pdf



The National Health Service (Procurement, Patient Choice and Competition)
Regulations 2013 (2013 No.257) – Section 75 of Health and Social Care Act 2012



The NHS (Clinical Commissioning Group) Regulation 2012 No. 1631, June 2012



Framework for Managing Choice, Cooperation and Collaboration, May 2008



Procurement guide for commissioners of NHS funded services, Gateway
14611(July 2010)



The Public Contracts Regulations 2006, SI 2006 No.5. Jan 2006



The Public Contracts Regulations 2015



Revised Principles and rules for cooperation and competition, Gateway 14611
(July 2010)



Principles and Rules for Cooperation and Competition, June 2010



Securing best value for NHS patients, August 2012



Procurement briefings for Clinical Commissioning Groups, September 2012



Procurement Guide for commissioners of NHS-funded services, July 2012



Health and Social Care Act 2012 EU Procurement Directives, implemented into
UK law by the Public Contracts Regulations 2006
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Clinical Commissioning Group, Standing Orders and Standing Financial
Instructions



Other legislation and guidance affecting procurement include:



Section 11 of the Health and Social Care Act, 2001 requires commissioners of
healthcare services to ensure patients and their representatives are involved in
and are consulted on planning of healthcare services



Section 242 of the National Health Service Act, 2006 provides that commissioners
of healthcare services have, in relation to health services for which they are
responsible, a legal duty to consult patients and the public – directly or through
representatives – on service planning, the development and consideration of
services changes and decisions that affect service operation.



The Social Value Act 2013 places requirements on commissioners to ensure that
they adhere to good practice in relation to procurement, do not engage in anticompetitive behaviour and promote the right of patients to make choices about
their healthcare.

Under this Act and for the first time, all public bodies in England and Wales are required to
consider how the services they commission and procure might improve the economic, social
and environmental well-being of the area. Commissioning and procuring for social value can
change the way in which taxpayers’ money is used so that the focus shifts to improving
people’s lives, opportunities, and the environment.
Recent consolidation of EU procurement framework also makes it clear that social
requirements can be fully embraced in procurement practice providing certain criteria are
met. These criteria are:





‘Social requirements should reflect policy adopted by the public body
Social requirements should be capable of being measured in terms of
performance
Social requirements drafted in the specification become part of the contract
Social requirements should be defined in ways that do not discriminate against
any bidders across the European Union’

The Government (2015) published a set of general transparency principles which means that
CCGs have to disclose contract and related information that may previously have been
withheld on grounds of commercial confidentiality. This new requirement requires procurers
to; ‘set out in advance of a contract award, the types of information to be disclosed to the
public, and then to publish that information in an accessible format’ (Crown Commercial
Service, 2015: 1). This new requirement requires procurers to set out in advance of a
contract award, the types of information to be disclosed to the public, and then to publish
that information in an accessible format. Organisations who are considered ‘in-scope’ have a
responsibility to discuss with new providers the information that has been redacted on
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contracts historically or withheld under FOIA and use this as the basis of discussions with
suppliers; this information includes:
‘contract price and incentivisation mechanisms
performance metrics and management of them
plans for management of underperformance and its financial impact
governance arrangements including through supply chains where significant
contract value rests with subcontractors

resource plans

service improvement plans;

continue to ensure this information is made available to, and is accessible by, the
public either by uploading the information into the ‘Transparency’ section of their
own websites on gov.uk

update the information as required during the life of the contract so it remains
current; and

ensure they do not over-redact contracts and that any redactions they do make
should be in line with these Transparency Principles.’
(Crown Commercial Service, 2015:1).





The implication of this recent new requirement coupled with the existing ones from the
Freedom of Information Act puts increasing pressure on CCGs to ensure that their
procurement processes are robust and will withstand external scrutiny. This legislation has
meant that disgruntled bidders can access significant information on the procurement
process that could be used to support a challenge.
National guidance does not introduce any general policy requirement that all NHS services
should be subject to competitive tendering. Instead, current policy is to create an NHS that is
much more responsive to patients and achieves better quality outcomes. With the aid of this
strategy and the procurement policy we will determine a process or route that is appropriate
and meets the needs of the CCG. This will be achieved by:






Contract management: when an existing contract is in place, in order secure
incremental changes/improvements to services or to address underperformance
as an alternative to procurement;
To open a service to Any Qualified Provider (AQP) and enable patients to choose
from these providers;
Competitive tendering to appoint a specific provider, a specified number of
providers or collaboration of providers; or
Appoint a specific provider or group of providers without competition (Single
Tender Action)

The means by which we would determine whether procurement is appropriate and, if so, the
method we would apply is set out subsequently in this document.
The CCG will ensure that potential providers are given clear guidance on the services that
they intend to procure and the procurement process and criteria that will be applied to select
the provider(s).
13

Throughout, it will demonstrate consistency with the overarching principles of public sector
procurement, described in further detail in Section 12 below: The NHS Principles are
outlined in the ‘Procurement guide for commissioners of NHS-funded services’ (July 2010)
and the ‘Framework for Managing Choice, Cooperation and Collaboration’ (May 2008). The
key principles of good procurement, as laid down by the Department of Health, are shown
below and will act as a touchstone for developing procurement practice.







Transparency – including the use of sufficient and appropriate advertising of
tenders, transparency in making decisions to tender or not to tender, and the
declaration and separation of conflicts of interest.
Proportionate – making procurement processes proportionate to the value,
complexity and risk of the services contracted, and critically not excluding potential
providers through overly bureaucratic or burdensome procedures.
Non-discrimination – ensuring consistency of procurement rules, transparency
on timescale and criteria for shortlist and award.
Equality of treatment – ensuring that all providers and sectors have equal
opportunity to compete where appropriate; that financial and due diligence checks
apply equally and are proportionate; and that pricing and payment regimes are
transparent and fair

Regardless of the size of any procurement, a fair and equitable process should be followed;
however, timescales for procurements and the documentation requirements will be amended
to fit the scale of the procurement.
The principles will be applied consistently, objectively and in a transparent manner to ensure
the procurement processes used are defensible under scrutiny and the outcome represents
best value for money, as well as being the best for patients and the wider population of St
Helens.
It is important to ensure that agreements with providers are set out clearly and accurately
with both the commissioner and the provider being clear about what is expected. In applying
this procurement strategy, the Procurement team at MLCSU and the project lead within the
CCG will:









Procure and contract in proportion to risk and in line with the clinical priorities and
wider health and well-being outcomes described in the CCG’s commissioning
strategy
Procure and contract in line with relevant Department of Health policies, such as
patient choice, competition principles and rules, Care Closer to Home and NICE
guidelines
Work with commissioning partners to ensure that procurement plans are
appropriately consistent
Develop a range of procurement techniques and make effective use of them
Have a working knowledge of all legal, competition and regulatory requirements
relevant to its role when tendering
Reflect NHS values through clear and accurate service specifications
14





Assess business cases according to financial viability, risk, sustainability and
alignment with commissioning strategies
Generate and agree open and fair contracts that provide value for money and are
enforceable, with agreed performance measures and intervention protocols
Ensure that contracts are over reasonable time periods, maximising any relevant
investment in the service.
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7. PROCUREMENT PRINCIPLES
The CCG will adopt the principles and approaches as detailed within section 12 Healthcare
Procurement Policy, NHS Midlands and Lancashire Commissioning Support Unit (MLCSU)
(Appendix 1).

8. MANAGING CONFLICTS OF INTERESTS
The involvement of clinicians in commissioning decisions could give rise to potential conflicts
of interest over time. Similarly, public and partnership engagement in the commissioning
agenda could also lead to conflicts of interest, when deciding to whom contracts should be
awarded.
The CCG requires that all potential conflicts of interest are requested and declared at any
Board or other committee meeting, where contractual or other decisions which would give
rise to a pecuniary interest are to be discussed.
It is recognised that the potential for conflicts of interest to arise exists:



Where clinicians are involved in commissioning decisions
Because of public and partnership engagement in the commissioning agenda

This list is not exhaustive; but reflects the scope for the decision-making process, around the
award of contracts, to be compromised. This question is addressed more fully in Appendix 1
(sect 18) and the CCG’s commitment to the MLCSU Procurement Policy provides assurance
that our approach will be rigorous and comprehensive. The key features of our approach,
reflecting that of MLCSU, are:








The active seeking, declaration and recording of all potential or actual conflicts, at
the earliest practicable stage in each procurement process
The exclusion from the decision-making process, for any particular contract, of
any person for whom there is an apparent conflict of interest
Declarations of potential or actual conflict must include any involvement (including
relevant employment, ownership, shareholding, or the potential for any material
gain) of the person in question and/or any close relative
Subject to due consideration of the prevailing circumstances, the exclusion of the
person making the declaration from the associated decision-making
The application and observance of our Standing Orders and Standing Financial
Instructions
The treatment of all stages of the process as commercially sensitive and
confidential (except where disclosure of pertinent information is required by
statute).
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9.

CONFIDENTIALITY

All procurement, and especially tender, activity must comply with our Standing Orders and
Standing Financial Instructions (SFIs). To protect the integrity of the process, all stages of
the process should be treated as commercially sensitive and confidential, unless we are
required by statute to disclose pertinent information.

10. DISPUTE RESOLUTION
Where issues and disputes arise with providers, most cases will be resolved informally,
without recourse to a formal process. If, however the dispute cannot be resolved informally
the MLCSU and the CCG will utilise the Dispute Resolution process outlined in the MLCSU
Procurement Policy / CCG Service Level Agreement.

11. EQUALITY AND DIVERSITY
The CCG will adopt the principals and approaches as detailed within section 13 of the
MLCSU Procurement Policy (Appendix 1).

12. PATIENT AND PUBLIC INVOLVEMENT/CONSULTATION
Under the parameters of the SLA with the MLCSU, the MLCSU will support NHS St Helens
CCG to engage and consult with their registered populations on the procurement plan
including procurement decisions that may result in changes to clinical services, for example
the introduction of community based clinical services utilising the ‘Any Qualified Provider’
procurement model.
Effective consultation is a key part of the procurement process and can provide the greatest
threat of challenge if not undertaken carefully and in line with established local and national
guidance.
CCGs have a duty to involve and consult with patients and the public on:




The planning of the provision of services
The development and consideration of proposals for change in the way those
services are provided
Decisions to be made affecting the operation of those services.

There will be times when formal consultation will be required, and the process needs to
comply with the statutory requirements, as judicial review can be sought if the process is
flawed. It is essential that the strategy for, and nature of, consultation is considered and
understood for all future procurement projects that are likely to change the landscape of
service provision.
17

The CCG will also work in a collaborative manner with the St Helens Overview & Scrutiny
Committee.
The CCG recognises that in certain procurements, benefits may be available, by way of
improved quality and/or reduced cost, from the use of collaborative purchasing
arrangements which take account of such factors as scale, pathway interdependencies, and
other relevant considerations. In all such circumstances the CCG will actively consider and
participate in collaborations with partners agencies (such as neighbouring CCGs) through
the use of suitable governance mechanisms (such as the Mid Mersey CCG Network or the
Merseyside CCG Network).
Where the CCG’s planning processes and/or service reviews may lead to significant
changes to existing contracting arrangement with Providers, due notice of any such changes
(in particular of the likely/intended cessation/reduction of existing arrangements) will be
given by means of the annual Commissioning Intentions process.

13. RISK MANAGEMENT
All procurement exercises undertaken by the CCG shall have full regard to any associated
risks which may be posed to the interests of Partner agencies, Contractors, Providers,
Tendering bodies/companies, and other organisations which may be directly affected.
Procurement risks, including the potential failure to deliver the necessary Financial Targets,
or obtain the necessary items required to maintain service delivery, will be included in the
Risk Register and managed accordingly.
St Helens CCG will aim to secure high quality services, through robust contract negotiations
and procurement systems, which minimise exposure to risk and align with the CCG’s
commissioning principles.
By putting in place robust procurement and contracting processes, St Helens CCG can
specify clear quality standards linked to expected outcomes and can facilitate sound working
relationships with providers. These will offer protection to service users and mitigate the risk
of poor performance and provider failure. These will also include clear governance
arrangements for the tender process, reflecting the type, length, risk and value of the
contract.
St Helens CCG will need to ensure that there is concerted clinical and managerial effort to
minimise the risks of poor performance and performer failure.
Our long-term aim is to ensure that all provider performance risks and competition dispute
risks are identified and quantified; and that controls and assurances are in place to address
the impact of the risks on the performance and plans of the CCG.
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PROCUREMENT POLICY
1. EXECUTIVE SUMMARY
This document sets out the Clinical Commissioning Group (CCG) procurement policy for primarily
health and social care services of the Public Contracts Regulations 2015. It is designed to ensure
that through the utilisation of best practice procurement processes we are able to: (i) demonstrate
value for all expenditure of public money and (ii) adherence to relevant legislation governing the
award of contracts by public bodies, including the Public Contracts Regulations 2015 NHS
(Procurement, Patient Choice and Competition) (No2) Regulations 2013. implemented under section
75 of the Health and Social Care Act 2013, and (iii) comply with our own Standing Financial
Instructions/Standing Financial Orders (SFI’s/SFO’s) as enshrined in St Helens CCG constitution.
The consultation document dated 20 May 2013 issued by Monitor (now part of NHS Improvement)
“Substantive guidance on the Procurement, Patient Choice and Competition Regulations” is the
cornerstone of this policy document.
The aims of the policy, therefore, are to promote:





Choice: commissioners should provide choice;
Competition: maintain a number of providers to encourage a degree of competition within the
health system to continuously improve quality and innovation; and with a view to increasing
quality of services
Consistency: clinical safety, equity of access and quality of outcomes need to be ensured

Our vision is for the people of our community to live longer, healthier, happier lives and to
commission the best possible services to support our population and best meet their needs with the
resources available to us.
Our challenge is to deliver quality and value for money by obtaining the maximum benefit over time,
with the resources we have available.
Throughout 2018-19 and beyond we will continue to work to embed and develop best practice,
building on experience and lessons learnt. We will continue to review the services we need to
commission. We will identify opportunities to improve efficiency, extend choice and access, improve
the quality of outcomes, and enhance patient experience.
This procurement policy will help support our approach, setting out the principles and rules with
which we will comply and the methods by which we will deliver. The policy clearly outlines how and
when it is appropriate to seek to introduce competition or to apply other commissioning levers,
including working with our partners, to achieve the most beneficial and cost-effective models of
delivery. It draws on procurement guidance issued to commissioners and builds upon this with
support from briefings produced by NHS England.
This document:
 provides a useful tool for our staff to use to guide them in making robust decisions in relation to
commissioning services; and
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gives providers an insight into our plans for commissioning and a detailed understanding of the
principles and processes by which we will commission.

2. PURPOSE
The July 2010 White Paper “Equity and Excellence: Liberating the NHS” set out the proposed
direction for the NHS:




Giving patients greater choice and control, equipping them to make decisions through the
provision of a greater range of data;
Focusing on clinical outcomes rather than targets, building on Lord Darzi’s review and
particularly its focus on quality; and
Empowering clinicians and other healthcare professionals to use their judgment and to innovate.

To achieve this, we will:
 Manage the provider ‘market’ and effectively commission services from a variety of providers
without compromising quality outcomes;
 Ensure strong clinical insight and engagement;
 Apply robust contracts to assure the delivery of service;
 Produce good quality information to support transparent decision-making;
 Make the public aware of their right to make choices in relation to their own health; and
 Implement a robust procurement process that follows both legislative and good practice
requirements.

3. NATIONAL CONTEXT
This procurement policy is intended to provide a framework for delivery within the context of relevant
national, regional and local guidelines and strategies, including but not limited to:
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The National Health Service (Procurement, Patient Choice and Competition) Regulations 2013
(2013 No.257) – Section 75 of Health and Social Care Act 2012
The NHS (Clinical Commissioning Group) Regulation 2012 No. 1631, June 2012
Framework for Managing Choice, Cooperation and Collaboration, May 2008
The Public Contracts Regulations 2015 see link below:
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/409543/GUIDANC
E_ON_THE_NEW_LIGHT_TOUCH_REGIME_FOR_HEALTH_SOCIAL_EDUCATION_AND_CE
RTAIN_OTHER_SERVICE_CONTRACTS.pdf
Securing best value for NHS patients, August 2012
Procurement briefings for Clinical Commissioning Groups, September 2012
Health and Social Care Act 2012 Clinical Commissioning Group, Standing Orders and Standing
Financial Instructions
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Other legislation and guidance affecting procurement include:














Section 11 of the Health and Social Care Act, 2001 requires commissioners of healthcare
services to ensure patients and their representatives are involved in and are consulted on
planning of healthcare services
Section 242 of the National Health Service Act, 2006 provides that commissioners of healthcare
services have, in relation to health services for which they are responsible, a legal duty to
consult patients and the public – directly or through representatives – on service planning, the
development and consideration of services changes and decisions that affect service operation.
Throughout, it will demonstrate consistency with the overarching principles of public sector
procurement, described in further detail in Section 13: The key principles of good procurement,
as laid down by the EU through the implementation of the Public Contract Regulations 2006 and
the NHS 2013 regulations, are shown below and will act as a touchstone for developing
procurement practice.
Transparency – involving the use of sufficient and appropriate advertising of tenders,
transparency in making decisions to tender or not to tender, clarity in all communications of
procurement processes and the declaration and separation of conflicts of interest.
Fairness – treating every provider and potential provider fairly
Proportionality – making procurement processes proportionate to the value, complexity and
risk of the services contracted, and critically not excluding potential providers through overly
bureaucratic or burdensome procedures.
Non-discrimination – Not discriminating against providers/potential providers in any way
without objective and transparent justification.
Equality of treatment – ensuring that all providers and sectors have equal opportunity to
compete where appropriate; that financial and due diligence checks apply equally and are
proportionate National guidance does not introduce any general policy requirement that any or
all NHS services should be subject to competitive tendering. Instead, current policy is to create
an NHS that is much more responsive to patients and achieves better quality outcomes. With the
aid of this policy we will determine that procurement is the appropriate means by which we will
achieve this.

The main procurement routes are:
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Effective contract management: when an existing contract is in place, in order to secure
incremental changes/improvements to services or to address underperformance within the
originally awarded terms of the contract;
Consider the use of Any Qualified Provider (AQP) and enable patients to choose from these
providers;
Competitive tendering to appoint a specific provider, a specified number of providers or
collaboration of providers; or
Appoint a specific provider without putting that service out to open competition (Single Tender
Action)
The means by which we would determine whether procurement is appropriate and, if so, the
method we would apply is set out subsequently in this document.
We are mindful that the EU Commission has published proposals to revise the existing EU
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procurement rules and any changes when implemented in the UK will require a review of this
policy and procedure document to ensure continued compliance.

4. LOCAL CONTEXT
4.1 What we will commission
Our role is to secure health services to meet the needs of our patients within the resources
available to us.
4.2 Guiding principles
 We will commission services from providers who are best placed to meet the needs of our
patients and population, whilst offering the highest quality outcomes and best value for money.
 Our commissioning and procurement will be transparent, fair, proportionate and nondiscriminatory, treating all providers equally.
 We will adhere to best practice in relation to procurement.
 We will not engage in anti-competitive behaviour.
 We will promote the rights of patients to make choices about their healthcare.
 Transparency – publication of contracts
The CCG should ensure that details of all contracts, including the value of the contracts, are
published on their website as soon as contracts are agreed. Where the CCG decides to
commission services through AQP, they should publish on their website the type of services they
are commissioning and the agreed price for each service.
The CCG should ensure that such details are also set out in their annual report. Where services
are commissioned through an AQP approach, they should ensure that there is information publicly
available about those providers who qualify to provide the service:





We will identify and manage potential conflicts of interest appropriately to protect the integrity of
the NHS commissioning system.
Integrated provision of services, wherever possible
Improved care pathways
Improved co-ordination

4.3 Procurement Support
It is essential to have the appropriate organisational structure, capacity, training and infrastructure
in place to complement the procurement policy.
We will ensure that our procurement resource will:
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lead specific health service procurement projects
source and coordinate specialist procurement support and advice as required, working closely
with our Commissioning Support Unit colleagues
be responsible for developing, and publishing in a timely manner, robust documentation to
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support procurement
develop procurement project plans, assess procurement options and organise market
management activities
develop in conjunction with commissioning leads evaluation criteria that help deliver choice, the
best quality, value for money and sustainable services
provide advice and support to colleagues to ensure that procurement and commissioning
decisions aid planning and delivery and comply with legislation and guidance
ensure that all activities are carried out in a timely and effective manner to ensure compliance
with relevant legislation and guidance and support the achievement of our targets and plans
lead and/or participate in collaborative procurement activities with other key commissioning
partners across health and social care sectors
Interpret and respond to new guidance and policy directives to implement and embed agreed
changes to our procurement and contracting arrangements, maintaining compliance and
achieving best practice
Maintain a database of all commercial contracts
Manage the review process for all commercial contracts, ensuring that reviews/re-procurement is
effected within the required timescales

5. HEALTHCARE MARKET ANALYSIS
We will undertake analysis of our local healthcare market as and when appropriate to understand
its strengths, weaknesses, opportunities and challenges in helping to determine our priorities and
approach, which will form the basis of any commissioning decision the markets shall be assessed
on the basis of five criteria:
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Choice: defined by the number of providers currently available in the market;
Quality: defined by business intelligence (benchmarking, outcomes, performance) etc.;
Provider concentration: defined as current provider market share by locality, ward, etc.;
Switching: defined as the potential for patients to choose an alternative provider; and
Levers: clinical rules and regulations, contractual requirements, training standards, provision of
information to patients.
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6. ACTION TO BE TAKEN BY CCG IN RESPONSE TO QUERIES RAISED BY PROVIDERS
Q1. How does the CCG respond to provider questions regarding existing services or
proposed new initiatives?

Steps to follow
Any outstanding issues should be
reviewed at the monthly programme
board

The CCG should review each
question individually and issue a
response within 14 days

The provider may refer their question to NHSI if they
are unhappy with the CCG response. In such cases
NHSI are likely to investigate the matter with the
CCG to satisfy them as to the action taken by the
CCG.

Q2. Provider approaches CCG contesting existing arrangements?

Steps to follow
CCG reviews the provider query and will determine the
current contractual position. Identify the scope of
service provision, contract expiry date and if any
extension option is available.

If the procurement was an AQP, can the
“window” be re-opened to enable a
further accreditation opportunity for
providers.

Response provided by CCG to the
provider (in accordance with CCG
policy)

Q3. Provider approaches CCG proposing a new service initiative

Steps to follow

CCG must consider its current service offering to
determine if this proposal warrants further
investigation.

The CCG will have set out its service offering
and prioritised planned review of activity for the
current financial year and subsequent year.
Review and respond (in accordance with CCG
policy).

Response provided by CCG to
provider (in accordance with CCG
policy)

The CCG list of contract activity should identify the service provision
tender route and expiry date. AQP allows for the “re-opening” of a
window, normally six months after the start of the service.
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7. OPTION APPRAISAL – SERVICE IMPROVEMENT THROUGH CONTRACT MANAGEMENT
OR PROCUREMENT OF A NEW SERVICE
The NHS (Procurement, Patient Choice and Competition) (No.2) Regulations 2013 (the 2013
Regulations), brought into force from 1 April 2013 pursuant to S75 of the Health and Social Care
Act 2012 replaces the existing administrative rules governing the procurement of NHS funded
services. Monitor (now NHSI) has issued substantive guidance on the 2013 Regulations on 20 May
2013 (which is currently subject to consultation).
Regulation 2 of the 2013 Regulations requires commissioners to act with a view to achieving the
following objectives when procuring NHS healthcare services:




securing the needs of healthcare service users;
improving the quality of services; and
improving the efficiency with which the services are provided

Regulation 3(4) of the Procurement 2013 Regulations requires commissioners to consider
appropriate ways of making such improvements, including (i) consideration of services being
provided in a more integrated way, taking a holistic view of the needs of healthcare users, including
their needs for related services, (ii) enabling providers to compete to provide the services and (iii)
allowing patients a choice of providers.
We will utilise contract management where an existing contract is in place in order to secure
incremental improvements/changes to existing services, or to address underperformance in
accordance with the terms originally awarded. However, where any planned change will extend the
scope of an existing contract considerably, either to encompass services not otherwise
commissioned within the existing agreement, this may constitute a material change which may be
considered to have created a new contract award and therefore procurement options should be
considered as part of that decision-making process.
In all cases, we will use our established and already tried and tested options appraisal and
workstream appraisal toolkits, drawing on expert support and advice from our Commissioning
Support Unit provider and/or legal services provider as appropriate and necessary, to help ensure
that we proceed in a manner that is consistent with best practice and legislation in our
commissioning decisions.
We may utilise pilots, (as deemed appropriate) to ensure specification accuracy. However, these
occasions will be rare and will be subject to the same procurement principles as set out below.
We will consider utilising the Any Qualified Provider route when seeking to extend the current offer
of choice and access for elective care, whilst also endeavouring to address quality and price
issues.
The operational guidance on the application of Any Qualified Provider (AQP) was issued in July
2011. The Contract Finder website has been upgraded to provide information about AQP for
patients, commissioners, NHS staff and current providers. The website also provides AQP
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implementation packs for the eight priority areas originally established by DH. The use of AQP is
also included in Section 7 of the 2013 Regulations.

8. PROCUREMENT PROCESS
Procurement is the act of commissioning services covering both existing providers and new
providers. The process commences from the identification of need, to the decision about whether
to address the need through contract renegotiation or procurement then through to the conclusion
of a services contract and on-going contract management. The development and management of
provider markets to ensure capacity and capability is an essential part of this process.
Our aim is to improve the quality, accessibility and value for money of services available to patients
through a process of service review engagement, best practice procurement, robust contracting,
including the development and monitoring of key performance indicators (KPIs) and provider
development activity. We will work to develop provider markets as well as working with existing
providers to improve service quality. The interests of our patients are and will remain fundamental
to our decision-making regarding the commissioning of health services.

9. WHEN TO PROCURE
As a public healthcare body, we are subject to the public procurement legislation set out above.
The following thresholds apply when determining the most appropriate and compliant method of
procuring the relevant subject matter of the contract. The thresholds quoted apply from 1st January
2018 through to 31 December 2019 and are reviewed every 2 years:
Public Contracts Regulations 2015 (PCR 2015)
Supplies
Central Government bodies

Other contracting authorities

£118,133

£181,302

Services

Works

£118,133

£4,551,413

£181,302

£4,551,413

Healthcare Services
The threshold under the Light Touch Regine for Healthcare Services procured under PCR 2015 is
€750,000. However, the European Commission has confirmed from 1 January 2018 that the new
sterling threshold shall be £615,278.
For the avoidance of doubt the threshold figure applies upon the basis of the value of the
contract over its life (and not on a per annum basis)
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10. PROCUREMENT OPTIONS
NHS Midlands and Lancashire CSU (MLCSU) will employ a process to determine the most
appropriate route for securing services for our patients. This is colloquially referred to as the
“Tender or No Tender decision” (see schematic on next page).
In consultation with MLCSU Procurement team, the service requirement will be reviewed using the
schematic on the following page to determine the most appropriate action.
Our decision will, moreover, be further informed by advice from our Commissioning Support Unit
colleagues, before formal approval to proceed is sought within our organisation in accordance with
the Scheme of Reservation and Delegation as incorporated in our SFI’s and SFO’s.
Each business case that we develop to accompany any service redesign or new service
development proposal will include an appraisal of the procurement options and the recommended
route based upon utilisation of the tool below, an understanding of the current provider market,
internal expertise and external advice and support. So far as a business case is approved by the
respective CCG committee, in accordance with our SFI’s and SFO’s, the procurement route would
be approved simultaneously. For business cases that require approval by our Governing Body,
approval of the procurement decision will be made there.
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10.1 Contract Management
Where a contract for services already exists, we will consider utilising variation and/or change
processes, for example through payment mechanisms, performance monitoring and/or dispute
mechanisms to achieve our objectives. Only after exhausting the contractual mechanisms
available to us will we consider the option to let the contract expire or if appropriate terminate the
contract and consider the procurement option to award an alternative service provider for that
service. We will not utilise this approach when the degree of change intended is so material that it
amounts to a new contract, where, for example:





other providers would have been interested in bidding to provide the service if the change
had been part of the specification when originally procured;
another provider would have been awarded the contract if the change had been included in
the original specification;
the change involves genuinely new services not within the scope of the original specification
within the contract; or
the contract value or term would change significantly

We will always take appropriate advice before following this route.
Where contract management is not available, has failed or is inappropriate, or where an existing
contract is due to expire, we will utilise the most appropriate procurement route available to us.
10.2 Any Qualified Provider (AQP)
Under AQP, we will define the quality standards and requirements to be met, set the price and
utilise the NHS Standard Contract. Any provider able to meet our quality standards and
requirements and is able to deliver the service under these terms will be appointed. Under the
terms of this arrangement, we will offer providers no guarantees of activity, with patients choosing
which provider they wish to be referred to.
To help inform a decision to proceed along an AQP route, we will consider whether choice is
appropriate, e.g. it is more likely suitable for planned rather than emergency services, whether
there is a market able to offer a range of providers, the service needs to be able to sustain choice
safely, there may already be significant competition and choice?
The process that we will follow is summarised below:
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Following the award of an AQP accreditation/appointment to the relevant list, there is the
opportunity to re-open “windows” during the contract period. This allows for new or un-successful
providers to gain approval to provide the service in accordance with the evaluation criteria.
Consideration of the suitability of the specification and the criteria will be undertaken at least every
six (6) months after the AQP list is set up.
10.3 Competitive tendering
With the scale of change described in our commissioning plan, we anticipate an increasing number
of services will be subject to competitive tendering in order to comply with the requirements of
transparency, openness, equitability and obtaining (and proving) value for money.
With any procurement the following procedures under the Public Contract Regulations 2015 may
be utilised. There are three that are most applicable to Healthcare Procurement, which are:


Open – a clearly defined specification and contract and will be advertised on OJEU and
Contracts Finder inviting tenders. All interested parties must be invited to tender. Through
this process there the opportunity to compete on price and increase quality and choose the
best bid(s), according to our pre-determined award/evaluation criteria.



Restricted – a clearly defined specification and contract and will be advertised on OJEU and
Contracts Finder seeking expressions of interest. A selection process (formerly known as
Pre-Qualification) will take place to determine a shortlist of bidders who will be invited to
tender, who will be assessed against a set of agreed selection criteria. There will be no
scope to negotiate with tenderers, so our specification, service, price, quality, evaluation and
weighting criteria will be set out when we advertise and subsequently invite shortlisted
bidders to tender against agreed award criteria.
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“Other Procedure” under the Light Touch Regime - a Commissioner can devise a
procedure to best meet the requirements and complexity of the commissioned services. The
procedure must set out at the beginning of the procurement process i.e. in the OJEU and
Contracts Finder notices; and the process must be adhered to in order to maintain the
principles of transparency and equal treatment.

There are further procedures that are open to Commissioners. Whilst it is permissible to use these
procedures, it is unlikely they would be utilised when procuring healthcare services:


Negotiated – only permitted in very limited circumstances but permits a degree of
negotiation with bidders around the solution sought. This is two-staged process which starts
with a selection process similar to the Restricted procedure.



Competitive Dialogue – only permitted to be used in the case of particularly complex
contracts; offers the opportunity to engage in dialogue with providers. We will advertise on
Contract Finder seeking expressions of interest. A shortlist will be drawn up of parties to be
invited to participate in dialogue. Once the dialogue is concluded, the remaining bidders will
be invited to submit a final tender.



Competitive procedure with negotiation – a hybrid of the two procedures listed above.



Innovation partnership – this is a new procedure under PCR 2015. The Contracting Authority
would need to identify the need for an innovative product, service or works that cannot be
met by purchasing products, services or works already available on the market. They would
then work with tenderers to undertake research and development of the products or services.
For healthcare procurement, it is more applicable to user “Other Procedure” than this one.

10.4 Non-competitive contract award (single tender)/ Award of a new contract without a
competition
Regulation 5(1) of the 2013 Regulations provides that a commissioner may award a contract
without publishing a contract notice where the commissioner is satisfied that the services in
question are capable of being provided only by that provider.
There may be a range of circumstances where there is only one provider that is capable of
providing NHS healthcare services being procured by the commissioner. This may be the case,
for example, where the commissioner concludes that:


there is only one provider that has (or is able to develop) the necessary infrastructure and/or
capacity to provide the services in question, such as, for instance, where there is only one
provider capable of supplying accident and emergency services in a particular area or where
there is only one provider capable of providing specialised services;



it is necessary for services to be co-located in order to ensure patient safety as a result of
clinical interdependencies between the services in question and there is only one provider
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that is able to provide all of the services (or that could develop the capacity to do so). The
commissioner should consider before arriving at this conclusion whether it would be possible
for some services to be provided by different providers from the same location; and


there is only one provider that can meet an immediate interim clinical need. Such a need is
only likely to arise in exceptional circumstances, e.g. on clinical safety grounds such as
where services have been suspended following regulatory intervention or in response to a
major incident and on a very short-term basis.

When we determine through market analysis and engagement with providers that the service(s)
are capable of being provided only by one particular provider, or there is urgent clinical need, we
may proceed with a single tender action. In this circumstance the contract would be awarded to a
single provider, or limited group of providers, without competition.
We will only consider this approach in the most exceptional of circumstances and, given the
inherent risk of challenge, will record the rational for this decision and all evidence upon which the
decision is made, and if to address an urgent clinical need, will regard this as an interim, short term
measure until such time as we are able to undertake a relevant competitive process.
We will, where circumstances permit, advertise a contract award notice (if considered appropriate)
in the same way as for any other competitive process, to both demonstrate transparency and
equality and determine that there is genuinely only one capable provider.
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10.5 Examples of timetables for AQP and tender process activities are shown on Page 18
and 21 respectively
AQP timetable of activity
Task
Section
No.
1. Pre-Procurement

1.1

Request for Procurement Received

1.2

Strategy Drafted

1.3

Procurement Timetable drafted

1.4

2.2

Strategy Sent for approval
Finalise Project Team including appointing evaluation
panel
Strategy Approved & Signed off
Procurement to work with commissioner to develop the
3 local questions for the AQP offer
Questions to be approved by Project Team

2.3

Procurement to book AQP offer slot

2.4

Place AQP offer on Contract Finder

1.5
1.6
2. AQP Preparation

3. AQP Offer & Provider
Selection

Milestones / Tasks

2.1

3.1
3.2
3.3
3.4
3.5
3.6

Indicative number of days
Upload AQP documentation on Contract Finder - tender
period 20 days
Expressions of interest sought from bidders
Clarification questions on AQP documentation sought
from bidders
Procurement to submit final answers to bidders
clarification questions
Deadline for AQP submissions

3.8

Contract Finder Training for Evaluation Panel
Following closing date of the AQP offer, DH to undertake
documentation compliance checks
Evaluation of AQP bid submissions

3.9

Evaluation Moderation Meeting

3.10

Bidders invited to Interviews (where applicable)

3.11

Interviews (where applicable)

3.12

Draft Award Report

3.13

Award report approved by Project Team

3.14

Award Recommendation

3.15

Award recommendation approved at Board

3.7

Indicative number of days

c

No. of WDs

26-40

27-30
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Section

Task
No.

4. Contract Award

4.1

Send out successful and unsuccessful letters

4.2

Standstill Period (Alcatel)

4.3

Debrief Period

4.4

Award Date

4.5

Contract Completion and Signing

4.6

Sign contract

4.7

Contract Mobilisation

4.8

Contract start date

5. Post Contract
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5.1

Milestones / Tasks

No. of WDs

Indicative number of days

7-10

Total indicative days for the project

60-80

Contract Monitoring

Ongoing
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Tender timetable of activity
Section

Task No.

1. Pre-Procurement

1.1
1.2
1.3
1.4

2. Tender Selection and Preparation

1.5
1.6
2.1
2.2
2.3
2.4
2.5
2.6

3. Pre-Qualification Questionnaire

Milestones / Tasks
Request for Procurement Received
Strategy Drafted
Procurement Timetable drafted
Strategy and timetable sent for CCG
approval
Finalise Project Team
Strategy Approved & Signed off
PQQ documentation to be drafted
PQQ to be approved by Project Team
ITT to be drafted
ITT to be approved by Project Team
Select publications/websites for
advertisement
Draft advert/s prepared and approved
by CCG

2.7

Place adverts on websites OJEU and S2H

3.1

Upload PQQ documentation on Delta
eSourcing - PQQ period 20 days

3.2

Expressions of interest sought from
bidders

3.3

Clarification questions on PQQ sought
from bidders
Procurement to submit final answers to
bidders clarification questions

3.4
3.5

Deadline for PQQ returns

3.6

Evaluation of Pre-Qualification
Questionnaires

3.7

Tender List Approval
Indicative number of days
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Section

Task No.

4. Invitation to Tender and Provider
Selection

4.1

Milestones / Tasks

No. of WDs

ITT Issued - tender period 28 days
4.2

ITT with bidders

4.3

Bidders window to ask clarification
questions

4.4

Procurement to submit final answers to
bidders clarification questions

4.5

ITT Return & Open

4.6

ITT Assessment

4.7

Evaluation Moderation Meeting

4.8

Bidders invited to Interviews

4.9

Interviews (if required)

4.10

Draft Award Report

4.1

5. Contract Award

4.12

Award Recommendation

4.1

Award recommendation approved at
Board
Send out successful and unsuccessful
letters

5.1
5.2
5.3

6. Post Contract

c

Award report approved by Project Team

Standstill Period (Alcatel)

5.4

Debrief Period
Award Date

5.5

Contract completion Signing

5.6

Sign contract

5.7

Contract Mobilisation

5.8

Contract start date

6.1

Indicative number of days

44- 81 days

Total indicative days for the project

71-124 days

Contract Monitoring

on-going
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11. WAIVERS
In circumstances where competition for services may be waived in cases where there is genuine
urgency, or where only one provider can provide the service for technical reasons or special
exclusive rights, we will follow the Single Tender Waiver procedures set out in our Standing Orders
and Standing Financial Instructions.
We will not waive competitive procurement procedures for services to avoid competition or for
administrative convenience.
When it is decided that competitive procurement should be waived, the fact of the waiver and
rationale for the decision will be properly documented and recorded to ensure transparency and
accountability and will be reported to the next scheduled meeting of the appropriate Committee.

12. FRAMEWORK AGREEMENTS
We will consider using pre-procured framework agreements where relevant and we will comply at
all times with the terms of engagement set out in any framework agreement at the relevant time.
For details of existing framework agreements we will refer to the online resource:
http://gps.cabinetoffice.gov.uk

13. PROCUREMENT PRINCIPLES
In carrying out our commissioning role, we will abide by the following principles:


Transparency – the requirement of transparency is a fundamental element of our
accountability. We will be transparent in the following ways:

 Stating commissioning strategies and intentions: We will publish our short to medium term
commissioning intentions on our website and will also provide a link to them via Contract
Finder. This will indicate those services which are expected to go through a competitive
procurement process and which will likely to be delivered via Single Tender Actions;
 We will publish any strategies that indicate our commissioning intentions;
 Stating the outcome of service reviews and whether a competitive tender is to be used: We
will state the outcome of service reviews and how we intend to secure the service going
forward and whether a competitive tender is to be used and the method, e.g. Any Qualified
Provider, Single Tender Action or competitive tendering;
 Where appropriate we will publish upcoming tenders, and other such information, such as
Prior Information Notices (PIN) prior to any formal process;
 Advertisement of Procurement and notification of Contract Award: We will notify all awards
of new competitively tendered contracts with a lifetime value of over £615,278 on Contracts
Finder and/or OJEU for contract over the published thresholds (as amended from time to
time);
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 Once procurement has resulted in the award of new contract(s), we will provide feedback to
any unsuccessful bidders and allow a standstill period between notifying the contract award
decision and executing the contract; and
 Transparency of documentation and process/decisions: We will ensure accountability by
creating a clear and transparent auditable documentation trail, regarding key decisions and
the rationale for how they were made, e.g. competitive/non-competitive procurement.


Proportionality:

 our actions and processes will be as simple as possible proportionate to the value,
complexity, risks and benefits to patients and the services provided;
 the contractual framework will be appropriate and proportionate to the services being
commissioned, e.g. the contract duration will be proportionate to the scale of investment
required of the provider and the degree of risk transfer involved; and
 the criteria will not be disproportionately demanding, e.g. to the value of the contract or
level of clinical risk associated with the services. In addition, we will seek to avoid providers
incurring wasted costs due to significant delays or material scope changes.


Non-discriminatory:

 we will ensure that the commissioning and procurement process is non-discriminatory and
transparent at all times, neither including nor favouring nor excluding any particular
provider. This includes all documentation and particularly the identification of criteria and
weightings that will be used as part of any evaluation process; and
 we will make available all appropriate information in good time to enable potential providers
to properly assess whether they wish to express an interest in providing the relevant
services.


Equality of treatment:

 we will clearly identify those services which will be put out for competition;
 we will ensure that the procurement process does not give an advantage to any market
sector;
 we will treat all providers (NHS and non-NHS) equally, e.g. proportionate financial and
quality assurance checks will be applied to all types of providers and all providers will
operate under the same principles when being asked to respond to any tender specification
and pricing payment regimes.


Consistency:

 We will apply national and local principles and rules in relation to procurement consistently
across the CCG and over time.
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14. TIMESCALES
Stakeholder and provider engagement will be the cornerstone of all our procurement activities and
sufficient time will be built into our decision-making process to ensure that we approach this in a
fair, transparent and inclusive way to ensure that we have as clear and full a picture as is possible
in informing our commissioning decisions.
In all instances where a competitive procurement process is to be undertaken, moreover, we will
build into our process and timeline for delivery the seeking and receipt of procurement advice from
an external support expert agency, or the local authority and/or NHS England and, where required.
Sufficient time will be allowed to enable bidders to submit their tender in line with best practice
and/or regulations/guidance that exists for commissioners, and dependent upon the value and
complexity of the contract.
We will also include an appropriate and proportionate contract implementation period in our
procurement plans to allow sufficient time for the contractor to mobilise safely and effectively.

15. DEBRIEF
The CCG will make available de-briefing for un-successful bidders upon request and as deemed
appropriate.

16. STANDSTILL PROCEDURE
We will follow the provisions of section 87 of the Public Contract Regulations 2015 and voluntarily
implement a 10-day standstill period (known as Alcatel) between notification of a contract award
and the actual contract award.
Although the Procurement Regulations do not require a standstill period recent case law has
determined that in some cases, for high-value contracts or where there is likely to be cross-border
interest, all procurement processes should include a standstill period. We will therefore include a
standstill period in any procurement process between notifying participants of the outcome and
signing the contract with the successful provider(s).

17. CONTRACT
A signed contract shall be in place before services commence. The contract must contain contract
monitoring and performance management processes to ensure that contractual obligations are
met, and quality standards are met and improved. All contracts must follow DH model contracts
where available and appropriate in the circumstances.
Ordinarily we will not enter into contracts of more than three years’ duration (with an option to
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extend for a further twelve months) unless we considered that a longer contract would help
manage financial pressures, support innovation and building longer term relationships; in which
case we would seek approval from NHS England.
17.1 CONTRACT AWARD
Contract awards over £615,278 are required to be published on OJEU. If a competitive
procurement has taken place, the Contract Award Notice would be linked to the original contract
notice. If an award without competition has been made, a Voluntary Ex-Ante Transparency
(VEAT) notice should be published. In addition, in keeping with Cabinet Office rules for public
procurement, all public bodies, including NHS commissioners, are required to publish details of all
contracts awarded over £10,000 in Contracts Finder, including the name and address of the
provider, the scope of services, contract value and expiry date. This CCG will also aim to publish
details of all contracts awarded over £10,000.

18. CONFLICTS OF INTEREST
We recognise that conflicts of interest could arise during any procurement activity (preprocurement, during procurement and post-procurement).
We will aim to ensure that the safeguards set out in our CCG constitution are put in place to
identify and manage potential conflicts of interest when a provider or key personnel are also a
member of our organisation. Through this approach we assure ourselves and others that the
correct process has been followed and have a protocol for ensuring that conflicted individuals do
not participate in decision-making pertinent to any conflict wherever the same does or might arise.
All Conflicts of Interest will be declared, recorded and reported in accordance with our Conflict of
Interest Policy.
Where it has been deemed appropriate to procure services from GP practices, either direct or via
an AQP route, we will ensure that this is conducted in a transparent and fair way. Where services
are being procured from GPs then (i) the Code of Conduct: Managing conflicts of interest where
GP practices are potential providers of CCG commissioned services, NHS Commissioning Board
July 2012 (ii) and our obligations under Regulation 6 of the 2013 Regulations shall be adhered to
and the template provided by the Commissioning Board will be duly completed- see Appendix A.
The template included at Appendix A will be completed as part of the planning process for all
services that may potentially be provided by GP practices (either as a successful bidder in a
competitive procurement process, as one of several qualified providers through an AQP approach,
or via a non-competitive process from GP practices). The completed templates will be used to
provide assurance to the CCG Governing Body that proposed services meet local needs and
priorities and that robust processes have been followed in selecting the appropriate procurement
route and in addressing potential conflicts. It is intended that completed templates will be made
publicly available via the CCG website.
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Where any practice representative on a decision-making body has a material interest in a
procurement decision, those practice representatives will be excluded from the decision-making
process (but not discussion about the proposed decision). This includes where all practice
representatives have a material interest, for example where the CCG is considering commissioning
services on a single tender basis from all GP practices in the area. Rules relating to Quoracy in
these and other circumstances are set out in the CCG constitution.
Details of all contracts, including the value of the contracts, will be published on the CCG website
shortly after contracts are signed.
The NHS (Procurement, Patient Choice and Competition) Regulations 2013, which apply from April
2013, set out that commissioners must:


manage conflicts and potential conflicts of interests when awarding a contract by prohibiting
the award of a contract where the integrity of the award has been or appears to have been
affected by a conflict, and



keep appropriate records of how they have managed any conflicts in individual cases.

The safeguards needed by the CCG to manage conflicts of interest will vary to some degree
depending on the way in which a service is commissioned.
Competitive tender. Where we are commissioning a service through competitive tender (i.e.
seeking to identify the best provider or set of providers for a service), a conflict could arise where
GP practices or other providers in which CCG members have an interest are amongst those
bidding. Any organisation or individual participating in a competitive tender will need to complete a
declaration of conflict of interest template provided by the Commissioning Board – See Appendix C
Any Qualified Provider. Where we want patients to be able to choose from a range of possible
providers and is therefore commissioning a service through Any Qualified Provider, a conflict could
arise where one or more GP practices (or other providers in which CCG members have an
interest) are amongst the qualified providers from which patients can choose. In these
circumstances (and more generally), there are a number of options that we must consider in order
to demonstrate that GP practices have offered fully informed choice at the point of referral and for
auditing and publishing referral patterns. These will build on well-established procedures for
declaring interests when GPs or other clinicians make a referral.
Designing service requirements
It is good practice for the CCG to engage relevant providers, especially clinicians, in confirming the
design of service specifications. Such engagement, done transparently and fairly, is entirely legal
and not contrary to competition law. However, conflicts of interest can occur if a commissioner
engages selectively with only certain providers (be they incumbent or potential new providers) in
developing a service specification for a contract for which they may later bid. The same difficulty
could arise in developing a specification for a service that is to be commissioned using the ‘Any
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Qualified Provider’ route, i.e. where there is not a competitive procurement, but patients can
instead choose from any qualified provider that wishes to provide the service and can meet NHS
standards and prices.
CCG Commissioners should seek, as far as possible, to specify the outcomes that they wish to see
delivered through a new service, rather than the way in which these outcomes are to be achieved.
As well as supporting innovation, this helps prevent bias towards particular providers in the
specification of services.
Such engagement should follow the three main principles of procurement law, namely equal
treatment, non-discrimination and transparency. This includes ensuring that the same information
is given to all.
Engagement with potential providers should be used to:




frame the requirement;
focus on desired outcomes rather than specific solutions; and
consider a range of option for how a service is specified.

Other practical steps may include:







Advertise the fact that a service design/re-design exercise is taking place widely (e.g. on
Contracts Finder) and invite comments from any potential providers and other interested
parties (ensuring a record is kept of all interactions) – i.e. do not be selective in who works
on the service specifications unless it is clear conflicts will not occur.
As the service design develops, engage with a wide range of providers on an on-going
basis to seek comments on the proposed design, e.g. via the commissioner’s website or
workshops with interested parties.
If appropriate, engage the advice of an independent clinical adviser on the design of the
service.
When specifying the service, specify desired (clinical and other) outcomes instead of
specific inputs.

This CCG will ensure that they have systems for managing conflicts of interest on an on-going
basis, not only in developing commissioning proposals and in making commissioning decisions
but, for instance, in monitoring a contract that has been awarded to a provider in which an
individual has an interest.
Specific safeguards for managing conflicts of interests where GP practices are potential
providers
The most obvious area in which the CCG will need to manage conflicts of interest is where the
CCG commissions either healthcare services or commissioning support services from providers,
including GP practices, in which a member of the CCG has a financial or other interest.
General considerations
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The “code of conduct” template at Appendix B sets out the factors on which the CCG is advised to
assure themselves and their Audit Committee – and be ready to assure local communities, Health
and Well-being Boards and auditors – when commissioning services that may potentially be
provided by GP practices.
Setting out these factors in a consistent and transparent way as part of the planning process will
enable the CCG to seek and encourage scrutiny and enable local communities and Health and
Well-being Boards to raise questions if they have concerns about the approach being taken. The
CCG will make completed templates, or their equivalent, publicly available.
The first set of questions is intended to apply equally to:





services that the CCG is proposing to commission through competitive tender where GP
practices are likely to bid;
services that the CCG is proposing to commission through an Any Qualified Provider
(AQP) approach, where GP practices are likely to be among the qualified providers that
offer to provide the service; and
services that the CCG is proposing to commission through single tender from GP
practices.

These questions, most of which are also relevant when commissioning services from non-GP
providers, focus on demonstrating that the service meets local needs and priorities and has been
developed in an inclusive fashion, involving other health professionals and patients and the public
as appropriate. These are matters on which the local Health and Well-being Board will clearly wish
to take a view. The question on pricing applies to the AQP and single tender approaches.
There are specific questions on AQP about safeguards to ensure that patients are aware of the
range of choices available to them. These requirements apply also to GP practices as providers of
services, but it is essential that the CCG satisfy themselves and others that these safeguards will
be in place before commissioning the service.
The remaining questions are specific to single tenders from GP practices and focus on providing
assurance that:
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there are no other capable providers, i.e. that this is the appropriate procurement route: The
CCG using commissioning support services should ensure that they provide robust advice
on this point; and
the proposed service goes beyond the scope of the services provided by GP practices
under their GP contract – the CCG should discuss with the NHS Commissioning Board
area team if they are in any doubt on this point.
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19. STANDING ORDERS & STANDING FINANCIAL INSTRUCTIONS
We shall adhere to our SFI’s and SFO’s which set out the processes and requirements for all our
financial transactions, including the procurement of services. They shall be considered alongside
this Procurement Policy when undertaking procurement.

20. OTHER LEGISLATION AND GUIDANCE AFFECTING COMMISSIONING DECISIONS
Amongst others:
 Section 11 of the Health and Social Care Act, 2001 requires commissioners of healthcare
services to ensure patients and their representatives are involved in and are consulted on
planning of healthcare services.


Section 242 of the National Health Service Act 2006 provides that commissioners of
healthcare services have, in relation to health services for which they are responsible, a
legal duty to involve and consult patients and the public – directly or through
representatives – on service planning, the development and consideration of service
changes and decisions that affect service operation.

21. CONTRACTS FINDER
Contracts Finder (https://www.contractsfinder.service.gov.uk) is a mandatory online website
resource introduced by the Department of Health and it replaced the Supply2 Health web site in
March 2014 for the advertising of all healthcare services tenders commissioned by the NHS in
England.
It is a central source of information for potential providers of clinical services and will advise them
what contracting opportunities exist for them from the NHS and also when contracts have been
awarded.
It satisfies EU and UK regulations in regard to fairness and transparency with regard to clinical
services.
An advertisement must be placed in Contracts Finder even if an OJEU advert is placed. We will
also advertise on Contracts Finder for services that we wish to procure through the Any Qualified
Provider route.

22. USE OF INFORMATION TECHNOLOGY
Wherever possible we shall utilise information technology and e-procurement methods; to assist in
streamlining our procurement processes whilst at the same time providing a robust audit trail.
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E–Tendering solutions provide a secure and efficient means for managing tendering activity
particularly for large complex procurements. They offer efficiencies to both buyers and sellers by
reducing time and costs in completing tenders. The use of electronic documents also enables easy
transfer of information and contributes to the environment by reducing paper.

23. DECOMMISSIONING SERVICES
The need to decommission contracts can arise through:
 The contract expires; and/or
 Services are no longer required. Contract termination due to performance against the
contract not delivering the expected outcomes. This can be mitigated by appropriate
contract monitoring and management and by involving the provider in this. The contract
terms need to allow for remedial action to be taken to resolve any problems. Should this not
resolve the issues, then the contract will need to contain appropriate termination provisions;
Where decommissioning involves Human Resource issues, such as application of the Transfer of
Undertakings (Protection of Employment) Regulations 2006(TUPE), providers will be expected to
cooperate and be involved in discussions to deal with such issues.

24. TRANSFER OF UNDERTAKINGS and (PROTECTION OF EMPLOYMENT) REGULATIONS
2006 (TUPE)
These regulations apply when there are transfers of staff from one legal entity to another as a
consequence of a change in employer, for example they may apply if an ‘in house’ service is
contracted out to another organisation. This is a complex area of law which is continually evolving.
Commissioners need to be aware of these Regulations and we shall engage Human Resources
support from our Commissioning Support Unit and if necessary, our legal support services
provider.
Additionally, we recognise that as an NHS Body we are obliged to follow Government guidance
contained within the “Cabinet Office Statement of Practice 2000/72 and associated Code of
Practice 2004 when transferring staff to the Private Sector”.
We will allow adequate time within procurement timetables for staff consultation and advice where
transfer of staff is a possibility.

25. ETHICAL AND SUSTAINABLE PROCUREMENT
The way we spend the resources available for health services will have a significant impact on the
area we serve.
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We recognise, therefore, that we can have a significant impact on the local health economy by
helping reduce health inequalities and improving the well-being of the community we serve. We will
try to achieve this by commissioning services that are appropriate and from providers best placed
to provide those services; utilising our purchasing power, influence and resources to help deliver
strong, healthy and sustainable communities.
When making purchasing decisions we shall take into account our obligations pursuant to the
Public Services (Social Value) Act 2012 and the opportunities for any additional social, economic
or environmental benefit that we can bring to the community whilst working within the procurement
rules and principles.

26. PUBLIC SERVICES (SOCIAL VALUE) ACT 2012
Strategic procurement by nature is sustainable procurement and by considering socio-economic
and environmental factors it can deliver the best value for money over the lifetime of the goods,
services or works being procured. The focus needs to be on the whole life cost of all that is
procured rather than just focusing on the up-front prices.
The Public Services (Social Value) Act 2012 came into force on 1 January 2013. The Act requires
public bodies as part of its procurement processes to consider how the procurement of services
may improve the economic, social and environmental well-being of the relevant area in which the
procurement is taking place. The Act applies to contracts for the:



provision of services and framework service agreements, or
provision of services together with the purchase or hire of goods or the carrying out of
works.

If there is an urgent need to commence a procurement process the authority can disregard the
duty but only where it is impractical to comply with the duty ahead of commencing a process. In
addition, the authority cannot rely on this provision where the impracticality arises from undue
delay on the part of the authority after the duty is in force.
Where the Act applies, consideration must be given to:




how the procurement might improve the economic, social and environmental well-being of
the relevant area covered by the procurement;
whether or not there is a need to consult.
only matters that are relevant to the procurement and the extent to which it is proportionate
in all the circumstances;

In order to demonstrate that the duties under the Act have been properly discharged, the CCG will
need to keep a good record and a full audit trail of consideration of these matters.
Legislation, therefore, allows factors such as carbon footprint, replacement cycles and social
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benefits to be taken into consideration with the evaluation process with the onus on suppliers to
provide information about expected lifetimes and warranties when supplying goods and the
demonstration of sustainable practices when it comes to services and works. The correct stage to
address these issues is right at the beginning of the procurement process – during the formation of
the business case and in the writing of the specification.
There are five key areas:









Pre-procurement: before commencing procurement, the CCG should consider the subject
matter of the contract and identify any non-commercial considerations which are relevant
and appropriate to be taken into account.
Contract terms: by the incorporation of social and environmental requirements into the DH
contract terms including any “special” conditions (although the CCG must consider whether
any cost associated with ‘special conditions’ are essential and affordable).
Selection stage: selection criteria must be non-discriminatory, proportionate and linked to
the subject matter of the contract.
Award stage: social and environmental issues may be included within the award criteria
provided they are linked to the subject matter of the contract and expressly referred to in
the OJEU contract notice and in the tender documents.
Post award: The CCG will need to consider what is expected from the service providers
delivering the contract and how delivery of the social value benefits will be monitored

27. TRAINING AND AWARENESS
We will have an in-house procurement resource as well as access to an expert procurement team
at the Commissioning Support Unit (CSU) that can provide commissioners and other staff within
our organisation with necessary and up-to-date procurement advice and support to ensure
appropriate process governance is adhered to.
We will develop resources and training for staff to build knowledge, skills and expertise in these
areas ensure good practice in all of our procurement activities.

28. INNOVATION
We shall comply with our duty to promote innovation under the NHS Operating Framework.

29. CHOICE AND SHARED DECISION-MAKING
In accordance with the Health and Social Care Act 2012, we shall fulfil our duties to enable patient
choice and shared decision-making.
30. STAKEHOLDER CONSULTATION AND ENGAGEMENT- HEALTH AND SOCIAL CARE
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SERVICES
Effective consultation is a key part of the procurement process in respect of health and social care
services and can provide the greatest threat of challenge if not undertaken carefully and in line with
guidance. We have a duty to involve and consult with patients and the public on:




the planning of the provision of services;
the development and consideration of proposals for changes and re-designs in the way
those services are provided; and
decisions to be made affecting the operation and delivery of those services.

This is quite a wide responsibility and is not limited to “substantial developments”.
As the threshold for consultation is not defined and there is a requirement to involve the public in
planning the provision of services, we shall engage on an on-going basis through the local Health
Watch; and directly with patients and the public through user groups, patient participation groups
and other engagement events timed to coincide with the annual cycle of planning and priority
setting linked to the publication of an appropriate Joint Strategic Needs Assessment.
We recognise that there will be occasions when formal consultation will be required, and our
process will have to comply with our statutory requirements. We will seek the advice and support of
our Commissioning Support Unit (CSU) colleagues and NHS England in determining whether
consultation is necessary and in carrying out that process.
To minimise any risk of challenge or investigation, there are four basic criteria that we shall adhere
to through any consultation process:




consult widely throughout the process; be clear about what the proposals are, who may be
affected, what questions are being asked and the timetable for responses;
ensure that the consultation is clear, concise and widely accessible; and
give feedback about the responses received and how the consultation process influenced
the policy.

31. PROVIDER ENGAGEMENT
Engagement is an essential and integral part of effective commissioning. Throughout this
document we have indicated where, at various stages of procurement process, such activities will
take place.
We will engage with providers to:
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Assess their responsiveness and capability to meet the commissioning need identified;
Collaborate over development of service specifications;
To assess and inform appropriate procurement routes; and
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Test how we can deliver innovation and productivity through procurement.

This engagement is an on-going, two-way process and will help inform our commissioning
intentions and decisions. If effective, this approach should enable incremental service changes and
cooperation between providers and, in turn, reduce our need for intervention.
Our approach will be flexible, but consistent, equitable and transparent and informed by:









Our informed understanding of providers’ willingness and/or capability to deliver a service;
What providers are delivering currently;
Lessons learned from previous interactions;
Our assessment of any barriers to entry
The possible/required level of competition;
The need to develop specifications;
The preferred procurement routes; and
Provider approaches and attitudes to:
 Cost
 Risk
 Innovations
 Capacity available
 Practical considerations (e.g. locations and staffing requirements)

This will, in turn, help us to assess which procurement option is best suited to the circumstances
established.
The forms of engagement we will utilise will vary according to circumstances and objectives but will
be consistent with the overarching principles of public sector procurement, described in Section 12
above.
Approaches that we may utilise include:






Prior Information Notice (PIN) – placing an advertisement in Contract Finder prior to formal
procurement to both test specifications and gain/glean provider interest
Testing/competition of ideas – disseminating problems or issues to a range of providers and
seeking proposals
Public/private reference groups – to test ideas and engage incumbent and potential
providers regarding future opportunities
Provider ‘fairs’ – a one-off event for current and potential providers when we are
considering developing news services of models
Website – by publishing our strategy documents and commissioning intentions, lists of
awarded contracts, the contract value and expiry dates, advertisements of contract notices
and any sub-contracting opportunities etc.

32. PROCUREMENT DISPUTE RESOLUTION
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In so far as any disputes arise the draft version of MLCSU Dispute Avoidance and Resolution
Process document (Appendix D) will be applied (please note this is subject to legal approval)
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Appendix A – to be used when commissioning services that may potentially be provided by
GP practices
Clinical Commissioning Group
Service:
Question

Comment/Evidence

Questions for all three procurement routes (Competitive tender, AQP, Single tender)
How does the proposal deliver good or improved
outcomes and value for money – what are the
estimated costs and the estimated benefits?
How does it reflect the CCG’s proposed
commissioning priorities?
How have you involved the public in the decision
to commission this service?
What range of health professionals have been
involved in designing the proposed service?
What range of potential providers have been
involved in considering the proposals?
How have you involved your Health and
Well-being Board(s)? How does the proposal
support the priorities in the relevant joint health
and well-being strategy (or strategies)?
What are the proposals for monitoring the
quality of the service?
What systems will there be to monitor and
publish data on referral patterns?
Have all conflicts and potential conflicts of
interests been appropriately declared and
entered in registers which are publicly available?
Why have you chosen this procurement route?
What additional external involvement will there
be in scrutinising the proposed decisions?
How will the CCG make its final commissioning
decision in ways that preserve the integrity of
the decision-making process?
Additional question for AQP or single tender (for services where national tariffs do not apply)
How have you determined a fair price for the
service?
Additional questions for AQP only (where GP practices are likely to be qualified providers)
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How will you ensure that patients are aware of
the full range of qualified providers from whom
they can choose?
Additional questions for single tenders from GP providers
What steps have been taken to demonstrate
that there are no other providers that could
deliver this service?
In what ways does the proposed service go
above and beyond what GP practices should be
expected to provide under the GP contract?
Is the required CQC registration in place for each
site of delivery and service provider?
What assurances will there be that a GP
practice is providing high-quality services under
the GP contract before it has the opportunity
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Appendix B - Code of conduct template
Template
[To be used when commissioning services from GP practices, including provider consortia, or
organisations in which GPs have a financial interest]
NHS [geographical reference] Clinical Commissioning Group

Service:

Question

Comment/Evidence

Questions for all three procurement routes
How does the proposal deliver good or improved
outcomes and value for money – what are the
estimated costs and the estimated benefits? How
does it reflect the CCG’s proposed commissioning
priorities?
How have you involved the public in the decision to
commission this service?
What range of health professionals have been
involved in designing the proposed service?
What range of potential providers have been
involved in considering the proposals?
How have you involved your Health and Well-being
Board(s)? How does the proposal support the
priorities in the relevant joint health and well-being
strategy (or strategies)?
What are the proposals for monitoring the quality of
the service?
What systems will there be to monitor and publish
data on referral patterns?
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Have all conflicts and potential conflicts of interests
been appropriately declared and entered in registers
which are publicly available?
Why have you chosen this procurement route?1
What additional external involvement will there be
in scrutinising the proposed decisions?
How will the CCG make its final commissioning
decision in ways that preserve the integrity of the
decision-making process?

Additional question for AQP or single tender (for services where national tariffs do not apply)
How have you determined a fair price for the
service?

Additional questions for AQP only (where GP practices are likely to be qualified providers)
How will you ensure that patients are aware of the
full range of qualified providers from whom they can
choose?

Additional questions for single tenders from GP providers
What steps have been taken to demonstrate that
there are no other providers that could deliver this
service?
In what ways does the proposed service go above
and beyond what GP practices should be expected
to provide under the GP contract?
What assurances will there be that a GP practice is
providing high-quality services under the GP
contract before it has the opportunity to provide any
new services?

1

Taking into account all relevant regulations (e.g. the NHS (Procurement, patient choice and competition) regulations
2013 and relevant guidance
1

Taking into account all relevant regulations (e.g. the NHS (Procurement, patient choice and competition) regulations
2013 and relevant guidance
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Appendix C - Declaration of conflict of interests for bidders / contractors template
NHS [geographical reference] Clinical Commissioning Group
Bidders/potential contractors/service provider’s declaration form: financial and other
interests
This form is required to be completed in accordance with the CCG’s Constitution.
Notes:










All potential bidders/contractors/service providers, including sub-contractors, members of a
consortium, advisers or other associated parties (Relevant Organisation) are required to
identify any potential conflicts of interest that could arise if the Relevant Organisation were to
take part in any procurement process and/or provide services under, or otherwise enter into
any contract with, the CCG.
If any assistance is required in order to complete this form, then the Relevant Organisation
should contact [specify].
The completed form should be sent to [specify].
Any changes to interests declared either during the procurement process or during the term of
any contract subsequently entered into by the Relevant Organisation and the CCG must
notified to the CCG by completing a new declaration form and submitting it to [specify].
Relevant Organisations completing this declaration form must provide sufficient detail of each
interest so that a member of the public would be able to understand clearly the sort of financial
or other interest the person concerned has and the circumstances in which a conflict of
interest with the business or running of the CCG might arise.
If in doubt as to whether a conflict of interests could arise, a declaration of the interests should
be made.

Interests that must be declared (whether such interests are those of the Relevant Person
themselves or of a family member, close friend or other acquaintance of the Relevant Person),
include the following:
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the Relevant Organisation or any person employed or engaged by or otherwise connected with
a Relevant Organisation (Relevant Person) has provided or is providing services or other work
for the CCG;
a Relevant Organisation or Relevant Person is providing services or other work for any other
potential bidder in respect of this project or procurement process;
the Relevant Organisation or any Relevant Person has any other connection with the CCG,
whether personal or professional, which the public could perceive may impair or otherwise
influence the CCG’s or any of its members’ or employees’ judgements, decisions or actions.
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Declarations:
Name of Relevant
Organisation:
Interests
Type of Interest

Details

Provision of services
or other work for the
CCG
Provision of services
or other work for any
other potential bidder
in respect of this
project or
procurement process
Any other connection
with the CCG, whether
personal or
professional, which
the public could
perceive may impair
or otherwise influence
the CCG’s or any of its
members’ or
employees’
judgements, decisions
or actions
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Name of Relevant
Person

[complete for all Relevant Persons]

Interests
Type of Interest

Details

Personal interest or that
of a family member,
close friend or other
acquaintance?

Provision of services
or other work for the
CCG
Provision of services
or other work for any
other potential bidder
in respect of this
project or
procurement process
Any other connection
with the CCG, whether
personal or
professional, which
the public could
perceive may impair
or otherwise influence
the CCG’s or any of its
members’ or
employees’
judgements, decisions
or actions
To the best of my knowledge and belief, the above information is complete and correct. I undertake to
update as necessary the information.
Signed:

On behalf of:
Date:
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Declaration of interests for members/employees template

Declaration of Interests 2018/19 - Explanatory Notes
The form overleaf and notes below are intended for all members, employees and volunteers of
NHS St Helens Clinical Commissioning Group (CCG). This includes members of the Governing
Body and all of its Committees, Sub-Committees and Groups.
The CCG is required to make arrangements to ensure that all persons mentioned above declare
any interest, financial or other, which may lead to a conflict with the interests of the CCG and the
public, for whom they commission services in relation to a decision to be made by the CCG. The
form overleaf is required to be completed in accordance with the CCG’s Constitution and section
140(3) of The National Health Service Act 2006.
Please read the notes below before completing your declaration.


By signing this form you undertake to update as necessary the information provided and to
review the accuracy of the information as described below and no longer than annually.



A declaration must be made of any interest likely to lead to a conflict or potential conflict as
soon as you become aware of it, and in any event within 28 days. This includes any change
in role, responsibility or other change in circumstance. This could involve a conflict ceasing to
exist or a new one materialising.



Interests must be declared for yourself and in relation to any family member, close friend or
other acquaintance.



Please state ‘nil’ if you have nothing to declare.



If any assistance is required in order to complete this form, please contact Angela Delea,
Associate Director – Corporate Governance on 01744 457380. Completed forms to be sent to
hilary.southern2@sthelensccg.nhs.uk. Postal address: NHS St Helens CCG, Ground Floor, St
Helens Chamber of Commerce, Chalon Way, off Salisbury Street, St Helens, WA10 1FY.



The register for Governing Body and all Committee members will be published on the CCG
website: www.sthelensccg.nhs.uk. All other Registers will be made available on request.
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DECLARATION OF INTEREST FORM
Name:
Position within CCG:
Or
Position/Role within
member practices:

(Please also state Practice Name if relevant)

Member of CCG
Committee (please
specify which):

Audit Committee

HR & OD
Committee
GP Members
Council (GP
Forum)
Integrated Senior
Management
Team Committee

Finance,
Governance & Risk
Committee
Primary Care
Commissioning
Committee
Quality &
Performance
Committee
Medicines
Management
Committee

Governing Body

Remuneration
Committee
Primary Care Quality
& Operations Group
Other (Please
specify below)

Other (Including
Sub/Working Groups
DECLARED INTERESTS
Type

Description

Y/N

If Yes – please provide
information including
DATE Interest relates
“From – To”

Actions to be taken to
mitigate risk (to be agreed
with line manager or a
senior CCG manager)

Financial Interests

Potential of direct financial benefit(s) from the consequences of a commissioning decision.

In a Directorship/ Board
Member of a GP Federation
Other Directorships, including
non-executive directorships, or
senior employee in a private
company or PLC even those
that may be dormant
Shareholder (or similar owned
interests), Partner or Owner of a
private or not-for-profit
company, business, partnership
or consultancy which is doing,
or seeking to do business with
the CCG or NHS. Including
Partner in GP Practice.
Ownership or part-ownership of
a management consultancy
likely or possibly seeking to do
business with the CCG or NHS.
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In secondary employment (with
another NHS body or another
organisation in a position to
supply goods/services to the
CCG)
Self-employed (including private
practice) in a capacity which
may be in a position to supply
goods/services to the CCG)
In receipt of secondary income,
grants, one-off payments, day
allowances or
travel/subsistence payments
from a Provider
Research funding/grants that
may be received by the
individual or any organisation
they have an interest or role in
Having a pension that is funded
by a provider (where the value
might be affected by the
success/failure of the provider)

Advocate for particular group of
patients
A GP with special interests e.g.
dermatology, acupuncture etc.
Active member of specialist
professional body (not
including routine memberships
such as RCGP, BMA, or a
medical defence organisation)
Advisor for CQC or NICE
Medical Researcher
Member of any Federation of
Practices; including any Social
Enterprise delivering services to
the CCG
Holding patents or other
intellectual property rights
Potential to benefit personally in ways not linked to financial benefit or professional career

NonFinan
cial
Perso
nal
Intere
sts

Non-Financial Professional Interest

Potential of obtaining professional benefit from the consequences of a commissioning decision,
such as increasing professional reputation or status, or promoting professional career.

Voluntary sector Champion/
Volunteer for a Provider
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Member of a voluntary sector
Board/other position of authority
with a Voluntary Sector
Organisation
Suffering from a particular
condition requiring individually
funded treatment
Member of a lobby/pressure
group – with an interest in
health
Close association with an individual who has a financial interest, non-financial professional
interest or non-financial personal interest in a commissioning decision

Indirect Interests

Relationships to Directors
in Providers/Practice
(Spouse/Partner,
Relative, Close friend,
Business Partner)
Any other role or relationship
which the public could
perceive would impair or
otherwise influence the
individual’s judgement or
actions in their role within the
CCG. This could be a
qualitative benefit which
cannot be given a monetary
value.
If you have nothing to declare, please clearly state nil here:

The information submitted will be held by the CCG for personnel or other reasons specified on this form and to
comply with the organisation’s policies. This information may be held in both manual and electronic form in
accordance with Data Protection Legislation (GDPR, DPA). Information may be disclosed to third parties in
accordance with the Freedom of Information Act 2000 and published in registers that the CCG holds.
I confirm that the information provided above is complete and correct. I acknowledge that any
changes in these declarations must be notified to the CCG as soon as practicable and no later than 28
days after the interest arises. I am aware that if I do not make full, accurate and timely declarations
then civil, criminal, or internal disciplinary action may result.
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I do/ do not [delete as applicable] give my consent for this information to be published on registers
that the CCG holds. If consent is NOT given please give reasons:

Signed:
Signed:

Date:
Position:

Date:

(Associate Director, Corporate Governance or Conflicts of Interest Guardian)
Please return to the Governance & Corporate Services Manager for adding to the CCG Register
(hilary.southern2@sthelensccg.nhs.uk)
For further advice on conflicts of interest please contact Tony Foy, Conflicts of Interest Guardian or Angela
Delea, Associate Director: Corporate Governance
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Appendix D

NHS St Helens Clinical Commissioning Support Unit

Dispute Avoidance and Resolution Process

for Complaints and Appeals Connected to the
Principles and Rules for co-operation and competition
(PRCC) and the Procurement, Patient Choice and
Competition Regulations 2013

July 2013
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1.

Introduction

This document sets out the local Dispute Avoidance and Resolution Process (DARP) for the
Mid-Staffordshire and Lancashire (MLCSU) for dealing with perceived breaches of the
principles and rules for co-operation and competition (PRCC) and of the Procurement,
Patient Choice and Competition Regulations 2013. The local DARP is the first line of appeal
and dispute resolution, and if it is unsuccessfully deployed, disputes are escalated to the
Cooperation and Competition Panel that is a department of NHS Improvement.
Examples of the type of appeal / dispute that may be covered by this process include:
Breaches of MLCSU procurement procedures
Appeals against procurement assessments
Failure of the MLCSU to manage potential or actual conflicts of interest, resulting in lack
of openness and transparency
 Breaches of the NHS Promotion code
 Anti-competitive procurement practices and inappropriate restriction of choice
 Breaches of the PbR code of Conduct
 Breaches of PbC Policy and accountability arrangements
 Breaches of NHS Choice Policy
(This list is not intended to be exhaustive)




Disputes not covered by this process include:
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Complaints about care or treatment of an individual patient
Complaints about Independent Contractors
Complaints about individual staff members (unless related to behaviour affecting
competition rules)
Disputes covered by NHS contract disputes procedures
Matters falling under the remit of the Advertising Standards Authority
Breaches of obligations under MLCSU coordinating commissioner Consortium
Agreements
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2.

Objectives of the Appeal and Dispute Resolution Process

The local DARP reflects national requirements, which are:


To resolve appeals and disputes relating to the principles and rules for co-operation and
competition (PRCC) and the Procurement, Patient Choice and Competition Regulations
2013 transparently, fairly and consistently and in the interest of the public.



To provide a response to perceived disputes in a timely manner.



To provide confidence to the system that the process is fair and transparent, enhancing
choice for patients and willingness by providers to participate in the market.



To mitigate risks and protect the reputation of the organisation involved.



To prevent where possible legal challenge/ expensive external referral processes.



To ensure continued development of system management within the organisation
involved.

3.

Outline of the Process

In brief, the organisation involved will initially appoint a Case Manager. At a stage in the
appeal or complaint where mediation has been rejected, a Dispute Resolution case file will
be established. A desktop review will then be carried out which may require additional
information to be provided. If the dispute remains un-resolved it will be escalated to the
Cooperation and Competition Panel (CCP) in NHS Improvement.

4.

Acceptance Criteria for the Local Resolution Panel

The Head of Procurement will only consider disputes that meet the following criteria:
 The content of the dispute is covered by the principles and rules for co-operation and
competition. Appendix 2 includes the 10 principles under which disputes may be raised.
 Where the complaint is being raised in relation to an AQP or tender procurement process,
the unsuccessful bidder will have already sought a face to face feedback meeting with the
Commissioner and the relevant Procurement Manager.
 The dispute does not relate to treatment of an individual patient resulting from the system
management activities. Such disputes would fall under the provisions of the NHS
Complaints Procedure.
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The scope of the appeal or allegation is clearly defined



There is a full and frank disclosure of all relevant and applicable information (This does
not preclude the Dispute Resolution Case Manager from asking for further information
as it requires - such information should be supplied to the case manager within 14
working days)



Full details have been received by the case manager, with a preferred remedy



The nature of the appeal, complaint or challenge is clearly set out



No legal proceedings have commenced



There is adequate time for the Dispute Resolution Case Manager to review the
complaint appropriately, for example, if there are time-critical issues

It is important to differentiate between the proposed new approach for dealing with appeals
and disputes relating to the co-operation and competition principles and the arrangements
for resolving NHS contractual disputes. Where a dispute arises between NHS partners
regarding contractual arrangement the existing arrangements will continue.

5.

The Detailed Process

The process is made up of the following four stages (see flowchart in Appendix 3):
Stage 1: Making the Appeal or Complaint
Any appeal or complaint must be submitted in writing to the Head of Procurement. The
Head of Procurement will acknowledge receipt of the appeal or complaint within 3 working
days, enclosing a copy of this process document.
Stage 2: Triage


A Case Manager will be appointed by the Head of Procurement. The Case Manager will
be an experienced in Procurement work who has not been directly involved in the
dispute under investigation.



The complaint will be assessed by the Case Manager, against the acceptance criteria
set out above.



On acceptance of the appeal or complaint, the procurement support organisation may
contact the complainant to request clarification, further information and offer mediation.



If the appeal or complaint is not deemed to be covered by the acceptance criteria, the
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complainant is notified in writing and the complaint will not be progressed.


If the complaint cannot be assessed with the information provided, the complainant will
be given the opportunity to submit further information. If a subsequent submission is still
deemed not to meet the criteria, the procurement support organisation will close the
case and advise the complainant as in the point above.

Confidentiality
The procurement support organisation will treat any information it receives that may be
consider as commercially sensitive with confidence and will not disclose that information
unless compelled to do so under legislative rules or through Court processes. In order to
properly consider disputes, the procurement support organisation may need to forward
submitted evidence to external consultants who have been appointed to advise on specific
aspects of the appeal or dispute. The external consultants will be bound by confidentiality
rules and will be obliged not to disclose that information to anyone else.
Stage 3: Review of Complaint
The appointed Case Manager will undertake a desktop review of the information provided by
both the complainant and procurement support organisation.
Stage 4: Feedback
The Case Manager will compile a report based on the information provided by the
complainant and procurement support organisation. The report will be presented to the
Head of Procurement who will then review the report and respond to the complainant based
on the information in the report.
If the complainant is still not satisfied with the report and outcome of the review, the Head of
Procurement will make an offer of mediation to the complainant.
Stage 5: Mediation
If the complainant accepts the offer of mediation, the procurement support organisation shall
appoint an independent mediator (this would normally be the Director with responsibility for
health services procurement in the procurement support organisation or an independent
procurement expert). The mediator would be responsible for bringing the parties together to
explore whether a solution can be found. The Case Manager will also attend this mediation
meeting in order to take a decision.
Stage 6: Decision
If the Case Manager is able to make a decision based on the review and mediation meeting,
they will write to all parties notifying them of the decision within 3 working days of the
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mediation meeting, explaining the rationale and setting out the requirements for both sides
for resolving the dispute.
If the Case Manager is not able to make a decision based on the information available, they
can:
 Adjourn the process to gather additional information and analysis and further review
the case
 Refer the Case to the Cooperation and Competition Panel based in NHS
Improvement (NHSI)

6.

Where resolution is not reached

If resolution is not reached during this process, the complainant should refer the matter to
NHSI. The Case Manager shall advise the complainant in writing that a resolution has not
been reached and will provide contact details of the relevant case manager at NHSI.
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Appendix D2 - Ten Principles and Rules for Co-operation and Competition
(Source: Principles and Rules for Co-operation and Competition (PRCC), DH, July
2010)
Obligations on Commissioners
1. Commissioners should commission services from the providers who are best placed to
deliver the needs of their patients and population
2. Commissioning and procurement must be transparent and non-discriminatory and follow
the Procurement Guide issued in July 2010
3. Payment regimes and financial intervention in the system must be transparent and fair
Cooperation and Agreement
4. Commissioners and providers must cooperate to improve services and deliver seamless
and sustainable care to patients
5. Commissioners and providers should promote patient choice, including – where
appropriate – choice of any willing provider, and ensure that patients have accurate and
reliable information to exercise more choice and control over their healthcare
6. Commissioners and providers should not reach agreements which restrict commissioner
or patient choice against patients’ and taxpayers’ interests
7. Providers must not refuse to accept services or to supply essential services to
commissioners where this restricts commissioner or patient choice against patients’ and
taxpayers’ interests
Conduct of Individual Organisations
8. Commissioners and providers must not discriminate unduly between patients and must
promote equality
9. Appropriate promotional activity is encouraged as long as it remains consistent with
patients’ best interests and the brand and reputation of the NHS
Mergers and Vertical Integration
10. Mergers, including vertical integration, between providers are permissible when there
remains sufficient choice and competition or where they are otherwise in patients’ and
taxpayers’ interests, for example because they will deliver significant improvements in
the quality of care
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Appendix D3 – Dispute Avoidance Resolution Process
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against Criteria –
Accepted?

Complainant
resubmits
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Desktop
review of
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Case Closed

Complainant
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feedback?
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GLOSSARY of TERMS
AQP

Any Qualified Provider

BCF

Better Care Fund

CAO

Clinical Accountable Officer

CCG

Clinical Commissioning Group

C&B

Choose and Book

CHC

Continuing Health Care

CQA

Clinical Quality and Approvals

CQC

Care Quality Commission

CCSP

Clinical Commissioning Strategic Plan

CSU

Commissioning Support Unit

CQUIN

Commissioning for Quality and Innovation

DH

Department of Health

E&D

Equality & Diversity

ESD

Early Supported Discharge

FARG

Finance and Activity Review Group

FIMS

Financial Information Management System

FT

Foundation Trust

GB

Governing Body

IAPT

Integrated Access Point to Treatment

IPSG

Integrated Programme Strategy Group

JSNA

Joint Strategic Needs Analysis

KLOE

Key Line of Enquiry

KPI

Key Performance Indicators

LAT

Local Area Team

LSP

Local Strategic Partnership

LMC

Local Medical Committee
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MIAA

Mersey Internal Audit Agency

MM

Medicines Management

NCA

Non-Contracted Activity

NCB

National Commissioning Board

NEL

Non Elective

NPFIT

National Programme for Information Technology

PbR

Payment by Results

PCT

Primary Care Trust

PPA

Prescription Pricing Authority

QIPP

Quality, Innovation, Productivity and Prevention

RTT

Referral to Treatment

SHA

Strategic Health Authority

StH&KHT

St Helens & Knowsley Hospitals Trust

TFA

Tripartite Formal Agreement
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