Agenda (Public)
Meeting Name: NHS Cheshire CCG Governing Body
Date/Time: Thursday 18th February 2021

Format: Meeting to be held as a webinar.

10:00 – c12:30
Chair: Dr Andrew Wilson
QUORUM
No business shall be transacted at the meeting of the Governing Body, unless all of the following are
represented:
a) at least three clinically qualified members of the Governing Body;
b) at least one Independent Lay Member;
c) the Clinical Chair or designated Deputy;
d) the Accountable Officer or Chief Finance Officer.
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Public Minutes (unconfirmed)
Meeting Name: NHS Cheshire CCG Governing Body
Date/Time: Thursday 21st January 2021
10:05am – 10.40am

Format:

Chair: Dr Andrew Wilson
Voting Members in Attendance
Name

Role

Dr Lesley Appleton
Dr Mike Clark
Suzanne Horrill
Daniel Howcroft
Christine Morris
Dr Fiona McGregor-Smith
Peter Munday
Dr Gwydion Rhys
Lynda Risk
Pam Smith
Clare Watson
Wendy Williams
Dr Andrew Wilson

GP Member
GP Member
Lay Member
Secondary Care Doctor Member
Registered Nurse Member
GP Member
Lay Member
GP Member
Executive Director Finance & Contracting
Lay Member
Accountable Officer
Lay Member
Chair

Attending





Apologies



Apologies
Apologies



Name

Role

Attending

Ian Ashworth
Tracey Cole
Matthew Cunningham
Neil Evans
Chris Lynch
Matt Tyrer
Paula Wedd

Director of Public Health, CWAC
Executive Director Strategy & Partnerships
Director of Governance & Corporate Development
Executive Director Planning & Delivery
Co-opted Lay Member
Interim Director of Public Health, CEC
Exec Director Quality, Safeguarding & Patient Experience

Apologies




Apologies


Others in Attendance
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Ref.

Discussion and Action Points

1.0

Meeting Management

1.1

Welcome and Chair’s Comments
Wendy Williams welcomed everyone to the January meeting of the Governing Body of
NHS Cheshire CCG and noted she would be chairing the first part of the meeting until
Dr Andrew Wilson could join. The meeting took place as a webinar which was being
live-streamed and recorded for later update to the CCGs website.

1.2

Apologies

Action

Apologies were received from Dr Fiona McGregor-Smith, Pam Smith, Dr Matt Tyrer, Ian
Ashworth and Clare Watson. It was established that the meeting was quorate.
1.3

Declarations of Interest
Governing Body members and those in attendance confirmed that they had no further
declarations of interest other than those already held on the CCGs Register of Interests.
No conflicts of interest were identified that would prevent members taking part in the
business to be discussed.

1.4

Minutes of Previous Meetings
The minutes of the Governing Body meeting of NHS Cheshire CCG from 17th December
2020 were agreed as an accurate record of the meeting with the addition of a comment
from Suzanne Horrill within agenda item 4.1, Health Inequalities to read “Suzanne Horrill
challenged the CCG and public health whether they could demonstrate the difference
the existing strategies have made in reducing health inequalities. She felt the
conversation at the meeting was self-congratulatory but personally did not feel that was
the position and that there was a still lot to be done whilst working alongside partners”.
The minutes of the Extraordinary Governing Body meeting of NHS Cheshire CCG from
7th January 2021 were agreed as an accurate record with amends to agenda item, 2.1
Weston Park 14 Step Down Beds, the full revised minute was to read:
•

•

Pam Smith voiced her concerns around using Weston Park and asked why the
CCG was proposing to commission beds there given that it did not meet the
designated site guidance.
Neil Evans advised that he was hearing positive things from all parties that
the home was working really well.
Paula Wedd stated that when the CCG was told to look at designated sites
the CQC rating guidance was not initially part of the criteria. Additionally, the
CQC guidance was a bit of a ‘blunt tool’ given the longevity of the rating and
that it is only one dimension of how we understand the quality of care and
that local intelligence is also important. Weston Park has a greater level of
oversight and an additional clinical team going in including an advanced
nurse practitioner and therapists. There are regular professionals meetings
which members of Paula Wedd’s team join. The team has been impressed
and assured. There is also enhanced monitoring through a quality schedule
because we are commissioning discharge to assess beds.
Dan Howcroft observed that the balance of risk would be greater if the CCG did not
commission the beds as people will die if they cannot be admitted to hospital.
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•

•

•

•
•

•
•

1.5

Clare Watson commented that the Governing Body had already supported some
beds at Weston Park, so to not commission would be contrary to the previous
decision.
Dr Andrew Wilson clarified that the Governing Body would want to change a
decision if it deemed it the right thing to do.
Paula Wedd reflected on the positive benefits of having a multi-disciplinary team
wrapped around a care home and felt that it added more value to quality assurance
and quality improvement than the current model more normally adopted of asking
for more assurance from the home. This approach has longevity.
Dr Andrew Wilson asked where the outcomes of processes put in place at the
home were monitored.
Paula Wedd advised that the standard was for all data, including that from the
local authority, CCG and CQC to be triangulated and reviewed by the Quality
and Safety Committee. There are two extra levels of assurance in addition to
this which the Quality and Safeguarding team lead on.
Christine Morris added that advised that in-depth discussions had taken place
at the last two Quality Committees around care homes and on boarding of
new providers. The Committee was satisfied that robust processes are in
place.
Paula Wedd advised that there was going to be a series of webinars for care
homes which were designed to develop confidence in understanding the Covid-19
discharge pathways for the different categories of patients.
Dan Howcroft asked whether it might be possible to prioritise the Covid-19
vaccinations of care home staff and patients in order that the homes might then
come on board.
There are some bigger homes with high vaccination rates; however the issue
is having the estate to annexe different cohorts of patients. The CCG is
working with the local authority and providers to provide reassurance around
these patients.
Dr Michael Clark declared a conflict of interest due to his practice, High Street in
Macclesfield, looking after some of the patients in one of the care homes the CCG
was working with.
Peter Munday asked whether Weston Park had been included within the risk
register.

Matters Arising & Action Log
There were no matters arising.
Action 11, relating to the Integrated Care Partnership (ICP) “Roadmap” – ongoing, there
is an update on this within the Accountable Officer’s report but work has been paused
with the agreement of both Cheshire Integrated Care Partnerships due to system
pressures and Covid-19.
Action 19, relating to financial planning – ongoing, information has been received that
the financial framework will be in place for quarter one of 2021/22, national guidance is
awaited on how this will work going forward. In the meantime work is underway with
colleagues in the NHS and Local Authorities in Cheshire to move the place based
budgets forward.
Action 21, relating to the Committee Terms of Reference Governance Review –
ongoing, an update will be brought to the February Governing Body meeting.
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2.0

Public and Patient Focus

2.1

Public Questions
No questions on the formal agenda had been received in advanced of the meeting.
Questions received in relation to the Covid-19 vaccination programme would be
considered as part of the interactive session.
Dr Andrew Wilson joined the meeting.

3.0

Standing Items

3.1

Accountable Officer’s Report
In the absence of Clare Watson, Tracey Cole introduced the report giving particular
updates as follows:
•
•
•
•

An integrated approach to partnership working across the two Cheshire Places has
been undertaken in these unprecedented times and thanks were given to partners
for this.
A letter has been received from NHS England and Improvement North West
setting out five priorities for the NHS in the North West to focus on over the next
seven weeks.
The CCG has submitted its response to the Integrated Care System consultation.
The Ockenden Review of maternity services at the Shrewsbury and Telford
Hospital NHS Trust between the years 2000 and 2019 has been published.

Comments were received as follows:
•

•

•

•

Suzanne Horrill questioned if there is any financial impact in deferring continuing
healthcare assessments.
•
Where people are not assessed they will remain in category one and be
funded by the hospital discharge programme which could necessitate a
transfer of funds from the CCG to the programme. At the end of January the
budgets that are affected by that change will be reviewed to ensure the CCG
is accurately predicting its position.
Peter Munday suggested that in item 10 of the report the sentence “the Governing
Body had previously approved transferring the CCG’s community grants to the
ICPs” should read transferring the management or administration of. Peter
questioned if the CCG has the power to transfer funds to another organisation to
act on its behalf.
•
It was planned to move the management and the budgets into the ICPs but
that is not currently possible due to pressures in the system. Work will be
undertaken with the ICPs with the CCG supporting them with administration
and payments until such a time as the management and budgets can be
transferred.
Dr Lesley Appleton asked about the learning from the Ockenden review of
maternity services report and whether any actions arising would be taken through
the Quality and Safeguarding Committee.
•
All three trusts in Cheshire directly received the report and complied with the
request to return the assurance template and the commitment to discuss at
their Governing Body the resulting actions from the template. Once complete
the outcomes will be shared with Paula Wedd who will bring a summary of
the actions and assurances to this Governing Body.
Suzanne Horrill asked for further information on the executive decision for a refresh
of the commissioning intentions for 2021/22 and asked for assurance that new
ways of working will be captured in the refresh.
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•

Due to the guidance being delayed, the policy discussions at a national level,
Covid-19 and other issues it was decided to do a refresh of the previous
year’s commissioning intentions rather than start afresh undertaking a large
piece of work to do so. The intentions were in line with the long term plan
and the objectives within them are still right but consideration needs to be
given to how they will be delivered incorporating that learning. They also
need to fit with the agreed revised corporate objectives and the ambitious
intent of the development of the ICPs.

The Governing Body of NHS Cheshire CCG noted the contents of the report.
4.0

Governance

4.1

Finance Update
Lynda Risk introduced the report giving particular updates as follows:
•
•

•
•
•
•

The report outlines the financial position as at end of November 2020,
For the first six months of the year the CCG was fully funded for all of its
expenditure incurred and effectively had a balanced position at the end of
September 2020. For the second six months of the year until the end of March
2021 a £6.5million deficit is predicted after the receipt of the monies to support the
hospital discharge programme.
The performance at a glance summary shows the financial position expressed
including the additional allocation and excluding the additional allocation.
The most significant risks to the CCG are those around the impact of Covid-19.
The CCG is meeting the running cost allocation and is planning to meet the mental
health investment standard with the monies from that either having been spent of
planned to be spent by the end of March 2021.
The planning round for 2021/22 has been deferred and the current financial
framework will continue to operate for the first quarter of 2021/22 The Finance
Committee had not met in January but detailed papers were shared with members
and are also available for any Governing Body members who might wish to see
them.

Comments were received as follows:
•

•

Suzanne Horrill noted that the performance schedule showed the NHS volume at
88% and asked for assurance that the target would still be met.
•
A report is being prepared for the next Finance Committee which will show all
the aged debtors and aged creditors to understand fully the impact of the
items brought forward.
Dr Andrew Wilson commented that the CCG is still reporting a not insignificant
deficit for the end of the year and noting that the usual contractual levers cannot be
used asked if there was anything the Governing Body should be considering or
actioning to correct the position of that deficit.
•
All additional costs incurred continue to be taken through the usual probity
routes and a budgeting exercise has been undertaken for the last six months
of the year. It must be recognised that these are unusual times and therefore
services need to be supported and this is happening where necessary. There
are systems in place to ensure that all allocations are spent effectively for the
people of Cheshire.

The Governing Body of NHS Cheshire CCG noted the finance update.
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5.0

Forward Planner

5.1

Governing Body Forward Planner
The content of the Forward Planner was noted.
Date and Time of Next Meeting:
FORMAL Governing Body meeting
Thursday 18th February 2021
10.00am – 12.30pm

6.0

Any Other Business

6.1

AOB and Close of Meeting
There being no further formal business to conduct in public, the Chair thanked everyone
for their attendance and that part of the meeting was adjourned at 10:50.
Following the conclusion of the formal business the Governing Body was to reconvene
at 11:00 for a public question and answer session on the COVID-19 mass vaccination
programme.
Post-meeting note: A recording of the interactive session can be viewed here.
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Minutes (unconfirmed)
Meeting Name: NHS Cheshire CCG Governing Body Extraordinary Meeting
Date/Time: Tuesday 19th January 2021
09:30-10:05

Format:

Chair: Dr Andrew Wilson
Voting Members in Attendance
Name

Role

Attending

Dr Lesley Appleton
Dr Mike Clark
Suzanne Horrill
Daniel Howcroft
Dr Fiona McGregor-Smith
Christine Morris
Peter Munday
Dr Gwydion Rhys
Lynda Risk
Pam Smith
Clare Watson
Wendy Williams
Dr Andrew Wilson

GP Member
GP Member
Lay Member
Secondary Care Doctor Member
GP Member
Registered Nurse Member
Lay Member
GP Member
Executive Director Finance & Contracting
Lay Member
Accountable Officer
Lay Member
Chair

Apologies

Apologies

Apologies


Apologies

Apologies




Name

Role

Attending

Ian Ashworth
Karen Burton
Dr Sinead Clarke
Tracey Cole
Mandi Cragg
Matthew Cunningham
Neil Evans
Chris Lynch
Jamaila Tausif
Nichola Thompson
Matt Tyrer
Paula Wedd

Director of Public Health, CWAC
Urgent Care Performance Manager
Joint Medical Director
Executive Director Strategy & Partnerships
EA to Chair
Director of Governance & Corporate Development
Executive Director Planning & Delivery
Co-opted Lay Member
Deputy Director of Strategy & Partnerships
Director of Commissioning, Cheshire East Council
Interim Director of Public Health, CEC
Exec Director Quality, Safeguarding & Patient Experience

Apologies


Apologies






Apologies
Apologies

Others in Attendance
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Ref.

Discussion and Action Points

Action

1.0

Meeting Management

1.1

Welcome and Chair’s Comments
Dr Andrew Wilson welcomed everyone to the meeting, and advised that the meeting
had been convened to consider the commissioning of fourteen step down beds at
Weston Park. The meeting was quorate and would be held as an Extraordinary
Governing Body meeting of NHS Cheshire CCG. There were no conflicts of interest
declared.

2.0

Business Items

2.1

Designated Setting East Cheshire (Eden Mansions)
Neil Evans provided the relevant background to the paper as follows:
•

•

•

•

•
•
•
•
•

Public Health England (PHE) issued new guidance on 17th December around
discharge from hospital into care homes where patients had a positive Covid-19
swab but had been without symptoms for fourteen days. This was the cohort of
patients which the paper related to.
There were two designated settings in Cheshire; Congleton War Memorial Hospital
receiving discharges from East Cheshire Trust, and a setting in Ellesmere Port
receiving discharges from the Countess of Chester Hospital. At present there was
nothing supporting Mid Cheshire Hospitals NHS Foundation Trust.
Both local authority and CCG colleagues have been trying to find further designated
settings to support these discharges and were contacted by a national provider,
Barker Care Ltd, with regard to its Eden Mansions setting in Styal, Cheshire, which
is CQC marked ‘good’. Barker Care Ltd already has a Covid-19 positive/designated
care model in place at a nursing home in Bath.
Hospitals are in peril due to the sheer volumes of patients, and the paediatric wards
at Leighton and the Countess of Chester have been converted to adult wards.
There has also been a 50% increase in the numbers of ITU beds at the Countess of
Chester and increases in ITU beds at Leighton and at East Cheshire Trust.
Eden Mansions is a 20 bed unit; Nichola Thompson’s team at Cheshire East
Council has negotiated a block purchase of 10 beds with the ability to purchase
more where requirements dictate.
CQC visited Eden Mansions on Thursday 14th January 2021 and were satisfied that
the standards of the national model were met in terms of infection prevention and
control and keeping the unit separate from other provision on site, et cetera.
Everyone has been working hard to develop the model, which is based on the East
Cheshire Trust model supported by GP practices.
The cost is beneath the Governing Body limit of £250,000, however due to the
potential spot purchasing of additional beds the proposal has been brought to the
Governing Body as those spot purchases could take the project over the limit.
Quality and contracting oversight would operate as per operations at Weston Park.

Comments and questions were received as follows:
o

o

Would the same team from Weston Park operate in this home?
- It would be a separate team as per current guidance. East Cheshire Trust
personnel would be used from the Acute Visiting Service.
Are we comfortable with the CQC rating of this setting?
- Eden Mansions had been rated by the CQC as ‘good’ for a number of years;
local intelligence says that it is very good.
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-

o

o

o

o

o

o

o

Nichola Thompson declared that she had no concerns with Eden Mansions;
its staff are dedicated and had kept on site during the first wave of Covid-19
to protect their residents.
Are we thinking of increasing domiciliary care funding or potentially bringing in
private domiciliary care?
- That would be down to East Cheshire Trust. Neil Evans had discussed this
with Dan McCabe, Senior Commissioning Manager at Cheshire East
Council, and they were in agreement that there is work that could be done to
increase the confidence of domiciliary care providers in terms of vaccinating
key workers, et cetera.
Wendy Williams enquired whether it would be possible for the Governing Body to
increase the value of the decision making limit of £250,000 during this time of
emergency. This would speed up the governance process for commissioning.
- In this case, convening an Extra-Ordinary Governing Body meeting has not
caused any delay, however we can raise the limit and have it as a temporary
Executive power, but we would still have to act in line with the SORD.
Are therapy staff and others available in this setting?
- The model is to provide a fast move through the unit so the input is less.
Partners are working together across Cheshire to ensure a team can be out
together. There are certainly workforce challenges across the patch at the
moment.
- Each patient will have an individual therapy plan which will follow them
through the system.
Clare Watson supported Wendy Williams’ suggestion of increasing the value of the
delegated decision making limit of up to £250,000 for Executives to support work
throughout the pandemic. Ms Watson added that all reporting would be through the
Accountable Officer’s report to the Governing Body.
Patients discharged to this unit would be there for up to two weeks; is that part of
the six week hospital discharge programme? We need assurance that we have
systems in place to manage patients through these beds otherwise community beds
will be blocked.
- Jamaila Tausif advised that there are weekly multi-disciplinary meetings;
community capacity is being treated as acute capacity and it is being
managed well.
The maximum exposure to the CCG is cited in the paper as between £232,000 and
£464,000.
- We will not incur the full £464,000 costs as we are not opening all 20 beds
on day one. The 10 extra beds are fluid as need arises.
- The costs include the bed based costs as well as the provision of additional
social care and clinical staffing to support the service.
Why is ECT taking medical responsibility for transfers and CWP taking responsibility
for infection prevention and control?
- CWP holds the current contract for infection prevention and control as
commissioned by both local authorities.

Dr Andrew Wilson thanked members of the Governing Body for the debate and
congratulated the report contributors for a very clear and helpful paper. Dr Wilson
declared that there were two matters for the Governing Body to consider which were
concluded as follows:
The Governing Body of NHS Cheshire Clinical Commissioning Group:
• Unanimously approved the decision to fund £232,000 for the designated setting
at Eden Mansions (bed costs, clinical and social worker support costs) as part of
the Department of Health and Social Care ask as well as developing a Seacole
rehabilitation approach.
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•

•

Note that the contractual arrangement would allow an additional 10 beds to be
commissioned on a spot purchase basis, as required which could increase the
contract expenditure with Eden Mansions by a maximum of £183k, with
additional support costs also increasing proportionately.
Agreed to receive a proposal suggesting a temporary raising of the delegated
financial authorisation limit for the Accountable Officer to £500,000 in terms of
Covid-19 related expenditure.

3.0

Any Other Business

3.1

AOB
There being no further business the Extra-ordinary Governing Body meeting was drawn
to a close and the Chair thanked everyone for taking the time to attend.

12

Governing Body - Public
Action Log Updated 11/02/21
Action
Original
Log No. Meeting Date

Description

Action Requirements from the Meetings

By Whom

11

17-Sep-2020 ICP Roadmapping

Update report regarding ICP road mapping to come to the meeting in public
of the Governing Body scheduled for November 2020.

TC

19

19-Nov-2020 Finance Update

Schedule a discussion with the Governing Body regarding future finance
plans

LR

21

17-Dec-2020 Committee Governance
Review

Bring back clear recommendations to the Governing Body relating to
recommendation 13 which was not agreed at the meeting

MC

By When

Comments/ Updates Outside of the Meetings

Status

Ongoing
12-Nov-2020 11.02.21 - In line with recent updates, the continued focus on
supporting system pressure due to winter pressures, COVID19
and COVID19 Vaccination roll out has resulted in the timeline
being moved backwards with a view to recommencing work in
late Spring 2021.
Once the White paper has been published and understood
locally and the role of the ICS and Place clarified further, an
updated position, plan and progress report will be provided to
the Governing Body.
12.01.21 - This item will be picked up at the Governing Body
meeting in February.
07.12.20 - Following consideration at the Strategic
Commissioning and Performance Committee in November, this
item has been deferred to a Governing Body meeting in the
New Year.
22.10.20 - This is scheduled to come to the Governing Body in
November and is captured on the forward planner. 10.11.20 There is an update included in the November Accountable
Officer's Report with a more detailed updated scheduled for
December.
Ongoing
tbc 11.02.21 - the publication of the planning guidance has been
deferred until later in the year. An update will be delievered
during the "Finance Update".
12.01.21 - the Commissioning and Contracting Intentions are
due to come to the Governing Body in February.
09.12.20 - LR is to discuss the development of the financial plan
with the AO and Chair. Subject to that discussion, the intention
is to consider financial planning as part of the Commisisioning
and Contracting Intentions discussion at the Governing Body.
18-Feb-20212 11.02.21 - An update is included in the Accountable Officer's
Report.

complete
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GOVERNING BODY
18th February 2021

Agenda Item 3.1

Title
GP Chair’s Report
Author

Contributors

Matthew Cunningham - Director of Governance and Corporate
Development
GP Chair
Mandi Cragg – Governance & Corporate Development Support
Report Reviewed by (Committee/Team/Director plus Finance if applicable)

Andrew Wilson

n/a
Date submitted

11 February 2021

Consideration for publication

Meetings of the Governing Body and Primary (General Medical) Care Commissioning
Committee meetings will be held in public and the associated papers will be published
unless there are specific reasons that should not be the case. This paper will therefore be
deemed public unless any of the following criteria apply:
The item involves sensitive HR issues
N
The item contains commercially confidential issues
N
Some other criteria outlined in the REASONS FOR RESERVING MATTERS TO
A PRIVATE MEETING OF THE GOVERNING BODY Protocol apply. Please
N
outline below: n/a

Key Issues and considerations

This report provides a summary of issues not otherwise covered in detail on the
Governing Body meeting agenda. This includes updates on:
 Appointment of CCG Wellbeing Guardian
 GP Membership engagement
 Chair’s Diary
 Re-prioritisation of time.

Governing Body Assurance Framework (if applicable)

Information provided in this report relates to the following GBAF entries in particular:
 GBAF20-03
Engagement & partnership working

Recommendation(s)
The Governing Body is asked to:
 Note the contents of the report.

Delivery of CCG’s duties / strategies / aims / objectives (if applicable)
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Financial Approval

Is funding required?
If applicable – Have the finance team confirmed the availability of funding?

N
N

Conflicts of Interest Consideration (if applicable)
n/a.

Report / Paper history
n/a

Glossary

The use of NHS jargon and acronyms is not only unnecessary but can create a barrier to
patient and stakeholder involvement in our work. NHS Cheshire Clinical Commissioning
Group are committed to promoting the use of inclusive, plain English across all of our
communications and activities, and therefore it is important to provide a glossary of
common terms used across the NHS. We have produced an online glossary for members
of the public to access. This can be found at: https://www.cheshireccg.nhs.uk/people-andcommunities/glossary/
If we use an acronym or term in our papers which you are unsure about and which is not
covered in the glossary, please email us at workingtogetherascheshire@nhs.net
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Chair’s Report
1.

Introduction

2.

Governing Body Member Lead Appointments

3.

GP Membership Engagement

1.1 The purpose of this report is to provide a summary of the extra-curricular activities
during January and February 2021 undertaken by the Chair that form part of the
network and relationship development supporting the CCG to achieve its values and
strategic objectives.
2.7 Christine Morris, our Independent Clinical Member (Registered Nurse) on the
Governing Body has agreed to be the CCGs named Wellbeing Guardian. Christine
attended the national launch of the NHS Wellbeing Guardians on 28 January 2021
which provided an insight to the role and access to resources to help develop the
role across organisations. It should be noted however that the primary operational
responsibility for the health and wellbeing of our staff continues to lie with Clare and
the Executive Team, and the role of the Wellbeing Guardian is to act as a critical
friend.
3.1 The CCGs GP Membership Senate met on the 28 January 2021. Despite the high
demands on general practice at present, not least from the roll-out of the COVID 19
vaccination program, senators had indicated they felt it important that the CCG
membership Senate did meet and that this small amount of time was given to both
connect as a CCG at a strategic level and momentarily lift up our heads and look to
the future. The meeting was held as a shortened 2 hour format
At the start of this meeting time was given for the GP membership Senate
representatives to raise concern or opportunity that needed CCG focus. Almost
exclusively this feedback concentrated on the COVID 19 vaccination program.
Senators are passionate in their support for GP lead PCN vaccination sites to be
central to this program and for the CCG to do what it could influence priority
vaccination delivery to these sites. Senators felt that these PCN centres were
better able to reach local populations in an equitable way than were mass
vaccination centres or hospital hubs, whilst also acknowledging the need for
expanding capacity to meet the significant challenge and the commencement of 2 nd
dose delivery particularly for the later and larger cohorts.
There was further discussion on the development of the Cheshire and Merseyside
Integrated Care System, the proposal to form a Joint Commissioning Committee of
the nine CCGs across Cheshire and Merseyside.
The next steps, and appropriate timings needing to be taken to further develop, an
ambitious high trust/low bureaucracy and consistent commissioning model for
general practice services across Cheshire was outlined. This will be developed with
member practices, integrated care partnerships and LMC, with an ambition to start
this work in the spring
3.2 Upcoming GP Membership meetings include:
 GP Membership Council meeting 25 February 2021
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4.

GP Membership Place (East) Meeting – 4 March 2021
GP Membership Place (West) Meeting – 11 March 2021

Chair to Chair Conversations

4.1 I have held or attended a series of meetings over the last couple of months, namely:
 Lynn McGill, Chair of East Cheshire NHS Trust
 Mike Maier, Chair of Cheshire and Wirral Partnership NHS Foundation Trust
 Alan Yates, Chair Cheshire and Merseyside Health and Care Partnership
 Chris Hannah, Chair of Countess of Cheshire Hospital NHS Foundation Trust
 Andrea Campbell, Chair Cheshire West Integrated Care Partnership
 Steven Michaels, Chair, Cheshire East Partnership Board
 CCG Chairs across Cheshire and Merseyside
 2:1 meeting with Clare Watson and Steven Michael, Chair of Cheshire East
Place Board
 2:2 meetings with Clare Watson and Chair and Managing Director of Cheshire
West Integrated Care Partnership
 2:2 meetings with Clare Watson and the Chief Executive and Leader of Cheshire
West and Chester Council
 2:2 meetings of the Accountable Officers and GP Chairs of Cheshire & Liverpool
CCGs
 North West Provider Chairs Briefings.
4.2

During this time I have also attended the following Board meetings:
 Cheshire East Health and Wellbeing Board
 Cheshire West and Chester Health Overview Scrutiny Committee
 Cheshire Commissioning for Integration Board.

5.

Re-prioritisation of time

5.1

In line with the asks of and guidance by NHS England and Improvement with
regards to releasing capacity to focus on the delivery of the Covid-19 vaccination
programme, during January I agreed, with the support of the independent
Governing Body members, to stand down the majority of CCG Governing Body
committees. Governing Body GP member time was also released so that
individuals could use that time to help in the delivery of the vaccination clinics. I
also was able to use released CCG time to be able to support further the
vaccination effort.

RECOMMENDATIONS
The Governing Body of NHS Cheshire CCG is asked to:
 Note the contents of the report.
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GOVERNING BODY
18th February 2021

Agenda Item 3.1

Title
Accountable Officer’s Report
Author

Contributors

Tracey Cole - Executive Director for Strategy and Partnerships
Matthew Cunningham - Director of Governance and
Corporate Development
Phil Meakin - Associate Director of Corporate Governance
Clare Watson
Alex Mitchell – Deputy Director of Finance and Contracting
Accountable Officer
Dylan Murphy – Head of Corporate Governance
Paula Wedd – Executive Director for Quality, Safeguarding
and Patient Experience
Report Reviewed by (Committee/Team/Director plus Finance if applicable)

n/a
12 February 2021
Date submitted
Consideration for publication

Meetings of the Governing Body and Primary (General Medical) Care Commissioning
Committee meetings will be held in public and the associated papers will be published
unless there are specific reasons that should not be the case. This paper will therefore be
deemed public unless any of the following criteria apply:
The item involves sensitive HR issues
N
The item contains commercially confidential issues
N
Some other criteria outlined in the REASONS FOR RESERVING MATTERS TO
A PRIVATE MEETING OF THE GOVERNING BODY Protocol apply. Please
N
outline below: n/a

Key Issues and considerations

This report provides a summary of issues not otherwise covered in detail on the
Governing Body meeting agenda. This includes updates on:
 COVID-19: Ongoing Response
 COVID-19: Mass Vaccination Update
 Future Governance Arrangements: Integrated Care System (ICS) Development
 Future Governance Arrangements: Joint Commissioning Committee
 2021/22 Interim Place Funding
 Temporary Suspension of Intrapartum Care, at Macclesfield District General Hospital,
East Cheshire NHS Trust
 Annual Report and Accounts: Structure and Timetable
 Committee Terms of Reference Governance Review
 Cheshire Anti-Bullying Charter
 NO MORE Suicide Website
 Decisions Taken under Executives’ Authority
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Governing Body Assurance Framework (if applicable)

Information provided in this report relates to the following GBAF entries in particular:
 GBAF20-01
Quality & sustainability of services
 GBAF20-03
Engagement & partnership working
 GBAF20-04
Capacity to meet the health needs of the population
 GBAF20-09
COVID-19 pandemic response.

Recommendation(s)
The Governing Body is asked to:
1. NOTE the contents of the report.
2. NOTE in particular East Cheshire NHS Trust’s decision to extend the current
temporary suspension of intrapartum care at the Macclesfield Hospital site for a further
six months (from 1st April – 30th September 2021).
The Governing Body is asked to APPROVE:
3. The non-recurrent allocation of funding to the Cheshire Places for 2021/22 totalling
£1,160,525.
4. The proposed arrangements for oversight of the register of procurement decisions (as
outlined at paragraph 9.2)
5. The revisions to the standard decisions / recommendation and associated definitions
(as outlined at paragraph 9.3)
6. The recommendation (at paragraph 9.5) that a working group be established to finalise
the arrangements for consideration of “performance” within the committee structure.
7. The recommendation (at paragraph 10.12) that the CCG:
 Sign the Cheshire Anti-Bullying Charter
 Publicise its support for the Charter and consider how the CCG can further raise
awareness of bullying.
 Consider the development of a CCG Anti Bullying strategy to sit alongside our
Bullying and Harassment policy.
Delivery of CCG’s duties / strategies / aims / objectives (if applicable)
The information contained in the report relates to a number of statutory duties, strategies
and objectives. These include the Clinical Commissioning Groups strategic objectives:
“Improved wellness in our communities”; “High quality care for everyone who needs care”;
“Equality & equality in health and care”; and “Financial sustainability & good governance”.

Financial Approval

Is funding required?
If applicable – Have the finance team confirmed the availability of funding?
Conflicts of Interest Consideration (if applicable)
n/a.

N
N

Report / Paper history
n/a

Appendices
Appendix 1
(attached)
Appendix 2
(attached)
Appendix 3
(via link)

Standard Recommendations / Decisions and associated definitions
Options for Committee Consideration of “Performance”
Cheshire Anti-Bullying Charter
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Glossary

The use of NHS jargon and acronyms is not only unnecessary but can create a barrier to
patient and stakeholder involvement in our work. NHS Cheshire Clinical Commissioning
Group are committed to promoting the use of inclusive, plain English across all of our
communications and activities, and therefore it is important to provide a glossary of
common terms used across the NHS. We have produced an online glossary for members
of the public to access. This can be found at: https://www.cheshireccg.nhs.uk/people-andcommunities/glossary/
If we use an acronym or term in our papers which you are unsure about and which is not
covered in the glossary, please email us at workingtogetherascheshire@nhs.net
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Accountable Officer’s Report
1.

Introduction

1.1 This report covers some of the work which takes place in the Clinical
Commissioning Group which is not reported elsewhere in the Governing Body
papers.
1.2 Our role and responsibilities as a statutory oragnisation and system leader are
considerable. Through this paper we have an opportunity to recognise the enormity
of work that the organisation is accountable for or is a key partner in the delivery of.
1.3 The following updates (and the wider Governing Body papers) cover the period from
the last formal Governing Body meeting in December 2020 to the present.

2.

COVID-19 Response Update

2.1 On 4th January 2021 Her Majesty’s Government announced new national lockdown
rules for England, reinstating the “Stay At Home” message. They also announced
the resumption of shielding in England for people who are clinically extremely
vulnerable. This was in response to rising COVID-19 infection rates and deaths
attributable to the virus, the discovery of new variants of COVID-19 and rising levels
of demand on the NHS, particularly in the hospital sector. These rules are
supported by Law and are due to end on 31st March 2021. Her Majesty’s
Government has stated that they hope to ease restrictions during March 2021. More
information on these rules can be found at https://www.gov.uk/guidance/nationallockdown-stay-at-home
2.2 As I reported at the last Governing Body meeting the NHS is still in a Level 4 Major
Incident due to COVID-19 and the CCG continues to lead and facilitate the
response to COVID in the Cheshire health system. The number of daily COVID
cases has been at record levels recently, driven by a new variant of the virus
thought to be much more easily transmissible than other strains. At the time of
writing this report we are able to report a reduction in Covid related admissions and
diagnosis in hospitals nationally and in the North West. However, hospital
admissions and pressure on all NHS services remains high.
2.3 As with the previous month’s report there is a clear focus on the development and
delivery of the Vaccination Programme. With 18 Primary Care Network (PCN) sites
being operational in Cheshire and the development of two new Mass Vaccination
Sites in Cheshire due to go live in February I am reporting on this below so is not
the focus of this update but clearly is a large part of the overall COVID effort.
2.4 Aside from the Vaccination Programme the CCG focus still remains on how we
support and lead the system and the Cheshire population through the reminder of
the winter. Key areas include:
 Responding to ongoing COVID-19 demand
 Maximising capacity in all settings to treat non-COVID-19 patients
 Responding to emergency demand and managing winter pressures
2.5 At the time of writing this report all the Cheshire Hospital Trusts and General
Practices remain under pressure due to the significant number of COVID
Patients. The CCG Covid Group (which is the CCG’s incident management team)
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continues to work with Trusts to support any emergency requirements to support
them with mutual aid where possible. As the Vaccination update agenda will
illustrate CCG staff are also supporting the PCN rollout of the 18 Vaccination Centre
and the two new Vaccination Centres due to open in February.
2.6 A clear area of focus for the entire system and the CCG is to enable effective
discharge and flow of patients to optimise resource and the quality of care for
patients. The CCG Covid Group continues to focus on this to make sure
appropriate measures are being taken.
2.7 All of the above work continues to be overseen by the CCG Covid Group which acts
as an Incident Management Team and includes senior representation from both
Integrated Care Partnerships. The CCG Covid Group continues to meet formally
twice a week and documents all key decisions, risks and actions relating to the
CCG response to Covid-19.
2.8 Cheshire West and Chester Local Authority have now set up a second
Asymptomatic Lateral Flow Testing site in Winsford.
2.9 Cheshire CCG and CSU staff who visit patient-facing areas now have access to the
NHS England Programme for twice weekly Lateral Flow Testing for COVID-19. This
is a voluntary scheme and so far 32 eligible staff have chosen to take part and been
issued with Lateral Flow Kits for testing at home. The results of these tests will be
reported directly by staff to NHS England via the NHS Digital Online Platform

3.

COVID-19 Mass Vaccination Update

3.1 The Cheshire Vaccination Programme is progressing well with 27 vaccination site
which include: 18 Primary Care Network sites, 4 hospital hubs and 5 pharmacies.
Two further large vaccination sites are due to go live the week commencing 15
February 2021. These will be based at Chester Racecourse, Chester and New
Alderley Park, Alderley Edge. All sites have been concentrating on vaccinating
patients in priority cohorts 1-4 in line with government guidance and are on track to
deliver the target of having offered a vaccine to all the citizens within these cohorts
by the 15 February 2021. Since the last report to Governing Body, the Cheshire
system has achieved the first major milestone of offering all care home residents
and their carers a vaccination by the 31 January 2021.
3.2 All partners in the Cheshire system have been working together so that plans are in
place for patients to receive second vaccinations, for further cohorts 5-9 and to
ensure that our most vulnerable and hard to reach citizens are offered a vaccine. A
plan to engage with ‘hard to reach’ and ‘vaccine hesitant’ groups has been
developed in conjunction with a wide range of partners spanning the Cheshire,
Warrington and Halton sub region.
3.3 A review of transportation options to assist citizens to attend vaccination centres is
being undertaken by Cheshire West and Chester Council and Cheshire East
Council. A nationally led communication campaign asking any patients aged 70 and
above to contact the NHS if they have not been vaccinated was launched on 8 Feb
2021.
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3.3 We would like to thank all system partners, volunteers and staff for their continued
efforts to ensure that our population are provided with this vaccination as swiftly as
possible and we would like to thank our population for taking up their offer of a
vaccine when invited so that we can curb the spread of pandemic. More information
on all aspects of the Programme can be found here:
https://www.cheshireccg.nhs.uk/news/news-stories/covid-19-vaccinationprogramme-what-you-need-to-know/

4.

Future Governance Arrangements: Integrated Care System (ICS)
Development

4.1 The Government has published its White Paper on modernising the legal
framework around commissioning and delivery of health and social care services.
The intention is to support local health and care systems to deliver higher-quality
care to their communities in a way that is less legally bureaucratic, more
accountable and more joined up by bringing together the NHS, local government
and partners to tackle the needs of their communities as a whole.
4.2 Key proposals include:
 The NHS and local government coming together legally as part of integrated care
systems (ICSs) to plan health and care services around patients’
needs, including moving services out of hospitals and into the community,
focusing on preventative healthcare.
 The NHS only needing to tender services when it has the potential to lead to
better outcomes for patients.
 A package of measures to improve oversight and accountability in the delivery of
social care services through new assurance and data-sharing measures, and an
updated legal framework to enable person-centred models of hospital discharge.
4.2 NHSE/I has responded to the White Paper with five recommendations:
1. Government should set out at the earliest opportunity how it intends to progress
the NHS' proposals for legislative change.
2. ICSs should be put on a clear statutory footing but with minimal national
legislative provision. Legislation should not dictate Place-based arrangements.
3. ICSs should be underpinned by an NHS ICS statutory body and a wider statutory
health and care partnership.
4. There should be maximum local flexibility as to how an ICS health and care
partnership is constituted.
5. Provisions should be made to transfer primary care services from NHSE to the
NHS ICS body.
4.3 A Bill to carry the proposals into law will be laid in Parliament when Parliamentary
time allows, with a view to ICSs being operational from April 2022.
4.4 The creation of statutory ICSs is likely to result in the abolition of CCGs and the
transfer of their functions to ICSs and/or existing integrated care partnerships.
4.5 There is a lot of work to do locally with our partners in the two Cheshire Places to
design and develop local governance in line with the proposals within the White
Paper, and with the Health Care Partnership. We need to ensure that we maintain
and deliver all of our statutory duties in 2021/22 whilst preparing for the future.
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There will be transition, temporary and shadow arrangements put in place over the
coming months, which we will accommodate and promote.

5.

Future Governance Arrangements: Joint Commissioning
Committee

5.1 As part of the work to develop an Integrated Care System (ICS) for Cheshire and
Merseyside, the Accountable Officers have been leading work to establish a Joint
Commissioning Committee. The outputs of this work including a proposal paper
and suggested Terms of Reference were shared with all Governing Body members
at a development session held on 7 January 2021.
5.2 All Governing Body members were asked to share their views and comments
following discussion at the above meeting and the comments have been shared
with the Accountable Officer group. A summary of the comments can be found as
an Appendix to this report.
5.3 It is anticipated that a further iteration of the Terms of Reference will come back to
the Governing Body in March for further consideration and endorsement. Further
work is still required in terms of finalising the proposed work plan of the Committee
as well as the required changes to the CCG Constitution and Scheme of
Reservation and Delegation (SORD) to enable this to be a formal decision making
Committee of the CCG. In line with the CCGs SORD, approval from the GP
membership of the CCG will be required in order to approve changes to the CCG
Constitution and delegation of decision making authority to the Joint Committee.

6.

2021/22 Interim Place Funding

6.1 Both Cheshire West ICP and Cheshire East ICP have recently engaged with the
CCG around funding arrangements for the next financial year i.e. 2021/22 and
raising their concerns around the continuity of employment for staff supporting the
ICPs’ agendas.
6.2 In line with the 2020/21 National Planning guidance CCGs were required to set
aside 0.5% of its funding on a non-recurrent basis to cover three areas: HCP
Administration (0.1%), HCP Programme Costs (0.2%) and Place funding (0.2%).
During the current financial year, both the Cheshire West and Cheshire East ICPs
received their 0.2% allocation in additional to some smaller values allocated out of
the CCG running costs savings arising from the previous reorganisation. The values
awarded were £1.307m and £1.31m respectively.
6.3 As a result of the Covid-19 Pandemic the normal financial arrangements for CCGs
in the current financial year have been replaced with more decision making/control
being made nationally. Further guidance is expected in the oncoming weeks but it is
expected that the current arrangements will continue into at least the first quarter of
2021/22 and is also supported by the recent announcement that the 2021/22 NHS
planning guidance which was due out in January 21 has been delayed until the end
of March.
6.4 In recognition of the need to maintain continuity the Executives received a paper
that proposed to support the ongoing development of the ICPs and in the absence
of any national planning guidance, the CCG adopted a “pragmatic” approach and
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supports the ICPs request to continue funding the staff related costs non recurrently
in 2021/22 whilst minimising the CCG financial risk.
6.5 The remaining balance of the 0.2% place funding would be adjusted for along with
any inflationary increases once the 2021/22 planning guidance is released. The key
points to note:
 CCG is going at risk given delays to planning guidance and notified funding.
 Risk is minimal given direction of travel to ICS & Place from April 2022 onwards.
 No expectation that the requirement for CCG to set aside 0.5% funding to Cover
HCP & Place will change and therefore will be included in future financial plans.
 Both places have adopted different approaches around the use of the 0.2%
funding and as such the values requested differ.
6.6 The proposed interim payments to be made for 2021/22 total £1,160,525. Split
between:
 Cheshire West ICP (host Countess of Chester NHS Foundation Trust) £688,331
 Cheshire East ICP (host Mid Cheshire Hospitals Foundation Trust) £472,194
6.7 The Executives supported the paper at its meeting held on the 9 February 2021 and
recommend to the Governing Body that they approve the allocation of funding. The
proposed value requires a Governing Body decision in line with the Schemes of
Reservation and Delegation.
6.8 The Governing Body is asked to approve the non-recurrent allocation of
funding for 2021/22 totalling £1,160,525.

7.

Temporary Suspension of Intrapartum Care, at Macclesfield
District General Hospital, East Cheshire NHS Trust

7.1 In response to the COVID-19 pandemic, intrapartum care at Macclesfield District
General Hospital was temporarily suspended in March 2020 and local women were
relocated to neighbouring maternity units as a safety measure. Ante-natal and
postnatal care provision has remained in Macclesfield. A decision by East Cheshire
NHS Trust Board, on 6th August 2020, to extend the temporary suspension until the
end of March 2021 was endorsed by our Governing Body in September 2020. This
decision was deemed to be the best available option to the Trust in order to
maintain safe services at Macclesfield Hospital during the ongoing COVID-19
response and to also provide certainty to local women who are due to give birth
within the next six months around their care plans.
7.2 Reinstating services on the Macclesfield Hospital site continues to be subject to
meeting specific recovery criteria, agreed by the Trust Board in May 2020 and
closely reviewed on a monthly basis. The most recent review was undertaken on
22nd January 2021 and concluded that the following criteria remain unmet in the
context of the current COVID-19 second surge.
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7.3 Temporary contingency options have been considered by the Trust, Clinical
Commissioning Group, key local maternity system partners, and the local Maternity
Voices Partnership to ensure that local women have access to safe, high quality
maternity care in the event that the Trust is unable to reinstate services from 1st
April 2021. The preferred contingency option was for the Trust to extend the
temporary suspension of inpatient maternity services on the Macclesfield site for a
further six months (from 1st April 2021 to 30th September 2021), whilst maintaining
antenatal and postnatal provision, alongside strengthening the pathways, processes
and continuing Antenatal Day Unit (ANDU) provision.
7.4 At the East Cheshire NHS Trust Board meeting, on 4th February 2021, the Trust
considered and agreed the option to extend the current temporary suspension of
intrapartum care at the Macclesfield Hospital site for a further six months (from 1st
April – 30th September 2021) and reaffirmed its commitment to reinstate full
maternity and neonatal services, at Macclesfield Hospital, in September 2021. The
decision, which has been communicated to key stakeholders, took into account the
continued challenges of dealing with the Covid-19 pandemic, including ensuring
patients and staff continue to be protected from the virus and maintain adherence to
the restriction guidance.
7.5 The Trust also announced that it has committed around £2m to upgrade its
intensive care unit, which will enable it to safely manage Covid-19 and non-Covid19 patients in one location. The timescale for delivery of this scheme has been
estimated at around six months and the success of this will be a key factor in the
return of the maternity services later this year.
7.6 In the interim, the Trust will continue to offer local access to antenatal care and its
home birth service for those women who would like to choose this option. East
Cheshire women will continue to have the choice of giving birth at neighbouring
hospitals Leighton Hospital, Stepping Hill Hospital and Wythenshawe Hospital and
feedback from new mums giving birth at these host sites continues to be extremely
positive.
7.7 The Governing Body is asked to note East Cheshire NHS Trust’s decision to
extend the current temporary suspension of intrapartum care at the
Macclesfield Hospital site for a further six months (from 1st April – 30th
September 2021).

8.

Annual Report and Accounts: Structure and Timetable

Content of the Annual Report
8.1 In accordance with the Department for Health and Social Care’s Group Accounting
Manual (the “GAM”), Clinical Commissioning Groups are required to publish a
three-part annual report and accounts (“ARA”):
1. The Performance Report, which must include:
 A Performance Overview
 A Performance Analysis.
2. The Accountability Report, which must include:
 A Corporate Governance Report
 A Remuneration and Staff Report
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A Parliamentary Accountability and Audit Report.

3. The Financial Statements / Statutory accounts
8.2 NHSE/I have informed NHS organisations that as the ongoing COVID-19 pandemic
response continues to significantly impact on public sector resources there are
reduced reporting requirements in place for 2020/21. NHSE/I have indicated that
“The performance analysis, but not the performance overview (typically 10 – 15
pages), is optional to omit. All statutory elements should be addressed in the
overview, however the fine detail that would usually be found in the analysis is
optional.”
8.3 According to the GAM: “The purpose of the performance overview is to give the
user a short (no more than 10 to 15 pages) summary that provides them with
sufficient information to understand the organisation, its purpose, the key risks to
the achievement of its objectives and how it has performed during the year. The
overview should be enough for the lay user to have no need to look further into the
rest of the ARA unless they were interested in further detail or had specific
accountability or decision-making needs to be met.”
8.4 To satisfy statutory reporting requirements, the Performance Report (either in brief
within the “Overview” or within a partial “Analysis”) would also need to cover the
following:
Reporting Requirement set out in National
Health Service Act 2006 (as amended)
Section 14Z15 - Contribution to the delivery of
joint Health and Wellbeing Strategies
Section 14R - Duty as to improvement in
quality of services
Section 14Z2 - Public involvement and
consultation
Section 14T - Duties as to reducing
inequalities

Performance Analysis Section that
would ordinarily cover the
requirement
Working with Partners / Contributing to
Joint Strategies
Improving Quality
Engaging People and Communities
Reducing Health Inequality

Timetable for submission
8.5 There are various national deadlines associated with the submission of the Annual
Report and Accounts. The national deadline for the submission of the DRAFT
Annual Report and draft statutory accounts has been confirmed. The deadline for
submission of the final, approved versions has not yet been confirmed.
What

When

CCGs to submit:
 A full copy of the draft Head of Internal Audit Opinion (to allow regional
assurance activity to commence). To aid thematic analysis, we ask that
this includes a summary table of all audit reviews undertaken, and the
level of assurance assigned to each review.

12 March

CCGs to submit:
 DRAFT statutory accounts

27 April
(09:00)
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What

When

CCGs to submit:
 DRAFT annual report as approved by the Accountable Officer (and
passed to appointed auditors for audit).
 A full copy of the draft Head of Internal Audit Opinion statement as
issued by the CCG’s internal auditors. To aid thematic analysis, we ask
that this includes a list of all audit reviews undertaken, and the level of
assurance assigned to each review.
 Completed National Audit Office (NAO) disclosure checklist 2020/21 for
DRAFT submission (to support regional certification process).

27 April
(12:00)

CCGs to submit:
 Full audited and signed annual report, as approved in accordance with
the CCG scheme of delegation and signed and dated by the
Accountable Officer and appointed auditors.
 A full copy of the final Head of Internal Audit Opinion statement as
issued by the CCG’s internal auditors.
 Completed NAO disclosure checklist 2020/21 for final submission (to
support regional certification process).
 Final, audited statutory accounts.

Tbc - 15
June (09:00)*
(tbc - 29
June)**

CCGs to publish their Annual Report and Accounts in full on their public
website.
CCGs should hold a public meeting at which their Annual Report and
Accounts should be presented.

Tbc –
7 July*
Tbc –
29 Sept*

th

*Based on a final submission date of 15 June, as referenced in an NHSE/I letter dated 15 January
2021 but not yet confirmed in the published timetable.
th
**A potential extension to 29 June was also mentioned in the 15 January letter. At present, it is not
clear whether that may be an option for the CCG. Dates to meet a 29 July submission are included
in brackets.

8.6 A more detailed local timetable which outlines the steps required to draft, review
and approve the Annual Report and Accounts will be considered by the
Governance, Audit and Risk Committee in March. There are currently two sets of
dates identified – to meet either a 15 June or a 29 June submission date.

9.

Committee Terms of Reference Governance Review

9.1 In December 2020 the Governing Body considered a paper entitled NHS Cheshire
CCG Committee Terms of Reference Governance Review. The paper reported 13
actions arising from a workshop in October 2020 which were subsequently
considered by the Governance, Audit and Risk Committee in November 2020. By
the December 2020 Governing Body meeting, five of the actions had already been
completed or were in progress and a further eight recommendations were
presented for consideration:
 Five recommended actions were agreed;
 Two recommended actions – action 9 (relating to oversight of the register of
procurement decisions) and action 12 (relating to a standard suite of
recommendations / decisions and associated definitions) were agreed subject to
clarification of one particular element; and
 It was agreed that further thought would be given to action 13 which related to
the consideration of “performance” within the committee structure.
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9.2 Following further discussion involving the Chair of the Finance Committee; Chair of
the Governance, Audit and Risk Committee; Chief Finance Officer and Director of
Governance and Corporate Development the following recommendation was
agreed in relation to oversight of the register of procurement decisions (December’s
action 9):
RECOMMENDATION: Operational oversight of the register of procurement
decisions resides with the Executive team, primarily the Executive Director for
Finance and Contracts, and the register of procurement decisions is reviewed
by the Governance, Audit and Risk Committee on a regular basis (aligned to
the timetable for assurance submissions to NHSE/I).
9.3 Following further discussion involving the CCG Chair and Committee Chairs, the
following additional narrative is RECOMMENDED for inclusion within the standard
recommendations and definitions as otherwise agreed (December’s action 12):
NOTE – to record that an issue or action has been presented to the committee
or governing body.
Supplementary note: items are regularly reported to provide ASSURANCE to
the Governing Body or committee. The purpose of the item would be to
provide assurance, the recommendation / action would be to NOTE the item.
The type of item that would be presented to the Governing Body to NOTE may
include:
 Assurance that the CCG’s statutory duties (including its safeguarding
duties) are being delivered and risks / issues are being addressed
 Assurance that the CCG’s strategic objectives are being delivered and risks
/ issues are being addressed
 Assurance that the CCG’s plans or strategies are being delivered and risks /
issues are being addressed
 Updates on requests / requirements communicated from NHSE/I
ESCALATE – to bring an issue to the attention of a committee or governing
body as it falls within their remit.
 Supplementary note: This is likely to include significant risks and issues
relating to the particular committee remit or the Governing Body’s remit and
responsibilities.
9.4 For reference, the full suite of standard decisions / recommendations and the
associated narrative is included at Appendix 1.
9.5 The Governing Body agreed that further thought be given to the most appropriate
treatment of performance within the committee structure. It is RECOMMENDED that
a working group be established to finalise the arrangements for consideration of
“performance” within the committee structure. The issues considered to date and
the suggested option for working group consideration and approval are outlined
below.
 Option 1, as appended to the December 2020 paper – the alignment of
“performance” with “quality” - was the most popular with the key stakeholders
canvassed following the November 2020 GARC meeting, with six of six
respondents recognizing at least some benefit of that alignment. Although there
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was broad support for this approach, there were a number of caveats which were
outlined in the appendix. That is attached for reference at Appendix 2.
 There are various elements of “performance” that the Governing Body and its
committees keep under review. There are elements of “performance” that are
integral to the business of each committee. There is no suggestion that the
totality of “performance” sits with any one committee - “performance” in this
context relates to oversight of the performance report produced by the Business
Intelligence Team.
 The pros and cons of potential alignments, as originally considered, are outlined
at Appendix 2.
 The original options presented in December 2020 considered a number of
comparator CCGs. To provide additional comparison, the current committee
configurations across the Cheshire and Merseyside Health and Care Partnership
CCGs are:
No dedicated
“performance” Ctte
South Sefton
Southport & Formby

Finance &
Performance
Halton
Warrington
Knowsley

Quality &
Performance
Liverpool
Wirral

Quality, Finance
& Performance
St Helens

SUGGESTED OPTION for consideration by the working group:
The business intelligence performance report is considered at a “Quality,
Safeguarding and Performance Committee” but particular elements of
performance are considered in line with existing committee duties / portfolios, i.e.:
 Governing Body – Quarterly reporting on performance against the NHS
Outcomes Framework (as well as any issues escalated by the committees). This
information would be generated by Planning and Delivery – PMO/BI Performance
Team.
 Strategic Commissioning and Performance – Performance against the
milestones in our commissioning and contracting intentions. This information
would be generated by Planning and Delivery – PMO/BI Performance Team.
 Quality, Safeguarding and Performance – Performance against the NHS
constitution, national operational plan priorities, care homes. This information
would be generated by the BI Performance Team
 Finance – As now, performance against the financial plan. This information
would be generated by the Finance Team.
 Primary Care Commissioning – Performance against key national primary care
metrics, including GP Forward View metrics such as workforce, IT, Access etc. (a
revised dashboard is currently being developed). This information would be
generated by the Primary Care Team (working across directorates).
 Governance, Audit and Risk – As now, performance in relation to regulatory
requirements, audit requirements and governance arrangements. This
information would be generated by Internal Audit, the Finance and Governance
teams.

10. Cheshire Anti-Bullying Charter

10.1 Across Cheshire we are seeing an increase in bullying not just in our schools but
also in the work place. Research now reveals that one in six children have been
bullied at school in the last 12 months while a third of adults have been subject to
workplace bullying at some time in their careers.
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10.2 In May 2019 a multi-agency Anti-Bullying Commission was brought together by the
Cheshire Police and Crime Commissioner, to work together to identify ways
individuals and organisations can work more effectively together to support those
who have been impacted by bullying, prevent such behaviour in the first place and
intervene to address the behaviour of those perpetrating it.
10.3 Given the breadth of the work needed, the work has been into three phases:
 Phase 1 – Under 25s
 Phase 2 – Bullying in the workplace
 Phase 3 – Over 65s
10.4 During Phase 1 the Commission involved children, people and adults across
Cheshire to look at and understand their experiences of bullying. They also looked
at legislation, guidelines around bullying and serious case reviews where bullying
has been identified as a factor.
10.5 The Anti Bullying Commission has set out a series of recommendations for
Cheshire partnerships and organisations: the Police and Crime Commissioner; local
authorities; education establishments; Cheshire Constabulary and a catch all of all
organisations in Cheshire.
10.6 The ask of all organisations in Cheshire is to:
 Sign Cheshire's Anti-Bullying Charter and publicise their support for the Charter
in order to eradicate bullying in our communities; and
 Create a whole institution strategy to support the development of an effective and
sustainable Anti-Bullying Policy that is focused on creating a safe and secure
environment, encompassing a culture of respect and tolerance. The strategy
should have a proactive ethos of prevention, intervention and monitoring. It is
clear that spotlighting awareness, problem solving and restorative practices will
build empathy and resilience.
10.7 From the recommendations from Phase 1, the Commission developed the Cheshire
Anti Bullying Charter and encourage all schools, workplaces and community
organisations, across Cheshire, to sign it to show their commitment to challenging
all forms of bullying.
10.8 On behalf of the CCG the Deputy Designated Nurse attended the webinar launch of
the Phase 1 report and the Cheshire Anti-Bullying Charter on 20th November 2020.
The report, research and recommendations were discussed including the
recommendations for change and to give a commitment to eradicate bullying in our
society.
10.9 The webinar was attended by over 90 people from across agencies, it was
introduced by Police and Crime Commissioner who outlined the changing nature of
bullying and the tragic and long term consequences this can have. The local
Serious Case Review in Cheshire West following the death in 2016 of a 16 year old
as a consequence of bullying was highlighted.
10.10 The review illustrated that although agencies address the issues of bullying this is
often done in silos and this needs to change into a co-ordinated agency approach
which helps achieve a society which is “caring, tolerant and respectful of others”.
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10.11 The recommendations across all agencies are outlined within the Phase One
report and include specific actions for education, Local Authorities, Police and all
other organisations with a clear recognition that bullying is a ‘safeguarding’ issue for
children and young people.
10.12 To meet the recommendations in Phase 1 we are taking the following actions to
support the charter:
1. We are updating the CCG Safeguarding Policy to reflect our commitment and
strategy to support the Charter.
2. Information about the Charter will be publicised on the CCG Safeguarding
intranet page for staff.
3. The Director of Quality, Patient Experience and Safeguarding has introduced the
Charter at a Team Brief and encouraged staff to sign up to the Charter via a link
in the CCG newsletter.
4. The Quality and Safeguarding Directorate will take the Charter to the CCG
Organisation Development group to progress links to the CCG Bullying and
Harassment policy.
5. The CCG communications team will promote our commitment to the Anti-Bullying
charter to our population.
6. As a statutory partner of the Cheshire East and Cheshire West and Chester
Safeguarding Adults Boards and Children Partnerships we are supporting the
development of training for practitioners to raise awareness of bullying and how
to support people who are experiencing bullying.
The Governing Body is asked to agree that the CCG:
 Sign the Cheshire Anti-Bullying Charter.
 Publicise its support for the Charter and consider how the CCG can further
raise awareness of bullying.
 Consider the development of a CCG Anti Bullying strategy to sit alongside
our Bullying and Harassment policy.

11. NO MORE Suicide Website

11.1 Champs Public Health Collaborative has this week announced the launch of the
new NO MORE Suicide website for Cheshire and Merseyside. The website is a
resource for both local partners and community organisations, as well as members
of the public who may be seeking information or support.
11.2 The website is designed to offer clear and immediate support options to those who
may be suffering with thoughts of suicide or people who think they know someone
else who is struggling. It is hoped that the website will also be a preventative
resource, offering early intervention via information on the various suicide
prevention programmes taking place across Cheshire & Merseyside e.g. the men's
mental health programmes. We plan to highlight inspirational case studies and
stories showcasing the fantastic programmes happening across the sub-region and
their effectiveness in preventing suicide.
11.3 Additionally, the NO MORE Suicide website will be a useful resource for anyone
who has been bereaved by suicide, with access to resources, signposting to suicide
bereavement services and guidance on how to become part of the Cheshire &
Merseyside Lived Experience Network.
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11.4 The NO MORE Suicide site is also designed to be an accessible and useful
resource for professionals in Cheshire & Merseyside to find information about the
system wide work that the NO MORE Suicide Partnership Board leads, the vision
we work towards and the strategy for realising this vision.
11.5 The launch of the website will involve a social media campaign that specifically
encourages members of the public to visit and engage with the website. In this first
phase of the campaign middle aged men will be directly targeted, as they are a
priority group in our joint efforts to prevent suicide.

12. Decisions Taken Under Executives’ Authority

12.1 Since the last report, the following decisions have been made under the Executives’
delegated authority:
15 January
 The Executive Team supported preparation of a bid for funding for a pilot
partnership approach to sustainable maternal mental health services in Cheshire
& Merseyside, and agreed NHS Cheshire CCG would offer to receive and
manage the budget on behalf of the partners.
22 January
 The Executive Team approved the 12 month pilot programme for a local Mental
Health Intensive Support Team with three conditions - clarification from CWP on
their funding offer; explicit assurance on access to the universal mental health
offer for the cohort of patients; six month review and assessment of success for
the pilot, with an exit plan on standby.
 Noting it was beyond the maximum term set in the Secondment Policy, and
taking the considered recommendation of the senior leadership team (SLT), the
Executive Team approved further extending the secondments of two members
of staff to Cheshire West Integrated Care Partnership (ICP) until March 2022.
 The Exec Team approved the content of the CCG response to CEICP subject to
agreed amendments being made to the draft presented at the meeting on 26
January 2021 (Letter sent 5th February 2021).
26 January
 The Executive Team agreed to recommend to the Governing Body that the CCG
commits to the Cheshire Anti Bullying Charter.
 The Executive Team agreed the maximum number of unused annual leave
entitlement which can be carried forward to 2021/22 is the five days by
exception, with prior agreement with line managers as stated in the Annual
Leave Policy. Staff specifically identified as focussed on the COVID-19 mass
vaccination work (the pressure of which may have made it difficult to take annual
leave), with explicit prior agreement of their line manager, would be allowed to
carry forward a further five days, totalling a maximum of 10.
5 Feb 2021
 The Executive Team supported the proposals and agreed to recommend to the
Governing Body changes to the standing financial instructions (SFIs) temporarily
increasing the authorisation limit for the Accountable Officer and the Executive
Director of Finance and Contracting to £250,000 for Covid-19 related expenses.
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The Accountable Officer approved, and the Executive Team supported
additional authorised signatories as proposed, to improve the flow of invoice
approval for continuing health care and individual funding requests.
The Executive Team approved the proposed approach to revised provider
assurance on risk, safety and quality.

RECOMMENDATIONS
The Governing Body is asked to:
1. NOTE the contents of the report.
2. NOTE in particular East Cheshire NHS Trust’s decision to extend the current
temporary suspension of intrapartum care at the Macclesfield Hospital site for a
further six months (from 1st April – 30th September 2021).
The Governing Body is asked to APPROVE:
3. The non-recurrent allocation of funding to the Cheshire Places for 2021/22 totalling
£1,160,525.
4. The proposed arrangements for oversight of the register of procurement decisions (as
outlined at paragraph 9.2)
5. The revisions to the standard decisions / recommendation and associated definitions
(as outlined at paragraph 9.3)
6. The recommendation (at paragraph 9.5) that a working group be established to
finalise the arrangements for consideration of “performance” within the committee
structure.
7. The recommendation (at paragraph 10.12) that the CCG:
 Sign the Cheshire Anti-Bullying Charter
 Publicise its support for the Charter and consider how the CCG can further raise
awareness of bullying.
 Consider the development of a CCG Anti Bullying strategy to sit alongside our
Bullying and Harassment policy.
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APPENDIX 1 – Standard Decisions / Recommendations and Definitions
APPROVE – to officially sanction a course of action. In order to APPROVE something, it must
fall within the authority of the committee or governing body to do so. The committee or
governing body may be asked to consider a number of options and select which to APPROVE.
e.g. The Governing Body APPROVED an award of a contract of £x; APPROVED the publication
of x; APPROVED the CCG’s x Strategy; etc.,
RATIFY – to retrospectively record support for a course of action that would ordinarily have
been APPROVED by the committee or governing body.
Supplementary note: in exceptional circumstances, to record support for a decision taken
outside the usual decision-making process.
ENDORSE – to indicated support for a course of action (which is outside the authority of the
committee or governing body to APPROVE directly).
e.g. the Governing Body ENDORSED x Council’s y Strategy.
Supplementary note: This is likely to apply to partnership strategies that are not led by the
CCG (as statutory responsibility lies with another body).
RECOMMEND – to indicate support for a course of action to the body that has the authority to
APPROVE it.
e.g. x Committee RECOMMENDS that the Governing Body APPROVE the publication of y;
x Committee RECOMMENDS that the Governing Body APPROVE the CCG’s y Strategy; etc.
NOTE – to record that an issue or action has been presented to the committee or governing
body.
Supplementary note: items are regularly reported to provide ASSURANCE to the Governing
Body or committee. The purpose of the item would be to provide assurance, the
recommendation / action would be to NOTE the item. The type of item that would be presented
to the Governing Body to NOTE may include:
 Assurance that the CCG’s statutory duties (including its safeguarding duties)
are being delivered and risks / issues are being addressed
 Assurance that the CCG’s strategic objectives are being delivered and risks /
issues are being addressed
 Assurance that the CCG’s plans or strategies are being delivered and risks /
issues are being addressed
 Updates on requests / requirements communicated from NHSE/I
SUPPORT – to indicate support:
 for a particular course of action so work to deliver previously APPROVED actions can
continue; or
 for a particular direction of travel so work to develop proposals can proceed (which will need
to be APPROVED by the appropriate body or individual as necessary).
e.g. x Committee SUPPORTED the development of options to progress y; x Committee
SUPPORTED the proposed approach to delivering y; etc.
ESCALATE – to bring an issue to the attention of a committee or governing body as it falls
within their remit.
Supplementary note: This is likely to include significant risks and issues relating to the particular
committee remit or the Governing Body’s remit and responsibilities.
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APPENDIX 2 – Options for Committee Consideration of “Performance”

OPTIONS (as appended to the original report):

OPTION 1: Considering performance alongside quality in a Quality, Safeguarding & Performance Committee*
PROs
CONs
Reinforces the link between quality, performance and patient
Dilutes the particular focus on quality and safeguarding (which are key
experience. This reflects the focus on the developing Integrated
statutory duties for the CCG) – a dedicated Quality & Safeguarding
Performance Report that will focus on improving outcomes,
Committee was created to reflect the new statutory safeguarding duties of
patient care etc., as well as internal performance of the CCG.
CCGs.
Notes: of seven recently merged CCGs looked at in preparation for the October workshop, three operated a Quality & Performance Committee, one had
a Quality, Performance & Oversight Committee; and one had a Quality, Performance & Finance Committee (so five of the seven combined Quality and
Performance in some configuration or other)**
Additional Note: This was the most popular option when key stakeholders were asked to consider the options following the GARC meeting, subject to a
number of caveats:
 To make agendas manageable would require greater integration between performance and quality, ensuring both agendas continue to have the
required oversight and provision of requisite assurances (particularly in light of the CCG’s safeguarding responsibilities across two local authority
areas).
 The Governing Body should continue to receive a performance dashboard. This would also serve to inform other committees of key performance
issues.
 All reports to committees / the Governing Body should cover performance issues that are pertinent to the matter being discussed.
 What has currently been going to SC&P would fit with quality (as it has focused on the “operational plan type metrics” for acute, mental health,
ambulance etc.
 As we develop our oversight of performance, beyond a relatively narrow set of indicators, you would expect different performance oversight to appear
on each committee agenda (e.g. NHS Oversight Framework at GB, performance against financial plan at Finance Ctte etc.)

OPTION 2: Creating a dedicated Performance Committee*
PROs
CONs
Provides a dedicated focus on performance.

The creation of an additional set of meetings and the necessary support
arrangements (note: could be mitigated by having fewer committee
meetings).

Enables the other committees to focus on their “core” purpose
Takes performance in isolation from wider considerations (around quality,
(e.g. quality & safeguarding, strategic commissioning, financial
patient experience etc.)
recovery / planning)
Note: of seven recently merged CCGs looked at in preparation for the October workshop, none had a committee dedicated solely to performance**
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APPENDIX 2 – Options for Committee Consideration of “Performance”

OPTION 3: Incorporating a performance element across all committees*
PROs
CONs
Ensures performance considerations are integral to all CCG
committees.

Insufficient focus given to performance and/or fragmentation of
conversations around performance issues.
Duplication of reporting requirements.
Note: of seven recently merged CCGs looked at in preparation for the October workshop, all had a committee with a performance remit (though there
were various different configurations, as outlined below)**

OPTION 4: Considering performance alongside finance in a Finance & Performance Committee*
PROs
CONs
Promotes consideration of performance issues when developing
Dilutes the particular focus on financial recovery and planning (which are
thinking on financial recovery / financial planning.
areas of key focus for the CCG).
Note: of seven recently merged CCGs looked at in preparation for the October workshop, one had a Finance & Performance Committee, one had a
Finance, Performance & Commissioning Committee, and one had a Quality, Performance & Finance Committee (so three of the seven combined Finance
and Performance in some configuration or other)**

OPTION 5: Retaining the Strategic Commissioning & Performance Committee*
PROs
CONs
Promotes consideration of performance issues when developing
commissioning plans (i.e. broad consideration of performance
could drive pathway transformation).

Dilutes the particular focus on developing strategic commissioning
arrangements.

The performance monitoring assurance role is at odds with the forwardlooking strategic commissioning role.
Note: of seven recently merged CCGs looked at in preparation for the October workshop, one had a Finance, Performance & Commissioning Committee
(and was the only example of a remit that incorporated Commissioning and Performance)**
*

The Governing Body should continue to receive a performance dashboard. This would also serve to inform other committees of key performance issues. All
reports to committees / the Governing Body should cover performance issues that are pertinent to the matter being discussed.
** The seven recently merged CCG comparators were: Bath, Swindon & Wiltshire; West Sussex; Norfolk & Waveney; North Yorkshire; Nottingham &
Nottinghamshire; South West London; and Tees Valley
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Cheshire and Merseyside Health and Care Partnership
Memorandum of Understanding
1.

Background

1.1

An earlier version of the Cheshire and Merseyside Health and Care Partnership
(CMHCP) Memorandum of Understanding (MOU) was considered by the Governing
Body at its development meeting in January 2021, which was also attended by Alan
Yates, Chair and Jackie Bene, Chief Officer of the Health and Care Partnership.
Partner Boards and Governing Body members had been asked to consider and
provide feedback on the MOU prior to its consideration at the CMHCP Board on the
27 January 2021.

1.2

Feedback on the draft MOU from the Governing Body was collated and submitted to
the Health and Care Partnership (Appendix A).

1.3

Subsequent to the CMHCP Board meeting, the CCG received correspondence from
Alan Yates (Appendix B) outlining the outcome of the Board meeting, actions and
commitments that came from that meeting (Appendix C) and an updated version of
the MOU (Appendix D). For completeness the Board paper outlining the collated
feedback received by the Partnership was also provided (Appendix E).

1.4

It is recognised that there are still a number of areas that require further discussion
and agreement and which will continue to be discussed over the coming weeks and
months. Furthermore, the impending release of the NHS White paper will also
influence the development and structure of the Partnership, alongside it journey to
becoming an authorised Integrated Care System. It is recognised that the MOU will
not address or cover all the areas of concern or clarity that partners seek, however
the supporting information provided by the Partnership outlines its commitment to
work with all partners throughout 2021-22 to help shape the future health and care
system across Cheshire and Merseyside.

1.5

Partner organisations have been requested to indicate to the Chair of the CMHCP
Board by the 12 March 2021 the intention of the organisation to approve the adoption
of the MOU.

2.

Recommendations

2.1

The Governing Body is asked to:
 consider the updated Memorandum of Understanding and its supporting
documentation
 decide on whether to approve the adoption of the Memorandum of Understanding
by the CCG.

4.

Next Steps

4.1

Following the decision of the Governing Body, the Chair and Chief Officer of the CCG
will write to the Chair of the Health and Care Partnership to confirm the position of
the CCG along with any additional comments and feedback.
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Ref: AW.CW/HCPMOU/322

Date: 21 January 2021

Bevan House
Barony Court
Nantwich
Cheshire
CW5 5RD
Tel: 01270 275213

Alan Yates
Chair, Cheshire and Merseyside
Health & Care Partnership
Letter sent by email to:
alan.yates4@nhs.net
jackie.bene@nhs.net
Dear Alan
Cheshire and Merseyside Partnership MOU
Many thanks to yourself and Jackie for attending our recent informal Governing Body
meeting to discuss with its members the work being undertaken and the aspirations of the
Cheshire and Merseyside Health Care Partnership.
Governing Body members valued your attendance and the reassurances that the intent to
ensure that the lessons learnt and successes that have been achieved in Cheshire are not
lost with any future NHS reorganisations, as well as your sentiments with regards the
support and welcome that yourself and Jacki have felt when working with colleagues in
Cheshire. Whilst reassured that the Health Care Partnership’s priority is primacy of place,
the members did not feel that you were able to provide sufficient clarity on what that really
meant.
Following your attendance, the Governing Body discussed in further detail, the draft
Partnership MOU that you had circulated to partners and welcomed the opportunity to
comment. The Governing Body expressed its support towards the commitment outlined
within the MOU, with regards partnership working to support the improvement of the health
of our population, reduction in health inequalities and improvement in health and care
services – all of which resonate and align with our strategic objectives.
Overall the Governing Body was supportive, in principle, of the content outlined within the
MOU although it felt that the document needed refinement. We would like to recommend
that a few areas, outlined below, are considered to help strengthen it further:
 inclusion of a commitment for members of the partnership to treat climate change as a
top priority, to work together to commission and provide environmentally and socially
sustainably to meet the health and wellbeing needs of the population now and in the

Dr Andrew Wilson FRCGP Clinical Chair

Clare Watson Accountable Officer
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future. We believe inclusion of this commitment is consistent with the stated vision,
mission and aims of the partnership
 involving the public – strengthening this commitment through inclusion of a commitment
to develop and adopt a culture of co-production and co-design and embedding the
residents voices, across the nine places, in the commissioning, design, monitoring and
provision of services. The role of patient/public leadership in the development of future
health and care services is key and this needs to be at the forefront of the partnerships
ambitions
 accountability – recognising that the MOU will continue to develop and that all TORs have
not been completed – further detail regarding the accountability and scrutiny relation
between the Assembly, Board and Executive would be beneficial
 performance / effectiveness review – further detail of how the partnership will measure its
success and effectiveness against its stated aims, objectives and ambitions would be
welcomed for inclusion within the MOU
We hope that the comments included within this response are welcomed and can be
reflected within a subsequent version of the MOU to be considered by the Partnership
Board.
We can confirm that the MOU is scheduled to be considered formally for adoption by the
Governing Body at its meeting in public on the 18 February 2021.

Yours sincerely

Dr Andrew Wilson
Clinical Chair
NHS Cheshire CCG

Dr Andrew Wilson FRCGP Clinical Chair

Clare Watson
Accountable Officer
NHS Cheshire CCG

Clare Watson Accountable Officer
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Date: 2 February 2021

Dear Colleagues,
Partnership Memorandum of Understanding (MoU)
You will recall I wrote to you in early December inviting discussion, engagement and
feedback on our draft MoU. I want to thank all of you for your largely positive and
constructive engagement in this dialogue.
Our review of the Partnership’s MoU coincided with the publication of NHSE/I
consultation on Integrated Care Systems. The MoU is not designed to respond to the
points raised in the NHSE/I consultation which provide us with a number of discussion
points and areas to explore, together, over the coming period. Our MoU provides a
foundation and shared understanding from which to start this exploration.
By adopting the MoU we aim to:
• Document the Partnership’s current arrangements
• Provide clarity on our starting point and a foundation to those engaged within the
Partnership but also our stakeholders
• Set out the Partnership’s vision, mission, aims and values
• Detail the Partnership’s developing governance arrangements
• Provide assurance to partners and NHS oversight bodies on our direction of travel
and intentions
We discussed the MoU and feedback at our Board meeting on 27 January. To support
wide engagement and full understanding of the issues raised, considered and the
suggested way forward I have provided you with a copy of the paperwork we considered.
A number of significant points of note were put forward through our engagement on the
MoU and during our preparation for ICS designation. It is unlikely the MoU will ever be the
right vehicle for addressing all such points. I have therefore enclosed an annex which
sets out a number of areas of work and describes how the Partnership will progress
these areas or support dialogue. My expectation is that this approach will provide you
with clarity on the way forward and identify where it is not possible to provide definitive
answers, now, while also retaining the clarity and purpose of the MoU.
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A smaller number of points warrant fuller explanation and clarification on the way
forward as follows:
• The Partnership committed to reviewing the MoU after a period of not more than 6
months into the next financial year
• Discussions will continue on the best way to secure appropriate Primary Care
representation and engagement at the Partnership Board. However following
feedback and discussion at the Board we propose that to support the importance
of effective representation Primary Care will, going forward as now, have two
positions on the Board when nominated or elected
• It is recognised that the membership of the Partnership Board - set out at Annex 6
of the MoU - describes our aspiration and expectation over time for Board
membership as the Partnership moves towards ICS statutory responsibilities.
Discussions will take place with CCGs, shortly, to explore and define appropriate
transition arrangements covering the year ahead. Recognising the current
statutory roles and responsibilities within our system. Discussions will also
commence with Local Authority colleagues about how and when we establish the
proposed political representation on the Board
• We have sought to enhance the wording of the MoU to reflect our commitment to
social value and social responsibility, our carbon reduction intent and references
to inequalities and the breadth of linkages across the partnership (housing and
education etc).
My hope is that you will receive this correspondence and provide your support by
adopting the updated MoU. In doing so I know you will recognise the status and intent of
the MoU as a platform to build from, acknowledge the complimentary but distinct work
that will be initiated by the Partnership to support the wider development of how we work
together.
I propose that the March Board receive an update on the intention of partners in respect
of approval of the MoU and I would therefore ask for notification of your intention and
progress within your organisation, ideally, by no later than 12 March. However I recognise
each CCG is currently in discussions with the Partnership on the way forward through
2021/22 and we may first need to propose what transition arrangements look like
before you can respond to this request.
Should you wish to discuss this further Ben Vinter remains available as a resource to
support your discussions and Jackie Bene and Alan Yates also remain available to
discuss with senior leaders as needed.
Our system is interwoven, mutually dependent and complex. Through alignment and a
tight focus on priorities in Place together with working at scale when it benefits the
public, we can make a genuine positive difference to everyone in Cheshire and
Merseyside having a great start in life, and getting the support they need to stay healthy
and live longer.
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Finally, let me direct your attention to Partnership microsite:
https://www.cheshireandmerseysidepartnership.co.uk/partnership-assembly
Regards

Alan Yates
Chair, Cheshire and Merseyside Health and Care Partnership
Enc:
• Annex one – Summary of actions, commitments or offers from the Partnership
• HCP Board Report – Memorandum of Understanding – Comments from partners
• MoU v8
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Annex one
Summary of actions, commitments or offers
from the Partnership
Further to discussions at the Partnership Board on 27 January 2021 the below sets out
how a number of important matters will be developed as the Partnership matures as an
emerging ICS primarily relating to engagement, development or interactions across
Cheshire and Merseyside.
The areas detailed are not included in the MoU because this is either not the right place
for such matters to be recorded, as work needs to take place across the partnership in
some areas, or because we are not yet sufficiently clear on the statutory frameworks we
may have to work within.
Accordingly a number of areas of work will be initiated by the Partnerships’ executive,
alongside partners, as follows:
1. The Partnership’s Development Plan through 2021/22 will include work to define,
develop and explore implementation of:
• ICS Architecture: Assurance & Transformation which may include further
development of mutual accountability in practice in Cheshire and Merseyside
•

System governance

•

A refreshed approach to programme delivery – including a focus on outcomes
and clarity of objectives

•

Consistent ambition and progress in Place / ICP Development

•

Leadership Capacity & Capability – ensuring leadership across all areas of
vertical and horizontal integration and developing and embedding assurance
capability

•

Streamlined Commissioning – Establishing a fully functioning JCCCG and the
expected integration between collaboratives and the Partnership

•

System Plans – Maximising alignment between place and system plans.
Ensuring critical enabling infrastructure plans are well developed in areas such
as Estates, Capital and Digital

•

Provider collaboratives – Delivering our roadmap for establishment of provider
collaboratives detailing the purpose, form, leadership and governance
requirements

•

Partnership working and collaboration (especially with local government
colleagues)

•

HCP communications and engagement

•

Delivering NHS performance and assurance oversight
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•

Workforce Transformation and Planning

2. Development of terms of reference, for HCP groups or forums, which will provide
more clarity on their interrelationship and accountabilities. This piece of work will
include the redefinition of the role of the Partnership Coordination Group no later
than August 2021
3. That definitions and arrangements for clinical leadership in new systems and ways
of working form an early piece of work to be considered by both the emerging
Provider Collaborative and our ICP Forum
4. That our ICP Forum consider whether any specific measures or steps are needed to
maximise the role, value and contribution of Health and Wellbeing Boards,
consistently, in our systems
5. That a number of related potential roles or expectations for ICP or Places be
explored via our ICP Forum or ICP’s themselves:
• Use and applicability of VCS Compact
• How place delegations will be exercised / granted and how escalations should
occur to the Partnership Board. In keeping with a response to our engagement
we recognise the outcome of this work will likely have an influence on who and
which organisations need to be represented in which forums and groups
6. That discussions continue with partners on the basis of developing a Political
Assembly a part of the Partnership’s established governance
7. The Partnership has formally recorded a number of legitimate queries and areas
requiring exploration on how statutory arrangements and interlinkages might work
in future – while we can discuss this and like issues we recognise we may only fully
know the requirements we will need to work toward when and if legislation is
brought forward. The same position is true around how and when an ICS, once
established, might be required to trigger action plans or manage any disputes.
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GOVERNING BODY
18th February 2021

Agenda Item 4.1

APPENDIX D : Memorandum of Understanding v0.8
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Memorandum of
Understanding
V8

January 2021
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1. Foreword
This draft Memorandum signifies an important step in the maturing of the Cheshire and
Merseyside Health and Care Partnership. Much good work has gone on before now and
I wish to honour those who made and continue to make practical progress in supporting
the integration of health and care in the nine places of the Partnership. I also want to
recognise the work of those who have developed and supported the specialist
programmes of work and the collaboration at scale which has benefitted the people of
Cheshire and Merseyside.
We are clearer now about the Partnership. We know we want everyone in Cheshire and
Merseyside to have a great start in life and get the support they need to stay healthy and
live longer. We are committed to tackling health inequalities and improving the lives of
our poorest fastest. We believe we can do this best by working in partnership.
And we know we will make these things happen best when we support and enable joint
and integrated work in the 9 Council areas, sometimes known as Places in Cheshire and
Merseyside. If we are to work on a bigger population than Place we need to know why
this is the best way to do it, otherwise we operate locally.
As we have made progress over the last year or so, the point has been made clearly that
the purpose of the Partnership and the arrangements of the Partnership need to be
stated and understood. The Partnership Assembly held in September 2020 confirmed
emphatically that this must be done.
What follows is a draft description of the Partnership’s purpose and arrangements. It
does not seek to be finally definitive. It will change over time by consent. COVID-19 has
caused great distress and disruption but it has also increased an understanding of what
is possible, lowered barriers between organisations and has increased the pace of
change. Amongst other things we expect legislation next year which could change the
legal status of the Partnership. Consequently, the following is designed to be a
foundation document from which we can develop and not a statement for the next
several years. We will develop it together and inclusively.

Alan Yates
Chair
Cheshire and Merseyside Health and Care Partnership
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2. The centrality of place
The NHS and the Councils, within the partnership, have broadly similar definitions
of place. We aspire for all of our Councils, CCGs, Healthcare and voluntary
sector providers and Healthwatch organisations to be active partners and
participants in their respective local place-based partnership arrangements.
The extent and scope of Place arrangements are determined locally, but they
typically include elements of shared commissioning, integrated service delivery,
aligned or pooled investment and joint decision-making between NHS and Local
Authorities. Other key members of these partnerships include:
•

Primary Care Networks

•

Specialist community service providers

•

GP Federations

•

Voluntary and community sector organisations and groups

•

Housing associations.

•

Other primary care providers such as community pharmacy, dentists,
optometrists

•

Independent health and care providers including care homes.

The ‘primacy of Place’ and its associated neighbourhoods is sacrosanct to ensure
that:
•

The lead role of Local Authorities in the integration of care and system design
is recognised.

•

System design is built on a Place based approach.

•

Place at the local authority level is the primary building block for integration
between health and care and other sectors of the service system.

•

Political engagement, democratic input and legitimacy (stewardship).

•

the non health & care aspects of Local Authority’s portfolios are included in the
health determinants consideration

Within a criteria based framework Places determine how they achieve
outcome improvement, including how they come together to deliver this (i.e.
their own model of service delivery) estimated to represent the considerable
majority of all care improvement. It is at this level that we expect to continue to
see significant local authority, community engagement and determination of
the most appropriate location for care to be recieved.
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2.1 Our Local Government Partners in Local places
The Cheshire and Merseyside Health and Care Partnership includes nine local
government partners. The City Council, four Metropolitan Councils of the
Liverpool City Region and four unitary authorities from Cheshire. These
authorities lead on public health, adult social care and children’s services, as well
as statutory Health Overview and Scrutiny and local Health and Wellbeing Boards
(or equivalent). They work with the NHS as commissioning and service delivery
partners, as well as exercising powers to scrutinise NHS policy decision making.
When we refer to health and care, the Partnership, it is all of these functions
combined with voluntary and community sector provision and the NHS that is our
focus.
Cheshire and Merseyside Health and Care Partnership is committed to working
with both local authorities and NHS organisations, as equal partners, recognising
that each part of the partnership provides a distinct contribution to the
collaboration.
Local government’s regulatory and statutory arrangements are separate from
those of the NHS. As part of this memorandum of understanding all members of
the Partnership, including Councils, commit to the mutual accountability principles
for the partnership which are described later in this document. However, because
of the separate regulatory regime certain aspects of these arrangements will not
apply, for example, Councils are not subject to a single NHS financial control total
and any associated arrangements for managing financial risk. However, through
this Memorandum, Councils agree to align planning, investment and performance
improvement with NHS partners where it makes sense to do so. In addition,
democratically elected Councillors will continue to hold the partner organisations
accountable through their formal Scrutiny powers.
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3. Introduction and context
This Memorandum of Understanding (Memorandum) is an understanding
between the Cheshire and Merseyside Health and Care Partners. It sets out the
details of our commitment to work together in partnership to realise our shared
ambitions to improve the health of the 2.6 million people who live in our area,
reduce health inequalities and to improve the quality of their health and care
services.
Cheshire and Merseyside Health and Care Partnership began as one of 44
Sustainability and Transformation Partnerships (STPs) formed in 2016, in
response to the NHS Five Year Forward View. It brings together all health and
care organisations from across our nine places, with a strengthened partnership
with local councils developed since this time. We are not, therefore, a new
organisation but a collaboration that consolidates and combines our ambition,
approaches and initiatives to meet the diverse needs of our citizens and
communities.
Since our establishment we have made progress in building our system’s
capacity and infrastructure and established our principles and preferred way of
working. Such foundations will enable and empower us to achieve our aims going
forward. We expect to develop a medium to long term plan for the partnership by
the spring of 2021.

3.1 Purpose
The purpose of this Memorandum is to formalise our partnership arrangements.
We do not seek to introduce a hierarchical model; rather provide clarity through a
framework, based on the principle of subsidiarity, to ensure collective ownership
and coordination of delivery. This approach also provides the basis for a
refreshed relationship with national NHS oversight bodies 1, who retain
responsibilities for NHS delivery but retain a key interest in seeing the NHS work
in partnership.
The Memorandum is not a legal contract. It is not intended to be legally binding
and no legal obligations or legal rights shall arise between the Partners from this
Memorandum. Rather the Memorandum provides a shared understanding
between the Partnership’s participants of our collective objectives and purpose. It
does not replace or override the legal and regulatory frameworks that apply to our
statutory NHS organisations and Councils.
The Memorandum should be read in conjunction with the Partnership’s Plans and
local Place priorities. The primacy of Place remains sacrosanct for the
Partnership.

1

We have a current Accountability Agreement in place between the Partnership and NHSE. We expect our current agreement to be reviewed which may
result in a refresh.
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3.2 Our integrated, system approach to collaboration

Our Partnership is grounded in the principle of collaboration which begins in each
of our neighbourhoods.
For the NHS each neighbourhood is consolidated around our GP practices who in
turn work together, with community, voluntary and social care services in Primary
Care Networks, offering integrated health and care services typically for
populations of 30-50,000 people. These integrated neighbourhood services focus
on preventing ill health, supporting people to stay well, and providing them with
high quality care and treatment when they need it (definitions of activity will be
included in Terms of Reference as appropriate).
Neighbourhoods are part of our nine local Places. Our Places are our system’s
communities. They are the primary units for partnerships between NHS services,
local authorities, charities, voluntary and community groups, all of whom work
together to agree how to improve people’s health and improve the quality of their
health and care services.
The focus of the partnerships within our Places has moved away from simply
treating ill health to a greater focus on preventing it, and to tackling the wider
determinants of health, such as housing, employment, social inclusion and the
physical environment in addition to inequalities. The role of partners and Health
and Wellbeing Boards as well as other place convenors are key to bringing
partners together to achieve real and sustained improvements.
However in order to respond to the challenges we have within our region and the
aims we have set, collectively, for our system we recognise that there are times
when all partners need to work together on a wider footprint than the place, to
combine resources, effort or attention to deliver a greater benefit. Such activity
will be most critical in the following areas:
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•

to achieve a critical mass beyond local population level

•

to achieve the best outcomes

•

to share best practice and reduce variation; and

•

to achieve better outcomes for people overall by tackling ‘wicked issues’ (i.e.
complex, intractable problems).

3.2.1 How we are moving forward in Cheshire and Merseyside
3.2.1.1 Vision & Mission
We have worked together to develop a shared vision for health and care services
across our region. Our aspiration is that all of our priorities, activities and
initiatives support the delivery of this vision:

We want everyone in Cheshire and Merseyside to have a great start
in life, and get the support they need to stay healthy and live longer.

The achievement of our vision will be supported by the delivery of our mission:

We will tackle health inequalities and improve the lives of our
poorest fastest. We believe we can do this best by working in
partnership.

3.2.1.2 Overarching aims of our Partnership
We have agreed a set of guiding principles that shape everything we do through
our partnership. These principles are underpinned by our aims which themselves
are derived from our vision and mission:

1. Improve the health and wellbeing of local people
2. Shift from an illness based to a health & wellbeing model
3. Provide better joined up care, closer to home

3.2.1.3 Values and Behaviours
We commit to behave consistently as leaders and colleagues in ways which
model and promote our shared values:
• We are leaders of our organisation, our Place and of Cheshire and Merseyside
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• We support each other and work collaboratively
• We act with honesty and integrity and trust each other to do the same
• We challenge constructively when we need to
• We assume good intentions
• We will implement our shared priorities and decisions, holding each other
mutually accountable for delivery

3.2.1.4 Active members of our communities
We recognise that a number of our partners consider themselves to be and act as
Anchor Institutions. Through having sizeable assets that can be used to support
local community wealth building and development anchors can advance the welfare of the populations they serve.
The Partnership takes its’ and our partner’s responsibilities and potential for social responsibility and social action seriously. Differing from what has preceded
we hope and expect the Partnership, as a truly integrated care system, can impact on the wider determinants of health and care including in education, housing,
business, industry, enterprise and ultimately the whole person approach to health
and well-being. It is through this way of working that we expect to be able to have
most impact on equity and health inequalities.
Furthermore, as a core part of its social responsibility, the Partnership is
supporting organisations to develop Green Plans and meet new NHS Net Zero
Carbon Plan targets. As a Social Value Accelerator Site, we’re dedicated to
embedding social value across anchor institutions, building capabilities across
environmental, economic and social factors.
In progressing our aims and initiatives we will support and champion innovation
and the use of data and technology to provide insight and guide our delivery and
focus.

3.2.1.5 Delivering our objectives and outcomes
In delivering our aims we recognise that the Partnership needs to:

•

Plan and establish our approach to financial and performance management

•

Enhance integrated commissioning at Place/Borough and streamline it at
system level

•

Incorporate NHS providers through a Provider Collaborative using a peer
leadership approach
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•

Respond to and embed the NHS Constitution and other statutory duties relevant to the partnership, for example, our shared commitment to quality of care
and safeguarding

We anticipate our plans will be developed, reviewed and confirmed annually. The
Partnership will set its priorities and area for collaboration and coordination
together. From this activity we will identify a number of priority programmes,
initiatives and priority investment areas. Such priorities will be guided by our
vision and longer-term planning assumptions and commitments.
Our portfolio of programmes will be signed off by the Partnership Board following
proposals being brought forward by the Partnership Coordination Group. They
will be presented to and reviewed by the Partnership Assembly.
Our programmes and all Partnership activities will be outcome focussed. By
working together, we expect to empower and enhance Place or neighbourhood
activities and priorities through the opportunity for co-ordinated and combined
action. Some recent examples of outcomes secured the Partnership activity
include:
•

Covid19 Testing & Vaccine collaboration resulting in delivery of regional mass
testing and vaccination role out supporting all of our communities

•

Pathology and Imaging improvement and efficiency supporting investment

•

Digital and technology investments and development particularly supporting
delivery through Covid 19 but also longer-term infrastructure needs.

•

Corporate Collaboration at Scale, for example, in procurement delivering
savings in both the actual cost of purchasing goods but also the investment
required to support such activities and their resilience during the recent
pandemic

We anticipate that Places, through which a significant number of partners will
interact will similarly focus on and track outcomes.

3.2.1.6 Involving the public
We are committed to meaningful conversations with people and our communities
and highly value the feedback that people share with us. This will primarily be
through our existing organisations, utilising and supplementing our existing
communication channels. Effective public involvement, particularly with those with
lived experience and who are seldom heard, ensures that we make the right
decisions, together, about our health and care services.
Each of our organisations use a wide range of ways to involve the public. We will
seek to supplement these activities, where appropriate, through any discreet work
progressed by the Partnership using and linking with established Place channels.
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Examples of this may include public, resident and patient reference groups,
engagement events, participation in our Assembly or through our Board.

3.2.1.7 Voluntary and Community Sector
Cheshire & Merseyside is home to nearly 14,000 voluntary organisations,
community groups and social enterprises working to tackle inequalities,
and improve the lives of local people. The sector employs many but also supports
and empowers thousands of volunteers and carers.
Our Voluntary, Community, Faith and Social Enterprise (VCFSE) sector is hugely
important to the Partnership and is a major contributor to our communities having
the resilience, capacity and social value to support us all in co-designing and
delivering outcomes but also responding to and challenging inequalities within our
communities. This coupled with the trust and expertise the sector brings to our
system is why we consider it to be integral to our work.

3.3 Definitions and Interpretation
This Memorandum is to be interpreted in accordance with the Definitions and
Interpretation set out in Schedule 1, unless the context requires otherwise.

3.4 Term
This Memorandum is a dynamic document and is intended to reflect where the
partnership is at the date of adoption. As the system, collaboration and any
responsibilities or delegations are developed or assumed this document will be
reviewed and updated. When we become a full Integrated Care System the
governance arrangements will be subject to review.
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4. Partnership Governance
The Partnership does not replace or override the authority of the Partners’ Boards
and governing bodies. Each of them remains sovereign and Councils remain
directly accountable to their electorates.
The Partnership provides a mechanism for collaborative action and common
decision-making for issues which are best tackled on a wider scale.
A schematic of our governance and accountability relationships is provided at
Annex 2, a summary of the roles and responsibilities of the Partnership
Assembly, Partnership Board and Partnership Executive, Partnership
Coordination Group and our relationship with collaborative forums is set out
below. The terms of reference for each group are subject to review and
development and will be added as an annex to this agreement following their
agreement by the groups themselves and this governance structure.

4.1 Partnership Assembly
The representative body of the Partnership, bringing together the members of the
Partnership akin to a shareholder AGM. The Partnership’s representative or
democratic council, without it there would be no systematic scrutiny of the
Partnership Board & possibly narrower interests represented.
Provides the context in which the Board works and acts as the body of last
recourse for the partnership. The Assembly:
•
•
•

Provide a “democratic” forum for the Partnership
Represents the wider C&M community
Holds the Partnership Board to account
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•
•
•
•
•

Critiques the decision-making process
Insist on transparency & blow the whistle as necessary
Put the public good first
Act as the conscience of the Partnership
Acts as a “Community of Interest” in support of the Partnership’s work

The Assembly will meet on average three times a year and is chaired by the
Partnership Chair.
The Assembly’s constituencies are detailed in Annex 5 and include all parties to
this agreement (Annex A).

4.2 Partnership Board
The Partnership Board provides the formal leadership and authority of the
Partnership. The Partnership Board is responsible for setting strategic direction. It
provides oversight for all Partnership business, and a forum to make decisions
together as Partners. It is chaired by the Partnership Chair
The Partnership Board:
• Acts as the governing body of the Partnership
• Sets the strategic framework of the Partnership & monitor performance
against it; gives authority for expenditure & policy decisions where appropriate
• Holds the Partnership Executive to account
• Is Accountable to the Partnership Assembly.
The Partnership Board meets monthly.
Current proposed Board membership is detailed in Annex 6.

4.3 Partnership Coordination Group
The Partnership Coordination Group was initially established as an ad hoc
operational group to coordinate the systems response to Covid-19. However the
group has ongoing value as:
•
•

A coordination forum across the partnership
An informal, regular, communication channel and discussion point to support
and influence pre work / thinking in advance of wider Partnership engagement

The co-ordination group meets twice monthly and is chaired by the Partnership
Chief Officer

4.4 Partnership Executive
The Partnership Executive executes the strategic plan of the Partnership by
delivering and helping Partners to deliver the vision and mission of the

66

Partnership. Accountable to the Partnership Board. It is chaired by the
Partnership Chief Officer
The Partnership Executive focuses on:
• Strategic not operational issues.
• Creates & delivers plans to meet the Partnership’s vision, mission & value
• Maintains oversight of programmes
• Provides the Partnership Board with information on key decisions
• Collects, collates & communicates data from across the Partnership
• Communicates simple, coherent messages from across the Partnership to
stakeholders
• Advises on best practice across the Partnership

4.5 Finance Group
The Finance Group has been established to strengthen financial leadership,
coordination and prioritisation across the Partnership. The Group makes
proposals to the Partnership’s decision-making structures on areas related to the
Partnership’s funding, system allocations and regional prioritisation. Financial
leadership is built into each of our work programmes and groups, and the group
provides financial advice to all of our programmes.

Where not already in place or available agreed Terms or References for each of
the above described groups, or Boards will be developed by each group,
discussed and circulated among interested parties before being put forward to the
Partnership Board for approval.
It is envisaged that that such terms of reference will be finalised in Q4 of 20-21
and at that point form annexes of future versions of this Memorandum

4.6 Programme Governance
Strong governance and programme management arrangements are built into
each of our programmes and workstreams. Each programme has a Senior Responsible Owner, typically a Chief Executive, Accountable Officer or other senior
leader, and has a structure that builds in clinical and other stakeholder input, representation from each of our Places and each relevant service sector.
Programmes provide regular updates to the Partnership Executive and Partnership Co-ordination Group.
Clinical leadership, contribution and participation is central to all of the work we
do and is integrated into the way we work both through our governance, through
participation but also through our Strategic Clinical Networks (the number and
scope of these networks will respond to the priorities of our system) local forums
and research structures.
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Clinical leadership is built into each of our work programmes and governance
groups, to be supplemented by our developing PCN Forum. Our Strategic Clinical
Networks and our regional clinical, research and wider forums provide structures
to place clinical advice central to all of our programmes.
The importance of recognising and addressing inequalities in the care we
provide, the way we work and within our populations remains central to our
purpose, our thinking and our priorities. Accordingly, we identify and prioritise
addressing inequalities as a cross cutting theme through all of our work and our
programmes.

4.7 Other governance
The Partnership is also underpinned by a series of governance arrangements
specific to particular sectors (e.g. commissioners, our providers and Councils)
that support the way it works. These are described below.

4.7.1 Clinical Commissioning Groups
The nine CCGs in Cheshire and Merseyside are continuing to develop closer
working arrangements within each of the nine Places that make up our
Partnership.
The CCGs have established joint working arrangements. These arrangements
allow for representatives of each CCG to meet to discuss and explore issues of
common concern. The CCGs also have the opportunity, through formal
delegation and prescribed governance steps, to establish a Joint Committee or
Committee in Common, for formal collective decision making. Our CCGs are
currently working through their approach to joint working which they will use to
embed a shared agenda going forward.

4.7.2 Provider Collaborative
The nineteen NHS provider trusts in Cheshire and Merseyside already work
together and collaborate across a variety of initiatives. They meet through an
established CEO Group. However in order support our system in achieving our
aims we expect the scope and outputs needed of this group to grow over time as
our providers collectively plan and integrate care to meet the needs of our
population.
Over time we expect the focus of this forum to:
•
•
•
•

Deliver on NHS Constitutional requirements: 52 weeks wait, cancer treatment
requirements and activity targets:
Progress detailed planning – marshalling resource around priorities
Tackle variation through transparent data and peer review
Realise capacity utilisation - equalize and optimise access
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•
•

Target expert support for outlier organizations and specialties – deployed from
region to ICS
Promote innovation at scale – ICS owned

We recognise other networks and forums may exist or be established related to
provider delivery, for example, in social care or community services.

4.7.3 Primary Care Network Forum
The Partnership is establishing a forum to bring together our system’s Primary
Care Networks (PCNs). PCNs bring primary and community services together to
work at scale (as set out in the NHS Long Term Plan)
Bringing our Networks together periodically provides a tremendous opportunity to
ensure there is a connection with our neighbourhoods, that the Partnership
remains connected to and relevant to the front line but also to ensure that a
clinical voice is even more prominently connected to our work, strategic planning
and decision making.
The scope and frequency of this groups work will be defined in due course.

4.7.4 Integrated Care Partnership Network
The Partnership is establishing a network to bring together our emerging system
place-based integrators.
Establishing this forum will support our emerging systems to share best practice,
share learning and undertake shared, stepped implementation progress or
integration.
The scope and frequency of this groups work will be defined in due course.

4.7.5 Cheshire and Merseyside People Board
The NHS People Plan sets a requirement for systems to develop a local People
Board which will be accountable to the NHS North West Regional People Board.
The Cheshire and Merseyside People Board (C&MPB) brings together health and
care organisations and key stakeholders to provide strategic leadership to ensure
the implementation of the People Plan and system wide workforce plans.
It is intended that the local People Board will provide a forum to:
•
•
•
•

Monitor the delivery of the Cheshire and Merseyside People Plan targets and
milestones
Agree workforce transformation programmes
Determine workforce development priorities and allocation and approval of
funding accordingly
Monitor performance of any workforce programmes
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The Board meets on a quarterly basis. Membership is drawn from across the
health and care sectors. Key NHS members from this group also participate in
social care and Liverpool City Region workforce groups to maximise alignment
and partnership collaboration.

4.7.6 Communications and Engagement Strategic Advisory Group
The Communications and Engagement Strategic Advisory Group provides
leadership and co-ordination for communications and engagement across the
Cheshire and Merseyside health and care system.
The group links with the Partnership’s Co-ordination Group and aims to facilitate
and secure alignment and connection between Partnership activities and those
being undertaken in each partner organisation. The group provides leadership to
the local communications and engagement community and shares local intelligence on sensitive or contentious issues,
The Group meets monthly. Membership is drawn from across health and care
and includes wide, representative, local authority membership.

4.7.7 Local Council Leadership
Relationships between local councils and NHS organisations are well established
in each of the nine places. The Partnership places great emphasis on these Place
level connections and relationships. How the Partnership interacts with Place,
secures intelligence and acts on feedback is and will be critical. The Partnership
itself recognises it needs to develop its own relationships, avoid duplication and
accordingly focusses primarily on the system level. We will continue to strengthen
relationships in our current areas of focus:
•
•
•
•
•

Liverpool City Region Health and Well-being Portfolio Holders
Cheshire and Warrington sub regional Leaders’ Board
Local authority chief executives engage and collaborate with the Health and
Care Partnership;
Health and Wellbeing Board chairs collaboration
Provision for Joint Health Overview and Scrutiny Committees as may be
beneficial

4.7.8 Local Place Based Partnerships
Local partnership arrangements for the Places bring together the Councils,
voluntary and community groups, and NHS commissioners and providers in each
Place, including GPs and other primary care providers working together in
Primary Care Networks, to take responsibility for the cost and quality of care for
the whole population.
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Each of our Places has developed its own partnership arrangements to deliver
the ambitions set out in its own Place Plan. As identified by NHSE/I these may
take the form of or link with Place based Provider Collaboratives. Such ways of
working reflect local priorities and relationships, but all provide a focus on
population health management, integration between providers of services around
the individual’s needs, and a focus on care provided in primary and community
settings.
We anticipate our local, place based, health and care partnerships will develop
horizontally integrated networks to support seamless care for patients.
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5. Mutual Accountability Arrangements
A single consistent approach for assurance and accountability 2 between Partners
in Cheshire and Merseyside system wide matters will be applied through the governance structures and processes outlined in pages 12 through 17 above. Our
mutual accountability framework is set out, in full, at Annex 4
Through this Memorandum the Partners agree to take a collaborative approach
to, and collective responsibility for, managing collective performance, resources
and the totality of population health, including tackling inequalities where relevant
to committed Partnership activities or delivery.
Our mutual accountability arrangements will include a focus on delivery of key actions that have been agreed across the Partnership and agreement on areas
where Places wish to access support from the wider Partnership to ensure the effective management of financial and delivery risk.
As part of the development of the Partnership and the collaborative working between the Partners under the terms of this Memorandum, NHS England and NHS
Improvement will look to adopt a new relationship with the Partners (which are
NHS Bodies) in Cheshire and Merseyside by, overtime, enacting streamlined
oversight arrangements

5.1 Decision-Making and Resolving Disagreements
Our approach to making Partnership decisions and resolving any disagreements
will follow the principle of subsidiarity and will be in line with our shared Values
and Behaviours. We will take all reasonable steps to reach a mutually acceptable
resolution to any dispute.

5.2 Collective Decisions
There will be three levels of decision making:
•

•

•

2

Decisions made by individual organisations - this Memorandum does not
affect the individual sovereignty of Partners or their statutory decision- making
responsibilities.
Decisions delegated to collaborative forums - some partners may from
time to time delegate specific decisions to a collaborative forum, for example,
a Joint Committee of CCGs. Arrangements for resolving disputes in such
cases are set out in the Memorandum of the relevant collaborative forum and
not this Memorandum.
Whole Partnership decisions - the Partners will make decisions on a range
of matters in the Partnership which will neither impact on the statutory responsibilities of individual organisations nor have been delegated formally to a collaborative forum, as set out in annex 4 below.

Within the NHS and extending to areas of committed Partnership or Place based activity or delivery
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Collaborative decisions on Partnership matters will be considered by the Partnership Board. The Partnership Board will not act where it has no formal powers delegated by any Partner. However, it will increasingly take on responsibility for coordinating decisions relating to regulatory and oversight functions currently exercised from outside the system and will look to reach recommendations and any
decisions on a Best for Cheshire and Merseyside basis.
The Partnership Board will aim to make decisions by consensus of those eligible
Partnership Board members present at a quorate meeting. If a consensus decision cannot be reached, then (save for decisions on allocation of capital investment and transformation funding) it may be referred to the dispute resolution procedure on page 19 below and Annex 4 by any of the affected Partners for resolution.
In respect of referring priorities for capital investment or apportionment of transformation funding from the Partnership, if a consensus cannot be reached the
Partnership Board may make a decision provided that it is supported by not less
than 75% of the eligible Partnership Board members. Partnership Board members will be eligible to participate on issues which apply to their organisation, in
line with the scope of applicable issues set out in Annex 1.

5.3 Dispute resolution
Partners will attempt to resolve in good faith any dispute between them in respect
of Partnership Board (or other Partnership-related) decisions, in line with the Principles, Values and Behaviours set out in this Memorandum.
Where necessary, Place or sector-based arrangements will be used to resolve
any disputes which cannot be dealt with directly between individual Partners, or
which relate to existing schemes of delegation.
The Partnership will apply a dispute resolution process to resolve any issues
which cannot otherwise be agreed through these arrangements.

6. National and regional support
To support Partnership development as an Integrated Care System there will be a
process of aligning resources from NHS Arm’s Length Bodies, such as some regional NHSE/I focus, to support delivery and establish an integrated single assurance and regulation approach.
National capability and capacity will be available to support C&M from central
teams including governance, finance and efficiency, regulation and competition,
systems and national programme teams, primary care, urgent care, cancer, mental health, including external support.
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7. Variations
This Memorandum, including the Schedules, may only be varied by the agreement of the Board after consultation with all Partners.

7.1 Charges and liabilities
Except as otherwise provided, the Partners shall each bear their own costs and
expenses incurred in complying with their obligations under this Memorandum.
By separate agreement, the Parties may agree to share specific costs and expenses (or equivalent) arising in respect of the Partnership between them in accordance with a “Contributions Schedule” as may be developed by the Partnership through its Finance Forum.
Partners shall remain liable for any losses or liabilities incurred due to their own or
their employee's actions.

7.2 Information Sharing
The Partners will provide to each other all information that is reasonably required
in order to achieve the objectives and take decisions on a Best for C&M basis.
The Partners have obligations to comply with competition law. The Partners will
therefore make sure that they share information, and in particular competition
sensitive information, in such a way that is compliant with competition and data
protection law.

7.2.1 Confidential Information
Each Partner shall keep in strict confidence all Confidential Information it receives
from another Partner except to the extent that such Confidential Information is required by Law to be disclosed or is already in the public domain or comes into the
public domain otherwise than through an unauthorised disclosure by a Partner.
Each Partner shall use any Confidential Information received from another Partner solely for the purpose of complying with its obligations under this Memorandum in accordance with the Principles and Objectives and for no other purpose.
No Partner shall use any Confidential Information received under this Memorandum for any other purpose including use for their own commercial gain in services
outside of the Partnership or to inform any competitive bid without the express
written permission of the disclosing Partner. It is the responsibility of the disclosing Partner to handle any relevant requests for information as may be disclosable
under FOI legislation as such information is held in trust, only, via this agreement
on behalf of the information asset owner to support delivery on their behalf via the
Partnership.
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To the extent that any Confidential Information is covered or protected by legal
privilege, then disclosing such Confidential Information to any Partner or otherwise permitting disclosure of such Confidential Information does not constitute a
waiver of privilege or of any other rights which a Partner may have in respect of
such Confidential Information.
The Parties agree to ensure, as far as is reasonably practicable, that the terms of
this Paragraph (Confidential Information) 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 Memorandum.
Nothing in this Paragraph will affect any of the Partners’ regulatory or statutory
obligations, including but not limited to competition law.

7.3 Additional Partners
If appropriate to achieve the Objectives, the Partners may agree to include additional partner(s) to the Partnership. If they agree on such a course the Partners
will cooperate to enter into the necessary documentation and revisions to this
Memorandum if required.
The Partners intend that any organisation who is to be a partner to this Memorandum (including themselves) shall commit to the Principles and the Objectives and
ownership of the system success/failure as set out in this Memorandum.

7.4 Signatures
This Memorandum may be executed in any number of counterparts, each of
which when executed and delivered shall constitute an original of this Memorandum, but all the counterparts shall together constitute the same document. For
the document to have effect all Partners must have supported it.
The expression “counterpart” shall include any executed copy of this Memorandum transmitted by fax or scanned into printable PDF, JPEG, or other agreed digital format and transmitted as an e-mail attachment.
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Schedule 1 - Definitions and Interpretation

Annex A – Parties to the Memorandum

Annex 1 – Applicability of Memorandum Elements

Annex 2 – Schematic of Governance and Accountability Arrangements

Annex 3 – Signatories to the Memorandum

Annex 4 – Mutual Accountability Framework

Annex 5 – Partnership Assembly Constituencies

Annex 6 – Partnership Board Membership

Annex 7 – Terms of Reference - will be added in due course
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Schedule 1 - Definitions and Interpretation
1.

The headings in this Memorandum will not affect its interpretation.

2.

Reference to any statute or statutory provision, to Law, or to Guidance, includes
a reference to that statute or statutory provision, Law or Guidance as from time
to time updated, amended, extended, supplemented, re-enacted or replaced.

3.

Reference to a statutory provision includes any subordinate legislation made
from time to time under that provision.

4.

References to Annexes and Schedules are to the Annexes and Schedules of this
Memorandum, unless expressly stated otherwise.

5.

References to any body, organisation or office include reference to its applicable
successor from time to time.

Glossary of terms and acronyms
6.

The following words and phrases have the following meanings in this
Memorandum:
ALB

CCG
CEO
Confidential
Information

CQC
GP
HCP
Healthcare
Providers
HEE
Healthwatch

HWB

Arm’s Length Body
A Non-Departmental Public Body or Executive Agency of the
Department of Health and Social Care, e.g. NHSE, NHSI,
HEE, PHE
Clinical Commissioning Group
Chief Executive Officer
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 methods, in all cases
whether disclosed orally or in writing before or after the date
of this Memorandum
Care Quality Commission, the independent regulator of all
health and social care services in England
General Practice (or practitioner)
Health and Care Partnership
The Partners identified as Healthcare Providers under
Annex A
Health Education England
Independent organisations in each local authority area who
listen to public and patient views and share them with those
with the power to make local services better
Health and Wellbeing Board
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Integrated Care System
Joint Committee of Clinical Commissioning Groups - a formal
committee where two or more CCGs come together to form a
joint decision-making forum. It has delegated commissioning
functions
any applicable statute or proclamation or any delegated or
Law
subordinate legislation or regulation; any enforceable EU right
within the meaning of section 2(1) European Communities Act
1972; any applicable judgment of a relevant court of law which
is a binding precedent in England; National Standards (as
defined in the NHS Standard Contract); and any applicable
code and “Laws” shall be construed accordingly
Local Workforce Action Board sub-regional group within
LWAB
Health Education England
This Memorandum of Understanding
Memorandum
Neighbourhood A number of geographical areas which make up Cheshire and
Merseyside, in which GP practices work together as Primary
Care Networks, with community and social care services, to
offer integrated health and care services for populations of 3050,000 people
National Health Service
NHS
NHS England (formally the NHS Commissioning Board)
NHSE
NHS Foundation Trust - a semi-autonomous organisational
NHS FT
unit within the NHS
NHS Improvement - The operational name for an organisation
NHSI
that brings together Monitor, the NHS Trust Development
Authority and other functions
The members of the Partnership under this Memorandum as
Partners
set out in Annex A
The collaboration of the Partners under this Memorandum
which is not intended to, or shall be deemed to, establish any
Partnership
legal partnership or joint venture between the Partners to the
Memorandum
The representative body of the Partnership, bringing together
Partnership
the members of the Partnership akin to a shareholder AGM.
Assembly
The Partnership’s representative or democratic council,
The senior governance group for the Partnership set up in
Partnership
accordance with pages 12-17
Board
The team of officers, led by the Partnership Chief Officer,
Partnership
which manages and co-ordinates the business and functions
Executive
of the Partnership
Public Health England - An executive agency of the
PHE
Department of Health and Social Care which exists to protect
and improve the nation's health and wellbeing, and reduce
health inequalities
One of the nine geographical districts that make up Cheshire
Places
and Merseyside, being Knowsley, Sefton, Liverpool City
Region, Halton, St Helens, Cheshire East, Cheshire West and
Chester, Warrington, Wirral. and “Place” shall be construed

ICS
JCCCG
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Programmes
STP

Transformation
Fund
Values and
Behaviours

accordingly
The C&M programme of work established to achieve each of
the objectives agreed by the Partnership
Sustainability and Transformation Partnership (or Plan)
The NHS and local councils have come together in 44 areas
covering all of England to develop proposals and make
improvements to health and care
Discretionary, non-recurrent funding made available by NHSE
to support the achievement of service improvement and
transformation priorities
Shall have the meaning set out in pages 9 and 10
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Annex A - Parties to the Memorandum
The members of the Cheshire and Merseyside Health and Care Partnership
(the Partnership), and parties to this Memorandum, are:
Local Authorities
•
•
•
•
•
•
•
•
•

Cheshire East Council
Cheshire West and Chester Council
Halton MBC
Knowsley MBC
Liverpool City Council
Sefton MBC
St Helens MBC
Warrington Borough Council
Wirral Council

NHS Commissioners
•
•
•
•
•
•
•
•
•

NHS Cheshire CCG (Formerly Eastern, Western and South Cheshire and Vale Royal)
NHS Halton
NHS Knowsley
NHS Liverpool
NHS South Sefton
NHS Southport and Formby
NHS St Helens
NHS Warrington
NHS Wirral

NHS Service Providers
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Alder Hey Children’s NHS FT
Bridgewater Community Healthcare NHS FT
Cheshire and Wirral Partnership NHS FT
The Clatterbridge Cancer Centre NHS FT
Countess of Chester Hospital NHS FT
East Cheshire NHS Trust
Liverpool Heart and Chest NHS FT
Liverpool University Hospitals NHS FT
Liverpool Women’s NHS FT
Mersey Care NHS FT
The Mid Cheshire Hospitals NHS FT
NW Ambulance Service NHS Trust
NW Boroughs Partnership NHS FT
St Helens and Knowsley Teaching Hospitals NHS Trust
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•
•
•
•
•

Southport and Ormskirk Hospital NHS Trust
The Walton Centre NHS FT
Warrington and Halton Hospitals NHS FT
Wirral Community Health and Care NHS FT
Wirral University Teaching Hospital NHS FT

Other Partners
•
•
•

All PCNs in the Cheshire and Merseyside area
Voluntary Sector North West
Healthwatch in each of the Partnership’s Places

As members of the Partnership all of these organisations subscribe to the vision,
principles, values and behaviours stated below, and agree to participate in the governance
and arrangements set out in this Memorandum.
Certain aspects of the Memorandum are not relevant to particular types of organisation
within the partnership. These are indicated in the table at Annex 1.
There are other partners who are not members and therefore not signatories to this
memorandum. These include:

Heath Regulator and Oversight Bodies
•

NHS England and NHS Improvement

Other National Bodies
•
•
•

Health Education England
Public Health England
Care Quality Commission

Other Local Bodies
•
•
•
•

Fire
Police
Probation
Others, where relevant
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Annex 1 – Applicability of Memorandum Elements
CCGs

NHS Providers

Councils

NHSE and
NHSI

Healthwatch

Other partners

Vision, principles,
values and behaviours













Partnership aims













Governance









































Decision-making and
dispute resolution
Mutual accountability
Financials:
• Financial risk
management
• Allocation of
capital and
transformation
f d and
National
regional support
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Annex 2 – Schematic of Governance and Accountability Arrangements
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Annex 3 – Signatories to the Memorandum
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Annex 4 – Mutual Accountability Arrangements
A single consistent approach for assurance and accountability 3 between Partners
in Cheshire and Merseyside system wide matters will be applied through the governance structures and processes outlined in pages 12 through 17 above.

1. Current statutory requirements
NHS England and NHS Improvement were brought together to act as one organisation in 2019, but each retains its statutory responsibilities. NHS England has a
duty under the NHS Act 2006 (as amended by the 2012 Act) to assess the performance of each CCG each year. The assessment must consider, in particular, the
duties of CCGs to: improve the quality of services; reduce health inequalities; obtain appropriate advice; involve and consult the public; and comply with financial
duties. The 2012 Act provides powers for NHS England to intervene where it is
not assured that the CCG is meeting its statutory duties.
NHS Improvement is the operational name for an organisation that brings together Monitor and the NHS Trust Development Authority (NHS TDA). NHS Improvement must ensure the continuing operation of a licensing regime. The NHS
provider licence forms the legal basis for Monitor’s oversight of NHS foundation
trusts. While NHS trusts are exempt from the requirement to apply for and hold
the licence, directions from the Secretary of State require NHS TDA to ensure
that NHS trusts comply with conditions equivalent to the licence as it deems appropriate. This includes giving directions to an NHS trust where necessary to ensure compliance.
We recognise that each non NHS partner has its own statutory and regulatory
frameworks and requirements which are of equal importance and consideration.
Some of these requirements may have greater relevance to the Partnership or
Places than others. We envisage such arrangements will receive primary focus at
a Place level e.g OFSTED.

2. Our model of mutual accountability
Through this Memorandum the Partners agree to take a collaborative approach
to, and collective responsibility for, managing collective performance, resources
and the totality of population health including tackling inequalities where relevant
to committed Partnership activities or delivery. As Partners we will:
•

agree ambitious outcomes, common datasets and dashboards for system improvement and transformation management;

•

work through our collaborative groups to support any formally required decision making, engaging people and communities across our system; and

3

Within the NHS and extending to areas of committed Partnership or Place based activity or delivery
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•

identify good practice and innovation in individual places and organisations
and ensure it is spread and adopted through the Programmes.

The Partnership approach to system oversight will be geared towards performance improvement and development rather than traditional performance management. It will be data-driven, evidence-based and rigorous. The focus will be
on improvement, supporting the spread and adoption of innovation and best practice between Partners.
Peer review will be a core component of the improvement methodology. This will
provide valuable insight for all Partners and support the identification and adoption of good practice across the Partnership.
We anticipate as we develop over time, and when legislation or regulation requires, system oversight will be undertaken through the application of a continuous improvement cycle, including the following elements:
•

Monitoring performance against key standards and plans in each place;

•

Ongoing dialogue on delivery and progress;

•

Identifying the need for support through a process of peer review;

•

Agreeing the need for more formal action or intervention on behalf of the partnership; and

•

Application of regulatory powers or functions.

3. Progressing any action
We will prioritise work and the deployment of improvement support across the
Partnership and agree recommendations for any action or interventions where
relevant to committed Partnership activities or delivery. We envisage using our
Partnership Co-ordination Group as the forum to agree recommendations on:
•

Improvement or recovery plans;

•

More detailed peer-review of specific plans;

•

Commissioning expert external review;

•

Co-ordination of any formal intervention and improvement support; and

•

Agreement of any restrictions on access to discretionary funding and financial
incentives.

For Places where financial performance is not consistent with plan, the Finance
Group may make recommendations to the Partnership Co-ordination Group on a
range of interventions.
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4. The role of Places in accountability
This Memorandum has no direct impact on the roles and respective responsibilities of the Partners (including the Councils, Trust Boards and CCG governing
bodies) which all retain their full statutory duties and powers.
Health and Wellbeing Boards (HWB) have a statutory role in each upper tier local
authority area as the vehicle for joint local system leadership for health and care
and this is not revised by the Partnership. HWB bring together key leaders from
the local Place health and care system to improve the health and wellbeing of
their population and reduce health inequalities through:
•

developing a shared understanding of the health and wellbeing needs of their
communities;

•

providing system leadership to secure collaboration to meet these needs
more effectively;

•

having a strategic influence over commissioning decisions across health, public health and social care;

•

involving councillors and patient representatives in commissioning decisions.

The Partnership and its constituent bodies recognise the statutory role and powers of Health Overview and Scrutiny arrangements

5. Implementation of agreed strategic actions
Our mutual accountability arrangements will include a focus on delivery
of key actions that have been agreed across the Partnership and agreement on areas where Places wish to access support from the wider
Partnership to ensure the effective management of financial and delivery risk.

6. National NHS Bodies oversight and escalation
As part of the development of the Partnership and the collaborative working between the Partners under the terms of this Memorandum, NHS England and NHS
Improvement will look to adopt a new relationship with the Partners (which are
NHS Bodies) in Cheshire and Merseyside by, overtime, enacting streamlined
oversight arrangements which will support the Partnership to:
•

take the collective lead on oversight of trusts and CCGs and Places in accordance with the terms of this Memorandum;
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•

•

Work with NHS England and NHS Improvement who will increasingly hold the
NHS bodies in the Partnership to account as a whole system for delivery of
the NHS Constitution and Mandate, financial and operational control, and
quality (to the extent permitted at Law);
Work with NHS England and NHS Improvement to agree where they will intervene in individual trust and CCG Partners only where it is necessary or required for the delivery of their statutory functions and will (where it is reasonable to do so, having regard to the nature of the issue) in the first instance look
to notify the Partnership and work with it to seek a resolution prior to making
an intervention.

These arrangements will build upon the current Accountability Agreement in
place between the Partnership and NHSE. We expect our current agreement to
be reviewed which may result in a refresh.

7. Decision-Making and Resolving Disagreements
Our approach to making Partnership decisions and resolving any disagreements
will follow the principle of subsidiarity and will be in line with our shared Values
and Behaviours. We will take all reasonable steps to reach a mutually acceptable
resolution to any dispute.

8. Collective Decisions
There will be three levels of decision making:
•

•

•

Decisions made by individual organisations - this Memorandum does not
affect the individual sovereignty of Partners or their statutory decision- making
responsibilities.
Decisions delegated to collaborative forums - some partners may from
time to time delegate specific decisions to a collaborative forum, for example,
a Joint Committee of CCGs. Arrangements for resolving disputes in such
cases are set out in the Memorandum of the relevant collaborative forum and
not this Memorandum.
Whole Partnership decisions - the Partners will make decisions on a range
of matters in the Partnership which will neither impact on the statutory responsibilities of individual organisations nor have been delegated formally to a collaborative forum, as set out below.

Collaborative decisions on Partnership matters will be considered by the Partnership Board. The Partnership Board will not act where it has no formal powers delegated by any Partner. However, it will increasingly take on responsibility for coordinating decisions relating to regulatory and oversight functions currently exercised from outside the system and will look to reach recommendations and any
decisions on a Best for Cheshire and Merseyside basis.
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The Partnership Board will aim to make decisions by consensus of those eligible
Partnership Board members present at a quorate meeting. If a consensus decision cannot be reached, then (save for decisions on allocation of capital investment and transformation funding) it may be referred to the dispute resolution procedure on page 35 below by any of the affected Partners for resolution.
In respect of referring priorities for capital investment or apportionment of transformation funding from the Partnership, if a consensus cannot be reached the
Partnership Board may make a decision provided that it is supported by not less
than 75% of the eligible Partnership Board members. Partnership Board members will be eligible to participate on issues which apply to their organisation, in
line with the scope of applicable issues set out in Annex 1.

9. Dispute resolution
Partners will attempt to resolve in good faith any dispute between them in respect
of Partnership Board (or other Partnership-related) decisions, in line with the Principles, Values and Behaviours set out in this Memorandum.
Where necessary, Place or sector-based arrangements will be used to resolve
any disputes which cannot be dealt with directly between individual Partners, or
which relate to existing schemes of delegation.
The Partnership will apply a dispute resolution process to resolve any issues
which cannot otherwise be agreed through these arrangements.
As decisions made by the Partnership do not impact on the statutory responsibilities of individual organisations, Partners will be expected to apply shared Values
and Behaviours and come to a mutual agreement through the dispute resolution
process.
The key stages of the dispute resolution process are
I.

The Partnership, working through the Partnership Executive, will seek to
resolve the dispute to the mutual satisfaction of each of the affected parties.
If the Executive cannot resolve the dispute within 30 days, the dispute
should be referred to Partnership Chief Officer who will, likely, involve the
Partnership Coordination Group.

II.

The Co-ordination Group will consider the issues and, where necessary,
make a recommendation based upon a majority decision (i.e. a majority of
eligible Partners participating in the meeting who are not affected by the
matter in dispute determined by the scope of applicable issues set out in
Annex 1) on how best to resolve the dispute based, applying the Principles,
Values and Behaviours of this Memorandum, taking account of the
Objectives of the Partnership. The Partnership Executive will advise the
affected Partners of its decision inwriting.

III.

If the parties do not accept the decision, or Board cannot come to a decision
which resolves the dispute, it will be referred to an independent facilitator
selected by Partnership’s Chief Officer. The facilitator will work with the
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Partners to resolve the dispute in accordance with the terms of this
Memorandum.
IV.

In the unlikely event that the independent facilitator cannot resolve the
dispute, it will be referred back to the Partnership Board for final resolution
based upon majority decision on how best to resolve the dispute in
accordance with the terms of this Memorandum and advise the parties of its
decision.
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Annex 5 – Partnership Assembly Constituencies
Organisations that represent constituencies within our Partnership Assembly above and
beyond those listed as Parties to this agreement (Annex A):
Age UK Cheshire
ANCS
Cheshire Fire and Rescue Service
Cheshire Police
Cheshire West Voluntary Action
Healthwatch Cheshire
Manchester Metropolitan University
Cheshire West Integrated Care
Partnership
Cheshire Halton & Warrington Race &
Equality Centre
The University of Chester
Public Health England
Greater Manchester Health and Social
Care Partnership
Her Majesty's Prison and Probation
Service
Citizens Advice Halton
Halton Housing
Halton & St Helens VCA
Healthwatch
R-Health
Lancashire and South Cumbria STP
Lancashire Care

Liverpool John Moores University
University of Liverpool
Edge Hill University
Merseyside Fire and Rescue Service
Merseyside Police
CPS Mersey-Cheshire
NW Innovation Agency
North West Ambulance Service
Torus
Voluntary Sector North West
Sefton CVS
Venus Working Creatively with Young
Women
Together We’re Better’ - Staffordshire and
Stoke on Trent STP
Citizens Advice Warrington
Fearnhead Cross Medical Centre
People First UK
Right to Succeed
Sovini
VCFSE representatives

This list may be extended through a simple process of proposition and agreement via
the Partnership Board.
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Annex 6 – Partnership Board Membership

i.

A representative from each of our nine Local Authority areas within the
ICS footprint.

ii.

A CEO and a Chair representing acute providers

iii.

A CEO and a Chair representing mental health and community providers

iv.

A CEO and a Chair representing specialist providers

v.

Two Primary Care Network representatives. Assumed elected or nominated via the Primary Care Network Forum

vi.

A CCG Accountable Officer

vii.

A CCG Clinical Chair

viii.

A Public Health representative

ix.

A VCSE representative

x.

An NHSE/I representative

xi.

From the Partnership, itself, it is proposed that the Chair, Chief Officer and
up to 3 executive director posts will be full or voting members of the
Board. Other directors will attend.

The above Partnership Board membership provides for the envisaged future form reflecting when the ICS has
assumed statutory powers.
The Partnership is progressing dialogue with CCG’s regarding representation, through 2021/22, reflecting an
anticipated transition year.
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GOVERNING BODY
18th February 2021

Agenda Item 4.1

APPENDIX E : Cheshire and Merseyside Health and Care Partnership Board
Paper on partner comments regarding the Memorandum of Information
27.01.21)
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Memorandum of Understanding
Comments received from partners
Report To:

Cheshire and Merseyside Health and Care Partnership Board

Date of Report:

27/01/21

Report Author(s):

Ben Vinter

Purpose:

Provide the Board with:
• An update on feedback from consultation on the MoU
with partners
• Recommendations on the approach to this feedback
• Opportunity for the Board to provide guidance on the next
steps and timescales

Recommendation(s):

That the Board give consideration to the points raised in
response to the circulated MoU and support the
recommendations for response or progress of actions as
detailed in section 3. Noting the recommendations fall into
two broad categories:
•
•

Imminent action / amendment supporting final drafting
Medium / longer term actions which may be incorporated
in future versions of the MoU

The Board support and propose the adoption of MoU by the
Partnership as an accurate and timely description of the
Partnership and its present ambition.

1. Context
In drafting the Memorandum of Understanding (MoU) the aim was to respond to the challenge
set by the Partnership Assembly in autumn 2020 to provide:
• Clarity on the way the partnership works and aspires to work in the future - striking the
balance of achieving strategic vision while remaining in touch with local variation
• Enhanced recognition of Place including providing a framework for an increased proportion of Local Authority membership,
• Clarity on the role of the Partnership – a convenor of the Cheshire and Merseyside
health and care system.
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When drafting and discussing the MoU the Board and the majority of our partners recognised
that the Partnership is, currently, at a particular point in its development. From here there is
more for us to do in describing our arrangements, for example, over the next immediate period
developing terms of reference but also over a longer timeframe and with more complex
engagement to continue our development and co-production. This means some of the work we
now need to do and our response to some feedback will continue through 2021/22, and
beyond, as we agree the arrangements that will work for our system.
This version of MoU and its hopeful adoption, imminently, is the start of this discussion and
journey, not the end point.
Accordingly, at this time, the MoU’s ambition was deliberately limited to:
• Documenting the Partnership’s current arrangements
• Providing clarity on our starting point and a foundation to those engaged within the Partnership but also our stakeholders
• Setting out the Partnership’s vision, mission, aims and values
• Detailing the Partnership’s developing governance arrangements
• Providing assurance to partners and NHS oversight bodies on our direction of travel and
intentions
The recent publication by NHSE/I of its consultation – Integrating Care: The next steps to
building strong and effective integrated care systems across England – coincided with our
circulation of the MoU which had been sometime in the drafting. To some extent this was
fortuitous as the publication began to describe a set out options and choices that will shape
our future direction of travel. However the publication of an NHSE/I consultation should not be
confused with the value, purpose or intent of the MoU. The MoU is not designed to respond to
the points raised in the NHSE/I consultation rather their publication starts a description of
supplementary choices and challenges we now need to work through, together, for which our
MoU provides a foundation and shared understanding from which to start.
At the time this work was initiated and through discussion with the Partnership Board in
November and December you recognised and agreed that the MoU represented a first step,
that it would iterate both from this draft following consultation but also that it would need to
evolve and develop through 2021/22 as, for example, we define what common expectations
we have for Places or as our Providers explore what provider collaboration means within a
Cheshire and Merseyside context.
2. Feedback
General
A broad range of partners particularly from local authorities, providers and the voluntary sector saw value in the MoU as providing a foundation and in setting out our ambition, aims and
values clearly stating the ethos of collaboration and partnership, and the significant emphasis
on primacy of Place.
NHSE/I consultation and potential future changes
A number of partners recognised that as NHSE/I thinking evolves and policy develops, over
the coming period, there will be more clarity that the Partnership and in turn the MoU or other
system frameworks need to explore with stakeholders and ultimately define by agreement.
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More definition and detail on next stage developments – governance, assurance and system
architecture
A number of Partners, in particular Place representatives, requested further clarification on
areas we know represent a programme of work that needs to be progressed, together,
through 2021/22 namely more detail and definition of:
• Governance arrangements and linkages between groups both at a Partnership level
and throughout the partnership
• Accountability and any relevant performance frameworks
• How Place fits within and works with the ICS
A number of responses, particularly from local authorities and NHS providers, sought clarification on the scope and nature of streamlined commissioning and the way in which one CCG
will work in our system. This line of enquiry is understood but the Board is reminded that the
CCGs in Cheshire and Merseyside have begun to define the issues they see current value in
working together on, at scale, from a commissioning perspective and that more details on the
way forward are likely to emerge from the outcome of NHSE/I’s consultation in due course.
Representation
A number of colleagues requested clarification on representation and membership of groups
including HCP Board representation. The Board will recall that we were clear in the MoU that
this is an area of work, across the Partnership’s apparatus, that we need to initiate during
quarter four of 2020/21 and it should welcome recognition that this work now needs to be
progressed. A number of responses also requested greater detail on the scope and membership of the Partnership Assembly.
The Board will be aware that work is ongoing among providers across our system to define
and scope their work whether this be through Provider Collaboratives or the emerging Primary
Care Network Forum. The Board will recognise that one of the outputs of this work will be to
reflect these groups equally critical role in the work of the Partnership including through representation.
Clinical Leadership
A number of colleagues also fed back on the need to be clearer on the role and place for clinical leadership and involvement. The Board should recognise this is work that needs to be
done and to an extent, at a Partnership Board level, this will link to and be influenced by the
work referred to directly above. However the system must also await NHSE/I proposals in respect of the future of CCGs and how and if membership is specified.
The significant value of local and Place based working for clinical voice, across all professions, but also democratic input already commonly secured should also be acknowledged.
Delivery and outcomes
Some responses requested more detail on what the Partnership will deliver and how. The
importance of this task is understood and needs to be worked on, together, across the
Partnership but there remains a question of if an MoU is the best place to describe such
detailed areas of work.
The Partnership’s Development Plan defines, at a high level, a number of significant areas of
work which HCP and partners need to progress, together, this includes a focus on ICS level
programmes but also a number of areas related to system plans and capability as called for
by partners in their responses. Such work should include clearer definition of outcomes,
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maximise common understanding of the Partnership’s aims and metrics where appropriate in
line with the feedback provided by partners.
Health and Wellbeing Boards
A number of colleagues called out the role of Health and Well Being Boards (HWB). The MoU
sought to recognise this role and the Partnership is committed to Place based working including current forms of partnership working, collaboration and oversight. The Board should be
conscious that matters such as linkages between Place based arrangements and their development with or through HWBs needs to be co-created across the partnership, link to thinking
on the role and development of Integrated Care Partnerships and to an extent be proposed by
the convenors of those Boards.
Local Authorities
Some responses queried the notion of a local authority lead role in the Partnership. While the
Board will recognise there is more to work to do in this area, not least in respect of any
legislation that may be brought forward by the government, the Board has previously been
clear that the role and nature of an ICS requires a fundamentally different way of working.
Local authorities alongside all system partners should and do have lead roles in ICS working.
In response to the request for feedback on the MoU a number of local authorities responded
and took opportunity to advise the Partnership of the Liverpool City Region view on the
NHSE/I consultation calling for:
• A new statutory reciprocal duty of collaboration to improve population health and
address health inequalities on all NHS organisations and local authorities;
• A legal requirement on ICSs to involve Health and Wellbeing Boards (HWBs) in the
development of plans and to devolve the development of place or locality plans to
HWBs;
• A new power for HWBs to “sign off” on all ICS plans;
• Arrangements for commissioning to continue to have a strong place-based focus, with
a strong and proactive role in HWBs in approving commissioning plans; and,
• A statutory duty on ICSs to be accountable to their local communities through existing
democratic processes.
The DASS perspective to the NHSE/I proposals was also shared with us and provided
feedback in the following areas:
• Primacy of Place is paramount; “place” being each local authority area;
• Each local authority “place” must be represented in future governance arrangements
for the Cheshire and Merseyside ICS;
• The agreed governance for Cheshire and Merseyside at “system” and at “place” level
must address historic democratic deficits in NHS governance;
• There should be formal recognition of Health and Wellbeing Boards as the strategic
decision-making bodies for ICPs in each “place”, given that they are already best
positioned to support improved outcomes in the wider determinants of population
health; and,
• There should be formal assurance that budgets will be devolved to “place”, and that
any and all residual budgets to be retained at Cheshire and Merseyside level will be
agreed in advance by each “place”.
The above points are interesting areas of debate and discussion but are not matters that can
all be addressed by the MoU. The Partnership makes a continued commitment to work
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inclusively, collaboratively and to co-create solutions that work for Cheshire and Merseyside.
We also acknowledge that the Partnership is not, at this time, a statutory body and we await
NHSE/I feedback to its consultation. However the Board will recognise the challenge put
forward and feels strongly about local representation and connections across systems. To
that extent proposals are contained within the recommendations section which seek to
provide for enhanced and clearer representation responding to the ambition described.
Since the time when the MoU was circulated the Chair and Chief Officer have been continuing
their engagement with local authorities and discussing the role a Political Assembly, elected
representatives and local authorities can and should play through the partnership and at a
Partnership Board level. These points are addressed in the recommendations section.
Patient and Public Engagement
Some suggestions have been received that the Partnership can and should place greater
emphasis on patient and resident engagement. In particular there was a suggestion that we
should place the patient and public at the centre of ‘our integrated, system approach to
collaboration’. It is suggested that the Board support this welcome emphasis.
Feedback has also suggested that the MoU should make greater recognition of the way the
Partnership either does or aspires to engage with patients and the public. It is suggested
given the current status of the ICS that the current balance, described between existing
statutory organisations and the Partnership, is appropriate. The Board may, however, wish to
encourage even stronger emphasis in this area, to ensure patient and public engagement
forms a core part of the system’s development plan and will wish to remain mindful on both
the legislation and the right thing to do in this area as and if changes are brought forward.
Health inequalities and wider determinants of health
A number of comments received related to the extent to which the Partnership can address
matters beyond what might traditionally be considered the focus of health and care.
Suggestions and emphasis on these points get right to the very heart of what the Partnership
hopes and expects to achieve:
• Tackling health inequalities and improving lives needs new partnerships that 'liberate the
potential' in people. It will be important the Partnership is not just co-ordinating existing
health and social care organisational support e.g. education, housing, business, industry
and enterprise
• Social responsibility, the response to inequalities and the role of anchor institutions could
be more explicit in the MOU
• The wider role of other partners in achieving health and wellbeing outcomes that look at a
‘whole person approach’ could be described in the MOU
Innovation
It was suggested that the MoU should reference the Partnership’s potential to innovate.
Climate Change
It was suggested that the MoU should reference the Partnership’s contribution and
commitment to tackling climate change.
Digital and data
It was suggested that the MoU should reference the Partnership’s contribution and need for
system level work programmes to address the health and wellbeing needs of the C&M
population, which are data led, using data intelligence and associated measurement will
need to inform the Partnership level programme prioritisation and determine progress.
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3. Recommendations

In response to the themes summarised above and the significant amount of feedback that
was received in response to the request for engagement in the Partnership’s Memorandum of
Understanding it is recommended that the Board:
A. Recognise and acknowledge the broadly positive nature of the responses supplied
B. Thank all system contributors for their engagement
C. Acknowledge the status, place and timing of the MoU as a foundation in the Partnership’s

development. Agreeing that it is not, was not intended to be and cannot expect to be the
complete word on partnership working, system integration, or Cheshire and Merseyside
health and care

D. Acknowledge that over the next quarter work will be progressed, in partnership, which be-

gins to define some of the issues raised through this engagement. For example, terms of
reference and the redefinition of the role of the Partnership Coordination Group which it
may be appropriate to be appended to future versions of the MoU. However other, more
significant bodies of work, such and ICP development or programme design and delivery
will need to be developed and potentially referenced in future versions of this document
but may never appropriately form part of it

E. Commit to a full review of the MoU being initiated by 31/3/22 or following the implemen-

tation of any legislation by government related to integrated care systems

Turning to the more specific themes arising from the consultation it is recommended that the
Board:
F. Recognise and acknowledge the areas of work that will be progressed, collaboratively, and
which form part of the Partnership’s Development Plan through 2021/22 covering the
following areas:
•
•
•
•
•
•
•
•
•
•
•

•

Developing and enhancing ICS Architecture: Assurance & Transformation
Review and refine system governance
Implement a refreshed approach to programme delivery
Support consistent ambition and progress in Place / ICP Development
Leadership Capacity & Capability – ensuring leadership across all areas of vertical and
horizontal integration and developing and embedding assurance capability
Streamlining Commissioning – Establishing a fully functioning JCCCG and the expected
integration between collaboratives and the Partnership
System Plans – Maximising alignment between place and system plans. Ensuring critical enabling infrastructure plans are well developed in areas such as Estates, Capital
and Digital
Provider collaboratives – Delivering our roadmap for establishment of provider collaboratives detailing the purpose, form, leadership and governance requirements.
Partnership working and Collaboration (especially with local government colleagues)
Communications and Engagement
Delivering NHS performance and assurance oversight
Workforce Transformation and Planning
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G. Given the stage of the Partnerships development, the extent of engagement that has been
undertaken during the preceding 9 months and the feedback that has been received in
response to the MoU it is proposed that the Board consider amendments to its membership reflecting, proportionate, system orientated participation and representation as follows:
i.
ii.
iii.
iv.
v.
vi.
vii.
viii.
ix.
x.
xi.

A representative from each of our nine Local Authority area within the ICS footprint.
We understand it is the intention of system leaders that these representatives will
be political representatives
A CEO and a Chair representing acute providers
A CEO and a Chair representing mental health and community providers
A CEO and a Chair representing specialist providers
A Primary Care Network representative. Assumed to be the Chair of the Primary
Care Network Forum
A CCG Accountable Officer
A CCG Clinical Chair
A Public Health representative
A VCSE representative
An NHSE/I representative
From the Partnership, itself, it is proposed that the Chair, Chief Officer and up to 3
executive director posts will be full or voting members of the Board. Other directors
will attend.

H. In response to the need for greater clarity on clinical leadership that this be identified and
form an early piece of work to be considered by both the emerging Provider Collaborative
and our ICP development forum
I.

That our ICP forum consider whether any specific measures or steps are needed to maximise the role, value and contribution of Health and Wellbeing Boards in our systems

J. That in addition to recognising and supporting the proposal for Local Authority representation on the Partnership Board that discussions continue with partners on the basis of developing a Political Assembly a part of the Partnership’s established governance
K. Supports amendments to the MoU to reflect proposals made in respect of:
i.
Placing patients and residents at the centre of ‘our integrated, system approach to
collaboration’
ii.
Tackling health inequalities and improving lives needs new partnerships that
'liberate the potential' in people. It will be important the Partnership is not just coordinating existing health and social care organisational support e.g. education,
housing, business, industry and enterprise
iii.
Social responsibility, the response to inequalities and the role of anchor institutions could be more explicit in the MOU
iv.
The wider role of other partners in achieving health and wellbeing outcomes that
look at a ‘whole person approach’ could be described in the MOU
v.
Innovation
vi. Climate Change
vii. Digital and data
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Annex One
Responders
•
•
•

Cheshire West and Chester Council
Halton MBC
Knowsley MBC

•
•
•
•
•
•

•
•
•

Alder Hey Children’s NHS FT
Cheshire and Wirral Partnership NHS FT
Liverpool University Hospitals NHS FT
Liverpool Women’s NHS FT
Mersey Care NHS FT
NW Boroughs Partnership NHS FT
The Walton Centre NHS FT
Warrington and Halton Hospitals NHS FT
Wirral Community Health and Care NHS FT

•
•
•
•
•

NHS Cheshire
NHS Liverpool
NHS South Sefton
NHS Southport and Formby
NHS St Helens

•

Healthy Wirral – incorporating all partners
Cheshire West Integrated Care Partnership – a representative
VCFSE representatives

•

•

Pre consultation responders:
• St Helens MBC
• Warrington Borough Council

Our thanks is recorded to all those responding. Any omissions are not deliberate and can be
corrected.
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NHS Cheshire Clinical Commissioning Group

Finance Report
st
31 December 2020
Governing Body – February 2021
Lynda Risk – Executive Director of Finance and Contracting
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Executive Summary
Purpose of the Report
The report outlines the Cheshire CCG performance against their statutory financial duty of commissioning services within its agreed financial envelope. This paper
supports the continued progress in managing the risks associated with financial performance and recovery as expressed in the Governing Body Assurance Framework
under risk GBAF19-02. The CCG continues to work under the financial regime introduced due to the Covid-19 pandemic.
Key Issues
This report updates the Governing Body on the financial position as reported to regulators as at 31st December 2020, reporting is split where appropriate into the first 6
months of the year to 30th September 2020 and for the period month 7 to month 9.
The expenditure for the first 6 months of the year has been supported in full by NHSE and so the CCG effectively had a balanced position at the end of September 2020,
there were variances against budget in the following areas Prescribing, Other Programme, Mental Health and Complex Care and Covid-19 but these were due in the main
to the CCG budget being set nationally and not reflecting local cost analysis.

For the three month period to the end of December 2020 the CCG overspent by £10.150m with an expected funding allocation of £9.782m yet to be received, the monies
are supporting those costs outside the CCG budget e.g the Hospital Discharge Programme, vaccinations and the CHC staffing costs. After receipt of the additional
allocation the CCG has a year to date deficit of £0.368m.
The CCG submitted an additional plan for the period October 2020 to March 2021to NHSE/I on the 18th November 2020, the proposed plan gives the CCG a deficit for the
year of £10.059m.

The CCG improved its position at the end of November 2020 and is now predicting a deficit of £6.461m for the period to the 31st March 2021, this was an improvement of
£3.418m, circa 0.3% of the CCGs overall budget after the receipt of the additional national allocation as noted above. The predicted November 2020 financial outturn has
been maintained for December 2020. In January, the CCG has at the request of NHS England North West suspended the assessment of patients within pillar 1 of the
Hospital Discharge Programme(HDP). The delay in the Programme will mean that the CCG will not incur costs in January 2021 which it had predicted in the December
2020 forecast outturn position, this should improve the CCG deficit in 2020/21. Unfortunately this may have a detrimental effect of the financial position in 2021/22 as
support from the HDP is proposed to end on the 31st March 2021.
The CCG has received guidance confirming that the Mental Health Investment Standard must be met in 2020/21.
The CCG is meeting the running cost target for 2020/21 which will be measured against the initial allocation made to the CCG.
The key financial risk to financial sustainability is the increased recurrent service costs associated with Covid-19 and cost of the recovery of performance targets.
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Executive Summary
Key Issues continued
Planning for 2021/22
Initial information has been received in respect of Planning for 2021/22. The highlights are noted below:• The Financial Framework for 2020/21 will be rolled over into the first quarter of 2021/22.
• The Financial envelopes for Quarter 1 will be confirmed in March 2021
• Operation Planning guidance for the period from 1st July 2021 to 31st March 2021 will be confirmed in early April 2021 with plans submitted in June 2021.
The national intention is that the high level proposal for the financial arrangements identified in the letter of the 23rd December will be followed. The framework comprises
of the following key areas:-

•
•
•
•
•

System financial envelopes will continue to be set at the Integrated Care System level and will be consistent with the Long Term Plan funding
Additional funding will be available to offset the lost efficiency targets built into the Long Term Plan
Baseline contract values need to align to the available resource
Blended payment methodology should be the default position for most secondary healthcare services
Additional resources have been ring fenced for elective and mental health recovery

Recommendations
The Governing Body is asked to note:• the financial position reported as at the 31st December 2020 and to note the financial risks currently facing the CCG.
• the changes in the Hospital Discharge Programme
• the information received in respect of the Financial Framework for 2021/22 and the planning round for the same period.
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Performance Summary – At A Glance
Key Financial Indicators 31st December 2020

Target

Actual

£'m

£'m

Year to Date Surplus / (Deficit)

(5.092)

(10.150)



Year to Date Surplus / (Deficit) - Incl. expected allocation

(5.092)

(0.368)



Running Costs Year to Date Surplus / (Deficit)

10.104

9.676



Forecast Outturn In Year Surplus / (Deficit)

(10.059)

(27.868)



Forecast Outturn In Year Surplus / (Deficit) - Incl.
expected allocation

(10.059)

(6.461)



Running Costs Forecast Outturn In Year Surplus / (Deficit)

13.706

13.703



Forecast Contingency Reserve Available

2.919

0.000

£'m

£'m

102.204

103.500

%

%

Performance by Volume - NHS

95%

88%



Performance by Volume - Non NHS

95%

94%



Performance by Value - NHS

95%

100%



Performance by Value - Non NHS

95%

94%



Financial Position

Other
Mental Health Investment Standard Forecast
Better Payment Practice Code - Year to Date

Achieved



Prior Month

Comments
A financial plan has been submitted for the latter six months of the year which detailed a deficit
of £10.059m excluding costs associated with the Hospital Discharge Programme (HDP) which
totalled an additional £18.930m.
The CCG reported a deficit of £10.150m year to date and a forecast deficit of £27.868m. Both
these figures include the costs which are funded from outside the system envelope; when
removed this gives an adjusted year to date deficit of £0.368m and a forecast deficit of
£6.461m. This is a deterioration over the previous months in year surplus as expected.
The running cost forecast is within plan and within the initially notified national running cost
allocation. The statutory duty of the CCG is to remain within the initially notified allocation
which is being acheived.
The CCG commenced mental health investment standard reporting in month 8 and is currently
forecast to achieve the mental health standard. The CCG reviews acheivement of the target on
a regular baiss with the commissioning team in contact with mental health providers to ensure
the investment made is spent.
Timely invoice processing is of greater importance at the moment to ensure providers maintain
their cash flow to ensure they can continue to provide services during the pandemic. The
Better Payment Practice Code specifies a target of 95% of invoices to be processed within 30
days, both by Volume and Value. Only one out of the four targets is currently being met, a
detailed report is being taken to the Finance Committee in February 2021 to discuss the target
due to the deterioration over the previous month.
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Financial Risks and Mitigations
Key Risks - Finance Committee
Risk Register

Risk
Rating

Ability to meet Statutory Duties and
Related Financial Targets

20

Increased Recurrent costs to
Healthcare System for Cheshire
Population due to Covid 19

20

Reimbursement of Covid 19 costs

12

Actions
Attendance at National/North West/Cheshire and Mersey Directors of Finance meetings.
Continued work with Cheshire organisations on Collaboration at Scale recovery plans albeit scaled back
due to the Covid Pandemic.
Continued work to maintain control of expenditure and probity.
Interim finance regime adopted by NHSE/I for 20/21 has resulted in a latest forecast deficit of £6.4m.
Continually respond to national guidance as its released in relation to 20/21 and 21/22.
Finance and contracts supporting each programme to ensure additional cost is identified, understood
and mitigated where possible.
All Covid related services that have been implemented non recurrently in 2021/21 are being reviewed with
regards the demand / need for 2021/22. The outcome of which will be available by March 2021 and will
feed into the financial discussions for 2021/22
CCG have robust processes in place to track any costs incurred and have undertaken a governance
review.
To date costs incurred within the national Covid definitions have been either reimbursed on an actual
basis or funding allocated based on plans.
Uncertainty remains on funding any costs that will continue into 2021/22 financial year associated with
the ceasing of the Hospital Discharge Programme.
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Covid-19 Finance Update
Covid Revenue Costs (£'000)
HDP* - Packages of Care Scheme 1

Month 1

Month 2

Month 3

Month 4

Month 5

Month 6

Month 7

(Apr)

(May)

(Jun)

(Jul)

(Aug)

(Sep)

(Oct)

876

1,372

1,777

2,711

3,195

HDP* - Packages of Care Scheme 2

Month 8 Month 9 Month 10
(Nov)

(Dec)

(Jan)

Total

2,692

4,435

2,282

466

19,806

104

918

653

2,362

4,038

HDP - Other

450

18

440

644

173

380

(109)

132

(1,647)

481

CCG Additional Staffing

106

38

51

(13)

0

22

0

0

(131)

73

35

5

0

0

0

89

90

49

70

338

Primary Care

815

255

70

535

343

316

23

804

444

3,605

Other

118

(40)

0

2

103

183

154

61

(17)

564

0

19

19

133

0

51

0

0

(28)

194

2,400

1,667

2,357

4,012

3,814

3,837

5,511

3,981

1,519

Equipment (Nursing Home, CHC)

Additional Revenue Stream - SMS Costs
Total

0

29,099

Comments

The above table reflects the position reported as at Mth 9. Key points to note are:
1) Following the change in September around the Hospital Discharge Programme the costs have been split to distinguish between Scheme 1 & Scheme 2. This
was adjusted for the cumulative position as at September to December which resulted in some movement of costs between the 2 schemes, as reflected in the
December monthly position.
2) In addition, the split of costs between the two schemes also supported the year to date position of the HDP costs to be updated to reflect the forecast costs.
3) The reduction in CCG staffing in December reflects the recoding of costs that are now include within Primary Care.
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GOVERNING BODY
18th February 2021

Agenda Item 5.2

Title

Reports of the Committees
Contributors
Paula Wedd, Executive Director Quality, Patient Experience and Safeguarding; Pam Smith,
Quality & Safeguarding Committee Chair
 Jenny Underwood, Corporate Risk & Assurance Manager and Data Protection Officer;
Peter Munday, Governance, Audit & Risk Committee Chair
 Katie Riley, Associate Director of Finance; Suzanne Horrill, Finance Committee Chair
 Sue Milne, Head of Performance; Wendy Williams, Strategic Commissioning and
Performance Committee Chair
 Matthew Cunningham, Director of Governance and Corporate Development; Pam Smith,
Remuneration Committee Chair
Report Reviewed by (Committee/Team/Director plus Finance if applicable)
Individual committee contributions reviewed as above.


Date submitted
Consideration for publication

Meetings of the Governing Body and Primary (General Medical) Care Commissioning
Committee meetings will be held in public and the associated papers will be published unless
there are specific reasons that should not be the case. This paper will therefore be deemed
public unless any of the following criteria apply:
The item involves sensitive HR issues
No
The item contains commercially confidential issues
No
Some other criteria outlined in the REASONS FOR RESERVING MATTERS TO A
N/A
PRIVATE MEETING OF THE GOVERNING BODY Protocol apply.

Key Issues and considerations

The Reports of the Committee Chairs provide an overview of committees’ activity since the last
Governing Body meeting, present particular issues the committees wish to bring to the
attention of the Governing Body and present recommendations for the Governing Body’s
consideration.
The Reports provide the Governing Body with assurance that its committees are functioning
effectively are fully exercising their duties as described in the CCG Constitution and scheme of
delegation.
The following report provides updates on the following Committee meetings:
 The Quality and Safeguarding Committee (Q&S) meetings held on 4th November and 7th
December 2020.
 The Strategic Commissioning and Performance Committee (SCAP) meetings held on 27th
November 2020.
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Governing Body Assurance Framework
N/A

Recommendation(s)
The Governing Body is asked to:
1. Consider the committee recommendations outlined at section 2 of the Report;
2. Note in particular the items the Committees wish to bring to the attention of the
Governing Body at section 3 of the Report; and
3. Note the items listed at section 4 of the Report.

Delivery of CCG’s duties / strategies / aims / objectives

The principal role of each Committee is outlined within each of the attached reports. Each
committee’s terms of reference outline the particular statutory duties they are charged with
providing assurance on.

Reason for consideration by the committee / governing body

Will it significantly affect or determine CCG priorities (and future commitments)?
Is it likely to be of significant public interest?
Will it have a significant impact on the CCG’s ability to deliver its strategic objectives /
statutory duties?
If applicable, is there a specific requirement, or has there been a specific request that
the GB make the decision?
Is funding required? Please see also section below
Other? If “Other”, please explain the rationale for presenting this report:

No
No
No
Yes
No
No

Authority to agree the recommendation

If applicable – Have you confirmed that this committee / group has the necessary
Yes
authority to approve the requested recommendation?
If this includes a request for funding, does this committee / group have the necessary
N/A
delegated financial authority to approve it
If this includes a request for funding, have the finance team confirmed the availability of
N/A
funding?
Conflicts of Interest Consideration (if applicable)
Governing Body GP Members - have a potential conflict of interest in relation to the proposed
terms and conditions for the Named Safeguarding GP position to be included within the
Remuneration Framework.

Appendices
Appendix A

Summary Integrated Performance Report from SCAP Committee (ATTACHED)
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1. Summary of the principal role of the Committees
Committee
Principal role of the committee
Finance
Committee (FIN)
(Discretionary
Committee)

Governance, Audit
and Risk
Committee (GARC)

The committee has been established to support the CCG in the delivery of its statutory duties and to
provide assurance to the Governing Body in relation to the delivery of these duties. It shall:
 Provide a focus on financial performance and delivery of financial recovery plans to ensure
delivery of the CCG's strategic and operational plans are achieved within financial allocations
 Provide a focus on financial performance and delivery of financial recovery plans.
 Support the development of reporting across a number of footprints e.g. Primary Care Network,
Place and Cheshire.
The Committee has been established to support the CCG in the delivery of its statutory duties and to
provide assurance to the Governing Body in relation to the delivery of these duties. It shall:
 make recommendations to the Governing Body about the remuneration, fees and other allowances
for employees and for people who provide services to the group and on determinations about
allowances under any pension scheme that the group may establish under paragraph 11(4) of
Schedule 1A of the 2006 Act, inserted by Schedule 2 of the Health and Social Care Act 2012.

(Statutory
Committee)

The Committee is authorised to:
 commission, review and authorise policies where they are explicitly related to areas within the
remit of the Committee as outlined within the TOR, or where specifically delegated by the
Governing Body.
 make recommendations to the Governing Body and the CCG
The role of the Committee shall be to carry out the functions relating to the commissioning of primary
medical services under section 83 of the NHS Act except those relating to the Reserved Functions of
NHS England.

Primary Care
Commissioning
Committee (PCCC)

This includes but is not limited to the following activities:
 GMS, PMS and APMS contracts (including the design of PMS and APMS contracts, monitoring of
contracts, taking contractual action such as issuing branch/remedial notices, and removing a
contract;
 newly designed enhanced services (“Local Enhanced Services” and “Directed Enhanced Services)
 design of local incentive schemes as an alternative to the Quality Outcomes Framework (QOF);
 Decision making on whether to establish new GP practices in an area;
 approving practice mergers;
 making decisions on ‘discretionary’ payments (e.g., returner/retainer schemes).
The Committee has been established to support the CCG in the delivery of its statutory duties and
provide assurance to the Governing Body in relation to the delivery of those duties. It shall:
 Monitor the quality and safety of services commissioned by the CCG and pro-actively challenge
and review delivery against expected quality standards, agreeing any action plans or

(Mandated
Committee)

Quality and
Safeguarding
Committee (Q&S)

Chair
Suzanne Horrill,
Independent Lay
member

Peter Munday,
Independent Lay
member

Pam Smith,
Independent Lay
member

Pam Smith,
Independent Lay
member
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Committee
(Discretionary
Committee)

Remuneration
Committee
(REMCO)
(Statutory
Committee)
Strategic
Commissioning
and Performance
Committee (SCAP)
(Discretionary
Committee)

Principal role of the committee

recommendations as appropriate.
 Monitor progress in delivery against the quality measures included within the NHS Outcomes
Framework, challenge variances from plan and ensure actions are put in place to rectify adverse
trends.
 Undertake “horizon scanning” to ensure the CCG keeps abreast of national, regional, and local
issues relating to quality and safeguarding.
 Ensure that the CCG discharges the statutory duties in relation to the achievement of continuous
quality improvement and safeguarding of vulnerable children and adults.
The Committee has been established to support the CCG in the delivery of its statutory duties and to
provide assurance to the Governing Body in relation to the delivery of these duties. It shall:
 make recommendations to the Governing Body about the remuneration, fees and other allowances
for employees and for people who provide services to the group and on determinations about
allowances under any pension scheme that the group may establish under paragraph 11(4) of
Schedule 1A of the 2006 Act, inserted by Schedule 2 of the Health and Social Care Act 2012.
The Committee has been established to support the CCG in the delivery of its statutory duties and
provide assurance to the Governing Body in relation to the delivery of those duties. It shall:
 Provide a clinical and lay forum to consider the development and implementation of the
commissioning strategy and policy of the CCGs and to help secure the continuous improvement of
the quality of services;
 Retain a focus on health inequalities and improved outcomes and ensure that the delivery of the
CCG's strategic and operational plans are achieved within financial allocations
 Have delegated authority to make decisions within the limits as set out in the CCG's Schemes of
Reservation and Delegation.

Chair

From the next
meeting:
Christine Morris,
Governing Body
Registered Nurse

Pam Smith,
Independent Lay
member

Wendy Williams,
Independent Lay
member

2. Committee recommendations for Governing Body approval
The following items were considered by the committee. The committee made particular recommendations to the Governing Body:
Decision
Meeting
Ctte
Log
Recommendation from the Committee
Date
Ref.
Q&S
SCAP

04/11/20 ;
02/12/20
27/11/20

None
None
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3. Issues for escalation to the Governing Body
The following items were considered by the committee. The committee considered that they should be drawn to the attention of the
Governing Body:
Decision
Meeting
Ctte
Log
Issue for escalation
Date
Ref.
Q&S

04/11/20

The committee raised concern in relation to verbal abuse of NHS staff and request a system wide
communications approach.

Q&S

04/11/20

Further assurance relating to re-provision of care home contracts and the process for onboarding new
providers to include domiciliary care providers is requested for the December meeting.

Q&S

04/11/20

Q&S

04/11/20

Q&S

02/12/20

Q&S

02/12/20

SCAP

SCAP

SCP20 037

SCP20 034

27/11/20

27/11/20

The committee spent time reviewing the risk log in detail. The discussion led to one risk being closed
with two further risks being reduced in score based on the mitigating actions in place.
The committee received an update on equality & inclusion and the work in progress. The Committee
raised a question as to where this report is received within the CCG meeting structure as the
Accountable Officer is the lead for this area and reports are also presented to the Governing Body.
The committee approved the Children in Care and Care leavers’ annual report prior to submission to the
governing body and externally to partners.
The committee received the additional assurances relating to care home repurposing and onboarding of
new care providers that had been requested at the November meeting.
Performance update
The committee noted the contents of the report and discussed the challenges on NHS services
nationally and locally due to the impact of Covid. It was noted that there are a wide range of mitigating
plans, nationally, regionally and locally, being developed, however the committee are “not fully assured”
around recovery locally.
OUTCOME: The Committee noted the content of the paper and requested an outline of the plans,
processes and timescales for recovery in the next report.
ISSUE TO NOTE: Performance during Covid Recovery and Assurance is of National, Regional
and Local concern and that the CCG is undertaking regular meetings with Providers and
engaging regularly with NHSE/I to identify and increase capacity for Elective activity wherever
possible.
ICP Roadmap Development
The committee endorsed the approach, noting that work is still to be done and that the Governing Body
will require an update.
OUTCOME: A further update will be made to Governing Body in January 2021.
NOTE: this item was subsequently been deferred.
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4. Summary of “items considered” (not requiring escalation or Governing Body consideration)
The following items were considered by the committee. The committee did not consider that they required escalation to the
Governing Body:
Decision
Meeting
Ctte
Log
Issues considered
Date
Ref.

This report relates to the committee meetings held on 4th November and 2nd December 2020. The
November agenda focussed on acute and NHS providers, with the December meeting focussed on
commissioned out of hospital care providers and safeguarding.
The committee received and discussed a comprehensive report detailing provider performance relating
to a range of quality indicators, including those which may cause patient harm and the oversight and
actions in place to monitor and improve performance where required.

Q&S

Q&S

4/11/20

Q&S

4/11/20

Q&S

4/11/20

Q&S

4/11/20

Clinical harm review process
There is an expectation from NHSE/I that acute providers have in place a clinical harm review process
(this determines the risk and impact on an individual of increased waiting times caused by COVID-19
pandemic). Processes in place were discussed however it was evident that completion of these
processes is proving a challenge for acute providers given the workforce and capacity constraints.
National access times
It is evident that national access timelines have been breached in terms of cancellation of investigations,
surgical operative delays and in a reluctance of patients to attend hospital settings at this time. All three
of the hospital trusts are falling short of the 52-week referral to treatment standard and the 104day
national cancer waits access standards and the committee was informed of the CCG’s assurance
processes in place for close scrutiny, support and escalation when required.
Infection Prevention & Control
 Infection prevention & control processes within the four trusts was discussed. The committee were
informed that all four trusts are compliant with the NHS England reporting processes for nosocomial
(hospital- acquired) transmission and outbreak management.
 East Cheshire Trust have had four reported MRSA cases during 2020/21. NHS England has a zero
tolerance to MRSA and as such each case goes through a post infection review to identify areas for
learning and improvement.
Sepsis
Sepsis is a whole body inflammatory response to an infection, which can be life threatening. Best
practice demonstrates sepsis can be more effectively managed when a bundle of clinical screening and
intervention tools are used in acute settings. Performance of delivery of sepsis best practice indicators
by the three acute trusts was considered. Whilst data submissions have been suspended during the
pandemic the Countess of Chester Hospital NHS Foundation Trust has continued to collect their
performance data to inform their improvement programme in this area. Likewise, Mid Cheshire Hospital
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Ctte

Decision
Log
Ref.

Meeting
Date

Issues considered
NHS Trust has continued to progress an active sepsis programme.

Q&S

4/11/20

Q&S

4/11/20

Q&S

4/11/20

Cheshire and Merseyside NHS England /Improvement have asked CCGs across the region to work with
commissioned providers to review sepsis mortality. This will identify good practice and learning for
future consideration.
Provider exceptions - The Countess of Chester Hospital NHS Foundation Trust:
 For the period January 2019 to June 2020 the committee reviewed a number of quality indicators
relating to potentially causing harm to patients.
 The Trust reported undertaking a deep dive into the number of pressure ulcers per 1000 bed days.
Whilst data presented to the committee demonstrated performance within a tolerance range, further
information is required by the quality team to validate this position.
 Falls are also reported to have decreased during this period however the level of falls with resulting
harms has increased. Work continues in falls prevention to ensure systems and process are in place
to prevent and mitigate risk of falls.
 Serious incidents- Trust reported 2 new never events which are under investigation and will be
reviewed by the Serious Incident Review Group and reported to a future meeting.
Provider exceptions - Mid Cheshire Hospital Foundation Trust:
 The Trust continues to work with Central Cheshire Integrated Care Partnership to reduce pressure
ulcer harms. Data shared demonstrated that further assurances are required to determine the
impact of this work to date.
 As the Trust did not meet its aim to reduce harm caused by patient falls in 2019/20, they have an
improvement plan in place.
Provider exceptions - East Cheshire Trust:
 The existing head and neck cancer service is non-compliant with National Institute for Health and
Care Excellence Improving Outcomes Guidance and a new pathway has been agreed
 Intrapartum maternity care remains temporarily relocated from Macclesfield Hospital to neighbouring
maternity units as a safety measure to support COVID-19 related pressures. The extension of this
decision for a further six months has been supported by regional and national midwifery leads and
NHS England/Improvement. Provision of a home birth offer has been requested by some women
and met by the Trust further work on developing home birth plans is underway.
 In relation to hospital mortality, Summary Hospital level Mortality Indicator (SHMI)reports on
mortality at a Trust level across NHS England using a standard methodology. SHMI rates for the
Trust were reported to be within expected range for inpatient hospital deaths; however reported
analysis of out of hospital deaths (those that occur within 30 days post hospital discharge) suggests
that this cohort is in the higher than expected range. It was reported that the CCG is now working
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Decision
Log
Ref.

Meeting
Date

Issues considered
with the Trust and Advancing Quality Alliance to explore further the out of hospital deaths
The Trust reports a decrease in hospital acquired pressure ulcers and an increase in community
acquired pressure ulcers, work continues to identify and embed areas of good practice
 Reported falls exceeds the trust’s ambition. It is reported that project work to reduce the incidents
and level of harm from falls is ongoing.
Provider exceptions - Cheshire & Wirral Partnership NHS Foundation Trust:
 Adult Attention Deficit Hyperactivity Disorder service clinical pathway and the development of
services was discussed. Work continues by the provider and partners to address the CQC
regulatory actions relating to risks, management of waiting times.
Provider exceptions - Primary Care:
 Seasonal flu uptake reported as excellent
 The Patient Experience Team report 28 contacts during August and September 20 relating to GP
primary care services and 2 MP letters.
 GP Committee members raised concern relating to verbal abuse of frontline staff during COVID-19
Provider exceptions - The Committee received updates on other providers:
 Hospices
 St David’s Independent Hospital
 One to One Midwives
 David Lewis Centre – investigation into concerns raised in September 2020 continues
 Alder Hey Children’s NHS Foundation Trust- complaints re: Tourette’s syndrome service has been
received. The Trust is working with local commissioners regarding the development of a suitable
service provision. In the meantime, cases are being co-ordinated on a case by case basis.
 North West Ambulance Service
 West Midlands Ambulance Patient Transport Service
 NHS Funded Treatment Subfertility Policy – 8 contacts received by the CCG relating to this policy.
 Primary Care
 Weston Park Care Home Macclesfield- the committee were fully briefed on the assurance processes
in place to support safe care at this provider given that they have taken on additional functions to
support system patient flow from hospitals. Further assurance relating to the commissioning process
for reprovision of care home contracts and the process for onboarding new providers (to include
domiciliary care providers) is requested for the December meeting.
Equality & Inclusion
The committee received an update on equality & inclusion and the workplan in progress. The
Committee raised a question as to where this report is received within the CCG meeting structure as the


Q&S

4/11/20

Q&S

4/11/20

Q&S

4/11/20

Q&S

4/11/20

115

Ctte

Q&S

Decision
Log
Ref.

Meeting
Date

Issues considered
Accountable Officer is the lead for this area and reports are also presented to the Governing Body.
The Dec meeting’s agenda: Care homes with nursing & care at home providers and safeguarding

2/12/20

Q&S

2/12/20

Q&S

2/12/20

Q&S

2/12/20

Q&S

2/12/20

The committee received a comprehensive and detailed update on providers by exception following last
month’s NHS provider focussed meeting.
In addition, the following areas were fully discussed, and assurances received:
Antimicrobial Resistance (AMR)
The committee received the requested update on Antimicrobial Resistance (AMR) and were informed
that the Cheshire AMR strategy will be available in early 2021; whilst work continues with monthly
monitoring of antibiotic prescribing. Additionally, controlled drug assurance processes were reported
with clear routes for escalation should concerns become evident.
Children in Care and Care Leavers
The committee approved the Children in Care and Care leavers annual report (2019/20) prior to
submission to the governing body and externally to partners. The committee was provided with
assurance that the CCG met its statutory responsibilities in relation to children and young people in care
and care leavers during this year. 19/20 Priorities set were delivered, and new priorities set for 20/21to
maintain focus and service improvement.
Children’s Safeguarding
Children’s safeguarding updates were provided as follows:
 Detailed data on performance against statutory duties to provide initial and review health
assessments for children in care
 Infant crying is normal (ICON) programme was launched with multiagency attendance. This was well
received.
Adult Safeguarding
In terms of adult safeguarding, the committee received information relating to:
 Prevent- evidence of a decrease in referrals at this time
 working together and sharing information to ensure that effective plans are put in place
 The implementation of Liberty Protection Safeguards to replace Deprivation of Liberty Safeguards
(DoLS) as part of the Mental Capacity (Amendment) Act (2019) has been delayed until April 2022
 During the pandemic Cheshire East Council have established a local operational group with the aim
of improving communications and relations with the Gypsy Roma Traveller community to help
ensure equity of primary care services
 the meetings of Cheshire East and Cheshire West & Chester local safeguarding adults boards
 the ongoing serious and thematic case reviews for both children and adults
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Decision
Log
Ref.

Q&S

Meeting
Date

2/12/20

SCAP

SCP20 032

27/11/20

SCAP

SCP20 033

27/11/20

SCAP

SCP20 035

27/11/20

SCAP

SCP20 036

27/11/20

Issues considered
 safeguarding training data in providers for Q1 20/21. These figures remain high demonstrating the
commitment to safeguarding.
Care Homes with nursing and Care at home providers
The committee received a comprehensive report on the 85 care homes with nursing and care at home
providers. This included an update on the tremendous response to COVID-19 by this sector and the
quality assurance governance in place to both maintain oversight of providers who are experiencing
challenges and the processes to support improvements. The meeting spent time discussing those
homes with increased levels of surveillance.
The committee received assurance relating to the robustness of the commissioning process for
repurposing nursing home bed provision and for the onboarding of new providers of both nursing home
care and care at home.
Action Log
Following discussions on the committee’s action log the group agreed that Verto should be used to
report against the following areas:
- Strategic Commissioning; programme and project progress
- Risks aligned to the SCAP Risk Register
Developing Cheshire Commissioning and Contracting Intentions (CCIs) for 2021/2022
The committee endorsed the joined up approach to the development of the CCIs, noting that work is still
to be done. Liaison with LAs is ongoing and the Finance Strategy (expected to go to the GB in January)
will also feed into this work.
OUTCOME: Work is in progress with the CCIs updates to be brought back to SCAP over the next few
months.
Mental Health Investment Update
The committee endorsed the approach and additional investment in MH services, particularly in
Children and Young People’s Mental Health Services. Focus on the Mental Health standards and areas
requiring improvement will provide context, Programme outcomes to be developed by the Programme
Leads with the Performance Team
OUTCOME: Overall transparency of MH spend is required, the CCG need an overall strategy
programme approach, across all providers, that focuses on Mental Health standards and areas
requiring improvement, in addition Programme Outcome Measures need to be developed to give a
broader context
Community Equipment Service Commission
The Governing Body has provided delegated authority to the SCAP Committee for approval and
delivery of this project
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Ctte

SCAP

Decision
Log
Ref.

Meeting
Date

SCP20 038

27/11/20

Issues considered
The committee supported the joint commissioning work, endorsed the process and approved the
proposal submitted.
OUTCOME: The Committee noted the content of the paper and Implementation and progress will be
monitored by SCAP. The contract has been awarded to Ross Care
Special Educational Needs (SEND)
The committee noted the content of the paper provided by the Programme team
OUTCOME: The Committee noted the content of the paper.
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APPENDIX: Summary from the Integrated Performance Report
CCG Summary Position by indicator (M5 2020): where local data is available for September (M6) it has been used to provide the most recent position
for the IPR, however, the data may change slightly once verified data is published in November.

C: Contracting and Constitutional Metrics

Priority

Domain

Indicator

Lo c a l/
P ublis he d

Report
Month

Target

Actual

Rating Direction

YTD
Actual Rating

Urgent Care

A&E Waiting Times - 4-Hour Standard - The Countess

P

Sep-20

95%

88.3%

93.9%

Urgent Care

A&E Waiting Times - 4-Hour Standard - East Cheshire Trust

P

Sep-20

95%

81.1%

88.7%

Urgent Care

A&E Waiting Times - 4-Hour Standard - Mid Cheshire Trust

P

Sep-20

95%

82.5%

92.0%

Urgent Care

A&E Attendances – No. of Type 1 & 2 Attendances

P

Sep-20

tbc

15,438

81,814

Urgent Care

A&E Attendances – No. of Type 3 & 4 Attendances

P

Sep-20

tbc

2,067

9,487

Urgent Care

A&E Attendances – Total A&E Attendances

P

Sep-20

tbc

17,505

91,301

Urgent Care
Planned Care

A&E 12-Hour Trolley Waits
Diagnostics: Number of tests carried out

P

Sep-20

0

Aug-20

0
n/a

0

P

19,508

72,058

Planned Care

Diagnostics: Number of tests carried out - MRI

P

Aug-20

n/a

2,662

8,915

Planned Care

Diagnostics: Number of tests carried out - CT

P

Aug-20

n/a

3,550

14,646

Planned Care

Diagnostics: Number of tests carried out - NOUS

P

Aug-20

n/a

4,295

15,594

Planned Care

Diagnostics: Number of tests carried out - Colonoscopy

P

Aug-20

n/a

335

865

Planned Care

Diagnostics: Number of tests carried out - Flexi Sigmoidoscopy

P

Aug-20

n/a

162

397

Planned Care

Diagnostics: Number of tests carried out - Gastroscopy

P

Aug-20

n/a

297

828

Planned Care

Diagnostics: % of patients waiting 6 weeks and over

P

Aug-20

<1%

42.8%

Planned Care

Diagnostics: Number of patients on a diagnostic waiting list

P

Aug-20

n/a

21,028

Planned Care

RTT: Incomplete Waiting List Size

P

Aug-20

53,358

56,959

Planned Care

RTT: % 18-Week Compliance

P

Aug-20

92%

50.3%

Planned Care

RTT: Number of patients waiting 52 week plus

P

Aug-20

0

1,252

Planned Care

Number of completed admitted RTT pathways

P

Aug-20

n/a

2,049

6,405

Planned Care

Number of completed non-admitted RTT pathways

P

Aug-20

n/a

8,728

38,572

Planned Care

Number of new RTT pathways (clock starts)

P

Aug-20

n/a

13,506

52,834

Flow & Demand

GP Referrals G&A

P

Aug-20

n/a

9,427

36,451

Flow & Demand

Other Referrals G&A
People referred to the IAPT programme should begin treatment within six weeks
of referral
People referred to the IAPT programme should begin treatment within 18 weeks
of referral

P

Aug-20

n/a

7,091

29,927

L

Aug-20

75%

87.5%

L

Aug-20

95%

98.5%

Cancer

Cancer 2-Week Waits

P

Aug-20

93%

78.2%

Cancer

Cancer 2-Week Waits - Breast Symptoms

P

Aug-20

93%

83.5%

Cancer

Cancer 31-Day Standard

P

Aug-20

96%

92.3%

Cancer

Cancer 31-Day Standard - Drugs

P

Aug-20

98%

98.7%

Cancer

Cancer 31-Day Standard - Radiotherapy

P

Aug-20

94%

95.7%

Cancer

Cancer 31-Day Standard - Surgery

P

Aug-20

94%

87.2%

Cancer

Cancer 62-Day Standard

P

Aug-20

85%

75.0%

Cancer

Cancer 62-Day Upgrade

P

Aug-20

n/a

86.4%

Cancer

Cancer 62-Day Screening

P

Aug-20

90%

100.0%

Mental Health
Mental Health

Forecast
Risk

2,973
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1: Development of a
new service model

C: Contracting and Constitutional Metrics

Priority

Domain

Indicator

Lo c a l/
P ublis he d

Report
Month

Target

Actual Rating Direction

Urgent Care

Long Stays (21 days +) - % Bed Reduction at The Countess

L

Sep-20

39%

11%

Urgent Care

Long Stays (21 days +) - % Bed Reduction at East Cheshire Trust

L

Sep-20

41%

60%

Urgent Care

Long Stays (21 days +) - % Bed Reduction at Mid Cheshire Trust

L

Sep-20

Urgent Care

Ambulance: Category 1 Call Time - Cheshire & Merseyside

L

Urgent Care

Ambulance: Category 2 Call Time - Cheshire & Merseyside

L

Urgent Care

Ambulance: Category 3 Call Time - Cheshire & Merseyside

L

Urgent Care
Urgent Care

Ambulance: Category 4 Call Time - Cheshire & Merseyside

L

Average Arrival to Handover Times (mm:ss) - The Countess

L

Urgent Care

Average Arrival to Handover Times (mm:ss) - East Cheshire Trust

L

Urgent Care

Average Arrival to Handover Times (mm:ss) - Mid Cheshire Trust

Urgent Care

42%
59%
Sep-20 00:07:00 00:07:38
Sep-20 00:18:00 00:32:07

YTD
Forecast
Risk
Actual Rating

00:07:41
00:22:37

Sep-20 02:00:00 03:41:42
Sep-20 03:00:00 04:27:24
Sep-20 00:15:00 00:19:06

02:22:14

00:19:31

L

Sep-20 00:15:00 00:21:07
Sep-20 00:15:00 00:17:17

Average Overall Arrival to Clear Time all Attends (mm:ss) - The Countess

L

Sep-20

n/a

00:28:56

Urgent Care

Average Overall Arrival to Clear Time all Attends (mm:ss) - East Cheshire Trust

L

Sep-20

n/a

00:33:52

Urgent Care

Average Overall Arrival to Clear Time all Attends (mm:ss) - Mid Cheshire Trust
Ambulance: Number of Calls See and Treat - C&M

L

Sep-20

n/a

00:28:37

Urgent Care

L

Sep-20

tbc

30.30%

Urgent Care

Ambulance: Number of Calls Hear and Treat - C&M

L

Sep-20

tbc

8.34%

Urgent Care
Planned Care

Ambulance: Number of Calls See and Convey - C&M

L

Sep-20

P

Aug-20

tbc
n/a

61.35%

RTT: Number of patients waiting 40 week plus

Planned Care

RTT: Number of patients waiting 26 week plus

P

Aug-20

n/a

21,276

Flow & Demand
LD & Autistic
Spectrum
Disorders

E-Referrals

P

May-20

80%

34.3%

People on the learning disability register should have had an annual health check

L

Jun-20

75%

6.2%

People with a severe mental illness should receive a full annual physical health
check

P

Mar-20

60%

27.7%

Mental Health

03:13:00
00:17:18
00:15:19

5,437
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3: Improving the quality of care and outcomes

Priority

Domain

Indicator

Lo c a l/
P ublis he d

Report
Month

Target

Actual Rating Direction

YTD
Forecast
Risk
Actual Rating

Mental Health

First Episode Psychosis (EIP) treatment with NICE recommended package of
care within two weeks of referral

P

Mar-20

50%

72.2%

Cancer

Cancer 104 Day Waits

P

Aug-20

0

15

Cancer

P

Oct-19

60%

65.0%

P

Mar-20

80%

76.8%

Cancer

Bowel Screening - The proportion of eligible men and women aged 60 to 74 years
invited to participate in bowel cancer screening who adequately participate.
Cervical Screening - The proportion of eligible women invited who attend for
screening.
Breast Screening - The proportion of eligible women invited who attend for
screening.

P

Oct-19

70%

75.9%

Flow & Demand

% of Delayed Transfers of Care Occupied Beds

L

Aug-20

3.5%

1.9%

Flow & Demand

% of General and Acute (G&A) beds occupied (monthly avg)

L

Aug-20

92%

78.8%

Mental Health
Mental Health

IAPT Recovery
IAPT Roll-Out (Access)

L

Aug-20

56.0%

L

Aug-20

50%
2.08%

Quality

Mixed Sex Accommodation

P

Feb-20

0

20

Quality

Health Care Acquired Infections: MRSA

P

Aug-20

0

1

1

Quality

Health Care Acquired Infections: C-Diff

P

Aug-20

TBC

11

50

Quality

Health Care Acquired Infections: E-Coli

P

Aug-20

TBC

40

217

Quality

Health Care Acquired Infections: P. aeruginosa

P

Aug-20

TBC

6

18

Quality

Health Care Acquired Infections: MSSA

P

Aug-20

TBC

13

62

Quality

Health Care Acquired Infections: Klebsiella

P

Aug-20

TBC

18

54

Dementia

Dementia Diagnosis Rate

P

Aug-20

66.7%

63.4%

Cancer

87

0.86%
413
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In addition to the summary tables above trends tables for key indicators has been included in the report this month, where local data is available for
July (M4) it has been used to provide the most recent position for the indicators, however, the data may change once verified data is published in
September.
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Meetings of the Governing Body and Primary (General Medical) Care Commissioning
Committee meetings will be held in public and the associated papers will be published unless
there are specific reasons that should not be the case. This paper will therefore be deemed
public unless any of the following criteria apply:
The item involves sensitive HR issues
N
The item contains commercially confidential issues
N

Key Issues and considerations

As From April 1st 2020, NHS West Cheshire Clinical Commissioning Group, NHS Vale Royal
Clinical Commissioning Group, NHS South Cheshire Clinical Commissioning Group and NHS
Eastern Cheshire Clinical Commissioning Groups merged into one NHS Cheshire Clinical
Commissioning Group.
The purpose of this report is to confirm to the Governing Body how the four Clinical
Commissioning Groups fulfilled their statutory duties and corporate accountability in respect of
safeguarding children and adults, including those in relation to the NHS Accountability and
Assurance Framework as well as the priorities identified by Cheshire East and Cheshire West
and Chester Safeguarding Children Partnerships and Safeguarding Adult Boards, during April
2019 to March 2020.
This report sets out the range of activities, developments, achievements and challenges that
our safeguarding team has been involved in across Cheshire, and identifies the key service
priorities that were set for 2020-2021.
1
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Governing Body Assurance Framework
Risk Description: GBAF19-08 Adults and Children Safeguarding
NHS Cheshire Clinical Commissioning Group has increased statutory responsibilities to
safeguard children, young people and adults at risk of harm. If we are unable to fulfil our duties
or fail to ensure robust arrangements are in place, there is potential for avoidable harm to
come to a vulnerable person

Recommendation(s)
The Governing Body is asked to:
 NOTE the contents of this report and accept assurances that NHS Cheshire Clinical
Commissioning Group is meeting its statutory responsibilities in relation to Safeguarding
Children and Adults, and is working to achieve those responsibilities identified in the report
as not yet achieved.
 APPROVE publication to the Cheshire East and Cheshire West and Chester Safeguarding
Children Partnerships and Safeguarding Adult Boards Executive Boards

Delivery of CCG’s duties / strategies / aims / objectives

Safeguarding is an integral part of our commissioning and quality assurance processes and
this annual report is produced in line with duties and responsibilities outlined in the key
legislation which inform our statutory responsibilities and requirements with regard to
safeguarding children, adults and child death review process.
Our organisation recognises that safeguarding children and adults is a shared responsibility
across the health economy and wider partnership and promote effective joint working between
all agencies and professionals, sharing and learning from specialists in order to provide
assurance to our organisation and to the Safeguarding Children Partnerships and Adult
Safeguarding Boards in Cheshire West and Chester and in Cheshire East.
Clinical Commissioning Groups have a statutory responsibility to safeguard and promote the
welfare of adults and children at risk who are living in our communities and using our health
and care services. As commissioners our prime responsibility is to protect children and adults
within our Cheshire footprint by operating in accordance with statutory guidance, and by taking
account of our responsibility to assure ourselves that the organisations that we commission
health services from have effective safeguards in place and provide the highest possible
standards of care.

Reason for consideration by the governing body

Will it significantly affect or determine CCG priorities (and future commitments)?
Is it likely to be of significant public interest?
Will it have a significant impact on the CCG’s ability to deliver its strategic objectives /
statutory duties?
If applicable, is there a specific requirement, or has there been a specific request that
the GB make the decision?
Is funding required? Please see also section below

N
N
Y
N
N

Authority to agree the recommendation

If applicable – Have you confirmed that this committee / group has the necessary
authority to approve the requested recommendation?

Y
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Conflicts of Interest Consideration (if applicable)
N/A

Report / Paper history

The NHS Cheshire Clinical Commissioning Group Safeguarding Annual Report 2019/020 was
presented and fully endorsed at the Quality and Safeguarding Committee on 3rd February 2021

Report / Paper review and next steps

Following approval at the NHS Cheshire Clinical Commissioning Group Governing Body the
report will then go to the Cheshire East and Chester West and Chester Safeguarding Adult
Boards and Safeguarding Children Partnerships Executive Boards
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1.

INTRODUCTION

1.1

This report covers the period from 01 April 2019 to 31 March 2020 and it sets out the range of
activities and developments that our safeguarding team have been involved in designing and
delivering effective safeguarding arrangements across Cheshire. We want to first recognise that at
the end of this period the global pandemic COVID-19 has impacted everyone in the Cheshire
community.

1.2

The four Clinical Commissioning Groups are committed to working with partner agencies to ensure
the safety, health and well-being of the local people in Cheshire. Protecting the vulnerable is a key
part of our approach to commissioning and together with a focus on quality and patient experience,
is integral to our working arrangements.

1.3

As commissioners our prime responsibility is to protect children and adults within our Cheshire
footprint by operating in accordance with statutory guidance, and by taking account of our
responsibility to assure ourselves that the organisations that we commission health services from
have effective safeguards in place and provide the highest possible standards of care.

1.4

The purpose of this report is to provide assurance to the Governing Bodies of the four Clinical
Commissioning Groups that all adults, children and young people who use health and care
services are treated with dignity, receive high quality, compassionate care and are safe from harm
and abuse.

1.5

As a statutory partner, our Executive Director of Quality, Patient Experience and Safeguarding and
the safeguarding team make a significant contribution to the work of both the Cheshire East and
Cheshire West Safeguarding Children Partnerships and both local authority Safeguarding Adults
Board and their sub-groups.

1.6

The report gives an overview and summary of assurance against our statutory functions, our
internal strategy and the shared local priorities of safeguarding partners. It will conclude by looking
forward to the year ahead identifying key priorities for 2020-2021 and will include our plans to
continue to strengthen our commitment and involvement to our Safeguarding Children
Partnerships and Safeguarding Adult Boards.

1.7

As a commissioning organisation the four NHS Cheshire Clinical Commissioning Groups are
required to ensure that all health providers from whom it commissions services (both public and
independent sector) have comprehensive single and multi-agency effective safeguarding
arrangements in place to safeguard and promote the welfare of children and to protect adults from
abuse or the risk of abuse; that health providers are linked into the Safeguarding Children
Partnerships and Safeguarding Adult Boards and that health workers contribute to multi-agency
working.

1.8

The four NHS Cheshire Clinical Commissioning Groups all work with our two local authorities to
ensure the integration of care and support provision, including prevention strategies and assurance
mechanisms with our health and social care partner services. This responsibility includes in
particular a focus on integrating with partners to prevent, reduce or delay needs for care and
support.

1.9

Health has a critical role to play in safeguarding, promoting the health development of children and
the health and wellbeing of adults. The professionals include; GPs, primary care professionals,
paediatricians, nurses, health visitors, midwives, school nurses, those working in maternity, child
and adolescent mental health, youth custody establishments, adult services including mental
5
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health, alcohol and drug services, unscheduled and emergency care settings and secondary and
tertiary care.
1.10

Our organisations are committed to developing a joined-up health and care system that is safe,
affordable and, most importantly, meets the needs of the local population to live longer and
healthier lives, while reducing their risk to abuse and neglect. Patients will be at the centre of all
decisions and will receive higher standards of quality and safety.

1.11

Our values guide and outline our standards and behaviours. They guide our decision making to
define the culture of our organisation, as we:
•
•
•
•
•

1.12

Are open, transparent and accountable to our patients, carers and local community
Are honest and professional with everyone we work with
Listen and learn and are willing to change based on what we hear
Respect and care for patients, staff and all those that we work with
Work in partnership to achieve our goals

This annual report demonstrates the continued work of our commissioning groups to be an
inclusive organisation firmly placing ‘Think Family’ at the heart of commissioning making sure
every child and adult matters.

2.

CONTEXT

2.1

Within children’s services the requirements upon health are enshrined in statute. The Children Act
19891 and 20042 provides the legislative framework for safeguarding children. Section 10, 11, 13
and 27 of the Children Act 2004 has been amended through the Health and Social Care Act 20123
in order for NHS England and clinical commissioning groups to have regard to their need to
safeguard and promote the welfare of children and to be members of the Local Children’s
Safeguarding Partnership.

2.2

This is supported by Working Together (HM Government 2018)4. The guidance sets out the roles
and responsibilities of all agencies including Clinical Commissioning Groups in ensuring their
functions are discharged with regard to the need to safeguard and promote the welfare of children.

2.3

The statutory safeguarding duties of Clinical Commissioning Groups are set out in:
a) Safeguarding Vulnerable People in the NHS – Accountability and Assurance Framework (July
2015)5
b) Working together to safeguard children A guide to interagency working to safeguard and
promote the welfare of children (HM Government, 2018)
c) Promoting the health and well-being of looked-after children, statutory guidance for local
authorities, clinical commission groups and NHS England (HM Government, 2015)6
d) Children and Social Work Act 2017
e) Care Act 20147

1

Children Act 1989
Children Act 2004
3
Health and Social Care Act 2012
4
Working together to safeguard children 2018 - Publications - GOV.UK
5
Safeguarding Vulnerable People in the NHS – Accountability and Assurance Framework (July 2015)
6
Promoting the health and wellbeing of looked-after children - GOV.UK
2
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f) Children Act 1989
g) Children Act 2004
h) Mental Health Act 19838
i) Mental Capacity Act 2005 – deprivation of liberty safeguards9
j) Mental Health Act 200710
k) Health and Social Care Act 2012
l) Children and Families Act 201411
m) Human Rights Act 199812
n) Safeguarding Vulnerable Groups Act 200613
o) National Health Service Act 200614
p) Equality Act 201015
q) Modern Slavery Act 201516
r) Safeguarding children and young people: roles and competences for health care staff January
2019 17
s) Adult Safeguarding: Roles and Competencies for Health Care Staff 201818
2.4

The Care Act 2014 set out statutory responsibility for the integration of care and support between
health and local authorities. We continue to work in partnership with the Cheshire Constabulary,
Cheshire East and Cheshire West Local Authorities and neighbouring services to demonstrate all
reasonable requirements for healthcare, including the principles to promote health and wellbeing is
embedded within our local communities and within the multi-agency arena we work in.

2.5

Safeguarding means protecting a person’s right to live in safety, free from abuse and neglect. We
encourage an open working culture to ensure clear understanding between partner agencies.
Promoting the health and well-being of those who are at risk of being abused or neglected in the
services commissioned including the needs of the wider health and social care community.

2.6

We have:
 A responsibility for ensuring that the organisations we commission services from provide a safe
system that safeguards children and adults at risk of abuse or neglect.
 A statutory duty to be a partner of Cheshire East and Cheshire West Safeguarding Children
Partnership Executive Board and Safeguarding Adult Boards alongside the Police and Local
Authorities.

7

Care Act 2014
Mental Health Act 1983
9
Mental capacity act 2005: deprivation of liberty safeguards - GOV.UK
10
Mental Health Act 2007
11
Children and Families Act 2014
12
Human Rights Act 1998
13
Safeguarding Vulnerable Groups Act 2006
14
National Health Service Act 2006
15
Equality Act 2010
16
Modern Slavery Act 2015 - GOV.UK
17
Safeguarding children and young people: roles and competences for health care staff
th
Intercollegiate document 4 edition January 2019
18
Adult Safeguarding: Roles and Competencies for health care staff 2018
8
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 A statutory duty, as a Child Death Review Partner, to ensure there is a structured and
consistent approach to review all deaths of children under 18 years of age across Cheshire in
line with Working Together, 2018.
 A robust process in place to learn from cases where children or adults die or are seriously
harmed and/or abuse or neglect is suspected.
 A strong partnership with our local authorities to fulfil its duties to promote the health
development of children, including children in care as their corporate parent and the health and
wellbeing of adults.
2.7

The next sections in the report demonstrate how the four Clinical commissioning Groups met its
safeguarding statutory responsibilities and provide detail on the work undertaken during 2019/
2020.

2.8

As commissioners we ensure all providers with whom there are commissioning arrangements have
in place comprehensive and effective policies and procedures to safeguard children and adults at
risk in line with those of the Cheshire East and Cheshire West and Chester Safeguarding Children
Partnerships and Safeguarding Adults Boards. As commissioners we ensure safeguarding is at the
forefront of commissioning services. The Governing Bodies have received exception reports to
highlight areas of concern or risk and assurance provided on the actions being taken to mitigate
and manage the risks identified.

2.9

During 2019/2020 a single set of commissioning standards Commissioned Services Standards for
Safeguarding Children and Adults at Risk19
have been used across the four Clinical
Commissioning Groups and two local authorities (Cheshire West and Chester and Cheshire East)
areas. The document provides clear safeguarding standards against which we monitor healthcare
providers to ensure all service users are protected from abuse and the risk of abuse. For adults,
we have increased our effectiveness in monitoring the quality of care provided in nursing homes by
sharing information and resources across health and social care. We have reviewed our policy and
practice in light of the Care Act 2014 and confirmed training compliance to ensure that all of our
responsibilities are clearly understood.

2.10 In 2019/2020 all our NHS providers met the assurance requirements provided within the
Commissioning Standards to Safeguard Children and Adults at Risk. This provides evidence that
the commissioned services provide a safe system that safeguards children and adults at risk of
abuse or neglect. No exceptions were reported to the Quality and Performance Committee during
the year.
2.11 The Designated Nurses provide expert opinions and representation in the review of serious
incidents working within the Safeguarding and Quality Team. They offer and provide support to the
Programme Lead for Quality and Safety when safeguarding contributes to the safety of patients.
2.12 Section 11 of the Children Act 2004 outlines the requirement for a clear line of accountability within
NHS organisations in respect of safeguarding and promoting the welfare of children. The NHS
19

Cheshire Clinical Commissioning Group Commissioning Standards for Safeguarding Children and
Adults at Risk 2019/20
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safeguarding accountability and assurance framework supports this requirement and extends it to
include adults at risk.
2.13 Leadership and responsibility for safeguarding at Governing Bodies level is achieved through the
delegation from the Chief Accountable Officer to the Executive Director of Quality Patient
Experience with responsibility for Safeguarding. This lead role provides the Clinical Commissioning
Groups representation on both the Cheshire East and Cheshire West Local Safeguarding Children
Partnerships and Safeguarding Adult Boards.
2.14 Clinical expertise is provided through the Designated Nurse for Safeguarding Children, the
Designated Nurse for Looked after Children and Care Leavers, the Designated Nurses for
Safeguarding Adults, Named GP’s for Safeguarding Children, Designated Doctors for
Safeguarding Children and Designated Doctors for Looked after Children. In addition, there is a
Designated Paediatricians for the Child Death Overview Panel. These professionals are directly
accountable to the Executive Director of Quality Patient Experience with responsibility for
Safeguarding. The Designated Nurses for Safeguarding Children and Adults have direct access to
the Chief Accountable Officer.
2.15 As clinical experts and strategic leaders, the Designated Safeguarding Professionals provide a vital
source of advice for our organisations, NHS England, the Local Authorities, Cheshire
Constabulary, Cheshire East and Cheshire West and Chester Local Safeguarding Children
Partnerships and Safeguarding Adults Boards and the Cheshire Child Death Overview Panel. They
also provide advice and support for health professionals in provider organisations and are available
to independent contractors.
2.16 The professionals provide advice to the organisations in the health economy in relation to planning,
strategy and commissioning, including advising on performance indicators and quality measures
specific to safeguarding and looked after children and are part of the Safeguarding Professionals
Network hosted by NHS England North (Cheshire & Merseyside) Area Team to provide
leadership, accountability and assurance as outlined in the Safeguarding Vulnerable People in the
Reformed NHS – Accountability and Assurance Framework (March 2015).

3.

SAFEGUARDING ACTIVITY

Safeguarding Children Activity
3.1

All multi-agency safeguarding activity in relation to children is reported quarterly within the
Cheshire East and Cheshire West and Chester Safeguarding Partnerships. Activity is tracked from
early intervention through to children in care. The child’s journey is followed through services. The
following information provides a brief overview of children with child protection plans both Local
Authority areas at 31 March 2020.

3.2

Child Protection Plans - Children are supported through child Protection Plans when they are
considered to be in need of protection from either physical, sexual, emotional abuse, or neglect.
While each Child Protection Plan has a Social Worker as lead professional, the Plan is developed
and implemented by a Core Group of all agencies involved in a child’s life; hence the quality and
impact of Child Protection Plans reflect multi-agency commitment and collaboration.
9
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3.3

A child with a child protection plan is categorised in one of four categories: emotional, neglect,
physical or sexual abuse. A child may be subject to more than one type of abuse, but will be
categorised under the most prevalent.

Cheshire East Children
3.4

The number on a child protection plan has decreased from 268 on 31 March 2019 to 253 on the
31 March 2020. This is down by 15 cases from the last reporting year. Neglect was the largest
category of plans in Cheshire East with 60% of all plans in this period. These are similar figures to
the preceding year (77%) and underlie the importance of Cheshire East Safeguarding Partnership
leading on strategies around neglect, particularly around ensuring that these issues are picked up
at Early Help with screening tools completed at referral to Children’s Social Care. Emotional abuse
was the second highest category of plans with 8 % being in place on a plan under this category of
abuse.

3.5

Graph 01 highlights the number of children subject to a child protection plan from end of March
2017 to 2019/2020 with a reduction in cases over 3 years.
Graph 01: Number of Children in Cheshire East on a child protection plan

Child Protection Plans

Number of Cheshire East Child Protection
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(Year End 2017 to 2019/2020)
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Cheshire West and Chester
3.6

The number on a child protection plans has decreased by 4 from 235 in the last reporting year to
231 this year March 2020. In Cheshire West and Chester the largest category of child protection
plans during this period was emotional abuse with 50 % of plans being in place under this
category. Neglect was the category of abuse in 43 % of plans.

3.7

Graph 02 focuses the number of children subject to a child protection plan from end of March 2016
to 2019/2020 which shows, despite an increase in 2018/2019 an overall downward trend over the
last 4 years.
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Graph 02: Number of Children in Cheshire West and Chester on a child protection plan
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Comparison of Local and National Data
3.8

Graph 03 shows the comparison of the number of children on Child Protection Plans across
Cheshire East and Cheshire West and Chester. This demonstrates similar numbers but with
Cheshire East having a slight increased amount since 2017/20

Graph 03: Comparison of data of in Cheshire West and Chester on a child protection plan
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3.9

The national benchmarking for children subject to Child Protection plans 2019/20 was 43 per
10,000 children. Comparing against this figure Cheshire West and Chester and Cheshire East are
below the national average for children on Child Protection plans with 31 per 10,000 in Cheshire
West and 33 per 10,000 in Cheshire East.

3.10 National data received in March 2020 shows that there has been a decrease of 1.4% of children on
Child Protection plans from the same point in 2019 which is reflected on both Cheshire local
authority areas graph 05 . To note these figures also show a decrease across England of 1% in
the total number of children referred into children’s social care and evidences that domestic
violence by the parent was identified as a factor at the end of assessments and remains the most
common risk factor for children .
3.11 The majority of the data in this latest report on child protection statistics relates to information
collected before the coronavirus (COVID-19) pandemic and there was a noticeable decrease in the
number of referrals in March 2020 compared to previous years. The vulnerable children and young
people survey has been collecting information from local authorities in England to help understand
the impact of the coronavirus (COVID-19) outbreak on children’s social care.
Safeguarding Adult Activity Cheshire East
3.12 Within the Cheshire East population 3,684 adult safeguarding concerns were raised in 2019-20, to
the Local Authority, which is a reduction in the previous year’s figure of 4,308. Of the cases
reported, 63% were female and 37% male and within the 85-94 age range. In 49% of the reported
cases, the person involved was assessed to have lacked mental capacity. Out of the 3,684
safeguarding concerns 899 developed into Section 42 enquiries to establish the safety of the
individual/s concerned, the remaining cases were managed through the care concern process
within the local authority.
3.13 When an allegation about abuse or neglect has been made, an enquiry is undertaken to find out
what, if anything, has happened. The Care Act 2014 (Section 42) requires that each local authority
must make enquiries, or ask others to do so, if it believes an adult is experiencing, or is at risk of,
abuse or neglect. An enquiry should establish whether any action needs to be taken to prevent or
stop abuse or neglect, and if so, by whom.
3.14 Scrutiny of the data from the Cheshire East Section 42 enquiries highlights the highest types of
abuse were Neglect/Acts of Omission 48%, Physical Abuse 34% and Financial Abuse 19%,
locations of concerns come from a person’s own home or in a care home setting.
3.15 The establishment of a dedicated Adult Safeguarding Training Officer within Cheshire East Local
Authority Safeguarding team has made a positive impact in delivering training on safeguarding to
care homes and voluntary sector providers, in empowering staff to feel more confident about
reporting safeguarding concerns, whilst also ensuring the quality of information is clear in defining
what is or is not safeguarding. The additional role may also offer some explanation to the reduction
in number of referrals on last year.
Safeguarding Adults Activity Cheshire West and Chester
3.16

Within the Cheshire West and Chester population there has been a 48% (317 cases) increase in
safeguarding concerns reported to the Local Authority during this financial year (972 this year
compared to 655 in 2018/19). The main rises have come from external care staff, health agency
staff and the other category. It is believed that the increase in calls is due to greater awareness of
what a safeguarding concern is. The other category is currently being explored by the
Safeguarding Adults Board Quality Assurance Group to ascertain the agencies that fall into this
category.
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3.17

The number of section 42 and other enquiries has gradually risen over the past three years.
Neglect and physical abuse continue to be the highest reported risk factors in section 42 and other
enquiries, making up for 79% of concluded cases in 2019/2020. Neglect encompasses many
factors which is the reason it is recorded as the highest form of abuse. Physical abuse also
encompasses moving and handling, needing assistance etc.

3.18

Care homes are the most prominent location but this is likely due to there being a higher
concentration of people with higher needs, and all staff within or who visit this setting has a duty to
report.

3.19

Females continue to be the highest ratio of clients open to Section 42 enquiries, with 62%
compared to 38% of males. The two highest age groups continue to be the 18-64 age range (31%)
and the 85 plus age band (36%). Age 18-64 age range includes adults with a disability, mental
health and acute brain injury. Age 85+ reflects a higher concentration of need, fragility and people
living longer.

4.

INSPECTIONS

Cheshire East Inspection of Local Children’s Services (ILACS)
4.1

Ofsted undertook an inspection of local authority children’s services in Cheshire East between 11
November 2019 and 29 November 2019. Services were rated as ‘requires improvement to be
good’ the inspection report has been published on the 09 January 2020 and is now public on the
Ofsted website.

4.2

The report acknowledged that since the single inspection framework (SIF) inspection in 2015 and
the focused visit in October 2018 the local authority has made significant progress in some service
areas which are:
 Arrangements in the integrated front door have been strengthened ensuring that referrals about
children for where there are safeguarding concerns are almost always dealt with quickly and
appropriately.
• The scale and effectiveness of the early help services has improved enabling more children and
families to access timely and appropriate support.
• An edge of care team works intensively with families to ensure that children only come into care
when they need to and that children at risk of exploitation receive a robust service. The voice of
the child is strength.
• Social workers are creative in their direct work with children. However, improvement was
required in other services to ensure that children receive a consistently good service.
• While initial concerns are dealt with effectively and families receive a service at the right level of
intervention, the subsequent interventions are not consistently good some vulnerable children s
situations are not improving quickly enough.
• Management oversight and challenge are not fully embedded in all service areas and the quality
of social work practice is too inconsistent.
• There are avoidable delays in determining and implementing plans for some children and not all
vulnerabilities are fully recognised and addressed.
13
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• Some children wait too long to enter care and experience a sense of permanence. Children wait
too long to enter care and experience a sense of permanence.
• Children experiencing chronic long-term neglect, children who are privately fostered and
homeless 16 and 17 year-olds are not always receiving appropriate help.
• Care leavers needing emergency accommodation are not always placed in accommodation
where they feel safe and have their needs met. Senior leaders and managers were not fully
aware of some of these shortfalls until the inspection.
• Efforts to improve foster carer recruitment have not had sufficient impact and some foster carers
feel poorly supported.
4.3

The report also made specific reference to multi-agency working:
 Reviews take place regularly for children subject to child in need and child protection processes.
They are well attended by partners, who collaborate effectively to evaluate progress.
 Strategic partnerships are mature and responsive to changing needs in operational conditions.
This is demonstrated in strong and collaborative multiagency work early help services; the
integrated front door; the edge of care service; and strong contextual safeguarding
arrangements.

Cheshire West and Chester
4.4

There have been no inspections in Cheshire West and Chester during this report period.

5.

CHILD SAFEGUARDING PRACTICE REVIEWS (SERIOUS CASE
REVIEWS)

5.1

In April 2019, under Working Together (2018), Serious Case Reviews have been replaced by Child
Safeguarding Practice Reviews. The guidance and criteria for carrying out reviews has also
changed. When a child dies or is seriously harmed in circumstances where abuse or neglect are
known or suspected (i.e. is a serious child safeguarding case), Local Safeguarding Children
Partnerships are required to consider if a Child Safeguarding Practice Review (CSPR) is
appropriate to consider the involvement of organisations and professionals with the child and
family. In order to do this, a rapid review must be carried out within 15 days of the notification of the
serious child safeguarding case to the National Child Safeguarding Practice Review Panel.

5.2

The responsibility for how the system learns the lessons from serious child safeguarding incidents
lies at a national level with the Child Safeguarding Practice Review Panel (which came into
operation from 29 June 2018) and at local level with the safeguarding partners.

5.3

The newly initiated Child Safeguarding Practice Review Panel, on which a safeguarding
representative from the Clinical Commissioning Groups sit on, is responsible for identifying and
overseeing the review of serious child safeguarding cases which, in its view, raise issues that are
complex or of national importance and must decide whether it is appropriate to commission a
national review of a case or cases.

5.4

Safeguarding Children Partners are responsible for making arrangements to identify and review
serious child safeguarding cases which, in their view, raise issues of importance in relation to their
area. A copy of the rapid review is sent to the National Panel who decide on whether it is
appropriate to commission a national review of a case or cases. Where a case is deemed to
14
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require a local review, the safeguarding partners are responsible for commissioning and
supervising reviewers for this work.
5.5

A number of cases have been reviewed throughout the reporting year and learning shared
throughout the partnership.

Cheshire East Serious Case Reviews
5.6

The Safeguarding Children’s Partnership has a Serious Case Review awaiting publication that has
been delayed awaiting the conclusion of other processes. A decision to publish a summary of the
findings of this review which was commenced in 2017 was made in March 20 and this will be
progressed.

5.7

Rapid Reviews
There were 2 Rapid Reviews conducted in 2019/2020. Learning was identified and is being
progressed. Neither case progressed to a Local Safeguarding Practice Review.

Cheshire West Serious Case Reviews
5.8

During this reporting period Cheshire West published a Serious Case Review that had been
commenced in August 2017 and focused on the impact of bullying. The Review Report was
published in December 2019 and learning was disseminated through workshop events. There were
4 Rapid Reviews conducted in 2019/2020, and 2 practice learning reviews.

5.9

With the agreement of the National Panel two of the Case Reviews will be progressed as a
thematic review of non-accidental injuries in children under one. Four other children will also be
included in the review; these have been identified following presentation at Accident and
Emergency although they did not meet the criteria for a Serious Incident Notification.

5.10 Recommendations from all the reviews have been progressed through action plans overseen by
both learning and improvement groups and learning has been disseminated through training and 7
minute Guides to health practitioners across the health economy.

6.

DOMESTIC HOMICIDE REVIEWS

6.1

Domestic Homicide Reviews were established on a statutory basis under Section 9 of the
Domestic Violence, Crime and Victims Act (2004). This provision came into force on the 13 April
2011. This Act makes it a statutory responsibility for Community Safety Partnerships to complete a
Domestic Homicide Review when a case meets the criteria set in the guidance. A domestic
Homicide Review refers to a review of the circumstance in which the death of a person aged 16 or
over has or appears to have resulted from violence, abuse or neglect by:
• A person whom he/she was related or had been in an intimate personal relationship, or
• A member of the same household

6.2

Domestic Homicide Reviews are multi-agency reviews and are carried out to make sure lessons
are learned regarding the way in which local professionals and organisations work individually and
together to safeguard victims. Their purpose is not to reinvestigate the death or apportion blame.

6.3

NHS Eastern Cheshire Clinical Commissioning Group had one open Domestic Homicide Review
with Cheshire East Local Authority; this remains in the early phase of information gathering with all
the appropriate multi-agency services contributing.
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6.4

NHS Vale Royal Cheshire Clinical Commissioning Group has one open Domestic Homicide
Review with Cheshire West and Chester Local Authority. It has been quality assured by the Home
Office, but cannot currently be share due to a perceived risk to the family from the alleged
perpetrator. Initial learning has been disseminated and agreed by partners. Publication will be
considered after the Inquest into the case.

6.5

NHS West Cheshire Clinical Commissioning Group has one open Domestic Homicide Review with
Cheshire West and Chester Local Authority. The Home Office welcomed the report but has
requested some amendments prior to publication.

7.

SAFEGUARDING ADULT REVIEWS

7.1

A Safeguarding Adults Review is arranged when an adult dies as a result of abuse or neglect,
whether known or suspected, and there is concern that partner agencies could have worked more
effectively to protect the adult. A Safeguarding Adult Review will also be arranged if an adult has
not died, but it is known or suspected that they have experienced serious abuse or neglect that has
caused permanent harm, reduced capacity or reduced quality of life. The Case Review sub group
will consider the most appropriate type of ‘review’ process to promote effective learning and
improvement. Reviews should determine what the relevant agencies and individuals involved in the
case might have done differently that could have prevented harm or death and address, where
appropriate, questions family or friends of the adult may have. This is so that lessons can be
learned from the case, and those lessons applied to practice preventing similar harm occurring
again.

7.2

Cases can be referred to Local Safeguarding Adult Board for consideration by completing the
Safeguarding Adult Review referral form. Anyone can refer a case for consideration.

7.3

In Cheshire East There has been one Safeguarding Adult Review which has been conducted by
Gloucester County Local Authority in relation to a Cheshire East resident, one of the learning
outcomes identified was for Continuing Health Care, there internal processes and procedures have
been reviewed, all actions and are being monitored through the Safeguarding Adult Board learning
and development group.

7.4

The case review group also considered another safeguarding case that benefitted a multi-agency
review in the concept of a reflective review, a wide range of multi-agency partners attended with
positive challenge and interaction review to identify learning for all agencies. Duty of Candour was
also exercised with the family through the whole process.

7.5

The NHS Eastern Cheshire Clinical Commissioning Group conducted a learning review with a
provider following a safeguarding case that was specifically health related, the review allowed a
positive learning forum to understand a specific process that required change within a health care
system, with key professionals present to initiate the change in process.

7.6

A Safeguarding Adult Review took place for an NHS Vale Royal Clinical Commissioning Group
resident and was published in 2019. A number of practitioner events were held hosted by Cheshire
West and Chester Safeguarding Adult Board to disseminate the learning and action from the
review.

7.7

Cheshire West and Chester Local Safeguarding Adults Board also commissioned a Safeguarding
Adults Review for a NHS West Cheshire Clinical Commissioning Group resident. The review work
commenced in July 2018 and was agreed by the Safeguarding Adult Board in July 2019.

7.8

Both reports can be found on the Safeguarding Adult Board Website in the link for professionals.
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8.

MULTI-AGENCY PUBLIC PROTECTION ARRANGEMENTS (MAPPA)

8.1

Multi-agency Public Protection Arrangements are Multi-Agency statutory arrangements designed to
manage violent and sexual offenders due for release and being managed in the community. It does
this by identifying all Multi-agency Public Protection Arrangements eligible offenders, requiring
them to be screened and allocated a management level. It is critical there is good information
sharing with all agencies involved. It also requires the assessment of risks the offender poses and
the management of them through the development and implementation of the risk management
plan.

8.2

At the point of sentencing in Court and Case allocation the Multi-agency Public Protection
Arrangements category should be identified. A case can be eligible by way of three categories:
Category 1 Registered Sex Offender
Category 2 Violent Offender (and ‘other sexual offenders’)
Category 3 Other dangerous offender

8.3

After eligibility is established a level will be determined:
Level 1 – ordinary agency management (no formal meetings)
Level 2 – active multi-agency management via core panel
Level 3 – as with level 2 however these cases require more demand on resources as such
attendance and decision making from senior agency representatives is critical.

8.4

A member of the safeguarding team attends the meetings and has been involved in a Level 3 case
which is highly complex for all the multi-agency services involved, which have work closely to
ensure the public protection safety of others is as important as the offender being managed.

9.

HEALTH PROVIDERS

Children
9.1

As commissioners we ensure all providers with whom there are commissioning arrangements have
in place comprehensive and effective policies and procedures to safeguard children and adults at
risk in line with those of the Cheshire East and Cheshire West and Chester Safeguarding Children
Partnerships and Safeguarding Adult Boards. As commissioners we ensure safeguarding is at the
forefront of commissioning services.

9.2

Section 11 of the Children Act 2004 outlines the requirement for a clear line of accountability within
NHS organisations in respect of safeguarding and promoting the welfare of children. The NHS
safeguarding accountability and assurance framework supports this requirement and extends it to
include adults at risk.

9.3

Our organisation 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. The Governing Bodies have received
exception reports to highlight areas of concern or risk and assurance provided on the actions being
taken to mitigate/manage the risks identified.

9.4

During 2019/2020 a single set of Commissioned Services Standards for Safeguarding Children
and Adults at Risk have been used across the four Clinical Commissioning Groups and our 2 Local
Authority areas. The document provides clear safeguarding standards against which we monitor
any healthcare providers, on our footprint, to ensure all service users are protected from abuse and
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the risk of abuse. For adults, we have increased our effectiveness in monitoring the quality of care
provided in nursing homes by sharing information and resources across health and social care. We
have reviewed our policy and practice in light of the Care Act 2014 and confirmed training
compliance to ensure that all of our responsibilities are clearly understood.
9.5

In 2019/2020 all our NHS providers met the assurance requirements provided within the
Commissioning Standards to Safeguard Children and Adults at Risk. This provides evidence that
the commissioned services provide a safe system that safeguards children and adults at risk of
abuse or neglect. No exceptions were reported to the Quality and Safeguarding Committee during
the year.

Adults
9.6

As commissioners, all four Clinical Commissioning Groups challenge all providers to demonstrate
that they have the necessary competence and capacity in place to provide leadership, guidance,
and supervision across the workforce. Providers have to ensure they are compliant with the Care
Quality Commission registration requirements for Outcome 7: Safeguarding people who use
services from abuse, alongside the NHS Standard Contract, and the Commissioning Standards for
Safeguarding.

9.7

The annual Adult Safeguarding Commissioning (self-assessment) standards for our local NHS
Hospital and Mental Health Trusts were jointly reviewed by both of the Designated Nurses for Adult
Safeguarding in 2019/2020 to ensure consistency and equity in the review of the evidence.

9.8

The Provider (NHS Hospitals and Mental Health provider) safeguarding training compliance is
monitored quarterly within the assurance information collated on the adult assurance dashboard.
Training compliance for adult safeguarding adult has been consistent through check and challenge
within internal assurance meetings held with providers and attended by the Designated Nurses.

9.9

The monitoring includes the provider’s compliance with Prevent for Healthcare, to ensure people at
risk of being radicalised are identified and referred appropriately and training compliance of 85% is
achieved.

10. SAFEGUARDING CHILDRENS PARTNERSHIPS
10.1 The partnerships published their new multi-agency safeguarding children arrangements in June
2019 and implemented these by September 2019 as set out in Working Together to Safeguard
Children 2018.
10.2 Under the new Safeguarding Children Partnership arrangements NHS Cheshire Clinical
Commissioning Groups alongside the two local authorities and Cheshire Police are statutory
partners and are responsible for ensuring there are effective multi-agency arrangements in place.
10.3 The Safeguarding Children Partnerships are responsible for scrutinising the work of its partners to
ensure that services provided to children and young people actually make a positive difference.
10.4 In both local authority areas there is a commitment to Strategic Leadership across the partnership,
Challenge through focused inquiries or investigations into particular practice or issues and learning
to ensure all practitioners have the skills and knowledge to be effective.

18
142

10.5 There is also a focus on including listening to the voice of children and young people and using
what is heard to inform best practice. During this reporting period both partnerships have been
developing processes around contextual safeguarding.
10.6 Contextual safeguarding recognises the impact of the public/social context on young people's lives,
and consequently their safety. This area of work is very challenging and requires agencies to
develop different skills and it is acknowledged that a new service delivery model is required.
10.7 Both local authority areas have used and continue to implement findings from the review published
by the National Child Safeguarding review Panel in March 2020 and to develop multi-agency
processes to focus the response of services to the very serious risks young people can face.
10.8 The Safeguarding Children’s Partnership in both localities has three tiers of activity which is shown
in table 01 below.
Table 01: Comparison of Cheshire East and Cheshire West and Chester Safeguarding Children’s Partnerships activity

Board and Sub-groups

Function

Cheshire East

Cheshire West and
Chester

The Executive for both Local Authorities
Consists of: representatives from the three statutory partners (Local authority, Police and Clinical
Commissioning Group) who are relevant agencies as set out in Working Together 2018. Executive members
were sufficiently senior to ensure they are able to speak confidently and had the authority to sign up to
agreements on behalf of their agency.
Sub-groups and Task
and Finish Groups

Subgroups for Both
Local Authorities
(Pan-Cheshire)

These groups work on
priority areas on a
targeted and thematic
basis. They report to the
Executive Board.
The Safeguarding
children’s Partnerships
are both working with
the other Cheshire
Partnerships to maximise
the opportunity for
streamlined processes
across our boundaries.

 Quality & Assurance

 Quality Assurance &
Scrutiny

 Learning & Improvement

 Practice Improvement

 Child Death Overview
 Panel Policies & Procedures
 Youth Detention
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Cheshire East Children

10.9 Cheshire East identified four Key Priorities for 2019-20 these were agreed by the Safeguarding
Children Partnership and published on its website.
10.10 Improve frontline multi-agency practice through working on:
 Our approach to Contextual Safeguarding- lead Police
 Improving the quality and effectiveness of the approach to Neglect- lead local authority
 Emotional Health and Wellbeing of our vulnerable children-lead Cheshire
commissioning Group
 Embedding the New Arrangements- all partners

Clinical

10.11 In December 2019 The Safeguarding Children Partnership had a development day to review
progress around these priority areas. The day was well attended by all agencies and presentations
show cased work had developed in all areas. This work included the introduce of a Step up Step
Down Policy which includes a mandatory process for closing child safeguarding plans and
dedicated locality officers to support the process, improved engagement with drug and alcohol
services in assessments and additional steps included in the escalation process with a 7 minute
guide to support practitioners. Work has also been completed in assessment of adults who pose a
risk of sexual harm with social workers receiving additional training.
10.12 The Cheshire East Early Help Strategy for 2019- 2022 was launched in this reporting year. The
purpose of this strategy is to set out how partners who work with children, their families and carers
will deliver services in a way which enables children to maximise their potential, are kept safe and
where appropriate, prevents escalation of needs that require targeted or intensive interventions
from statutory agencies. The strategy sets out the ambition of all the partners in Cheshire East to
‘get it right’ for children, their families and carers by providing support and early help that enables
children to thrive within their family environment and improve their long-term outcome and goals.
10.13 During this reporting period Cheshire East have been embedding Signs of Safety Based on
practice that is child-focused and solution-orientated this model has structured assessments and
plans and has been incorporated into all agencies safeguarding processes. The framework builds
on positives and supports practitioners to build relationships with families and work effectively with
them to achieve strong outcomes for children and young people.
10.14 Improved outcomes are being monitored as part of the audit processes and from feedback from
families

Cheshire West and Chester Children

10.15 Cheshire West and Chester identified three Key Priorities for 2019-2020 were agreed by the
Safeguarding Children Partnership and published on its website each priority area is led by one of
the strategic partners:
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 A focus on children and young people with complex needs including those who go missing from
home or care; missing from education; and those at risk of exploitation, led by Cheshire
Constabulary
 Ensuring a Think Family response to children and families were substance misuse, domestic
abuse, learning disability and mental health problems are a feature of the family environment.led by Cheshire West and Chester Local Authority
 Responding effectively to children and young people who experience poor emotional wellbeing
or mental health problems- led by the Clinical Commissioning Group.
10.16 In March 2020 the Partnership had a development day which focused on the report from a serious
case review which focused on:
 Culture and heritage
 Differences between arranged and forced marriage
 Domestic abuse
10.17 During this reporting period Cheshire West and Chester has been embedding New Ways of
Working. Introduced initially in July 2018 the New Ways of Working is about developing a common
and consistent approach to working with families. It is based on shared language and shared
understanding across all partners who work with families. This model uses two frameworks
Motivational Interviewing and Trauma Informed Practice. Our safeguarding team Groups have
been working with the Safeguarding Children Partnership and health providers to ensure all
practitioners working with families are trained and using this model to inform their practice and
improve outcomes for children and families
11. CHILD DEATH OVERVIEW PANEL
11.1 There is a statutory requirement for the statutory partners to make arrangements to carry out child
death reviews. These arrangements should result in the establishment of a Child Death Overview
Panel, or equivalent, to review the deaths of all children normally resident in the relevant local
authority area, and if they consider it appropriate the deaths in that area of non-resident children.
11.2 Responsibility for reviewing child deaths no longer sits with local safeguarding arrangements and
sits with the following:
Halton Borough Local Authority


Warrington Borough Local Authority

Cheshire East Local Authority

Cheshire West and Chester Local Authority

NHS Eastern Cheshire Clinical Commissioning Group)

NHS South Cheshire Clinical Commissioning Group

NHS Vale Royal Clinical Commissioning Group
NHS West Cheshire Clinical Commissioning Group


NHS Halton Clinical Commissioning Group

NHS Warrington Clinical Commissioning Group
11.3

It has been agreed that Pan-Cheshire Child Death Overview Panel will:
 Provide oversight and assurance of the new Child Death Review processes and ensure that it
meets the required statutory standards.
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 Review all infant and child deaths under 18 years of age. This includes neonates where a death
certificate has been issued, irrespective of gestational age.
 Identify and highlight any modifiable factors, and bring these to the attention of strategic
partners, including Health and Wellbeing Boards, Multi-Agency Safeguarding Arrangements and
Community Safety Partnerships where necessary in order to inform their preventative planning
and commissioning arrangements.
11.4

The Pan-Cheshire Child Death Overview Panel has permanent representatives drawn from the key
professionals who have an interest in children’s health and safeguarding, and statutory partners.
Members are not there to represent their individual organisations, but to represent a professional
perspective and insight to the cases presented. In addition to the specific roles identified below, all
members of Cheshire Child Death Overview Panel are expected to:
 Ensure that they are fully prepared to contribute at each meeting by reading through the papers,
and consulting colleagues where necessary beforehand.
 Ensure that there is a suitable alternative replacement to attend if it is not possible to attend.
 Take away action points to their specific geography, agency or professional groups, and ensure
that the action is undertaken within the required timescales.

11.5

The number of Pan Cheshire Child deaths has fallen this reporting year from 56 to 45 cases from
the preceding year. This is the lowest since 2014 /15. Table 02 below shows the number of deaths
for the previous 7 years broken down into areas. For the past 3 years Cheshire East is the area
which has consistently had the highest number of child deaths.
Table 02: Comparison Table of Cheshire Wide Child Deaths Over 7 Years

13/14
Warrington
15
Halton
5
Cheshire West & Chester 17
Cheshire East
22
Pan Cheshire Totals
59
11.6

14/15
8
11
14
13
46

15/16 16/17 17/18
15
8
8
6
8
7
23
9
11
20
26
27
64
51
53

18/19
12
7
18
19
56

19/20
13
4
12
16
45

From April 2019 – March 2020 of the 45 child deaths reviewed by the panel, 22 were male or 49%
(77.5% previous year) and 23 or 51% were female (22.5% previous year).

Expected / Unexpected Child Deaths
11.7

An expected death refers to a death that could reasonably been foreseen by clinicians for a period
of at least 24 hours before it occurred. An unexpected death is then defined as the death of an
infant or child which was not anticipated as a significant possibility 24 hours before the death or,
where there was an unexpected collapse or incident precipitating the events that led to that death.
Graph 04 below demonstrates the comparison across Cheshire of unexpected and expected
deaths in 2019-20. 18 (40%) deaths were classified as an unexpected death and 27 deaths (60%)
were classed as expected.
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Graph 04: comparison of unexpected and expected deaths in 2019/20 across Cheshire

11.8 Graph 05 highlights the cases reviewed by the panel where cases have evidenced modifiable
factors. A modifiable factor is one which may have contributed to the death of the child and which,
by means of locally or nationally achievable interventions, could be modified to reduce the risk of
future child deaths.

Graph 05: Deaths Reviewed by Cheshire Child Death Overview Panel with Modifiable Factors

Modifiable factors by age 2019-20
9
8
7
6
5
4
3
2
1

17yrs

15-

11.8 The highest annual number of deaths occur neonatally (under 28 days of age), often as a result of
complications through prematurity. Smoking, alcohol consumption, high maternal body mass index,
and domestic abuse all are known to increase the risk of prematurity and low birth weight, resulting
in an increased level of vulnerability and risk of early infant death. It is important that all parts of the
health and social care system reinforce messages that reduce risk of prematurity and low birth
weight, especially during pregnancy.
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11.9

The priorities for the Child Death Overview Panel for 2020/2021 are :

• Agree future funding formula for Child Death Overview Panel and broader Child Death Review
processes including funding for training and development.

• Through the monitoring of the self-assessment framework and risk register, ensure that any
• Elements of non-compliance are managed or escalated to appropriate partners.
• Ensure that Child Death Overview Panel receives the necessary documentation from Child
Death Review meetings.

• Improve the scores on the notification and reporting fields highlighted by the National Child
Mortality Database report.

• Advocate with other Child Death Overview Panel s for National Child Mortality Database to
produce national comparative data to facilitate

• Better benchmarking, help set standards and help drive Child Death Overview Panel
performance in terms of "completeness" and "timeliness" of child death reviews in the country.

• Determine how often were parents are invited to contribute to child death review meetings,
• How often was parental input received, and how often was outcome of Child Death Review
Meeting (CDRM) fed back to families.

• Strengthen the governance relationship with the local Health and Wellbeing Boards.
• Review any Evaluation/outcome reports of Infant Crying is Normal (ICON) implementation
• Child Death Overview Panel response to the recent report A review of sudden unexpected
death in infancy ( SUDI ) in families where the children are considered at risk of significant harm
(July 2020).

• Support the review of the Child Death Overview Panel Nurse specialist role in relation to
developing the Clinical Commissioning Groups arrangements

• Ensure Child Death Overview Panel has a formal set of accounts
12

SAFEGUARDING ADULT BOARDS

12.1 The overarching purpose of the Safeguarding Adult Board is to help and safeguard adults with care
and support needs. It does this by:
 Assuring itself that the local safeguarding arrangements are in place as defined by the Care Act
2014 and statutory guidance
 Assuring itself that safeguarding practice is person centred and outcome focused
 Working collaboratively to prevent abuse and neglect where possible
 Ensuring agencies and individuals give timely and proportionate responses when abuse or
neglect have occurred
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 Assuring itself that safeguarding practice is continuously improving and enhancing the quality of
life of adults in its area
12.2 The Cheshire East and Cheshire West and Chester Safeguarding Adult Board leads adult
safeguarding arrangements across each respective Local Authority and overseas and coordinates
the effectiveness of the safeguarding work of its member and partner agencies. The board is
responsible for developing and actively promoting a culture within its members, partners and the
local community that recognises the value and principles contained in ‘Making Safeguarding
Personal’.
12.3 The boards also cover a range of issues which can contribute to the wellbeing of its community and
the prevention of abuse and neglect, and work closely with the Safety partnerships, the respective
Children’s Safeguarding Partnership as well as the Domestic Abuse Partnership and Hub in
Cheshire West and Chester.
12.4 The Safeguarding Adult Board has three core duties:
 To develop and publish a strategic plan setting out how it will meet its objectives and how
member and partner agencies will contribute.
 Publish an annual report detailing how effective the work has been.
 Commission Safeguarding Adult Reviews (SAR’s) for any cases which meet the criteria.
12.5 Whilst Cheshire East Local Authority and Cheshire West and Chester Local Authority are
responsible for the establishment of Safeguarding Adult Boards, the Care Act 2014 specifies that
there are three core members: the Local Authority, the Clinical Commissioning Groups and the
Police.
12.6 The Safeguarding Adult Boards are directed by an independent chair and as well as the above
statutory partners membership to the board included representation from the following agencies:
housing, Local NHS Hospital Trusts, Cheshire and Wirral Partnership Trust, North West
Ambulance Service, the Care Quality Commission, Healthwatch, and the voluntary and faith
sector. The Clinical Commissioning Groups executive representation is provided by the Executive
Director of Quality and Safeguarding.

13

POLICIES AND STANDARDS

13.5

The Commissioned Services Standards for Safeguarding Children and Adults at Risk .The
standards have been reviewed and updated to reflect the ever changing landscape of
safeguarding.

13.6

As a commissioning organisation we are committed to ensuring that all health providers from
whom it commissions services (both public and independent sector) have comprehensive single
and multi-agency policies and procedures in place to safeguard and promote the health and wellbeing of children and adults at risk. Also those health providers are linked into the both
Safeguarding Children Partnerships and Adult Boards and those workers contribute to multiagency working dependent on their roles and responsibilities.

13.7

The standards outline the commitment and responsibility of the Clinical Commissioning Groups to
demonstrate its statutory duty to safeguard adults and children.
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13.8

Policies are updated annually or when new national guidance is issued and the new policy will be
available on our websites. The Adult Safeguarding Policy written for all four Clinical Commissioning
Groups has had its annual review in July 2019 and was endorsed at the Quality and Safeguarding
Committees.

14

MENTAL CAPACITY ACT & DEPRIVATION OF LIBERTY SAFEGUARDS
(LIBERTY PROTECTION SAFEGUARDS)

14.5

The Mental Capacity (Amendments) Act 2019 (The Act) was to be introduced in October 2020.
The amendments were made in light of recommendations made by the Law Commission that the
current Deprivation of Liberty Safeguards (DoLS) was not fit for purpose, with increasing numbers of
applications each year, resulting in statutory timescales being regularly breached. Deprivation of
Liberty Safeguards will now be replaced with Liberty Protection Safeguards (LPS) whilst the draft
Code of Practice was not anticipated until January 2020, it became apparent that as a Consequence
of the amendments, NHS Trusts and Clinical Commissioning Groups would play a much bigger role
in the deprivation of liberty process than they do now. This change in legislation will come with
financial and resource implications.

14.6

Due to COVID -19 the changes will be implemented in spring 2022 and the Clinical Commissioning
Groups will become a Responsible Body. We will be required to authorise an incapacitated
person’s deprivation of liberty. For the first time, NHS Trusts and Clinical Commissioning Groups
will become Statutory Bodies, as well as Local Authorities.

14.7

A deprivation of liberty arising in any setting must be authorised and this includes hospitals, care
homes, the person’s own home, supported living arrangements and whilst transporting the person
between specified places.

 Unlike current legislation, the Act will also apply to 16 and 17-year-olds.
 Authorisation may be granted by a Responsible Body if
o The person is aged 16 or over;
o They lack capacity to consent to the arrangements for their care/treatment;
o They have a mental disorder; and
o The deprivation of liberty is necessary to prevent harm to the person themselves (risk to
others will not be grounds for an authorisation) and is proportionate to the
likelihood/seriousness of that harm.
14.8

The Impact of the amended legislation on Clinical Commissioning Groups and Partner
Organisations will be: NHS Trusts for the first time will be responsible for authorising deprivations of liberty for those
who are being cared for mainly in an NHS hospital. Local Trusts will therefore be required to set
up a system (with associated leadership, policies and allocation of roles/responsibilities) for
arranging assessments, consulting, doing pre-authorisation reviews (and deciding when these
should be done by an Approved Mental Capacity Professional (AMCP) plus providing
information about authorisation and reviewing them as required.
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 Independent Hospitals - Where care is provided mainly in an independent hospital, the
authorisation process will need to be undertaken by the Local Authority (generally for the area
where the hospital is located). Details of how this will work in practice should emerge as part of
the supporting regulations/Code of Practice.
 Clinical Commissioning Groups, like NHS Trusts, be responsible for authorising deprivations of
liberty for the first time, with their new duty applying to Continuing Health Care funded cases,
whatever the setting and will therefore need to establish, like NHS Trusts, the necessary
systems and policies to undertake the required work.
 GP’s may be expected to document and confirm the person has a mental disorder as stipulated
under the Act.
 With this in mind both Cheshire West and Chester and Cheshire East Local Authorities have
established a Project Group to oversee the implementation of the Act. The respective
Designated Nurse for Adult Safeguarding are representatives on the working group and are
currently working with Local Authorities to scope the work required for implementation within
Cheshire. In addition, support is being provided by NHS England and the Local Government
Association through the Association of Directors of Adult Social Services (ADASS).
 Further scoping will need to be undertaken when the Code of Practice is published.

15

LEARNING AND DEVELOPMENT- SAFEGUARDING CHILDREN

15.5

Safeguarding training is crucial to protecting children and young people from harm. All NHS staff
must know how to identify abuse and neglect and how to act on their concerns. Safeguarding
training is mandatory for all NHS staff in relation to children.

15.6

The Safeguarding Children and Adults at risk policies contain training standards which have been
updated in line with the new Safeguarding Children and Young People: roles and competencies
for health care staff – Intercollegiate Document (January 2019) and the adults Safeguarding
Adults: Roles and Competences for Health Care Staff. Intercollegiate Document (2018).These two
documents acknowledge the changes in society with staff needing to be aware of differing and
emerging forms of abuse such as social media, modern slavery, human trafficking and recognition
that young people are vulnerable to abuse in a range of social contexts.

15.7

Each staff member within the four Clinical Commissioning Groups has had access to the level and
frequency of safeguarding training they require identified.

15.8

The Named GPs for Safeguarding Children working across the Cheshire footprint developed and
facilitated Level 3 training sessions during 2019/2020 for GPs and primary care professional staff.
The training programme during the year focused on the areas that the GPs requested in the
previous year’s sessions and the safeguarding topics of local and national importance.

15.9

The NHS Trusts have training programmes in place. Safeguarding training compliance is
monitored quarterly as part of the Safeguarding Assurance Framework and is shown below in
table 03 , including statutory compliance for PREVENT. If compliance has not been achieved an
action plan is put in place.
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Table 03: 12 month comparison of percentages per quarter of safeguarding children training by provider

Provider

Level 1
(Target 90%)
Q1
Q2
19/20
19/20
85
87

Q3

Q4

90

90

East Cheshire
NHS Trust

93

93

92

93

Wirral
Community
NHS Trust

100

100

100

100

Mid Cheshire
Hospital Trust
NHS Central
Cheshire
Integrated
Care
Partnership
Cheshire and
Wirral
Partnership
NHS
Foundation
Trust

89

88

89

89

82

76

77

91

92

91

89

78

78

92

90

87

91

90

90

Countess Of
Chester NHS
Foundation
Trust

Level 2
(Target 90%)
Q1
Q2
19/20
83
84

87

88

Q3

Q4

86

91

Level 3
(Target 90%)
Q1
Q2
19/20
85
76

86

91

92

94

100

90

96

94

95

93

83

93

74

90

83

83

77

80

85

92

90

89

90

78

76

70

59

Q3

Q4

83

88

Table Key: Grey area - N/A as level 2 eligible staff to complete Level 3

15.10 As a statutory member of the Safeguarding Children Partnership, we are fully engaged in the multiagency audit cycle, through the Designated Safeguarding Children Professionals and Named GP
membership of the Quality Assurance sub-groups and audit pools.
15.11 Audits during the 2019/2020 period have focused on neglect, Mental Health, Children with a Multiagency Child in Need Plan, Sign of Safety in Child Protection Core Groups, Child exploitation,
missing from home or care and a joint adult and children’s Think family audit .
15.12 Actions identified have been implemented by provider organisations, monitored by the NHS
Cheshire Clinical Commissioning Groups safeguarding team and the partnership. Actions have
included ensuring the prioritisation of strategy meetings with the right practitioners attending with
information, children and adult services working together with families and a drive within agencies
to complete screening tools to support their assessments.
15.13 During this reporting period as part of the improvements and progression for the Safeguarding
Children Partnership, and in line with other audits, the process for the audits is being developed so
that contributors can complete their submissions via an online tool. A further programme of audits
have been agreed for 2020/2021 and include contextual safeguarding and looking at safeguarding
in adolescence.
15.14 A focus will continue to be on reviewing the outcomes of action plans from audits with providers
across both the provider and the wider economy.
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Cheshire East Safeguarding Children Partnership Learning and Improvement Subgroup
15.15 During this reporting period the practice improvement group has been progressing the
Safeguarding Children Partnership’s priorities with the three statutory partners progressing work:
 The approach to Contextual Safeguarding
 Improving the quality and effectiveness of child in need planning for children
 Emotional Health and Wellbeing of our vulnerable children
 Embedding the New Arrangements
15.16 During 2019/2020 the Learning and Improvement sub-group has focused on progressing the
Safeguarding Children Partnership’s priorities and in particular how the voice of the child is central
to the work that is being done. Work has also been completed on improving the quality and
effectiveness of child in need planning for children and a new Step up Step Down Policy was
introduced in January 2020.
15.17 A multi-agency task and finish group starting working on a contextual safeguarding strategy the
partnerships approach to contextual safeguarding and the emotional Health and Wellbeing of
vulnerable children in Cheshire East. Work by the task and finish groups working in these priority
areas provide a report to the learning and Improvement sub-group each quarter.
Cheshire West and Chester Safeguarding Children Partnership Practice Improvement Subgroup
15.18 During this reporting period the practice improvement group has been progressing the
Partnerships priorities with the three statutory partners progressing work to:
 A focus on children and young people with complex needs including those who go missing from
home or care; missing from education; and children at risk of exploitation – Lead Police
 Responding effectively to children and young people who experience poor emotional wellbeing
or mental health problems – Lead NHS Clinical Commissioning Groups
 Ensuring a Think Family response to children and families were substance misuse, domestic
abuse, learning disability and mental health – Lead Local Cheshire West and Chester Local
Authority

16

LEARNING AND DEVELOPMENT – SAFEGUARDING ADULTS

16.5

The Designated Nurses for Adult Safeguarding worked with the learning and development lead in
NHS Midlands and Lancashire Commissioning Support Unit to review and update level 1 and 2
Adult Safeguarding mandatory e-learning requirements for our staff.

16.6

The Designated Nurse for NHS Eastern Cheshire and NHS South Cheshire Clinical
Commissioning Groups worked in partnership with NHS England colleagues and Health Education
England to develop and advise on a national level 3 Adult Safeguarding training course which was
launches in 2020.
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16.7 The Safeguarding Adults: Roles and competences for health care staff intercollegiate document
2018 outlines the framework that will help staff, practitioners, employers and commissioners
understand the role and level of education/competence awareness/systems which correlates to a
particular job purpose. The document is concerned with the competencies required to support adult
safeguarding. It focuses on the knowledge and skills needed to undertake this important and core
professional role and influenced the level 3 think family training provided to Primary Care
colleagues.
16.8 All Named Adult leads for the Trusts are promoting safeguarding training as a priority and this is
discussed at their own internal safeguarding executive meetings and each have an agreed action
plan which are discussed with the Designated Nurses. Table 04 highlights each Trusts
safeguarding adults training compliance over 2019/2020. We are aware of the impact of the
pandemic on the trusts and the staffing and capacity issues they are having. The Named Nurses
are mitigating the reduction in training numbers by having an increased safeguarding presence in
ward and departments to ensure they can offer further support to their workforce.
Table O4: 12 month comparison of percentages per quarter of Safeguarding adult training by NHD Trust provider

Provider

Level 1
(Target 90%)

Level 2
(Target 90%)

Q1
19/20
88

Q2

Q3

Q4

89

92

East Cheshire
NHS Trust

93

92

Mid Cheshire
Hospital Trust
Cheshire and
Wirral
Partnership
NHS
Foundation
Trust

90
92

Countess Of
Chester NHS
Foundation
Trust

Level 3
(Target 90%)
Q2

Q3

Q4

88

Q1
19/20
85

86

90

91

92

93

88

90

88

88

88

90

86

90

87

90

88

90

87

91

90

90

88

91

Q1
19/20

Q2

Q3

Q4

78

76

69

59

Table Key: Grey area – level 3 not yet implemented by the Trusts

Prevent
16.9

The Designated Nurses for Adult and Children’s Safeguarding in all four NHS Cheshire Clinical
Commissioning Groups are statutory Channel Panel members. Channel forms a key part of the
Government’s Prevent strategy, which aims to stop people supporting or being drawn into
terrorism. It ensures that vulnerable children and adults of any faith, ethnicity or background
receive the support they need before their vulnerabilities are exploited by those that would want
them to embrace terrorism, and before they become involved in criminal terrorist related activity.

16.10 The Counter Terrorism and Security Act 2015 placed Channel on a statutory footing to secure
effective local co-operation and delivery of Channel and to build on the good practice already
operating in many areas.
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16.11 The Designated Nurse for Adult Safeguarding in NHS Vale Royal and West Cheshire Clinical
Commissioning Groups was given the opportunity to attend Hydra Channel training developed by
the Home Office and Policing College in October 2019. The training was designed to enable
Channel partners to share good practice and learn lessons from each other, and develop a
consistent local approach to ensure that individuals receive the support they need, when they need
it.
16.12 The Designated Nurses for Adult Safeguarding and Deputy Designated Nurse for Safeguarding
Children supported NHS England with a learning event for named safeguarding leads across
Cheshire & Merseyside in June 2019. They prepared a number of scenarios for discussion and
presented the session to aid learning from both children and adult reviews that had taken place.

17

SAFEGUARDING SUPERVISION AND SUPPORT

Children
17.5

Working in the field of child protection entails making difficult and risky professional judgments. The
work is increasingly demanding and can be distressing and stressful, not least because of the
public interest created by national headline stories. All health practitioners involved in day to day
work with children and families require effective safeguarding supervision. Health practitioners in
provider services have access to advice and support from their NHS provider organisation
Safeguarding Teams.

17.6

Supervision and support standards are included in the Clinical Commissioning Groups
Commissioned Services Standards for Safeguarding Children and Adults at Risk (2018).
Designated Professionals provide continuing support and safeguarding children clinical supervision
to Named Professionals within the NHS economy. They also provide support and advice when
required and on an individual case basis to staff working in GP practices, and are also available to
dental practices, pharmacy’s and to private health care organisations.

17.7

The Designated Nurse Safeguarding Children provides formal safeguarding children child
protection supervision to the Designated Nurse for Children in Care and the Named Nurse in NHS
Mid Cheshire Hospital Trust, NHS East Cheshire NHS Trust, Countess of Chester, Cheshire and
Wirral Partnership NHS Trust and NHS Wirral Community Trust 0-19 Service.

17.8

The Designated Doctors for Safeguarding Children are available to provide safeguarding
supervision to:
 The Named GP every 3 months and also on an individual case by case basis when needed.
 Supervision to all GPs’ on an individual case by case basis when needed.
 The Named Doctor for NHS Mid Cheshire Foundation Hospital Trust every 3 months.
 The Named Doctor for NHS East Cheshire Hospital NHS Trust every 3 months.

17.9

The Designated Doctor is also responsible for providing support and advice to colleagues in Health
and Social Care where Fabricated or Induced Illness is suspected. This includes liaising with
Health and Social Care colleagues during the management of these cases.
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Adults
17.10 Safeguarding supervision provides a safe, confidential space in which supervisor and supervisee
can reflect on challenging cases and difficulties encountered in practice. It is provided in an
environment in which staff can speak freely about the difficulties they have experienced (or are still
experiencing) and receive emotional support from their supervisor. The Designated Nurses provide
support and informal safeguarding supervision to the Named Safeguarding Leads in Mid Cheshire
NHS Foundation Trust, Countess of Chester Hospital NHS Foundation Trust, East Cheshire NHS
Foundation Trust and Cheshire & Wirral Partnership NHS Foundation Trust.

18

SAFEGUARDING WITHIN PRIMARY CARE SERVICES

Adults
18.5

The Designated Nurses for Adult Safeguarding have continued to be a source of support to
Primary Care colleagues across the four Clinical Commissioning Groups, providing advice and
expertise for a number of Safeguarding concerns.

18.6

They have also supported our Named GP’s for Children during 2019/2020 with monthly face to
face Safeguarding training sessions facilitated at various locations in each area. This has
supported a “think family” approach to Safeguarding.

18.7

NHS West Cheshire and NHS Vale Royal Clinical Commissioning Groups commissioned the
national initiative IRIS (Identification and Referral to Improve Safety) to improve the general
practice response to domestic abuse and violence in 2019/2020. It is a partnership between health
and Domestic Violence and Abuse advocates in which general practice teams have access to
specialist in-house and a named advocate to whom patients can be referred for support. Since
2010,there has been 10,369 referrals and fully trained an estimated 695 general practices in 36
localities nationwide.

18.8

In 2019/2020 a total of 36 practices out of 39 in Cheshire (West Cheshire and Vale Royal locality)
received training and referrals for the year and a total of 223 referrals were made in year. This is
an increase from 2018/19 where 81 referrals were made from June 2018 to March 2019 as funding
started part way through the year.

Children
18.9

The Designated Nurses for Safeguarding Children have continued to work with the Named GPs to
support Primary Care colleagues with safeguarding concerns and supported GPs with multiagency audits and facilitating learning into practice from serious and child reviews.

18.10 Work started in this reporting period around the implementation locally of the national programme
ICON (Infant Crying is Normal). Raising awareness of the programme and the key role GPs and
practices nurses have at the 6 week developmental contact in the programme has been started
with the plan to roll out in October 2020.
18.11 The safeguarding team also helped Develop information sharing pathways for inclusion of GP
information at domestic abuse Multi-agency risk assessment conferences (MARAC). This allows
for timely distribution of minutes and requests for domestic abuse markers on GP records following
the multi-agency risk planning meetings.
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19

SAFEGUARDING ACHIEVEMENTS AGAINST PRIORITIES FOR APRIL
2019 – MARCH 2020

19.1 The information below sets out what we did as a team against our priorities set out in our
2018/2019 annual report
2019/20 Priorities
To ensure that NHS Vale Royal Clinical
Commissioning group, NHS West Cheshire Clinical
Commissioning Group, East Cheshire Clinical
commissioning group and South Cheshire clinical
commissioning group continue to meet all the
statutory responsibilities and are compliant with the
Accountability and Assurance Framework.
To embed the new Cheshire West and Chester
Safeguarding arrangements alongside the other two
statutory partners and ensure there are robust
transition plans in place.

We have
 Updated the commissioning standards to include
all new legislation and guidance and gained
assurance that health providers are achieving
the required safeguarding standards.





Continuing development of the safeguarding team
within the context of the larger “Working Together
across Cheshire” work and to maintain the approach
of “Think Family” using strengths based approach



To broaden safeguarding assurances from smaller
and independent providers of Health and Social Care
within Cheshire West and Chester



To demonstrate NHS Vale Royal Clinical
Commissioning Group and NHS West Cheshire
Clinical Commissioning Groups, are assured that all
multi-agency completed actions from Section 11,
Serious Case Reviews and Multi-Agency Reviews
sustain improved outcomes for our children and
young people.
To sustain the relationships with the safeguarding
leads within provider services to ensure that
safeguarding arrangements across the health
economy are transparent and robust.












CCG chairs of Safeguarding Children Partnership
sub-groups.
Pro-actively influenced transition planning for
both Cheshire East and Cheshire West
Safeguarding Assurance Partnership
arrangements to ensure compliance with the
revised Working Together 2018
Supported the safeguarding structure within the
Partnerships.
Developed Think family training across Primary
care and GP training
Reviewed provider training as part of section 11
to gain assurance that “think family “is being
included in all their single agency training.
Developed the Commissioned Services standards
for Safeguarding Children /Looked after Children
and Adults at risk to include Independent
Providers with whom the commissioners have
agreement.
Contributed to Multi agency safeguarding
development work
Contribution to Multi agency audits and action
plans

The CCGs have also sought assurance from local
0-19 providers i.e. midwifery, health visiting and
school nursing regarding their visiting and
contact arrangements for children and families
and this is presented to both Safeguarding
Partnerships.
Revision of safeguarding assurance quarterly
data.
Provided quarterly Supervision to all Named
nurses in the provider Trusts
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2019/20 Priorities
To uphold the critical challenge and / or identify best
practice when monitoring the safeguarding
arrangements of commissioned services.
Work with NHS England to ensure a consistent
approach to the collection of information in relation
to serious case reviews for children, safeguarding
adult reviews and domestic homicide reviews.

Lead on the Safeguarding Partnership Emotional
Health and Wellbeing Priority to improve the
provision and access to mental health services for
our most vulnerable children through working with
providers and partners.

We have
Attendance at Trust safeguarding assurance
meetings by the Designated Nurse allows for
monitoring and constructive critical challenge
 Membership of the NHS England North Region
Designated Nurse’s Networking Group has been
maintained. Attendance has ensured best
practice has informed local service
improvements.
 The Designated Nurse continues to be active in
all local practice reviews and leads on all health
actions
Continued to develop multi agency work stream that
has identified three task and finish groups
1. Cared for Children & Children on the Edge of
Care
2. Children Part time / Out of School
3. Self-Harm Pathway

Meeting every 3 months the group has been
monitoring progress on the work completed by each
of the task and finish work streams .This has
included developing a pathway to share self-harm
attendance with schools so that support and a safety
plan can be put in place and also identifying children
who are out of school due to emotional health
concerns and how emotional health support can be
accessed for this group.
This work is ongoing and is a priority area for both
Partnerships 2019- 2022.
To continue to work with partners to drive robust
 Work has continued in 2019/2020 with multi
auditing and seek evidence that good practice and
agency partners to develop both Partnership
identified learning is informing work that improves
auditing programmes and to contribute actively
outcomes for children and young people.
to each area of audit.
 The Designated nurses continue to attend and
contribute to both Partnership Quality and
assurance sub-groups
To develop Contextual Safeguarding alongside our
 The Designated nurse is an active member of
providers and multi-agency partners.
both Partnerships strategic groups and has
contributed to the development of Contextual
Safeguarding pathways in both local authority
areas. This work is ongoing and continues to be a
priority area for both Partnerships.
Contributions and attendance from health
providers has been monitored.
To support and promote the rollout of “New Ways of  The designated nurse has contributed to multiWorking “ and signs of Safety within the health
agency audits in both local authorities to review
provider services and contribute to the planned
implementation of new processes and oversee
Partnership audit to be assured that this multihealth action plans to assure compliance.
agency approach to supporting children is resulting
in improved outcomes .
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2019/20 Priorities
Worked with Child Death Overview Panel
professionals in developing a Pan Cheshire approach
to parents and carers coping with and understanding
infant crying. This has been through the use of
“Infant crying is normal” (ICON) Programme (a
national tool).
Strengthen multi agency working together across
Cheshire to safeguard adults at risk

We have
 The designated nurse has worked with partner
agencies to implement a Cheshire wide
programme of ICON which involves identified
“touchpoints” to support families to manage
infant crying and reduce the incidence of Abuse
head Trauma
Reviewed the Adult Safeguarding work across both
Local Authorities undertaken by the Designated
Nurses – monthly monitoring plan of engagement
with key stakeholders to ensure any
changes/developments to our service were
communicated effectively

Support the implementation of the Liberty
Protection Safeguards

The Designated Nurses for all 4 CCGs have worked
alongside both Local Authorities to ensure we are all
working towards the same standards during this
transition.
National development of the standards delayed until
2022 due to COVID-19

Ensure Contextual Safeguarding and Public
Protection Arrangements are embedded into adult
and children safeguarding

Met with the wider Children’s Safeguarding teams in
the Local Authorities to streamline some of the
meetings that have historically taken place with a
view to merge some of the areas – this continues to
be a work in progress

Continuing the development of the Adult and
Children Safeguarding Team within the context of a
‘Think Family’ approach to Safeguarding

Designated Nurses worked alongside Designated GPs
across the 4 CCGs to develop a ‘Think Family’
training package to share in Primary Care

Supporting Health Education England to develop a
Level 3 Adult Safeguarding Programme

The Designated Nurse worked alongside key
safeguarding colleagues nationally to develop and
implement the first E-Learning Adult Safeguarding
Level 3 programme which was rolled out Nationally
in January 2020

Embed the new children’s partnership arrangements
are in place and published by June 2019

Both Safeguarding Children’s Partnerships
embedded with a joint and equal responsibility with
the Clinical Commissioning Groups, Local Authority
and Police
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20 SAFEGUARDING TEAM PRIORITIES FOR APRIL 2020 – MARCH 2021
20.1 As a safeguarding team we have discussed our priorities for 2020/2021 and how we will meet them
2020/21 Priorities
Work with partners to ensure that children at risk
of neglect are receiving the right help at the
earliest opportunity by Improving awareness,
understanding and recognition and using evidence
based work completed with children and families,
with use of the right tools and interventions.

Evaluation of ICON (infants Cry, I Can Cope)
implementation– compliance within agencies &
views of families [audit] and impact on practice

Strengthen information sharing processes across
Primary Care with regards to domestic abuse,
Multi-agency Risk Assessment Conferences,child in
need and child protection safeguarding processes

Threshold Pathway for escalation of childhood
obesity as a safeguarding issue;

Roll out the Self harm pathway to include
information notifications with schools and evaluate
impact

Continue to improve arrangements for gaining
safeguarding assurance from all providers through
implementation of the revised and updated
safeguarding policy, including updated selfassessment tool.

How we will do it
Work actively with Safeguarding Children
Partnerships within the task and finish groups to
progress the priorities in regard to Neglect:
 Contribute to the development of a strategic
commitment across all agencies
 Improve awareness, understanding and
recognition through multi agency training
programmes
 Monitor how health providers are preventing
neglect through early help and how they are
measuring the effectiveness of interventions.
 Continue work with the multi-agency steering
group to develop an audit programme to gain
assurance across the identified “Touchpoints
“that ICON is being discussed and recorded
on a child’s record.
 Develop a questionnaire to be used with
families to capture the impact and any
learning with regards to the delivery of ICON
 Review current information sharing processes
and replicate into other areas if appropriate.
 Work to continue in the development of a
communication pathway relating to Multiagency Risk Assessment Conferences
(MARAC) to support the development and
implementation of a communication pathway
which will facilitate GP engagement in
MARAC for high risk cases of domestic abuse
and violence.
 Progress work through the steering group to
develop a common understanding and
agreement amongst professionals in all
agencies regarding the thresholds for
escalation.
 Embed the self-harm pathway into practice
and evaluate impact with young people
 Develop with health providers a leaflet to
support children and parents following a
hospital admission following a self-harm
incident
For 2020/21 NHS Cheshire CCG will continue to
seek assurance from all commissioned services
that their safeguarding arrangements are
appropriate. The designated Safeguarding team
will work closely with providers to support them
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2020/21 Priorities

Ensure safeguarding is appropriately considered
and referenced in all stages of the commissioning
cycle
NHS Cheshire CCG Safeguarding team will continue
to work collaboratively, to engage in work streams
to improve quality, strengthen safeguarding
arrangements and where necessary mitigate
organisational and partnership risks.
Continue to drive a partnership approach to seek
assurance around the increased demand on
safeguarding and system service delivery during
and following the COVID-19 pandemic.

Develop a joint Children’s and Adults at risk
Safeguarding Policy.

Continue to work with Multi-agency partners to
ensure Adult Safeguarding remains a key priority

How we will do it
when we introduce the new NHS Safeguarding
Commissioning
Assurance Toolkit (Safeguarding CAT) due to be
launched in Jan 21 for implementation in April 21
 To continue to work jointly with the contracts
team to develop integrated pathways.


Learning from practice reviews and learning
reviews will continue to be disseminated with
a focus on auditing the outcomes of action
plans with providers across both the provider
and the wider economy.
 Work to continue to develop safeguarding
practice within primary care via virtual
training and ensuring up to date information
is passed to them in a timely manner.
 NHS Cheshire CCG safeguarding staff has
been consistent members of some of the key
‘COVID-19 Partnership’ meetings .This has
provided the opportunity for timely and
relevant information sharing to establish and
act on any risk areas. In addition it has
enabled our safeguarding team to consider
safeguarding impacts and has established
closer communication with health providers.
 Develop an integrated policy adult and
children’s policy to ensure that we are guided
by a coordinated response and whole family
approach to safeguarding.
Designated Nurses will remain present at Adult
Safeguarding Boards and play an integral part in
all the sub-groups to the Adult boards,
attending/supporting [where appropriate]
Section 42 Enquiries, ensuring clarity on what
constitutes Safeguarding

Embedding the Liberty Protection Safeguards to
ensure clarity across Health and Social Care

Working alongside Health and Social Care
colleagues to ensure new guidance is interpreted
clearly during the transition and provider
engagement to maintaining accountability and
ownership of the new way of working

Monitoring of the implementation of E-Learning
Level 3 Adult Safeguarding Training

Providing revised dashboards to our main
providers to reflect the level of assurance
regarding Level 3 training compliance with Trusts
and that appropriate auditing of the training is
reflected

Maintaining bi-weekly support calls to Named
Leads in Adult Safeguarding

The upscale of Microsoft Teams has enabled the
Designated Nurses to engage directly with all
Named Leads during the COVID-19 Pandemic,
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2020/21 Priorities

How we will do it
direct discussions with named leads have
highlighted the importance of this close contact
and that this continues into the years ahead

20.2 Further work in engagement with Adults, children and young people in the work of NHS and the
safeguarding team has reflected on previous priorities and has identified a realistic joint adult,
children and young people priority plan for the next financial year, with the consideration of the
COVID-19 Pandemic that has developed over the 2020/2021 financial year. Given the unknowns
of the COVID-19 pandemic the safeguarding team will regularly review its priorities and work from
an organisational point and as a member of the multi-agency safeguarding arena across Cheshire.

21 RECOMMENDATIONS
21.1 The information contained in this report demonstrates that the safeguarding team have continued
to ensure robust commissioning arrangements are in place for safeguarding and the important
work with partners to support service development, delivery and governance arrangements.
21.2 A key area of work during 2019/2020 has been to support the development of the Safeguarding
Children Partnerships. This supports the statutory changes in the Children and Social Work Act
(2017), which led to a revised publication of Working Together (July 2018). Although the changes
affect the Clinical Commissioning Groups, and their responsibilities and accountability it is also an
opportunity to have an impact on how services are commissioned which can improve outcomes for
vulnerable children and their families.
The Governing Body is asked to:
a) NOTE the contents of this report and accept assurances that NHS Cheshire Clinical
Commissioning Group is meeting its statutory responsibilities in relation to Safeguarding
Children and Adults.
b) APPROVE publication to the Cheshire East and Cheshire West and Chester

Safeguarding Children Partnerships and Safeguarding Adult Boards Executive
Boards.
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Consideration for publication

Meetings of the Governing Body and Primary (General Medical) Care Commissioning
Committee meetings will be held in public and the associated papers will be published unless
there are specific reasons that should not be the case. This paper will therefore be deemed
public unless any of the following criteria apply:
The item involves sensitive HR issues
N
The item contains commercially confidential issues
N
Some other criteria outlined in the REASONS FOR RESERVING MATTERS TO A
N
PRIVATE MEETING OF THE GOVERNING BODY Protocol apply. Please outline below:

Key Issues and considerations

At the last extraordinary Governing Body meeting, held on 19 January 2021, Governing Body
members indicated their support for a temporary increase in the authorisation limit for the
Accountable Officer, in relation to Covid-19 expenditure, and this paper also puts forward a
proposal to also support a temporary increase in the authorisation limit for the Executive
Director of Finance & Contracting.
It should be noted that the Governing Body has the delegated authority to approve
amendments to the Scheme of Reservation and Delegation (SORD) and Standing Financial
Instructions (SFIs), however elements of the SFIs, namely the delegated financial limits table
(Table B) is also required to be contained within the CCGs Constitution. Therefore, by
approving any changes to the CCGs SFIs, the Governing Body will also be approving the
corresponding changes within the CCG Constitution or – if the Governing Body considers the
changes substantially material – it will need to seek approval from the CCGs membership
ahead of submitting any Constitution variation request to NHS England& Improvement.
Subject to Governing Body approval the CCG is likely to be operating the updated Standing
Financial Instructions prior to receiving approval for Constitutional changes from NHS England
and Improvement due to possible other amendments required to the Scheme of reservation
and Delegation resulting from proposed changes in Cheshire and Merseyside, as well as the
time lag between the submission of a variation request and receipt of approval.
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GBAF20-09 - Covid-19 pandemic response
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Recommendation(s)
The Governing Body is asked to:
 approve the proposed temporary increase in authorisation limits for the Accountable Officer
and Executive Director of Finance and Contracting for Covid-19 related expenditure as
detailed within the paper
 approve the proposed amendments to the CCGs Standing Financial Instructions and
corresponding changes to the Authorised Signatory List
 consider whether the proposed changes are sufficiently material to require engagement with
the GP membership, and if not approve the corresponding amendments to the CCGs
Constitution to reflect the agreed changes to Table B within the Standing financial
instructions and subsequent submission of a Constitution variation request to NHS England
and Improvement
 note the proposed changes to the Authorised Signatory List as agreed by and within the
delegated authority of the Accountable Officer and Executive Director of Finance and
Contracting.

Delivery of CCG’s duties / strategies / aims / objectives

This paper supports the CCG in maintaining robust governance arrangements and probity
around financial expenditure and is in line with the CCGs Strategic aim of ‘Financial
sustainability and good governance.’

Reason for consideration by the committee / governing body

Will it significantly affect or determine CCG priorities (and future commitments)?
Is it likely to be of significant public interest?
Will it have a significant impact on the CCG’s ability to deliver its strategic objectives /
statutory duties?
If applicable, is there a specific requirement, or has there been a specific request that
the Governing Body make the decision?
Is funding required? Please see also section below
Other? If “Other”, please explain the rationale for presenting this report:

Y
Y
Y
N
N
N

Authority to agree the recommendation

If applicable – Have you confirmed that this committee / group has the necessary
authority to approve the requested recommendation?
If this includes a request for funding, does this committee / group have the necessary
delegated financial authority to approve it?
If this includes a request for funding, have the finance team confirmed the availability
of funding?

Y
N/A
N/A

Conflicts of Interest Consideration (if applicable)
Not applicable

Report / Paper history and next steps

This report was reviewed at the CCG Executive Team meeting on 9 February 2021 and the
proposals within supported. Following approval by the Governing Body the updated CCG
Scheme of reservation and Delegation and Standing Financial Instructions will be uploaded to
the CCG website. The CCG Constitution will also be amended to reflect the necessary
changes and a variation request submitted to NHS England and Improvement.

Appendices
Appendix A
Appendix B

Draft v1.3 CCG Scheme of Reservation and Delegation and Standing
Financial Instructions
Revised Authorised Signatory list
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Amendments to the CCGs
Standing Financial Instructions
1.

Background

1.1 During the extraordinary Governing Body meeting that was convened on the 19
January 2021 to consider and support an urgent decision relating to a Covid-19 funded
service, Governing Body members in attendance indicated that they would support a
temporary increase in the delegated financial authorisation limit of the Accountable
Officer to £500,000 in relation to Covid-19 expenditure. This would support:
 responsive decision making during the Covid-19 pandemic period
 minimise the requirement to call additional Governing Body meetings at short notice
to review urgent decisions.
1.2 It was agreed at this meeting that the CCGs Standing Financial Instructions (SFI’s)
would be reviewed to understand how this decision would be implemented i.e. which
section of the SFI’s would this be applicable to, and to bring back to the Governing
Body for approval the amendments to the SFI’s.
1.3 Given the nature of the Covid-19 Pandemic and looking back over the previous
decisions undertaken over the last year in relation to Covid-19 expenditure, the
temporary increase would be until 31 March 2022 and would be applicable to the
following sections only:
Approval to Requisition Goods & Services Non Health Care:
 E2 Services including IT, maintenance and support services where not already
included within the agreed budgets (based on total expected costs)
 E3 Recharges form other public sector bodies not included within agreed Annual
Commissioning Plan & Budget (based on total expected costs)
 E4 Approval for all other requisitions / contracts (based on total expected costs)
Approval of Healthcare Investment Business Cases
 G2 Proposed expenditure in business case not included in Annual Commissioning
Plan & Budget (based on total expected costs which may span more than one year)
1.4 In addition, to support the interim emergency arrangements and to enable greater
flexibility in being able to undertake decisions responsively, it was also felt reasonable
that the Executive Director of Finance & Contracts limits were reviewed on a similar
basis and proposal be put forward to the Governing Body to also support a temporary
increase in delegated financial authorisation limit in relation to Covid-19 expenditure.
1.5 Therefore, the proposed changes in relation to the above SFI categories for both
positions are summarised In Table One.
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Table One
SFI Category
Existing Limit
Accountable Officer
- Covid E2
£250,000
- Covid E3
£250,000
- Covid E4
£250,000
- Covid G4
£250,000
Executive Director of Finance & Contracts
- Covid E2
£100,000
- Covid E3
£100,000
- Covid E4
£100,000
- Covid G4
£100,000

Proposed Interim Limit
£500,000
£500,000
£500,000
£500,000
£250,000
£250,000
£250,000
£250,000

1.6

These proposed changes were considered by the Executive Team at its meeting on
9 February 2021 and the proposals supported to be taken to the Governing Body for
approval.

1.7

The CCGs Scheme of Reservation and Delegation and Standing Financial
Instructions (Appendix A) have been updated to incorporate the changes outlined in
Table One. The proposed changes have also been reflected within the CCGs
Authorised Signatory List (Appendix B).

1.8

The Governing Body is asked to:
 approve the proposed temporary increase in authorisation limits for the
Accountable Officer and Executive Director of Finance and Contracting for Covid19 related expenditure as detailed within the paper
 approve the proposed amendments to the CCGs Standing Financial Instructions
and corresponding changes to the Authorised Signatory List.

2.

Considerations

2.1

The Governing Body should note that whilst it has the delegated authority to approve
amendments to the CCG SORD/SFIs without having to seek any further internal
(membership) or external (NHS England/Improvement), it does for Constitutional
changes. Elements of the SFIs, namely the delegated financial limits table in Table B
of the SORD, are also required to be contained within the CCGs Constitution.
Therefore, by approving any changes to the delegated financial limits table, the
Governing Body is also in effect approving the corresponding changes within the
CCG Constitution or – if the Governing Body considers the changes substantially
material – seek approval from the CCGs membership ahead of submitting a
Constitution variation request to NHS England/Improvement. Note, until NHS
England and Improvement approves the variation request to the CCG Constitution it
is not legally in effect.

2.2

In considering the proposals, the Executive Team did not consider that the proposed
amendments sufficiently material to require seeking approval of the GP Membership.

2.3

The Governing Body is asked to:
 consider whether the proposed changes are sufficiently material to require
engagement with the GP membership, and if not:
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 approve the progression of the corresponding amendments to the CCGs
Constitution to reflect the agreed changes to Table B within the Standing Financial
instructions and subsequent submission of a Constitution variation request to NHS
England and Improvement.

3.

Revisions and Additional Roles to Authorised Signatory List

3.1

Since implementing the CCG SFIs it was always anticipated that refinements would
need to be made to reflect the learning and experience over recent months.
Proposed amendments to the Authorised Signatory List were taken to the Executive
Team meeting on the 9th February 2021 regarding changes to both the Continuing
Health Care and Individual Funding Request Teams both of which deal with:
 high volume of requests
 follow specific guidance in relation to the approval / commitments of costs
 experiencing a high volume of referrals to Executives
 improve the responsiveness of decision making.

3.2

The proposals were supported by the Executive Team. As the proposed changes to
the authorised signatory levels do not exceed those assigned to Directors (which are
approved by the Governing Body) they could be approved by both the Accountable
Officer & Executive Director of Finance & Contracts. This is in line with what is
outlined within the SFIs. Amendments to the SFIs that reflect these changes are
highlighted in yellow in Appendix Two.

3.3

The Governing Body is asked to:
 note the proposed changes to the Authorised Signatory List with Appendix B as
agreed by and within the delegated authority of the Accountable Officer and
Executive Director of Finance and Contracting.

4.

Next Steps

4.1

Subject to approval by the Governing Body the updated CCG Scheme of Reservation
and Delegation and Standing Financial Instructions will be uploaded to the CCG
website. The CCG Constitution will also be amended to reflect the necessary
changes and, if the GP Membership does not need to be engaged on this item, a
variation request will be submitted to NHS England and Improvement.
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INTRODUCTION
The 2006 Act (as amended by the 2012 Act) provides the group with powers to delegate the group’s functions and those of the
Governing Body to certain bodies (such as committees) and certain persons. The CCG Scheme of reservation and delegation
(SORD) sets out those decisions that are reserved for the CCG membership as a whole and those decisions that are the
responsibilities of the group’s Governing Body, the Governing Body’s committees and sub-committees, the group’s committees and
sub-committees, individual members and employees. The group may revoke or alter a delegation at any time. The group remains
accountable for all of its functions, including those that it has delegated.
The Standing Financial Instructions (SFIs) detail the financial responsibilities and policies adopted by NHS Cheshire CCG. They
are designed to ensure that the CCGs financial transactions are carried out in accordance with the law and Government policy in
order to achieve probity, accuracy, economy, efficiency and effectiveness.
The SORD and SFIs as a combined document, together with the group’s standing orders and the group’s prime financial policies
provide a procedural framework within which the group discharges its business.
The SORD, SFIs, standing orders, and prime financial policies have effect as if incorporated into the group’s constitution. Group
members, employees, members of the Governing Body, members of the Governing Body’s committees and sub-committees,
members of the group’s committees and sub-committees and persons working on behalf of the group will be made aware of the
existence of these documents and, where necessary, be familiar with their detailed provisions. Failure to comply with the standing
orders, SORD, SFIs and prime financial policies may be regarded as a disciplinary matter that could result in dismissal.
The CCG’s Accountable Officer has responsibility for the operational management of the CCG.
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DECISIONS RESERVED TO THE MEMBERSHIP
GROUP
MEMBERSHIP

MEMBERS

DECISIONS RESERVED TO THE MEMBERSHIP
General Enabling Provision
The Membership may determine the arrangements by which members of the group approve those decisions that are reserved for
the membership.

MEMBERS

Consider and approve applications to NHS England on any matters relating to the group’s constitution in accordance with section
1.4.2 of the CCG Constitution.

CHAIR

Exercise on behalf of the membership those functions of the group which have been retained as reserved by the members of the
group.

SENATE

The Membership Senate is the main meeting forum between the CCG and its Membership, and will be the main forum which acts
on behalf of and for all of the CCGs member practices. The Senate will:
 provide clinical leadership to the CCG, particularly in respect of the development of operational plans, commissioning
intentions and strategy;
 hold the Governing Body and its committees to account for the delivery of the CCG’s mission, values and strategic
priorities;
 provide a key forum for peer to peer review and challenge as required;
 escalate issues for consideration by the whole membership of the CCG, or the Governing Body, or the Primary (General
practice) Care Commissioning Committee.
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THE GOVERNING BODY

THE GOVERNING BODY

THE GOVERNING BODY

THE GOVERNING BODY

DECISIONS RESERVED TO THE GOVERNING BODY
General Enabling Provision
The Governing Body may determine any matter, for which it has delegated or statutory authority, it wishes in full session within its
statutory powers.
Regulations and Control
1. Approve Standing Orders (SOs), a schedule of matters reserved to the Governing Body and Standing Financial Instructions
for the regulation of its proceedings and business.
2. Suspend Standing Orders.
3. Vary or amend the Standing Orders.
4. Approve the CCG overarching Scheme of Reservation and Delegation.
5. Approve any recommendations of the Governing Body and CCG Committees and sub-committees, or individuals, regarding
changes to the CCG scheme of reservation and delegation.
6. Approve a scheme of delegation of powers from the Governing Body to committees.
7. Require and receive the declaration of Governing Body members’ interests which may conflict with those of the Clinical
Commissioning Group (CCG) and, taking account of any waiver which the Secretary of State for Health may have made in
any case, determining the extent to which that member may remain involved with the matter under consideration.
8. Require and receive the declaration of officers’ interests that may conflict with those of the CCG.
9. Approve arrangements for dealing with complaints.
10. Adopt the organisational structures, processes and procedures to facilitate the discharge of business by the CCG and to
agree modifications thereto.
11. Receive reports from committees including those that the CCG is required by the Secretary of State or other regulation to
establish and to action appropriately.
12. Confirm the recommendations of the CCG’s committees where the committees do not have executive powers.
13. Establish terms of reference and reporting arrangements of all committees that are established by the Governing Body.
14. Authorise use of the seal.
15. Discipline members of the Governing Body or employees who are in breach of statutory requirements or SOs.
16. Approve any urgent decisions taken by the Chair of the CCG and Chief Officer (Accountable Officer) for ratification by the
CCG in a public session.
Appointments / Dismissal
1. Appoint and dismiss members of the Governing Body.
2. Appoint and dismiss committees (and individual members) that are directly accountable to the Governing Body.
3. Appoint, appraise, discipline and dismiss officer members.
4. Confirm appointment of members of any committee of the CCG as representatives on outside bodies.
Strategy, Plans and Budgets
1. Define the strategic aims and objectives of the CCG.

173

THE GOVERNING
BODY

THE GOVERNING BODY

THE GOVERNING BODY
THE GOVERNING BODY

DECISIONS RESERVED TO THE GOVERNING BODY
2. Identify the key strategic risks, evaluate them and ensure adequate responses are in place and are monitored.
3. Approve plans in respect of the application of available financial resources.
4. Approve proposals for ensuring quality and developing clinical governance in services provided by the CCG or its constituent
practices, having regard to any guidance issued by the Secretary of State.
5. Approve the CCG annual commissioning strategy or plan.
6. Approve Outline and Final Business Cases for Capital Investment if this represents a variation from the Plan.
7. Approve annual financial plan, including budgets delegated to other CCG Committees and/or Sub-Committees of the
Governing Body
8. Approve annually CCG’s proposed organisational development proposals.
9. Ratify proposals for acquisition, disposal or change of use of land and/or buildings.
10. Approve the opening of bank accounts.
11. Approve individual contracts of a capital or revenue nature above the limits of delegation to the Chief Officer (Accountable
Officer) and Executive Director of Finance and Contracts
12. Approve in individual cases for the write off of losses or making of special payments above the limits of delegation to the Chief
Officer (Accountable Officer) and Executive Director of Finance and Contracts (for losses and special payments) previously
approved by the Governing Body.
13. Approve proposals for action on litigation against or on behalf of the CCG.
Audit
1. Receive the annual management letter received from the External Auditor and agreement of proposed action, taking account
of the advice, where appropriate, of the Governance, Audit and Risk Committee.
2. Receive an annual report from the Internal Auditor and agree action on recommendations where appropriate of the
Governance, Audit and Risk Committee.
Annual Reports and Accounts
1. Receipt and approval of the CCG's Annual Report and Annual Accounts.
Monitoring
1. Receipt of such reports as the Governing Body sees fit from the Officers and committees in respect of its exercise of powers
delegated.
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DECISIONS/DUTIES DELEGATED BY THE GOVERNING BODY TO COMMITTEES

The Governance, Audit and Risk Committee (the “Committee”) has been established in accordance with the Clinical
Commissioning Groups’ (CCGs) Constitution.

GOVERNANCE, AUDIT
AND RISK COMMITTEE

The Governing Body has conferred or delegated the following functions and authority, connected with the Governing
Body’s main function,1 to its Governance, Audit and Risk committee:
 review the establishment of an effective system of integrated governance, risk management and internal
control
 ensure there is an effective internal audit function that meets Public Sector Internal Audit Standards 2017
and provides independent assurance to the committee.
 review and monitor the findings of the external auditors
 ensure that the CCG has adequate arrangements for Counter Fraud, bribery and corruption that meet
NHSCFAs quality assurance programme
 monitor and review the integrity of the key financial statements of the CCG.
 review the adequacy and security for arrangements for raising concerns
 commission, review and authorise policies where they are explicitly related to areas within the remit of the
Committee as outlined within the TOR, or where specifically delegated by the Governing Body.
It shall advise and provide assurance to the Governing Body on:
 the strategic processes for risk, control and governance and the Governance Statement
 the accounting policies, accounts and annual report of the CCG
 planned activity and results of both internal and external audit
 adequacy of response to issues identified by audit activity, including external audit management letter
 management of risk and corporate governance requirements for the CCG
 processes and policies for a number of areas including; risk management anti-fraud, corruption and bribery,
whistle-blowing, conflicts of interest, information governance
In particular, the committee will provide assurance to the Governing Bodies on delivery of the duty to prepare an

1

See section 14L(2) of the 2006 Act, inserted by section 25 of the 2012 Act
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annual report for each financial year.

COMMITTEE REMIT AND AUTHORITY
In order to deliver its broad purpose as outlined above, the responsibilities of the committee will include:
 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 organisation’s activities that supports the achievement of
the organisation’s objectives.
In particular, the Committee will review the adequacy and effectiveness of:
 all risk and control related disclosure statements (in particular the annual governance statement), together
with any accompanying head of internal audit opinion, external audit opinion or other appropriate independent
assurances, prior to submission to the governing body
 the underlying assurance processes that indicate the degree of achievement of the organisation’s objectives,
the effectiveness of the management of principal risks and the appropriateness of the above disclosure
statements
 the policies and procedures for ensuring compliance with regulatory, legal and code of conduct requirements
and any related reporting and self-certifications, for example information governance and conflicts of interest
assurance.
In carrying out this work the Committee will primarily 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 directors
and managers as appropriate, concentrating on the over-arching systems of integrated governance, risk management
and internal control, together with indicators of their effectiveness.
 Internal Audit
The Committee shall ensure that there is an effective internal audit function that meets the Public Sector Internal Audit
Standards 2017 and provides appropriate independent assurance to the Committee, Accountable Officer and
governing body. This will be achieved by:
 considering the provision of the internal audit service and the costs involved
 reviewing and approving the annual internal audit 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
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coordination between the internal and external auditors to optimise the use of audit resources
ensuring that the internal audit function is adequately resourced and had appropriate standing within the
organisation
monitoring the effectiveness of internal audit and carrying out an annual review.

 External Audit
The Committee shall review and monitor the external auditors’ independence and objectivity and the effectiveness of
the audit process. In particular, the Committee will 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:
 considering the appointment and performance of the external auditors, as far as the rules governing the
appointment permit (and make recommendations to the governing body where appropriate)
 discussing and agreeing with the external auditors, before the audit commences, the nature and scope of the
audit as set out in the annual plan
 discussing with the external auditors their evaluation of audit risks and assessment of the organisation and
the impact on the audit fee
 reviewing all external audit reports, including the report to those charged with governance (before its
submission to the governing body) and any work undertaken outside the annual audit plan, together with the
appropriateness of management responses
 ensuring that there is in place a clear policy for the engagement of external auditors to supply non-audit
services.
 Other assurance functions
The Committee shall review the findings of other significant assurance functions, both internal and external to the
organisation, and consider the implications for the governance of the organisation.
These will include, but will not be limited to, any reviews by Department of Health and Social Care arm’s length bodies
or regulators/inspectors – for example, the Care Quality Commission, NHS Resolution, etc. and professional bodies
with responsibility for the performance of staff or functions – for example, Royal Colleges, accreditation bodies etc.
In addition, the Committee may review the work of other committees within the organisation, whose work can provide
relevant assurance to the committee’s own areas of responsibility. In particular, this will include clinical governance,
risk management or quality committees that are established, along with recommendations of the auditor panel.
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 Counter fraud
The Committee shall satisfy itself that the organisation has adequate arrangements in place for counter fraud, bribery
and corruption that meet NHSCFA’s standards and shall review the outcomes of work in these areas.
In accordance with The NHS CFA’s Fraud Standards for Commissioners, NHS England’s Audit Committee has:
‘stated its commitment to ensuring commissioners achieve these standards and therefore requires assurance that
they are being met via NHSCFA’s quality assurance programme.’
The committee will refer any suspicions of fraud, bribery and corruption to the NHSCFA.
The committee will review the policies and procedures for all work related to counter fraud, bribery and corruption as
required by NHSCFA.
 Financial Reporting
The Committee shall monitor the integrity of the financial statements of the organisation and any formal
announcements relating to its financial performance.
The Committee should ensure that the systems for financial reporting to the governing body, including those of
budgetary control, are subject to review as to the completeness and accuracy of the information provided.
The Committee shall review the annual report and financial statements before submission to the governing body,
focusing particularly on:
 the wording in the annual governance statement and other disclosures relevant to the terms of reference of
the Committee
 changes in, and compliance with, accounting policies, practices and estimation techniques
 unadjusted misstatements in the financial statements
 significant judgements in preparation of the financial statements
 significant adjustments resulting from the audit
 letters of representation
 explanations for significant variances.
 Whistleblowing
The Governance Institute guidance note – terms of reference for audit committees states that ‘the committee shall
review the adequacy and security of the company’s arrangements for its employees and contractors to raise concerns,
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in confidence, about possible wrongdoing in financial reporting or other matters. The committee shall ensure that
these arrangements allow proportionate and independent investigation of such matters and appropriate follow up
action.
To that end, the committee shall review the effectiveness of the arrangements in place for allowing staff to raise (in
confidence) concerns about possible improprieties in financial, clinical or safety matters and ensure that any such
concerns are investigated proportionately and independently.
The Committee is authorised to:
 request further investigation or assurance on any area within its remit
 bring matters to the attention of other committees to investigate or seek assurance where they fall within the
remit of that committee
 make recommendations to the Governing Body
 escalate issues to the Governing Body
 produce an annual work plan to discharge its responsibilities
 approve the terms of reference of any sub-groups to the committee.
The Remuneration Committee (the “Committee”) has been established in accordance with the Constitution of NHS
Cheshire Clinical Commissioning Group (CCG).

REMUNERATION
COMMITTEE

1.2

The Committee is a formal Committee of the CCG Governing Body and has authority as specified within these
Terms of Reference. To view where the Remuneration Committee sits within the CCG structure go to
www.cheshireccg.nhs.uk.

1.3

The committee is accountable to the Governing Body and any changes to these terms of reference must be
agreed with the Governing Body.

1.4

The Committee will operate under the direction of the Committee Chair with the assistance of the CCG Director
of Governance and Corporate Development and will report to the Governing Body of the CCG.

1.5

The Committee has been established to support the CCG in the delivery of its statutory duties and to provide
assurance to the Governing Body in relation to the delivery of these duties. It shall:
 make recommendations to the Governing Body about the remuneration, fees and other allowances for
employees and for people who provide services to the group and on determinations about allowances under
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any pension scheme that the group may establish under paragraph 11(4) of Schedule 1A of the 2006 Act,
inserted by Schedule 2 of the Health and Social Care Act 2012.

2.
COMMITTEE REMIT AND AUTHORITY
In order to deliver its broad purpose as outlined above, the responsibilities of the committee will include making
recommendations to the Governing Body on:
 determinations about the terms and conditions, remuneration, fees and other allowances for governing body
members (other than lay members), employees of the CCG (including GPs performing roles within the CCG) and
for people who provide services to the group;
 determinations about allowances under any pension scheme that the group may establish as an alternative to the
NHS pension scheme; and
 arrangements for termination of employment and other contractual arrangements.
The Committee is authorised to:
 form a sub-committee whose membership will not include any Independent Lay Governing Body members and
whose remit is to consider and make recommendations to the Governing Body on the remuneration and terms of
conditions for the Independent Lay Members on the Governing Body;
 request further investigation or assurance on any area within its remit. It is authorised to seek any information it
requires from any employee;
 obtain outside legal or other independent professional advice and to secure the attendance of advisers with
relevant experience and expertise if it considers this necessary;
 bring matters to the attention of other committees to investigate or seek assurance where they fall within the remit
of that committee;
 commission, review and authorise policies where they are explicitly related to areas within the remit of the
Committee as outlined within the TOR, or where specifically delegated by the Governing Body.
 make recommendations to the Governing Body and the CCG Membership;
 escalate issues to the Governing Body and CCG Membership;
 produce an annual work plan to discharge its responsibilities;
 approve the terms of reference of any sub-groups to the committee.
In order to fulfil its role effectively, the Committee will:
 review and recommend to the Governing Body the application of national guidance related to remuneration and
conditions of service for the CCG workforce under Agenda for Change (AfC) and non-AfC terms and conditions
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(T&C’s);
review on an annual basis the CCG Remuneration Framework;
review on an annual basis the Terms of Reference of any sub-committees of the Remuneration Committee;
consider and recommend to the Governing Body allowances under any pension scheme the CCG might establish
as an alternative to the NHS pension scheme;
review and consider evidence collected regarding the performance of the CCG Chair, Chief Officer, Chief Finance
Officer and other senior team members on VSM or other non AfC Contracts when determining any annual salary
awards;
consider and recommend to the Governing Body the severance payments of the GP Chair, Chief Officer, Chief
Finance Officer and of other senior staff on VSM or other non AfC Contracts;
have the responsibility of reviewing and monitoring those risks within the Governing Body Assurance Framework
appropriate to the remit of Committee, ensuring that any identified risks allocated to the Committee are actioned
appropriately and that assurances are sought; and
be responsible for providing assurance to the Governing Body that all corporate duties in relation to this agenda
are compliant and in line with corporate aims and objectives.

In making any recommendations the Committee will take into account:
 provisions of any national guidance arrangements;
 relevant legislation (in particular anti-discrimination and equal pay legislation);
 best practice and affordability;
 employee relations and relevant staffing matters within the CCG;
 remuneration levels elsewhere in the NHS and other relevant labour markets;
 trends and developments in non-pay benefits and terms and conditions;
 organisational performance;
 auditor requirements;
 existing terms and conditions of service;
 statutory health and safety legislation and best practice; and
 CCG values and principles.
QUALITY AND
SAFEGUARDING
COMMITTEE

The Quality and Safeguarding Committee (the “Committee”) has been established in accordance with the Clinical
Commissioning Groups’ (CCGs) constitutions.
The Committee has been established to support the CCGs in the delivery of their statutory duties and provide

181

COMMITTEE

DECISIONS/DUTIES DELEGATED BY THE GOVERNING BODY TO COMMITTEES

assurance to the Governing Bodies in relation to the delivery of those duties. It shall:
 Monitor the quality and safety of services commissioned by the CCG and pro-actively challenge and review
delivery against expected quality standards, agreeing any action plans or recommendations as appropriate.
 Monitor progress in delivery against the quality measures included within the NHS Outcomes Framework,
challenge variances from plan and ensure actions are put in place to rectify adverse trends.
 Undertake “horizon scanning” to ensure the CCG keeps abreast of national, regional, and local issues relating to
quality and safeguarding.
 Ensure that the CCG discharges the statutory duties in relation to the achievement of continuous quality
improvement and safeguarding of vulnerable children and adults.
In particular, the Committee will provide assurance to the Governing Bodies on the delivery of the following statutory
duties:
 Duty as to the improvement in quality of services
 Duty in relation to quality of primary medical services
 Duty as to promoting education and training
 Duties in relation to safeguarding

COMMITTEE REMIT AND AUTHORITY

The broad purpose of the Committee is outlined in “Purpose” section above. In order to deliver this, the
responsibilities of the Committee will include:
 Ensuring processes are in place to seek assurance from commissioned services that they are delivering high
quality services that are safe, effective, and provide patients and carers with positive experiences of care
 Seeking assurance that our engagement and partnership with people and communities (our look forward) is
connected with the insight, experience and intelligence gathered from patient surveys, concerns, complaints,
claims and incidents (our look back) and used to drive service improvements
 Continually developing the clinical commissioning group’s approach to quality improvement; through ensuring
quality assurance and safeguarding data is used to inform commissioning decisions
 Overseeing the development, implementation and monitoring of quality schedules and safeguarding standards for
commissioned services
 Overseeing the process and compliance issues concerning serious incidents and informing the governing body of
any escalation or sensitive issues in good time
 Seeking assurance on the performance of organisations delivering NHS funded care in terms of the Care Quality
Commission and any other relevant regulatory bodies
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 Receiving intelligence about provider performance against contract requirements in relation to quality and
safeguarding and seeking assurance that effective action has been taken when exceptions are reported
 Ensuring a clear escalation process, including appropriate trigger points, is in place to enable appropriate
engagement of external bodies on areas of concern
 Ensuring processes are in place to interpret and implement local, regional and national policy (e.g. Quality
Accounts, Safeguarding etc.) and providing assurance that policy requirements are embedded in commissioned
services
 Ensuring considerations relating to safeguarding children and adults are integral to commissioning services and
robust processes are in place to deliver statutory functions, including:
 Safeguarding Children
 Looked After Children
 Child Death Review
 Safeguarding Adults
 Deprivation of Liberty Safeguarding
 Commissioning any reports, surveys or reviews of services it deems necessary to help it fulfil its obligations, along
with any scrutinising independent investigation reports relating to quality and safeguarding
 Oversight of infection prevention control and antimicrobial stewardship delivery plans
 Reviewing performance against the “quality of care and outcomes” elements of the NHS Oversight Framework
 Ensuring that all Equality and Inclusion requirements are monitored and actioned
 Escalating concerns relating to primary care quality to the primary care committee
 Commission, review and authorise policies where they are explicitly related to areas within the remit of the
Committee as outlined within the TOR, or where specifically delegated by the Governing Body.
The Committee is authorised to:
 Request further investigation or assurance on any area within its remit
 Bring matters to the attention of other committees to investigate or seek assurance where they fall within the remit
of that committee
 Make recommendations to the Governing Body
 Escalate issues to the Governing Body
 Produce an annual work plan to discharge its responsibilities
 To approve the terms of reference of any sub-groups to the committee.
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The CCG has established the NHS Cheshire CCG Primary Care Commissioning Committee. The Committee will
function as a corporate decision-making body for the management of the delegated functions and the exercise of the
delegated powers.
In accordance with its statutory powers under section 13Z of the National Health Service Act 2006 (as amended), NHS
England has delegated the exercise of the functions specified in Schedule 2 to these Terms of Reference to NHS
Cheshire CCG.
Arrangements made under section 13Z may be on such terms and conditions (including terms as to payment) as may
be agreed between NHS England and the CCG.

PRIMARY (GENERAL
MEDICAL) CARE
COMMISSIONING
COMMITTEE

Arrangements made under section 13Z do not affect the liability of NHS England for the exercise of any of its
functions. However, the CCG acknowledges that in exercising its functions (including those delegated to it), it must
comply with the statutory duties set out in Chapter A2 of the NHS Act and including:
o Management of conflicts of interest (section 14O);
o Duty to promote the NHS Constitution (section 14P);
o Duty to exercise its functions effectively, efficiently and economically (section 14Q);
o Duty as to improvement in quality of services (section 14R);
o Duty in relation to quality of primary medical services (section 14S);
o Duties as to reducing inequalities (section 14T);
o Duty to promote the involvement of each patient (section 14U);
o Duty as to patient choice (section 14V);
o Duty as to promoting integration (section 14Z1);
o Public involvement and consultation (section 14Z2).
The CCG will also need to specifically, in respect of the delegated functions from NHS England, exercise those set out
below:
 Duty to have regard to impact on services in certain areas (section 13O);
 Duty as respects variation in provision of health services (section 13P).
The Committee is established as a Committee of the CCG in accordance with
Schedule 1A of the “NHS Act”.
The Committee has been established in accordance with the above statutory provisions to enable the members to
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collectively consider the strategy, planning and procurement of primary care services in Cheshire, under delegated
authority from NHS England. In performing its role, the Committee will exercise its management of the functions in
accordance with the agreement entered into between NHS England and NHS Cheshire CCG which will sit alongside
the delegation and terms of reference.
The functions of the Committee are undertaken in the context of a desire to promote increased co-commissioning to
increase quality, efficiency, productivity and value for money and to remove administrative barriers. The role of the
Committee shall be to carry out the functions relating to the commissioning of primary medical services under section
83 of the NHS Act except those relating to the Reserved Functions of NHS England. This includes but is not limited to
the following activities:
 GMS, PMS and APMS contracts (including the design of PMS and APMS contracts, monitoring of contracts,
taking contractual action such as issuing branch/remedial notices, and removing a contract;
 newly designed enhanced services (“Local Enhanced Services” and “Directed Enhanced Services)
 design of local incentive schemes as an alternative to the Quality Outcomes Framework (QOF);
 Decision making on whether to establish new GP practices in an area;
 approving practice mergers;
 making decisions on ‘discretionary’ payments (e.g., returner/retainer schemes).
The decisions of the Committee shall be binding on the CCG and NHS England. Decisions will be published by the
CCG.
The Committee will also carry out the following activities:
 to plan, including needs assessment, primary [medical] care services in Cheshire;
 to undertake reviews of primary [medical] care services in Cheshire;
 to co-ordinate a common approach to the commissioning of primary care services generally;
 to manage
 commission, review and authorise policies where they are explicitly related to areas within the remit of the
Committee as outlined within the TOR, or where specifically delegated by the Governing Body and/or NHS
England/Improvement
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The committee has been established to support the CCGs in the delivery of its statutory duties and to provide
assurance to the Governing Bodies in relation to the delivery of these duties. It shall:
 Provide a focus on financial performance and delivery of financial recovery plans to ensure delivery of the
CCG's strategic and operational plans are achieved within financial allocations
 Provide a focus on financial performance and delivery of financial recovery plans.
 Support the development of reporting across a number of footprints i.e. Primary Care Network, Place and
Cheshire.



In particular, the Committee will provide assurance to the Governing Bodies on delivery of the:
Duty as to effectiveness and efficiency.

COMMITTEE REMIT AND AUTHORITY

In order to deliver its broad purpose as outlined above, the responsibilities of the committee will include:
 Overseeing the development and review of financial plans
 Overseeing the delivery of these financial plans via reporting on performance, contract management and financial
management, including detailed reporting on the financial position, variances and progress towards meeting the
targets within the CCGs’ financial plans, statutory financial targets and financial control totals
 Overseeing the development and review of financial recovery plans
 Gaining assurance on the delivery of the financial recovery plan to achieve the outcomes for the CCG in
accordance with the short and long term plans approved by NHS England and Improvement
 Reviewing and providing assurance on the financial performance of the CCGs
 Reviewing and providing assurance on financial performance across the system
 Reviewing the CCG budgets on an annual basis
 Reviewing the impact of Quality, innovation, Productivity and Prevention (QIPP) plans on the financial position
 Providing assurance on any other financial matter as requested by the Governing Body or Executive Team, or
brought to the committee’s attention by another CCG committee
 Reviewing performance against the “finance and use of resources” elements of the NHS Oversight Framework.
 Commission, review and authorise policies where they are explicitly related to areas within the remit of the
Committee as outlined within the TOR, or where specifically delegated by the Governing Body.
The Committee is authorised to:
 Request further investigation or assurance on any area within its remit
 Bring matters to the attention of other committees to investigate or seek assurance where they fall within the remit
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of that committee
Make recommendations to the Governing Body
Escalate issues to the Governing Body
Produce an annual work plan to discharge its responsibilities
To approve the terms of reference of any sub-groups to the committee.

The Committee has been established to support the CCGs in the delivery of their statutory duties and provide
assurance to the Governing Bodies in relation to the delivery of those duties. It shall:
 Provide a clinical and lay forum to consider the development and implementation of the commissioning
strategy and policy of the CCGs and to help secure the continuous improvement of the quality of services;
 Retain a focus on health inequalities and improved outcomes and ensure that the delivery of the CCG's
strategic and operational plans are achieved within financial allocations
 Have delegated authority to make decisions within the limits as set out in the CCG's Schemes of Reservation
and Delegation.

STRATEGIC
COMMISSIONING
AND PERFORMANCE
COMMITTEE

In particular, the Committee will provide assurance to the Governing Bodies on the delivery of the following statutory
duties:
 Duty to commission certain specified health services
 Duty as to reducing inequalities
 Duty as to patient choice
 Duty to obtain appropriate advice
 Duty to promote innovation
 Duty in respect of research
 Duty to promote integration
 Duty as to public involvement and consultation
 Duty to consult about commissioning plan and to publish a summary of the expressed views of the individuals
consulted and how the CCG has taken account of those views.

COMMITTEE REMIT AND AUTHORITY
The broad purpose of the Committee is outlined in “Purpose” section above. In order to deliver this, the
responsibilities of the Committee will include:
 Overseeing the development and review of commissioning strategy, operational commissioning plans and
annual commissioning intentions (and making recommendations to the Governing Body on their approval).
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Overseeing the development of work programmes that support the CCGs’ strategy and operational
commissioning plan, including areas of joint commissioning with partner organisations (and making
recommendations to the Governing Body on their approval as required).
Overseeing the development of work programmes that support national and regional priorities, strategies and
plans (and making recommendations to the Governing Body on their approval as required).
Overseeing the delivery of strategies, plans, commissioning intentions and work programmes. Receiving
reports on contractual performance and financial management and escalating issues to the Governing Body as
appropriate.
Overseeing the CCGs’ provider contract development process.
Overseeing the coordination and integration of services to support the delivery of effective, high quality,
accessible services, including via the Better Care Fund.
Ensuring that commissioning activities promote the health and wellbeing of communities as well as addressing
health inequalities, prioritising investment / disinvestment and commissioning activities to ensure cost effective
care is delivered.
Ensuring that commissioning decisions are underpinned and informed by communications and engagement
with the membership and local population as appropriate.
Overseeing the application of commissioning policies including those relating to individual funding requests
(IFR) and personal health budgets (PHB).
Overseeing the operation of the Medicines Management function.
Taking account of collaborative commissioning activities, including those of clinical networks, to ascertain if
they will have wider contracting / financial implications for the clinical commissioning group (for referral to the
Finance Committee / Governing Body if appropriate).
Overseeing the rigorous and ongoing analytical review of the drivers of system pressures, so that solutions to
these pressures may be developed with a collaborative approach.
Approving investment and significant commissioning decisions under delegated authority in accordance with
the CCGs’ Schemes of Reservation and Delegation.
Reviewing overall performance against the NHS Oversight Framework and, in particular, performance against
the “new service models” and “preventing ill health and reducing inequalities” elements of the Framework.
Commission, review and authorise policies where they are explicitly related to areas within the remit of the
Committee as outlined within the TOR, or where specifically delegated by the Governing Body.

The Committee is authorised to:
 Request further investigation or assurance on any area within its remit
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Bring matters to the attention of other committees to investigate or seek assurance where they fall within the
remit of that committee
Make recommendations to the Governing Body
Escalate issues to the Governing Body
Produce an annual work plan to discharge its responsibilities
To approve the terms of reference of any sub-groups to the committee.

DECISIONS/DUTIES DELEGATED TO THE CHIEF OFFICER (ACCOUNTABLE OFFICER)
DELEGATED TO
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

DUTIES DELEGATED
Meet the public sector equality duty by:
 Publishing, at least annually, information to demonstrate compliance
 Using the Equality Delivery Toolkit
 Preparing and publishing specific and measureable equality objectives and revising these every 4 years
Working in partnership with the local Authority to develop Joint Strategic Needs Assessment (JSNA) and Joint Health & Wellbeing
Strategies
Publish an explanation of how the group spent any payment in respect of quality made to it by NHS England
Approve CCG Staff HR, Health & Safety and IT Acceptable Use Policies that are brought for consideration and approval at Executive
Team meetings
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SCHEME OF DELEGATION DERIVED FROM THE CHIEF OFFICER (ACCOUNTABLE
OFFICER) MEMORANDUM
DELEGATED TO
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER) AND
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

DUTIES DELEGATED
Accountable through ‘NHS Chief Officer (Accountable Officer) Memorandum’ to Parliament for stewardship of CCG resources.

Ensure the accounts of the CCG are prepared under principles and in a format directed by the Secretary of State. Accounts must
disclose a true and fair view of the CCG’s income and expenditure and its state of affairs.
Sign the accounts on behalf of the Governing Body.
Sign a statement in the accounts outlining responsibilities as the Chief Officer (Accountable Officer).
Sign a statement in the accounts outlining responsibilities in respect of Internal Control.
Ensure effective management systems that safeguard public funds and assist CCG Chair to implement requirements of integrated
governance including ensuring managers:
 have a clear view of their objectives and the means to assess achievements in relation to those objectives;
 be assigned well defined responsibilities for making best use of resources;
 have the information, training and access to the expert advice they need to exercise their responsibilities effectively.
Implement requirements of corporate governance
Achieve value for money from the resources available to the CCG and avoid waste and extravagance in the organisation's
activities.
Follow through the implementation of any recommendations affecting good practice as set out in reports from such bodies as the
Audit Commission and the National Audit Office (NAO).
Use to best effect the funds available for commissioning healthcare to meet the needs of the local population.
Ensuring that expenditure by the CCG complies with Parliamentary requirements
The Codes of Conduct and Accountability incorporated in the Corporate Governance Framework issued to NHS Governing Body
by the Secretary of State are fundamental in exercising their responsibilities for regularity and probity. As a Governing Body
member they have explicitly subscribed to the Codes; and should promote observance by all staff.

190

DELEGATED TO
CHIEF OFFICER
(ACCOUNTABLE
OFFICER) AND
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS

DUTIES DELEGATED
Chief Officer (Accountable Officer), supported by the Executive Director of Finance and Contracts, to ensure appropriate advice is
given to the Governing Body and Executive Committee on all matters of probity, regularity, prudent and economical administration,
efficiency and effectiveness.
If Chief Officer (Accountable Officer) considers the Governing Body, Chair or any Committee is doing something that might infringe
probity or regularity; he/she should set this out in writing to the Chair and the Governing Body. If the matter is unresolved, he/she
should ask the Audit and Risk Committee to inquire and if necessary the NHSEngland and Department of Health and Social Care.
If the Governing Body or any Committee is contemplating a course of action that raises an issue not of formal propriety or regularity
but affects the Chief Officer’s (Accountable Officer’s) responsibility for value for money, the Chief Officer (Accountable Officer)
should draw the relevant factors to the attention of the Governing Body. If the outcome is that Chief Officer (Accountable Officer) it
overruled it is normally sufficient to ensure that Chief Officer’s (Accountable Officer) advice and the overruling of it are clearly
apparent from the papers. Exceptionally, the Chief Officer (Accountable Officer) should inform NHS England and the Department
of Health and Social Care.
The Accountable Officer (known locally as the Chief Officer) may periodically propose amendments to the Constitution which
shall be considered and approved by the Governing Body unless:
 changes are thought by the Governing Body to have a material impact in which case they will be referred to the group’s
Membership Senate for consideration and approval, namely:
o any changes to the membership of the CCG or reserved powers of the membership or that which is delegated to the
Membership Senate or Governing Body
o changes to the way that members are involved in the CCG, including for instance a change in the number of general
practice member representatives on the Governing Body or Primary (General Practice) Care Commissioning Committee,
o amendments giving effect to delegations outside of the CCG, where these have not already been discussed and
approved by the members
o changes relating to the role and authority of the CCG Chair.
 the majority of the General Practice representatives on the Governing Body formally request that the amendments be put
before the group’s Membership for approval
 the Chair of the CCG decides to refer to the Membership.
Operational responsibility for effective and sound financial management and information.
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SCHEME OF DELEGATION DERIVED FROM THE CODES OF CONDUCT AND
ACCOUNTABILITY
DELEGATED TO
GOVERNING BODY
GOVERNING BODY

AUTHORITIES/DUTIES DELEGATED
Approve procedures for declaration of hospitality and sponsorship
Ensure proper and widely publicised procedures for voicing complaints, concerns about maladministration, breaches of Code of
Conduct, and other ethical concerns.

GOVERNING BODY

Governing Body members share corporate responsibility for all decisions of the Governing Body.

GOVERNING BODY

CHAIR

It is the Governing Body’s duty to:
1. act within statutory financial and other constraints;
2. establish the Committees;
3. be clear what decisions and information are appropriate to the Governing Body and draw up Standing Orders, a Schedule of
Decisions Reserved to the Governing Body or its sub-committees, or CCG Committees and CCG individuals, and Standing
Financial Instructions to reflect these;
4. ensure that management arrangements are in place to enable responsibility to be clearly delegated to the Chief Officer
(Accountable Officer) and Executive Director of Finance and Contracts for the main programs of action and for performance
against programs to be monitored and the Chief Officer (Accountable Officer) and Executive Director of Finance and
Contracts held to account;
5. establish performance and quality measures that maintain the effective use of resources and provide value for money;
6. specify its requirements in organising and presenting financial and other information succinctly and efficiently to ensure the
Governing Body can fully undertake its responsibilities;
7. establish Audit and Remuneration Committees and any other committees, as appropriate on the basis of formally agreed
terms of reference which set out the membership of the committee, the limit to their powers, and the arrangements for
reporting back to the main Governing Body.
8. comply with legislation and guidance issued by the Department of Health on behalf of the Secretary of State, respect
agreements entered into by themselves or on their behalf and establish terms and conditions of service that are fair to the
staff and represent good value for taxpayers' money.
9. declare any of conflict of interests.
It is the Chair's role to:
1. provide leadership to the Governing Body;
2. enable all Governing Body members to make a full contribution to the Governing Body's affairs and ensure that the
Governing Body acts as a team;
3. ensure that key and appropriate issues are discussed by the Governing Body in a timely manner;
4. ensure the Governing Body has adequate support and is provided efficiently with all the necessary data on which to base
informed decisions;
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DELEGATED TO

CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS

AUTHORITIES/DUTIES DELEGATED
5. lead, through the support of a formally-appointed Remuneration Committee of the main Governing Body, on the
appointment, appraisal and remuneration of the Chief Officer (Accountable Officer) and (with the latter) other Governing
Body members;
6. be the lead for all Governing Body appointments
7. appoint a Lay Governing Body member or members to the role and function of Lay member Deputy Chair of the Governing
Body
8. lead on the appointment of Governing Body members to the CCGs Governing Body sub-committees, CCG Committees and
sub-committees.
9. Appoint an Assistant Clinical Chair of the CCG and Governing Body following approval from CCG membership.
The Chief Officer (Accountable Officer) is accountable to the Chair and members of the Governing Body for ensuring that its
decisions are implemented, that the organisation works effectively, in accordance with Government policy and public service
values and for the maintenance of proper financial stewardship.
The Chief Officer (Accountable Officer) should be allowed full scope, within clearly defined delegated powers, for action in
fulfilling the decisions of the Governing Body.
The other duties of the Chief Officer (Accountable Officer) as Chief Officer (Accountable Officer) are laid out in the Chief Officer
(Accountable Officer) Memorandum.
Responsible for:
a) Implementing the CCG’s financial policies and co-coordinating corrective action;
b) Maintaining an effective system of financial control including ensuring detailed financial procedures and systems are prepared
and documented;
c) Ensuring that sufficient records are maintained to explain CCG’s transactions and financial position;
d) Providing financial advice to members of Governing Body, staff and Committees;
e) Maintaining such accounts, certificates as are required for the CCG to carry out its statutory duties;
f) The design, implementation and supervision of systems of internal control.
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SCHEME OF DELEGATION FROM STANDING ORDERS
DELEGATED TO
CHAIR
CHAIR
CHAIR
CHAIR
CHAIR
CHAIR
CHAIR
GOVERNING BODY
GOVERNING BODY
GOVERNANCE,AUDIT
AND RISK COMMITTEE
GOVERNING BODY
CHAIR & CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
GOVERNING BODY
GOVERNING BODY
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHAIR OF A MEETING
GOVERNING BODY
ALL MEMBERS OF THE
GOVERNING BODY
CHAIR, CHIEF OFFICER
(ACCOUNTABLE
OFFICER), EXECUTIVE
DIRECTOR OF FINANCE
AND CONTRACTS
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

AUTHORITIES/DUTIES DELEGATED
Final authority in interpretation of Standing Orders.
Appoint a Lay Governing Body member or members to the role and function of Lay member Deputy Chair of the Governing Body
Appoint an Assistant Clinical Chair of the CCG and Governing Body
Calling meetings.
Chair all Governing Body meetings and associated responsibilities.
Give final ruling in questions of order, relevancy and regularity of meetings.
Having a second or casting vote.
Suspension of Standing Orders.
Variation or amendment of Standing Orders
Governance, Audit and Risk Committee to review every decision to suspend Standing Orders (power to suspend Standing Orders
is reserved to the Governing Body).
The Governing Body shall approve the appointments to each of the committees which it has formally constituted
The powers which the Governing Body has retained to itself within these Standing Orders may in emergency be exercised by the
Chair and Chief Officer (Accountable Officer) after having consulted at least two other members
Formal delegation of powers to committees, sub-committees or joint committees and approval of their constitution and terms of
reference
Declare relevant and material interests.
Disclosure of non-compliance with Standing Orders to the Chair/Chief Officer (Accountable Officer) as soon as possible.
Maintain Register(s) of Interests.
Make a declaration on a declared interest.
Comply with national guidance contained in HSG 1993/5 “Standards of Business Conduct for NHS Staff” and the Code of Conduct.
Disclosure of relationship between self and candidate for staff appointment.

Use of Seal and authorisation of documents

Keep seal in safe place and maintain a register of sealing.
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DELEGATED TO
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

AUTHORITIES/DUTIES DELEGATED
Shall publish and maintain a Freedom of Information Scheme.
Regularly report to the Governing Body on the nature and frequency of requests
Shall publish and maintain a Complaints process which is consistent with guidance from the NHS England and approve individual
responses to complaints on behalf of the Governing Body
Regularly report to the Governing Body on the nature and frequency of complaints
Ensure the appointment of suitably qualified members of the Governing Body or CCG staff to act as the Senior Information Risk
Officer, Caldicott Guardian, Whistleblowing (FTSU) Guardian and Conflicts of Interest Guardian
Ensure the appointment of suitably qualified members of the Governing Body to act as the person responsible for duties under the
Mental Health Capacity Act
Ensure the appointment of suitably qualified members of the Governing Body to act as the person responsible for duties in respect
of Safeguarding Children and Adults

SCHEME OF DELEGATION FROM STANDING FINANCIAL INSTRUCTIONS
DELEGATED TO
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
ALL MEMBERS OF
GOVERNING BODY
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER) &
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS

AUTHORITIES/DUTIES DELEGATED
Approval of all financial procedures.
Advice on interpretation or application of Standing Financial Instructions.
Have a duty to disclose any non-compliance with these Standing Financial Instructions to the Executive Director of Finance and
Contracts
Responsible as the Chief Officer (Accountable Officer) to ensure financial targets and obligations are met and have overall
responsibility for the System of Internal Control.

Accountable for financial control but will, as far as possible, delegate their detailed responsibilities.
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DELEGATED TO
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
ALL MEMBERS OF
GOVERNING BODY S
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
GOVERNANCE, AUDIT
AND RISK COMMITTEE
CHAIR
GOVERNANCE, AUDIT
AND RISK COMMITTEE
CHAIR
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS

AUTHORITIES/DUTIES DELEGATED
To ensure all Governing Body members, officers and employees, present and future, are notified of and understand Standing
Financial Instructions.
Responsible for security of the CCG’s property, avoiding loss, exercising economy and efficiency in using resources and conforming
to Standing Orders, Standing Financial Instructions and financial procedures.
Ensure that any contractor or employee of a contractor who is empowered by the CCG to commit the CCG to expenditure or who is
authorised to obtain income is made aware of these instructions and their requirement to comply.
Provide independent and objective view on internal control and probity.
Raise the matter at the Governing Body meeting where the Chair of the CCG Governance, Audit and Risk Committee considers
there is evidence of ultra vires transactions or improper acts.
Ensure an adequate internal audit service, for which he/she is accountable, is provided (and involve the Audit and Risk Committee in
the selection process when/if an internal audit service provider is changed.)
Ensure the annual audit report is prepared for consideration by the CCG Governance, Audit and Risk Committee.
Decide at what stage to involve police in cases of misappropriation and other irregularities.
Monitor and ensure compliance with Secretary of State for Health Directions on fraud and corruption including the appointment of
the Local Counter Fraud Specialist.
Monitor and ensure compliance with Directions issued by the Secretary of State for Health on NHS security management
including appointment of the Local Security Management Specialist.
Has overall responsibility for the CCG’s activities and ensuring the CCG stays within its resource limit.
Provide monthly reports to ensure draw down is for approved expenditure and timely and follows best practice in Cash
Management.
Ensure monitoring systems are in place to enable the CCG does not to exceed its financial limits.
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DELEGATED TO
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
CHIEF OFFICER
(ACCOUNTABLE
OFFICER) &
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
CHIEF OFFICER
(ACCOUNTABLE
OFFICER) &
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

AUTHORITIES/DUTIES DELEGATED
Periodically review assumptions, submit a report to the CCG annually showing total allocations received and their proposed
distribution.
Regularly update the CCG on significant changes to the initial allocation and the uses of such funds
Compile and submit to the Governing Body a local delivery plan which takes into account financial targets and forecast limits of
available resources. The plan will contain:
 a statement of the significant assumptions on which the plan is based;
 details of major changes in workload, services delivery or resources required to achieve the plan.
Submit budgets to the Governing Body for approval.
Monitor performance against budget; submit to the Governing Body financial estimates and forecasts.
Ensure adequate training is delivered on an on-going basis to budget holders.
Delegate budget to individual budget holders.
Must not exceed the budgetary total or virement limits set by the Governing Body.
Devise and maintain systems of budgetary control.
Ensure that for delegated expenditure to budget holders:
a) no overspend or reduction of income that cannot be met from virement is incurred without prior consent of the Governing Body;
b) approved budget is not used for any other than specified purpose subject to rules of virement;
c) no permanent or temporary employees are appointed unless approved by Chief Officer (Accountable Officer).
d) inform Executive Director of Finance and Contracts of money due from transactions which they initiate/deal with.
Identify and implement cost improvements and income generation activities in line with the plan.
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DELEGATED TO
CHIEF OFFICER
(ACCOUNTABLE
OFFICER) &
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER) &
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

AUTHORITIES/DUTIES DELEGATED

Submit monitoring returns to Regulators & National England.

Preparation of annual accounts and reports.
Managing banking arrangements, including provision of banking services, operation of accounts, preparation of instructions and list
of cheque signatories.
Income systems, including system design, prompt banking, review and approval of fees and charges, debt recovery arrangements,
design and control of receipts, provision of adequate facilities and systems for employees whose duties include collecting or holding
cash.
Maintain tendering and contracting procedure.
Waive formal tendering procedures.
Responsible for the receipt, endorsement and safe custody of tenders received.

Where one tender is received will assess for value for money and fair price.

No quotation shall be accepted which will commit expenditure in excess of that which has been allocated by the CCG and which is
not in accordance with these Instructions except with the authorisation of the Chief Officer (Accountable Officer).
The Chief Officer (Accountable Officer) shall nominate an officer who shall oversee and manage each contract on behalf of the CCG.
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DELEGATED TO
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
REMUNERATION
COMMITTEE

AUTHORITIES/DUTIES DELEGATED
The Chief Officer (Accountable Officer) shall nominate officers with delegated authority to enter into contracts of employment,
regarding staff, agency staff or temporary staff service contracts.
The Chief Officer (Accountable Officer) shall nominate officers to commission service agreements with providers of healthcare in line
with a commissioning plan approved by the Governing Body.
Ensure that regular reports are provided to the Governing Body detailing actual and forecast expenditure against the Service Level
Agreements.
Ensure secondary services are commissioned in line with the Commissioning Strategy and reach the required standards.
Approve proposals presented by the Chief Officer (Accountable Officer) for setting of remuneration and conditions of service for
those employees and officers not covered by the Remuneration Committee.

CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

Approval of variation to funded establishment structure.

CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

Approval of appointment of staff, including agency staff, appointments and re-grading within approved budget and funded
establishment.

EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS

EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

Payroll:
a) specifying timetables for submission of properly authorised time records and other notifications;
b) final determination of pay and allowances;
c) making payments on agreed dates;
d) agreeing method of payment.
Ensure that the chosen method for payroll processing is supported by appropriate (contracted) terms and conditions, adequate
internal controls and audit review procedures and that suitable arrangements are made for the collection of payroll deductions and
payment of these to appropriate bodies.
Ensure that all employees are issued with a Contract of Employment in a form approved by the Governing Body and which complies
with employment legislation;
Deal with variations to, or termination of, contracts of employment.
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DELEGATED TO
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS

EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS

EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS

CHIEF OFFICER
(ACCOUNTABLE
OFFICER)

EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS

AUTHORITIES/DUTIES DELEGATED
Determine, and set out, level of delegation of expenditure to budget managers, including a list of managers authorised to place
requisitions, the maximum level of each requisition and the system for authorisation above that level.
Set out procedures on the seeking of professional advice regarding the supply of goods and services.
a) Advise the Governing Body regarding the setting of thresholds above which quotations (competitive or otherwise) or formal
tenders must be obtained; and, once approved, the thresholds should be incorporated in standing orders and regularly reviewed;
b) Prepare procedural instructions [where not already provided in the Scheme of Delegation or procedure notes for budget holders]
on the obtaining of goods, works and services incorporating the thresholds;
c) Be responsible for the prompt payment of all properly authorised accounts and claims;
d) Be responsible for designing and maintaining a system of verification, recording and payment of all amounts payable;
e) Be responsible for ensuring that payment for goods and services is only made once the goods and services are received.
Approve proposed pre-payment arrangements.
Lay down procedures for payments to local authorities and voluntary organisations made under the powers of the NHS Act.
Ensure that Governing Body members are aware of the Financial Framework and ensure compliance
Capital investment( where permitted by the National England):
a) ensure that there is adequate appraisal and approval process for determining capital expenditure priorities and the effect that
each has on plans;
b) responsible for the management of capital schemes and for ensuring that they are delivered on time and within cost;
c) ensure that capital investment is not undertaken without availability of resources to finance all revenue consequences;
d) ensure that a business case is produced for each proposal.
Certify the costs and revenue consequences detailed in any business case for investment.
Approve procedures for reconciling balances on fixed assets accounts in ledgers against balances on fixed asset registers.
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DELEGATED TO
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
ALL MEMBERS OF
GOVERNING BODY
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
GOVERNING BODY
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
EXECUTIVE DIRECTOR
OF FINANCE AND
CONTRACTS
CHIEF OFFICER
(ACCOUNTABLE
OFFICER)
GOVERNING BODY
GOVERNING BODY

AUTHORITIES/DUTIES DELEGATED
Responsible for systems of control over stores and receipt of goods.
Security arrangements and custody of keys.
Prepare procedures for recording and accounting for losses, special payments.
Discovery or suspicion of loss of any kind must be reported immediately to Chief Officer (Accountable Officer) or Executive Director
of Finance and Contracts.
Where a criminal offence is suspected the Executive Director of Finance and Contracts must inform the police if theft or arson is
involved. In cases of fraud and corruption DoF must inform the relevant Local Counter Fraud Specialist.
Notify Governing Body and External Auditor of losses caused by theft, arson, neglect of duty or gross carelessness (unless trivial).
Approve write off of losses (within limits delegated by National England).
Maintain losses and special payments register.
Responsible for accuracy and security of financial data.
Ensure all staff are made aware of the CCG policy on the acceptance of gifts and other benefits in kind by staff.
Retention of document procedures in accordance with Department of Health guidance.
Approve and monitor risk management programme.
Approval of delegated budget and autonomous decision making powers to other Committees of the CCG and/or sub-committees of
the Governing Body.
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Delegated Authority
If the Chief Officer (Accountable Officer) is absent, powers delegated to them may be
exercised by the nominated officer(s) acting in their absence after taking appropriate
financial advice. A nominated officer will be required to ratify any decisions within the Chief
Officer (Accountable Officer)’s thresholds.
This Scheme of Delegation is intended to incorporate all budgets, plans, and flexibilities
of NHS Cheshire Clinical Commissioning Group areas previously agreed by the
Governing Body. Financial limits in this Scheme of Delegation only apply to expenditure
not previously agreed within budgets and plans.”
DELEGATED MATTER
1.

DELEGATED TO


OPERATIONAL
RESPONSIBILITY

Standing Orders /Standing Financial Instructions
a)

Final authority in interpretation of Standing Orders

Chair

Chair

b)

Notifying Directors and employees of their
responsibilities within the Standing Orders and
Standing Financial Instructions and ensuring that
they understand the responsibilities

Chief Officer (Accountable
Officer)

All Line Managers

c)

Responsibility for security of the CCG property,
avoiding loss, exercising economy and efficiency
in using resources and conforming with Standing
Orders, Financial Instructions and Financial
Procedures

Chief Officer (Accountable
Officer)

All Directors and Employees

d)

Suspension of Standing Orders

Governing Body

Governing Body

e)

Review suspension of Standing Orders

Governance, Audit and Risk
Committee

Governance, Audit and Risk
Committee

f)

Variation or amendment to Standing Orders

Governing Body

Governing Body

g)

Emergency powers relating to the authorities
retained by the Governing Body.

Chair and Chief Officer
(Accountable Officer)

Chair and Chief Officer (Accountable
Officer)

h)

Disclosure of non-compliance with Standing
Orders to the Chief Officer (Accountable Officer)
(report to the Governing Body).

All staff

All staff

i)

Disclosure of non-compliance with SFIs to the
Executive Director of Finance and Contracts
(report to the Audit and Risk Committee)

All staff

All staff

j)

Advice on interpretation or application of SFIs and
this Scheme of Delegation

Executive Director of Finance
and Contracts

Executive Director of Finance and
Contracts / Internal Audit / Director of
Governance and Corporate
Development
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Table A - Delegated Matters
DELEGATED MATTER
1.

DELEGATED TO

OPERATIONAL
RESPONSIBILITY

Audit Arrangements
a)

Advise the Board on Internal and External Audit
Services.

Governance, Audit and Risk
Committee

Executive Director of Finance and
Contracts

b)

Monitor and review the effectiveness of the internal
audit function.

Governance, Audit and Risk
Committee

Executive Director of Finance and
Contracts

c)

Review, appraise and report in accordance with
Government Internal Audit Standards (GIAS) and
best practice.

Governance, Audit and Risk
Committee

Head of Internal Audit

d)

Provide an independent and objective view on
internal control and probity.

Governance, Audit and Risk
Committee

Internal Audit / External Audit

e)

Ensure cost-effective audit service

Governance, Audit and Risk
Committee

Executive Director of Finance and
Contracts

f)

Implement recommendations

Chief Officer (Accountable
Officer)

Relevant Officers

Bank/OPG Accounts/Cash (Excluding Charitable Fund (Funds Held on Trust) Accounts)

2.
a)

Operation:
 Managing banking arrangements and
operation of bank accounts (Governing Body
approves arrangements)

Executive Director of Finance
and Contracts

Deputy and Associate Chief Finance
Officers



Opening bank accounts

The Governing Body

Executive Director of Finance and
Contracts



Authorisation of transfers between NHS
Cheshire Clinical Commissioning Group bank
accounts

Executive Director of Finance
and Contracts

To be completed in accordance with
bank mandate/internal procedures



Approve and apply arrangements for the
electronic transfer of funds

Executive Director of Finance
and Contracts

To be completed in accordance with
bank mandate/internal procedures



Authorisation of:

Executive Director of Finance
and Contracts

To be completed in accordance with
bank mandate/internal procedures

Executive Director of Finance
and Contracts

Refer To Table B Delegated Limits

-

OPG schedules
BACS schedules
Automated cheque schedules
Manual cheques

b)

Petty Cash

a)

Programme:

Capital Investment – subject to CCG Delegated Limits

3.



Ensure that there is adequate appraisal and
approval process for determining capital
expenditure priorities and the effect that each
has on business plans / Service development
Strategy

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts



Preparation of Capital Investment Programme

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts



Preparation of a business case

Chief Officer (Accountable
Officer)

Section Heads



Financial monitoring and reporting on all capital
scheme expenditure including variations to
contract

Executive Director of Finance
and Contracts

Finance Manager



Authorisation of capital requisitions

Chief Officer (Accountable
Officer)

Refer to Table B Delegated Limits



Assessing the requirements for the operation of

Executive Director of Finance

Executive Director of Finance and
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and Contracts

Contracts



Responsible for the management of capital
schemes and for ensuring that they are
delivered on time and within cost.

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts



Ensure that capital investment is not
undertaken without availability of resources to
finance all revenue consequences.

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts



Issue procedures to support:

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts

capital investment
Staged payments



Issue procedures governing financial
management, including variation to contract, of
capital investment projects and valuation for
accounting purposes.

Executive Director of Finance
and Contracts

Executive Director of Finance and
Contracts



Issuing the capital scheme project manager
with specific authority to commit capital,
proceed / accept tenders in accordance with
the SO’s and SFI’s

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts

Private Finance:


c)

Demonstrate that the use of private finance
represents best value for money and transfers
risk to the private sector. Proposal to use PFI
must be specifically agreed by the Governing
Body

Leases (property and equipment)


Granting and termination of leases with Annual
rent < £100k

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts



Granting and termination of leases of > £100k
should be reported to the Governing Body

Governing Body

Chief Officer (Accountable Officer) /
Executive Director of Finance and
Contracts

Chief Officer (Accountable
Officer)

Quality and Performance Manager /
Medical Directors

Chief Officer (Accountable
Officer)

Directors / Section Heads. Approval
and registration in line with Eastern
Cheshire Standards of Business
Conduct and relevant policy.

4.

Clinical Audit

5.

Commercial Sponsorship


6.

OPERATIONAL
RESPONSIBILITY

the construction industry taxation deduction
scheme.

-

b)

DELEGATED TO

Agreement to proposal

Commissioning and Service Agreements
a)

Commissioning of Acute and Community Services
from both NHS and non NHS providers, having
regard for quality, cost effectiveness, and CCG
strategic commissioning plans

Chief Officer (Accountable
Officer) / Chair

Executive Director of Finance and
Contracts / Chair / Chief Officer
(Accountable Officer) / Executive
Director of Planning and Delivery /
Executive Director of Strategy and
Partnerships

b)

Commissioning of Mental Health, Learning
Disability and Continuing / Intermediate care
services from both NHS and non NHS providers,
having regard for quality, cost effectiveness, and
CCG strategic commissioning plans

Chief Officer (Accountable
Officer) / Chair

Executive Director of Finance and
Contracts / Chair / Chief Officer
(Accountable Officer) / Executive
Director of Planning and Delivery /
Executive Director of Strategy and
Partnerships

c)

Commissioning of Primary Care services from
both NHS and non NHS providers, having regard
for quality, cost effectiveness, and NHS Cheshire
Clinical Commissioning Group strategic
commissioning plans

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts / Chief Officer
(Accountable Officer) / Executive
Director of Planning and Delivery /
Executive Director of Strategy and
Partnerships
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DELEGATED TO

OPERATIONAL
RESPONSIBILITY

d)

Negotiation of all other contracts

Chief Officer (Accountable
Officer)

All Executive Directors / Heads of
Service Commissioning Support
Service Lead Officer

e)

Signing of Contracts

Refer to Table B Delegated Limits

f)

Quantifying and monitoring of Non Contracted
Activity

Chief Officer (Accountable
Officer)

g)

Executive Director of
Finance and Contracts

Executive Director of Finance and
Contracts / Executive Director of
Planning and Delivery / Executive
Director of Strategy and Partnerships

Costing SLA Contract and Non Commercial
Contracts

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers

h)

Ad hoc costing relating to changes in activity,
developments, business cases and bids for funding

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers

i)

Sound system of financial monitoring to ensure
effective accounting of expenditure under the SLA.
Including suitable audit trail but maintaining patient
confidentiality.

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers

7.

Complaints (Patients & Relatives)

(Please Note – Complaints relating to specialised services
are managed by the Lead Commissioning CCG who has
signed to contract with the specialised service provider)
a)

Overall responsibility for ensuring that all
complaints are dealt with effectively

Chief Officer (Accountable
Officer)

Executive Director of Quality and
Patient Experience

b)

Responsibility for ensuring complaints are
investigated thoroughly

Chief Officer (Accountable
Officer)

Executive Director of Quality and
Patient Experience

c)

Medico - Legal Complaints - Coordination of their
management

Chief Officer (Accountable
Officer)

Executive Director of Quality and
Patient Experience

Review of the NHS Cheshire Clinical
Commissioning Group's compliance with the
Caldicott report on protecting patients’
confidentiality in the NHS

Chief Officer (Accountable
Officer)

Executive Director of Quality and
Patient Experience

Freedom of Information Act compliance code

Chief Officer (Accountable
Officer)

Director of Governance and
Corporate Development

Review of CCG compliance

Chief Officer (Accountable
Officer)

Data Protection Officer

Undertake duties and responsibilities of Senior
Information Risk Officer

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts

8.

Confidential Information

9.

Data Protection Act

10.

11.

12.

Declaration of Interest
a)

Maintaining a register of interests

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts

b)

Declaring relevant and material interest

Governing Body / Clinical
Commissioning Group

Governing Body / Senior Managers /
Members

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts

Disposal and Condemnations


Items obsolete, redundant, irreparable or
cannot be repaired cost effectively



Develop arrangements for the sale of assets

Refer to Table B Delegated Limits

Environmental Regulations
Review of compliance with environmental
regulations, for example those relating to clean air
and waste disposal
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13.

DELEGATED TO

Financial Planning / Budgetary Responsibility
a)

Setting:


Submit budgets to the Governing Body

Executive Director of
Finance and Contracts

Finance Manager



Submit to Board financial estimates and
forecasts

Executive Director of
Finance and Contracts

Finance Manager



Compile and submit to the Governing Body a
business plan which takes into account
financial targets and forecast limits of available
resources

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts / Chair / Finance Manager

The Business Plan will contain:
- a statement of the significant
assumptions on which the plan is based;
- details of major changes in workload,
delivery of services or resources required
to achieve the plan
b)

c)

d)



Devise and maintain systems of budgetary
control.

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers



Monitor performance against budget

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers



Delegate budgets to budget holders

Chief Officer (Accountable
Officer)

Deputy and Associate Chief Finance
Officers/ Finance Managers



Ensuring adequate training is delivered to
budget holders to facilitate their management
of the allocated budget.

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers



Submit in accordance with the NHS North
requirements for financial monitoring returns

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts



Identify and implement cost improvements and
income generation activities in line with the
Business Plan

Chief Officer (Accountable
Officer)

All budget holders

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers

Chief Officer (Accountable
Officer)

Director of Governance and
Corporate Development

Executive Director of
Finance and Contracts

Budget Holders

Chief Officer (Accountable
Officer)

Refer To Table B Delegated Limits

Preparation of:
 Annual Accounts
Annual Report

Budget Responsibilities
Ensure that
 no overspend or reduction of income that
cannot be met from virement is incurred
without prior consent of Board;



e)

Section Head / Deputy and
Associate Chief Finance Officers/
Finance Managers

Monitoring:



approved budget is not used for any other than
specified purpose subject to rules of virement;
no permanent employees are appointed
without the approval of the Chief Officer
(Accountable Officer) other than those
provided for within available resources and
manpower establishment.

Authorisation of Virement:
It is not possible for any officer to vire from nonrecurring headings to recurring budgets or from
capital to revenue / revenue to capital. Virement
between different budget holders requires the
agreement of both parties.

14.

OPERATIONAL
RESPONSIBILITY

Financial Procedures and Systems
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a)

Maintenance & Update on CCG
Financial Procedures

b)

15.

Responsibilities:


Implement CCG financial policies and coordinate corrective action.



Ensure that adequate records are maintained
to explain CCG transactions and financial
position.



Providing financial advice to members of the
Governing Body and staff.



Ensure that appropriate statutory records are
maintained.



Designing and maintaining compliance with
all financial systems

Fire precautions


16.

Ensure that the Fire Precautions and
prevention policies and procedures are
adequate and that fire safety and integrity of
the estate is intact.

DELEGATED TO

OPERATIONAL
RESPONSIBILITY

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers

Chief Officer (Accountable
Officer)

Director of Governance and
Corproate Development / Executive
Director of Finance and Contracting

Fixed Assets
a)

Maintenance of asset register including asset
identification and monitoring

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts

b)

Ensuring arrangements for financial control and
financial audit of building and engineering
contracts and property transactions comply with
CONCODE and ESTATECODE.

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers

c)

Calculate and pay capital charges in accordance
with the requirements if the DOH

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers

d)

Responsibility for security of NHS Cheshire
Clinical Commissioning Group’s assets including
notifying discrepancies to the Director of Finance
and reporting losses in accordance with NHS
Cheshire Clinical Commissioning Group’s
procedures

Chief Officer (Accountable
Officer)

All staff

17.

Fraud (See also 26, 33)

a)

Monitor and ensure compliance with Secretary of
State Directions on fraud and corruption including
the appointment of the Local Counter Fraud
Specialist.

Chief Officer (Accountable
Officer) and Director of
Finance

Local Counter Fraud Specialist.

b)

Notify NHS Protect and External Audit of all
suspected Frauds

Executive Director of
Finance and Contracts

Local Counter Fraud Specialist.

18.

Funds Held on Trust (Charitable and Non Charitable Funds)
a)

Management:
 Funds held on trust are managed appropriately.

Governing Body

Charitable Trustee Committee (if any
funds)

b)

Maintenance of authorised signatory list of
nominated fund holders.

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers

c)

Expenditure Limits

Executive Director of
Finance and Contracts

Refer To Table B Delegated Limits

d)

Developing systems for receiving donations

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers

e)

Dealing with legacies

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers

f)

Fundraising Appeals

Charitable Trustees
Committee

Deputy and Associate Chief Finance
Officers/ Finance Managers

g)

Preparation and monitoring of budget

Executive Director of

Deputy and Associate Chief Finance
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h)

Reporting progress and performance against
budget.

i)

Operation of Bank Accounts:

j)

k)
19.

DELEGATED TO

OPERATIONAL
RESPONSIBILITY

Finance and Contracts

Officers/ Finance Managers

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers
Deputy and Associate Chief Finance
Officers/ Finance Managers



Managing banking arrangements and
operation of bank accounts

Executive Director of
Finance and Contracts



Opening bank accounts

Governing Body

Executive Director of Finance and
Contracts

Investments:


Nominating deposit taker

Charitable Trustees
Committee

Executive Director of Finance and
Contracts



Placing transactions

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers

Chief Officer (Accountable
Officer)

Director of Governance and
Corporate Development

Chief Officer (Accountable
Officer)

Director of Governance and
Corporate Development

Regulation of funds with Charities Commission
Health and Safety
Review of all statutory compliance with legislation
and Health and Safety requirements including
control of Substances Hazardous to Health
Regulations. Approval of CCG Policies on this
matter

20.

Hospitality/Gifts
a)

Keeping of hospitality register

b)

Applies to both individual and collective hospitality
receipt items. See Appendix C for limits.

21.

Infectious Diseases & Notifiable Outbreaks

22.

Information Management & Technology
Finance & Information Systems


Developing systems in accordance with the
CCG IM&T Strategy.



Implementing new systems ensure they are
developed in a controlled manner and
thoroughly tested.



Seeking third party assurances regarding
financial systems operated externally.



Ensure that contracts for computer services
for financial applications define responsibility
re security, privacy, accuracy, completeness
and timeliness of data during processing and
storage.

All staff declaration required in NHS
Cheshire Clinical Commissioning
Group Hospitality Register
Chief Officer (Accountable
Officer)

Executive Director of Quality and
Patient Experience

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers / Heads
of Service

Information Governance


Ensure that risks to the CCG from use of IT
are identified and considered and that disaster
recovery plans are in place.

Executive Director of
Finance and Contracts

Director of Governance and
Corporate Development



Undertake duties and responsibilities of
Senior Information Risk Officer

Executive Director of
Finance and Contracts

Senior Compliance and Assurance
Manager



Ensure compliance with Information
Governance requirements and annual
completion of IT toolkit

Executive Director of
Finance and Contracts

Senior Compliance and Assurance
Manager

Director of Governance and

Senior Compliance and Assurance
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23.

Development of robust policies on this matter

DELEGATED TO

OPERATIONAL
RESPONSIBILITY

Corporate Development

Manager

Legal Proceedings
a)

Engagement of CCG Solicitors / Legal Advisors

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts

b)

Approve and sign all documents which will be
necessary in legal proceedings, i.e. executed as a
deed.

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts

c)

Sign on behalf of the CCG any agreement or
document not requested to be executed as a
deed.

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts

Chief Officer (Accountable
Officer)

Above Excess – NHS Resolution

24.

Losses, Write-off & Compensation
a)

Prepare procedures for recording and accounting
for losses and special payments including
preparation of a Fraud Response Plan and
informing NHS Protect of frauds
Losses


Losses of cash due to theft, fraud,
overpayment & others.



Fruitless payments (including abandoned
Capital Schemes)



Bad debts and claims abandoned



Damage to buildings, fittings, furniture and
equipment and loss of equipment and property
in stores and in use due to culpable causes
(e.g. fraud, theft, arson).

Special Payments
Compensation payments by Court Order
Ex-gratia Payments:


To patients/staff for loss of personal effects



For clinical negligence after legal advice



For personal injury after legal advice



Other clinical negligence and personal injury



Other ex-gratia payments

Below Excess – Chief Officer
(Accountable Officer)
Executive Director of Finance and
Contracts

b)

Reviewing appropriate requirement for insurance
claims

Executive Director of
Finance and Contracts

Executive Director of Finance and
Contracts

c)

A register of all of the payments should be
maintained by the Finance Department and made
available for inspection

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers

d)

A report of all of the above payments should be
presented to the Audit and Risk Committee

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers

Chief Officer (Accountable
Officer)

Head of Medicines Management

25.

Controlled Drugs
Discharge to duties of the Accountable Officer for
Controlled Drugs

26.

Safeguarding - Adults
a)

Discharge the duties of the Lead Director of
Safeguarding Adults

Executive Director of Quality
and Patient Experience

Safeguarding Manager (Adults)

b)

Ensure compliance with statutory requirements
and policies and procedures for Safeguarding
Adults

Executive Director of Quality
and Patient Experience

Safeguarding Manager (Adults)
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c)
27.

Comply with statutory requirements and policies
for Safeguarding Adults

DELEGATED TO

OPERATIONAL
RESPONSIBILITY

Executive Director of Quality
and Patient Experience

Safeguarding Manager (Adults)

Safeguarding - Children
a)

Discharge the duties of the Lead Director of
Safeguarding Children

Executive Director of Quality
and Patient Experience

Safeguarding Manager (Children)

b)

Review and develop the Strategy for
Safeguarding Children

Executive Director of Quality
and Patient Experience

Safeguarding Manager (Children)

c)

Review and develop the policies and procedures
to Safeguarding Children

Executive Director of Quality
and Patient Experience

Safeguarding Manager (Children)

d)

Ensure compliance with statutory requirements
and policies and procedures for Safeguarding
Children

Executive Director of Quality
and Patient Experience

Safeguarding Manager (Children)

e)

Comply with statutory requirements and policies
for Safeguarding Children

Executive Director of Quality
and Patient Experience

Safeguarding Manager (Children)

28.

Non Pay Expenditure
a)

Maintenance of a list of managers authorised to
place requisitions/orders and accept goods in
accordance with Table B

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts

b)

Obtain the best value for money when
requisitioning goods / services

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts

c)

Non-Pay Expenditure for which no specific budget
has been set up and which is not subject to funding
under delegated powers of virement. (Subject to the
limits specified above in (a)

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts

d)

Develop systems for the payment of accounts

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers

e)

Prompt payment of accounts

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers

f)

Financial Limits for ordering / requisitioning goods
and services

Executive Director of
Finance and Contracts

Refer To Table B Delegated Limits

g)

Approve prepayment arrangements

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers

29.

Personnel & Pay
a)

Nomination of officers to enter into contracts of
employment regarding staff, agency staff or
consultancy service contracts

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts / Executive Directors /
Heads of Service

b)

Development of Staff Human resource policies and
strategies for approval, including training, industrial
relations.

Chief Officer (Accountable
Officer)

CCG Human Resources Lead /
Director of Governance and
Corporate Development /Head of
Corporate Development

c)

Authority to fill funded post on the establishment
with permanent staff.

Chief Officer (Accountable
Officer)

CCG Human Resources Lead /
Director of Governance and
Corporate Development

d)

The granting of additional increments to staff within
budget

Chief Officer (Accountable
Officer)

CCG Human Resources Lead /
Director of Governance and
Corporate Development

e)

All requests for re-grading shall be dealt with in
accordance with CCG Procedure

Chief Officer (Accountable
Officer)

CCG Human Resources Lead /
Director of Governance and
Corporate Development

f)

Establishments


Additional staff to the agreed establishment
with specifically allocated finance.

Executive Director of Finance
and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers



Additional staff to the agreed establishment
without specifically allocated finance.

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts
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h)

OPERATIONAL
RESPONSIBILITY

Self-financing changes to an establishment

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers



Presentation of proposals to the NHS Cheshire
Clinical Commissioning Group Governing Body
for the setting of remuneration and conditions
of service for those staff not covered by the
Remuneration Committee.

Chief Officer (Accountable
Officer)

Chief Officer (Accountable Officer) /
Executive Director of Finance and
Contracts / CCG Human Resources
Lead



Authority to complete standing data forms
effecting pay, new starters, variations and
leavers

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Executive
Director of Finance and Contracts



Authority to complete and authorise positive
reporting forms (SAR’s)

Executive Director of
Finance and Contracts

Section Heads / Chief Officer
(Accountable Officer) / Executive
Director of Finance and Contracts



Authority to authorise overtime

Executive Director of
Finance and Contracts

Section Heads / Chief Officer
(Accountable Officer) / Executive
Director of Finance and Contracts



Authority to authorise travel & subsistence
expenses

Executive Director of
Finance and Contracts

Section Heads / Chief Officer
(Accountable Officer) / Executive
Director of Finance and Contracts


g)

DELEGATED TO

Pay

Leave

Refer to Annual Leave Policy

Annual Leave


Approval of annual leave

Chief Office (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Executive
Director of Finance and Contracts



Annual leave - approval of carry forward (up to
maximum of 5 days (or more in exceptional
circumstances)

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Executive
Director of Finance and Contracts

Special Leave


Compassionate leave

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) Executive
Director of Finance and Contracts



Special leave arrangements for
domestic/personal/family reasons

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Executive
Director of Finance and Contracts

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Executive
Director of Finance and Contracts



paternity leave



carers leave



adoption leave

(to be applied in accordance with CCG
Policy)


Special Leave – this includes
Jury Service, Armed Services, School
Governor (to be applied in accordance with
CCG Policy)



Leave without pay

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Executive
Director of Finance and Contracts



Time off in lieu

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Executive
Director of Finance and Contracts



Maternity and Paternity Leave - paid and
unpaid

Chief Officer (Accountable
Officer)

Automatic approval with guidance

Sick Leave
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DELEGATED MATTER

DELEGATED TO

OPERATIONAL
RESPONSIBILITY



Extension of sick leave on pay

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Executive
Director of Finance and Contracts



Return to work part-time on full pay to assist
recovery

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Executive
Director of Finance and Contracts

Study Leave

i)



Study leave outside the UK

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Executive
Director of Finance and Contracts



All other study leave (UK)

Chief Officer (Accountable
Officer)

Section Heads / Chief Officer
(Accountable Officer) / Executive
Director of Finance and Contracts

Executive Director of
Finance and Contracts

Executive Director of Finance and
Contracts

Removal Expenses, Excess Rent and House
Purchases
All staff above Band 5 (agreed at interview)
Maximum £8,000
Authorisation of payment of removal expenses
incurred by officers taking up new appointments
(providing consideration was promised at
interview)

j)

Grievance Procedure
All grievances cases must be dealt with strictly in
accordance with the Grievance Procedure and
Policy. Tthe advice of the CCGs Human Resources
Lead must be sought when the grievance reaches
the level of Heads of Service/Directors

k)

Refer to Table B Delegated Limits

Chief Officer (Accountable
Officer)

As per procedure

Executive Director of
Finance and Contracts

Executive Director of Finance and
Contracts

Executive Director of
Finance and Contracts

Executive Director of Finance and
Contracts

Authorised - Car Users


Leased car



Regular user allowance

l)

Mobile Phone Users / Mobile Devices

Executive Director of
Finance and Contracts

Section Heads / Executive Director
of Finance and Contracts

m)

Renewal of Fixed Term Contract

Chief Officer (Accountable
Officer)

Section Heads / Executive Director
of Finance and Contracts

n)

Staff Retirement Policy
Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts



Authorisation of return to work in part time
capacity under the flexible retirement scheme.

o)

Redundancy

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts

p)

Ill Health Retirement

Chief Officer (Accountable
Officer)

CCG Human Resources Lead /
Executive Director of Finance and
Contracts

Decision to pursue retirement on the grounds of
ill-health following advice from the Occupational Health
Department.
q)

Disciplinary Procedure (excluding Executive
Directors)

Chief Officer (Accountable
Officer)

To be applied in accordance with the
CCG Disciplinary Procedure

r)

Ensure that all employees are issued with a
Contract of employment which complies with
employment legislation.

Chief Officer (Accountable
Officer)

CCG Human Resources Lead /
Director of Governance & Corporate
Development

s)

Engagement of staff not on the establishment

Executive Director of
Finance and Contracts

Refer to Table B



Management Consultants



Booking of bank staff:
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30.

DELEGATED TO

OPERATIONAL
RESPONSIBILITY

Nursing

Executive Director of
Finance and Contracts

Section Heads

Other

Executive Director of
Finance and Contracts

Section Heads

nursing

Executive Director of
Finance and Contracts

Section Heads

other

Executive Director of
Finance and Contracts

Section Heads

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts / Section Heads

Booking of agency staff:

Quotation, Tendering & Contract Procedures
a)

Services:
 Best value for money is demonstrated for all
services provided under contract or in-house


b)

Nominate officers to oversee and manage the
contract on behalf of the CCG.

Competitive Tenders:


Authorisation Limits

Chief Officer (Accountable
Officer)

Refer To Table B Delegated Limits



Maintain a register to show each set of
competitive tender invitations despatched.

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts



Receipt and custody of tenders prior to
opening

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts



Opening Tenders

Chief Officer (Accountable
Officer)

Two officers from the approved list as
authorised by the Governing Body



Decide if late tenders should be considered

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts



Ensure that appropriate checks are carried out
as to the technical and financial capability of
the firms invited to tender or quote.

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts

Chief Officer (Accountable
Officer)

Refer To Table B Delegated Limits

c)

Quotations

d)

Waiving the requirement to request

31.



tenders - subject to SOs (reporting to the
Board)

Chief Officer (Accountable
Officer)

Refer To Table B Delegated Limits



quotes - subject to SOs

Chief Officer (Accountable
Officer) or Director of Finance

Executive Director of Finance and
Contracts

CCG Governing Body

Executive Director of Finance and
Contracts / Refer to Appendix on
Delegated Limits

Healthcare Contracts

Payments to Healthcare Providers where supported by a
CCG Governing Body Approved Service Agreement or part
of CCG Governing Body approved expenditure programmes
as per the Annual Financial Plan
a)
32.

all budgets
Records

a)

Review NHS Cheshire Clinical Commissioning
Group’s compliance with the Records
Management Code of Practice

Chief Officer (Accountable
Officer)

Section Heads

b)

Ensuring the form and adequacy of the financial
records of all departments

Executive Director of
Finance and Contracts

Finance Manager

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts

33.

Reporting of Incidents to the Police
a)

Where a criminal offence is suspected
 criminal offence of a violent nature
 arson or theft
 other
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DELEGATED MATTER

DELEGATED TO

b)

Where a fraud is involved (reporting to the
Directorate of Counter Fraud Services)

Executive Director of
Finance and Contracts

c)

Deciding at what stage to involve the police in
cases of misappropriation and other irregularities
not involving fraud or corruption.

Executive Director of
Finance and Contracts

34.

OPERATIONAL
RESPONSIBILITY
Chief Internal Auditor / Local Counter
Fraud Specialist

Risk Management

35.



Ensuring the CCG has a Risk Management
Strategy and a programme of risk management

Chief Officer (Accountable
Officer)

Director of Governance and
Corporate Development



Developing systems for the management of
risk.

Chief Officer (Accountable
Officer)

Director of Governance and
Corporate Development



Developing incident and accident reporting
systems

Chief Officer (Accountable
Officer)

Director of Governance and
Corporate Development



Compliance with the reporting of incidents and
accidents

Chief Officer (Accountable
Officer)

All staff

Seal
a)

The keeping of a register of seal and safekeeping
of the seal

Chief Officer (Accountable
Officer)

Director of Governance and
Corporate Development

b)

Attestation of seal in accordance with Standing
Orders

Chair /Chief Officer
(Accountable Officer) /
Executive Director of Finance
and Contracts

Executive Director of Finance and
Contracts

c)

Property transactions and any other legal
requirement for the use of the seal.

Chair/Chief Officer
(Accountable Officer) /
Executive Director of Finance
and Contracts

Executive Director of Finance and
Contracts

Chief Officer (Accountable
Officer)

Executive Director of Finance and
Contracts / Local Security
Management Specialist

36.

Security Management
Monitor and ensure compliance with Directions
issued by the Secretary of State for Health on
NHS security management including appointment
of the Local Security Management Specialist.

37.

Setting of Fees and Charges (Income)
a)

Private Patient, Overseas Visitors, Income
Generation and other patient related services.

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers

b)

Non patient care income

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers

c)

Informing the Director of Finance of monies due to
the CCG

Executive Director of
Finance and Contracts

All Staff

d)

Recovery of debt

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers

e)

Security of cash and other negotiable instruments

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers

38.

Stores and Receipt of Goods
a)

Responsibility for systems of control over stores
and receipt of goods, issues and returns

Executive Director of
Finance and Contracts

Section Heads

b)

Stocktaking arrangements

Executive Director of
Finance and Contracts

Deputy and Associate Chief Finance
Officers/ Finance Managers
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Table B – Delegated Financial Limits
All thresholds are inclusive of VAT irrespective of recovery arrangements except details of procurement thresholds in Section J which are provided net of VAT. If the Chief
Officer (Accountable Officer) is absent powers delegated to them may be exercised by the nominated officer(s) acting in their absence after taking appropriate financial
advice, two directors will be required to ratify any decisions within the Chief Officer thresholds. Further guidance on the application of these limits is available in Scheme of
Reservation and Delegation and Standing Financial Instructions as found with the CCG Corporate Governance Handbook, available at www.cheshireccg.nhs.uk.

Ref

A

B

C

D
D1

D2

Description
GIFTS & HOSPITALITY
Executive Director of Finance and
Contracts to maintain a register of
declared gifts and hospitality received:
Declaration required if:
LITIGATION CLAIMS
Medical negligence and other litigation
payments made on the advice of NHSLA
LOSSES & SPECIAL PAYMENTS
Executive Director of Finance and
Contracts to maintain a register of
losses and special payments as defined
by HM Treasury Publication - Managing
Public Money, all to be reported to the
Governance, Audit and Risk Committee.
Approval required:
PETTY CASH FLOAT
Authorisation to set up float

Replenish Float

Governing
Body

Chief Officer

Executive Director of
Finance and
Contracts

Executive Team
Directors

Other CCG Officers as
specified by authorised
signatory list

Gifts from suppliers can be received up to £6 and all offers of gifts from suppliers are required to be
declared. Gifts from other sources (e.g. Patients, carers etc.), up to £50 or totalling £50 in aggregate if
repetitive in nature may be accepted and not declared. Gifts over £50 should not be accepted individually
but may be accepted by the CCG. Meals or hospitality with a value of up to £25 can be accepted and not
declared. Meals or hospitality between £25 and £75 can be accepted and is required to be declared. Meals
or hospitality over £75 should not be accepted. Further guidance is in the Gift and Hospitality Guidance.
Over
£1,000,000

Up to £1,000,000

Up to £100,000

Over £250,000

Up to £250,000

Up to £100,000

Up to £100

Up to £100

Up to maximum
float.

Up to maximum
float.

Up to £100

Up to maximum
float.

As delegated by Chief
Officer or Executive
Director of Finance
and Contracts at the
limits outlined within
the Authorised Signatory
List
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Ref

D3

E

Description

Executive Director of
Finance and
Contracts

Executive Team
Directors

£50 per transaction
– approved by
manager per
authroised
signatory list.

£50 per transaction
– approved by
manager per
authroised
signatory list.

£50 per transaction
– approved by
manager per
authroised
signatory list.

Over £250,000

Up to £250,000

Up to £100,000

Up to £75,000

Over £250,000

Up to £250,000

Up to £100,000

Up to £75,000

Up to £500,000
(Interim until
31/3/22)

Up to £250,000
(Interim until
31/3/22)

Up to £250,000

Up to £100,000

Issue petty cash

Other CCG Officers as
specified by authorised
signatory list

As delegated by Chief
Officer or Executive
Director of Finance
and Contracts at the
limits outlined within
the Authorised Signatory
List

REQUISITION GOODS AND SERVICES :
NON HEALTHCARE (where not already
included within Annual Commissioning
Plan & Budget agreed by Governing
body and following compliance with
specific approval thresholds required by
NHS England or in Public Contract
Regulations)

Decision to appoint Agency
Staff/Management consultants (based
on total expected cost)
Services including IT, maintenance and
support services where not already
E2
included within agreed budgets (based
on total expected costs)
Covid Expenditure Only: Services
including IT, maintenance and support
Covid
services where not already included
E2
within agreed budgets (based on total
expected costs)
Recharges from other public sector
bodies - not included within agreed
E3
Annual Commissioning Plan & Budget
(based on total expected costs)
E1

Chief Officer

Governing
Body

Over £250,000

As delegated by Chief
Officer or Executive
Director of Finance
and Contracts at the
limits outlined within
the Authorised
Signatory List

Up to £75,000
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Ref

Description

Covid Expenditure Only: Recharges
from other public sector bodies not
Covid
included within agreed Annual
E3
Commissioning Plan & Budget (based
on total expected costs)
Approval for all other
E4
requisitions/contracts (based on total
expected costs)
Covid Expenditure Only: Approval for
Covid
all other requisitions/contracts (based
E4
on total expected costs)
F
RELOCATION/REMOVAL EXPENSES
APPROVAL OF HEALTHCARE
G
INVESTMENT BUSINESS CASES

G1

Proposed expenditure in business case
included in Annual Commissioning Plan
& Budget (based on total expected
costs which may span more than one
year)

G2

Proposed expenditure in business case
not included in Annual Commissioning
Plan & Budget (based on total expected
costs which may span more than one
year)

Covid Expenditure Only: Proposed
Covid
expenditure in business case not
G2
included in Annual Commissioning Plan

Chief Officer

Executive Director of
Finance and
Contracts

Up to £500,000
(Interim until
31/3/22)

Up to £250,000
(Interim until
31/3/22)

Over £250,000

Up to £250,000

Up to £100,000

Over £8,000

Up to £500,000
(Interim until
31/3/22)
Up to £8,000

Up to £250,000
(Interim until
31/3/22)
Up to £8,000

Governing
Body

Over £250,000

Executive Team
Directors

Other CCG Officers as
specified by authorised
signatory list

Up to £75,000

Up to value
included in Annual
Commissioning Plan
& Budget

Up to value
included in Annual
Commissioning Plan
& Budget

Up to value
included in Annual
Commissioning Plan
& Budget

Up to £250,000

Up to £100,000

Up to £75,000

Up to £500,000
(Interim until
31/3/22)

Up to £250,000
(Interim until
31/3/22)

As delegated by Chief
Officer or Executive
Director of Finance
and Contracts at the
limits outlined within
the Authorised
Signatory List
As delegated by Chief
Officer or Executive
Director of Finance
and Contracts at the
limits outlined within
the Authorised
Signatory List
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Ref

H

H1

H2

H3

Description

Governing
Body

Chief Officer

Executive Director of
Finance and
Contracts

Executive Team
Directors

Other CCG Officers as
specified by authorised
signatory list

& Budget (based on total expected
costs which may span more than one
year)
HEALTHCARE CONTRACTS

Signing of Healthcare Contracts:- Annual Contract Value
- Variations

Healthcare Contract Over Performance
(annual value by contract)

Procurement decisions whether to put
service out to tender

I

APPROVAL OF ADHOC HEALTHCARE
PAYMENTS

I1

Non contract activity

As delegated by Chief
Officer or Executive
Director of Finance
Unlimited within
Up to £250,000,000 Up to £20,000,000
and Contracts at the
budget
limits outlined within
the Authorised
Signatory List
As delegated by Chief
Officer or Executive
Director of Finance
Over
Up to £1,000,000
Up to £1,000,000
Up to £250,000
and Contracts at the
£1,000,000
limits outlined within
the Authorised
Signatory List
As delegated by Chief
Officer or Executive
Director of Finance
Over £250,000 Up to £250,000
Up to £250,000
Up to £100,000
and Contracts at the
limits outlined within
the Authorised
Signatory List
Significant adverse variances against budget to be reported to Board by Executive Director of Finance and
Contracts
As delegated by
As delegated by Chief
Chief Officer or
Officer or Executive
Up to £1,000,000
Up to £1,000,000
Executive Director Director of Finance
of Finance and
and Contracts at the
Contracts at the
limits outlined within
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Ref

Description

Governing
Body

Chief Officer

Executive Director of
Finance and
Contracts

Executive Team
Directors
limits outlined
within the
Authorised
Signatory List

I2

Complex care placements and CHC
placements

I3

CHC Equipment

J

QUOTATIONS AND TENDERS

J1

J2

J3

Threshold for schedule 1 services
(service contracts and supply of good
contracts that are not for health and
social care)
Threshold for Schedule 3 services (Light
Touch Regime services including most
health and social care services)

3 written quotations required

Over £100,000

Other CCG Officers as
specified by authorised
signatory list

the Authorised
Signatory List

As delegated by Chief
Officer or Executive
Director of Finance
Up to £1,000,000
Up to £1,000,000
Up to £250,000
and Contracts at the
limits outlined within
the Authorised
Signatory List
As delegated by Chief
Officer or Executive
Director of Finance
Up to £100,000
Up to £100,000
Up to £50,000
and Contracts at the
limits outlined within
the Authorised
Signatory List
Thresholds are the value of the contract over the lifetime of the contract. Please also refer
to Tendering and Procurement procedure in Sec 13 of Prime Financial Policies
Amount as updated by Public Contract Regulations (currently £122,976 with effect from 1
January 2020)

Amount as updated by Public Contract Regulations (currently £663,540 with effect from 1
January 2020)
Goods and services exceeding £25,000 up to the procurement
tender thresholds as specified in the Public Contract Regulations
for Goods and Services as set out above

As delegated by Chief
Officer or Executive
Director of Finance
and Contracts at the
limits outlined within
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Ref

Description

J4

No requirement to obtain quotes

K

BUDGET CHANGES AND VIREMENT
Budget Changes:
These arise from increases or
reductions in Revenue Resource limits
(increases or reductions in Spending
Allocations)

K1

K2

Virement:
These arise from changes in spending
priorities, approval of business cases
implementation of QIPP schemes etc.

L

PURCHASING CARDS

M

STAFF RECRUITMENT

Governing
Body

Chief Officer

Executive Director of
Finance and
Contracts

Up to £25,000

Executive Team
Directors

Other CCG Officers as
specified by authorised
signatory list

the Authorised
Signatory List
As delegated by Chief
Officer or Executive
Director of Finance
and Contracts at the
limits outlined within
the Authorised
Signatory List

As delegated by Chief
Officer or Executive
Director of Finance
Unlimited within
and Contracts at the
Budget
limits outlined within
the Authorised
Signatory List
As delegated by Chief
Officer or Executive
Director of Finance
Unlimited within
Unlimited within
Unlimited within
and Contracts at the
budget
budget
budget
limits outlined within
the Authorised
Signatory List
In accordance with the CCG's Purchasing Card Policy (Limits set by Executive Director of
Finance & Contracting)
As delegated by Chief
Up to value
Up to value
Up to value
Officer or Executive
included in Annual
included in Annual
included in Annual
Director of Finance
Commissioning Plan Commissioning Plan Commissioning Plan
and Contracts at the
& Budget
& Budget
& Budget
limits outlined within
the Authorised
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Ref

N

Description

Approval of Payments

Governing
Body

Chief Officer

Unlimited within
contract / Annual
Commissioning Plan
& Budget

Executive Director of
Finance and
Contracts

Unlimited within
contract / Annual
Commissioning Plan
& Budget

Executive Team
Directors

Up to £20,000,000

Other CCG Officers as
specified by authorised
signatory list

Signatory List
As delegated by Chief
Officer or Executive
Director of Finance
and Contracts at the
limits outlined within
the Authorised
Signatory List

KEEP BLANK
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Revised Authorised Signatory List

Appendix B

Post

Petty Cash Float

D1

Scheme of Reservation & Delegation

D2

Approval to Requisition Goods & Approval of Healthcare Investment Business Cases
Services: Non Healthcare

D3

E1,E2,E3,E4

Covid (until
31/3/22)
E2, E3, E4

G1

G2

Covid (until
31/3/22)
G2

Approval of Healthcare Contracts

H1

H2

Approval of Adhoc Healthcare

H3

I1

I2

Quotations & Tenders

I3

J1

J2

J3

Budget Changes

Staff
Recruitment

Approval of
Payments

J4

K1, K2

M

N

£

£

£

£

£

£

£

£

£

£

£

£

£

£

£

£

£

£

£

100

Up to maximum
float

50

250,000

500,000

Up to value
included within
Annual
Commissioning
Plan & Budget

250,000

500,000

Unlimited within
budget

1,000,000

250,000

1,000,000

1,000,000
(19,178 per
week)

100,000

As per Public
Contract
Regulations
(currently
£122,976)

As per Public
Contract
Regulations
(currently
£663,540)

Above limit in J4
and up to Public
Contract
Regulations

25,000

100

Up to maximum
float

50

100,000

250,000

Up to value
included within
Annual
Commissioning
Plan & Budget

100,000

250,000

250,000,000

1,000,000

250,000

1,000,000

1,000,000
(19,178 per
week)

100,000

As per Public
Contract
Regulations
(currently
£122,976)

As per Public
Contract
Regulations
(currently
£663,540)

Above limit in J4
and up to Public
Contract
Regulations

25,000

100

Up to maximum
float

50

75,000

Up to value
included within
Annual
Commissioning
Plan & Budget

75,000

20,000,000

250,000

100,000

250,000
(4,795 per week)

50,000

As per Public
Contract
Regulations
(currently
£122,976)

As per Public
Contract
Regulations
(currently
£663,540)

Above limit in J4
and up to Public
Contract
Regulations

100

Up to maximum
float

50

75,000

Up to value
included within
Annual
Commissioning
Plan & Budget

75,000

20,000,000

250,000

100,000

250,000
(4,795 per week)

50,000

As per Public
Contract
Regulations
(currently
£122,976)

As per Public
Contract
Regulations
(currently
£663,540)

100

Up to maximum
float

50

75,000

Up to value
included within
Annual
Commissioning
Plan & Budget

75,000

20,000,000

250,000

100,000

250,000
(4,795 per week)

50,000

As per Public
Contract
Regulations
(currently
£122,976)

100

Up to maximum
float

50

75,000

Up to value
included within
Annual
Commissioning
Plan & Budget

75,000

20,000,000

250,000

100,000

250,000
(4,795 per week)

50,000

100

Up to maximum
float

50

75,000

Up to value
included within
Annual
Commissioning
Plan & Budget

75,000

20,000,000

250,000

100,000

250,000
(4,795 per week)

50,000

50,000

250,000

50,000

50,000

100,000

130,000
(2,500 per week)

5,000

25,000

100,000

25,000

25,000

50,000

25,000

100,000

25,000

25,000

50,000

Chief Officer

Executive Director of Finance and Contracting

Executive Director of Quality and Patient
Experience

Executive Director of Planning and Delivery

Executive Director of Strategy and
Partnerships

Director of Governance and Corporate
Development

Executive Clinical Director

£

£

Up to value
included within
Annual
Commissioning
Plan & Budget

Unlimited within
contract / budget

Up to value
included within
Annual
Commissioning
Plan & Budget

Unlimited within
contract / budget

25,000

Up to value
included within
Annual
Commissioning
Plan & Budget

20,000,000

Above limit in J4
and up to Public
Contract
Regulations

25,000

Up to value
included within
Annual
Commissioning
Plan & Budget

20,000,000

As per Public
Contract
Regulations
(currently
£663,540)

Above limit in J4
and up to Public
Contract
Regulations

25,000

Up to value
included within
Annual
Commissioning
Plan & Budget

20,000,000

As per Public
Contract
Regulations
(currently
£122,976)

As per Public
Contract
Regulations
(currently
£663,540)

Above limit in J4
and up to Public
Contract
Regulations

25,000

Up to value
included within
Annual
Commissioning
Plan & Budget

20,000,000

As per Public
Contract
Regulations
(currently
£122,976)

As per Public
Contract
Regulations
(currently
£663,540)

Above limit in J4
and up to Public
Contract
Regulations

25,000

Up to value
included within
Annual
Commissioning
Plan & Budget

20,000,000

Above limit in J4
and up to 75,000

25,000

Unlimited within
delegated budget

50,000

Above limit in J4
and up to 50,000

25,000

Unlimited within
delegated budget

25,000

Above limit in J4
and up to 50,000

25,000

Unlimited within
delegated budget

25,000

Unlimited within
budget

As delegated by Chief Officer or Executive Director of Finance and Contracts

Deputy Directors (Band 8d)

Associate Directors (Band 8c)

Associate Director of Continuing Healthcare &
Complex Care (Band 8c)
Clinical / Strategic Business Lead Roles for
Continuing Healthcare & Complex Care (Band
8b)
Clinical Leads for Continuing Healthcare &
Complex Care (Band 8a)
Individual Commissioning Nurse for Care
Packages

Senior Accountants (Band 8a)
Accountants (Band 7)
Assistant Accountants (Band 6)
Finance Analysts (Band 5)

2,500

78,000 (1,500 per
week)

1,500

62,400 (1,200 per
week)

1,000

5,000

Individual Funding Request (compliant with
guidance) - Project Manager / Project Support
Officer Roles

Finance Head of Role (Band 8b)

104,000 (2,000
per week)

10,000

Individual Funding Request (compliant with
guidance) - IFR Liaison Manager (Band 8a)

Associate Directors Finance

5,000

25,000

Individual Funding Request (compliant with
guidance) - Programme Lead (Band 8b)

Deputy Director of Finance & Contracting

130,000 (2,500
per week)

Up to maximum
float

50

50,000

250,000

50,000

50,000

100,000

100,000

130,000 (2,500
per week)

5,000

Above limit in J4
and up to 75,000

25,000

Unlimited within Unlimited within Unlimited within
budget
delegated budget
contract

Up to maximum
float

50

25,000

100,000

25,000

50,000

50,000

100,000

104,000 (2,000
per week)

2,500

Above limit in J4
and up to 50,000

25,000

Unlimited within Unlimited within Unlimited within
budget
delegated budget
contract

25,000

50,000

25,000

Unlimited within
budget

200,000

10,000

50,000

Unlimited within
budget

100,000

5,000

10,000
10,000
500

25,000
10,000
500
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Meeting
Date

Item

Reference

Mar 2021

Chairs’ Introduction

Standing Item – Monthly

Mar 2021

Accountable Officer’s Report

Standing Item – Monthly

Mar 2021

Finance Update

Standing Item – Monthly

Mar 2021

Assurance Report: Governing Body Assurance
Framework
System Development: Update
Strategies and Plans: Commissioning and
Contracting Intentions

Standing Item – March, then
quarterly.
Regular item
Regular item – Annual

Mar 2021
Mar 2021

Mar 2021 - tbc

Cheshire & Merseyside Spinal Services

Mar 2021 - tbc

Learning Disabilities Strategy WEST

Mar 2021
Mar / Apr
2021
Mar / Apr
2021
Mar / Apr
2021

Cheshire East Dementia Strategy
Constitution: NHS Cheshire CCG Constitution
annual review
Annual Reports from Sub-Committees
Health Inequalities – action plan update

Agreed at December 2020
meeting

Apr 2021

Chairs’ Introduction

Standing Item – Monthly

Apr 2021

Accountable Officer’s Report

Standing Item – Monthly

Apr 2021

Finance Update

Standing Item – Monthly

Apr 2021

Standing Item – alternate months

Apr 2021

Reports of the Committee Chairs, including
performance summary from SCAP
System Development: Update

Apr 2021

Strategies and Plans: Operational Plan 2021/22

Regular item – Annual

Apr 2021

Strategies and Plans: Update on 2021/22
Budget
Annual Report and Accounts 2020/21 – Update

Regular item - Annual

Apr 2021

Regular item – Annual
Regular item - Annual

Regular item

Apr 2021

Engagement & Communications Strategy –
development and delivery update

Receipt of regular updates noted
at October 2020 GB (no specific
date mentioned).

May 2021

Chairs’ Introduction

Standing Item – Monthly

May 2021

Accountable Officer’s Report

Standing Item – Monthly

May 2021

Finance Update

Standing Item – Monthly

May 2021

System Development: Update

Regular item
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Item

Reference

May 2021

Annual Report and Accounts 2020/21 – sign-off

Regular item - Annual

May 2021
May 2021

Engagement & Communications Strategy –
development and delivery update
NHS 111 – further evaluation

May 2021

Climate Change Strategy Update

Regular updates requested at
October 2020 GB
Regular updates requested at
October 2020 GB
Follow-up to Nov 2020 GB
discussion.

June 2021

Chairs’ Introduction

Standing Item – Monthly

June 2021

Accountable Officer’s Report

Standing Item – Monthly

June 2021

Finance Update

Standing Item – Monthly

June 2021

Reports of the Committee Chairs, including
performance summary from SCAP
Assurance Report: Governing Body Assurance
Framework

Standing Item – alternate months

GP Survey Results
Strategies and Plans: Organisational Development
Plan
Strategies and Plans: Health and Wellbeing Board
Financial: s.75 agreements

Regular item - Annual
Regular item - Annual

June 2021

Tbc
Tbc
Tbc
Tbc

Standing Item – June quarterly
update (then Sept)

Regular item - Annual
Regular item - Annual

225

