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Ref.

Discussion and Action Points

1.0

Meeting Management

1.1

Welcome, Chair’s Comments and Apologies

Action

Dr Andrew Wilson welcomed everyone to the May meeting of the Governing Body of
NHS Cheshire CCG.
Dr Wilson reflected that the Clinical Commissoining Group are dealing with the
pandemic along with the recovery of NHS services, organisational change in the NHS
and continuing to deliver ‘business as usual’. If the CCG were a private organisation the
Governing Body would likely be saying that this is too much to do at one time, but all
need to be dealt with and done well which presents some challenges and consideration
needs to be given to ensuring the targets set are realistic and that they can be delivered.
Apologies were received from Dr Matt Tyrer, Ian Ashworth, Neil Evans and Dr Sinead
Clarke. It was established that the meeting was quorate.
1.2

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.
All GPs were conflicted on agenda item 4.4 GP Prescribing Scheme and Wendy
Williams acted as chair for this item.

1.3

Minutes of Previous Meetings
The minutes of the Governing Body meeting of NHS Cheshire CCG from 20th May 2021
were agreed as an accurate record of the meeting with minor typographical errors
having been corrected prior to the meeting.

1.4

Matters Arising
There were no matters arising.

2.0

Public and Patient Focus

2.1

Public Questions
A question had been received from Mr Dan Feldman to which a formal written response
will be provided:
NICE published new guidance on Atrial Fibrillation NG196 on April 27th 2021 which
includes the following recommendation:
“For people already established and stable on a vitamin K antagonist, the benefits of
changing to a direct-acting anticoagulant need to be discussed. Therefore, the risks and
benefits of changing medication, the person's time in therapeutic range and the person's
preferences should be explored at their next routine appointment.”
•
•

Does the CCG have a general process to ensure that applicable NICE guidance
is implemented?
Can you give an assurance that the above recommendation will be carried out?
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3.0

Standing Items

3.1

Chair’s Report
Dr Andrew Wilson introduced the report and highlighted the update on the Cheshire and
Merseyside Joint Commissioning Committee and the election of a GP representative to
the Governing Body.
The Governing Body of NHS Cheshire Clinical Commissioning Group noted the Chair’s
Report.

3.2

Accountable Officer’s Report
Clare Watson introduced the report and highlighted the following:
•
•
•
•

Covid-19 update;
CCG workforce metrics;
Annual Assessment Assurance meeting with NHS England / Improvement; and
In It Together campaign to support General Practice.

Comments were received as follows:
•

Dr Lesley Appleton asked what the impact on hospitals had been due to
increasing rates of Covid-19 in the community. Had admissions remained low
due to the impact of the vaccination programme, meaning people have milder
symptoms and are able to managed in the community? Would there will be a
local offer for long Covid-19 support services as Liverpool is a long way to travel
for a lot of Cheshire residents?
•
Clare Watson responded that hospital rates have only increased very
slightly as the rise in rates of infection within the community have
occurred in young people who have yet to be vaccinated giving
confidence that the vaccine programme has worked. Tracey Cole added
that the long covid service has been commissioned by Cheshire and
Merseyside and at the review point in mid-June it may be necessary to
look at specific requirements for Cheshire CCG and other localities to
provide a more local service.

The Governing Body of NHS Cheshire Clinical Commissioning Group noted the
Accountable Officer’s Report.
4.0

Business / System Development / Governance

4.1

Cheshire CCG Covid-19 Recovery Group Terms of Reference
The Cheshire CCG Covid-19 Recovery Group Terms of Reference have recently been
reviewed and the following updates have been made:
•
•
•

voting members now include Integrated Care Partnership (ICP) representatives;
frequency of meetings is now fortnightly; and
they are now more closely aligned with the NHS 2021/22 priorities

It was agreed that the group should become a subcommittee of the Governing Body and
reporting back will take place via the Accountable Officer’s Report.
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The Governing Body of NHS Cheshire Clinical Commissioning Group approved the
updated version of the NHS Cheshire CCG COVID-19 Recovery Group Terms of
Reference, subject to revision to reflect that the group wasa subcommittee of the
Governing Body.
4.2

Governing Body Assurance Framework
Since the Governing Body agreed the Governing Body Assurance Framework at their
March 2021 meeting three of the 11 strategic risks have received an update to their
score, they are:
• GBAF 21-01 Failure to design and commission environmentally and socially
sustainable services that incentivise and drive delivery across the CCG and with
providers and partners – an increase in risk from 16 to 20
• GBAF 21-10 Lack of clinical leadership, involvement and expertise from the CCG
member practices and system partners throughout the commissioning cycle may lead to
ineffective, inefficient, or inappropriate decision making in the absence of clinical input
and broader clinical support" – an increase in risk from 8 to 12
• GBAF 21-11 Being unable to plan or have resources and procedures in place to react
and respond to the challenges a Pandemic brings – a reduction in risk from 20 to 16
Comments were received as follows:
•
•

•

Clare Watson suggested that the Executive Team routinely discuss and review
the risks which will help to keep the risks live.
Paula Wedd shared some learning and reflection from the Quality, Safeguarding
and Performance Committee that looking at the GBAF does stimulate thoughts
around the operational risk register and understanding the detail and depth. For
programmes of work that do not already use a programme management
approach it could be useful to do so as it would lead to debate on revisiting
operational risks or developing new risks to be added to the operational risk
register.
Peter Munday said that GB01, failure to design and commission environmentally
and socially sustainable services that incentivise and drive delivery across the
CCG and with providers and partners, should be added to the risk register of the
Integrated Care System (ICS) as soon as it becomes operational to ensure it
remains high on the agenda.

The Governing Body of NHS Cheshire Clinical Commissioning Group:
•
•
•
•
4.3

reviewed the updated Governing Body Assurance Framework;
approved the changes to the Strategic Risk Scores;
considered that the controls and assurances were sufficiently robust; and
noted the review and assurance process.

Quarter 2 Commissioning of Community Based Capacity in Support of COVID
Response/Recovery
Jacki Wilkes, CCG Associate Director Urgent and Emergency Care, introduced the
report highlighting the following in particular:
•

renewed guidance is awaited on the primary care hot hubs which were
established (as a mandatory requirement) during the pandemic in response to a
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•
•

nationally published standing operating procedure.
the Home First Model needs to continue to be able to maintain flow through
hospitals. Ways to increase capacity through pathway one are currently being
looked at; and
the ability to set up a designated setting within the discharge to assess facility
was required.

Comments were received as follows:
•

•

•

•

Dr Gwydion Rhys questioned if the discharge service is not being used to
capacity, could it be adapted to offer more community intervention beds to
prevent patients needing to go into hospital? He also asked whether people
going to A&E were redirected to the hot hubs and if so how that does happen. Is
there any service user feedback on the hubs as to whether they are working for
service users?
Dr Fiona McGregor-Smith added that some members of the public are reluctant
to attend the hot hubs as they may be a distance for them to travel to or they
have forgotten that they are there and attend another community setting.
•
Dr Andy McAlavey responded that the system needs to connect on
managing these cases and consideration needs to be given to patient
flow and where patients are in the system there needs to be a consistent
message. It is a challenge to site the hot hubs in Cheshire as it is a
large county and the best place to site the hubs was under continual
review. . Consideration was given to areas of greatest need and the
difficulties around fuel poverty, and transportation were understood. .
Utilisation figures will be looked at along with continued work with
colleagues within the urgent care system to ensure easy links for
patients and what other community services need to be in place.
Tracey Cole commented that whilst she supported the proposals she would like
it caveated that consideration must be given to the impact on the Continuing
Healthcare Team and the necessity to allocate resource to put in place some
staff from the team earlier in the year to support the Hospital Discharge Team.
Lynda Risk informed members that the £913,337 being asked for is to be funded
from the Hospital Discharge Programme which is a budget held at ICS level and
the CCG has requested £10.4million from that fund which this sum is part of.
There is not funding in the baseline budget for it. The hot hubs funding of
£275,364 is part of the baseline budget and this funding is already in position for
H1. These monies do not add any additional pressures to the CCG’s financial
position. Lynda is not currently aware of any additional funding that would allow
the CCG to fund additional capacity within Continuing Healthcare and it will be
necessary to look at other spending and priorities.

The Governing Body of NHS Cheshire Clinical Commissioning Group:
•
•
•

agreed to accept the risk of a shortfall in funding from the Cheshire and
Merseyside Enhanced Discharge Fund, with the maximum risk being the full
spend of the extended discharge schemes at a cost of £913,337;
approved the ongoing funding of the Primary Care Hot Hubs at a cost of
£275,364, which is included in the CCG Financial Plan for the first half of
2021/22;
Agreed to scale back the existing Designated Setting onto a retainer
arrangement pending greater clarity on the likely impact of the Delta variant.
Should the unit need to be ‘stood up’ the Covid Executive Meeting would have
delegated approval to make this decision and report this to the Governing Body;
and
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•

4.4

noted and endorsed the next steps to prepare to receive further proposals
regarding long terms plans, and associated funding, for embedding Home First,
and the requirements of the Hospital Discharge Policy.

Prescribing Scheme
Wendy Williams chaired this item as the Chair Dr Andrew Wilson and other GPs on the
Governing Body had a conflict of interest. It was agreed that the GP members could
take part in the debate but not in the decision making process.
Tracey Cole introduced the report highlighting the following:
•

•

•

there are four proposed options within the scheme:
•
option one is to not have a scheme. If this was selected it would
destabilise a number of posts for people who are employed currently;
•
option two is the recommended option;
•
option three is to continue with the existing scheme. This is no longer
appropriate due to information that is now required within the Direct
Enhanced Service;
•
option four was an opportunity to give others a chance to suggest
amendments to the proposals and no major suggested change have
been made received despite wide engagement.
option two contains three main elements:
•
engagement
•
cost savings
•
quality
It is hoped if the Governing Body approve the scheme today it can launch from
1st July.

Comments were received as follows:
•

Suzanne Horrill commented that the proposals for the prescribing scheme had
not been taken to the Finance Committee and it has been flagged at the
committee when looking at H1 the only way to create efficiencies or savings
under the CCG’s control are through either prescribing or continuing healthcare.
Suzanne supported the scheme but noted that this would create a risk that the
CCG cannot deliver its efficiency savings.
•
Tracey Cole responded that ideally she would have wanted to present to
the Governing Body a paper on programme budgets with prescribing
included within that looking at how potentially prescribing costs would be
increased whilst reducing the incidence of illness and health burden by
prescribing well but the CCG are not able to undertake this currently.

The Governing Body of NHS Cheshire Clinical Commissioning Group:
•
•
•
•

considered the options presented in the paper;
approved the proposals for a GP Prescribing Scheme 2021/22 option 2 to begin
on 1st July 2021 and run until 31st March 2022;
approved the investment of up to £3.223million in the Prescribing Scheme; and
approved the proposals for a harmonised approach to Prescribing Leads
meetings for Cheshire in 2021/22.
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4.5

Health Inequalities
Clare Watson introduced the paper, highlighting the following:
•
•
•
•
•
•
•

the areas of Cheshire with the highest health inequalities and information on
those inequalities;
the need for a single approach across place;
activities and actions undertaken by the CCG;
the importance of equality and quality impact assessments undertaken by the
CCG as part of the commissioning process
the importance of reaching out to those people with lived experience;
the data to support decision making; and
what more can be done.

Dr Lesley Appleton said it is key that work is undertaken alongside the Local Authorities
to offer a holistic approach to address inequalities as health is impacted by housing,
financial difficulties etc. There is a large amount of work already ongoing and there is a
huge ambition to improve this further.
Comments were received as follows:
•

•
•

•
•

•

Dr Andy McAlavey commented that the University of York had undertaken
studies looking at public health interventions reported through NICE and put
values of cost effectiveness against each.He suggested that perhaps the CCG
should undertake an analytical view to ascertain whether money is being
invested in the most appropriate places.
Dr Dan Howcroft that the CCG budget is already committed on services which
people are using and there is a balance to be found with stopping any of these
and implementing any new services.
Christine Morris commented that equality and quality impact assessments had
been raised at the Quality, Safeguarding and Performance Committee whose
members felt that these should be done for all service reconfigurations by all
partners across the ICS to ensure that health inequalities are fully considered at
that point.
Peter Munday said that he has a large appetite, along with other Governing Body
members, to address health inequalities but any interventions or funding should
be evidence-based.
Tracey Cole asked whether the long and short term suggestions detailed within
section 6 of the paper should be widened in light of the research mentioned by
Dr McAlavey? Perhaps Clinical Leads and Champions could assist with checking
this is the right list and then take it to the Finance Committee to look at how
monies could be used differently to achieve this.
Lynda Risk stated that it is necessary to identify the services with the best
outcome and benefit and disinvesting to reinvest in the right things thereby
improving outcomes.

The Governing Body of NHS Cheshire Clinical Commissioning Group:
•
•
•

noted and discussed the information contained within the paper;
confirmed their strong support for addressing health inequalities and
implementing some of the potential options identified in Section 6;
agreed that work should be done a Place basis utilising the existing meetings
which have Governing Body representatives in attendance;
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•
•

4.6

noted the previous agreement that the CCG’s oversight of its approach to health
inequalities is delivered via the Strategic Commissioning Committee; and
agreed to receive quarterly updates on progress from the Strategic
Commissioning Committee.

Mental Health Development
Richard Burgess, CCG Deputy Director: Strategy & Partnerships / New Models of Care
gave a presentation on the Mental Health Investment Standard and the Long Term Plan
ambition for mental health including:
•
•
•
•
•

where we are now and what have we achieved;
what are we currently spending;
what are the expectations of the Long Term Plan;
what are our priorities for 2021/22; and
what are some of the key challenges.

Sheena Cumiskey, Chief Executive, Dr Anushta Sivananthan, Joint Medical Director,
and Suzanne Edwards, Director of Operations from Cheshire and Wirral Partnership
Trust joined the meeting to give a presentation on the work of the Trust including:
•
•
•
•
•

delivery during Covid-19;
transformation;
new models of care;
challenges; and
opportunities and quick wins.

Comments were received as follows:
•

•

Dr Fiona McGregor-Smith expressed concern around the acceptance rate of
referrals and questioned if this shows that referrals being made to the Trust are
for people needing to be seen and this reflects on the bed occupancy with no
leeway for the people who need the beds and no respite for the people trying to
provide care to them.
•
Sheena Cumiskey responded that the bed occupancy rates are reflected
nationally. Dr Anushta Sivananthan added that good referrals from
general practice are being received however the Trust has a culture of
high acceptance of patients for assessment and some of these patients
are then signposted on. With the defined income it receives the Trust
has to choose how to spend its money and they have chosen to invest in
community services with crisis houses and crises cafes etc to provide
other options than beds which causes challenges when there is a surge
in demand but it is managed.
Dr Lesley Appleton commented on services for children and young people and
asked if there was a way of navigating the support for them and their families.
•
Suzanne Edwards replied that consideration is being given to bringing all
this information together to ensure it is easily accessible and understood
along with providing some guidance on choices.

The Governing Body of NHS Cheshire Clinical Commissioning Group:
•

noted that the CCG is planning to meet the Mental Health Investment Standard
in 2021/22;
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•
•

noted that the CCG is planning to over-invest against the Long Term Plan for
mental health investment estimate for 2021/22; and
noted that further work is required to understand the legacy investments into
mental health services resulting in a lower proportion of spend on mental health
services despite the Mental Health Investment Standard being met.

5.0

Committee Governance

5.1

Report of the Committee Chairs
Pam Smith advised that the Remuneration Committee are recommending to Governing
Body the approval of the Pay Protection Policy that is common with that of most of
Cheshire and Merseyside.
Christine Morris, Chair of the Quality, Safeguarding and Performance Committee
provided the following supplement to the report contained with the paper to reflect the
performance oversight that previously sat with the Strategic Commissioning Committee:

•

•

•
•
•
•

the committee was updated on significant pressures on urgent care
performance, across primary, secondary and mental health sectors with the
numbers of patients accessing services exceeding pre covid levels. This was
impacting on a range of performance metrics including those associated with
A&E standards. The work taking place through the A&E Delivery Board to
mitigate these issues was reviewed;
elective care recovery plans continue to make progress with increased numbers
of patients being treated and reductions in the numbers of patients waiting over
52 weeks. There have been some delays in confirming the processes
associated with the national “Elective Recovery Fund” which has impacted on
the volumes of patients being transferred to independent sector provider
capacity;
a process to clinically prioritise patients awaiting a diagnostic test have been
communicated, commencing in June, which is similar to the process already in
place for the surgical waiting list;
the risks associated with the elective waits were reviewed in relation to the
waiting list and imminent implementation of a new Electronic Patient Record at
Countess of Chester Hospital;
the committee was updated on the work to address reported long waits for some
mental health services; and
revisions to the national General Practice Standard Operating Protocol, which
emphasised face to face access to appointments was highlighted. In addition
assurance was offered in relation the CCG General Practice dashboard which
includes a range of metrics used to identify variation and informs work to
address issues.

Tracey Cole commended the activities and information that are included under climate
change and thanked the CCG’s climate change activists for their work in this area.
It was noted that there was a conflict of interest for three of the Governing Body
members in regards to the Pay Protection Policy so Pam Smith asked if Governing Body
were in agreement to approve this.
The Governing Body of NHS Cheshire Clinical Commissioning Group:
•

considered the Committee recommendations outlined as section 2 of the report;
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•
•

noted in particular the items the Committees wish to bring to the attention of the
Governing Body at section 3 of the report; and
noted the items listed at section 4 of the report.

6.0

Forward Planner

6.1

Governing Body Forward Planner
The content of the Forward Planner was noted.
Date and Time of Next Meeting:
FORMAL Governing Body meeting - Thursday 15th July 2021

7.0

Any Other Business

7.1

AOB
There being no further Public business the Chair thanked everyone for their attendance
and the meeting was adjourned at 13.25.
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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 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 National Update
• COVID-19 Cheshire Update
• Cheshire, Halton and Warrington Youth Justice Service Inspection
• CCG End Year Assurance
• CCG Workforce Metrics
• Decisions Taken under Executives’ Authority.
Governing Body Assurance Framework (if applicable)
Information provided in this report relates to the following GBAF entries in particular:
• GBAF21-01 : Failure to design and commission environmentally and socially
sustainable services that incentivise and drive delivery across the CCG and with
providers and partners
• GBAF21-02: Failure to work effectively with our system and community partners due to
differing institutional priorities and conflicting demands
• GBAF21-03: Failure of the CCG to assure the quality of care of its commissioned
services due to insufficient capacity and/or ineffective monitoring systems
• GBAF21-05: Failure to embed values and behaviours to enable a compassionate and
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Key Issues and considerations
inclusive culture
• GBAF21-06: Failure to attract, retain and develop staff with the skills and capacity to
provide leadership to enable the delivery of CCG objectives and ensuring focus on
transformational change.
• GBAF21-09: Ineffective public/patient communication and engagement arrangements
and resource in place to secure diverse representation, involvement and expertise
throughout the CCGs commissioning cycle and wider organisational strategy
• GBAF21-10: Lack of clinical leadership, involvement and expertise from the CCGs
member practices and system partners throughout the commissioning cycle may lead
to ineffective, inefficient, or inappropriate decision making in the absence of clinical
input and broader clinical support."

Recommendation(s)
The Governing Body is asked to NOTE the contents of the Report

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/A

Links and Appendices
Appendix 1
(via link at 4.5)
Appendix 2
(via link at 5.1)

Her Majesty’s Inspectorate of Probation youth offending services
information
NHSE&I Year-End Assurance Letter, 30 June 2021

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 organisation 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 June 2021 to the present.

2.

COVID-19 National Update

2.1 On 14th June 2021, the Government announced that the next phase around the
easing of lockdown restrictions originally scheduled for 21st June 2021, as outlined
in the Government’s plans to ‘unlock England’, would be rescheduled for 19th July
2021 which would enable more time to increase the uptake of COVID-19
vaccinations. information and guidance are available on the Governments website.
2.2 Both local authority places in Cheshire have seen an increase in recent weeks of
community infections as the Delta variant has become the dominant variant across
the country. The growth in infections across Cheshire mirrors what has been seen
in other parts of the country with the most growth seen in the school age and young
working adult population. The situation continues to be monitored carefully by the
two local authorities and the CCG COVID Group ensuring good alignment and
intelligence sharing between public health and NHS leadership in Cheshire.
2.3 The Prime Minister has also announced that the government will establish a full
statutory inquiry into the COVID Pandemic. It will have full powers under the
Inquiries Act 2005, including the ability to compel the production of all relevant
materials and take oral evidence in public under oath. The scope will cover all four
nations and focus on the government’s response to the Pandemic, which will
include health, the economy, education etc. It is expected to start in spring 2022.
The terms of reference for the inquiry are still to be decided and a Chair will be
appointed in due course. I will continue to update Governing Body on this as it
progresses.

3.

COVID-19 Cheshire Update

3.1 I reported in the June 2021 Governing Body that the CCG and partners are focused
on services returning to more normal levels and that the size and scale of the
waiting list backlog is significant. The focus on working with providers and the
Cheshire & Merseyside Integrated Care System to develop plans for recovery
continues as a key focus as reported at the last Governing Body.
3.2 The CCG COVID Group continues to meet fortnightly with colleagues from the two
Integrated Care Partnerships and decisions reported through to Executive Team
and Governing Body. In addition, I continue to attend Local Resilience Forum
Recovery Groups with support from my Executive Team colleagues.
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Long COVID
3.3 The CCG Long COVID lead has a meeting with the Cheshire & Merseyside Long
COVID group on 12th July and the formal review of this is scheduled for the CCG
COVID Group on 16th July and will be reported to the Governing Body at the next
meeting. However, I hope that this information from our CCG Long COVID lead
below represents a useful update on the position in Cheshire:
• This financial year a further £100 million has been made available nationally, £30
million to support primary care and £70 million to support treatment and
rehabilitation pathways. The proportion of this that will be allocated to the
Cheshire and Merseyside system is to be confirmed.
• Work is beginning with HealthWatch and the Local authority to understand the
patient experience of Long COVID.
• Work is also ongoing within Cheshire to connect, support and share
experience/expertise with clinical staff working with patients suffering Long
COVID and to enhance local support - pulmonary rehab and Improving Access to
Psychological Therapies (IAPT) teams.
• Data has been released from the Post COVID Assessment service (PCAS –
previously known as the Assessment Hub) to show the breakdown of referrals so
far. Please see table below for a summary of referrals to the service. It is worth
noting that 1% of patients with COVID-19 are estimated to have symptoms after
12 weeks of developing the illness. For Cheshire, this is expected to be in the
region of 470 patients.
Place

COVID-19
Infections to
26/06/21

Referral to
PCAS

% of total
referrals
to C&M

Cheshire East
Cheshire West

23,299(CIPHA) 47
23,914(CIPHA) 67

9.6%
13.7%

Long COVID19 Cases per
100K
Population
12.2
19.5

For comparison
Liverpool
Warrington

52,371(CIPHA) 127
19,375(CIPHA) 54

26%
11%

25.5
25.7

Vaccination programme
3.4 The national ambition for the roll out of the vaccination programme is to have offered
all eligible citizens a first dose of vaccine by 19 July 2021. At the time of writing this
report the Cheshire system has vaccinated a little under 535,000 first doses (82% of
the population) and 405k second doses (63% of the population). Current projections
put us on track to deliver a first dose to 88% of the population by the ambition date.
3.5 The Government has extended eligibility for a vaccine to anyone aged 18 years or
over. We also expect the nearly 18s to be eligible for a vaccine in the very near
future in an attempt to ensure that all university age students are vaccinated prior to
the start of the 2021/22 academic year. Further guidance on this is expected in early
July 2021.
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3.6 As we reach the end of phase 2 of the programme, the emphasis has shifted away
from fixed bookable slots to a more flexible offer where patients can walk in and
obtain their vaccine without appointment. Many of our sites now offer walk in slots as
well as booked slots to encourage uptake. We plan to increase our roving model
capacity so that we can take vaccines to where the younger age groups are (e.g.
their place of work/study) to make it as easy as possible to get a vaccine as well as
continuing to support our underserved citizens to come forward for a vaccine. Our
communications and engagement strategy has also shifted alongside this to target
younger citizens through their media of choice (e.g. Tik Tok, Instagram, etc.) in order
to get the messages out about the drop in clinics and to highlight the importance of
getting vaccinated.
3.7 There is continued focus on ensuring that people attend for their second dose and
we are also working through early planning guidance for a booster programme with
analysis on if this could be run in conjunction with the flu programme or would be
best delivered separately.

4.

Cheshire, Halton and Warrington Youth Justice Service Inspection

4.1 The HM Inspectorate of Probation is carrying out an inspection of youth justice
services delivered in Cheshire, Halton and Warrington, in conjunction with the
following partner inspectorates: Care Quality Commission and Her Majesty’s
Inspectorate of Constabulary and Fire and Rescue Service, during the weeks
commencing Monday, 12th July and Monday, 26th July 2021.
4.2 This is a partnership inspection with a focus on how effectively all agencies work
together to support young people who are in, or on the cusp of, the Youth Justice
Service. The inspection activity will be carried out virtually and Inspectors will be
meeting with senior leaders, practitioners and managers, speaking to children and
young people, and reviewing case work and other evidence over the course of the
inspection period.
4.3 During Week 1, 12th to 16th July, the Inspectors will focus their efforts on the Youth
Justice Service and how they support children and young people and manage risk
of harm to the public. In Week 2, 26th July to 30th July, the inspection will be
focused on how all agencies work together as a partnership.
4.4 Prior to and during the inspection period, the Inspectors will review the data and
evidence they have requested and triangulate this with what children, young people
and professionals tell them, and Youth Justice, Social Care, Police and potentially
Health records. Inspectors have selected cases across Cheshire to review during
the inspection. A small number of these case may be chosen to be tracked in detail.
Inspectors will confirm which cases will be tracked after their first week of inspection
activity.
4.5 More information about the inspection, including the standards, ratings
characteristics and domain guidance can be found in the ‘about our work’ section of
the Inspectorate’s website, accessible at:
https://www.justiceinspectorates.gov.uk/hmiprobation
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5.

CCG End of Year Assurance 2020/21

5.1 The CCG has now received the response 1 from NHS England and Improvement
following its end of year (2020/21) assessment meeting on 28th May 2021. The
response from NHS England & Improvement was overwhelmingly positive and is
recognition of the tremendous work undertaken by the CCG over this challenging
year.
5.2 I would like to take the opportunity once more to thank all the staff at the CCG for
their hard work and dedication over the last year which has enabled the CCG in its
first year to face the pandemic challenge head on and still deliver day to day
business and progress work on longer term strategic goals. I would also like to
thank the Governing Body for its continued leadership of the organisation and
support to the Executive Team throughout this period.

6.

CCG Workforce Metrics Update

6.1 Information team which provides details on a variety of staff data including staff
sickness and causes, recruitment, turnover, and statutory and mandatory training
completion. These reports also provide a range of demographic data related to our
staff. These reports are also considered by the CCGs HR Operations Group. These
reports provide data from the previous month. For example we receive a report at
the end of June 2021 that shows the data up until the end of May 2021.
NHS Cheshire CCG Workforce Metrics as at end of May 2021
April 2021
Component
290.79
Staff in Post (FTE)
331
Staff in Post (Headcount)
3.65
Female : Male Ratio
2.76%
% BME Staff
4.56%
% Staff Self-Declared as Disabled
3.00
Starters in Month (FTE)
4.00
Leavers in Month (FTE)
1.38%
Turnover Rate
25.00%
% Planned Leavers
2.46%
Sickness Absence Rate
2.56%
12 Month Cumulative Sickness Absence Rate
259
Calendar Days Lost to Sickness
48.26%
% Days Lost due Stress/Anxiety/Depression
3.47%
% Days Lost to undetermined reasons
79.92%
% Days Lost attributable to Long-Term Episode
% Days Lost attributable to COVID-19 related
0
reasons
90.24%
Statutory & Mandatory Training Compliance

May 2021
290.20
330
3.66
2.42%
4.22%
2.40
5.45
1.88%
55.01%
4.05%
2.79%
407
37.10%
3.44%
71.50%
0
89.90%

6.2 The sickness absence rate is defined as the percentage of ‘Full Time Equivalent
Days’ (FTE) lost from those that were available to be worked within the period in
question. For the May 2021 period, 95.95% of the possible FTE work days that
could have been made available to the CCG were undertaken by its staff.
1

https://westcheshireway.glasscubes.com/share/s/12ou1sosn7llr1tf02dtqr5669
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6.3 ‘Stress / Anxiety / Depression’ represents the most prominent reason for days lost
due to sickness for NHS Cheshire CCG staff, accounting for 37.10% of all FTE days
lost due to sickness in May 2021.

7.

Decisions Taken Under Executives’ Authority

7.1 Since the last report, the following decisions have been made under the Executives’
delegated authority. At each meeting any conflicts of interest stated were noted and
recorded within the minutes:
15th June 2021
7.2 The Executive Team noted and supported proposals to develop a QIPP (Quality,
Innovation, Productivity and Prevention) Plan to address the requirement for the
CCG to deliver £4.9 million of QIPP for the first half of 2021/22 (H1) and a plan for
the second half of 2021/22 (H2).
7.3 The Executive Team agreed to share the CCG’s space at the 1829 Building with
NHSE/I staff currently based elsewhere in the building from September 2021 and
delegated formalisation of the arrangements to the Smarter Working Programme.
7.4 The Executive Team supported the proposal from the Cheshire and Merseyside
Chief Finance Officer to work collaboratively to develop recovery plans across the
Cheshire & Merseyside Integrated Care Partnerships to deliver a breakeven
financial plan for H1 2021/22 and a recovery proposal for H2.

8.

Recommendation

The Governing Body is asked to NOTE the contents of the Report.
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GOVERNING BODY
15 July 2021

Agenda Item 4.1

Title
Update to the CCG Primary Care Commissioning Committee Terms of
Reference
Author
Contributors
Matthew Cunningham, Director of
Governance & Corporate Development

Report Reviewed by (Committee/Team/Director plus Finance if applicable)
Pam Smith, Chair of the Primary Care Commissioning Committee
8 July 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
N
PRIVATE MEETING OF THE GOVERNING BODY Protocol apply. Please outline below:

Key Issues and considerations
Minor amendments (additions in BLUE, edit in RED) to the Terms of Reference for the CCGs
Primary Care Commissioning Committee have been reviewed and supported by Committee
members.
The amendments contained within the updated Terms of Reference (Appendix A) address
points raised as part of the Committees annual assessment and which have been raised
during the year around membership as well as updating titles and greater clarity regarding
arrangements for enabling deputising for the chair of the Committee. The proposed
amendments do not in any way negatively impact on the ability of the Committee to mitigate
conflicts of interest or deviate away from national guidance for this Committee.
Due to the timing of the CCGs Governing Body and Primary Care Committee meetings in July,
support to the changes was sought over email from Primary Care Committee members prior to
being considered by the Governing Body – which has the authority to approve the
amendments.
Subject to receiving Governing Body approval at its meeting (15 July) the terms of Reference
will go to the Primary Care Commissioning Committee meeting on 22 July for the changes to
be formally noted.
The updated Terms of Reference will be uploaded on the CCGs website within the Corporate
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Governance Handbook section.

Governing Body Assurance Framework
n/a

Recommendation(s)
The Governing Body is asked to:
• approve the amendments to the CCG Primary Care Commissioning Committee.

Delivery of CCG’s duties / strategies / aims / objectives
The Terms of Reference outline how the Committee has been established in accordance with
the above statutory provisions to enable the members to collectively consider the strategy,
planning and procurement of primary care services in Cheshire, under delegated authority from
NHS England.

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:

N
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?
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
Appendices
Appendix A

CCG Primary Care Commissioning Committee Terms of Reference
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Primary (General Practice) Care Commissioning
Committee
1.
1.1

Introduction
The Primary (General Practice) Care Commissioning Committee (‘the
Committee’) is established in accordance with the NHS Cheshire CCG
Constitution, Prime Financial Policies and Scheme of Delegation. These
terms of reference define the membership, remit, responsibilities and reporting
arrangements of the Committee which meet the requirements of the
Constitution of the CCG and Managing Conflicts of Interest: Statutory
Guidance for CCGs.

1.2

The accountability and decision making of the Committee has been delegated
to the Committee by the Clinical Commissioning Group and NHS England.

2.
2.1

Statutory Framework
Simon Stevens, the Chief Executive of NHS England, announced on 1 May
2014 that NHS England was inviting CCGs to expand their role in primary
care commissioning and to submit expressions of interest setting out the
CCG’s preference for how it would like to exercise expanded Primary Medical
Care commissioning functions. One option available was that NHS England
would delegate the exercise of certain specified primary care commissioning
functions to a CCG.

2.2

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 of the respective delegation
agreements to these Terms of Reference to NHS Cheshire CCG.

2.3

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.

2.4

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.

2.5

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:
a) Management of conflicts of interest (section 14O);
b) Duty to promote the NHS Constitution (section 14P);
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c) Duty to exercise its functions effectively, efficiently and economically
(section 14Q);
d) Duty as to improvement in quality of services (section 14R);
e) Duty in relation to quality of primary medical services (section 14S);
f) Duties as to reducing inequalities (section 14T);
g) Duty to promote the involvement of each patient (section 14U);
h) Duty as to patient choice (section 14V);
i) Duty as to promoting integration (section 14Z1);
j) Public involvement and consultation (section 14Z2).
2.6

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).

2.7

The Committee is established as a Committee of the CCG in accordance with
Schedule 1A of the “NHS Act”.

2.8

The members acknowledge that the Committee is subject to any directions
made by NHS England or by the Secretary of State.

3.
3.1

Role of the Committee
The Committee has been established in accordance with the above statutory
provisions to enable the members to collectively consider the strategy,
planning and procurement of primary care services in Cheshire, under
delegated authority from NHS England.

3.2

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.

3.3

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.

3.4

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.

3.5

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;
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• making decisions on ‘discretionary’ payments (e.g., returner/retainer
schemes).
3.6

The decisions of the Committee shall be binding on the CCG and NHS
England. Decisions will be published by the CCG.

3.7

The Committee will also carry out the following activities:
a) to plan, including needs assessment, primary [medical] care services in
Cheshire;
b) to undertake reviews of primary [medical] care services in Cheshire;
c) to co-ordinate a common approach to the commissioning of primary care
services generally;
d) to manage the budget for commissioning of primary [medical] care services
in Cheshire.
e) 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 and/or NHS
England/Improvement.

4.
4.1

Geographical Coverage
The Committee will comprise the Cheshire CCG area.

5.
5.1

Membership
The Committee shall consist of the following membership:
• at least two x2 Independent Lay Governing Body Members
• at least one x1Independent Clinical Governing Body Member
• CCG Chief Accountable Officer or nominated deputy
• CCG Executive Director of Finance & Contracts (Chief Finance Officer), or
nominated deputy
• CCG Executive Director of Strategy & Partnerships, or nominated deputy
• CCG Executive Director of Planning & Delivery or nominated deputy
• CCG Executive Director of Quality & Patient Experience or nominated
deputy
• CCG Joint Medical Director or nominated deputy.

5.2

Members of the Committee will be listed in the CCG annual report and
accounts.

5.2

Committee members may appoint a deputy to represent them at meetings of
the Committee. Committee members should inform the Committee Chair at
least 48 hours ahead of the meeting of their intention to nominate a deputy to
attend/act on their behalf. They should provide assurance that any such
deputy is suitably briefed and suitably qualified, and that the individual fulfils
the requirements of the role and is not disqualified by whichever schedules of
the regulations that may apply. Alternatively, where appropriate members’
views may be sought by email and reported verbally at the Committee
meeting.
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5.3

The Committee may determine which other individuals from within and outside
of the CCG to invite to attend Committee meetings. Regular attendees do not
have any authority to cast a vote.

5.4

Key regular attendees with a standing invite to attend Committee meetings will
be:
• x4 General Practice Representatives
• Associate Director of Primary Care
• CCG Practice Manager Representative
• Cheshire Local Medical Committee Representative
• Healthwatch Cheshire Representative
• NHS England & Improvement Representative.

5.5

A standing invitation will be open to the following observers to attend and
participate in the meeting:
• Cheshire East Local Authority Council Health and Wellbeing Board
Representative
• Cheshire West and Chester Local Authority Council Health and Wellbeing
Board Representative
• Cheshire East Council Local Authority Public Health Representative
• Cheshire West and Chester Local Authority Council Public Health
Representative.

5.6

These Individuals in attendance do not have any authority to cast a vote in
any of the decisions undertaken by the Committee.

6.
Chair Arrangements
The role of Chair of the Committee will be one of the CCGs Independent Lay
Governing Body Members for Engagement and Involvement. other CCG
Independent Lay Member present on the Committee will serve as the Vice Chair.
6.1

The Chair and Vice Chair of the Committee must be undertaken by an
individual in the role of an Independent Lay Member on the Governing Body
who is not the CCGs Governance, Audit and Risk Committee Chair or
Conflicts of Interest Guardian.

7.
7.1

Meetings and Voting
The Committee will operate in accordance with the CCG’s Standing Orders.
The Secretary to the Committee will be responsible for giving notice of
meetings. This will be accompanied by an agenda and supporting papers and
sent to each member representative no later than seven days before the date
of the meeting. When the Chair of the Committee deems it necessary in light
of the urgent circumstances to call a meeting at short notice, the notice period
shall be such as s/he shall specify.

7.2

Each voting member of the Committee shall have one vote. The Committee
shall reach decisions by a simple majority of members present, but with the
Chair having a second and deciding vote, if necessary. However, the aim of
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the Committee will be to achieve decision-making by consensus wherever
possible.
8.

Quorum. A quorum necessary for the Committee to undertake its business
shall be at least four voting members of the Committee, comprising:
• Chair (or nominated Vice Chair in the absence of the Chair)
• One other Independent Governing Body Member
• Two Directors from the CCGs Executive Team.

8.2

Although not voting members of the Committee, to facilitate the involvement of
General Practice Representation in the discussions of the Committee, if no
General Practice Representatives are available to attend a meeting the Chair
may consider the rescheduling of the meeting.

8.3

Where a meeting is not quorate, owing to the absence of certain members,
the meeting may be deferred until such time as a quorum can be convened.
Where there is a need for urgent decision-making between meetings, this will
be undertaken by email or through an extraordinary meeting if required. This
will be on an exceptional basis and all decisions will be brought to the next
Committee meeting for ratification.

8.4

Where a quorum cannot be convened from the membership of the meeting,
owing to the arrangements for managing conflicts of interest or potential
conflicts of interests, the Chair of the meeting shall consult with the CCG Chief
Officer or Chief Finance Officer on the action to be taken. There should be
due consideration given by the Chair of the Committee of Clinical
Representation at the meeting amongst the members.

9.
9.1

Frequency of meetings
The Committee shall be convened on a bi-monthly basis with a minimum of
six meetings per year.

9.2

Meetings of the Primary (General Medical) Care Commissioning Committee
meetings will be held in public unless the CCG considers that it is not in the
public’s interest to permit members of the public to attend a meeting or part of
a meeting.

9.3

Members of the public and press will be able to attend all Primary (General
Medical) Care Commissioning Committee meetings held in public with the
exception of in those circumstances it is deemed necessary to prevent
disruption or where publicity on a matter would be prejudicial to the public
interest. On the rare occasion where press or public are excluded, members
of the Primary (General Medical) Care Commissioning Committee, and
employees in attendance will be required not to disclose confidential contents
of papers or minutes, or content of any discussion at the meeting on these
topics outside the CCG without the express permission of the Committee.

9.4

Members of the Committee have a collective responsibility for the operation of
the Committee. They will participate in discussion, review evidence and
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provide objective expert input to the best of their knowledge and ability, and
endeavour to reach a collective view.
9.5

The Committee may delegate tasks to such individuals, sub-committees or
individual members as it shall see fit, provided that any such delegations are
consistent with the parties’ relevant governance arrangements, are recorded
in a scheme of delegation, are governed by terms of reference as appropriate
and reflect appropriate arrangements for the management of conflicts of
interest.

9.6

The Committee may call additional experts to attend meetings on an ad hoc
basis to inform discussions.

9.7

Members of the Committee, including the non-voting members and attendees,
shall respect confidentiality requirements as set out in the CCG’s Constitution.

9.8

The Committee will present the minutes of its meetings to the Governing Body
of NHS Cheshire CCG at the next appropriate meeting for information,
including the minutes of any sub-committees to which responsibilities are
delegated under paragraph 9.5 31 above.

9.9

The Committee will also comply with any reporting requirements set out in its
Constitution.

9.10 These Terms of Reference will be reviewed from time to time, reflecting
experience of the Committee in fulfilling its functions. NHS England may also
issue revised model terms of reference from time to time.
10.
Accountability of the Committee
10.1 The Committee is accountable to the CCG membership and to NHS England.
The decision-making scope of the Committee is outlined within the NHS
Cheshire CCG Constitution and specifically the Scheme of Reservation and
Delegation.
10.2 The minutes of the Committee will be formally recorded and presented to the
Governing Body at the earliest practicable meeting.
10.3 The Committee is responsible for both overseeing the management of primary
care delegated budgets and ensuring decisions made do not exceed the
primary care delegated budget.
10.4 The Committee will ensure that patient/public consultation is considered and
undertaken when appropriate to aid decision making.
11.
11.1

Procurement of Agreed Services
The Committee will ensure that Procurement, Patient Choice and Competition
(No.2) Regulations 2013 are followed.
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11.2 No contracts for NHS healthcare services will be awarded where conflicts or
potential conflicts of interest affect or appear to affect the integrity of the
award.
12.
Decisions
12.1 The Committee will make decisions within the bounds of their remit.
12.2

The decisions of the Committee shall be binding on NHS England and the
CCG.

12.3

The Committee will produce an executive summary report which will be
presented to NHS England’s regional team and the Governing Body of NHS
Cheshire CCG bi-monthly for information.

13.
13.1

REVIEW OF PERFORMANCE
These Terms of Reference were approved on 18 June 2020 (to add)

13.2

The Committee shall undertake an annual review of its performance and
effectiveness to ensure it has discharged its functions as intended. Any
changes to the Terms of Reference resulting from any such review will need
to be approved by the CCG Governing Body.

13.3

A review log of all Committee Terms of Reference is held within the CCG
Corporate Governance Handbook.

14.

SCHEDULE ONE – DELEGATED FUNCTIONS
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GOVERNING BODY MEETING
15 July 2021

Agenda Item 4.2

Title

Integrated Care System Design
implications for CCG Governance
Author

Framework

Guidance

-

Contributors

Matthew Cunningham, Director of

Governance & Corporate Development

Report Reviewed by (Committee/Team/Director plus Finance if applicable)
Clare Watson, Accountable Officer
Dr Andrew Wilson, GP Chair

Date submitted

8 July 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
N
PRIVATE MEETING OF THE GOVERNING BODY Protocol apply. Please outline below:

Key Issues and considerations

NHS England has published further guidance on steps to be taken to develop Integrated
Care Systems (ICSs) as statutory organisations. This builds on the Government's White
Paper on Health and Care Reform, published in February 2021. Under the proposals within
the White Paper, CCGs are set to be abolished and all CCG functions, assets and liabilities
will transfer to the Integrated Care System (ICS) NHS Body.
The design framework sets out how the NHS, local authority and other partner
organisations in ICSs will be expected to operate from April 2022. It provides functional
detail particularly around timescales and structural relationships and governance
arrangements.
The timescales contained within the guidance document outline key dates for the CCG and
its system partners to work towards with regards designing governance arrangements for
and agreeing allocation of resources to Place Based Partnerships, as well as at ICS level,
prior to and from the intended establishment of the Cheshire and Merseyside ICS as a
statutory organisation from 1 April 2022.
Whilst further guidance on such areas as governance, HR framework, place arrangements
and deployment of resources is still due to be published in the coming weeks and months,
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Key Issues and considerations

the design framework indicates that ICS’s will be given scope to design placed-based
partnerships tailored to meet local needs, for which the guidance suggests a number
potential models. Each ICS across the country will be unique; there will be many models,
not one, and an ICS may operate a number of differing place based partnership
governance arrangements to enable the delegation of decision making to Place Based
Partnerships.
The CCG faces a unique challenge in that it is the only CCG within Cheshire and
Merseyside that encompasses two Places and work needs to be escalated to design,
agree and implement with system partners the two place based partnerships
arrangements, support the establishment of the ICS and ensure the safe transition of CCG
staff, assets and liabilities whilst also maintaining robust governance and focus on
delivering business during the remainder of 2021 – 2022.

Governing Body Assurance Framework
n/a

Recommendation(s)
The Governing Body is asked to:
 consider and formally approve whether Arrangement A is the option for the CCG to
progress changing our decision making governance arrangements within year

Delivery of CCG’s duties / strategies / aims / objectives
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
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?
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 will be determined subject to the decision of the Governing Body.

Appendices
Appendix A

Integrated Care Systems: Design Framework (June 2021)
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Integrated Care System Design Framework Guidance implications for CCG Governance
1.

Introduction

1.1

The White Paper on Health and Social Care Reform1 described the core purpose
of an Integrated Care System (ICS) as being to:
 improve outcomes in population health and healthcare
 tackle inequalities in outcomes, experience and access
 enhance productivity and value for money
 help the NHS support broader social and economic development.

1.2

It outlined the key components to enable ICSs to deliver their core purpose,
including:
 strong place-based partnerships between the NHS, local councils and voluntary
organisations, local residents, people who access service their carers and families,
leading the detailed design and delivery of integrated services within specific
localities (in many places, long-established local authority boundaries),
incorporating a number of neighbourhoods
 provider collaboratives, bringing NHS providers together across one or more
ICSs, working with clinical networks and alliances and other partners, to secure
the benefits of working at scale.

1.3

It also described the dual governance of an ICS NHS Board, responsible for
delivering health and care improvement across NHS care, and an ICS Health and
Care Partnership, responsible for outlining and managing the collaboration of
services across and beyond the partnership to improve health and wellbeing jointly
convened by the NHS and local authorities.

1.4

The ICS Design Framework2 sets out the next steps for the development of
Integrated Care Systems, subject to Parliamentary approval in 2021. It builds on
previous publications to capture the headline ambitions for how NHS England will
expect leaders and organisations to operate with their partners in ICSs from April
2022.

"Successful systems will align action and maintain momentum during transition, with
systems continuing to make progress in improving outcomes and supporting
recovery while embedding new arrangements for strategic planning and collective
accountability across partners.
Effective transition will see high performing systems taking their existing ways of
working and creatively adapting these to the new statutory arrangements. It is an
acceleration, in the current direction." ICS Design Framework, June 2021

1
2

https://www.gov.uk/government/publications/working-together-to-improve-health-and-social-care-for-all
https://www.england.nhs.uk/publication/integrated-care-systems-design-framework/
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2.

ICS Design Framework

2.1

The document begins to describe future ambitions for:
 the functions of the ICS Partnership to align the ambitions, purpose and
strategies of partners across each system
 the functions of the ICS NHS body, including planning to meet population health
needs, allocating resources, ensuring that services are in place to deliver against
ambitions, facilitating the transformation of services, co-ordinating and improving
people and culture development, and overseeing delivery of improved outcomes
for their population
 the governance and management arrangements that each ICS NHS body will
need to establish to carry out those functions including the flexibility to operate in a
way that reflects the local context through place-based partnerships and provider
collaboratives
 the opportunity for partner organisations to work together as part of ICSs to
agree and jointly deliver shared ambitions
 key elements of good practice that will be essential to the success of ICSs,
including strong clinical and professional leadership, deep and embedded
engagement with people and communities, and streamlined arrangements for
maintaining accountability and oversight
 the key features of the financial framework that will underpin the future ambitions
of systems, including the freedom and mechanisms to use resource flexibly to
better meet identified needs and to manage financial resources at system level
 the roadmap to implement new arrangements for ICS NHS bodies by April 2022
to establish new organisations, appoint leadership teams to new statutory
organisations and to ensure that people affected by change are offered a smooth
transition that allows them to maintain focus on their critical role in supporting
recovery from the pandemic.

2.2

A summary of the content of the key headlines for the guidance framework can be
seen in Appendix A.

3.

ICS development timeline and key time points of note for the CCG

3.1

Figure One shows the key timeline for the development of the ICS. Key date points
of note for the CCG include:
 end 2021-22 Quarter Two (Sept) – a memorandum of understanding is agreed
between the ICS and each Place
 end 2021-22 Quarter Two (Sept) – plan for CCG teams to only operate at subICS level where the Cheshire and Merseyside System Development Plan confirms
that the ICS intends to establish a significant place based function at that footprint
 end of 2021-22 Quarter Three (Dec) – CCG teams should only operate at subICS level where the Cheshire and Merseyside System Development Plan confirms
that the ICS intends to establish a significant place based function at that footprint
 end of 2021-22 Quarter Three (Dec) – carry out the recruitment and selection
process for all other designate ICS NHS Body senior roles, including place level
leaders and non-executive roles, using local filling of roles process
 end of 2021-22 Quarter Four (March) – complete due diligence and preparation
for staff and property transfers from CCGs and other NHS staff transfers to new
NHS ICS Body in line with guidance.
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Figure One

4.
4.1

Governance and management arrangement - Place Based
Arrangements

The membership and form of governance that place-based partnerships adopt is for
local agreement, building on or complementing existing local configurations and
arrangements. At a minimum, these partnerships should involve primary care
provider leadership, local authorities, including directors of public health, providers of
acute, community and mental health services and representatives of people who
access care and support.
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4.2

The ICS NHS body will remain accountable for NHS resources deployed at placelevel. Governance and leadership arrangements for place-based partnerships will
need to support safe and effective delivery of the body’s functions and
responsibilities alongside wider functions of the partnership and each ICS NHS body
will need to set out the role of place-based leaders within the governance
arrangements for the body.

4.3

Guidance has indicated – and impending legislation will support implementation –
that the NHS ICS body can establish any of the following place-based governance
arrangements with local authorities and other partners, to enable local decision
making, to jointly drive and oversee local integration. In some cases a Place may
need to utilise more than one of these arrangements to enable integration and/or the
ability to make decisions in one place at the same time:
 Arrangement One: a consultative forum, informing decisions by the ICS NHS
body, local authorities and other partners
 Arrangement Two: a committee of the ICS NHS body with delegated authority to
take decisions about the use of ICS NHS body resources
 Arrangement Three: a joint committee of the ICS NHS body and one or more
statutory provider(s), where the relevant statutory bodies delegate decision making
on specific functions / services / populations to the joint committee in accordance
with their schemes of delegation. Contracts would be awarded and held, and
payments made, by the ICS NHS body as the legal entity
 Arrangement Four: a joint committee of the ICS NHS body and a local authority,
where the relevant bodies delegate decision making on specific functions /
services / populations to the joint committee in accordance with their schemes of
delegation. be underpinned by S75 Agreement for pooled budget arrangements.
Contracts would be awarded and held, and payments made, by the ICS NHS body
as the legal entity
 Arrangement Five: individual directors of the ICS NHS body having delegated
authority, which they may choose to exercise through a committee. This individual
director could be a joint appointment with the local authority or with an NHS
statutory provider and could also have delegated authority from those bodies
 Arrangement Six: lead provider managing resources and delivery at place-level
under a contract with the ICS NHS body, having lead responsibility for delivering
the agreed outcomes for the place.

4.4

It has been outlined that the roles of place-based leaders will include convening the
place-based partnership, representing the partnership in the wider structures and
governance of the ICS and (potentially) taking on executive responsibility for
functions delegated by the ICS NHS body CEO or relevant local authority.

5.

Considerations and implications for the CCG

5.1

Work is progressing in developing the Joint Committee of the nine Cheshire and
Merseyside CCGs, as reported to the Governing Body at its meeting in June 2021. A
future update will come back to the Governing Body outlining work underway to
agree the oversight and transition forum at a Cheshire and Merseyside level
overseeing the disestablishment of the nine CCGs and transfer of assets, duties and
functions. Work is also underway looking at agreeing what CCG functions will be best
retained at Place and which will need to be done at scale (ICS).
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5.2

The CCG faces a unique challenge in that it is the only CCG within Cheshire and
Merseyside that is not coterminous with a single local authority, and has recently
undergone a merger that has resulted in establishing ways of working across
Cheshire. Work is underway to determine future Place Based Arrangements via the
Cheshire East Partnership Board and the Cheshire West Place Executive, as well as
via the two Cheshire Health and Wellbeing Boards, and an options appraisal will no
doubt need to be done by all partners with regards to which of the Options outlined
within paragraph 4.3 best meets the ambitions of each ‘Place’ as well as the
practicality of what can be agreed and implemented ahead of 1 April 2022.

5.3

The CCG does however have the opportunity to progress reshaping in-year its
governance processes and allocation of resources so as to better prepare for and/or
reflect future place and ICS decision making governance arrangements. The CCG
also has a clear role in providing assurance to NHS England and Improvement as
well as the Cheshire & Merseyside Health and Care Partnership that it has
sufficiently robust plans and arrangements in train to meet the requirements /
expectations as outlined within the timeline in Section Three.

5.4

Whilst it is not solely for the CCG to determine what will be the decision making
governance arrangements at Place from 2022 onwards, it currently does have the
authority and legal architecture to put into action in year the governance structures
and decision making arrangements that could precede that which is chosen to be in
operation from 1 April 2022, and which reflect some of the arrangements as outlined
within paragraph 4.3 of this paper. These include:
 Arrangement A: a committee of the CCG with delegated authority to take
decisions about the use of CCG resources
 Arrangement B: a joint committee of the CCG and a local authority, where the
relevant bodies delegate decision making on specific functions / services /
populations to the joint committee in accordance with their schemes of delegation.
be underpinned by Section 75 Agreement for pooled budget arrangements. It
should be noted that not all CCG function can be delegated/put under a Section 75
agreement.
 Arrangement C: individual directors of the CCG having delegated authority to
make most decisions normally reserved for a Governing Body and/or Primary care
Committee, which they then may choose to exercise through a committee – either
a CCG or a partner run committee.

5.4

Each arrangement has its advantages and disadvantages, examples of which are
outlined in Table One. Each arrangement can be agreed by the Governing Body, but
would also require support from the CCGs membership and in all likelihood NHS
England & Improvement if delegated Primary Care Commissioning was included in
scope of these arrangements. Of equal importance, the support of our local
authorities and Trust partners would also be essential for implementation in year.
Each arrangement could enable greater ‘integration’ of decision making between the
CCG and its Local Authority partners regardless of whether this is the arrangement
for the 2022-23 period and beyond.
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Table A
Arrangement

A

CCG ‘Place’
Committee

B

Joint
Committee
between the
CCG & Local
Authority

C

Authority
delegation to
an individual

Comments

 As a committee of the CCG this would have delegated authority to make
decisions on commissioning and budget allocation currently within the scope
of the CCG, including that delegated to it by NHS England. Committee
membership would not be ‘restricted’ as that outlined within the CCG
Regulations so would have greater flexibility to have a wider voting
membership drawn from Local Authorities and NHS providers (similar to
proposed structure of ICS NHS Board). Representatives from other
organisations could be authorised to make decisions for their respective
organisations in line with their SORDs on areas not within the CCGs remit
(i.e. LA functions).
 CCG Place Committee could also be run as a ‘Committees in Common’ with
other Place organisations Boards/Committees to enable a wider
discussion/reach on functions across partners – a consultative forum with
powers as such.
 CCG still retains control of overall budget but has ‘allocated’ a budget to the
Place Committee for it to oversee it.
 Arrangement could be seen as forerunner arrangement prior to a Place
agreeing entering into a formal joint committee arrangement.
 Will need approval of the CCGs GP membership and support from NHS
England.
 CCG could form a joint committee with each Local Authority at Place. Each
body (CCG/LA) would delegate decision making authority on specific
functions / services / decisions to this joint committee in accordance with
their SORD. Would need to be underpinned by S75 Agreement, especially to
enable pooled budget arrangements.
 Should be noted that there are currently still some NHS functions that cannot
be part of S75 agreement (such as commissioning of ambulance services,
primary care) so would still need decisions to be made by other CCG
committees.
 Joint Committee could be run at same time as another CCG Committee
(which had the authority to make decisions not able to be included within
scope of a s75 Agreement.
 Could be a more time exhaustive process as will need to receive Local
Authority support and be approved through their own internal governance
processes.
 Individual Director (i.e. Accountable Officer) of the CCG would have
expansive delegated authority to make binding decisions normally reserved
to a CCG Governing Body/PCCC and the individual could choose to
exercise their decision making authority through any committee that they
attend.i.e. a LA HWBB.
 Could be seen as a flexible way of enabling quick decisions to be made.
 Exposes an individual to criticism for making “wrong” or “unpopular”
decisions ..and could be seen as someone having too much power over a
place.
 Would need to have robust reporting/assurance processes in place for the
organisation with the individual.
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5.5

At its recent informal development meeting, the Governing Body expressed support
for the development of two CCG ‘Place’ Committees (Arrangement Two) which would
have – where legally permissible - the responsibilities of both the Governing Body
and the Primary Care Commissioning Committee delegated to them. The voting
membership of these committees could also be expanded to include those partners /
organisations as outlined within the ICS Design Framework as being members of
Place Based committees. As these would still be CCG Committees there would not
be any issues with regards ‘double delegation’ of Primary Care Commissioning
responsibilities. Membership of these Committees would still need to observe
guidance and good practice to enable decisions to be made, reflect a wide input of
expertise and experience and enable robust conflict of interest management.

5.6

As this arrangement has only been discussed informally, the Governing Body is
now asked to consider and formally approve whether Arrangement A is the
option for the CCG to progress changing our decision making governance
arrangements within year.

5.7

Subject to approval, the CCG will progress making the necessary engagement with
and seek the support and/or approval of the CCG GP membership, NHS England &
Improvement, the Cheshire and Merseyside Health and Care Partnership and
stakeholder organisations (Local Authorities, NHS Trusts etc). The required changes
to the CCGs Constitution and associated Terms of Reference, as well as the required
internal changes to business management, and role / involvement of the other CCG
Committees, will be brought to the September 2021 Governing Body meeting for
approval.

5.8

It should be noted whilst the CCG can choose to implement any of the arrangements
as outlined in paragraph 5.3 it is still legally required to have and be able to operate a
Governing Body and a Primary Care Commissioning Committee during 2021-22, and
there may be (limited) occasions where these are required to meet. It is therefore
essential that the CCG continues to maintain the ability to operate these meetings.
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Appendix B ICS Design Framework
The framework, subject to Parliamentary approval, discusses:
An ICS Partnership, established by the NHS and Local Government as equal partners.
Operating as a forum, bringing NHS, local government and others together to align purpose and ambitions with plans to integrate care and
improve health and wellbeing outcomes for their population.
To improve local health and care services and influence the wider determinants of health.
Responsibility to develop an Integrated Care Strategy, built from the bottom up, based on Joint Strategic Needs Assessment (JSNA).
Focussed on reducing health inequalities, improving outcomes and addressing the consequences of the pandemic.
Not prescriptive rules for how partnerships develop, but must be based upon principles of equality, subsidiarity, collaboration and flexibility.
Mutual agreement of terms of reference, but with some national guidelines on the responsibilities of the partnership chair.
Membership must include local authorities in an ICS area and the local NHS, but beyond this membership is for local determination.
Significant role for public health. Legal duty to co-operate and collaborate.

At system
level…

Chair jointly selected by the NHS ICS Body and local authorities. Option to have the same or different chair for partnership and for NHS ICS
Body.
Important role in hearing the voices of people with lived experience, building on existing engagement mechanisms.
The ICS NHS Body, a new organisation binding partners together, leading on integrating the NHS in planning and providing NHS services,
and collaborating on to deliver ambitions for the health of the population.
Responsible for specific functions:
• Developing a plan to meet the needs of the population
• Allocating resources, including resources needed in each place
• Establish joint working arrangements with partners to embed collaboration, including joint commission with local authorities,
potentially at Place level.
• Establish governance arrangements to support collective accountability between partner organisations
• Arrange the provision of health services, including contract arrangements, convening and supporting providers working at scale
and place to deliver transformation outcomes, personalised care (including Continuing Healthcare and Funded Nursing Care,
• Leading implementation of the People Plan to align 'one workforce'
• Leading system-wide action on data and digital to connect health and care services, understand local priorities and track delivery
• Invest in community organisations and infrastructure, alongside councils and other partners
• Joint working on estates, supply chain, procurement and commercial strategies to maximise value for money
• Planning for and responding to incidents when such emergencies or issues arise
• Functions delegated by NHS England and Improvement, including primary care and specialised services
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All CCG functions, assets and liabilities will transfer to the ICS NHS Body, along with duties on safeguarding, SEND and children in care.
Statutory duties will include supporting achievement of the triple aim (better health for everyone, better care for all and efficient use of NHS
resources), improving quality of services, reducing inequalities, ensuring public involvement, obtaining clinical and public health advice,
promoting innovation and research and other duties defined by law.
The ICS NHS Body will have a unitary Board, responsible for ensuring the body plays its role in achieving the four purposes of the wider ICS.
Statutory minimum membership will be:
• An independent chair, plus a minimum of two other independent non-executive directors
• Chief Executive
• Director of Finance
• Director of Nursing
• Medical Director
• At least one member drawn from NHS Trusts and Foundation Trusts within the ICS area
• At least one member drawn from general practice within the ICS area
• At least one member drawn from local authorities with statutory social care responsibility within the ICS area
Appointing further members will be for local determination, in line with the ICS' agreed constitution. Directors of Public Health will have an
official role in the ICS Body and the Partnership. Board meetings will be held in public, and further guidance will follow.
The legislation is expected to give ICS NHS bodies flexibility in how they establish and deploy such committees. They will have the power to:
• appoint individuals who are not board members or staff of the ICS NHS body to be members of any committee it has established
•

establish joint committees with NHS Trusts/FTs to which they may delegate responsibilities (decision making) in accordance with
those bodies’ schemes of delegation.

Better care and outcomes will be achieved by people – residents, service users, carers, professionals and leaders – working together in
different ways. Successful ICSs will develop a culture that attracts people to work in and for their community and supports them to achieve
their full potential.
Individual employers remain the building blocks for delivering the People Plan, but ICSs have an important role in leading and overseeing
progress on this agenda, with local plans in place aligned with the Partnership Strategy.
Approach to
People and
Culture…

ICS NHS Bodies expected to have responsibility for delivering against NHS People Plan from April 2022, with 'one workforce' approach
adopted, demonstrable attention to equality, diversity and inclusion, agreeing local strategic workforce priorities, deliver high quality
transaction HR, improve local workforce experience, drive culture & behaviours, ensure talent management and succession planning.
ICS NHS Bodies will also be responsible for planning the future workforce need, with collaborative recruitment and retention, developing new
ways of working to optimise staff skills, with inclusive employment models, workforce sharing arrangements and passporting/accreditation
systems.
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Place-based partnerships are consistently recognised as key to the coordination and improvement of service planning and delivery, and as a
forum to allow partners to collectively address wider determinants of health.
There is no single way of defining place or determining a fixed set of responsibilities that a place-based partnership should hold. All systems
should establish and support place-based partnerships with configuration and catchment areas reflecting meaningful communities and
geographies that local people recognise.
The membership and form of governance that place-based partnerships adopt is for local agreement, building on or complementing existing
local configurations and arrangements such as Health and Wellbeing Boards. At a minimum, these partnerships should involve primary care
provider leadership, local authorities, including directors of public health, providers of acute, community and mental health services and
representatives of people who access care and support.
The ICS NHS body will remain accountable for NHS resources deployed at place-level. Governance and leadership arrangements for placebased partnerships should support safe and effective delivery of the body’s functions and responsibilities alongside wider functions of the
partnership and each ICS NHS body will set out the role of place-based leaders within the governance arrangements for the body.
Place-Based
Partnerships

An NHS ICS body could establish any of the following place-based governance arrangements with local authorities and other partners, to
jointly drive and oversee local integration:
• consultative forum, informing decisions by the ICS NHS body, local authorities and other partners
•

committee of the ICS NHS body with delegated authority to take decisions about the use of ICS NHS body resources9

•

joint committee of the ICS NHS body and one or more statutory provider(s), where the relevant statutory bodies delegate decision
making on specific functions/services/populations to the joint committee in accordance with their schemes of delegation. Contracts
would be awarded and held, and payments made, by the ICS NHS body as the legal entity.

•

individual directors of the ICS NHS body having delegated authority, which they may choose to exercise through a committee. This
individual director could be a joint appointment with the local authority or with an NHS statutory provider and could also have
delegated authority from those bodies

•

lead provider managing resources and delivery at place-level under a contract with the ICS NHS body, having lead responsibility for
delivering the agreed outcomes for the place.

The roles of place-based leaders will include convening the place-based partnership, representing the partnership in the wider structures and
governance of the ICS and (potentially) taking on executive responsibility for functions delegated by the ICS NHS body CEO or relevant local
authority.
Supra-ICS
Arrangements

There are some functions where ICS NHS bodies will need to work together; for example, commissioning more specialised services,
emergency ambulance services and other services where relatively small numbers of providers serve large populations, and when working
with providers that span multiple ICSs or operate through clinical networks.
In Derbyshire, we have identified four initial areas for review:
• Ambulance and 111
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•
•
•

Mental Health, Learning Disability & Autism
Acute hospital service, with focus on urgent care and planned care
GP In and Out of Hours

Other provider collaboratives, including those providing cancer services, will span multiple ICS footprints where this is right for the clinical
pathway for patients.
The governance arrangements are for local co-design between partners. From April 2022 trusts providing acute and/or mental health
services are expected to be part of one or more provider collaboratives. Community trusts, ambulance trusts and non-NHS providers (eg
community interest companies) should participate in provider collaboratives where this is beneficial for patients and makes sense for the
providers and systems involved.
Each NHS organisation has individual responsibilities to ensure the delivery of high quality care. ICS NHS bodies will also have statutory
duties to act with a view to securing continuous improvement in quality, with arrangements for ensuring the fundamental standards of quality
are delivered including to manage quality and safety risks and to address inequalities and variation; and to promote continual improvement in
the quality of services, in a way that makes a real difference to the people using them.
Quality

ICSs are expected to build on existing quality oversight arrangements, with collaborative working across system partners, to maintain and
improve the quality of care. ICS NHS bodies will need to resource quality governance arrangements appropriately, including leading System
Quality Groups (previously Quality Surveillance Groups) and ensuring that clinical and care professional leads have capacity to participate in
quality oversight and improvement
The arrangements put in place by each ICS Partnership and ICS NHS body must harness the expertise, energy and ambition of the
organisations directly responsible for delivering integrated care.
As constituent members of the ICS Partnership, the ICS NHS body and place-based partnerships, providers of NHS services will play a
central role in establishing the priorities for change and improvement across their healthcare systems and delivering the solutions to achieving
better outcomes.
Contracts health service providers hold (NHS Standard, or national primary care11 supplemented locally) will likely evolve to support longer
term, outcomes-based agreements, with less transactional monitoring and greater dialogue on how shared objectives are achieved.

The Role of
Providers

The Design Framework provides a brief precis of the issues for consideration in relation to different service providers in playing a role in the
system. This is not prescriptive, and poses questions and suggestions rather than answers. The Framework covers:
•
•
•
•
•
•
•

Primary Care
Primary Care Networks
Voluntary, community and social enterprise partnerships
Independent Sector Providers
NHS Trusts and Foundation Trusts
The new provider selection regime
Provider collaboratives
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All ICSs should develop a model of distributed clinical and care professional leadership, and a culture which actively encourages and
supports such leadership to thrive. This includes ensuring professional and clinical leaders have protected time and resource to carry out
system roles, and are fully involved as key decision-makers, with a central role in setting and implementing ICS strategy.
These arrangements should support and enhance those of the organisations within the ICS footprint, which are responsible for the
professional and clinical leadership of their people and services.

Clinical &
Professional
Leadership

Specific models for clinical and care professional leadership will be for ICSs to determine locally with resources provided describing the
features of an effective model, informed by more than 2,000 clinical and care professionals and illustrating case studies from systems with
more advanced approaches. These features include:
• effective structures and communication mechanisms to connect clinical and care professional leaders at each level of the system
• a culture which systematically embraces shared learning, supporting its clinical and care professional leaders to collaborate and
innovate with a wide range of partners, including patients and local communities
• protected time, support and infrastructure for clinical and care professional leaders to carry out their system leadership roles
• clearly defined and visible support for clinical and care profession leaders, including support to develop the leadership skills required
to work effectively across organisational and professional boundaries
• transparent approaches to identifying and recruiting leaders, which promote equity of opportunity and a professionally and
demographically diverse talent pipeline which reflects that community it serves.
The parties in an ICS, including those of the ICS Partnership, the NHS ICS body and place-based partnerships will be expected to agree how
to listen consistently to, and collectively act on, the experience and aspirations of local people and communities. This includes supporting
people to sustain and improve their health and wellbeing, as well as involving people and communities in developing plans and priorities, and
continually improving services.

Working with
people and
communities

As part of the ICS-wide arrangements, each ICS NHS body will be required to build a range of engagement approaches into their activities at
every level and to prioritise engaging with groups affected by inequalities. There will be a legal duty for ICS NHS bodies to make
arrangements to involve patients, unpaid carers and the public in planning and commissioning arrangements, and by the continuation of the
existing NHS trust and foundation trust duties in relation to patient and public involvement, including the role of foundation trusts governors.
Arrangements in a system or place should not just provide a mechanism for commentary on services but should be a source of genuine coproduction and a key tool for supporting accountability and transparency of the system. Where decision-making affects communities, groups
or specific services, these arrangements (including any formal consultation) should fully engage those affected, including populations,
patients and carers across health and social care.
The NHS ICS body should work with its partners across the ICS to develop arrangements for:
• ensuring the ICS Partnership and place-based partnerships have representation from local people and communities in priority setting and
decision-making forums
• gathering intelligence about the experience and aspirations of people who use care and support, together with clear approaches to using
these insights to inform decision making and quality governance.
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Accountability

The ICS NHS Body will be a statutory organisation. ICSs more broadly bring together NHS, local government and other partners, who each
retain formal accountability for the statutory functions they are responsible for. Building on the relationships and ways of working they have
developed to date, these partners will need to maintain a working principle of mutual accountability, where, irrespective of their formal
accountability relationships, all partners consider themselves collectively accountable to the population and communities they serve, and to
each other for their contribution the ICS’s objectives. Executives of provider organisations will remain accountable to their boards for the
performance of functions for which their organisation is responsible.
While ICS NHS bodies will, by default, lead local oversight and assurance, NHS England and NHS Improvement’s future statutory regulatory
responsibilities will be similar to its existing ones. This means that any formal regulatory action with providers will, when required, be taken by
NHS England and NHS Improvement. Systems will also benefit from existing local authority health overview and scrutiny committees
reviewing and scrutinising their work. NHS England is working with colleagues from the Care Quality Commission (CQC) and DHSC to agree
the process and roles for reviewing and assessing systems.
NHS England and NHS Improvement will make financial allocations to each ICS NHS body for the performance of its functions. Decisions
about spending will be devolved to ICS NHS bodies. This will include the budgets for acute, community and mental health services (currently
CCG commissioned), primary medical care (general practice) services (currently delegated to CCGs) and running cost allowances for the ICS
NHS body. This may also include the allocations for a range of functions currently held by NHS England and NHS Improvement.
Funding will continue to be linked to population need. Allocations will be based on longstanding principles of supporting equal opportunity of
access for equal needs and contributing to the reduction of health inequalities. Allocations will be set in a way that avoids large swings in
funding that would risk destabilising local health economies. NHS England will not make a centrally set allocation to ‘place’ within the ICS.
Money will flow from the ICS NHS body to providers largely through contracts for services/outcomes, which may be managed by place-based
partnerships or provider collaboratives. The ICS NHS body will be able to commission jointly with local authorities under a section 75 joint
commissioning arrangement, as CCGs can. The ICS NHS body will also be able to make grants to VCSE organisations and to NHS
Trusts/FTs. In future, the ICS NHS body may wish to use its expected power to delegate its functions to statutory providers.

Finance
Allocations and
Funding Flows

Based on these local priorities and national rules (including the National Tariff Payment System), the ICS NHS body will agree:
• priorities and outcomes to be achieved in plan against NHS budget (with clinical advice and with regard to ICS Partnership plan)
• the distribution of the NHS revenue allocation (both total financial value and service lines) to:
– each place-based partnership as appropriate
– each NHS provider (individually contracted or via a lead provider contract, including where operating as part of a provider
collaborative)
– contracts with other service providers
– other collaboratives partnerships.
• A capital plan including how capital spend should be prioritised locally (developed through collective decision making across NHS
providers, and with ability to co-ordinate with the estates and assets managed by local authorities).
The ICS NHS body will have the freedom to set a delegated budget for place-based partnerships to support local financial decisions to spend
ICS NHS resources. However, it must adopt the principle of equal access for equal need and the requirements to reduce health inequalities.
Budget allocated to and managed within a place (under the agreed schemes of delegation) might include:
• primary medical care
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•
•
•
•
•
•
•

Data & Digital
standards and
requirements

Managing the
transition to ICS

other primary care as delegated/transferred from NHS England and NHS Improvement – dental, pharmaceutical, ophthalmology
services
community services
community mental health including IAPT
community diagnostics
intermediate care
any services subject to Section 75 agreement with local authority
any acute or secondary care services that is has been agreed should be commissioned at place-level.

There will be a range of enablers to support a system-by-default approach, where there will be a common duty for ICS NHS bodies, NHS
trusts and foundation trusts in relation to the triple aim, which requires them to have regard to the wider effect of their decisions in each of the
three strands of the triple aim improving population health, quality of care and the use of resources
Digital and data experts will have a pivotal role in ICSs, supporting transformation and ensuring health and care partners provide a modern
operating environment to support their workforce, citizens and populations. From April 2022, systems will need to have smart digital and data
foundations in place available at system and place level, and across provider collaboratives.
ICS NHS Bodies are expected to have a renewed digital and data transformation plan, a named SRO, investment in infrastructure, the
implementation of a shared care record and interoperability, a coordinated offer of digital channels for patients to help citizens manage care, a
cross-system intelligence function to support strategic and operational conversations and a plan for embedding population health capabilities.
The change and transition approach is guided by NHS England's Employment Commitment and a set of core principles designed to inform
the thinking and actions of all colleagues throughout the process, acknowledging the wide variation in circumstances across systems.
The Employment Commitment states that:
“NHS people within the wider health and care system (below board level) affected directly by these legislative changes, including CCGs, NHS
England and NHS Improvement and NHS providers, will receive an employment commitment to continuity of terms and conditions (even if not
required by law) to enable all affected colleagues to be treated in a similar way despite a variety of contractual relationships. This commitment
is designed to provide stability and remove uncertainty during this transition.”
Accountability for managing the change process will be with the current ICS and CCG leadership, with increasing involvement of the new
leaders (eg chair, chief executive and others at board level) who may be appointed on a shadow or designate basis, pending the legislation.
Further guidance provided on the employment commitment is available at: https://www.england.nhs.uk/wp-content/uploads/2021/06/B0724employment-commitment-guidance-supporting-ics-v1.pdf

Timetable

While plans can be made, systems should not take decisions or enter into arrangements which presume any legislation is already in place or
that it is inevitable it will become law, before the Parliamentary process has been completed.
There is a clear timetable setting out the expectation on ICS' to deliver milestones during each period of the transition, building from existing
System Develop Plans (SDPs). Further resources and guidance will be provided to support the transition, including people transition
planning.
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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 GBAF 21-07. The CCG continues to work under the financial regime introduced due to the Covid-19 pandemic.

Financial Position at the end of May 2021
The reporting at the end of May 2021 is based on the budget submitted to NHS England and Improvement on 6th May 2021.
At the end of May 2021, the CCG has reported a year to date deficit of £7.477m. £3.288m of this deficit relates to the Hospital Discharge Programme (HDP)
and the Vaccination Programme, both of which are funded centrally so the CCG is expecting to receive additional allocation to cover those costs leaving a
remaining £4.189m deficit against the CCG allocation.
The reported forecast deficit for the first 6 months of the year is £10.204m relating to those services mentioned above which should be funded separately, this
leaves a breakeven position reported against the CCG's allocation. However, this forecast includes £12.042m of currently unidentified QIPP which would need
to be delivered during the first half of the year to reach a break even position.
The CCG is instituting a Financial Recovery Process internally to identify areas to reduce cost or identify non recurrent financial solutions such as slippage and
the refinement of estimates, however it is recognised that this is a significant challenge and so additional support is being sought from the Cheshire and Mersey
Integrated Care System.
There is a financial risk in respect of the financial performance of CHC and prescribing due to the use of the national uplifts which are lower than those identified
locally and due to the uptake of the independent sector activity which may have an impact on the level of elective recovery fund received by the CCG

Continued on the next slide.
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Financial Planning
In the period since the 6th May 2021 budget submission changes have been made to the CCG allocation and costs.
The ICS has redistributed system funding to give all CCGs a minimum QIPP challenge of 1.9% of non NHS expenditure, for NHS Cheshire CCG this
represents an additional allocation of circa £5m. In addition, we have identified a £2m reduction in service costs relating to CHC which have been transferred
to the HDP and so will be funded outside the envelope. This results in the CCG having a QIPP of approximately £5m or 1.9% of non NHS expenditure.
A full reconciliation of the changes will be included in the August Finance Committee Report as the changes were made in month 3, June 2021
As yet there is no guidance on the financial framework for the last 6 months of the year, H2 2021/22, however further information is expected to be shared on
the 8th July after the finalisation of these papers.
Recommendations
The Governing Body is asked to note:• The current financial position of the CCG as at the end of May 2021.
• The changes indicated to the financial plan for H1 2021/22 which will be enacted in month 3.
• The risk related to the unidentified QIPP and the establishment of a Financial Recovery Process to address this risk and the future financial risk
anticipated in the last 6 months of the financial year.
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Performance Summary – At A Glance
Key Financial Indicators

Actual

£'m

£'m

Year to Date Surplus / (Deficit)

0.000

(7.477)



Year to Date Surplus / (Deficit) - Incl. Expected Allocation

0.000

(4.189)



Running Costs Year to Date Surplus / (Deficit)

2.325

2.267



Forecast Outturn In Year Surplus / (Deficit)

0.000

(10.204)



The reported forecast deficit is £10.204m relating to those services mentioned above which should
be funded separately this leaves a breakeven position reported against the CCG's allocation.
However, this forecast includes £12.042m of currently unidentified QIPP which would need to be
delivered during the first half of the year. As such, the £4.189m year to date deficit shows a run
rate in line with the forecast deficit of £12.042m.

Forecast Outturn In Year Surplus / (Deficit) - Incl.
Expected Allocation and Unidentified QIPP

0.000

0.000



The reported position for Running Costs is in line with plan both year to date and forecast.

Running Costs Forecast Outturn In Year Surplus / (Deficit)

6.975

6.975



Forecast Contingency Reserve Available

0.000

0.000

Better Payment Practice Code - Year to Date

%

%

Performance by Volume - NHS

95%

94%



Performance by Volume - Non NHS

95%

98%



Performance by Value - NHS

95%

100%



Performance by Value - Non NHS

95%

96%



Financial Position

Achieved

Comments

Target

At the end of May 2021, the CCG has reported a year to date deficit of £7.477m. £3.288m of
this deficit relates to the Hospital Discharge Programme and the Vaccination Programme, both of
which are funded centrally so the CCG is expecting to receive additional allocation to cover those
costs leaving a remaining £4.189m deficit against the CCG allocation.

No contingency reserve has been set aside for the first half of the year, aligned with all other
CCGs in Cheshire and Merseyside.
Three out of the four Better Payment Practice Code targets have been met year to date.
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Performance Summary – At A Glance
Budget Category

Month 2 - Actual (£'m)
Budget

Actual

H1 Forecast (£'m)

Variance

Budget

Actual

Variance

NHS Acute Services

102.464

102.464

0.000

307.393

307.393

(0.000)

Other Acute Services

4.925

4.990

(0.064)

14.776

14.776

0.000

Community Services

12.976

14.142

(1.166)

38.929

42.815

(3.886)

Mental Health Services

15.184

15.203

(0.019)

45.553

45.553

(0.000)

5.121

4.879

0.242

15.363

14.967

0.396

13.209

16.715

(3.506)

39.626

48.782

(9.156)

5.624

5.857

(0.233)

16.873

17.493

(0.620)

Delegated Primary Care

19.178

19.178

(0.000)

57.535

57.535

0.000

Prescribing

21.791

21.791

0.000

65.373

65.373

(0.000)

Other Programme (excluding Unidentified QIPP)

7.959

6.984

0.975

23.878

21.598

2.280

Clinical Programme Costs

0.969

0.980

(0.011)

2.908

2.908

0.000

Running Costs

2.325

2.267

0.058

6.975

6.975

0.000

Reserves

0.619

0.619

0.000

1.858

1.858

0.000

(3.754)

0.000

(3.754)

(11.261)

(12.042)

0.781

208.593

216.070

(7.477)

625.8

636.0

(10.204)

Intermediate Care - Covid-19 Costs

0.000

1.145

(1.145)

0.000

3.886

(3.886)

Continuing Care Covid-19 Costs

0.000

1.923

(1.923)

0.000

5.740

(5.740)

Vaccination Covid-19 Costs

0.000

0.220

(0.220)

0.000

0.578

(0.578)

Total

0.000

3.288

(3.288)

0.000

10.204

(10.204)

208.593

212.782

(4.189)

625.780

625.780

(0.000)

Complex Care
Continuing Care
CCG Primary Care

Other Programme - Unidentified QIPP
Sub Total
Outside Envelope

Inside Envelope Total

Comments
The budget statement shows a detailed breakdown of the position
presented in the performance summary.
This breakdown shows the £12.042m unidentified QIPP which has
been included in the H1 forecast reported at month 2 bringing the
CCG position to breakeven, excluding the Hospital Discharge
Programme (HDP) costs (split between Intermediate Care and
Continuing Care) and the Vaccincation Programme costs; the CCG
is expecting additional allocation to cover these costs.
The majority of budget areas have no forecast variance as would
be expected at this early stage in the year where only limited data
detailing expenditure is available. The significant variances are
explained below.
Community Services - this adverse variance relates to HDP costs in
intermediate care which can be seen in the table showing costs
funded from outside the CCGs envelope.
Continuing Care - £5.740m of this adverse variance relates to HDP
costs, but the remaining balance is forecast cost over an above
budget. The ICS advised CCGs to plan for the national level of
growth in CHC and FNC and this resulted in a budget which was
lower than what local modelling suggested was needed. The
balance (£5.5m) was reported as risk within the financial planning
submission.
CCG Primary Care - the majority of this adverse variance relates to
Vaccination Programme costs which can be seen in the table
showing costs funded from outside the CCGs envelope.
Other Programme - this favourable variance relates to planned
Covid costs which are now being covered by the HDP; the guidance
for the HDP for 2021/22 wasn't released by the planning
submission deadline.
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Key Risks

Controls
All financial decisions in the Covid-19 Executive Group are noted with
financial impact identified as either a recurrent / non- recurrent cost

Increased Recurrent Cost of Health Care System for Cheshire Population due to
Covid – 19 Requirements

Additional Covid -19 CCG costs are included in the CCG 2021/22
Financial Plan where approriate for specific Covid -19 costs and
reviewed on a regualr basis
Attendance at National/North West/Cheshire and Mersey Directors of
Finance meetings
Attendance at National/North West/Cheshire and Mersey Directors of
Finance meetings.

Ability to meet Statutory Duties and related Financial Targets for 2021/22

Financial Governance Arrangements during transition to ICS by April 22

Discussion with Health Care Partnership Finance Team and
involvement in local Cheshire Community Director of Finance
meetings.
Local involvement in moving to Strategic Commissioner.
Develop reporting at Place level to support future accountability for
services and finances, including achieving sustainability.
Development of Recovery Plan across Cheshire and Cheshire and
Mersey
Attendance at National/North West/Cheshire and Mersey Directors of
Finance meetings.
Discussion with Health Care Partnership Finance Team and
involvement in local Cheshire Community
Local involvement in moving to Strategic Commissioner.

Assurances
Reporting to the Finance Committee on Covid related expenditure

Reporting to the Governing Body of Covid-19 Decisions
Discussions with partners on Covid costs and financial plans.
Continue work to maintain control of expenditure and probity.
Continue work with Cheshire organisations on Collaboration at Scale
Produce regular reports to the Governing Body around the CCG
financial position and developments form Place/ICS/Regional &
National perspectives

Continue work to maintain control of expenditure and probity.
Ensure CCG SFI are followed or updated accordingly for any changes
in accountability

Active participant and ability to influence in development of ICS
financial framework (Member of the ICS Integration Financial Work )

54
6

GOVERNING BODY
15 JULY 2021

Agenda Item 5.1

Title

Reports of the Prime Committees of the Governing Body and
Clinical Commissioning Group
Contributors
Committee Chairs, Committee “managers” and committee “administrators”
Report Reviewed by (Committee/Team/Director plus Finance if applicable)
Individual committee contributions reviewed as above.
Date submitted
July 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
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 Finance Committee meetings held in March, April, May and June.
• The Quality, Safeguarding and Performance Committee meetings held in June
• The Strategic Commissioning Committee meeting held in June.

Governing Body Assurance Framework
N/A
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Recommendation(s)
The Governing Body is asked to:
1. NOTE in particular the items the Committees wish to bring to the attention of the Governing
Body at section 3 of the Report; and
2. 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 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?

Yes
N/A
N/A

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
n/a
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1. Summary of the principal role of the Committees
Committee
Finance
Committee (FIN)
(Discretionary
Committee)

Governance, Audit
and Risk
Committee (GARC)

Principal role of the committee during 2020/21
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)
(Mandated
Committee)

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).

Quality,
Safeguarding and
Performance
Committee
(Q,S&P)

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

Chair
Suzanne Horrill,
Independent Lay
member

Peter Munday,
Independent Lay
member

Pam Smith,
Independent Lay
member

Christine Morris,
Governing Body
Registered Nurse
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Committee
(Discretionary
Committee)

Remuneration
Committee
(REMCO)
(Statutory
Committee)
Strategic
Commissioning
Committee (SCC)
(Discretionary
Committee)

Principal role of the committee during 2020/21
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.
• Monitor the performance of services commissioned by the CCG and pro-actively challenge and
review delivery against expected performance standards, agreeing any action plans or
recommendations as appropriate.
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

Pam Smith,
Independent Lay
member

Wendy Williams,
Independent Lay
member
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2. Committee Recommendations for Governing Body approval
The following items were considered by the committees. The committees are making the following recommendation/s to the
Governing Body:
Committee

Meeting
Date

Recommendation from the Committee

FIN

11.03.21

n/a

FIN

08.04.21

n/a

FIN

13.05.21

n/a

FIN

10.06.21

Q,S&P

02.06.21

n/a
n/a

SCC

24.06.21

n/a
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3. Items for the attention of the Governing Body
The following items were considered by the committees. The committees wish to draw the following to the attention of the Governing
Body:
Committee

Decision
Log
Ref No.

Meeting
Date

FIN

76.

11.03.21

FIN

6.

08.04.21

FIN

11.

13.05.21

FIN

12.

13.05.21

FIN

15.

10.06.21

FIN

20.

10.06.21

FIN

23.

10.06.21

Q,S&P

02.06.21

Q,S&P

02.06.21

SCC

SCC21 054

24.06.21

Items for escalation/attention
The Committee reviewed the Governing Body Assurance Framework and agreed it would go to the
governing body as a draft document..
The Committee agreed to send the approved Finance Committee Annual Report to the May Governing
Body.
The Committee were assured that the agreed changes have been made to the Finance Annual Report and
advised that this will now be reviewed at Governing Body.
The Committee reviewed the planning update for the 6 month period to 30th September 2021. It was
proposed that this report is sent to the private Governing Body with a section showing any additional
information that is not part of the allocation.
The Committee reviewed the risk register and agreed to provide assurance to the Governing Body that the
priority risks are FR03, FR16 and FR17.
The Committee reviewed the planning update and agreed once numbers are finalised this will go to Execs
then an update will be provided to Governing Body.
The Committee agreed the draft finance report for use during 2021/22 this will be presented monthly to the
Committee. The existing report used to present the financial position to the Governing Body will continue
to be used.
NOTE that the draft risk previously considered by the Committee titled ‘Risk of harm to patients due to
unprecedented delays as a result of COVID-19 pandemic’ has been placed on hold and will not be added
to the risk register at the current time due to its content mirroring a current risk already on the risk register
titled ‘00090 COVID - Elective Recovery & Assurance - It may not be possible to deliver the access to
services required to meet the needs of our population due to a variety of factors’
NOTE that the committee have raised the issue of communication with patients about long waits for
treatment and that it is being addressed. The committee will continue to seek assurance of action in this
area from providers.
Elective Deep Dive:
The committee considered the presentation, raised questions and discussed the issues in detail to aid the
continuing developments in this area.
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4. Meetings held and summary of “items considered”
The following items were considered by the Committees and for the Governing Body to note.
Committee

Decision
Log
Ref No.

Meeting
Date

FIN

75.

11.03.21

FIN
FIN
FIN
FIN
FIN
FIN

77.
78.
79.
80.
81.
82.

11.03.21
11.03.21
11.03.21
11.03.21
11.03.21
11.03.21

FIN

83.

11.03.21

FIN

84.

11.03.21

FIN

85.

11.03.21

FIN

1.

08.04.21

FIN

2.

08.04.21

FIN

3.

08.04.21

FIN

4.

08.04.21

FIN

5.

08.04.21

FIN

7.

08.04.21

FIN

8.

13.05.21

FIN

9.

13.05.21

Items considered
The Committee reviewed and noted the risks and the actions to be taken to mitigate the gaps in control and
the mitigation of the risks.
The Committee received and discussed the finance reports.
The Committee received and discussed the COVID-19 Report.
The Committee considered the 2021/22 Plan.
The Committee received and discussed the Primary Care update.
The Committee received and discussed the Better Care Fund update.
The Committee received and discussed the Prescribing update.
The Committee considered the paper on the mental health investment standard and raised concerns about
the money for mental health not being used. Peter Munday agreed to raise this at the Strategic
Commissioning Committee.
The Committee considered the paper on the independent sector contract and noted the risk that people who
are already on the increasing capacity framework may no longer be allowed on it. Peter Munday agreed to
pass this on to the Strategic Commissioning Committee.
The Committee noted that a repayment plan has now been agreed with the Hospice of the Good Shepherd.
This plan repays the debt over 4 years however if there are any exceptionally large legacies then a
proportion of these will be paid to the CCG in addition to the repayments.
The Committee reviewed the risk register.
The Committee noted that the Governing Body Assurance has now been agreed at Governing Body. A
specific risk associated with the Finance Committee has been identified, it was agreed this would be
reviewed quarterly.
The Committee reviewed the finance report for 28th February 2021. The group noted that the CCG's
compliance against the mental health standard is now included in the report.
The Committee reviewed the budget update and financial framework.
The Committee agreed that the increasing capacity framework, IAS, contracting intentions, pressures in the
system or any issues or service risks due to contract changes would be included in the monthly contract
update.
The Committee reviewed the forward planner.
The Committee reviewed the risk register and assurance was provided that the governance aspect of FR17
would be reviewed at GARC.
The Committee reviewed the Governing Body Assurance Framework and assurance was provided that work
is taking place to map programmes to finances and look at how these can be prioritised.
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Meeting
Date

Items considered

FIN

Decision
Log
Ref No.
10.

13.05.21

An update was provided on the Hospice of the Good Shepherd.

FIN

13.

13.05.21

The Committee reviewed the contract updates for 2021/22.

FIN

14.

13.05.21

FIN

16.

10.6.21

FIN

17.

10.6.21

FIN

18.

10.6.21

FIN

19.

10.6.21

FIN

21.

10.6.21

The Committee updated the forward planner.
The Committee reviewed the Governing Body Assurance Framework and agreed once the financial position
is finalised the risk will be updated.
The Committee reviewed the capital reporting and noted that Primary Care is supporting the business case
development for Knutsford and Handbridge.
The Committee reviewed the Better Care Fund and noted it is likely this will continue this year and into next
year.
The Committee reviewed the ICS update and felt assured that local discussions are taking place and some
good collaborative agreements are being made.
An update on the contract and actions to date was provided and the Committee noted the change in
governance arrangements for the ICF and the emerging risks. They also noted appendix one and the
progress made on the issuing and sign off of 2021/22 Independent Sector contracts.

FIN

22.

10.6.21

An Update on SBS was provided to the Committee.

FIN

24.

10.6.21

The Forward Planner was reviewed.

Committee

The Committee received a comprehensive suite of reports relating to the quality and performance of all
commissioned providers for assurance purposes. Items for specific noting by the governing body are
detailed:
Q,S&P

02.06.21

Q,S&P

02.06.21

The committee received assurance in relation to the CCG’s oversight of healthcare acquired infections
across all providers. NHSEI have published guidance on review of COVID-19 related deaths and Clinical
Commissioning Group Medical Directors are in dialogue with our Acute Trusts and will be gathering
feedback on how the guidance has been incorporated into their learning from deaths and mortality
processes.
Enhanced Quality Assurance - The Countess of Chester NHS Foundation Trust
The Trust is currently considered an outlier on a number of performance measures that both the Trust and
CCG recognise could impact on quality. To ensure a rich understanding of the areas that present a risk to
quality and to ensure a shared understanding of the mitigations the Trust has put in place, over the next few
weeks the Quality Team in partnership with the Trust will be utilising an NHSE/I risk assessment tool. The
tool will allow the development of a shared profile, a joint understanding of the level of assurance and will
identify the key quality risks. This process will be overseen by the Director of Quality, Patient Experience &
Safeguarding along with the CCG Medical Director. The work is fully supported by the Trusts Quality and
Nursing Team and its Medical Director. It is anticipated that this period of enhanced quality assurance will be
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Committee

Decision
Log
Ref No.

Meeting
Date

Q,S&P

02.06.21

Q,S&P

02.06.21

Q,S&P

02.06.21

Items considered
undertaken over the next four weeks.
Theatre Capacity
The Trust remains a regional outlier for 52 week activity and this has been compounded by theatre capacity
due to issues with equipment and flooding. This position will be monitored by the CCG team as part of the
enhanced assurance process.
Mortality
The Trust continues to have a high Hospital Standardised Mortality Ration (HSMR) and the Quality Team
have received assurance that the Trust is investigating the reasons for the increase and continues to
undertake work to address the situation.
Imaging Reporting incident – Mid Cheshire Hospital NHS Foundation Trust
The committee were informed that in April 2021 the Trust reported a major incident following the
identification of a large number of Computed Tomography (CT) and Magnetic Resonance Imaging (MRI)
results that had been outsourced to an external company for reporting, which were found to have not been
sent on directly to GP Practices via EMIS between 12 November 2020 and 16 April 2021. The Trust have
taken corrective actions including contacting the affected practices directly, ensured appropriate follow-up
actions are undertaken and established a Single Point of Contact. The CCG team will continue to support
the Serious Incident investigation due to the potential for learning related to primary care IT systems and
failsafe processes for following-up outstanding investigations.
Childhood immunisations waiting lists – Primary Care
Several practices have been identified as having waiting lists that are either increasing or too large based on
their practice list size. The CCG team has escalated concerns to NHS England / Improvement Cheshire and
Merseyside Immunisation and Screening Team and the Childhood Immunisation Service to ask for
assurance on how they plan to reduce these waiting lists.
Performance
The committee was updated on significant pressures on urgent care performance, across primary,
secondary, and mental health sectors with the numbers of patients accessing services exceeding pre
COVID levels. This was impacting on a range of performance metrics including those associated with A&E
standards.
The work taking place through the A&E Delivery Board to mitigate these issues was reviewed:
• Elective care recovery plans continue to make progress with increased numbers of patients being
treated and reductions in the numbers of patients waiting over 52 weeks. There have been some delays
in confirming the processes associated with the national “Elective Recovery Fund” which has impacted
on the volumes of patients being transferred to independent sector provider capacity
• A process to clinically prioritise patients awaiting a diagnostic test have been communicated,
commencing in June, which is like the process already in place for the surgical waiting list
• The risks associated with the elective waits were reviewed in relation to the waiting list and imminent
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Items considered
implementation of a new Electronic Patient Record at Countess of Chester Hospital
• The committee was updated on the work to address reported long waits for some mental health services
• Revisions to the national General Practice Standard Operating Protocol, which emphasised face to face
access to appointments was highlighted. In addition, assurance was offered in relation the CCG
General Practice dashboard which includes a range of metrics used to identify variation and informs
work to address issues.
Programme Management Update:
The committee noted the contents of the update report and agreed the next steps contained within this.
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Date

Item

Reference / Notes

Aug 2021

No meeting planned

Sept 2021

Chairs’ Introduction / Report

Standing Item – Monthly

Sept 2021

Standing Item – Monthly

Sept 2021

Accountable Officer’s Report, including:
• COVID response update
Governing Body Assurance Framework

Sept 2021

Finance Update

Standing Item – Monthly

Sept 2021

Reports of the Committee Chairs

Sept 2021

Development of ICS / Place arrangements

Sept 2021

Health Inequalities Update

Standing Item – alternate
months
Discussion / decisions as
required
Following Strategic
Commissioning Ctte discussion

Oct 2021

Chairs’ Introduction / Report

Standing Item – Monthly

Oct 2021

Standing Item – Monthly

Oct 2021

Accountable Officer’s Report, including:
• COVID response update
Finance Update

Oct 2021

Development of ICS / Place arrangements

Discussion / decisions as
required

Oct 2021

Cheshire Care Record

Oct 2021

Learning Disabilities Strategy – WEST

Nov 2021 tbc

Deep Dive: Cancer

Standing Item – Quarterly

Standing Item – Monthly

Following Strategic
Commissioning Ctte discussion
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