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1. OVERVIEW 
 

1.1 Statement from the Accountable Officer 

1.1.1 This is our third annual report, detailing the Clinical Commissioning Group’s 
achievements and progress during the last year as well as showing how we 
propose to develop local health services in the next few years. It is a statutory 
requirement that we publish an annual report. 

1.1.2 This Overview report provides a short summary of our organisation, our purpose, 
our performance during the year, and key risks to the achievement of our future 
objectives. More detail on these matters is provided in the Performance Analysis.  

1.1.3 In line with our strategic vision we aim to secure the best possible health care for 
the people of Knowsley, with care provided closer to home where possible, 
ensuring that hospitals are kept available for those who need them. 

1.1.4 We are responsible for commissioning most acute hospital, mental health and 
community services, and from April 2015 became responsible for commissioning 
GP primary care under delegated authority from NHS England. 

1.1.5 Our 2015/16 commissioning plan set out how we planned to improve and develop 
services during the year. Our most significant achievements during the year 
include establishing the 4 locality areas led by our member practices. This is key 
to developing our planned locality-based integrated service model, which aims to 
support people to retain their place within the community.  

1.1.6 We have commenced the contract for a new community respiratory service, which 
was awarded to Liverpool Heart and Chest Hospital NHS Foundation Trust 
following an open competitive tender exercise. This is just one example of the 
development of integrated service models, building on the success of existing 
services within the borough.  

1.1.7 In relation to primary care services we have continued to increase capacity 
through extended access to same day bookable GP appointments, and we have 
successfully replaced the Options service, achieving savings for reinvestment in 
primary care, while maintaining service provision for patients 

1.1.8 NHS England holds the CCG to account through an assurance framework. We are 
pleased that the CCG has been rated as ‘Good’ for leadership, planning, 
performance, financial management and for how it discharges duties delegated to 
it by NHS England. We have continued to fulfil our key financial and statutory 
duties in a challenging environment. 

1.1.9 We have also continued to deliver against the majority of NHS Constitution 
standards as well as other nationally mandated standards. However, performance 
was below the required standard in a number of areas, most notably in relation to 
urgent care in terms of A&E waiting times and ambulance response times. We are 
working in collaboration with neighbouring CCGs and our providers to address 
these system wide urgent care pressures. 
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1.1.10 We also recognise the need to improve the measures of access and quality in 
mental health services, in particular for Improving Access to Psychological 
Therapies (IAPT) and for the care of mental health patients following their 
discharge from hospital. We are continuing to work with our provider to address 
this. 

1.1.11 We aim to be open and transparent about the work that we do and how we use 
the public resource made available to us to plan, buy and monitor health care 
services. This is our full annual report which contains all of the statutorily required 
information for such reports. A shorter public summary is also produced 
highlighting key information and can be accessed on our website 
at www.knowsleyccg.nhs.uk from September.   

1.1.11 We are proud of our achievements to date and we are pleased with the level of 
involvement we have from GP members, the public and our key stakeholders. We 
recognise the level of the challenges ahead both locally and nationally, and we are 
confident that we are able to address them. 

 
 

Dianne Johnson  
Accountable Officer 
  

http://www.knowsleyccg.nhs.uk/
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1.2 The purpose and activities of the CCG 

1.2.1 The CCG has now been in existence for 3 years. It is made up of the 31 GP 
practices in the borough working alongside health practitioners from nursing, 
pharmacy and secondary care. It covers a geographical area from Kirkby in the 
North to Halewood in the South. It encompasses; Huyton, Prescot, Whiston, 
Cronton and Knowsley Village, sharing the same boundaries as Knowsley 
Metropolitan Borough Council (KMBC). 

 
1.2.2 The CCG is responsible for commissioning most acute hospital, mental health and 

community services, and from April 2015 became responsible for commissioning 
GP primary care services under delegated authority from NHS England. It has a 
total annual budget of approximately £287 million, which includes a running cost 
allowance of £3.2 million, and a registered population of approximately 162,000.  

 
1.2.3 The strategic vision of the CCG is ‘In 5 years’ time, the population of Knowsley will 

be happier and enjoy better health. When they need to access health and 
wellbeing services, they will be high quality services with improved access and 
which use the latest evidence based treatments and therapies. We shall see 
people living longer. They will be healthier and enjoying a better quality of life. 
They will be safer and there will be a reduction in health inequalities. They will 
have greater independence, more self-care, more responsibility and greater 
involvement in decisions about their care’. 

 
1.2.4 The CCG was formed to deliver a new way of commissioning health services in 

the borough. Patients are at the heart of all that it does and the CCG strives to 
involve them in decisions about the design and commissioning of services. It is 
listening to local people, using clinical knowledge and close working relationships 
with patients and partners. As a result of this engagement it is developing new 
community based services in order to achieve a step change in outcomes.  

 
1.2.5 Knowsley’s location means that patients receive services at a wide range of 

provider trusts rather than a single main provider as is often the case in other 
areas. This requires the CCG to work effectively as part of both the Mid Mersey 
and North Mersey health and social care economies. As a result the CCG works 
through collaborative commissioning arrangements with neighbouring CCGs to 
ensure good outcomes for local people. The CCG recognises the importance of 
ensuring that local plans are consistent with those of the wider health and social 
care systems.  

 
1.2.6 In line with national planning guidance in 2015/16, the CCG’s transformation 

model was aimed at delivering the key characteristics of a sustainable health and 
social care system as follows:  

a) Citizens at the heart of what we do: Ensuring that the local population is fully 
included in all aspects of service design and change and, that patients, their 
families and carers are fully empowered in the development, agreement and 
implementation of their own care plans; 

b) Wider primary care, provided at scale through a modern model of integrated 
care; 

c) Access to highest quality urgent and emergency care;  
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d) A step-change in the productivity of elective care; 
e) Specialised services concentrated in centres of excellence. 

 
1.2.7 The CCG recognises the importance of the wider determinants of health and 

social care and how education, employment, the environment, public health, 
economic prosperity, housing, sport and leisure impact on the health and 
wellbeing of the local population. It therefore takes an active role in developing 
and maintaining a strong and effective Health & Wellbeing Board, and is an active 
member of the Knowsley Strategic Partnership. 

 
1.2.8 Building on the borough’s strong history of health and social care integration, the 

CCG has worked closely in partnership with KMBC, informed by extensive patient, 
public and provider engagement, to define the future model for delivery. The Joint 
Health and Wellbeing Strategy 2013-2016 aims to deliver improvements across 
the range of life course outcomes as follows:  

 
a) Mothers and fathers are well prepared for pregnancy and choose to have 

babies; 
b) Healthy conception, pregnancy and birth; 
c) Children are ready for school physically, emotionally and developmentally; 
d) Children make a positive transition between primary and secondary school; 
e) Young people have the skills and resources required to make positive transition 

choices into adulthood; 
f) Adults have the resources and support to enable them to manage their own 

health and wellbeing and have a good quality of life; 
g) People are able to maintain independence for as long as possible; 
h) People are able to approach the end of life with dignity. 

 
1.2.9 The CCG set the following key objectives for 2015/16 reflecting national and local 

requirements and its role and contribution within the wider health and social care 
system:  

 
a) To secure additional years of life for conditions considered amenable to      
     healthcare;  
b) To improve the health related quality of life of people with one or more long- 

                 term condition;  
c) Reduce the amount of time people spend avoidably in hospital through 
     better and more integrated care in the community;  
d) Increase the proportion of older people living independently at home  

                 following discharge from hospital;  
e) Increase the number of people having a positive experience of care outside  

                 of hospital, in general practice and in the community;  
f) Increase the number of people having a positive experience of hospital  

                 care;  
g) Make significant progress towards eliminating avoidable deaths in local  

                 hospitals. 
 
1.2.10 The CCG’s Commissioning Plan for 2015/16 described how it intended to develop 

and improve services to further the achievement of these objectives during the 
year. Key to the plan is the concept that people will have greater independence, 
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be able to self-manage more effectively and become active participants in 
ensuring their own and their family’s physical and mental health and wellbeing. 
They will have more responsibility and greater involvement in decisions about any 
care and support they receive. Services will be seamless from the patient’s 
perspective. 

1.2.11 The delivery model, which will be delivered over a number of years, is centred on 
locality-based integrated provision, with one philosophy of care based on 
supporting people to retain their place within the community for as long as is 
practical. 

1.2.12 This incorporates joint assessment, co-ordinated by a lead practitioner or 
professional, adopting a case management approach. This is intended to enable 
people to co-produce a single, holistic, care plan over which they feel a real sense 
of ownership, and which will be delivered as close to home as possible. 

1.2.13 This includes further building community resilience through third and voluntary 
sectors, working alongside public health and prevention services. But it also 
means empowering individuals to make better lifestyle choices, supporting and 
encouraging people to have increased awareness of and better access to services 
that support them to maintain good health and wellbeing.  

1.2.14 The plan calls for targeted investment in skills, capacity and infrastructure to 
support a more holistic, co-ordinated, integrated, efficient and person-centred 
approach to the delivery of health and social care.  

1.2.15   The key elements of the 2015/16 commissioning plan were as follows: 
a) Better Care Fund - A plan for health and social care services to work more       
   closely together, driving integration and improved outcomes comprising 3 core 

initiatives:  
i. Localities (these were previously termed Neighbourhubs but through 

discussions and continued work with our partners it became clear that 
the term Neighbourhub was confusing to some and was often 
misinterpreted as a building); 

ii. Safe supported discharge and support to remain at home;  
iii. Access Knowsley; 

b) Community Respiratory Disease Service - Procurement and Implementation of 
community service to manage extended range of respiratory conditions ; 

c) Community Diabetes Service - Review of existing service and identification of 
opportunities to improve health outcomes for people with or at risk of diabetes; 

d) Mental Health 4 year plan - To produce a 4 year plan to improve mental health 
in Knowsley, incorporating national requirements (e.g. children and young 
people’s transformation plans), and to implement the first year of this plan; 

e) Mental Health Early Intervention in Psychosis (EIP) - To have assurance that 
providers are sufficiently prepared to deliver new access for extended EIP 
service  by 1st April 2016; 

f) Prime Minister’s Challenge Fund:  Increased access to Primary Care    
    Extended Hours 08:00am – 08:00pm Monday to Friday and access to 

scheduled  GP appointments at weekend; 
  g)  Primary Care Alternative Provider Medical Services – Commissioning of  
       replacement for Options Service 
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h)  NHS 111 - Implementation of newly procured 111 service; 
i)   Patient Transport Services (PTS) - Re- specification and procurement, as               

 part of NW wide collaborative, of PTS service; 
j)   Acquired Brain Injury - Pan Mersey review of rehabilitation services; 
k) Continuing Health Care (CHC) – In-housing of CHC nursing and assessment 

functions; 
l) Maternity services - Cheshire and Mersey review of maternity services; 
m) Cancer Plan 16/17 - Review of National Institute for Clinical Excellence (NICE) 

guidelines for suspected cancer referrals and development of cancer 
commissioning priorities for 16/17. 

 

1.3       Performance summary 

1.3.1 Progress and achievements against the 2015/16 Commissioning Plan are 
summarised below: 

Plan Key Achievements 
Better Care Fund, including 3 core 
initiatives of localities; safe, 
supported discharge; and Access 
Knowsley 

4 locality areas led by member practices 
are established with significant 
stakeholder engagement undertaken to 
develop wider primary care model. 
  

Community Respiratory Disease 
Service 

Commenced new contract in November 
2015 and continuing to work with Liverpool 
Heart and Chest Hospital to deliver 
extended services from June 2016. 
 

Community Diabetes Service Commenced plans to develop a 
comprehensive pathway based model for 
the provision of diabetes prevention, 
management and treatment which will 
incorporate those services currently within 
the Community Diabetes service. 
 

Mental Health 4 year plan 4 year plan for improving mental health 
developed in consultation with a wide 
range of stakeholders, incorporating a 
number of improvement actions, in 
particular a drive for parity of esteem.. 
 

Mental Health Early Intervention in 
Psychosis (EIP) 

Baseline assessments and 
implementation plans completed by key 
providers. 
 

Primary Care GP Extended Hours Increased primary care GP capacity by 
300 same day bookable appointments and 
60 same day home visits, available 
Monday to Friday 8am to 8pm. 

Primary Care replacement for 
Options Service 

Replacement of the Options service has 
been successfully managed, achieving 
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savings for reinvestment in primary care, 
while maintaining service provision for 
patients. 
 

NHS 111 implementation (North 
West) 

Mobilisation of the service was completed 
in October 2015 in accordance with 
planned timescales. 
 

Patient Transport Service re-
specification and procurement 
(North West) 

The specification and procurement of the 
new service has been completed and the 
service will commence from June 2016. 
 

Acquired Brain Injury (Pan Mersey) Cheshire and Mersey Acquired brain 
Injury rehabilitation service review has 
been completed. Key recommendation is 
to continue with service under a lead 
provider contract model. 
 

Continuing Healthcare (CHC) and 
Complex Children’s care and 
Mental Health  in-housing of 
functions 

The in-housing of Continuing Healthcare 
and Complex Children’s care and Mental 
Health services was completed by 1st 
March 2016 as planned on termination of 
the North West Commissioning Support 
Unit. The CCG team now manages all 
aspects of Continuing Health Care, 
including NHS-funded Nursing Care 
(FNC), Adults Continuing Healthcare 
(CHC), Children’s Complex Care and 
Complex Mental Health (Out-of-Area 
Treatment). 
 

Maternity Services (Cheshire & 
Merseyside) 

Cheshire & Merseyside Women and 
Children’s Services has been selected as 
a Vanguard site which aims to develop a 
clinically managed network for women’s 
and children’s services across Cheshire 
and Merseyside in order to further improve 
quality and ensure services are clinically 
and financially sustainable. 
 

Cancer Plan 16/17 Work has commenced on drafting the 
Cancer Plan. Communication and training 
has been provided to member practices in 
relation to the new NICE referral 
guidelines for suspected cancer.  
 

 

1.3.2  The Commissioning Plan will be refreshed for 2016/17, building on the work in the 
current year to further develop the locality model, extend community based 
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services, and deliver the first year of the 4 year plan for improving mental health 
and service delivery  

1.3.3 In addition to securing the development and transformation of services to achieve 
health improvement for future years, which is the focus of the Commissioning Plan 
described above, the CCG also needs to focus on the performance and quality of 
current service delivery.  The following section summarises CCG performance in 
2015/16 at a high level.  

1.3.4 CCG Assurance Framework: This is the mechanism through which the CCG is 
held to account by NHS England. It covers delivery across five domains. 
Assessment takes place continuously throughout the year, rather than as a one-
off inspection. The CCG has had a baseline assessment, followed by further in 
year assessments. The CCG has been rated as Good in all domains by NHS 
England. Key achievements noted by NHS England in the baseline assessment 
included:  

a) The CCG is the class leader on the Transforming Care agenda; 
b) The CCG has consistently achieved the NHS Constitution Standards and has 

had good performance against both the MRSA and CDiff Ceilings. 

1.3.5 NHS Constitution: The CCG has been working hard to ensure that it delivers 
against the key national and local performance measures. These cover all aspects 
of healthcare, including the NHS Constitution and other indicators in relation to 
patient safety, clinical effectiveness and cost effectiveness. The CCG has 
delivered against the NHS Constitution for the majority of standards, including: 

a) Referral to treatment waiting times for non-urgent consultant-led treatment; 
b) Diagnostic test waiting times; 
c) Cancer waiting times across all standards including 2 week waits for first  

appointments, and 31 and 62 day waiting times for treatment; 
d) Minimising healthcare acquired infections, with lower rates of Clostridium 

difficile; 
e) Dementia diagnosis rates.   

1.3.6 A number of standards were not achieved in 2015/16, and exceptions were as 
follows: 

a) A&E waits and category A ambulance call response times, which were missed 
by a small margin for Knowsley patients and are symptomatic of wider urgent 
care demand pressures which are being addressed collectively through the 
System Resilience Groups; 

b) Improving Access to Psychological Therapies (IAPT) access and recovery 
targets were consistently not met during the year and shortfall in mental health: 
care programme approach (CPA) follow up are the subject of on-going 
discussion and contractual process with the provider, 5 Boroughs Partnership 
Trust; 

c) A single case of mixed sex accommodation breach and a single case of 
methicillin-resistant staphylococcus aureus (MRSA) which are both zero 
tolerance targets.  
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1.3.7 Financial Performance: The CCG must ensure that health services are delivered 
within its Programme and Running Cost Allowance and cash flow controls, as set 
by NHS England. In addition, it was expected to maintain the 1% surplus brought 
forward from 2014/15. The CCG was successful in meeting both its statutory 
financial duties and the 1% target in 2015/16. 

1.3.8 Statutory duties: The CCG is committed to fulfilling its statutory duties. Within 
this annual report there is a particular focus on demonstrating how the CCG meets 
the following duties: 

a) Duty to improve the quality of services (Section 14R of Health and Social Care  
Act 2012 (HSCA)); 

b) Duty to reduce inequalities (Section 14T of HSCA 2012); 
c) Public involvement and consultation by clinical commissioning groups (Section 

14Z2 of HSCA 2012); 
d) Contribution to the delivery of the Joint Health and Wellbeing Strategy; 
e) Sustainable development. 

 
1.3.9 The CCG is confident that it meets its statutory duties in respect of the above, and 

the report provides details of the governance structures, strategies and plans, 
partnership and joint working arrangements, engagement and participation 
mechanisms, roles and responsibilities, service delivery and other initiatives, 
monitoring , reporting and accountability in place.   

1.4 Key issues and risks that could affect the delivery of future objectives  

1.4.1 The key issues and risks, nationally and locally which may impact on future 
delivery and performance are described below together with mitigating actions the 
CCG is taking to address these. 

 
1.4.2 The Five Year Forward View (FYFV), which was published in October 2014, 

identifies a number of national issues and risks facing the NHS. These include 
deep-rooted health inequalities, widespread preventable illnesses and 
unwarranted variation in the quality of care. These and other factors are driving 
ever-increasing demands upon services. Set against this, resources are 
constrained and the NHS trust and foundation trust sector in England is in deficit. 
At the same time, local government has experienced significant reductions in 
funding. The FYFV identifies the need for action at a national level on three fronts 
– demand, efficiency and funding.  

  
1.4.3 This overall picture is replicated at a local level in Knowsley: 
 

a) Health inequalities are a major factor, with Knowsley being the second most 
deprived borough in the country. 

b) The age profile of the borough is changing. Although overall population growth 
is almost flat the population is ageing with an associated increase in demand on 
services. 

c) The growing prevalence of ill-health is driving a steadily increasing demand for 
services. Much of the burden comes from preventable diseases, chiefly 
cardiovascular diseases, respiratory diseases and preventable cancers. 
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d) Rates of smoking are high, and rates of alcohol related admissions to hospital 
are high. Although the rate of obesity in adults is slightly better than the 
England average, obesity in children is relatively high and worsening. Rates of 
physical activity are low. 

e) The NHS Atlas of Variation 2015 suggests that there is unwarranted variation in 
a number of areas, including, but not limited to, outcomes around cancer, 
cardiovascular disease, mental health and the care of older people. 

f) The financial challenge across the local health and social care economy is 
severe and does not allow for an expansion of provision to meet the increasing 
demand; maintaining the sustainability of services requires a change in 
provision. The majority of local NHS trusts and foundation trusts are in deficit. 
At the same time, KMBC has experienced significant reductions in funding and 
anticipates further reductions with an onward impact on service delivery. 

 
  1.4.4 Specific risks identified within the CCG’s Governing Body Assurance Framework 

are summarised below:  
 

a) There is a risk that as a result of partner financial pressures, collaborative and 
partnership commissioning arrangements are not effective in delivering CCG 
priorities. The possible impact of this would be failure to deliver the CCG 
transformational aims and strategic commissioning intentions. This is being 
managed by building and strengthening partnership governance arrangements 
and working relationships. It is anticipated that this risk will continue to grow 
due to continuing financial and demand pressures. Latest planning guidance 
sets out the need to develop Sustainability and Transformation Plans (STPs) 
across a system-wide footprint. The STP is the key means of mitigating this risk 
across the health and social care system; 

b) There is a risk that as a result of increased demand for services, some key 
constitutional rights e.g. waiting times for accident and emergency and referral 
to treatment will not be met. The possible impact of this could be poor patient 
experience and damage to the CCG’s reputation; 

c) There is a risk that the complex provider landscape in Knowsley, with patients 
using a number of different hospitals and other healthcare services and with a 
number of commissioners involved, may be difficult to manage. The possible 
impact of this could be a reduction in the quality and performance of services. 
This risk is being mitigated through Quality Boards and Quality Surveillance 
Groups, clinical leadership, collaborative and lead commissioning 
arrangements, the shared contracts service and commissioning support and 
safeguarding services. This could be further mitigated through the STP process 
and associated governance arrangements; 

d) There is a risk that uncertainty over future NHS funding and other policies may 
make it difficult to plan and manage the budget. The possible impact of this 
could be that the CCG is unable to deliver local commissioning plans and/or 
achieve financial targets. This has been mitigated in part through the recent 
publication of financial allocations for the next three years. This makes longer 
term planning easier; 

e) There is a risk that the governance of services commissioned by the CCG is not 
effective. The possible impact of this could be harm to patients, damage to the 
CCG’s reputation and financial loss. This is being mitigated through the work of 
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the Quality Committee and Finance and Performance Committee and the 
CCG’s membership of local safeguarding boards; 

f) The risk that the transition to a new commissioning support provider affects the 
continuity of services to the CCG such as business intelligence. This is being 
mitigated through a robust transition and mobilisation process which is currently 
being concluded, significantly reducing the risk going forward.    
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  2.  PERFORMANCE ANALYSIS  
 

  2.1    How the CCG measures performance  

  2.1.1   CCG Assurance Framework 2015/16  

  2.1.2 NHS England has a statutory duty to make an annual assessment of each CCG’s 
performance. This is achieved through the CCG Assurance Framework. A new 
framework was published in March 2015 to take account of the changes which 
have taken place in the NHS environment since CCGs were established in 2013. 

  2.1.3 The CCG Assurance Framework covers the overall delivery of CCG statutory 
responsibilities and takes place continuously throughout the year. The framework 
consists of five components of assurance which are: 

a) Well-led organisation; 
b) Financial management; 
c) Performance; 
d) Planning; 
e) Delegated functions. 

 
 2.1.4 CCGs are assessed against each component according to a set of criteria to 

arrive at a rating of outstanding, good, limited assurance or not assured. 

 2.1.5 The CCG has had a baseline assessment, followed by further in year 
assessments. At the baseline assessment, and at subsequent in-year 
assessments, the CCG was rated as Good in all five domains.  

 2.1.6  Performance monitoring systems and processes 

 2.1.7 The CCG adopts a programme management approach to the delivery of its 
commissioning plan. Regular progress reports against key milestones are 
provided to the CCG’s Finance and Performance Committee. 

 2.1.8 The CCG is responsible for monitoring and assuring itself of the quality and 
performance of services which it commissions. Where the delivery of those 
services falls below the required standards it must ensure that providers develop 
and implement actions that ensure those standards are met in the future. The 
performance of the CCG in this regard is monitored through targets and other 
performance standards contained in the NHS Constitution and Everyone Counts 
Indicators. 

 2.1.9 A comprehensive set of arrangements is in place to monitor performance. 
Performance is monitored both on a provider basis and also aggregated at CCG 
level. This is done to enable the CCG to ensure that not only do its providers 
perform according to contractual standards but also that the overall performance 
meets the required standard for the population of Knowsley. 
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 2.1.10 Performance is reviewed systematically through a variety of means, and is 
reported widely throughout the organisation. It is also made public through 
Governing Body meetings that are held in public. Robust governance systems are 
in place for all of the CCG main contracts. This includes regular contract review 
meetings supported by sub groups monitoring finance, information and service 
quality. 

 2.1.11 During 2015/16, arising from the change in Commissioning Support Unit described 
below, the CCG changed the way it manages contractual performance by 
establishing a shared service with NHS St Helens CCG. Performance is reported 
to the Governing Body and to relevant committees, in particular the Finance & 
Performance Committee and the Quality Committee. Regular performance 
updates are also provided to the Executive Management Team and other key 
CCG officers as necessary. 

 2.1.12 The Commissioning Support Unit (CSU) is a key component in performance 
monitoring. Commissioning support services can comprise a wide range of 
functions necessary to enable the CCG to deliver its statutory functions. The 
provision of performance management information and analysis is a significant 
part of this service.  

 2.1.13 During the year the CCG changed its commissioning support provider, following 
its participation in a collaborative procurement exercise with other Cheshire and 
Merseyside CCGs to select a new provider.  Following this exercise, a proposal to 
select Midlands and Lancashire Commissioning Support Unit (MLCSU) as the 
preferred bidder was approved by the Governing Body and a contract has 
subsequently been awarded.  

       2.2   Progress against the 2015/16 Commissioning Plan 

 2.2.1 In the 2015/16 Operational Plan, the CCG set out how it would continue its work to 
progress a programme to deliver: 

a) A healthier, happier population, with a better quality of life; 
b) A reduction in health inequalities; and  
c) Improved access to healthcare, when required, as close as possible to home. 

 
 2.2.2 The locality model is the central delivery vehicle for this and is centred on locality-

based integrated provision, with one philosophy of care based on supporting 
people to retain their place within the community. Key features of this model are: 

a) Joint assessment, co-ordinated by a lead practitioner or professional, adopting 
a case management approach, which is intended to enable people to co-
produce a single, holistic, care plan over which they feel a real sense of 
ownership, and which will be delivered as close to home as possible; 

b) Further building community resilience through third and voluntary sectors, 
working alongside public health and prevention services.  

c) Empowering individuals to make better lifestyle choices, supporting and 
encouraging people to have increased awareness of and better access to 
services that support them to maintain good health and wellbeing.  
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d) Extended access to primary care, allowing patients from all practices within 
each locality to access general practice services on weekdays and at 
weekends. 

 2.2.5 The purpose of this section is to provide an update with regard to progress against 
the 2015/16 plan in service areas.  

 2.2.6 Primary Care: In 2015/16 the CCG’s membership agreed the configuration of its 
four locality areas and undertook significant further work to enable them to 
establish the required vision and values. These discussions have also included 
the CCG’s community nursing provider.  

     2.2.7 The CCG was also successful with its Prime Minister’s Challenge Fund bid which 
enabled a diagnostic exercise to be undertaken. This evidenced substantial 
engagement with and goodwill towards the proposed model from CCG member 
practices, NHS and third sector providers. 

 2.2.8 The CCG increased primary care capacity by 300 same day bookable 
appointments and 60 same day home visits per week, available Monday to Friday 
8am-8pm. 

 2.2.9 The CCG confirmed notice to cease its Options (APMS) contract with effect from 
31 March 2016. A project team was put in place to manage the implications of this 
service cessation and ensure that there were no gaps in service provision for 
patients with effect from 1st April 2016.  

2.2.10 Investment in Primary Care information technology during the year has improved 
the range and patient take up of online services, improved telephone call handling 
systems and further extended electronic prescribing. Further initiatives have 
supported improved efficiency and increased used of digital rather than paper 
records.   

2.2.11 Medicines Management: The medicines management work plan 2015-16 aimed 
to optimise the use of medicines for maximum patient benefit and provide best 
value to the NHS. Progress has been made as follows:   

 
a) Repeat prescribing risk assessments in 90% of practices to date has had     
     impact on increasing patient safety and reducing medicines waste. Eighty    
     seven per cent of practice staff involved in repeat prescriptions  have had    
     repeat prescribing training in 2016;   
b) Practice specific waste medicine reductions commenced in 2015-16,          
     efficiency savings by practices working with the Medicines Management 

                 Team exceed £1.2 million;  
c) Following feedback and support prescribers have continued to review the   
     appropriateness of their antibiotic prescribing and reduce any local                               
     impact for antimicrobial resistance; 
d) The prescribing decision software, Optimise Rx was commissioned for all   
     practices and encourages prescribers to review prescribing choices at the  
     point of prescribing to increase medicines safety and cost effectiveness;  
e)  A review of all patients prescribed oral nutritional supplements has been   
     completed in 90% of practices to optimise patient nutritional care and has also    
     resulted in efficiency savings in excess of £100,000;  
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f)  Following district nurse training and a launch event in January 2016 a   
     government approved dressing’s supplier is providing supplies direct to   
     district nursing teams and a nursing home in the Kirkby locality, reducing GP  
     workload, reducing treatment time and minimising dressings waste; 
g)  A number of member practices as ‘Southdene Primary Care Resource   
     Centre’ made a successful application to NHS England for a pilot to fund the  
     recruitment and employment of up to 10 clinical pharmacists in GP surgeries.   
     This three year initiative will give patients and practices the additional support   
     and expertise of a clinical pharmacist in their GP surgery. 

 

2.2.10  Long Term Conditions: Progress has been made as follows: 

2.2.11 Community Respiratory Disease Service: The CCG designed, specified and 
procured a new service for respiratory care during 2015/16. The model built upon 
the successes of the existing Chronic Obstructive Pulmonary Disease (COPD) 
services within the borough, and following an open competitive tender exercise 
the CCG awarded the contract to Liverpool Heart and Chest Hospital NHS 
Foundation Trust. This new contract commenced on 2 November 2015, providing 
an ‘as is’ COPD service which will expand its scope to include additional 
respiratory conditions from 1 June 2016 onwards.  

2.2.12 Diabetes: The CCG undertook a review of its consultant led community diabetes 
service in 2015 and engaged with a wide range of professional stakeholders to 
look at the future requirements for a comprehensive pathway based model of 
diabetes prevention, management and treatment. As a result of this, the 
development of a primary care long term conditions management approach, 
delivered on a locality basis, will be progressed in 2016/17. 

2.2.13 Mental Health and Learning Disabilities: Progress has been made as                               
follows: 

2.2.14 Scrutiny Review of Mental Health Provision: The CCG worked jointly with 
KMBC to support a scrutiny review of mental health provision during 2015/16 
focusing on ensuring better quality standards, access and linkage across the 
mental health pathway. The review identified a number of aspects of current 
delivery where improvements might be made, including: 

 
a) A more coordinated approach to service provision;  
b) Investment in prevention services, including recurrently funding some existing 

pilots;  
c) Better community based provision, supporting people to stay at home; 
d) Reduction in out of area placement; 
e) Improved transition arrangements – between services as well as from children’s 

to adults;  
f) Improved access to information about mental health services; 
g) Education programme for frontline workers, including staff in general practice. 

 
 2.2.15 There were a total of 25 wide ranging recommendations, covering a broad number 

of service providers across the health spectrum. The findings from the review have 
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informed the CCG’s 4 year plan for mental health services, which will address the 
recommendations and is described further below. 

2.2.16 4 Year Plan for Improving Mental Health: During 2015/16, the CCG developed a 
4 year plan to improve mental health in Knowsley. This was developed after 
engagement with representatives from the CCG, KMBC, providers of health, social 
and housing services, the police, Healthwatch and third and voluntary sector 
organisations with a particular interest in mental health. The plan incorporates a 
number of improvement actions, in particular a drive for parity of esteem. The 
plan, the delivery of which will commence in 2016/17, comprises the following core 
elements: 

a) Community based provision, including plans to transform out of hospital mental 
health provision; 

b) Children and Young People’s Mental Health Services (incorporating the 
Children and Young People’s Mental Health Transformation Plan, including the 
development of a Specialist Eating Disorder Service); 

c) Single point of access to Mental Health services; 
d) Crisis Care (incorporating the requirements of the Crisis Care Concordat); 
e) Inpatient provision. 

 

2.2.17 Improving Access to Psychological Therapies (IAPT): During the year, the 
CCG has worked closely with its provider of IAPT services, 5 Boroughs 
Partnership NHS Foundation Trust (5BP). The service is failing to meet its 
prevalence and recovery targets. Actions taken by the CCG include: 

a) The issuing of a performance notice regarding the unacceptable service 
performance; 

b) Meetings to discuss the issues affecting performance and the provider’s 
remedial action plan to bring performance back in line; 

c) Attendance of 5BP at the CCG’s Quality Committee to discuss those 
performance issues and that remedial action plan. 
 

2.2.18 Regular performance meetings are being held with the service provider and the 
provider action plan is also being monitored. The CCG is considering what 
contractual mechanisms are available to address these issues. 

2.2.19 Dementia: The CCG has continued to exceed national dementia diagnosis targets 
of 67%. The 4 year plan for mental health includes activities that will ensure 
improved post diagnosis support to people with dementia. 

2.2.20 Transforming Care (Learning Disabilities): Through its partnership working with 
KMBC and Specialised Commissioning, the CCG continues to ensure that 
patients receive timely care and treatment reviews (CTRs). The CCG is well 
placed to ensure this is the case going forward following the in-housing of 
Continuing Health Care and the recruitment of practitioners to support CTRs.  
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2.2.21 Cancer:  

2.2.22 In 2015/16 the CCG reviewed NICE referral guidelines for suspected cancer 
(CG27). This included disseminating information to member practices and taking 
necessary steps to ensure that appropriate capacity was in place to meet the 
required standards. The output from these workshops has subsequently been 
used to develop a draft 4 Year Cancer Plan to improve outcomes for people with 
cancer. 

2.2.23 The CCG has also continued to work with partners across the Cheshire and 
Merseyside Strategic Clinical Cancer Network to bring about improvements in 
performance against the national 62 day standard. It has also jointly funded with 
NHS England a Cancer Screening Co-ordinator post for Knowsley and worked 
with local partners on a range of cancer awareness campaigns. 

2.2.24  The CCG was involved in a scrutiny review of the uptake of cancer screening 
programmes in Knowsley during 2015/16 carried out by a working group of 
elected members from the Council’s Overview and Scrutiny Panel. The review 
focused on cervical, bowel and breast cancer and has resulted in a series of 
recommendations which are intended to support improved uptake of 
programmes particularly amongst vulnerable or hard to reach groups. These are 
currently being considered by the Council in conjunction with the CCG, NHSE, 
GPs and other stakeholders.   

2.2.25   Urgent Care:  

2.2.26  System performance has been extremely challenged during 2015/16. The CCG 
invested additional funding to implement a range of borough based schemes to 
support improved flow during this period including ‘in hours’ additional GP 
appointment and home visiting capacity which incorporated: 

a) North West Ambulance Service (NWAS) ‘pathfinder’ GP visiting; 
b) Community intravenous (IV) nursing;  
c) ‘In reach’ physiotherapy and occupational therapy; 
d) Community nursing; 
e) Additional equipment; 
f) A&E liaison. 
 

2.2.27 As a member of local System Resilience Groups, the CCG contributed to the 
development and implementation of provider schemes at St Helens and 
Knowsley Hospital Trust (STHK), Aintree University Hospital Trust (AUH), and 
Royal Liverpool and Broadgreen University Hospitals NHS Trust (RLBUH). This 
included dedicated mental health schemes to: 

a) Improve the responsiveness and quality of A&E liaison services; and  
b) Deliver intensive case management for individuals with personality              
     disorders who are identified as being frequent users of urgent and              
     emergency care. 

 

 



21 
 

2.2.28 As a result of a combination of the above and a number of Knowsley specific 
schemes (many of which were funded via the Better Care Fund), the underlying 
rate of growth in emergency admissions to hospital was contained at 1.6%.   

2.2.29  Amongst these schemes were: 

a) The successful pilot of a model for enhanced nursing home quality. The model 
sought to reduce variation in quality of care and reduce harms and avoidable 
emergency admissions. This scheme will be further evaluated and fully 
implemented across Knowsley during 2016/17. 

b) Following the successful development of the ‘walk in centre plus’ model in 
Kirkby during 2014/15 the CCG worked closely with Acute and Community 
providers to ensure the necessary governance arrangements were agreed 
and implemented to adopt a similar model at the borough’s Huyton Walk in 
Centre. 

c) Mobilisation of NHS111, with delivery aligned to the CCGs commissioned out 
of hours provider, was completed in October 2015 in line with CCG planned 
timescales.  

d) Participation in the specification and procurement of PTS services as part of a 
wider North West exercise during 2015. This procurement exercise is now 
complete with the new contract scheduled to be in place from July 2016. 

  

2.3 Performance of the CCG during 2015/16. 

2.3.1 As previously reported, the CCG has been working hard to ensure that it delivers 
against the key national performance measures. The CCG has delivered against 
the majority of standards, including access standards for diagnostics, non-urgent 
consultant-led treatment, and cancer treatment waiting times. The CCG has also 
been successful in minimising healthcare acquired infections, with lower rates of C 
Difficile.  

2.3.2 The final performance against the 2015/16 indicators are reported in the table 
below for the NHS Constitution and associated standards. Further detail on those 
standards not met in 2015/16 follows below the table. 
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NHS Constitution Standard Outturn 
 

Year-end 
performance 

A&E waits:    
Patients should be admitted, transferred or discharged within 4 
hours of their arrival at an A&E department 95% 92.4% Not achieved 

Cat A Ambulance calls:    
Category A calls resulting in an emergency response arriving 
within 8 minutes – Red 1 75% 75.4% Achieved 

Category A calls resulting in an emergency response arriving 
within 8 minutes – Red 2 75% 70.8% Not achieved 

Category A calls resulting in an ambulance arriving at the 
scene within 19 minutes 95% 94.7% Not achieved 

Referral To Treatment waiting times for non-urgent 
consultant-led treatment:    

Admitted patients to start treatment within a maximum of 18 
weeks from referral 90% 90.6% Achieved* 

Non-admitted patients to start treatment within a maximum of 
18 weeks from referral 95% 97.6% Achieved* 

Patients on incomplete non-emergency pathways (yet to start 
treatment) should have been waiting no more than 18 weeks 
from referral 

92% 95.6% Achieved 

Diagnostic test waiting times:    
Patients waiting for a diagnostic test should have been waiting 
less than 6 weeks from referral 99% 99.6% Achieved 

Cancer waits – 2 week wait:    
Maximum two-week wait for first outpatient appointment for 
patients referred urgently with suspected cancer by a GP 93% 95.1% Achieved 

Maximum two-week wait for first outpatient appointment for 
patients referred urgently with breast symptoms (where cancer 
was not initially suspected) 

93% 93.8% Achieved 

Cancer waits – 31 days:    
Maximum one month (31-day) wait from diagnosis to first 96% 98.6% Achieved 
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definitive treatment for all cancers 
Maximum 31-day wait for subsequent treatment where that 
treatment is an anti-cancer drug regimen 98% 99.4% Achieved 

Maximum 31-day wait for subsequent treatment where that 
treatment is surgery 94% 96.8% Achieved 

Maximum 31-day wait for subsequent treatment where the 
treatment is a course of radiotherapy 94% 96.0% Achieved 

Cancer waits – 62 days:    
Maximum two month (62-day) wait from urgent GP referral to 
first definitive treatment for cancer 85% 89.1% Achieved 

Maximum 62-day wait from referral from an NHS screening 
service to first definitive treatment for all cancers 90% 97.7% Achieved 

Maximum 62-day wait for first definitive treatment following a 
consultant’s decision to upgrade the priority of the patient (all 
cancers) – no operational standard set 

n/a 83.7% Achieved 

NHS Constitution supporting measures    
Mental health: Care Programme Approach (CPA): The 
proportion of people under adult mental illness specialties on 
CPA who were followed up within 7 days of discharge from 
psychiatric in-patient care during the period 

95% 94.7% Not achieved 

Referral To Treatment waiting times for non-urgent consultant-
led treatment: Zero tolerance 52 week waits 0 0 Achieved 

Mixed Sex Accommodation Breaches - Minimise breaches 0 1 Not achieved 
Infection:    
Number of C.Difficile infections 56 45 Achieved 
MRSA zero tolerance 0 1 Not achieved 
Mental Health:    
Dementia -  % diagnosis rate 67% 77.6% Achieved 
IAPT access proportion 15% 12.21% Not achieved 
IAPT recovery rate 50% 39.5% Not achieved 
             *Performance reported is at October 2015, at which point this ceased to be an operational standard.   
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2.3.3 A&E waits: Patients should be admitted, transferred or discharged within 4 
hours of their arrival at an A&E department: CCG performance for 2015/16 
was 92.4% against the standard of 95%. Performance is driven primarily by the 
performance of its two main provider trusts, St Helens & Knowsley Teaching 
Hospitals NHS Trust and Aintree University Hospital NHS Foundation Trust. Both 
trusts are failing to meet the 95% standard. This is in common with the majority of 
hospitals across Merseyside and Cheshire.  

2.3.4 Both trusts report significant challenges in terms of the numbers of patients 
presenting at A&E and the complexity of their needs. Another significant factor is 
the flow of patients through the hospital, in particular difficulties in arranging timely 
discharge of patients. 

2.3.5 The CCG is a member of both the North Mersey and Mid Mersey System 
Resilience Groups (SRGs). SRGs are the forum where all the partners across the 
health and social care system come together to resolve system-wide delivery 
issues.  

2.3.6 Through these processes the CCG identifies Knowsley patients who are medically 
optimised but do not have clear discharge plans, and works with its partners to 
address this on a case by case basis. The CCG also coordinates its 
commissioned community services to ensure a flexible and responsive approach. 

2.3.7 Category A Ambulance calls: Ambulance response times for the CCG are based 
on the performance of the ambulance trust that serves its geographic area.  For 
Knowsley CCG, this is based on the North West Ambulance Service (NWAS). 
There are three key standards: 

a) Category A calls resulting in an emergency response arriving within                    
8 minutes – Red 1 (75%); 

b) Category A calls resulting in an emergency response arriving within                     
8 minutes – Red 2 (75%); 

c) Category A calls resulting in an ambulance arriving at the scene within 19 
minutes (95%). 

 
2.3.8 NWAS performance in Knowsley met the 8 minute standard for 75.4% of Red 1 

calls, marginally above the target of 75%, but is not currently meeting the other 
two standards. NWAS is reporting significant pressures in terms of the number of 
calls attended and the number of people conveyed to hospital. A particular issue 
for NWAS is that of patient flow through the urgent care system which is being 
compromised due to the pressures that A&E departments are under. This results 
in delays of patient handovers from ambulance crews to A&E staff, which means 
that ambulances have to wait and cannot be deployed on calls. This is in turn 
leading to unacceptable delays in ambulance response times.  

It is a similar picture across the North West and this is recognised as being a 
system wide issue, and is being managed through the SRG arrangements 
described above. 

 2.3.9 Mixed Sex Accommodation Breaches: There was a single breach of the 
standard affecting a Knowsley patient at Liverpool Heart and Chest Hospital NHS 
Foundation Trust. The breach occurred in June on the critical care ward. 
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2.3.10 MRSA zero tolerance: There was a single case of Methicillin-resistant 
Staphylococcus Aureus (MRSA) for a Knowsley registered patient in 2015/16. The 
patient had complex health problems and developed an infection requiring 
admission to Aintree University Hospital in August 2015. 

2.3.11 Mental health - Care Programme Approach (CPA): This standard relates to the 
proportion of adults with mental illness on the CPA who were followed up within 7 
days of discharge from psychiatric in-patient care during the period. The standard 
is that 95% of patients should be followed up within this timeframe. 

2.3.12 During 2015/16, 339 patients in total were discharged, but 18 patients had not 
been followed up within the required timeframe. All but two of these breaches 
occurred at the CCG’s main provider of mental health services 5 Boroughs 
Partnership NHS Foundation Trust (5BP). The CCG is engaging with 5BP to 
address this issue. 

2.3.13 Improving Access to Psychological Therapies (IAPT): IAPT performance 
standards include an access target of 15% of adults with mental health needs per 
annum (equivalent to 1.25% a month) and a recovery rate of 50% for the year as a 
whole. 5BP has consistently failed to meet these standards during 2015/16 and, 
as a consequence, a performance notice was issued in the autumn of 2015 with 
the prospect of financial penalties for the provider if the standard was not met for 
the full year. One of the requirements of the notice was an action plan to be 
submitted by the service which has been provided. 

2.3.14 Monthly performance meetings are being held with the service and performance 
data is submitted on a weekly basis. The provider action plan is also being 
monitored regularly. Whilst these actions should help improve performance in 
relation to both standards the benefits have not been felt within this financial year. 

2.3.15 Quality Premium: The ‘quality premium’ is intended to reward CCGs for 
improvements in the quality of the services that they commission and for 
associated improvements in health outcomes and reductions in inequalities in 
access and in health outcomes. 

2.3.16 The quality premium paid to CCGs in 2016/17 – to reflect the quality of the health 
services in 2015/16 – is based on the following measures covering a combination 
of national and local priorities. These are: 

a) Reducing potential years of life lost through causes considered amenable to 
healthcare; 

b) Urgent and emergency care – increasing the number of people (admitted for 
non-elective reasons) who are discharged at weekends or bank holidays; 

c) Mental health – improving the health related quality of life for people with a 
long term mental health condition; 

d) Improving antibiotic prescribing in primary and secondary care; 
e) Local measures – reduction in the volume of GP referrals discharged at first 

appointment; and improving access to primary care services as reported via 
national GP survey results. 
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2.3.17 Performance is assessed by NHS England. The CCG will not be assessed until 
after year end. The total quality premium payment will be reduced if any of the 
following NHS Constitution standards are not met  

a) Referral to treatment; 
b) A&E: maximum four-hour waits in A&E departments; 
c) Cancer waits: maximum 14-day wait from a urgent GP referral for suspected 

cancer; and  
d) Maximum 8-minute responses for Category A red 1 ambulance calls. 

 

2.4 Financial Performance 

2.4.1 The CCG’s financial accounts (available at pages 77-102 of the Annual Report) 
have been prepared under a direction issued by the NHS Commissioning Board 
(NHS England) under the National Health Service Act 2006 (as amended). The 
CCG has produced them on the basis that it is a going concern as it has no 
reason to believe that it future is in doubt, either due to its own performance, or 
through changes in legislation.   

2.4.2 The CCG receives its funding from NHSE in two parts. The main element is the 
Programme Allocation, which is for the commissioning of health services. The 
second allocation is the CCG’s Running Cost Allowance, which covers the 
administration and management of the CCG. The CCG cannot use its Programme 
Allocation to increase the Running Cost Allowance, although underspends on its 
Running Costs can be used to support its Programme Allocation. The CCG must 
ensure that health services are delivered within its Programme Allocation and 
Running Cost Allowance and cash flow controls, as set by NHSE. In addition, it 
was expected to maintain the 1% surplus brought forward from 2014/15.  

  The CCG was successful in meeting both its’ statutory financial duties and the 1% 
target in both 2015/16 and 2014/15. 

Statutory Duties 2015/16 

Target Actual Variance Met? 

£m £m £m 

      

Expenditure not to exceed income  294.0 291.2 -2.8  

Capital resource use does not 
exceed the amount specified in 
Directions 

0.0 0.0 0.0  

Revenue resource use does not 
exceed the amount specified in 
Directions 

291.0 288.2 -2.8  

Revenue administration resource use 
does not exceed the amount 
specified in Directions 

3.4 3.3 -0.1  
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2.4.3 Although the NHS has to some extent been protected, allocation growth has been 
lower than in past years. In 2015-2016, the CCG received the national average 
uplift of 2.09% growth (2014/15: 2.14%), so that it received £249.1m (2014/15; 
£246.8m) for its Programme Allocation and £3.3m (2014/15; £3.8m) for its 
Running Cost Allocation.  In addition, the CCG also received back its previous 
year’s surplus of £2.5m. Although the level of growth was historically low this was 
managed by the CCG as set out in the table below to deliver the 1% target surplus 
agreed with NHSE. 

       
2.5 How was the money spent in 2015/16 and 2014/15? 
 
2.5.1 The Clinical Membership Group (CMG), Governing Body, management team and 

staff of the CCG work hard to ensure that this money is spent wisely, and that it 
supports the aim of commissioning high quality healthcare, whilst ensuring 
effectiveness and value for money. Allocations to the CCG were spent as follows: 

CCG Spending 
2015/16 

£m 

2014/15 

£m 

Programme Expenditure     

Acute Services 135.9 134.0 

Mental Health Services 24.6 24.0 

Community Health Services 28.6 29.0 

Continuing Care & KMBC Pooled Budgets 21.0 14.0 

Prescribing & Primary Care Services 66.9 36.8 

Other Programme Services 7.9 9.0 

Total Programme Spend 284.9 246.8 

Running Cost (Admin) Expenditure 3.3 3.7 

Total Expenditure* 288.2 250.5 

 

*This is net of £2.96m (2014/15; £2.5m) income received by the CCG 

2.5.2 The CCG’s Running Cost spending is divided between the costs associated with 
its own staff and accommodation, and those of the commissioning support 
services, which were purchased from the North West Commissioning Support Unit 
until 1st March 2016. At that date CSU services were taken on by the Midlands & 
Lancashire Commissioning Support Unit following a procurement exercise 
undertaken by CCGs in Merseyside and Cheshire. 



28 
 

 

Running Costs (Admin) 

2015/16 2015/16 2014/15 2014/15 

£m £/head* £m £/head* 

CCG Direct Costs Staff 1.15 7.74 1.34 8.99 

CCG Direct Non-Pay 1.15 7.73 1.17 7.88 

Other CCG Shared 
Services 0.33 2.22 0.25 1.69 

Commissioning Support 
Unit 0.64 4.26 0.91 6.1 

Total Running Costs 3.27 21.95 3.67 24.66 

     *Based on an ONS constrained population of 149,132 (2014/15; 148,848) 

2.6 Statutory duties 

  2.6.1 Duty to improve the quality of services 

  2.6.2 The CCG has appointed eight Clinical Lead roles as members of the Governing 
Body alongside the Clinical Chair. Each of the leads has taken responsibility for 
specific commissioning priorities: 

a) Clinical Quality & Safety Dr Paul Conway 
b) Prescribing   Dr Aftab Hossain 
c) Primary Care Quality   Dr David Stokoe 
d) Mental Health    Dr Peter Ayegba (part year) 
e) Unplanned Care  Dr Simon Perritt 
f) Planned Care    Dr Ronnie Thong 
g) Women and Children   Dr Pervez Sadiq 
h) Strategy and Planning Dr Faisal Maassarani (part year) 

 

2.6.3 The Clinical Leads have been involved in the provider organisation quality boards, 
the CCG’s Primary Care Quality Network, nursing home quality and have 
challenged, supported, and clinically led, the continuous improvement of the 
quality of services commissioned by the CCG. 

 2.6.4 The CCG has been actively involved in a range of quality improvement initiatives 
with providers. The Governing Body has oversight of relevant action plans relating 
to these. The CCG is also involved with any independent review that is 
undertaken, for example serious incidents, safeguarding concerns, or care home 
and nursing home investigations. 

2.6.5 The Quality Committee provides a close level of scrutiny of the quality of 
commissioned services including inviting providers to the committee where a more 
in depth analysis and discussion is warranted. 
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2.6.6 The CCG is an active member of the local NHS England Quality Surveillance 
Group. This group receives updates and discusses key issues from providers, 
care homes and nursing homes. One particular issue relates to 5 Boroughs 
Partnership NHS Foundation Trust which is subject to an ‘Enhanced Surveillance’ 
status due to issues identified from a legacy serious incident review involving both 
NHS England and local CCGs. 

2.6.7 The Patient Experience Group which reports to the Quality Committee is currently 
being reviewed in order to ensure that the CCG obtains the best possible insight 
into patient experience. The CCG has a new Lay Member who plays an active 
part in this review. 

2.6.8 The CCG has forged strong links with KMBC, Healthwatch Knowsley and the 
Knowsley Engagement Forum which has been particularly beneficial in looking at 
the quality of care in nursing homes throughout the borough. The CCG and KMBC 
have jointly procured a Healthwatch system to collate patient experience 
information, which should be operational in 2016/17.  

2.6.9 The CCG has developed a Nursing Home Quality Initiative and appointed a 
Project Manager who commences their post in late March 2016. The Project 
Manager will work with partners and nursing and care homes to improve the 
quality of care, facilitate sustained improvement, and develop a high quality 
nursing and care home provision based on an asset model where residents are 
supported to live well in a homely environment. 

2.6.10 A great deal of work has been carried out to determine the quality of services 
provided to patients with a need to access mental health services. This has been 
identified by the membership and the population as a key area for improvement. 

2.6.11 The CCG brought the Continuing Healthcare and Complex Children’s Care and 
Mental Health service ‘in-house’ over the course of 2015/16. CHC is a package of 
care which is arranged and funded solely by the NHS for individuals outside of 
hospital who have on-going health care needs. CHC is not means tested, and 
patients can receive CHC support in any setting, including their own home or in a 
nursing or care home. In June 2015, the Adults component of CHC was brought 
in-house, including the management of the CHC function. In March 2016, the 
Complex Children’s Care, and Mental Health and Learning Disabilities 
components were in-housed. Prior to this, the CHC service was managed via 
separate providers across various locations. The in-housing of the entire service 
will allow the CCG to manage all patients more effectively and will improve the 
quality of service to patients throughout the whole CHC process, ranging from 
initial assessments to ensuring that the care required is maintained, and 
appropriately reviewed. 

2.6.12 The CCG has a Primary Care Quality Network which oversees the work of a 
number Communities of Practice and Clinical Reference Groups. These provide a 
forum for interested parties from all sectors to improve the quality of services with 
a particular emphasis on primary care. The function of the network is to reduce 
variation in primary care and improve clinical education.  

2.6.13 The CCG draws on a range of information to assess the quality of Primary Care, 
including Friends and Family Test (FFT) information, CQC inspection reports, GP 
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Survey data, Primary Care Quality Premium (PCQP) performance, medication 
errors, and further patient experience information. These are regularly reviewed by 
the CCG’s Quality Committee and Primary Care Committee. There is a 
requirement for greater triangulation across these indicators of quality in order to 
provide a more holistic assessment of the quality of services provided by Primary 
Care. This has been identified as a key work stream for 2016/17. 

2.6.14 The CCG attends Knowsley Council’s Health Scrutiny Sub-Committee to consult 
on proposals for substantial service reconfigurations, as per its statutory duty.  
The CCG has shared its Commissioning Plans with the Sub-Committee to allow 
for the review and scrutiny of the planning, provision and operation of 
commissioned services. The CCG views this as an opportunity to provide 
assurance regarding its activities on behalf of the people of Knowsley.   

2.6.15 At the end of each financial year, every provider is required to submit a quality 
account detailing its quality improvement progress for the previous year, including 
notable achievements regarding the quality of care provided to patients. For the 
2015/16 quality accounts, the CCG will host an all-day event allowing providers to 
present their 2015/16 quality account to all local CCGs. In addition, the CCG will 
comment on all relevant provider quality accounts and submit a response to each 
individual provider. 

2.7 Duty to reduce inequalities 

2.7.1 There is clear evidence that people’s health, their access to health services and 
experiences of health services are affected by a range of factors. These may 
include age, gender, race, sex, sexual orientation, religion/belief, gender identity, 
marital/civil partnership status, pregnancy/maternity status and financial status 
and wider determinants of health. The CCG therefore wants all members of the 
local population to feel engaged with, listened to, and cared for, in a way that 
ensures inclusivity and that people are protected by the Equality Act 2010; 

2.7.2 The CCG has in place a Lay Member for Patient and Public Involvement. This role 
includes ensuring that equality and diversity is championed throughout the 
organisation and embedded into policy development. Additionally, their role is to 
ensure that the CCG enhances its methods and levels of public, patient and carer 
engagement and involvement, with all sections of the community; 

2.7.3 The Head of Governance is the designated lead officer for equality and diversity 
although this is everyone’s responsibility. The Governing Body, CCG membership, 
and staff have key roles in promoting equality and ensuring that statutory duties 
are met. The Governing Body receives twice yearly updates on progress against 
the Equality and Diversity Strategy 2015-17 [website link]. The CCG procures 
specialist support and advice from a shared service for Merseyside hosted by 
NHS South Sefton CCG;  

2.7.4 The CCG is committed to improving access and outcomes for protected groups. 
The CCG’s Equality Objectives Plan [website link] includes the following 
objectives approved by the Governing Body: 

a) To make fair and transparent commissioning decisions; 
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b) To improve access and outcomes for patients and communities who 
experience disadvantage; 

c) To improve the equality performance of our providers through robust 
procurement and monitoring practice; 

d) To empower and engage our workforce. 
 

2.7.5 The Joint Strategic Needs Assessment (JSNA) is underpinned by intelligence and 
analysis of health inequalities within the borough. This informs the CCG’s own 
needs assessment and Commissioning Plans.  

2.7.6 The CCG has adopted the Equality Delivery System (EDS2) as its    performance 
toolkit to demonstrate compliance with the Public Sector Equality Duty.  During 
2015/16, the CCG adopted an innovative approach to delivering the toolkit. This 
involved engaging with national, regional and local organisations who represent 
the views of people and communities who share protected characteristics. This 
enabled the CCG to better understand the barriers communities across protected 
characteristics face.   

2.7.7 Using the toolkit, the CCG has assessed the vast majority of patient and public 
related services as Developing. The EDS2 findings identified a range of actions to 
progress from developing status to achieving status. These have informed a 
refreshed long term Equality Objective Plan. 

2.7.8 Areas of good practice highlighted included: 

a) ‘Exemplar’ programme management and engagement during this year’s 
review of the community adult respiratory disease service;  

b) Addressing equality issues through the Quality Contract Schedule;  
c) The EDS2 (detailed) Action Plan. 

 

2.7.9  The CCG collaborated with neighbouring CCGs to ensure that contracts with key 
NHS providers are consistent with the EDS. Providers were expected to: 

a) Agree an Equality Objectives Plan; 
b) Complete an EDS assessments; 
c) Provide evidence of compliance with Equality Act 2010 specific duties     

(including the Workforce Race Equality Standard); 
d) Only take decisions about service redesign after an equality analysis or     

equality impact assessment has been carried out to demonstrate due     
regard of the public sector equality duty; 

e) Provide data on the use of translation and interpretation services. 
 

2.7.10 The CCG is committed to developing a representative and supported workforce. It 
specifically considers equality and diversity for its staff, aiming to ensure fair and 
equitable employment and recruitment practices as well as holding up to date 
workforce information. A key part of the EDS 2 assessment focussed on workforce 
and for the majority of outcomes the CCG are graded as achieving and 
developing.  
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2.7.11  Staff undertake annual equality and diversity training, which is designed as an 
introduction to diversity and cultural awareness and as a practical guide to making 
the organisational culture an inclusive one. Programme leads within the CCG who 
are responsible for transforming health services have received training and one to 
one coaching on undertaking Equality Assessment reports.  

2.7.12  The gender make-up of the CCG staff, including Clinical Membership and       
Governing Body members, is detailed in the Remuneration and Staff report on 
page 75 at paragraph 6.1.4. 

2.7.13 There were no serious lapses in the CCG’s discharge of its duty to reduce 
inequalities during the year. 

2.8 Duty to ensure public involvement and consultation  

2.8.1 The CCG wants local people to feel heard, listened to and cared for. It believes 
that  Knowsley GPs, using their clinical knowledge and close working relationships 
with patients and partners and other healthcare professionals, are well placed to 
understand local needs and priorities, and can make a big difference to local 
health outcomes; 

2.8.2 The CCG’s vision, values and strategy were developed in consultation with 
stakeholders, including, patients and the public. The CCG aims to continually 
engage with and involve patients and the public in its work. In this way, the local 
population can shape the commissioning agenda and the services that are 
commissioned. The CCG does this through regular stakeholder events, the JSNA, 
and consultation in relation to specific commissioning activity and decision 
making; 

2.8.3 The CCG’s constitutional, governance and decision-making arrangements aim to 
involve patients and the public. This includes the Lay Member for Patient and 
Public Involvement and Healthwatch Knowsley representation at all levels of the 
organisation’s governance arrangements; 

2.8.4 The CCG has worked with the public to make the Governing Body meetings 
accessible, understandable and to ensure they feel that they and their contribution 
are valued. Governing Body meetings are preceded by a public briefing session 
and have an open forum for questions at the end of each meeting. The 
Accountable Officer has also been available to meet with members of the public. 
This has elicited positive feedback from the public and ensured that meetings are 
well attended; 

2.8.5 The CCG and KMBC invested jointly in engagement training and development 
activity during 2015 which aimed to develop and support the engagement forum 
members and wider community networks involvement by providing access to 
training opportunities to help increase their skills, knowledge and confidence. It 
also provided further development of Council and CCG staff and the opportunity to 
build on existing relationships. 

2.8.6 The Governing Body receives patient experience reports from Healthwatch 
Knowsley. The CCG has agreed to partner with KMBC and Healthwatch Knowsley 
in the procurement of technology to increase the volume of feedback through 
exploitation of online channels and to improve analysis and reporting on 
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information from multiple sources. It will also provide access to targeted searches 
of sentiment data across RSS, Social Media channels and website links to support 
commissioning and engagement activity; 

2.8.7 During the year the CCG has continued to engage with the public regarding its 
transformation programme and the development of the locality model through 
stakeholder events and the Knowsley Engagement Forum;   

2.8.8 The 4 year Mental Health Plan, approved in 2015/16, was based on significant 
insight and engagement activity during 2013 to 2015. This included the Health and 
Wellbeing Board ‘Call for Evidence’ and stakeholder events, culminating in a 
mental health workshop held in summer 2015. It also included an Overview and 
Scrutiny working group in September 2015 examining current mental health 
provision which resulted in a series of recommendations to support and promote 
mental health service improvement.; 

2.8.9 The website at www.knowsleyccg.nhs.uk provides access to a range of 
information and documents regarding the work of the CCG and opportunities to 
get involved;  

2.8.10 The refreshed Communications and Engagement Plan was approved by the 
Governing Body. It sets out topics upon which it plans to communicate and 
engage with stakeholders and the main methods to be used. This will be further 
reviewed and updated in 2016 to reflect the outcomes of the planning process and 
ensure that the CCG, with the support and involvement of patients and public, 
continues to improve to be the best that it can. 

2.8.11 There were no serious lapses in the CCG’s discharge of its duty to involve the 
public during the year. 

2.9     Duty to contribute to delivery of Joint Health and Wellbeing Strategy 

2.9.1 During 2015/16 the CCG has worked in partnership with KMBC to develop both a 
JSNA and Joint Health and Wellbeing Strategy.  

2.9.2 The JSNA comprises 38 detailed JSNA reports and summaries produced and 
available online at www.knowsleyknowledge.org.uk.   

2.9.3 Development of a Joint Health and Wellbeing Strategy for 2016-19 is also in 
progress. This includes significant community and wider stakeholder engagement. 
In addition, the CCG and partner organisations took part in a workshop to confirm 
priorities. These will be an integral part of the new Joint Health and Wellbeing 
Strategy. 

2.9.4 Whilst the new Joint Health and Wellbeing Strategy is in development the CCG 
has continued to work with the Health and Wellbeing Board in respect of the 
previously identified Health and Wellbeing priority areas: 

a) Mental Health; 
b) Alcohol; 
c) Respiratory disease/smoking; 
d) Appropriate, effective use of services. 
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2.9.5 Executive sponsorship of the priorities is shared between the CCG and KMBC. 
The CCG sponsors the priority areas of appropriate, effective use of services and 
respiratory disease/smoking. In the past year progress has been achieved as set 
out in the following section which describes progress against the 2015/16 
Commissioning Plan. 

2.9.6 Members of the Health and Wellbeing Board have been consulted on the content 
of this annual report and their feedback reflected. 

2.10 Sustainability (Environmental matters) 

2.10.1 The CCG impacts on the environment indirectly through its commissioning activity 
and directly through its own corporate activities. The indirect environmental impact 
of the CCG through the services it commissions is far greater than its direct 
environmental impact. 

2.10.2 The Clinical Lead for Strategy and Planning is the Governing Body Lead and the 
Head of Governance is the managerial lead for sustainability. 

2.10.3 The CCG’s draft Sustainability Development Management Plan (SDMP) includes 
consideration of how the CCG will monitor measure and report on progress and 
evaluate its performance. 

2.10.4 Commissioning service reviews and the development of new service models 
include consideration of sustainability issues. For example, will services be based 
in the community, with good public transport links? Can the service offer a “one 
stop shop” model so that people don’t have to attend lots of different appointments 
for different problems? Smarter working can improve patient experience, clinical 
effectiveness and reduce carbon and waste.  

2.10.5 One of the principal aims of the CCG’s 5 year strategy is to move services closer 
to people’s homes, providing high quality services in a more sustainable and cost 
effective way, and responding to patients’ preferences for receiving care in their 
local communities. 

2.10.6 The CCG’s Procurement Strategy supports sustainable development by ensuring 
that procurement decisions consider the wider impact of commissioning decisions 
on communities, particularly the opportunity for additional economic, social and 
environmental ‘community benefits’, that contribute to the delivery of measurable 
population health benefits, and a reduction in health inequalities. Successful 
bidders are required to supply evidence of suitable policies and plans for 
sustainability as part of the service mobilisation process. 

2.10.7 The NHS standard contract requires providers to report performance against their 
carbon reduction management plans and provide a summary in their annual 
report. Four main providers are recognised as “key” providers for Knowsley CCG 
on the basis that the CCG contributes more than 5% towards the overall level of 
provider income.  The CCG reviews sustainability reports and progress made by 
these providers annually. 
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2.10.8  CCG initiatives during 2015/16 to improve sustainability have included: 

a) Winter planning, including additional in hours GP capacity, community 
intermediate care and intravenous therapy, and improved system 
management. This has reduced A&E attendances, A&E admissions and 
average length of stay.   

b) Initiatives to reduce medication waste and optimise prescribing have 
continued in 2015-16. Savings of approximately £1m have been achieved 
including through employment of repeat prescription coordinators to identify 
and reduce waste through unnecessary repeat prescriptions. 

c) Mobilisation of the new respiratory service to increase services delivered in a 
range of community locations close to patients’ homes resulting in reductions 
in hospital usage and consequent patient travel from home to hospital. 

d) Continuing to use our corporate resources responsibly and avoiding waste, 
including sustainable working practices and policies in respect of energy 
consumption, waste, use of consumables, and staff travel. 

 

2.11 Employment matters 

2.11.1 Information about employment matters, including the gender make-up of the 
CCG’s staff is provided in the Remuneration and Staff report page 75 at 
paragraph 6.1.4. 

2.12  Looking Forward to 2016/17 and beyond 
 

2.12.1  Following the general election and the Spending Review, NHSE has been able to 
publish firm CCG allocations for the 3 years to 2018/19 and indicative ones for the 
2 years after that.  

These include programme budget allocations for core commissioned services and 
the delegated primary medical services together with the separate running cost 
allocation. The allocation publication also showed notional allocations in respect of 
specialised services which relate to Knowsley as NHSE is considering delegating 
responsibility for commissioning some of these services to CCGs. 

2.12.2 The CCG will receive a core programme budget funding increase of 2.98% (or 
£7.7m) in 2016/17, giving a total programme allocation (excluding notional primary 
care allocations) of £249.1m. This includes the pick-up of previously separately 
funded allocations for GP Information Technology, Extended Tariff Offer and 
Children and Adolescent Mental Health of £1.68m which means that the additional 
growth increase to the CCG is really 2.25%. Although the NHS has been 
protected in relation to other public spending in a period of austerity, this is a 
historically very low level of funding growth for the health service which is meeting 
increasing demands from the population. The funding growth in 2017/18 and 
2018/19 drops to 1.9% and 1.8%.Overall although the CCG does have an 
increase in its allocation it has many cost pressures to face. For the first time in 4 
years NHS hospital activity tariffs have been increased by between 1.1% and 
1.8% which consumes a significant proportion of the allocation growth being 
received by the CCG. 
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2.12.3 NHSE has delegated co-commissioning responsibility for primary care medical 
services to the CCG. The allocation in 2016/17 for these services is £30.14m an 
increase of 2.9% on 2015/16. However this is less than the average uplift of 3.6% 
received by other CCGs, as the allocation for primary care in Knowsley is 
significantly higher than its fair shares target allocation of £23.36m. This reflects 
past investment in in GP buildings and staffing. There are on-going negotiations 
on a new national GP contract and it is not yet clear what the cost pressure will be 
for CCG budgets. 

 
2.12.4 The CCG’s Running Cost Allocation (RCA) was reduced by 10% (or £0.4m) in 

2015/16. NHSE has said that the RCA will be kept at the same level for the next 5 
years. This allocation is determined by the CCG’s ONS constrained population. As 
Knowsley’s population is growing at a slower rate than the national average 
population growth forecast it means that the CCG’s RCA will reduce by 2.4% in 
cash terms, although pay awards and other price increases makes the real terms 
cost reduction will be much higher. This presents a significant challenge to the 
CCG as it will have significant additional management responsibilities around 
primary care commissioning and possibly specialised services; 

 
2.12.5  The CCG is expected to work collaboratively on a 5 year strategic Sustainability 

and Transformation Plan with the other CCGs and NHS Trusts within the Cheshire 
and Mersey area. The development of a satisfactory plan will allow access to 
national Sustainability and Transformation Funds which totals £2.9 billion by 
2017/18. The CCG’s 5 year strategic plans will need to build into the Sustainability 
and Transformation Plan of the wider Cheshire and Mersey area. 

 
2.12.6 The CCG will continue to work closely with KMBC. Together they will have a key 

role on maintaining and improving performance objectives:  
 

a) Ensuring that NHS Constitution waiting times targets are met and preparing 
for the new mental health performance targets; 

b) Maximising the effectiveness of the Better Care Fund investment; 
c) Delivering the vision and challenges set out in the NHS England’s “Five Year 

Forward View” published in October 2014 together with the 9 “must do’s” set 
out in the NHSE 2015 planning guidance; 

d) Working collaboratively on the proposals around devolution to the Liverpool 
City Region. 

 
2.12.7 In delivering these objectives, the CCG and KMBC are mindful of the continued 

drive for austerity and reduced level of public spending.  In order to cope with this, 
all CCGs continue to work to deliver NHSE’s Quality Innovation Productivity and 
Prevention (QIPP) initiative, which is intended to reduce costs so that the NHS 
can continue to improve services and meet the growing demand for health care.  
This will be supported through further collaboration between the CCG and KMBC 
on the commissioning of health and social care services.  In 2016/17 £13.422m 
will be made available from CCG resources to be transferred to a pooled budget 
for health and social care, which is to be called the Better Care Fund (BCF). The 
plans for the use of these funds will be presented to the Governing Body of the 
CCG and KMBC Cabinet for approval and to the Health and Wellbeing Board for 
endorsement. 
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2.12.8 The expectation of continuing reduced growth for NHS funding means that the 

CCG will continue to be faced with difficult choices on spending priorities.  
Although the CCG has been able to deliver its financial duties and targets in 
2015/16, the relatively low levels of funding growth emphasises the importance of 
the Quality, Innovation, Productivity and Prevention (QIPP) agenda to ensure that 
funds are used to achieve maximum benefit to the health of the population whilst 
continuing to deliver the necessary financial targets.  The CCG has received 
significant assurance from the Merseyside Internal Audit Agency in relation to the 
operational delivery of its QIPP Programme.  Clearly, given the poor health within 
the borough and current high demand for secondary care, there are still very 
significant challenges to be faced but the organisation with its partners, is 
focussed and determined to tackle them. 

 
2.12.9 As well as constraints in relation to future resources, the CCG faces other principal 

risks and uncertainties that have the potential to impact on its long-term financial 
performance. As part of the planning process undertaken with NHSE, the CCG is 
required to quantify its key financial risks and mitigations. The CCG has identified 
principal risks as follows:  

 
a) Activity over performance and associated costs under Payment by Results 

(PbR) arrangements; 
b) Increased demand for community services under cost per case Any 

Qualified Provider (AQP) arrangements; 
c) The cost and volume of Continuing Healthcare and Complex Children’s Care 

and Mental Health cases and high cost mental health placements out of 
areas; 

d) Managing the GP prescribing budget; 
e) Financial risk associated with the transfer of GP primary care budgets; 
f) Achievement of the CCG’s overall QIPP programme.  

 
2.12.10 Through robust internal controls and governance, strong contract management, 

tackling prescribing waste and pooled budget arrangements with KMBC in relation 
to Continuing Health Care cases, the CCG will seek to manage and mitigate these 
risks.  The CCG has received a significant level of assurance in relation to its 
financial reporting and budgetary control arrangements and a significant 
assurance opinion in relation to the quality of its internal controls. The internal 
structures which will help the CCG deal with these risks are set out in the 
Governance section of the Annual Report. 

 

 

 

Dianne Johnson 
Accountable Officer 
26 May 2016  
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3.        CORPORATE GOVERNANCE REPORT 

3.1      MEMBERS REPORT 

3.1.1     Chair and Accountable Officer 

3.1.2 Dr Andrew Pryce is the Chair of the CCG, and Dianne Johnson is the      
Accountable Officer - both of whom are currently in post and have been for full 
financial year. 

       
3.1.3 The Clinical Membership Group  
 
3.1.4 The Clinical Membership Group is responsible for making key decisions regarding 

the CCG’s constitution, strategy, budget and partnership arrangements. The group 
is made up of representatives from each of the 31 Member Practices, who ensure 
that information is communicated and discussed within the practices, and their 
views are reflected in decision making processes. Appendix 1 details the 
composition of the Clinical Membership Group throughout the year.  

 
3.1.5 The Governing Body 
 
3.1.6  The Governing Body (comprising 50% GP clinical leads), is responsible for      

approving policies, systems and arrangements for delivering the CCG’s statutory 
duties safely, effectively, efficiently and economically. 

 
3.1.7 The membership of the Governing Body comprises elected clinical                 

representatives from the CCG’s general practices, senior officers from within                  
the organisation, nursing and secondary care representatives, and lay                  
members. Appendix 2 details the composition of the Governing Body throughout 
the year. The Governing Body is supported in its role by a number of Committees 
and a Sub Committee, as illustrated in the governance structure shown below.  

 
3.1.8 The Audit Committee provides the Governing Body with an independent and 

objective view of the CCG’s governance and financial systems. Appendix 3 
highlights the members of the Audit Committee throughout the year and up to the 
signing of the Annual Report and Accounts. 

 
3.1.9 The Remuneration Report on pages 64-74 and Appendix 3 provide               

further details of the role and membership of the Remuneration Committee.  
 
3.1.10 The Governance Statement on pages 44-63 and Appendix 3 provide further 

details of the role and membership of all of the Governing Body Committees. 
 
3.1.11 Governance Structure 
 
3.1.12 The CCG’s Governance structure is shown in the diagram below: 
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GOVERNANCE STRUCTURE 
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3.1.13   Register of Interests 
 
3.1.14  A copy of the CCG’s Register of Interests for the Clinical Membership Group and 

for the Governing Body and each of its Committees can be found 
at http://www.knowsleyccg.nhs.uk/register-of-interest1/ 

 
3.1.15 Disclosure of serious incidents 
 
3.1.16 The CCG’s arrangements for Information Governance are described in the               

Governance Statement on pages 57 and 58. 
 
3.1.17 There were no incidents involving data loss or confidentiality breaches during the               

year. 
 
3.1.18   Members’ Declaration 
 
3.1.19 Each individual who is a member of the Governing Body at the time the               

Member’s Report is approved confirms that: 
 
 So far as the member is aware, that there is no relevant audit information               

of which the Clinical Commissioning Group’s external auditor is unaware;   
             and, 
 
 The member has taken all steps that they ought to have taken as a member 

in order to make themself aware of any relevant audit information and to 
establish that the Clinical Commissioning Group’s auditor is aware of that 
information. 

 
  

http://www.knowsleyccg.nhs.uk/register-of-interest1/
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3.2 STATEMENT OF ACCOUNTABLE OFFICER’S             
RESPONSIBILITIES 

 
3.2.1 The National Health Service Act 2006 (as amended) states that each Clinical 

Commissioning Group shall have an Accountable Officer and that Officer shall be 
appointed by the NHS Commissioning Board (NHS England). NHSE has 
appointed the Accountable Officer to be the Accountable Officer of the Clinical 
Commissioning Group. 

 
3.2.2 The responsibilities of an Accountable Officer, including responsibilities for the 

propriety and regularity of the public finances for which the Accountable Officer is 
answerable, for keeping proper accounting records (which disclose with 
reasonable accuracy at any time the financial position of the Clinical 
Commissioning Group and enable them to ensure that the accounts comply with 
the requirements of the Accounts Direction) and for safeguarding the CCG’s 
assets (and hence for taking reasonable steps for the prevention and detection of 
fraud and other irregularities), are set out in the CCG Accountable Officer 
Appointment Letter. 

 
  3.2.3 Under the National Health Service Act 2006 (as amended), NHSE has directed 

each CCG to prepare for each financial year financial statements in the form and 
on the basis set out in the Accounts Direction. The financial statements are 
prepared on an accruals basis and must give a true and fair view of the state of 
affairs of the CCG and of its net expenditure, changes in taxpayers’ equity and 
cash flows for the financial year. 

 
  3.2.4 In preparing the financial statements, the Accountable Officer is required to 

comply with the requirements of the Manual for Accounts issued by the 
Department of Health and in particular to: 

 
a) Observe the Accounts Direction issued by NHSE, including the relevant  

accounting and disclosure requirements, and apply suitable accounting 
policies on a consistent basis; 

b) Make judgements and estimates on a reasonable basis; 
c) State whether applicable accounting standards as set out in the Manual for 

Accounts issued by the Department of Health have been followed, and 
disclose and explain any material departures in the financial statements; and, 

d) Prepare the financial statements on a going concern basis. 
 

3.2.5 To the best of my knowledge and belief, I have properly discharged the 
responsibilities set out in my Clinical Commissioning Group Accountable Officer 
Appointment Letter. 

 
3.2.6 I also confirm that:  
 

a) as far as I am aware, there is no relevant audit information of which the 
entity’s auditors are unaware, and that as Accountable Officer, I have taken all 
the steps that I ought to have taken to make himself or herself aware of any 
relevant audit information and to establish that the entity’s auditors are aware 
of that information.  
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b) that the annual report and accounts as a whole is fair, balanced and 
understandable and that I take personal responsibility for the annual report 
and accounts and the judgments required for determining that it is fair, 
balanced and understandable 

 
 
 
 
 
 
Dianne Johnson 
Accountable Officer 
26 May 2016 
  
  



44 
 

3.3 GOVERNANCE STATEMENT 
 

 3.3.1 Introduction & Context 
 

 3.3.2  The Clinical Commissioning Group was licenced from 1 April 2013 under   
provisions enacted in the Health and Social Care Act 2012, which amended the 
National Health Service Act 2006. 

 
 3.3.3  As at 1 April 2015, the Clinical Commissioning Group was licensed without     

conditions. The CCG has been subject to continuous assurance by NHS England 
through the year against the requirements of the CCG Assurance Framework. 
The CCG received a ‘good’ initial assurance assessment against each of the five 
components of well-led organisation, planning, performance, financial 
management and delegated functions. This has been maintained through 2015-
16 with the full formal annual assessment for 2015-16 to take place after the year 
end.     
 

3.3.4    Scope of Responsibility 
 

3.3.5  As Accountable Officer, I have responsibility for maintaining a sound system of 
internal control that supports the achievement of the Clinical Commissioning 
Group’s policies, aims and objectives, whilst safeguarding the public funds and 
assets for which I am personally responsible, in accordance with the 
responsibilities assigned to me in Managing Public Money. I also acknowledge 
my responsibilities as set out in my Clinical Commissioning Group Accountable 
Officer Appointment Letter. 

 
3.3.6 I am responsible for ensuring that the Clinical Commissioning Group is 

administered prudently and economically and that resources are applied 
efficiently and effectively, safeguarding financial propriety and regularity. 

 
3.3.7 Compliance with the UK Corporate Governance Code 

 
3 .3.8 We are not required to comply with the UK Corporate Governance Code. 

However, we have reported on our Corporate Governance arrangements by 
drawing upon best practice available, including those aspects of the UK 
Corporate Governance Code we consider to be relevant to the CCG and best 
practice. Governance arrangements are included in the well-led organisation 
component of the CCG Assurance Framework for which the CCG has received a 
‘good’ assurance assessment from NHS England throughout 2015/16. 

 
3.3.9 The table below illustrates how we have reported on our Corporate Governance 

arrangements and demonstrates how this reflects relevant aspects of the UK 
Corporate Governance Code. 
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Components Reporting of CCG Arrangements 
Leadership – covering the 
role of the board, division of 
responsibilities, and the 
chair, and non-executive 
directors. 
 

The role, operation and effectiveness of CMG 
and the Governing Body are reported in 
paragraphs 3.3.17 – 3.3.24. Membership during 
2015-16 is listed in appendices 2 and 3.   
The provisions of the constitution in respect of 
the exercise of CCG functions and decision 
making, and the role of lay members are 
reported in paragraph 3.3.16 

Effectiveness – covering 
the composition of the 
board, appointments to the 
board, commitment, 
development, information 
and support, evaluation, and 
re-election. 
 

The composition of CMG and the Governing 
Body are reported in appendices 1 and 2. The 
role of independent members of the Governing 
Body is reported in section paragraph 3.3.16.  
The appointment process, eligibility, term of 
office, grounds for removal and notice period for 
roles on CMG and the Governing Body are set 
out on the CCG’s constitution and comply with 
the requirements of the Health and Social Care 
Act 2012. 
Development activity undertaken by the 
Government Body is described in paragraph 
3.3.23 
Governing Body and committee effectiveness is 
reported in 3.3.18, 3.3.24, 3.3.28, 3.3.31, 3.3.34, 
3.3.38, 3.3.41 and 3.3.44. 

Accountability – covering 
financial and business 
reporting, risk management 
and internal control, audit 
committee and auditors. 
 

The CCG’s annual report and accounts has 
been prepared in accordance with all relevant 
requirements and guidance and subject to 
independent external audit. The audit opinion is 
reported in paragraph 3.3.108. 
The CCG’s risk management and internal 
control arrangements are reported in 
paragraphs 3.3.49 – 3.3.65 and 3.3.75 – 3.3.79. 
The composition and role of the Audit 
Committee are reported in paragraph 3.3.25 – 
3.3.28 and Appendix 3 and the Head of Internal 
Audit Opinion is reported at paragraph 3.3.110. 

Remuneration – covering 
the level and components of 
remuneration and 
procedure. 
 

The role of the Remuneration Committee, the 
CCG’s remuneration policies and the 
remuneration of Governing Body members and 
senior managers are reported in paragraph 
3.3.29 – 3.3.31. 

Relations with 
shareholders – covering 
dialogue with shareholders, 
constructive use of general 
meetings. 
 

The CCG does not have shareholders but 
instead has a duty to ensure public involvement 
and consultation and its arrangement for 
discharging this are reported in section 2.8. 
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3.3.10 The CCG’s Governance Framework 
 

  3.3.11 The National Health Service Act 2006 (as amended), at paragraph 14L (2) (b) 
states: 

 
a) “The main function of the governing body is to ensure that the group 

has made appropriate arrangements for ensuring that it complies with 
such generally accepted principles of good governance as are relevant 
to it.” 

 
3.3.12 The constitution commits the CCG to observe principles of good governance in 

the way it conducts its business, including the Nolan principles, NHS constitution, 
Equality Act 2010, and probity in stewardship of public funds, business conduct 
and the management of the organisation. 

 
3.3.13 The constitution commits the CCG to demonstrating its accountability to its 

members, local people, stakeholders, and NHSE by publishing information; 
appointing lay members and including GPs, other clinicians and patient 
representatives on decision making forums; involving patients, clinicians and 
community groups in commissioning; responding to complaints and requests for 
information; and encouraging and acting on feedback. 

 
 3.3.14 The constitution sets out the CCG’s governance structure, including 

responsibility and authority for exercising the CCG’s statutory functions. The 
scheme of reservation and delegation sets out those decisions which are 
reserved to the membership as a whole and those which are delegated to the 
Governing Body, its committees and sub-committee and to individual officers.  

 
3.3.15 The CCG’s governance structure comprises the Clinical Membership Group 

(CMG), the Governing Body and its committees, which are the Audit Committee, 
the Human Resources and Remuneration Committee, the Finance and 
Performance Committee, the Primary Care Committee and the Quality 
Committee, and the Medicines Management Sub-Committee which is 
accountable to the Primary Care Committee. The governance structure chart is 
on page 41 of the Members Report. The CCG reviews effectiveness and forward 
plans annually across the governance structure to ensure that statutory 
functions, constitution requirements and terms of reference are fully covered. 
Reviews undertaken or underway at the end of 2015-16 are described below and 
will inform committee work plans for 2016-17. 

 
3.3.16 The Governing Body membership includes 8 clinical leads who are GPs elected 

by the CCG membership to bring the unique understanding of the Member 
Practices. The appointment process for Governing Body GPs was reviewed and 
amended during 2015-16 to include an assessment process for candidates prior 
to going forward for election. In addition GP clinical leadership roles in respect of 
the group’s specific commissioning priorities were separated from Governing 
Body GP roles, enabling the clinical leadership roles to be performed by GPs not 
on the Governing Body. Lay members and clinical advisors who are independent 
of the CCG have been appointed to the Governing Body to bring specific, 
including multi-professional healthcare, expertise and experience, as well as their 
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knowledge as a member of the local community, to the work of the CCG. Their 
focus is strategic and impartial, providing an independent view of the work of the 
CCG.  

 
 3.3.17 The Clinical Membership Group has reserved to itself the power to approve: 

changes to the constitution for submission to  NHS England; the scheme of 
reservation and delegation; who can execute a document; the arrangements for 
identifying practice representatives, appointing to the Governing Body and post 
of accountable officer; the vision, values, strategy, commissioning plan, annual 
budget and variations of more than 1%; arrangements for risk sharing or pooling 
and pooled budgets; and arrangements for coordinating the commissioning of 
services with other CCGs /Local Authorities. 

 
 3.3.18 The CMG carried out a review of its performance and effectiveness, together 

with a review of clinical leadership roles, in April 2015. This identified good 
representation and attendance and that the group were effective in meeting its 
governance responsibilities and performing reserved functions. However a need 
for more frequent reporting from the Governing Body in order that the group 
could hold the Governing Body to account; and opportunities to improve the 
clinical leadership of the CCG so that it is strengthened, more focussed, leads to 
greater involvement and sustainability and provides a platform for succession 
planning were identified.  

 
  3.3.19 During the year the CMG has received Governing Body minutes and regular 

updates from the Accountable Officer to enable greater oversight of the work of 
the Governing Body. Changes approved in respect of the clinical leadership of 
the CCG are in the process of implementation. A further review of the 
effectiveness of CMG is scheduled for April 2016.  

 
 3.3.20 The CMG has considered and approved the annual financial strategy and 

budget, and commissioning plan and reviewed the CCG’s constitution. It has 
approved the mental health 4 year strategic plan and winter resilience plan and 
discussed Liverpool City Region devolution proposals. Other key activities 
include oversight of the Prime Minister’s Challenge Fund, section 75 agreement, 
medicines management review, performance of the improving access to 
psychological therapies service, clinical leads performance, and Member 
Practice engagement.   

 
3.3.21 The Governing Body is responsible for ensuring that the CCG has appropriate 

arrangements in place to exercise its functions effectively, efficiently and 
economically and in accordance with the CCG’s principles of good governance 
(its main function); determining remuneration, fees and other allowances; and 
approving any functions of the CCG that are specified in regulations. 

 
3.3.22 In addition the Clinical Membership Group has delegated to the Governing Body 

power to approve: the operational scheme of delegation; the annual report; 
arrangements for making individual exceptional funding requests;  arrangements, 
including supporting policies, to minimise clinical risks and improve quality; 
proposals for action on litigation against or on behalf of the CCG; arrangements 
for business continuity and emergency planning; arrangements for information 
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governance; contracts for any commissioning support; contracts for corporate 
support; arrangements for discharging  commissioning statutory duties, financial 
statutory duties, and statutory duties as an employer;  arrangements for handling 
freedom of information requests; risk management arrangements; system of 
internal control, including budgetary control; and arrangements for handling 
complaints. 

 
3.3.23 The Governing Body has established monitoring and assurance arrangements 

through the assurance framework, corporate performance reporting and finance 
reporting. It has oversight of the work of its committees through receipt of 
minutes and key issues reports. Key strategic issues considered during the year 
included the commissioning plan; Liverpool City Region devolution; 
commissioning activity in relation to respiratory services, diabetes, mental health, 
medicines management and strategic estates review; and quality activity in 
relation to safeguarding, patient experience, continuing healthcare and complex 
children’s care and mental health, and provider performance, inspection and 
investigation reports. The Governing Body reviewed the operational scheme of 
delegation; business continuity and incident response plans; human resources, 
information governance, complaints and health and safety policies during the 
year. Knowsley Metropolitan Borough Council and Healthwatch Knowsley 
representatives are in attendance at Governing Body meetings and partnership 
issues reported and considered included the public health annual report, the 
Health and Wellbeing Board annual report, and proposals for review and update 
of the Joint Health and Wellbeing Strategy and JSNA. The meetings are well 
attended by members of the public who have the opportunity to raise issues and 
questions during the question and answer session. In addition to the formal 
public meetings the Governing Body met twice for informal development 
sessions covering performance reporting, stakeholder communications and 
engagement, planning for 2016/17 to 2020/21, commissioning for value and the 
Health and Social Care transformation programme.  

 
3.3.24 The annual self-assessment for 2015-16 is scheduled for June 2016, to be 

facilitated by MIAA. The outcome will inform the Governing Body’s forward plan 
and development activity for 2016-17. 

 
3.3.25 The Audit Committee provides the Governing Body with an independent and 

objective view of the CCG’s financial systems, financial information and 
compliance with laws, regulations and directions governing the group in so far as 
they relate to finance. In addition the Governing Body has delegated power to the 
Audit Committee to approve the annual accounts, detailed financial policies, and 
counter fraud and security management arrangements. 

 
3.3.26 The Audit Committee is chaired by the Lay Member for Audit and Governance 

and comprises lay and clinical members with current and past governance, risk, 
engagement, equality and diversity, clinical, and senior NHS managerial 
experience.  

 
3.3.27 During the year the Audit Committee has approved and monitored the delivery of 

the Internal Audit, Counter Fraud and Anti-Bribery Plans and delivery of resulting 
recommendations. It has reviewed the CCG Governance Statement, Head of 
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Internal Audit Opinion; External Auditor’s Annual Audit Letter and approved the 
Annual Report and Accounts for 2014-15, and updated financial policies. It has 
scrutinised the Assurance Framework and the arrangements for Information 
Governance, both of which received significant assurance by Internal Audit; and 
the Financial Control Environment Assessment, the majority of which was 
assessed as excellent or good with three moderate areas with improvement 
actions. It has also received briefings on a range of matters including measuring 
and monitoring safety, fraud, NHS Protect Standards for Commissioning and 
audit benchmarking reports.   

 
3.3.28 The annual self-assessment for 2015-16 took place in March, facilitated by 

MIAA. The report on the outcome of the session will inform the Committee’s 
workplan and development activity for 2016-17.  

 
3.3.29 The Human Resources and Remuneration Committee makes 

recommendations to the Governing Body on determinations 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 as an alternative to the NHS 
pension scheme. In addition the Governing Body has delegated power to the 
Human Resources and Remuneration Committee to approve: the pay, terms and 
conditions for Governing Body members; disciplinary arrangements for 
employees; Human Resources policies; and to prepare disciplinary 
arrangements where the Accountable Officer or Chief Finance Officer is an 
employee or member of another CCG.  

 
3.3.30 During the year the Human Resources and Remuneration Committee has 

reviewed and recommended for approval a number of harmonised and localised 
Human Resources policies. It has reviewed its responsibilities in relation to 
equality and diversity and the arrangements and plans in place to ensure that 
these are met. The committee also received workforce performance 
management reports and risk reports in relation to the work of the Committee.   

 
   3.3.31 The annual self-assessment for 2015-16 is scheduled for April 2016, to be 

facilitated by MIAA. The outcome will inform the Committee’s workplan and 
development activity for 2016-17.  

 
3.3.32 The Finance and Performance Committee monitors the CCG’s overall financial 

position, delivery of the QIPP Programme, the performance of commissioned 
services, and CCG key performance indicators and will advise the Governing 
Body on all financial and performance matters, oversee the delivery of plans by 
CCG senior officers, and provide assurance to the Audit Committee in respect of 
the discharge of statutory functions in line with the Standing Financial 
Instructions. 

 
3.3.33 During the year the Finance and Performance Committee has received regular 

financial performance, contract management, and performance management 
reports. It has had oversight of planning and contract negotiation, section 75 
agreement, pooled budget and Better Care Fund, commissioning plan delivery, 
and QIPP delivery. The Committee has reviewed progress against the 
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commissioning plan and risks relating to its work at intervals through the year. It 
has also considered in more detail specific areas of overspend or performance 
concern. 

 
3.3.34 The annual self-assessment for 2015-16 took place in February, facilitated by 

IAA. The report on the outcome of the session will inform the Committee’s 
workplan and development activity for 2016-17. 

 
3.3.35 The Quality Committee oversees quality and safety assurance processes 

across all commissioned services, and provides assurance to the Governing 
Body that quality and patient safety activity is coordinated and transparent 
ensuring a coherent and systematic review of the system. 

 
3.3.36 During the year the Quality Committee has received quality reports covering the 

range of services commissioned by the CCG. The information reported and the 
level of assurance that can be taken has been improved during the year to 
address some of the issues and gaps identified. Further work is underway to 
improve information and reporting in relation to quality in primary care and 
mental health services.    

 
  3.3.37 The Quality Committee has also introduced a schedule of quality improvement 

visits to providers. These visits enable the Quality Committee to gain assurance 
regarding the quality and safety of care provided by triangulating both evidence 
from performance reporting and patient experience, with evidence seen during 
quality improvement visits. Provider visits to date have included 5 Boroughs 
Partnership Trust, Merseycare, St Helens and Knowsley Trust and Aintree 
Hospital Trust.   

 
3.3.38 The annual self-assessment for 2015-16 took place in March, facilitated by 

MIAA. The report on the outcome of the session will inform the Committee’s 
workplan and development activity for 2016-17. 

 
   3.3.39 The Primary Care Committee became operational from April 2015 and 

functions as a corporate decision making body for the management of delegated 
functions and the exercise of the delegated powers under section 13Z of the 
National Health Service Act 2006 (as amended). The committee carries out the 
functions relating to the commissioning of primary medical services under section 
83 of the NHS Act. 

 
   3.3.40 During the year the Primary Care Committee has approved a range of primary 

care policies and made decisions in relation to delegated functions, had 
oversight of the primary care programme, and received regular reports in relation 
to the medicines management workplan, primary care quality, budgets, IM&T, 
estates and risks.  

 
   3.3.41 The first annual self-assessment of the Committee’s performance and 

effectiveness is planned for May, to be facilitated by MIAA. The outcome will 
inform the Committee’s workplan and development activity for 2016-17.  
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   3.3.42 The Medicines Management Sub-Committee develops and approves 
recommendations including policy statements on new drugs, local formulary and 
guidelines, shared care agreements, local action on safe use of medicines and 
NICE guidance, ensures safe effective and economic use of medicines, improves 
consistency of patient experience and provides assurance to the Governing Body 
that safe, effective and good governance procedures are adopted relating to all 
aspects of medicines and prescribing. 

 
   3.3.43 During the year the Medicines Management Sub-Committee has reviewed and 

approved prescribing and medicines policies, and received recommendations 
from The Pan Mersey Area Prescribing Committee. It has monitored the delivery 
of the Medicines Management work plan, the prescribing budget and cost 
optimisation plan. It has also considered reports on shared care, community 
pharmacy ordering, the prescribing element of the primary care quality premium, 
the treatment protocols for pharmacies providing a minor ailments service, and 
reports on specific medicines issues.  

 
   3.3.44 The annual self-assessment for 2015-16 is planned for June 2016, to be 

facilitated by MIAA. The outcome will inform the Committee’s workplan and 
development activity for 2016-17. 

  
   3.3.45 Details of attendance at meetings of the CMG, the Governing Body and its 

committees and sub-committees are provided in Appendix 3. 
 

   3.3.46  The CCG has entered into joint arrangements with the following clinical        
               commissioning groups: 
 

a) In respect of collaborative commissioning arrangements with Halton CCG, 
Liverpool CCG, Southport and Formby CCG, South Sefton CCG, and St 
Helens CCG. During 2015-16 it was agreed to put the CCG Network on a 
more formal basis by establishing a Committee in Common to govern these 
arrangements; 

b) Knowsley CCG is a member of the Healthy Liverpool Hospital Based Care 
Committees in Common with Liverpool CCG, South Sefton, and Southport 
and Formby CCGs. 
 

3.3.47 The CCG has a Joint Executive Group with KMBC for the purposes of joint 
commissioning arrangements. The CCG is also a member of the Health and 
Wellbeing Board and attends the Health Scrutiny Sub-Committee. 

 
3.3.48 The CCG has entered into joint arrangements with NHS England in respect of 

delegated commissioning of primary medical services and specialised 
commissioning, which took effect in 2015-16.  

 
   3.3.49  The CCG Risk Management Framework 
 

3.3.50   The risk management framework is described in the CCG’s Risk Management 
Strategy. The key elements of this are a statement of intent, strategic objectives 
for risk management, risk appetite, an accountability and organisational 
structure for risk management, systems and processes for managing risk, 
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training and development, communication and monitoring the effectiveness of 
the strategy. 

 
3.3.51 The Governing Body has assessed risk appetite and approved the risk appetite 

statements below for the CCG’s key strategic risk areas.  
 

Strategic Risk 
Area 

Risk Appetite Statement 

Quality  Joint between minimal and open - Appetite to take decisions with 
potential to expose the organisation to additional scrutiny or interest 
on commissioning new services where the benefit and innovation 
justifies it. On existing commissioned services, tolerance for risk taking 
limited to those decisions where there is no chance of any significant 
detriment to quality. Senior management aims to minimise the chance 
of patient harm and the associated damage to the reputation of the 
NHS. 

Transformation Open - Constantly reviewing assumptions and business case to drive 
greater value and outcomes using test and learn approach whilst 
mitigating policy intent and objective based outcomes. Additional 
development / innovation used routinely to enable further benefits 
realisation, value, or enhanced outcomes. 

Engagement Hungry - Consistently developing new ways to improve patient 
engagement and service delivery, and prepared to accept short to 
medium term impacts to   achieve longer term objectives. 

Financial 
Management 

Open – Prepared to invest for return and minimise the possibility of 
failing to deliver financial targets by managing the risks to a tolerable 
level. 

Governance 
and Decision 
Making 

Open – Innovation supported, with demonstration of commensurate 
improvements or benefits.  Encourage challenge at all levels to drive 
continuous improvement.  The organisation will act independently and 
proactively manage potential conflicts of interests. 

Capacity and 
Capability 

Open – Prepared to consider options which may have longer term 
benefits at the expense of short term gains in capacity and capability. 

    
    3.3.52 The statements provide a framework against which the CCG can consider 

strategic options, inform future control efforts and take an appropriate level of risk 
in the achievement of its objectives. These risk appetite statements are reviewed 
annually by the Governing Body to ensure their continued accuracy and 
relevance to the organisational challenges and strategic goals.  

 
3.3.53 The Governing Body Assurance Framework (GBAF) identifies and quantifies the 

principal risks to the delivery of the organisation’s corporate goals and objectives 
and the key controls and provides the Governing Body with assurance that those 
controls are operating effectively, or identifies corrective action where required. 
The GBAF is regularly reviewed by the Executive Management Team, a 
summary of the assurance levels framed around the CCG’s goals, objectives and 
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principal risks is reviewed quarterly by the Governing Body, and the full 
assurance framework is reviewed quarterly by the Audit Committee. 

 
 3.3.54    The most significant strategic risks and associated assurance ratings are set out 

below and at paragraphs 3.3.65 – 3.3.72 in relation to governance, risk 
management and internal control: 

 
 Risk Risk  

Rating 
Assurance 

Level 
Collaborative and partnership 
commissioning arrangements are not 
effective in delivering  Knowsley CCG 
priorities 

Extreme Reasonable 

Failure to manage demand results in 
failure to meet key constitutional rights 
e.g. waiting times, which may result in 
patient harm and reputational risk 

High Reasonable 

Failure to manage complex provider 
landscape may affect quality and 
performance   

High Reasonable 

 
3.3.55 The Corporate Risk Register summarises the principal risks facing the CCG, 

together with the actions needed and being taken to reduce these risks to an 
acceptable level. This is supported by more detailed directorate, functional and 
project risk registers. Committees of the Governing Body are required, at each of 
their meetings, to review risks, including assessments and current and planned 
controls and to consider whether there are any further risks in relation to the work 
of the committee which haven’t been captured.      

 
3.3.56 Strategic and operational risks are identified from external sources, including 

external assessments and inspections, patient and provider feedback; and 
internal sources, including members, staff, governance committees, planning, 
project management, incidents and audits. 

 
3.3.57 Risk assessments are completed and mitigating actions identified as required, 

which is recorded, registered and scrutinised. Risk assessments and risk 
registers are regularly reviewed and updated. The risk management strategy 
defines criteria, reflecting the organisation’s risk appetite, for evaluating, treating 
and escalating risk.  

 
3.3.58     Risk management is embedded into the governance and decision making of the 

CCG, planning and performance management, and is a key element of the 
commissioning and project management processes. A risk assessment is 
included in all decision making reports and risks to the CCG are highlighted in 
briefing and performance reports. All commissioning and other projects are 
required to complete risk assessments and registers. 

  
  3.3.59 Patient and public engagement is central to the prioritisation, development and 

commissioning activity of the CCG, and contributes to the risk management 
framework as a source of both risk identification and risk mitigation. This is 
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achieved through the inclusion of Lay Members and Healthwatch Knowsley in 
governance structures, holding Governing Body meetings in public, annual 
stakeholder meetings and the Annual General Meeting, engagement with patient 
participation groups and Health Forums, and specific targeted engagement 
around commissioning proposals.  

 
3.3.60 Equality Impact Assessments are instigated at the commencement of 

commissioning projects and used to shape the communication and engagement, 
service model and specification and evaluation criteria for any procurement.  As 
such they constitute a form of risk identification and management to mitigate the 
risk of failing in our equality duties. Contract quality schedules set out our 
expectations of providers in relation to equality and diversity and this is 
monitoring through our commissioning support provider and issues escalated 
appropriately through contract management arrangements.   

 
3.3.61 The Quality Surveillance Group for Merseyside, chaired by NHS England 

maintains a strategic oversight of quality risks and issues across the local 
provider landscape. This supports the identification and management of risks, 
and a collective approach and shared learning.    

 
3.3.62 In addition to proactively managing risk, incidents and issues are used as a 

learning tool to develop and improve the control framework. The CCG 
cooperates with other CCGs to review serious incidents reported by providers. 
Key lines of enquiry continue to be monitored by the CCGs and have been 
included in the contract quality schedule. 

 
3.3.63 Through these processes, risks to the quality, effectiveness, and delivery of 

commissioned services in a way which meets the needs of all parts of the 
community are identified, evaluated and mitigated through the design and 
management of commissioned services.  

 
 3.3.64    The key control mechanisms in place are: 
 

a) Governance structures, with clearly defined terms of reference, roles and 
explicit responsibilities for scrutiny and assurance; 

b) An accountability and reporting framework, with clearly defined roles and 
responsibilities; 

c) Clear strategies and plans with associated monitoring and review     
mechanisms; 

d) Policies, procedures and guidance, supported by communication, training 
and development; 

e) Robust contracts and service level agreements and effective contract 
management processes 

f) Robust and effective performance, financial, risk, and project management; 
g) An internal control framework, including independent, external assurance. 

 
3.3.65 These mechanisms provide a holistic system for prevention, deterrence and 

management of risks.   
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3.3.66   Risk Assessment in Relation to Governance, Risk Management & Internal 
Control 

  
3.3.67 The CCG has continued to build on the strong foundation of effective 

governance, risk management and internal control already established. A review 
of the risk and assurance framework has been completed during the year with 
the aim of strengthening the role of committees, greater integration between the 
assurance framework and risk register, and incorporating good practice from 
elsewhere. 

 
3.3.68 The Audit Committee oversees and scrutinises the CCG’s governance, risk 

management and internal controls systems. This includes a comprehensive and 
balanced internal audit plan which during 2015-16 has included reviews of the 
CCG’s financial systems, safeguarding and quality responsibilities, continuing 
healthcare and complex children’s care and mental health, Better Care Fund, 
conflicts of interest, information governance, risk management, and an opinion 
on the assurance framework. A number of follow up audits have been completed 
in relation to reviews in previous years and have concluded that all or the 
majority of recommendations have been addressed.   

 
3.3.69 Internal audit reviews during 2015-16 have identified opportunities to improve the 

control framework. Action plans are being put in place to address these and this 
will continue to be overseen by the Executive Management Team and Audit 
Committee. 

 
3.3.70 The constitution has been reviewed and updated during the year, including 

revisions to committee terms of reference, amending clinical leadership roles and 
Governing Body GP appointment process, and reflecting delegated 
commissioning arrangements. 

 
 3.3.71 The Internal Audit opinion on the Assurance Framework stated: 
 

a) The organisation’s Assurance Framework is structured to meet the NHS 
Requirements; 

b) The Assurance Framework is used by the Governing Body; 
c) The Assurance Framework reflects risks discussed by the Governing Body. 

 
 3.3.72 The detailed assessment indicated that the assurance framework fully meets all 

of the requirements. However it identified a number of developmental / best 
practice considerations which it is planned to address through implementing the 
outcome of the recent review of the risk and assurance framework.  

 
 3.3.73 The risks to governance, risk management and internal control assessed as high 

identified in the GBAF are summarised below (none were assessed as extreme): 
 

Risk Risk  
Rating 

Assurance 
Level 

Uncertainty over future NHS funding or other policy 
prevents the CCG delivering local commissioning 
plans and still achieve financial targets 

High Significant 
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Ineffective governance of services commissioned 
by the CCG will lead to patient harm, reputational 
damage or financial loss 

High Reasonable 

Gaps or delays in availability and quality of data, 
information and intelligence reduce effective 
performance management 

High Reasonable 

 
3.3.74 Risks in relation to management capacity for governance arising during the year 

were addressed from within the CCG’s management team and with support from 
a neighbouring CCG, and are now resolved.   

 
3.3.75 The CCG’s Internal Control Framework 
 
3.3.76 A system of internal control is the set of processes and procedures in place in 

the CCG to ensure it delivers its policies, aims and objectives. It is designed to 
identify and prioritise the risks, to evaluate the likelihood of those risks being 
realised and the impact should they be realised, and to manage them efficiently, 
effectively and economically. 

 
3.3.77 The system of internal control allows risk to be managed to a reasonable level 

rather than eliminating all risk; it can therefore only provide reasonable and not 
absolute assurance of effectiveness. 

 
3.3.78 The CCG’s internal control framework comprises: 
 

a) The Governing Body Assurance Framework (GBAF), which is framed around 
the CCG’s goals and objectives. This is developed, reviewed and managed 
by the CCG’s Executive Management Team, reported quarterly to the 
Governing Body and scrutinised by the Audit Committee; 

b) An internal audit service commissioned from Merseyside Internal Audit 
Agency (MIAA) and delivering a comprehensive and balanced audit plan 
which is approved and monitored by the Audit Committee. This provides an 
objective challenge and valuable insight into risks, control weaknesses and 
opportunities for improvement; 

c) A local counter fraud service commissioned from MIAA and delivering advice 
and support on Anti-Fraud, Bribery and Corruption Policy and a Counter 
Fraud Plan which is approved and monitored by the Audit Committee; 

d) The governance framework described in paragraphs 3.3.10 – 3.3.48. 
e) The executive management team and Governing Body Lay Members for 

Audit and Governance, Quality and Safety, and Patient and Public 
Involvement; 

f) The application of agreed policies and procedures including the Prime and 
Detailed Financial Policies. 

 
3.3.79 This internal control framework is informed and assured by external scrutiny and 

review including the NHS England CCG Assurance Framework and External 
Audit.  
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3.3.80 Information Governance 
  
3.3.81 The CCG has a robust Information Governance framework, which includes: 
 

a) The roles of Senior Information Responsible Officer (SIRO), Caldicott 
Guardian, and the Information Governance Lead, who together comprise the 
Information Governance Management Group; 

b) An Information Governance Strategy and policies and Information Security 
policies, supported by briefings and training for all Governing Body and 
Committee members and staff; 

c) An Information Asset Register and Data Flows Map which record the nature 
and security arrangements for the data held and transmitted, including 
sensitive and confidential data, and the risks and security arrangements, 
which are regularly assessed and reviewed; Access to specialist expertise 
and advice, including scrutiny, challenge and spot checks, through 
commissioning support arrangements;  

d) Quarterly reports on compliance which are reported to the Audit Committee 
and an annual review by internal audit.  

 
3.3.82 The NHS Information Governance Framework sets the processes and 

procedures by which the NHS handles information about patients and 
employees, in particular personal identifiable information. The NHS Information 
Governance Framework is supported by an information governance toolkit and 
the annual submission process provides assurances to the CCG, other 
organisations and to individuals that personal information is dealt with legally, 
securely, efficiently and effectively. 

 
3.3.83 The CCG places high importance on ensuring that there are robust information 

governance systems and processes in place to help protect patient and 
corporate information. The CCG has established an information governance 
management framework and has developed associated processes and 
procedures in line with the information governance toolkit.  The CCG has 
ensured that all staff undertake annual information governance training and have 
implemented staff briefings, to ensure that staff are aware of their information 
governance roles and responsibilities. 

 
3.3.84 There are processes in place for incident reporting and investigation of serious 

incidents. The CCG has developed information risk assessment and 
management procedures, and a programme is in place to fully embed an 
information risk culture throughout the organisation. 

 
3.3.85 Review of Economy, Efficiency & Effectiveness of the Use of Resources 
 
3.3.86 The CCG has established effective leadership, commissioning, financial planning 

and management, data quality and external relationships to ensure that 
resources are used economically, efficiently and effectively. These have been 
reviewed against the Audit Commission criterion of financial resilience and 
economy efficiency and effectiveness and associated risk indicators. An opinion 
on these arrangements will form part of the external audit.  
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3.3.87 The CCG’s arrangements for ensuring financial resilience include robust one and 
five year financial planning, effective financial governance and financial control. 
These arrangements are supported and delivered through the Clinical 
Membership Group, Governing Body, Audit Committee, Finance and 
Performance Committee, Chief Finance Officer and shared finance team and key 
partnerships and collaborative working.  

 
3.3.88 Financial plans recognise statutory responsibilities and NHSE planning guidance 

while also being based on robust assumptions financial modelling and scenario 
planning.  

 
3.3.89 Internal audit reviews have provided significant assurance in respect of financial 

systems and significant assurance in respect of the assurance framework. These 
arrangements have been effective in ensuring that the CCG has met its key 
financial targets and delivered QIPP plans.   

 
3.3.90 The CCG’s arrangements for ensuring economy, efficiency and effectiveness 

include one year operational and five year strategic commissioning plans which 
have been developed in consultation with stakeholders and reviewed and 
prioritised based on intelligence about performance and outcomes and an 
understanding of costs. 

 
3.3.91 The CCG has challenged the way that services are commissioned and delivered, 

including the Community COPD and Community CVD services, delivering 
increasingly complex services out of hospital, and employing new funding 
arrangements that incentivise delivery of key outcomes and manage financial 
risk. Decisions to re-commission or decommission a service are informed by the 
preparation of an appropriate business case which is approved through the CCG 
governance arrangements, and subject to on-going monitoring and review 
through to delivery of service quality and performance and financial outcomes. 

 
3.3.92 Feedback from delegation chains regarding business, use of resources 

and responses to risk 
 
3.3.93 The Finance and Performance Committee has delegated responsibility for 

monitoring the implementation of the annual financial plan and QIPP plan to 
ensure that resources are used economically, efficiently and effectively. It 
discharges this through receipt of regular reports on progress against the 
financial plan and QIPP plan and oversight of delivery of the commissioning plan 
and Better Care Fund Plan. 

 
3.3.94 The Primary Care Committee has delegated responsibility for primary care 

budgets including ensuring that resources are used economically, efficiently and 
effectively. It discharges this through receipt of finance reports and during 2015-
16 has maintained a focus on the prescribing budget and associated cost 
optimisation and medicines management plans.  

 
3.3.95 All committees of the Governing Body have delegated responsibility for ensuring 

that risks associated with their areas of responsibility are identified, reflected on 
the risk register, and effectively managed, and providing assurance on key 
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controls. They discharge this through regular reports and discussion on risks in 
relation to their responsibilities. 

 
3.3.96 Key issues from each committee, including those related to risks and use of 

resources are reported to the Governing Body. The Audit Committee, through its 
own scrutiny of the assurance framework and the work of internal and external 
audit, provides an independent and objective view of these arrangements.   

 
3.3.97 Review of the Effectiveness of Governance, Risk Management & Internal 

Control 
 
3.3.98 As Accountable Officer I have responsibility for reviewing the effectiveness of the 

system of internal control within the CCG. 
 
3.3.99 Capacity to Handle Risk  
 
3.3.100 As Accountable Officer I have overall accountability for the management of risk 

and discharge this duty by: 
 

a) Continually promoting risk management and demonstrating leadership, 
involvement and support; 

b) Ensuring an appropriate committee structure is in place, with regular reports 
to the Governing Body; 

c) Ensuring that senior officers of the CCG are appointed with managerial 
responsibility for risk management;  

d) Ensuring the development of appropriate Policies, Procedures and 
Guidelines for the CCG in relation to risk management; 

e) Identifying risks to the achievement of the CCG’s strategic goals;  
f) Monitoring these via the CCG Assurance Framework and Corporate Risk 

Register. 
 
 3.3.101 Training and development has been provided to the Governing Body and the 

staff team to equip them to manage risk in a way appropriate to their authority 
and duties. Training, guidance and one to one support is provided to support 
staff in identification and assessment of risks and review of the risk register and 
assurance framework.   

 
3.3.102 Review of Effectiveness 
 
3.3.103 My review of the effectiveness of the system of internal control is informed by the 

work of the internal auditors and the executive managers and clinical leads within 
the CCG who have responsibility for the development and maintenance of the 
internal control framework. I have drawn on performance information available to 
me. My review is also informed by comments made by the external auditors in 
their annual audit letter and other reports. 

 
3.3.104 The Governing Body Assurance Framework itself provides me with evidence that 

the effectiveness of controls that manage risks to the CCG achieving its principal 
objectives have been reviewed. 
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3.3.105 I have been advised on the implications of the result of my review of the 
effectiveness of the system of internal control by the Governing Body, the Audit 
Committee and the Quality Committee, if appropriate, a plan to address 
weaknesses and ensure continuous improvement of the system is in place. 

 
3.3.106 The effectiveness of the system of internal control has been maintained and 

reviewed through the Executive Management Team with oversight and scrutiny 
by the Governing Body and Audit Committee and assurance of key elements 
through the Internal Audit Plan. The mechanisms used have included the 
Governing Body Assurance Framework, review, scrutiny and approval of policies 
and processes, reports on compliance, external review, and managerial scrutiny 
through the Executive Management Team, Operational Performance Group, and 
Information Governance Management Group.  

 
3.3.107 The CCG participated, with Cheshire and Merseyside CCGs, in the re-

procurement of commissioning support services using the lead provider 
framework. This followed review of the specification of business intelligence 
requirements, and in-housing of some elements to address control issues arising 
from gaps or delays in the availability and quality of data, information and 
intelligence. The new contract commenced on 1st March 2016.   

 
3.3.108 External support has been commissioned to further develop the CCG’s 

transformation programme and to strengthen its programme management office. 
 
3.3.109 Following completion of the planned audit work for the financial year for the 

CCG, the Head of Internal Audit issued an independent and objective opinion on 
the adequacy and effectiveness of the CCG’s system of risk management, 
governance and internal control.  

 
3.3.110 The Head of Internal Audit concluded that: 
 

a) Significant Assurance can be given that there is a generally sound system 
of internal control designed to meet the organisation’s objectives, and that 
controls are generally being applied consistently. However some 
weaknesses in the design or inconsistent application of controls put the 
achievement of particular  objective at risk; 

b) The overall opinion is provided in the context of the level of risk awareness of 
the CCG and the targeted and effective use of Internal Audit as part of the 
system of internal control. Going forward, the CCG faces a number of 
environmental challenges, specifically the further integration of local health 
and care systems, with the introduction of the Sustainability and 
Transformation Plans. This alongside the challenges of performance delivery 
and financial performance will need to be effectively managed in the new 
financial year. 

c) During the year Internal Audit issued the following reports with a conclusion 
of high assurance: 

i. Budgetary Control; 
ii. Financial Systems – General Ledger, Treasury Management and 

Income & Debtors. 
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d) During the year Internal Audit issued the following reports with a conclusion 
of significant assurance: 

i. Financial Systems –Non Pay Expenditure; 
ii. Electronic Staff Record (ESR)/ Payroll Interface; 
iii. Information Governance Assurance; 
iv. Risk Management arrangements; 
v. Conflicts of Interest; 
vi. Continuing Healthcare; 
vii. Quality Responsibilities – Providers; 
viii. Safeguarding; 
ix. Better Care Fund. 

e) During the year the Internal Audit issued no audit reports with a conclusion of 
limited assurance; 

f) During the year the Internal Audit issued no audit reports with a conclusion of 
no assurance.  

 
3.3.111 Data Quality 
 
3.3.112 The CCG has identified and specified the data requirements for both effective 

monitoring of the performance, quality and safety of commissioned services and 
to support its plans to re-design and re-commission services. These form the 
basis of regular reporting to the Clinical Membership Group, Governing Body and 
its Committees.  

    
3.3.113 The CCG’s data quality standards and requirements from commissioned 

providers are set out in data and quality contract schedules. The service 
agreement with the CCG’s commissioning support provider includes 
requirements for data validation and quality control.  

 
3.3.114 Issues with delays and gaps in the provision of data and information and with the 

quality of intelligence provided by our commissioned business intelligence 
provider have been partially mitigated through the recruitment of additional in 
house capacity. The appointment of a replacement commissioning support 
provider is expected to further mitigate these issues.   

 
3.3.115 Business Critical Models 
 
3.3.116 The data and intelligence provided through the CCG’s commissioning support 

provider to inform needs analysis and service commissioning is subject to robust 
quality assurance both internally by the provider and by the CCG. The CCG’s 
plans and forecasts are also subject to external scrutiny and sign off by NHS 
England.  

 
3.3.117 Data Security 
 
3.3.118 We have submitted a satisfactory level of compliance with the information 

governance toolkit assessment, achieving level two requirements in all areas. 
This has been audited by MIAA and received significant assurance. 

 
3.3.119 There have been no Serious Incidents relating to data security breaches.  
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3.3.120 Discharge of Statutory Functions 
 
3.3.121 During establishment, the arrangements put in place by the Clinical 

Commissioning Group and explained within the Corporate Governance 
Framework were developed with extensive expert external legal input, to ensure 
compliance with the all relevant legislation. That legal advice also informed the 
matters reserved for the CMG and Governing Body decision and the scheme of 
delegation. 

 
3.3.122 In light of the Harris Review, the CCG has reviewed all of the statutory duties and 

powers conferred on it by the National Health Service Act 2006 (as amended) 
and other associated legislative and regulations.  As a result, I can confirm that 
the CCG is clear about the legislative requirements associated with each of the 
statutory functions for which it is responsible, including any restrictions on 
delegation of those functions. 

 
3.3.123 Responsibility for each duty and power has been clearly allocated to a lead 

Director. Directors have confirmed that their structures provide the necessary 
capability and capacity to undertake all of the CCG’s statutory duties. 

 
3.3.124 Conclusion 
 
3.3.125 No significant internal control issues have been identified.   
 

 
 
 
 
 
 
 
 
 
Dianne Johnson 
Accountable Officer 
26 May 2016 
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 4. REMUNERATION AND STAFF REPORT 

   4.1 The CCG’s senior managers comprise the Accountable Officer and Chief 
Finance Officer who are both members of the Governing Body, and the 
Commissioning Director, Governance Director (part year), Director of Strategy 
and Performance (part year) and Chief Nurse who are all in attendance at 
Governing Body meetings. 

 
   4.2 Remuneration Committee Report 
 
   4.2.1 The Human Resources and Remuneration Committee is responsible for 

determining the CCG’s Human Resources policies, and the remuneration, fees 
and other allowances for Governing Body members and employees. 

 
   4.2.2 The functions delegated to the Remuneration Committee are: 
 

a) Approve the pay, terms and conditions, including allowances, for Governing 
Body members, including pensions and gratuities. 

b) Approve the pay, terms and conditions, including allowances, pension, 
remuneration and fees, of employees. 

 
   4.2.3 Additional delegated functions of the Remuneration and Human Resources 

Committee include, to: 
 

a) Prepare disciplinary arrangements for employees; 
b) Prepare disciplinary arrangements for the Accountable Officer; 
c) Prepare disciplinary arrangements where the Accountable Officer or Chief    

Financial Officer is an employee or member of another CCG; 
d) Ensure policies and procedures for employees are reviewed and    

developed in line with the requirements of the Equality Act, this will include 
reviewing and developing diversity in the workforce;  

e) Prepare Human Resources policies for employees and other persons   
working on behalf of the group. 

 
   4.2.4 Appendix 3 provides a full list of all Remuneration Committee members and their 

level of attendance at meetings throughout the year. 
 
   4.2.5 Dianne Johnson, Accountable Officer, is not a member of the Remuneration 

Committee, but has regularly (throughout the year) provided information to the 
committee to assist the committee in their consideration of matters. 

 
   4.3 Remuneration Policies  
 
   4.3.1 The remuneration of the CCG’s Accountable Officer and Chief Finance Officer, 

as described in the CCG’s Remuneration Policy, is determined by the 
Remuneration Committee.  
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   4.3.2 The remuneration package for the Accountable Officer and Chief Finance Officer 
has been set in line with the guidance provided by NHSE. The Chief Finance 
Officer (CFO) is employed by the CCG and is also the CFO of NHS Halton CCG 
and NHS St Helens CCG. 

 
   4.3.3 The Accountable Officer and Chief Finance Officer have an open ended 

contract, with a start date of 1st April 2013. The notice period for the Accountable 
Officer and Chief Finance Officer is 6 months. Compensation for early 
termination of contract will be in line with national policies and procedures.  

 
   4.3.4 In respect of remuneration and pay awards for all other members of the  

Governing Body (Lay Advisors, Secondary Care Doctor and Registered Nurse), 
these are made in line with Department of Health guidance for non-executive 
directors of NHS trusts and are reviewed annually. Lay Advisor contracts are for 
two years and the termination period is one month. Any payments for early 
termination of contract would be made in line with Department of Health 
guidelines. 

 
   4.3.5 The Commissioning Director, and Chief Nurse have open ended contracts. The 

post of Governance Director was deleted during the year following a 
management reorganisation. The post of Director of Strategy and Performance 
is a fixed term role filled by secondment from St Helens and Knowsley Hospital 
Trust. The remuneration (pay and conditions) for these senior managers is in 
line with the national Agenda for Change policy. 

 
   4.3.6 The CCG’s remuneration arrangements will be reviewed annually to ensure the 

organisation is able to recruit, motivate, reward and retain senior managers of 
the highest standard. 

 
   4.3.7 The CCG follows national HR policies and procedures in line with nationally 

recognised pay scales, duration of contracts, notice periods and termination 
payments. 

 
   4.3.8 The CCG has a robust appraisal process in place for Governing Body members, 

but does not, at this time, operate a performance-related pay framework.  
 
   4.3.9 The GP Governing Body members have been paid via the CCG payroll from 1st 

April 2015. Previously, remuneration was for a set number of sessions and was 
paid to the practice to provide back fill for the release of the office holder to carry 
out the role. Remuneration for Clinical Lead roles continue to be paid to the 
practice. This change has been made following review and feedback from Her 
Majesty’s Revenue and Customs. 

 
   4.3.10 The remuneration (pay and conditions) of all other employees is in line with the 

national Agenda for Change policy.  
 
   4.3.11 Appendix 1 and Appendix 2 provide a full list of the members of both the Clinical 

Membership Group and the Governing Body. 
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   4.4 Salaries and allowances  
 
   4.4.1 Table 1 overleaf highlights the salaries and allowances of each the CCG’s senior 

managers, in a table format. 
 
   4.4.2 The CCG does not provide senior managers with taxable benefits, other than 

those of salary, i.e. expenses allowances and travel allowances and access to 
lease cars. 

 
   4.4.3 The CCG does not pay its senior managers annual performance related 

bonuses, long-term performance related bonuses, performance bonuses 
classed as ‘additional matters’.  

 
   4.4.4 No payment has been paid this year or in the previous year, to any senior 

manager for loss of office.  
 
   4.4.5 The CCG has also not made any payments this year to any past senior manager 

not in post during the year. 
 
   4.5 Pension benefits  
 
  4.5.1 Table 2 overleaf shows the pension benefits of the CCG’s senior managers. The 

table also highlights Cash Equivalent Transfer Values (CETV). It should be 
noted that the pension benefits of the Chief Finance Officer are shown gross 
even though his salary costs are shared across NHS Halton and NHS St Helens 
CCGs as well. 
  



66 
 

Table 1- Salaries and Allowances (Audited) 

 

Name Title Note Salary (bands 
of £5,000) 

Expense 
payments 
(taxable) to 

nearest £100

Performance 
pay and 
bonuses 
(bands of 

£5,000) 

Long term 
performance 

pay and 
bonuses 
(bands of 

£5,000) 

All pension 
related 

benefits 
(bands of 

£2,500)

Total (bands 
of £5,000)

Salary 
(bands of 

£5,000) 

Expense 
payments 
(taxable) to 

nearest £100

Performance 
pay and 
bonuses 
(bands of 

£5,000) 

Long term 
performance 

pay and 
bonuses (bands 

of £5,000) 

All pension 
related 

benefits 
(bands of 

£2,500)

Total (bands 
of £5,000)

£000 £00 £000 £000 £000 £000 £000 £00 £000 £000 £000 £000
Austen-Vincent, Ruth Lay Advisor 2 5-10 0 0 0 0 5-10 10 - 15 0 0 0 0 10 - 15
Ayegba, Dr Peter Clinical Lead for Mental Health 1, 3 10-15 0 0 0 0 10-15 25 - 30 0 0 0 0 25 - 30
Bramley, Susan Lay Advisor 4 0-5 0 0 0 0 5-10 10 - 15 1 0 0 0 10 - 15
Brickwood, Paul Chief Finance Officer 5 35-40 14 0 0 0-2.5 40-45 35 - 40 14 0 0 0 35 - 40
Conway, Dr Paul Clinical Quality & Safety Lead 1 30-35 0 0 0 0 30-35 25 - 30 0 0 0 0 25 - 30
Hannon, Lorrain Lay Advisor 6 5-10 0 0 0 0 5-10 0 0 0 0 0 0
Hossain, Dr Aftab Clinical Lead - Prescribing 1 30-35 0 0 0 0 30-35 25 - 30 0 0 0 0 25 - 30
Johnson, Dianne Accountable Officer 120-125 45 0 0 2.5-5 125-130 120 - 125 40 0 0 0 125 - 130
Maassarani, Dr Faisal Clinical Lead - Strategy & planning 1, 7 20-25 0 0 0 0 20-25 25 - 30 0 0 0 0 25 - 30
Macmillan, Dr Robin Secondary Care Doctor 20-25 4 0 0 0 20-25 20 - 25 0 0 0 0 20 - 25
Melia, Paul Lay advisor 8 0-5 0 0 0 0 0-5 0 0 0 0 0 0
Meredith, Helen Head of Quality & Safety/Lead Nurse 9 60-65 0 0 0 92.5-95 155-160 5 - 10 0 0 0 0 - 2.5 10 - 15
Murphy, Peter Registered Nurse 10 15-20 0 0 0 0 15-20 0 0 0 0 0 0
Perritt, Dr Simon Clinical Lead for Unplanned Care 1 30-35 0 0 0 0 30-35 25 - 30 0 0 0 0 25 - 30
Pryce, Dr Andrew Governing Body Chair 1 60-65 0 0 0 0 60-65 55 - 60 0 0 0 0 55 - 60
Quinlan, Dilys Lay Advisor 11 5-10 1 0 0 0 5-10 10 - 15 1 0 0 0 10 - 15
Sadiq, Dr Pervez Clinical Lead for Women and Children 1 30-35 0 0 0 0 30-35 25 - 30 0 0 0 0 25 - 30
Snodden, Jan Interim Lead Nurse 12 0 0 0 0 0 0 0 0 0 0 0 0
Stewardson, Ian Director of Strategy and Performance 13 20-25 0 0 0 0 20-25 0 0 0 0 0 0
Stokoe, Dr Dave Clinical Lead for Primary Care Quality 1 30-35 0 0 0 0 30-35 25 - 30 0 0 0 0 25 - 30
Thomas, Andrew Governance Director 14 30-35 0 0 0 5-7.5 35-40 45 - 50 0 0 0 0 45 - 50
Thomas, Philip Commissioning Director 15 80-85 0 0 0 17.5-20 100-105 80 - 85 0 0 0 27.5 - 30.0 110 - 115

Thong, Dr Ronnie Clinical Lead for Planned Care and 
Patient Engagement & Mental Health 1, 16 25-30 0 0 0 0 25-30 25 - 30 0 0 0 0 25 - 30

Worthington, Breeda Head of Quality & Safety/Lead Nurse 17 0 0 0 0 0 0 20 - 25 0 0 0 0 20 - 25

2015-16 2014-15 
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          Taxable benefits relate to the provision of lease cars and excess mileage and are shown in £ hundreds.   
  

Notes: 
          

1. Clinical leads are paid via their GP practices and the amounts shown are the amounts paid to the practice rather than to the 
individual. For reporting purposes, these payments are deemed to be "off-payroll" engagements as detailed in section 6.5. 
             

2. Ruth Austin Vincent was a Lay Advisor until 20th October 2015.         
       

3. Dr. Peter Ayegba's role as Clinical Lead for Mental Health ceased on a temporary basis on 1st October 2015.  
              

4. Susan Bramley was a Lay Advisor until 4th September 2015.          
      

5. Paul Brickwood’s remuneration is split across NHS St Helens CCG, NHS Knowsley CCG and NHS Halton CCG.  The 
remuneration costs shown represent Knowsley CCG's share of the total remuneration paid by the three CCG's.  The total 
remuneration paid was within the band £115,000 to £120,000 and the allocation of cost to the CCG is based on the size of 
each CCG's registered population, as follows:            
    

 

CCG Registered Population % 

St Helens 195,425 40 

Knowsley 161,694 33 

Halton 129,716 27 
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6. Lorraine Hannon was a Lay Advisor from 12th October 2015.          
      

7. Dr. Faisal Maassarani was the Clinical Lead for Strategy and Planning until 31/12/15.      
          

8. Paul Melia was a Lay Advisor from 19th October 2015.          
      

9. Helen Meredith was Interim Lead Nurse from 13th October 2014 to 31st January 2015. From 1st February 2015, Helen was 
Head of Quality and Safety/Lead Nurse.  From 1st November 2015, Helen was the Chief Nurse.    
            

10. Peter Murphy was a member of the Governing Body from 1st February 2015 and is an employee of Salford Royal NHS 
Foundation Trust, as such, payments will be made to that organisation rather than to the individual. No payments were made 
to the Trust for Peter during the year ended 31 March 2015 and his engagement is not deemed to be off-payroll as he is an 
NHS employee.  
               

11. Dilys Quinlan was a Lay Advisor until 31st January 2016.          
      

12. Jan Snodden was a member of the Governing Body from 1st August 2014 to 30th November 2014. Jan was employed by 
NHS Halton CCG during this time and, as such, was not paid any remuneration by NHS Knowsley CCG.   
             

13. Ian Stewardson is an attendee of the Governing Body from 1st January 2016 but is not a voting member.   
             

14. Andrew Thomas was an attendee at the Governing Body until 24th August 2015 but was not a voting member.  Andrew has 
been an employee of the CCG since 1st July 2014 and continues to be employed by the CCG although his role as 
Governance director ended on 24 August 2015.  Part year information to enable the calculation of the "All Pension Related 
Benefits" amount is not available and therefore the amounts in the above table are based on pension information as at 31 
March 2016.                

15. Philip Thomas is an attendee at the Governing Body but is not a voting member.       
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16. Dr Ronnie Thong was the Clinical Lead for Strategy and planning until 1st October 2015 at which point he took up a 
temprary role as the Clinical Lead for Mental Health.           
     

17. Breeda Worthington left the CCG on 31st July 2014.    

Reporting bodies are required to disclose the relationship between the remuneration of the highest-paid director in their 
organisation and the median remuneration of the organisation’s workforce.        
  

 
Pay multiples (Audited) 

   
The banded remuneration of the highest paid director in NHS Knowsley CCG in the financial year 2015-16 was £125,000 - 
£130,000 (2014-15, £125,000 - £130,000). This was 3.56 times (2014-15, 3.5 times) the median remuneration of the workforce, 
which was £35,805 (2014-15, £36,666).             
   
In 2015/16, no employees received remuneration in excess of the highest-paid director (2014/15: None). Remuneration ranged 
from £0-£130,000 (2014/15: £10,000-£130,000)  

       
Total remuneration includes salary, non-consolidated performance-related pay, benefits-in-kind, but not severance payments. It 
does not include employer pension contributions and the cash equivalent transfer value of pensions.    
       
This calculation of the ratio between the remuneration of the highest paid director and the median remuneration of the workforce 
is based on full time equivalent employees in post at 31 March 2016 on an annualised basis, includes staff who are being paid 
through the payroll system and agency workers. As the CCG is not party to the actual amount earned by agency workers an 
estimate of their salary, based upon the charge out rate from the agency on an annualized basis using 220 working days, has 
been included for this calculation. The median remuneration is the total remuneration of the staff member lying in the middle of 
the linear distribution of the total staff, excluding the highest paid director.  
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A median will not be significantly affected by large or small salaries that may skew an average (mean) – hence it is more 
transparent in highlighting whether a director is being paid significantly more than the middle staff in the organisation.  
              
Elements of the Remuneration Report are subject to audit, namely; the Single total figure of remuneration for each Governing 
Body member, the CETV disclosures for each Governing Body member, the "Fair pay" (pay multiples) disclosures and the 
Analysis of staff numbers.               
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Table 2 – Pension Benefits 2015-16 (Audited) 

  

Name Title Notes

Real increase in 
pension at pension 

age (bands of 
£2,500) 

Real increase in 
pension lump sum 

at pension age 
(bands of £2,500) 

Total accrued 
pension at pension 

age at 31 March 
2016 (bands of 

£5,000) (Note 4)

Lump sum at pension 
age related to accrued 

pension at 31 March 
2016 (bands of £5,000) 

(Note 4)

Cash Equivalent 
Transfer Value at 

1 April 2016 
(Note 4)

Real increase in 
Cash Equivalent 
Transfer Value 

Cash Equivalent 
Transfer Value at 

31 March 2015 

Employer’s 
contribution to 

stakeholder pension 

£000 £000 £000 £000 £000 £000 £000 £00

Brickwood, Paul Chief Finance Officer 0 - 2.5 0 - 2.5 50-55 160-165 1,153 28 1,125 0
Johnson, Dianne Accountable Officer 0 - 2.5 2.5-5.0 50-55 150-155 1,043 30 1,013 0
Thomas, Andrew Governance Director 1 0 0 5-10 25-30 114 0 120 0
Thomas, Andrew Governance Director 1 0 - 2.5 N/A 0-5 N/A 11 11 N/A 0
Thomas, Philip Commissioning Director 2 0 - 2.5 N/A 5-10 N/A 55 1 54 0
Thomas, Philip Commissioning Director 2 0 - 2.5 N/A 0-5 N/A 14 14 N/A 0

Meredith, Helen
Head of Quality and 
Safety/Lead Nurse

3
2.5-5.0 10-12.5 15-20 55-60 290 60 230 0

Meredith, Helen
Head of Quality and 
Safety/Lead Nurse

3
0 - 2.5 N/A 0-5 N/A 11 11 N/A 0
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1. Andrew Thomas was Governance Director until 24 August 2015.  All amounts shown for Andrew are as at 31 March 2016 as 
he continues to be employed by Knowsley CCG.  Andrew was a member of two NHS pension schemes during the year, the 
values for both schemes are reported in the above table. 

2. Philip Thomas is a member of the NHS Pension Scheme under the 2008 section and, as such, will not accrue any lump sum 
benefits.  

3. Helen Meredith was a new staff member during 2014-15.          

The pension entitlement above is the total pension entitlement for each Director is not split across other organisations and may 
have been partly accrued in a non-senior manager capacity.           
           
As Non-Executive members do not receive pensionable remuneration, there will be no entries in respect of pensions for Non-
Executive members.          
       
Cash Equivalent Transfer Values           

A Cash Equivalent Transfer Value (CETV) is the actuarially assessed capital value of the pension scheme benefits accrued by a 
member at a particular point in time. The benefits valued are the member’s accrued benefits and any contingent spouse’s (or other 
allowable beneficiary’s) pension payable from the scheme. CETVs are calculated in accordance with the Occupational Pension 
Schemes (Transfer Values) Regulations 2008.  

On 16 March 2016, the Chancellor of the Exchequer announced a change in the Superannuation Contributions Adjusted for Past 
Experience (SCAPE) discount rate from 3.0% to 2.8%. This rate affects the calculation of CETV figures in this report. Due to the 
lead time required to perform calculations and prepare annual reports, the CETV figures quoted in this report for members of the 
NHS Pension scheme are based on the previous discount rate and have not been recalculated      
            
Real Increase in CETV           

This reflects the increase in CETV effectively funded by the employer. It takes account of the increase in accrued pension due to 
inflation, contributions paid by the employee (including the value of any benefits transferred from another scheme or arrangement) 
and uses common market valuation factors for the start and end of the period. 
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4.6 STAFF REPORT 
 
4.6.1 Staff Numbers and Composition (Audited) 
 
4.6.2 The average number of senior managers in post within the CCG (based on 

payroll figures) during 2015-16 was 4.38. 
  

Senior managers by Band Average Numbers 

Very Senior Manager 2.00 
Band 9 1.00 
Band 8D 0.83 
Band 8C 0.55 
Total 4.38 

 
4.6.3 The average number of employees within the CCG (based on payroll figures) 

during 2015-16 was 49.44. This includes a shared finance team that provides 
accounting services for NHS Halton CCG and NHS St Helens CCG.  

 

Grouping Average Numbers 

Administrative and Estates Staff 39.76 
Nursing, midwifery and health visiting staff 4.29 
Scientific, therapeutic and technical staff 5.39 
Total 49.44 

 
 
4.6.4    The gender of staff as a whole, which includes Clinical Membership and 

Governing Body members at 31 March 2016, is:  
 

Grouping Male 
(Headcount) 

Female 
(Headcount) 

Clinical Membership Group representatives 13 15 

Governing Body 12 2 

Senior Managers in attendance at the 
Governing Body 

2 1 

Employed Staff (excluding five members of 
Governing Body and CCG Senior 
Managers)  

13 52 
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4.7  Sickness Absence Data 
 
4.7.1 The cumulative sickness absence rate for the CCG for the calendar year 2015 

was an average of 8 days of absence per full time equivalent member of staff. 
Further details are contained in note 4.3 to the financial statements on page 92. 

 
4.7.2 The Attendance Management Policy ensures that the CCG has a robust policy 

and procedure in place for supporting its staff with attendance issues, and 
managing these in a fair and equitable way. The CCG proactively managed both 
short-term and long-term sickness absence in line with this policy, with sickness 
absence being reported on a monthly basis in the Human Resources 
Management Framework Report.   

 
4.7.3   The CCG recognises the importance of a positive approach to the management 

of sickness absence to enable it to operate effectively. The CCG is committed to 
providing the necessary support to employees for them to attend work regularly 
and to ensure that all employees are treated in a consistent, fair, and 
sympathetic manner. 

 
4.7.4 The CCG’s commitment to the welfare of employees includes the following 

initiatives: counselling, redeployment where appropriate, and training for all new 
employees on health and safety issues. Employees are also encouraged to use 
the confidential services of the Occupational Health that can be accessed 
directly. 

 
4.8 Disabled Employees 
 
4.8.1 The CCG has duties to meet under the Equality Act 2010 in relation to workforce 

and organisational development. These include all listed public authorities’ legal 
obligations relating to Section 149 of the Equality Act 2010 (the Public Sector 
Equality Duty), and the Equality Act 2010 (Specific Duties) Regulations 2011. 

 
4.8.2 The CCG has therefore taken positive steps to ensure that policies across the 

CCG deal with equality implications around recruitment and selection, pay and 
benefits, flexible working hours, training, development and promotion, policies 
around managing employees, and protecting employees from harassment, 
victimisation and discrimination.  

 
4.8.3 The CCG ensures that full and fair consideration is given to applications for 

employment made by disabled persons, having regard to their particular 
aptitudes and abilities. 

 
4.8.4 The CCG’s has made progress against its Equality Objective Plan and has 

completed the Equality Delivery System self-assessment during 2015-16. The 
CCG self-assessed as ‘Achieving’ in relation to the outcome for equal pay for 
work of equal value and as ‘Developing’ for the remaining 5 workforce outcomes. 
It has plans in place to attain ‘Achieving’ in respect of a further 3 or the 
outcomes.  

 



75 
 

4.8.5 The Equality Objective Plan lays out clear work streams that will support the 
CCG to meet and pay due regard to meeting the Public Sector Equality Duty to:  

 
a) Eliminate discrimination;  
b) Advance equality of opportunity;  
c) Foster good community relations.  

 
4.8.6 The CCG’s Attendance Management Policy supports disabled employees and 

states that where the employee is disabled, within the meaning of the Equality 
Act 2010, or where employees become disabled and wish to remain in 
employment, every effort will be made to make reasonable adjustments, provide 
appropriate training, or find an alternative post. 

 
4.8.7 The CCG is continually working closely with our key NHS providers to ensure 

that providers work within the confines of the Public Sector Equality Duty and 
Specific Duties. 

 
4.9 Expenditure on Consultancy 
 
4.9.1 During 2015-16 the CCG spent £188,660 on consultancy services. The majority 

of this was incurred on consultancy services to develop the CCG’s 
Transformation Plan and was funded in part through the Prime Minister’s 
Challenge Fund. Further sums were incurred on an assessment centre for 
recruitment to Governing Body roles and an independent investigation of a 
serious incident. 

 
4.10 Off Payroll Engagements 
 
4.10.1 The following tables provide details of off-payroll engagements as at 31 March 

2016. 
 

Off-payroll engagements as at 31 March 2016 for more than 
£220 per day and that last longer than six months 

Number 

Number of existing engagements as at 31 March 2016 22 
Of which, the number that have existed:  
for less than one year at the time of reporting 5 
for between one and two years at the time of reporting 2 
for between 2 and 3 years at the time of reporting 15 
for between 3 and 4 years at the time of reporting 0 
for 4 or more years at the time of reporting 0 

 

New off-payroll engagements between 1 April 2015 and 
31 March 2016 for more than £220 per day and 

that last longer than six months 

Number 

Number of new engagements, or those that reached six 
months in duration, between 1 April 2015 and 31 March 2016 

5 

Number of new engagements which include contractual 
clauses giving the CCG the right to request assurance in 
relation to income tax and National Insurance obligations 

0 
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Number for whom assurance has been requested 5 
Of which:  
assurance has been received 5 
assurance has not been received 0 
engagements terminated as a result of assurance not being 

received 
0 

 Number of off-payroll engagements of board members, 
and/or senior officers with significant financial 
responsibility, during the year 

9 

Number of individuals that have been deemed “board 
members, and/or senior officers with significant 
financial responsibility” during the financial year. 
This figure includes both off-payroll and on-payroll 
engagements 

20 

 
4.10.2   Off payroll engagements relate to Governing Body members, Committee Chairs 

and contract workers. Payments to Governing Body Members and Committee 
Chairs are made via the individual GP’s practices and are therefore assessed to 
be low risk with no assurance necessary that the individual is paying the right 
amount of tax and National Insurance.  All agency workers are deemed to be low 
risk, with no assurance necessary that the individual is paying the right amount of 
tax and National Insurance, as the agencies’ terms of business state that the 
agency is responsible for the proper deduction of tax and National Insurance.  

 
 
 
 
 

Dianne Johnson 
Accountable Officer 
26 May 2016 
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INDEPENDENT AUDITOR’S REPORT TO THE MEMBERS OF THE GOVERNING BODY OF 
KNOWSLEY CLINICAL COMMISSIONING GROUP 
 
We have audited the financial statements of Knowsley CCG for the year ended 31 March 2016 
under the Local Audit and Accountability Act 2014 (the "Act"). The financial statements comprise 
the Statement of Comprehensive Net Expenditure, the Statement of Financial Position, the 
Statement of Changes in Taxpayers’ Equity, the Statement of Cash Flows and the related notes. 
The financial reporting framework that has been applied in their preparation is applicable law and 
International Financial Reporting Standards (IFRSs) as adopted by the European Union, and as 
interpreted and adapted by the 2015/16 Government Financial Reporting Manual (the 2015/16 
FReM) as contained in the Department of Health Group Manual for Accounts 2015/16 (the 
2015/16 MfA) and the Accounts Direction issued by the NHS Commissioning Board with the 
approval of the Secretary of State as relevant to the National Health Service in England (the 
Accounts Direction).  
 
We have also audited the information in the Remuneration and Staff Report that is subject to audit, 
being:  

• the table of salaries and allowances of senior managers and related narrative notes on 
page 66 

• the table of pension benefits of senior managers and related narrative notes on page 
71 

• the analysis of staff numbers on page 73; and 
• the tables of pay multiples and related narrative notes on page 69. 
 

This report is made solely to the members of the Governing Body of Knowsley CCG, as a body, in 
accordance with Part 5 of the Act  and as set out in paragraph 43 of the Statement of 
Responsibilities of Auditors and Audited Bodies published by Public Sector Audit Appointments 
Limited. Our audit work has been undertaken so that we might state to the members of the 
Governing Body of the CCG those matters we are required to state to them in an auditor's report 
and for no other purpose. To the fullest extent permitted by law, we do not accept or assume 
responsibility to anyone other than the CCG and the members of the Governing Body of the CCG, 
as a body, for our audit work, for this report, or for the opinions we have formed. 
 
Respective responsibilities of the Accountable Officer and auditor 
 
As explained more fully in the Statement of Accountable Officer’s Responsibilities, the Accountable 
Officer is responsible for the preparation of the financial statements and for being satisfied that 
they give a true and fair view and is also responsible for ensuring the regularity of expenditure and 
income. Our responsibility is to audit and express an opinion on the financial statements in 
accordance with applicable law and International Standards on Auditing (UK and Ireland). Those 
standards require us to comply with the Auditing Practices Board’s Ethical Standards for Auditors. 
We are also responsible for giving an opinion on the regularity of expenditure and income in 
accordance with the Code of Audit Practice prepared by the Comptroller and Auditor General as 
required by the Act  (the "Code of Audit Practice"). 
 
As explained in the Annual Governance Statement the Accountable Officer is responsible for the 
arrangements to secure economy, efficiency and effectiveness in the use of the CCG's resources. 
We are required under Section 21 (1)(c) of the Act to be satisfied that the CCG has made proper 
arrangements for securing economy, efficiency and effectiveness in its use of resources and to 
report our opinion as required by Section 21(4)(b) of the  Act. 
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We are not required to consider, nor have we considered, whether all aspects of the CCG's 
arrangements for securing economy, efficiency and effectiveness in its use of resources are 
operating effectively. 
 
Scope of the audit of the financial statements 
 
An audit involves obtaining evidence about the amounts and disclosures in the financial 
statements sufficient to give reasonable assurance that the financial statements are free from 
material misstatement, whether caused by fraud or error. This includes an assessment of: whether 
the accounting policies are appropriate to the CCG’s circumstances and have been consistently 
applied and adequately disclosed; the reasonableness of significant accounting estimates made by 
the Accountable Officer; and the overall presentation of the financial statements. In addition, we 
read all the financial and non-financial information in the Annual Report  to identify material 
inconsistencies with the audited financial statements and to identify any information that is 
apparently materially incorrect based on, or materially inconsistent with, the knowledge acquired 
by us in the course of performing the audit. If we become aware of any apparent material 
misstatements or inconsistencies we consider the implications for our report. 
 
In addition, we are required to obtain evidence sufficient to give reasonable assurance that the 
expenditure and income recorded in the financial statements have been applied to the purposes 
intended by Parliament and the financial transactions conform to the authorities which govern 
them.  
 
Scope of the review of arrangements for securing economy, efficiency and effectiveness in 
the use of resources 
 
We have undertaken our review in accordance with the Code of Audit Practice, having regard to 
the guidance on the specified criteria, issued by the Comptroller and Auditor General in November 
2015, as to whether the CCG had proper arrangements to ensure it took properly informed 
decisions and deployed resources to achieve planned and sustainable outcomes for taxpayers and 
local people. The Comptroller and Auditor General determined these criteria as that necessary for 
us to consider under the Code of Audit Practice in satisfying ourselves whether the CCG put in 
place proper arrangements for securing economy, efficiency and effectiveness in its use of 
resources for the year ended 31 March 2016, and to report by exception where we are not 
satisfied. 
 
We planned our work in accordance with the Code of Audit Practice.  Based on our risk 
assessment, we undertook such work as we considered necessary to form a view on whether, in 
all significant respects, the CCG had put in place proper arrangements to secure economy, 
efficiency and effectiveness in its use of resources. 
 
 
Opinion on financial statements 
 
In our opinion the financial statements: 
 

• give a true and fair view of the financial position of Knowsley CCG as at 31 March 2016 
and of its expenditure and income for the year then ended; and 

• have been prepared properly in accordance with IFRSs as adopted by the European 
Union, as interpreted and adapted by the 2015/16 FReM as contained in the 2015/16 MfA 
and the Accounts Direction. 
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Opinion on regularity 
 
In our opinion, in all material respects the expenditure and income recorded in the financial 
statements have been applied to the purposes intended by Parliament and the financial 
transactions in the financial statements conform to the authorities which govern them. 
 
 
Opinion on other matters 
 
In our opinion: 
 

• the parts of the Remuneration and Staff Report to be audited have been properly prepared 
in accordance with IFRSs as adopted by the European Union, as interpreted and adapted 
by the 2015/16 FReM as contained in the 2015/16 MfA and the Accounts Direction; and 

• the other information published together with the audited financial statements in the annual 
report and accounts is consistent with the financial statements. 

 
Matters on which we are required to report by exception 
 
We are required to report to you if: 

• in our opinion the governance statement does not comply with the guidance issued by the 
NHS Commissioning Board; or 

• we refer a matter to the Secretary of State under section 30 of the Act because we have 
reason to believe that the CCG, or an officer of the CCG, is about to make, or has made, a 
decision which involves or would involve the body incurring unlawful expenditure, or is 
about to take, or has begun to take a course of action which, if followed to its conclusion, 
would be unlawful and likely to cause a loss or deficiency; or 

• we issue a report in the public interest under section 24 of the Act; or 
• we make a written recommendation to the CCG under section 24 of the Act; or 
• we are not satisfied that the CCG has made proper arrangements for securing economy, 

efficiency and effectiveness in its use of its resources for the year ended 31 March 2016.  
 
We have nothing to report in these respects. 
 
Certificate 
 
We certify that we have completed the audit of the accounts of Knowsley CCG in accordance with 
the requirements of the Act and the Code of Audit Practice. 
 
 
 
 
 
Mark Heap 
for and on behalf of Grant Thornton UK LLP, Appointed Auditor 
 
Royal Liver Building, Liverpool, L3 1PS 
 
27 May 2016 
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Appendix 1 - Member Practices and Clinical Membership Group 
Composition 2015/16  

The CCG comprises the 31 GP practices in the borough of Knowsley: 

Practice Name Address CMG 
Representative 

Aston Healthcare Ltd Manor Farm Primary Care Resource 
Centre, Manor Farm Road, Huyton, 
Liverpool, L36 0UB 

Dr A Hossain 
 

Bluebell Lane 
Medical Practice 

The Bluebell Centre, Bluebell Lane, 
Huyton, Liverpool L36 7XY 

Dr P Ayegba 
 

Cedar Cross Medical 
Centre 

Whiston Primary Care Resource Centre, 
Old Colliery Road, Whiston, Merseyside, 
L35 3SX 

Dr K Kyaw 

Colby Medical Centre The Bluebell Centre, Bluebell Lane, 
Huyton, Liverpool,L36 7XY 

S Kanczes-Daly 

Cornerways Medical 
Centre 
 

Woolfall Heath Avenue, Huyton, Liverpool, 
L36 3TN 

Dr C Kenny 

Dinas Lane Medical 
Centre 

Dinas Lane Medical Centre, 149 Dinas 
Lane, Huyton, Liverpool, L36 2NW 

Dr B Loughran 
 

Dr M Suares’ Practice Pilch Lane Surgery, Pilch Lane, Huyton, 
Liverpool, L14 0JE 

Dr S Kuruvilla 
 

Dr Maassarani & 
Partners  

Tower Hill Primary Care Resource & 
Community Centre, Ebony Way, Kirkby, 
Liverpool, L33 1XT  

Dr C Kenny 

Dr P L Jones’ 
Practice 

Stockbridge Village Health Centre, 
Waterpark Drive, Stockbridge Village, 
Liverpool, L28 3QA 

Dr P Barry 

Drs Kinloch and 
Moran 

The Health Centre Surgery, Roseheath 
Drive, Halewood, Liverpool, L26 9UH 

Dr T Kinloch 

EAtPMC (Halewood)  The Halewood Centre, Roseheath Drive, 
Halewood, Liverpool, L26 9UH  

Dr B Travers 

EAtPMC (Health 
Centre)  

St Chad’s Clinic, Kirkby, Merseyside, 
L32 8RE  

Dr B Travers 

EAtPMC (Huyton)  North Huyton Primary Care Resource 
Centre, Woolfall Heath Avenue, Huyton, 
Liverpool, 
L36 3TN  

Dr B Travers 

EAtPMC (Whiston)  Whiston Primary Care Resource Centre, 
Old Colliery Road, Whiston, Merseyside, 
L35 3SX  

Dr B Travers 

Hillside House 
Surgery 

The Bluebell Centre, Bluebell Lane, 
Huyton, Liverpool, L36 7XY 

Dr P Sadiq 

Hollies Medical 
Centre 

Hollies Medical Centre, Hollies Road, 
Halewood Village, Liverpool, L26 0TH  

Dr S Rai 

Longview Primary 
Care Centre 

Longview Primary Care Centre, Longview 
Drive, Huyton, Liverpool, L36 6EB 

Dr M Alexander 
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Practice Name Address CMG 
Representative 

Millbrook Medical 
Centre  

Southdene Primary Care Resource Centre, 
Bewley Drive, Kirkby, L32 9PF  

Dr S Greenlee 
 

MK and NN Rahman Whiston Primary Care Resource Centre, 
Old Colliery Road, Whiston, Prescot, L35 
3SX 

Dr N Rahman 

Nutgrove Villa 
Surgery 

Nutgrove Villa, Westmorland Road, 
Huyton, Liverpool, L36 6GA 

Dr T Narayanan 
 

Park House Medical 
Centre 

Prescot Primary Care Resource Centre, 
Sewell Street, Prescot, Merseyside, L34 
1ND 

Dr J Brindley 
 

Prescot Primary Care 
Resource Centre 

Prescot Primary Care Resource Centre, 
Sewell Street, Prescot, L34 1ND 

Dr D Heath 
 

Primrose Medical 
Practice 

30 Hillside Road, Huyton, Liverpool,  
L36 8BJ 

Dr M Singhal 
Dr S Choudarapu 

Roseheath Surgery Roseheath Drive, Halewood, Liverpool,  
L26 9UH 

Dr C Kenny 
 

St John’s Surgery Manor Farm Resource Centre, Manor 
Farm Road, Huyton, Liverpool, L36 0UB 

Dr C Kenny 
 

St Laurence’s 
Medical Centre  

St. Laurence’s Medical Centre, 32 Leeside 
Avenue, Southdene, Kirkby, Liverpool, L32 
9QU  

Dr A Fell 

Tarbock Medical 
Centre 

104 Tarbock Road, Huyton, Liverpool,  
L36 5TH  

Dr R Rashid 

The MacMillan 
Surgery  

St Chads Centre, St Chads Drive, Kirkby, 
Merseyside, L32 8RE  

Dr R Thong 
 

The Roby Medical 
Centre 

70-72 Pilch Lane East, Roby, Liverpool, 
Merseyside, L36 4NP 

Dr N Shah 

Trentham Medical 
Centre 

St Chads Centre, St Chads Drive, Kirkby,  
L32 8RE 

Dr V Tewari 

Wingate Medical 
Centre  

79 Bigdale Drive, Northwood, Kirkby, 
Liverpool, L33 6YJ 

Dr J O’Donnell 
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Appendix 2 - Governing Body Composition 

Governing Body  

 Title  Name Start End Comments 
Chair Dr A Pryce 01-Apr-13   
Accountable Officer D Johnson 01-Apr-13   
Chief Finance Officer P Brickwood 01-Apr-13   
Clinical Leads  Name Start End Comments 
Mental Health Dr P Ayegba 29-Jul-13  Temporarily 

ceased from 1-
Oct-15 

Quality & Safety Dr P Conway 01-Apr-13   
Prescribing Dr A Hossain 01-Apr-13   
Strategy & Planning  Dr F 

Maassarani 
01-Apr-13 31-Dec-15 Vacant 

Women & Children Dr P Sadiq 01-Apr-13   
Primary Care Quality Dr D Stokoe 01-Apr-13   
Unplanned Care  Dr S Perritt 01-Apr-14   
Planned Care Dr R Thong 01-Apr-13  Included Mental 

Health temporarily 
from 1-Oct-15  

Lay Members   Name Start End Comments 
Audit and Governance S Bramley 15-Nov-13 04-Sept-15  
Audit and Governance L Hannon 12-Oct-15   
Patient and Public 
Involvement 

R Austen-
Vincent 

01-Apr-13 20-Oct-15  

Patient and Public 
Involvement 

P Melia 19-Oct-15   

Quality and Safety D Quinlan 03-Dec-13 31-Jan-16  
Clinical Advisors  Name Start End Comments 
Secondary Care 
Doctor 

R Macmillan 01-Apr-13   

Registered Nurse P Murphy 01-Feb-15   
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Appendix 3 - Committee Membership 

Audit Committee 

Members 
Chair – Lay Member Audit and 
Governance 

S Bramley (to 04-Sept -15) 
L Hannon (from 12-Oct-15) 

Lay Member /Clinical Advisor 
 

Dr R Macmillan 

CMG Representative  (not on GB) Dr B Loughran 
In attendance 
Internal Audit Rep L Cobain 
External Audit Rep L Temple-Murray 
Counter Fraud Rep V Martin 
Chief Finance Officer P Brickwood 
Lead CCG Officer responsible for 
Governance 

A Thomas (to Aug-15) 
D Boyer (from Aug-15) 

 
 
Remuneration Committee 
 
Members 
Chair – Lay Member /Clinical Advisor R Austen-Vincent (to 20-Oct-15) 

P Melia (from 19-Oct-15) 
Lay Member /Clinical Advisor x 3 S Bramley (to 04-Sept-15) 

L Hannon (from 12-Oct-15) 
Dr R Macmillan 
D Quinlan (to 31-Jan-16) 

Chair of Governing Body Dr A Pryce 
Clinical Lead Dr F Maassarani (to 31-Dec-15) 

Dr P Sadiq (from 1-Jan-16) 
 
 
HR Committee 
 
Members 
Chair – Lay Member /Clinical Advisor R Austen-Vincent (to 20-Oct-15) 

P Melia (from 19-Oct-15) 
Lay Member /Clinical Advisor x 3 S Bramley (to 04-Sept-15) 

L Hannon (from 12-Oct-15) 
Dr R Macmillan 
D Quinlan (to 31-Jan-16) 

Chair of Governing Body Dr A Pryce 
Clinical Lead Dr F Maassarani (to 31-Dec-15) 

Dr P Sadiq (from 1-Jan-16) 
Accountable Officer D Johnson 
Lead CCG Officer responsible for 
Governance 

A Thomas (to Aug -15) 
D Boyer (from Aug -15) 
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Finance and Performance Committee 
 
Members 
Chair – Lay Member /Clinical Advisor S Bramley (to 04-Sept-15) 

L Hannon (from 12-Oct-15) 
Accountable Officer D Johnson 
CCG Chair Dr A Pryce 
CCG Clinical Lead x 2 Dr R Thong 

Dr S Perritt 
Chief Finance Officer P Brickwood 
Commissioning Director P Thomas 
Governance Director A Thomas (to Aug-15) 
In attendance 
Public Health Lead R Holford 
CSU Representative Vacant 

 
 
Quality Committee 
 
Members 
Chair – Clinical Advisor P Murphy 
Lay Member /Clinical Advisor D Quinlan (to 31-Jan-16) 
Accountable Officer D Johnson 
Clinical Lead for Quality and Safety Dr P Conway 
Clinical Lead for Primary Care Quality Dr D Stokoe 
Lead CCG Officer responsible for 
Governance 

A Thomas (to Aug-15) 

Chief Nurse H Meredith 
Safeguarding Service Representative H Smith  
Lead CCG Officer Responsible for 
Commissioning 

P Thomas (to 1 April 2016) 

In attendance 
Lead CCG Officer responsible for 
Primary Care 

J O’Brien (to 10-Apr-15) 
K Waring (from 19-Jan-15) 

Public Health Representative S McNulty 
Healthwatch Knowsley Representative P Coogan  
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Primary Care Committee 

Members 
Chair – Lay Member D Quinlan (to 31-Jan-16) 
Lay Member /Clinical Advisors x 4 R Austen-Vincent (to 20-Oct-15) 

P Melia (from 19-Oct-15) 
S Bramley (to 04-Sept-15) 
L Hannon (from 12-Oct-15) 
Dr R Macmillan 
P Murphy 

Accountable Officer D Johnson 
Chief Finance Officer P Brickwood 
Commissioning Director P Thomas  
Governance Director A Thomas (to Aug-15) 
Chief Nurse H Meredith 
Non-voting members 
GPs x 4 Dr A Pryce 

Dr D Stokoe 
Dr N Shah 
Dr J O’Donnell 

In attendance 
Healthwatch Knowsley Representative P Coogan 
Health and Wellbeing Board 
Representative 

M Ashton 

LMC Representative Dr T Kinloch 
 

Medicines Management Sub Committee 

Members 
Chair – Lay Member /Clinical Advisor R Macmillan 
Clinical Lead – Prescribing Dr A Hossain 
GP Locality Representative (practice 
prescribing leads) max x3 

Dr J Benton 
Dr J Brindley 
Dr R Thong (from 30-Sept-15) 

LMC GP Rep Dr P Jones (LMC) retired 18-Mar-15. Dr N 
Shah (from 06-Jun-15) 

LPC Pharmacist  Rep B Brown. K Gulson (from 03-Feb-16) 
Lead CCG Officer responsible for 
Primary Care 

J O’Brien (to 10-Apr-15) 
 

Lead CCG Officer responsible for 
Medicines Management 

G Pimblett. M. Pilling (Interim, from 21-Jan-15) 

Senior Finance Manager C Barrow 
In attendance  
A nominated Secondary Care Prescriber Dr B Maher 
Mental Health Services Representative Vacant 
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Clinical Membership Group 

Clinical Membership 
Group 

Practice Lead F/M 14/04/15 09/06/15 11/08/15 13/10/15 08/12/15 09/02/16 

Aston Healthcare Limited 
 

Dr A Hossain M       

Bluebell Lane Medical 
Centre 
 

Dr P Ayegba M x x x x x x 

Cedar Cross Medical 
Centre 
 

Dr K Kyaw F x   x   

Colby Medical Centre 
 

S Kanczes-Daly F  x  S Ashcroft   

Cornerways Medical Centre Dr Clare Kenny F x  x    

Dinas Lane Medical Centre 
 

Dr B Loughran 
O Stevenson 

F 
M 

 
N/A 

 
N/A 

x 
N/A 

 x 
 

N/A 
P Conway 

 

Dr Maassarani & Partners 
 

Dr C Kenny F X  x    

Dr P L Jones’ Practice 
 

Dr P Barry M       

Drs Kinloch & Moran 
 

Dr T Kinloch M       

EAtPMC (Options x4) 
 

Dr B Travers M x     x 

Hillside House Surgery 
 

Dr P Sadiq M     x  

Hollies Medical Centre 
 

Dr S Rai M x  
 

x  x x 

Longview Medical Centre 
 

Dr M Alexander M     X  

MacMillan Surgery 
 

Dr R Thong M N Booth N Booth N Booth  N Booth  
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Clinical Membership 
Group 

Practice Lead F/M 14/04/15 09/06/15 11/08/15 13/10/15 08/12/15 09/02/16 

Millbrook Medical Centre 
 

Dr S Greenlee F X X     

MK & NN Rahman 
 

Dr N Rahman F X    x  

Nutgrove Villa Surgery 
 

Dr T Narayanan 
Dr R 
Kulandaisamy 

M X x x  x N/A 
 
 

Park House Medical Centre 
 

Dr J Brindley M X  x    

Pilch Lane Surgery 
 

Dr S Kuruvilla F      x 

Prescot Medical Centre  
 

Dr D Heath F   x    

Primrose Medical Practice 
 

Dr Sreelaxmi 
Choudarapu 

F       

Princess Drive Medical 
Centre 
 

Dr R Messing M X C Kenny x C Kenny C Kenny C Kenny 

Roby Medical Centre Dr N Shah F    x   

Roseheath Surgery 
 

Dr C Kenny F X  x    

St Johns Surgery 
 

Dr C Kenny F X      

St Laurence’s Medical 
Centre 
 

Dr A Fell F       

Tarbock Medical Centre 
 

Dr S Singh F R Rashid R Rashid R Rashid R Rashid R Rashid R Rashid 

Trentham Medical Centre 
 

Dr V Tewari M  E Wegrzyn x    

Wingate Medical Centre Dr J O’Donnell M       
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Governing Body 

Governing Body M/F 02/04/15 04/06/15 06/08/15 01/10/15 03/12/15 04/02/16 03/03/16 
Dr A Pryce 
Chair  

M        

D Johnson 
Accountable Officer 

F        

P Brickwood 
Chief Finance Officer 

M        

Dr P Ayegba 
Clinical Lead 

M x  x x x x x 

Dr P Conway 
Clinical Lead 

M   x     

Dr A Hossain 
Clinical Lead 

M       x 

Dr F Maassarani 
Clinical Lead  

M x     N/A N/A 

Dr P Sadiq 
Clinical Lead 

M     x   

Dr D Stokoe 
Clinical Lead 

M   x     

Dr S Perritt  
Clinical Lead 

M x x   x   

Dr R Thong 
Clinical Lead 

M        

S Bramley  
Lay Member 
Audit & Governance (to 04-
Sept-15) 

F    N/A N/A N/A N/A 

R Austen-Vincent   
Lay Member (to 20-Oct-15) 
Patient & Public Involvement 

F   x  N/A N/A N/A 
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Governing Body M/F 02/04/15 04/06/15 06/08/15 01/10/15 03/12/15 04/02/16 03/03/16 
D Quinlan 
Lay Member 
Quality & Safety (to 31-Jan-16) 

F      N/A N/A 

Dr R Macmillan  
Clinical Advisor 
Secondary Care Doctor 

M       x 

P Murphy  
Clinical Advisor 
Registered Nurse 

M   x    x 

In attendance 
M Ashton, Nominated 
Representative of Knowsley 
Metropolitan Borough Council  

M    x x  x 

H Meredith  
Chief Nurse 

F      x x 

P Thomas,  
Commissioning Director 

M  x      

A Thomas,  
Governance Director (Aug-15)  

M  x x N/A N/A N/A N/A 

P Coogan,  
Healthwatch Knowsley 

M        

I Stewardson 
Director of Strategy and 
Performance (from 04-Jan-16) 

M N/A N/A N/A N/A N/A   
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Audit Committee 

Audit Committee M/F 28/05/15 23/09/15 09/12/15 23/03/16 
S Bramley 
Chair (to 04-Sept-15) 

F  N/A N/A N/A 

R Austen-Vincent 
Lay Member (to 20-Oct-15) 

F   N/A N/A 

L Hannon 
Lay Member, Chair 
 (from 12-Oct-15) 

F N/A N/A   

Dr R Macmillan 
Secondary Care Doctor 

M  x x x 

D Quinlan 
Lay Member (to 31-Jan-16) 

F    N/A 

Dr B Loughran 
 

F x x   

In attendance 
L Cobain  
Mersey Internal Audit Agency 

F x    

L Temple Murray  
Grant Thornton, External Audit 

F     

V Martin  
Mersey Internal Audit Agency 

F  x  x 

P Brickwood  
Chief Finance Officer 

M  x   

A Thomas 
Governance Director 

M x x N/A N/A 

D Boyer 
Head of Governance 

F     

M Heap 
Grant Thornton 

M     
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Finance and Performance Committee 

Finance & Performance Committee M/F 29/04/15 24/06/15 12/08/15 21/10/15 17/12/15 24/02/16 
S Bramley 
Lay Member – Chair (to 04-Sept-15) 

F    N/A N/A N/A 

L Hannon 
Lay Member – Chair (from 12-Oct-15) 

F 
 

N/A N/A N/A    

D Johnson 
Accountable Officer 

F    x   

Dr A Pryce 
CCG Chair 

M       

Dr R Thong 
Clinical Lead 

M x     x 

Dr S Perritt 
Clinical Lead 

M    x   

P Brickwood 
Chief Finance Officer 

M  x     

P Thomas 
Commissioning Director 

M   x    

A Thomas 
Governance Director 

M  x x x x  

C Barrow 
Head of Finance and Contracts 

F x x   x x 

In attendance 
J Moss 
Director of Integrated Services, KMBC 

F x    x x 

H Davies 
North West CSU 

F   x  x x 

D Boyer 
Head of Corporate Services 

F x x     

 

  



120 
 

Remuneration Committee 

Members M/F 04/06/15 

R Austen-Vincent 
Chair (to 20-Oct-15) 

F  

S Bramley 
Lay Member (to 04-Sept-15) 

F  

Dr R Macmillan 
Secondary Care Doctor 

M  

D Quinlan 
Lay Member (to 31-Jan-16) 

F  

Dr A Pryce 
Chair of Governing Body 

M  

Dr F Maassarani 
Clinical Lead 

M x 

 

HR Committee 

Members M/F 04/06/15 01/10/15 

R Austen-Vincent 
Chair (to 20-Oct-15) 

F   

S Bramley 
Lay Member (to 04-Sept-15) 

F   

Dr R Macmillan 
Secondary Care Doctor 

M   

D Quinlan 
Lay Member (to 31-Jan-16) 

F   

Dr A Pryce 
Chair of Governing Body 

M   

Dr F Maassarani 
Clinical Lead 

M  x 
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D Johnson 
Accountable Officer 

F   

A Thomas  
Governance Director (until August 2015) 

F x N/A 
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Quality Committee 

Quality Committee M/F 09/04/15 29/05/15 03/07/15 10/09/15 12/11/15 19/01/16 29/03/16 
P Murphy 
Chair 
Registered Nurse CCG 

M x  x    x 

D Quinlan 
Lay Member (to 31-Jan-16) 

F  x x    N/A 

R Austen-Vincent 
Lay Member (to 20-Oct-15) 

F    x N/A N/A N/A 

D Johnson 
Accountable Officer 

F x    x   

Dr P Conway 
Clinical Lead 

M x       

Dr D Stokoe 
Clinical Lead 

M x   x    

A Thomas 
Governance Director (until Aug-15) 

M x x x N/A N/A N/A N/A 

H Meredith 
Lead Officer for Quality & Safety / 
Lead Nurse 

F      x x 

H Smith 
Head of Safeguarding for Adults 

F x x x x  x x 

P Thomas 
Lead Officer responsible for 
commissioning  

M x x  x    

In attendance M/F 09/04/15 29/05/15 03/07/15 10/09/15 12/11/15 19/01/16 29/03/16 
S McNulty 
Public Health Representative 

F    x    

J Sanderson 
Quality and safety Lead from CSU 

F x x x x x x x 

P Coogan 
Healthwatch Knowsley 

M x x  x  P Mavers P Mavers 
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Representative 
M Lammas 
Quality and Safety Programme 
Manager 

M   x  x   

R Karimbath 
Quality and Safety Programme 
Manager 

M    x x x  

Tom Fairclough 
Senior Programme Manager, 
Corporate Services  

M  x     N/A (left 
CCG in 
March 
2016) 

Alison Van Dessel 
Programme Manager, 
Commissioning 

F  x x x    

A Dunne 
Head of Safeguarding, Children 

F x x x    x 

P Mavers 
Healthwatch, Knowsley 

M x x      

M Pilling 
Interim Head of Medicines 
Management 

M x x x     
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Primary Care Committee 

Primary Care Committee M/F 07/05/15 02/07/15 03/09/15 05/11/15 14/01/16 17/03/16 
D Quinlan 
Lay Member (to 31-Jan-16) 

F  x    N/A 

R Austen-Vincent 
Lay Member (to 20-Oct-15) 

F    N/A N/A N/A 

P Melia 
Lay Member (from 19-Oct-15) 

M N/A N/A N/A    

S Bramley 
Lay Member (to 04-Sept-15) 

F    N/A N/A N/A 

L Hannon 
Lay Member (from 12-Oct-15) 

F N/A N/A N/A   x 

Dr R Macmillan M x  x x x x 
P Murphy 
Registered Nurse CCG 

M  x x  x x 

D Johnson 
Accountable Officer 

F       

Paul Brickwood 
Chief Finance Officer 

M       

P Thomas 
Commissioning Director 

M     x  

A Thomas 
Governance Director (to Aug-15) 

M x x N/A N/A N/A N/A 

H Meredith 
Chief Nurse 

F   x x x x 

Non-voting members  07/05/15 02/07/15 03/09/15 05/11/15 14/01/16 17/03/16 
Dr A Pryce 
Chair of Governing Body 

M    x   

Dr D Stokoe 
Clinical Lead 

M   x    

Dr N Shah 
GP Representative 

F N/A      
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Dr J O’Donnell 
GP Representative 

M N/A x   x x 

In attendance M/F 07/05/15 02/07/15 03/09/15 05/11/15 14/01/16 17/03/16 
P Coogan 
Healthwatch Knowsley 
Representative 

M  x X R 
Sowerby 

R 
Sowerby 

R 
Sowerby 

M Ashton 
Health and Wellbeing Board 
Representative 

M   X x X x 

Dr T Kinloch 
LMC Representative 

M x x     
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Medicines Management Sub-Committee 
Medicines Management Sub-Committee F/M 03/06/15 05/08/15 30/09/15 02/12/15 03/02/16 

R Macmillan 
(Chair)  

M      

Dr A Hossain 
Clinical Lead 

M      

Dr J Benton 
GP Locality Representative 

M      

Dr J Brindley 
GP Locality Representative 

M  x x   

B Brown 
LPC Pharmacist Representative 

F x 
(Representative) 

 x 
(Representative) 

 N/A 
 

G Pimblett 
Team Leader Meds Management 

M x x x x X 

M Pilling 
Interim Head of Medicines Management 

M      

C Barrow 
Senior Finance Manager 

F x  x  X 

Dr R Thong (from 30-Sep-15) 
GP, Kirby, Clinical Lead 

M x x x   

C Warburton 
Senior Accountant, Knowsley CCG 

F  x x x  

Dr B Maher 
Secondary Care Prescriber 

F  x  x  

Dr N Shah 
GP Local Representative & Local Medical 
Committee 

F      

L Prescott 
Chief Pharmacist, 5BP NHS Foundation Trust 

F x x x x X 

In attendance F/M 03/06/15 05/08/15 30/09/15 02/12/15 03/02/16 
A Henshaw 
Senior Pharmacist, CSU 

F  x x   
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