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An action from the previous JOSC meeting (July) for the system reform team was to
share further information on the merger programme process in September. Therefore,
this paper (& appendices) has been included in response to this request, which is the
paper for the six SEL CCG public governing body meetings (Sept):
The paper outlines the:
• Context for the merger proposals
• Case for change for merger agreed by Governing Bodies in May 2019
• Process followed to date in support of this application
• Key features of the proposed new CCG
• Operating model and governance of the proposed new CCG
• Process through which the capacity and capability of the new CCG will be
secured
• Arrangements for the ongoing assessment of risks, mitigations and benefits
In particular, a summary of the timeline can be found on page 6.
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Governing Body Paper
Commissioning system reform in south east London
Merger proposals and application - September 2019
1.

Purpose

1.1. This paper seeks the Governing Body’s approval of an application to NHS England
and Improvement (NHSE&I) to merge the six CCGs in south east London (SEL Bexley, Bromley, Greenwich, Lambeth, Lewisham and Southwark) from 1 April 2020,
establishing a single SEL CCG; and the dissolution of the existing six CCGs from that
point.
1.2. The same proposals are being received by each of the six CCG Governing Bodies at
their meetings in public over September 2019. Applications for merger have to be
made to NHSE&I by 30 September 2019.
1.3. This paper outlines the:
• Context for the merger proposals
• Case for change for merger agreed by Governing Bodies in May 2019
• Process followed to date in support of this application
• Key features of the proposed new CCG
• Operating model and governance of the proposed new CCG
• Process through which the capacity and capability of the new CCG will be secured
• Arrangements for the ongoing assessment of risks, mitigations and benefits
1.4. When considering the proposals Governing Bodies will need to have assured
themselves that:
• The views of key stakeholders and partners have been sought through an
engagement process and have been adequately and appropriately taken into
account in the proposals
• The proposals have the support of member practices
1.6

This paper provides Governing Bodies with further details and assurance on each of
these points. In this context the Governing Body is asked to:
• Approve an application for merger and its submission to NHSE&I on 30
September 2019
• Note that in addition to Governing Body approval the CCG’s membership will also
need to approve the proposed new CCG Constitution and endorse the merger
application
• Approve the proposed senior executive team structure for the new CCG (found at
section 5.18 of this paper).
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• Note the process and principles by which the management structure of the new
CCG will be derived and implemented (see section six and supporting
documentation.
• Note that an application for this merger application will only be progressed if the
approvals sought above are agreed in all six CCGs according to the same
process.

2.

Context
The NHS Long Term Plan

2.1. Our proposals for merger form part of SEL’s response to the Long Term Plan for the
NHS in England published in January 2019. The Long Term Plan clearly outlined the
importance of orientating commissioning and provider working around populations at a
Neighbourhood (circa 50k), Place (circa 150 to 450k) and systems (over 1m) and this
mirrors the arrangements outlined by the SEL ICS for a ‘system of systems’ approach
where neighbourhoods are understood to be organised and coterminous within the
boroughs in which they sit, where our natural ‘Places’ are our six boroughs and our
system is, on a long standing and well evidenced basis, SEL.
2.2. The Long Term Plan goes on to outline the future of CCGs in England and states, in
the context of ICS development, which the plan mandates:
“Every ICS will need streamlined commissioning arrangements to enable a single set
of commissioning decisions at system level. This will typically involve a single CCG for
each ICS area. CCGs will become leaner, more strategic organisations that support
providers to partner with local government and other community organisations on
population health, service redesign and Long Term Plan implementation.” (pg. 29 LTP
Chapter 1)
2.3. The creation of a SEL CCG allows for the simultaneous and coordinated
commissioning of all three population scales which is critical due to the
interdependence of our system (given patient flows) in terms of quality, performance
and financial sustainability. It also supports the changes to the commissioning function
outlined by the Long Term plan, noting that in SEL we had already, as part of the CCG
Alliance and STP work as an Aspirant ICS, recognised the need to make changes to
our system in advance of that.
2.4. CCGs of whatever size will remain sovereign commissioning bodies in their own right
and their statutory duties to their residents remain unchanged by merger.
2.5. A CCG for SEL will be coterminous with the footprint of the SEL ICS and the six local
authorities in SEL.

CCG Management Cost Allowance
2.6. In November 2018 all CCG Accountable Officers (AOs) were asked to make plans,
with their Governing Bodies, to secure a 20% reduction in management costs by 1
April 2020. The funding associated with that reduction (£4.7m for SEL) would then be
transferred to commissioning of front-line services.
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2.7. It is important to note that SEL have taken steps to minimise their management costs
in the past and as such do not currently spend the full management cost allowance.
As a result, the challenge reduced in financial terms but is increased in implementation
terms because many efficiencies have already been achieved.
2.8. SEL CCGs plan to achieve this reduction to time and at the required level but a
significant element of it will be reliant upon our ability to reduce any waste and
duplication and make efficiency gains through the merger of our organisation. A failure
to realise these opportunities through merger will of necessity, result in a
straightforward reduction in management capacity.
2.9. As both a collective of CCGs, STP partners and now ICS partners we have outlined
the requirement for a ‘system of systems’ approach to the future commissioning and
delivery of services in SEL, and supporting improved sustainability and health
outcomes. That ‘system of systems’ map is provided in figure 1.
Figure 1: South east London ‘system of systems’ map

2.10. It is critical that the merger proposals for the CCG do more than aggregate a statutory
body across a bigger footprint. The coterminousity of the new CCG and the ICS is
important in overall terms, but critically so in terms of our ability to differentiate the
scale of commissioning activity, including deepening the local focus of health and care
commissioning at borough level with local authorities, whilst enhancing our ability to
join up decision making when care pathways extend beyond that borough.

3.

Case for change

3.1. Our application for merger is made in support of our ambition to secure more
integrated, high quality and sustainable services for SEL’s residents and in response
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to the NHS Long Term Plan (January 2019). It was agreed by Governing Bodies in
May 2019.
3.2. It responds to the policy context in which we operate, in addition to the very immediate
challenges faced by SEL in terms of quality and variation of outcomes, performance
and finance.
Objectives
3.3. Through the creation of a single SEL CCG we are seeking to create a commissioning
system that:
• Locates and coordinates decision making for the populations we serve and the
services we commission at the scale at which they are best planned and delivered
• Brings about a greater integration of health and social care commissioning around
the wider needs and wellbeing of our population and the whole person
• Fundamentally shifts the interaction between providers and between
commissioners and providers towards collaboration and collective responsibility
for patient outcomes, service delivery and living within available resources
3.4. We will be changing our commissioning arrangements alongside the establishment of
provider and commissioner alliances in each borough (Local Care Partnerships) and at
SEL level as the platform for our developing Integrated Care System (ICS).
Case for change
3.5. In May 2019, the CCG Governing Bodies concluded a process of testing a case for
change that has underpinned our subsequent work to describe and make
arrangements for a new commissioning body. The case for change was based upon
creating a new commissioning approach that would derive:
• Responsive population-based commissioning at very local (neighbourhood),
borough, and system (SEL) place levels that those diverse communities require simultaneously through the redesign of commissioning functions and planning and
co-ordination of a single commissioning authority.
• A different approach to commissioning - that gives greater focus to system strategy,
planning and oversight; greater integration of health and social care commissioning;
and enables alliances of providers to take ‘traditional commissioning roles’ in
service design, responding to populations of similar geography or need.
• The ability to derive solutions at the required scale and pace, to the quality,
performance and financial challenges that cannot be resolved by our current
organisations working in isolation.
• The requisite capacity and different capability required to commission services for
our populations going forward within a reduced management cost envelope and in
line with the above objectives.
3.6. In addition, we recognised the clear need to take control and secure the very local
design of our new commissioning system at the earliest opportunity, recognising the
need to:
• Go beyond a simple aggregation of our organisations and design a CCG that
empowers commissioning focus at every tier of our multi-layered system.
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• Take urgent action in recognition that the quality, performance and financial
challenges we face are long standing and we know now require a more coherent
commissioning response beyond the collaborative actions of separate
commissioning organisations currently in place.
• Ensure that the required reduction of management costs in SEL is underpinned by
a planned redesign of our approach to ensure their achievement retains the
requisite capacity and capability, rather than a simple reduction in resource.

4.

Process
Delivery

4.1. In SEL the CCGs have set up a ‘CCG System Reform’ process to take forward the
merger proposals, including the establishment of a governance structure to deliver
both ‘pre’ and ‘post’ application activities.
4.2. The System Oversight Group (SOG) is comprised of the Chairs and Accountable
Officers (AOs) of the six CCGs and oversees the programme, making
recommendations to all six CCG Governing Bodies, as well as providing them with the
necessary advice and documentation to support their decision making.
4.3. The SOG is supported by a System Reform and Delivery Group (SRDG) that is
independently chaired, bringing together subject matter experts (SMEs) and executive
directors from across the CCGs to focus upon the delivery of programme activities.
The SRDG also benefits from clinical and local authority input as members.
4.4. The overall programme is further supported by an Executive Director seconded and
dedicated to this programme of work and a small Programme Management Office
(consisting of project leadership and support, HR and communications expertise and
resource).
4.5. The entirety of this infrastructure will be maintained until April 2020 for the purposes of
implementation and potentially beyond that. It will be reviewed in quarter three
2019/20 to ensure it has the capacity to support the restructuring of the management
teams of the CCG and wider CCG reform programme implementation ahead of and
during 2020/21.
4.6. The summary process for the reform programme is provided in figure 2.
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Figure 2: Summary Process

4.7. At the outset the SOG agreed a set of principles, endorsed by Governing Bodies, by
which the programme would abide and they are provided at Appendix one.
Pre-application and application
4.8. The vast majority of reform programme work between March and August 2019 has
been focused upon engagement to shape a new CCG design, taking due account of
views expressed.
4.9. Following initial engagement with stakeholders and consideration of the NHS Long
Term Plan in February and March, the CCG Governing Bodies agreed to submit an
expression of interest for merger to the Regional Director for NHSE&I in April 2019.
4.10. In May 2019, Governing Bodies agreed a case for change for the merger of the CCGs
in SEL (summarised in section 3.5 and 3.6) and approved the continuation of
development and engagement on proposals to merger and on the specific design of
that new body and how it would work.
4.11. Our proposed application will be considered by all CCG Governing Bodies between 4
and 18 September 2019 and later in September the membership of each SEL CCG
will consider a new constitution for that body and the dissolution of their current CCG
from 1 April 2019.
4.12. This two-part approval process will culminate in a final application being made to
NHSE&I on 30 September 2019, which will then be subject to an assurance process
by our regulator over October and either an approval, conditional approval or rejection
in early November 2019.
Post-application
4.13. Should our merger application be successful then the SRDG and SOG will give focus
to implementation processes including possible shadow running where appropriate.
Major programmes of work will relate to:
• Structure design, engagement and consultation with staff, followed by
implementation (as outlined below)
• Population of the shadow Governing Body membership so that the leadership group
can begin to oversee transition more directly
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• Full preparation of organisational ‘handover and closure’ including staff transfer to
the new body where that will relate to TUPE, employment liabilities, policies and
procedures, ledgers etc.
• Establishment of Borough Based Boards with agreement upon both the level of
formality of joint arrangements to be established at ‘Place’ from 1 April 2020 in each
borough, recognising that these arrangements will develop over time.
• Ongoing communication and engagement with stakeholders upon the
implementation of these changes.
Engagement
4.14. The proposals outlined are the product of an extensive period of engagement with the
full range of stakeholders and partners across SEL. Our communications and
engagement plan outlined our approach in detail and we have implemented it in full
with over 120 meetings alongside other communications conducted with residents/
population, member practices, NHS providers, Local Medical Committees,
Healthwatch, local government leadership, Health and Wellbeing boards, Overview
and Scrutiny Committees, the wider Integrated Care System (ICS) partnership, other
London Sustainability and Transformation Partnerships (STPs) and NHS regulators.
4.15. The purpose of this engagement was to shape our proposals, to ensure a full
awareness of them and their implications, and to ensure we have demonstrably taken
account of views expressed.
4.16. Our approach to engagement has been shaped by the following:
• The need to engage across six boroughs and so we have ensured that we have
undertaken this process both in individual boroughs but also by bringing the six
boroughs together to have shared discussions in some instances.
• The wide range and number of stakeholders and partners to engage with, which
has required us to utilise small and large scale face to face meetings, attend
existing meetings (e.g. Health and Wellbeing Boards), and produce written
briefings and updates
• The fact that the act of merger does not involve any changes to services

5.

A single CCG - key features

5.1. The proposed CCG remains coterminous with the six boroughs. In response to the
case for change above and taking account of views expressed in our engagement
processes, we have designed and agreed a merger proposal that formalises
arrangements for SEL commissioning at scale, whilst establishing ‘Place’ or Borough
Based Boards that will take delegated authority for planning and delivering more
localised change (see Appendix Two – Outline Governance Arrangements separate
document).
5.2. The main features of our merged CCG proposal:
• Coherence - A single and coherent approach to commissioning for the entirety of
our population organised through a single commissioning authority that is clinically
led by our Governing Body, connected to and led by our membership through a
Council of Members.
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• Clinically led - A clinical leadership approach that retains the best features of a
clinically led organisation as a CCG but recognises the broader clinical leadership
offered by developments such as Primary Care Networks (PCNs), our ICS clinical
programmes and our Local Care Partnership (LCP) leadership teams.
• Responsive - Prime committees that secure both the safe and effective
commissioning of services in line with our statutory duties right across SEL, and
place delegated authority to enable decision making at the most appropriate scale,
through Borough Based Boards in the case of the commissioning of community
based care with a greater integration of health and social care commissioning.
• ICS ready - A clear interaction and shift towards collaboration between
commissioners and providers, and between providers by organising
commissioning arrangements alongside emergent commissioner and provider
Alliances at SEL and borough level, referred to as Local Care Partnerships (LCPs)
at the borough level.
• Affordable - An operating model that will reorganise our management resource to
support our delivery whilst living within our management cost allowance through
the removal of duplication, inefficiencies, and the concentration of expertise.
Operating model
Decision making
5.3.

The merger proposal establishes a commissioning operating model that is reflective of
our ‘system of systems’ and the need for a multi-layered response at each tier of the
system. Planning and commissioning (for all areas) would be led and coordinated at
SEL level by the Governing Body supported by its local (borough) and SEL
committees. Annual commissioning plans will include engagement with and be
recommended for support by the Council of members. Figure 3 outlines the
commissioning process within the new CCG:

Figure 3: Commissioning processes within the new SEL CCG
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5.4. Borough teams will have an interest in and influence upon all SEL commissioning
including generation of local priorities with local member practices and clinicians to
feed into SEL wide plans. This will either be organised and developed through
Borough Based Boards or through the coming together, with equal representation, of
clinicians and managers in SEL fora.
5.5. Within the model:
• The Specialised / Acute planning and commissioning function will be undertaken
once across SEL with associated responsibility, authority and budget
• The responsibility, authority and budget related to Primary/ community / out of
hospital services will be delegated to Borough Based arrangements (including a
Borough Based Director and a Borough Based Board) who sit on the Governing
Body
• In all cases, budget and other financial information will be transparently shared
across SEL and boroughs
• Primary Care strategy development, planning and commissioning intention creation
will be undertaken at borough level
• Should boroughs wish to undertake further delegated responsibilities, a set of
criteria has been agreed (and can be found in the ‘Outline Governance
Arrangements’ document – Appendix two) and against which such proposals would
be considered by the SEL CCG Governing Body.
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Borough Based Boards
5.6. A key feature of this model is the ability to commission local and in particular
community-based care services at borough level. Our proposals create the
opportunity and expectation that that will be undertaken in the best interest of residents
if it is increasingly a joint or integrated commissioning board across health and care in
partnership between the SEL CCG and the Local Authority for that borough.
5.7. To that end the proposal makes clear that each local authority has the opportunity to
agree with the CCG both the level of formality, with which they would like to operate a
shared arrangement, drawing upon one of the three models outlined in figure four.
This application formalises that opportunity only and between 30 September 2019 and
1 April 2020 there will be opportunity to make further agreements within each borough
as to the local start point and the trajectory for change.
Figure 4: Three models for shared commissioning arrangements

5.8. In addition to these arrangements it is the clear expectation that in each borough the
LCP will directly interact with commissioners on the Borough Based Board (and for
many of the commissioners, they will already be a part of the those Commissioner /
Provider relationships).
5.9. It is envisaged that this will be conducted via formal meetings, likely in two parts, - the
Borough Based Board and then together with the LCP Board.
Governance
5.10. The Outline Governance Arrangements document (Appendix two) in support of this
application provides full details of SEL’s proposals. These establish a Council of
Members allowing the membership a clear forum for engagement but also importantly
to participate in the decision making of the CCG within its mandate as well as hold the
Governing Body to account for delivery against it; a Governing Body that is both
compliant with statutory requirements and contains equal representation from each of
the six boroughs; and a series of prime committees including Audit, Remuneration,
Integrated Governance and Performance, Commissioning Strategy, Primary Care
Commissioning Committees, and the six Borough Based Boards (also prime
committees).
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5.11. The Terms of Reference for the Audit, Remuneration and Primary Care
Commissioning committees will be contained within the draft Constitution document.
In the case of Borough Based Boards it is important to note that their final composition
will be reflective of the formality of joint arrangements and leadership in each borough.
However, in order to ensure safe and effective governance arrangements it will be the
case that minimum voting membership of the Borough Based Board will be
established, and this is detailed in Appendix Two.
Constitution
5.12. The draft constitution prepared for the new organisation will require the approval of the
CCGs’ membership, according to the requirements of their current constitutions for
those decisions reserved to them accordingly. It is important to note that the
document is draft and that some elements of the constitution are not yet fully agreed.
The Governing Body is advised that those areas that remain outstanding do not relate
to the proposed decision-making or governance of the CCG, as it relates to
commissioning patient care, but rather to mechanisms for voting in future upon matters
reserved to the membership, where a consensus cannot be reached. NHSE&I
guidance requires provision of a plan for the constitution as part of the merger
application.
Clinical leadership
5.13. The new CCG will continue to be a clinically led membership organisation. It will
however operate in a new operating environment where clinical and professional
leadership will change.
5.14. The current proposals establish a Council of Members for the CCG providing a vehicle
through which practices can participate in decision-making appropriately and hold their
Governing Body to account. That Council of Members will have borough-based
divisions for the purposes of local clinical engagement (each chaired by an
independent (of the Governing Body and borough-based boards) local GP. In
addition, we have ensured that clinical leaders are included from all boroughs, equally,
on SEL decision making groups, including the Governing Body. We intend to
perpetuate our clinical associate type arrangements albeit they will change over time.
5.15. Our CCG arrangements are set in a context of change as we move toward ICS ways
of working and so our merged CCG will also sit in the context of a changing landscape
including PCN and LCP development right across SEL, offering new and different
forms of clinical leadership and input. As such we will need to develop further
proposals for this area post application and ahead of April 2020, acknowledging that
changes will also continue to be made after that date.
Management resources
5.16. The section that follows provides details upon the process by which the new CCG’s
management structures will be populated, noting our clear assessment that current
Alliance management structures provide a firm platform from which to build a single
CCG’s management support, with the changes outlined below, but that it does require
change in order to improve or optimise our approach whilst ensuring it is affordable.
5.17. In May 2019, the Governing Bodies approved the overall Operating Model for
management structures and that is provided within the Outline Governance
Arrangements document. It sets an expectation that the SEL CCG and all its parts will
work as ‘one team’ and will need excellent interfaces, underpinned by significant
organisational development (for which a final outline organisational development
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strategy will be prepared as part of the final application). It is also aimed at and
designed to ensure that proposals stay within the management cost envelope, which is
significantly less than received currently. This, alongside improved effectiveness, is
achieved in part through a number of functions being performed by teams that are
either single SEL teams working with and on behalf of each borough or SEL teams
with ‘embedded’ resource, physically working in each borough. The model then
includes functions that will work as fully borough-based teams.
Executive leadership
5.18. Whilst section six outlines the steps the CCGs will undertake to optimise delivery
arrangements and ensure they are affordable, the SOG has now recommended the
following Executive team structure for the CCG (for which the portfolios and
responsibilities are outlined in the Outline Governance Arrangements document –
Appendix two):
• An Accountable Officer – the single CCG will require a single AO and from the 1
October 2019 all six CCGs will share the same AO. This will be a CCG Governing
Body voting member.
• A Chief Financial Officer – the single CCG will require a single CFO and pending
the outcome of consultation and implementation of current proposals, the six CCGs
will share a single CFO, and this will be confirmed in advance of application and be
enacted in November 2019. This will be a CCG Governing Body voting member
• Six ‘Place’ Based Directors – the operating model for the CCG describes
leadership positions for each borough. At this point we can confirm that as a
minimum there will be one appointed Place Based Director with dual accountability
to the CCG AO and Local Authority CEO (Lambeth) and five Directors with borough
leadership responsibility for aspects of NHS commissioning and working as part of
agreed joint arrangements with the respective Local Authorities. All six will work
with and through a Borough Based Board. It is anticipated that ‘Lambeth’ type
arrangements might be adopted in other boroughs either in advance of 1 April 2020
or post-merger. They will be voting members of the CCG Governing Body.
• A Chief Nurse – This new executive director role will be created upon the
recommendation of SOG and will have responsibility for Nursing, Quality,
Safeguarding and other related requirements that should be exercised by an
Executive Director, once for the CCG, in line with statutory requirements.
• A Chief Operating Officer – This post will be responsible for overall leadership of
corporate, governance, assurance, communications and engagement, and
business support functions. The post will ensure the effective leadership and coordination of the CCG across it’s multi-layered SEL and borough structures.
• An Executive Director of Commissioning and Planning – providing leadership
and coordination of the CCG’s commissioning strategy and planning process
(working with SEL wide and borough-based teams plus ICS partners) and
leadership of specialised/ acute commissioning and wider contracting functions.
5.19. The team above represents a near equivalent ‘head-count’ of executive directors as
offered by current Alliance arrangements, with the addition of the Chief Nurse post.
When taken together this team satisfies the requirements of the CCG as a statutory
body, abides by and is well placed to lead the proposed CCG Operating model.

6.

Securing capacity and capability
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6.1. Over the next six months the System Reform programme will lead, on behalf of the
CCGs, a process for design, consultation and implementation of full CCG structures
for April 2020.
6.2. To date, the SEL Alliance executive team and the SRDG has been giving thought to
potential structures for SEL wide and borough structures, and an initial phase of staff
engagement, on a number of functions has been conducted which included
discussions with over 200 staff. In July 2019, the SRDG and SOG met together to
agree a final approach to this area as outlined below.
6.3. This approach excludes finance structures, the primary care contracting team that will
be a ‘lift and shift’ from current SEL wide arrangements; primary care support teams in
each borough (that will be maintained as part of wider borough transformation teams in
most cases); or Medicines Optimisation Teams in each borough. The latter two areas
represent clear commitments made to member practices during the engagement
phase. Finally, it will not relate to the current Our Healthier South East London (or
ICS) team, the consideration of which will be taken forward as an ICS wide
engagement aligned to our Wave three ICS development programme.
6.4. For all other functions the following process will apply:
Action:
Initial draft structure proposals across all functions to be outlined
following work to date with baseline and indicative future costs to
provide a realistic basis from which to engage more widely

Complete by:
13 Sep 19

2

Complete a design and engagement period involving staff,
governing bodies and stakeholders to shape structures from initial
draft proposals from 16 September 2019

11 Oct 19

3

Produce final structures and test with SRDG and SOG in order to
move to a consultation

18 Oct 19

4

On 21 October 2019 launch a nine-week consultation with all staff

20 Dec 19

5

On 20 January 2020 provide a management response to
consultation and implementation on new structures

27 Mar 20

1

6.5. The process above will be undertaken with due account of all management of change
policies that have been harmonised across the CCGs.
6.6. Importantly, the timeline ensures that proposals for change only reach the point of
consultation post successful application submission and with the certainty of
membership support for changes.
6.7. In addition to a clear requirement to abide by the agreed Operating Model the SOG
have also proposed a set of bespoke principles against which these CCG structures
should be designed, agreed and implemented and they are included in the Outline
Governance Arrangements document (Appendix two).

7.

Responding to engagement

7.1. These proposals have taken due account of the programme of engagement activities,
the issues raised and the changes to our proposals made as a result.
Page 14 of 18

Page 14

7.2. In general terms the proposal for merger has received a high level of support from
stakeholders and partners. This is particularly true of the arrangements that allow a
single commissioning authority to appropriately address the full pathway of care
received by residents through commissioning more effectively across SEL, whilst
ensuring a more integrated health and care approach to commissioning in each
borough.
7.3. In terms of support, all 17 ICS partners are signatories of the SEL Wave Three ICS
application in May 2019, which proposed merger. In addition, each of the NHS
Providers and the ICS have provided written letters of support for the proposal to
merge.
7.4. Each local authority in SEL has welcomed these proposals and is actively engaging in
preparations for the implementation of Borough Based Boards.
7.5. Engagement with local residents and patient groups has been positive, noting some
express a concern as to whether the new CCG would lose local borough connectivity,
responsiveness and the ability to take account of the views of local people. The
establishment of Borough Based Boards and arrangements we have established or
committed to locally (in boroughs), in terms of maintaining local partnerships and
engagement, alongside further explanation of the statutory requirements of a CCG,
irrespective of size, have sought to address those concerns.
7.6. The Healthwatch organisations across SEL have expressed their support and have
agreed the recruitment of additional resource with the CCGs to allow them to operate
effectively at borough and SEL levels.
7.7. Finally, in the case of member practices, it seems clear that support has been
expressed for merger. Concerns have, however, been shared around the governance
arrangements within the constitution (in relation to Governing Body composition, voting
and the Council of Members arrangements) and the availability of resources in local
CCG support teams to general practice. Our proposals have taken clear steps to
address those areas.
7.8. Our widespread engagement has provided invaluable feedback. As a result, we have
been able to make concrete proposals that demonstrably respond to potential issues
and concerns raised by stakeholders.

8.

Understanding impact, risks and benefits

8.1. Importantly, the act of merger does not involve or require changes to service provision
for residents. Instead our merger proposals create a safe and effective commissioning
system capable of discharging its statutory duties.
8.2. In the London context we have been careful to recognise the clear need to remain
locally responsive and connected to residents in the very diverse communities we
serve and ensure that relationship is not negatively impacted upon; so we have:
• Ensured an equal voice on our Governing Body and committees for each borough
in our SEL arrangements
• Developed Borough Based Boards with delegated authority to secure this focus.
We have ensured that we will perpetuate all local CCG interactions with borough
partnership and related arrangements (Health and Wellbeing Boards,
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Safeguarding, Overview and Scrutiny arrangements) to ensure effective CCG
input to these wider processes and arrangements
• Retained local commissioning and leadership teams and enhanced their ability to
interact with local authority commissioners and other local partnerships
• Maintained borough based clinical engagement with members and the wider
system and resources to allow for full engagement of local people
8.3. Clearly, the act of merger may have significant impact upon our staff and as such we
have undertaken work to ensure we take the requisite steps to mitigate any risks.
8.4. Going forward it will be important that we have an approach to track the benefits of the
changes we are making and the benefits realisation approach is outlined below and
will be followed by the new CCG:
• Economic benefit – financial improvement, releasing cash, increased income
and better use of funds
• Effectiveness benefit – Doing things better or to a higher standard
• Efficiency benefit – Doing more for the same or the same for less
• People benefit – A benefit that although it has an economic, efficiency or
effectiveness reason has a direct benefit to our people
• System benefit – A benefit that although it has an economic, efficiency or
effectiveness reason has a direct benefit on our systems
8.5. Whilst merger, in and of itself, does not have an impact in terms of service change,
and because we have taken steps to ensure both local responsiveness and future ICS
alignment, we clearly expect to realise the opportunities and benefits highlighted by
our case for change over time.
Risks and mitigations
8.6. Risk and impact assessment upon proposals for merger have been understood in two
ways – those risks to successful implementation of merger and the risks / impact of
establishing a merged and single CCG for SEL, alongside mitigation plans and they
will be continued to be monitored over time.

9.

Recommendations and next steps:

9.1. The Governing Body is asked to:
• Approve an application for merger and its submission to NHSE&I on 30
September 2019
• Note that in addition to Governing Body approval the CCG’s membership will also
need to approve the proposed new CCG Constitution and endorse the merger
application
• Approve the proposed senior executive team structure for the new CCG (found at
section 5.18 of this paper and in the Merger Application document).
• Note the process and principles by which the management structure of the new
CCG will be derived and implemented (see section six and supporting
documentation).
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• Note that an application for this merger application will only be progressed if the
approvals sought above are agreed in all six CCGs according to the same
process.
9.2. Our final application document and proposed constitution will reflect the details
outlined above and the assurances received by Governing Bodies more generally.
They will be:
• Considered by the membership over the coming days and in NHS XXX CCG
member practices will be asked to agree the draft constitution for the new CCG.
• Submitted to NHSE&I on 30 September 2019
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Appendix One
CCG System reform - SOG agreed set of principles
•

Evidence enhanced effectiveness and enable our ICS development in response to
the Long Term Plan

•

Seek to drive best value out of all corporate investment; we will aim to minimise
impact on staff by maximising efficiencies from estates, corporate costs and other
non-pay costs

•

Ensure capacity and capability at each scale; the necessary cost savings will need to
be delivered but there must be assurance that the CCG and place based systems
are able to undertake the CCG’s required functions effectively

•

Encourage integration with other partners; particularly at the borough level it is
expected that there could be increased blended teams with Local Authorities and
other partners, and that some place based functions could be delivered with or by
these partners

•

Initially include all functions; however some may be moved out of scope by the
Delivery Group or Oversight Board

•

Speak to immediate and future operating environments; this programme should
actively move us towards our ‘system of system’ ICS vision and therefore consider
our resource requirements for the future as well as the immediate term

•

Support our staff through this change; we will aim to communicate regularly, engage
as much as possible, and offer options for our staff to minimise the concerns and
impact related to these changes

Please see separate document for Appendix Two
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Appendix Two

NHS South East London CCG

Outline Governance Arrangements

The purpose of this document is to outline the proposed governance
arrangements of NHS South East London CCG and includes:
• Influence & Decision Making arrangements
• Joint Commissioning Arrangements with the Local Authorities
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• Functional analysis included the agreed operating model and executive leadership
team
• Governance

Three Interdependent Elements of Design
There are three interdependent elements of the design which need to be considered in parallel:
Where will responsibility, decision
making and budgets sit and
critically how will every part of the
new SEL CCG influence that?

What are the functions and teams
required at each level to shape and
deliver the outlined responsibilities?

1. Influence
& Decision
Making

2.
Functions

3. Governance
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What governance is required to
appropriately deliver and oversee
responsibilities?

There is an overarching need to ensure that our future approaches support
strong engagement with other partners, and move us positively towards our ICS
ambitions

This pack aims to summarise the key proposals in each of the areas for implementation for the new NHS South East
London CCG
2

1. Responsibilities, Influence and Decision Making across our
commissioning system
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1. Responsibilities, Influence and Decision Making across our
commissioning system - Key messages
1.

‘Where’ things happen in this commissioning operating model should be reflective of our ‘System of systems’
and the need for a multi-layered response (see next slide for the model supported to date)

2.

Planning and commissioning (for all areas) would be led and coordinated at SEL level by the Governing Body
supported by its local (borough) and SEL committees

3.

Annual commissioning plans will include engagement with, and be recommended for support to the council of
members. The council of members would have representation from all six boroughs

4.

Borough teams will have an interest in and influence all south east London commissioning including generation
of local priorities with local members and clinicians to feed into SEL wide plans.

5.

Specialised / Acute planning and commissioning will be undertaken once across SEL with associated
responsibility, authority and budget

6.

The responsibility, authority and budget related to Primary/ community / out of hospital services will be
delegated to boroughs from the Governing Body

8.
9.
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7.

In all cases, budget and other financial information will be transparently communicated to SEL and boroughs
Primary Care strategy development, planning and commissioning intention creation will be undertaken at
borough level.
Should boroughs wish to undertake further delegated responsibilities, a set of criteria has been agreed (see
App 1) and applications can be considered by the SEL Governing Body once appointed

10. The level and formality of joint arrangements in Borough Based Boards will be a matter for (existing) CCG and
Local Authority decision before April 2020
4

Summary of Proposed Model - Responsibilities, Influence and
Decision Making
The below is a high level summary of the proposed approach for a collaborative strategy and planning process, and associated decision making in the new SEL
CCG
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To note there have been discussions about where boroughs want to undertake further delegation (see Appendix 1)
5

Joint Commissioning Arrangements with the Local Authority
Our case for change has emphasised the importance of joint commissioning across health and
social care and consequently three models have been proposed, and agreed:
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To note it is not proposed there is a prescriptive model for this joint working; every borough/ current CCG has been
asked to agree their approach as of 1st April 2020 with their Local Authority
6

2. Functional Analysis
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2. Functional Analysis - Key messages
1. Need for a robust structure to deliver upon the arrangements being proposed for
responsibilities, influence and decision-making (including delegation to place based boards)
2. Expectation that SEL CCG and all its parts will work as ‘one team’ and will need excellent
interfaces, underpinned by significant organisational development
3. Need to ensure that proposals stay within the management cost envelope, which is significantly
less than received currently, and enables us to invest in the skills and capabilities we need to
achieve ICS

4. Functions in ‘blue’ (on the next slide) in the proposed model will be performed by teams that are
either single SEL teams working with and on behalf of each borough or SEL teams with
‘embedded’ resource – physically working in each borough
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5. Functions in ‘Salmon’ (on the next slide) in the proposed model will work as fully borough based
teams
6. Boroughs are working with local partners on integration and joint transformation priorities and
how this will work from 1st April 2020 and this will be developed alongside this programme
7. Primary Care Support, Medicines Optimisation practice support and GP IT, if right for the
borough, will remain available to local practices as they are now
8. Many aspects of commissioning and contracting are already provided by single SEL teams today
(e.g. Primary Care Contracting) and this will not change. Greenwich, Bexley and Bromley
community services are the only main providers not already contracted for by a single team.
8

SEL Functions (at scale/ embedded)

2. Summary of Proposed Model
- Functions
Single SEL CCG (once
for SEL functions)
SEL embedded Resource;
Either coordinating on
behalf of or fully
embedded in place

Commissioning
Strategy & Planning

Acute (Mental
/Physical)
commissioning

Borough functions (where possible with partners eg LA)
Transformation teams (owned by commissioners and providers)

Contracting (except
client groups)

Finance - Financial
Strategy &
Planning

Quality Oversight to
commissioning, Sis/QAs,
surveillance

Assurance of delivery
& Performance

Comms
/engagement delivery & support

Corporate
support*

Finance
(embedded)

Quality
(coordination)

Assurance
(coordination)

Comms/
engagement
(embedded)

Corporate
support
(coord/
embedded)

Commissioning will require an interaction at all levels

Note all boroughs are represented on SEL GB

Bromley

Greenwich

Lambeth

Primary Care
Commissioning

Primary Care
Commissioning

Primary Care
Commissioning

Primary Care
Commissioning

Primary Care
Commissioning

Primary Care
Commissioning

Community (MH &
physical)
Commissioning

Community (MH &
physical)
Commissioning

Community (MH &
physical)
Commissioning

Community (MH &
physical)
Commissioning

Community (MH &
physical)
Commissioning

Community (MH &
physical)
Commissioning

Client Groups: CYP**,
learning disabilities,
physical disabilities,
non-acute mental
health

Client Groups: CYP**,
learning disabilities, ,
physical disabilities,
non-acute mental
health

Client Groups: CYP**,
learning disabilities,
physical disabilities,
non-acute mental
health

Client Groups: CYP**,
learning disabilities, ,
physical disabilities,
non-acute mental
health

Client Groups: CYP**,
learning disabilities, ,
physical disabilities,
non-acute mental
health

Client Groups: CYP**,
learning disabilities, ,
physical disabilities,
non-acute mental
health

Medicines
Optimisation
Safeguarding
SEND

Medicines
Optimisation
Safeguarding
SEND

Medicines
Optimisation
Safeguarding
SEND

Medicines
Optimisation
Safeguarding
SEND

Medicines
Optimisation
Safeguarding
SEND

Medicines
Optimisation
Safeguarding
SEND

Local transformation
team

Local transformation
team

Local transformation
team

Local transformation
team

Local transformation
team

Local transformation
team
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Bexley

Lewisham

Southwark

Borough based teams may work together as/ when required
Workforce

Enablers
Digital
Estates

QI & OD

SEL-wide Transformation
(system owned)

System wide pathway changes

To note: Further discussion required on Quality, *Includes: Governance, FOI, IG, Complaints, E&D, Data Warehousing, Procurement, OD, HR & payroll, GP and Corp IT (excepting
Bexley and Bromley) /// **Non acute elements (maternity included in acute) .
BI, CHC & Medicines Management

9

2. Executive Leadership Team

The agreed Executive leadership team is as follows:
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2. Structure Design – Guiding Principles (1 of 2)
Better outcomes and experience for patients - a prevailing priority; however, it is important when
considering the allocation of capacity over a multi-layered organisation. Allocative decisions must keep
the population at its heart as often resource deployed at SEL level will achieve better outcomes for
residents than if it were deployed at borough level (and the reverse), equally there may be
considerations around different ‘places’ in SEL that are not homogenous.

•

Statutory requirements of a CCG are fulfilled effectively - As a single statutory body, there will have to
be sufficient centralised resource to undertake that safely and effectively and it must be adequately
resourced. A CCG is not an ICS. Until such time as those self-regulatory and collective accountability
features outlined by the ICS maturity matrix are achieved and recognised as such by regulators, the
Improvement Assessment Framework requirements and its successors must be adhered to.

•

Value for money and efficiency - that structures should take all possible opportunities to remove
waste, minimise non-value adding processes and avoid duplication. This should apply to non-pay as
much as it does to pay and should take full advantage of any procurement opportunities to drive
efficiency from commissioning support services.

•
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•

Clinical Leadership - As a clinically led organisation resources should be made available to support
effective clinical leadership. This investment should pay due regard to the national establishment of
Primary Care Networks and our ICS’s development of Local Care Partnerships and provider alliances
that could and should provide different opportunities for clinical leadership and the resourcing of it.
The NHS Long Term Plan is clear on the future of CCGs as smaller, strategic bodies and points to the
movement of system and clinical leadership to ICS partners. This is in part the rationale for CCG
management cost reduction and its reinvestment in the ‘Provider side’.
11

2. Structure Design – Guiding Principles (2 of 2)
Transition to an ICS - any new structure will need to reflect our ambitions to become an ICS. Whilst
regulation has not changed, there is a very clear and stated direction of travel which means we should
be moving away from transacting for activity and towards shared responsibility for the cost and the
care provided to the population of SEL. This is unlikely to have resulted in a meaningful change to
requirements on 1 April 2020 but must certainly feature in longer range thinking.

•

The balance of capability and capacity across the new CCG - to perform effectively the new SEL CCG
must not lose the capability to support effective commissioning and transformation at local level and
must significantly build its capability and capacity to do so at SEL level, for which it currently devotes
less than 25% of its resources dependent on definition. CCGs will be key enablers of change and must
be co-investors in transformation activities. However, co-investment must be a principle alongside
other ICS partners as experience has shown a significant correlation between ‘ownership’ and ‘funding’
of such teams and functions.

•

Affordability - The CCG will need to demonstrate the 20% reduction in expenditure as per the national
requirement upon it. It will also be unable to deploy programme costs for any given year beyond that
which is available to it when taking into account expenditure of patient care.
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•

12

3. What governance will we need to support this?
..At a South East London and Place Based level
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3. The single Governing Body composition - Key Messages

1. 26 voting members with a GP majority
2. Voting membership includes 13 GPs ( 12 borough GPs and 1 chair
with a casting vote), 1 registered nurse, 1 secondary care doctor (15
clinicians in total), 3 lay members and 8 Executive members
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3. These clinical representatives form part of the Governing Body
making decisions for south east London, and would also work
closely with the membership and other clinical leaders in each
borough (including those on the LCP board, PCN Clinical Directors,
and OHSEL clinical leads)
4. The GP majority would be secured by the casting vote of the chair

14

3. The single governing body composition
The proposed Governing Body membership is:
Board

Type

Clinical

Governing
Body

Lay
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Exec

Member

Voting

SEL Chair X 1

Yes + Casting

GP Lead X 12

Yes

Secondary Care Dr X 1

Yes

Registered Nurse X 1

Yes

Lay Member X 3

Yes

Accountable Officer X 1

Yes

Chief Financial Officer X 1

Yes

Place Based Directors X 6

Yes

Total voting

Total per type

13 GP votes + casting vote
(provides GP majority)
15 Clinical votes

3

8

26

Note that in addition to the above the Chief Nurse would be in attendance as would other South East London CCG
executives as required
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3. South east London Prime Committees - Key messages
1. Prime and sub-committees are provided on the following slide
2. All south east London committees will have equal representation from each of the six
boroughs
3. The Primary Care Commissioning Committee will receive recommendations from borough
based boards and focus on appropriate contractual actions required to undertake strategies
agreed through Borough based boards
4. A core CCG membership for Borough based boards has been agreed which includes a lay
member (see slide 16). However, the exact composition will be determined by the (current)
CCG and the Local Authority depending upon the level of joint arrangements that they
decide upon - reflecting collaborative working on social care, public health etc
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5. The Borough based board must be chaired by a voting member of the SEL Governing Body,
preferably one of the two borough GPs, (determined by that borough) and membership
must contain the GB voting members from that borough
6. It is proposed that Healthwatch and the LMC are also ‘in attendance’ at these boards in
every borough

7. Boroughs also each have a Local Care Partnership board which has further clinical and
professional representation from across the local system. They will meet alongside the
Borough based board (with a part 1 / 2 as appropriate)
16

3. Summary of Proposed Model – SEL CCG Prime Committees
Proposed prime and subcommittee structure:
The prime committees above would
comply with all nationally
mandated requirements and
provide the appropriate governance
to effectively run the SEL CCG
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Borough (place) based boards are a
critical part of our new system and
will represent prime committees of
the SEL CCG governing body. They
will bring together the CCG in the
borough and the local authority. It
is increasingly considered that
Borough based boards will be a part
two of local care partnership boards
that will also include providers,
including primary care network
leads
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3. Borough (place) Based Boards - Key messages
•

It is proposed that these prime committees should be referred to as Borough Based Boards (BBB) with
the following core membership:
•
•
•
•
•
•

Borough Based Director
The two GPs from the SEL Governing Body
One lay member
Director of Public Health (non-voting for CCG matters)
Healthwatch (non-voting)
LMC (non-voting)

NB: the Executive membership of the board is potentially dependant on staff in boroughs
The Local Authority membership will be determined in line with the level of formality of arrangement
and afforded status and decision-making rights (on LA budgets or any formal joint agreements)
commensurate with those arrangements

•

Officers (CCG or LA, embedded or local) will be agreed between the local leadership and the CCG
Accountable Officer to ensure the effective running of the BBB

•
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•

Clinical leadership will also be present in the provider focussed Local Care Partnership Boards that will
sit alongside these BBBs.

•

It is proposed that a GP voting member of the SEL CCG GB must chair or co-chair (with the local
authority if that reflects the formality of joint arrangements). Co-chairing would not be expected
where there is no similar delegation of LA funds to the BBB.

•

It is proposed that the (CCG) Chair of the Borough Based Board will have a casting vote
18

3. Council of Members (CoM) - Key messages
•

A single Council of Members will be established, across south eat London, from 1 April 2020 that will allow for:

o

Members to hold the single SEL CCG Governing Body to account and take decisions on matters reserved to
the membership as outlined in the scheme of reservation and delegation

o

Members to be held to account for ensuring their contribution to the commissioning development of the CCG

•

Each borough will establish a Membership Division of the Council of Members which will each have an independent
chair

•

Each member practice will appoint a practice representative (and a deputy)

•

The practice representatives will represent their member practice’s views, act on behalf of their member practice in
matters relating to the CCG and vote on the Council of Members on matters relating to the CCG, reserved in the
constitution to the members

•

Engagement with membership will continue to take place locally in boroughs, as it does now, and all matters related to
votes will be discussed at these fora
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•

There will be a single Council of Members meeting that takes place at least annually and more likely bi-annually with
all SEL practice representatives (i.e. an all member conference)

•

At least 50% of all south east London practice representatives will be required to be present / vote (electronically) in
order for the Council of Members to be deemed as quorate

•

Voting will take place once across south east London
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Appendix 1 – Further detail on delegation
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1.

Proposed initial delegation to place (1/2)
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1.

Proposed initial delegation to place (2/2)
Some boroughs expressed a desire to secure a greater level of delegation over and above the
proposed core delegated responsibility for the planning and commissioning of out of hospital
services and arrangements to secure an interest in and influence over acute / specialised
planning and commissioning and SEL wide planning and commissioning.
Below is a high level proposed criteria by which further delegation would be considered and
assessed post application
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NB: no further delegation would be considered until the SEL governing body has been appointed.
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Agenda Item 9
Meeting:

OHSEL Joint Health Overview and Scrutiny Committee

Location:

Council Chamber, Bromley Civic Centre

Date:

Wednesday 25th September 2019

Title:

Child and adolescent mental health services (CAMHS) – transition for 0-25 year olds

Presenter:

Julie Lowe

Summary
Building on recent reports such as Future in Mind and The Five Year Forward View for Mental
Health, the NHS Long Term Plan (LTP) has asked systems like ours in South East London to
extend ‘current service models to create a comprehensive offer for 0 to 25-year-olds that
reaches across mental health services for children, young people and adults’ and delivers ‘an
integrated approach across health, social care, education and the voluntary sector’.
In responding to the LTP SEL partners will be exploring the opportunity to improve support, care
and treatment for young people, particularly those aged between 18 and 25, who have
repeatedly reported poor experiences of care within current services, whether provided by
statutory or non-statutory bodies. This includes people who are transitioning from children and
young people’s services into adult services as well as those presenting for the first time.
NHSE recently published a report on provision for young adults aged 18 to 25 describing a range
of emerging mental health models – the challenges, successes and lessons learned – and
derives a set of principles and considerations to inform the development of support, care and
treatment for young people.
Broadly, services have been more successful where their development has been incremental,
co-produced with young people and professionals, rooted in the communities they serve and
implemented jointly across different types of providers. Difficulties have arisen where change
has been less evolutionary, and specifically where this has led to an overwhelming demand on
new services.
We have local examples of where services have been developed for this age group such as the
following in Lambeth, but we recognise that we need to take a systematic approach across SEL
to ensure a comprehensive offer.

The Well Centre, Lambeth
What was the challenge?
Providing an open access service that provides a holistic approach to young people’s mental
and physical health issues.

1
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What did you do?
Partnership working between statutory and voluntary sectors (Primary Care, youth health
charity and CAMHS) and co-production with young people – active YP panel including input
into service design, decoration and use of space, registration design and proto-typing of
journey through service.
Developed an assessment to proactively identify mental health concerns in Young People.
Open for “Drop-in” 3 afternoons a week- 3.30-7pm- staffed by GP (adolescent health
experienced), 2 youth workers and Band 7 CAMHS nurse. YP can drop in or have booked
appointment. Youth work outreach activities at other times – including regular counselling
sessions in schools, school assemblies and PRSHE, running young peoples’ activities e.g.
Girls Group, Voice Collective.
The service shows multiagency working between schools and colleges, parents, youth
participation ambassadors, local authority, voluntary sector, primary care, adult mental
health education and training and hospital trusts.
What were the results?
For the year 2017-2018:
•
•
•
•

Total number of young people seen: 705 (may see more than one professional – e.g.
GP and youth worker and/or a mental health practitioner.
55% of new patients were peer to peer/self-referral
88-100% user satisfaction scores over the last 2 1/2 years
46% reported improved self-esteem and emotional well-being in 2017/18

Find out more:
Dr Stephanie Lamb; stephanielamb@nhs.net

Action Required
Members are asked to note the update

2
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