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North West London CCGs’ Governing Body Paper 

Developing further collaborative working across North West London CCGs 
 

1. Introduction  

1.1 The purpose of CCGs is to commission services that both improve the health of our 

population and ensure the highest possible outcomes and patient experience within the 

funding available to us.  To date, North West (NW) London CCGs have gained a nationally 

recognised reputation for collaborative working. Since 2013, the eight CCGs in NW London 

have chosen to collaborate as a group of five CCGs (inner NW London) and three CCGs 

(outer NW London) as well as coming together in a Collaboration Board at a NW London 

level. The rationale behind this is that we should not accept unwarranted variation in the range 

and quality of services available to people living in different boroughs in NWL. We also 

recognise that a joined up approach to the commissioning of acute and mental health services 

will enable us to work most effectively with our large acute and mental health providers, and 

therefore improve quality. 

1.2 The collaborative approach that we have always brought to commissioning is now reflected in 

national policy, with the production of sustainability and transformation plans and the 

establishment of sustainability and transformation partnerships.  These developments make it 

important for us to test whether our current arrangements are sufficient to meet the growing 

clinical and financial challenges we face. 

1.3 NW London CCGs are considering our response to the STP requirements, in particular to 

identify:  

 Our proposals for joined up and shared governance, systems and processes (in line with 

national expectations) to secure system wide delivery and transformation through the STP 

 The level of agreement regarding any shared arrangement proposals amongst the eight 

CCG Chairs and their governing bodies 

 Whether the CCGs will operate in the future with one or two Accountable Officers.  

1.4 In NW London, we want to retain the initiative in determining what our future operating model 

needs to be in order to serve our communities by meeting our immediate challenges, deliver 

health and care improvements, lead the STP and be fit for purpose for future developments. 

1.5 Whilst we currently collaborate across the eight CCGs at the Collaboration Board, in its 

present form this group functions primarily as an advisory board, with limited formal decision-

making powers. This means that decisions are still being taken to each of the eight different 

CCG governing bodies, which can limit the pace of change. 

1.6 In June and July, the governing bodies of all eight CCGs, and other stakeholders across NW 

London, met in a series of joint seminar sessions to debate the challenges and opportunities 

in our current system of collaboration.  Over the course of these sessions the governing 

bodies agreed that further work was needed to determine how we can work more 

collaboratively than at present.  
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1.7 Five questions were identified that we need to answer in order to make progress: 

1. Is there a case for changing our commissioning arrangements to better improve health 

and health outcomes? 

2. What joint decision-making do we need to have in place to deliver the STP and our other 

shared objectives?  (i.e. how do we make commissioning decisions once across the 

eight CCGs) 

3. What are the services we would want to commission once across the STP? 

4. What would the governance structure look like to support the above? 

5. What would the management structure look like to support 2 and 3? 

1.8 As a result of further work using available evidence and drawing on the views of our clinical 

commissioners, senior managers, lay members and other key stakeholders through 

interviews, surveys and workshops, we have brought this paper to the governing bodies of all 

eight CCGs. We have responded to those five questions and put forward recommendations 

that cover ‘why’, ‘what’ and ‘how’ we can best do more joined up working across NW London. 

We have also proposed a series of next steps to take this work to the next level of detail.  

Purpose 

1.9 The purpose of this governing body paper is to outline the case for change for further 

collaboration in the way services are commissioned (the ‘why’), recommend specific services 

and functions to be organised once across NW London along with what should continue to be 

done locally (the ‘what’).  

1.10 The governing body paper also identifies proposals for revising the leadership, governance 

and management arrangements to strengthen collective commissioning and make it a reality 

(the ‘how’). 

Engagement in creating this paper 

1.11 This paper has been informed by further workshops and interviews with governing body 

members and senior managers in the CCGs and other partners and stakeholders, including 

provider chief executives and local authority leaders. 44 individuals were interviewed and their 

responses analysed. In addition, an on-line survey was sent out to 207 CCG governing body 

members and senior managers. Responses were received from 119 of these individuals in the 

three week ‘window’ before the survey was analysed - a response rate of 57%. There were 

equal numbers of clinicians and managers who responded and there was no significant bias 

detected in terms of the organisation, organisational role or designation of responders. 

Results of the survey are available separately along with an extended case for change, which 

captures more exhaustively the interview feedback. 

Overarching design principles 

1.12 The engagement process has led to the development of three sets of design principles: 

overarching design principles, decision-making principles and organisational design principles. 

The latter two can be found later in the paper. However, the overarching design principles 

were devised to guide all our thinking about how to develop our collaboration. It is therefore 

proposed that future working arrangements need to meet the following set of principles: 
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 Address the case for change 

 Allow governing bodies to discharge their responsibilities appropriately 

 Use clinical leadership effectively 

 Release clinical and managerial leadership time to focus on quality, outcomes and 

relationships 

 Are feasible for a shared statutory accountable officer and chief finance officer to operate. 

Summary of recommendations  

1.13 There are seven recommendations in this paper for the governing body to consider. These 

are: 

1. The Governing Body is asked to agree that there is a case for changing the commissioning 

arrangements  

2. The Governing Body is asked to agree to work collaboratively and make joint decisions with 

the other CCGs in NW London as set out in section 3 of this paper 

3. The Governing Body is asked to agree that the recommended form for joint decision-making 

is a joint committee, accountable to the eight CCGs via the governing bodies, and to initiate 

the process of constitutional change with membership to allow the establishment of such a 

committee 

4. The Governing Body is asked to comment on the emerging operating model of the 

proposed joint committee and to agree that it should have an independent chair 

5. The Governing Body is asked to acknowledge the implications a joint committee will have 

on the current operating model of the Governing Body and its sub-committees and agree to 

a two-month review, which will produce proposals in line with the design and decision-

making principles 

6. The Governing Body is asked to agree that there should be a shared Accountable Officer 

and a shared Chief Finance Officer appointed across all eight CCGs 

7. The Governing Body is asked to acknowledge the need to design a shared management 

structure in support of the shared Accountable Officer and agree to a two-month process, 

which will produce proposals in line with the design principles. 

 

2. The Case for Change 

2.1 Since their formation the eight CCGs agreed that working closely together was important for 

four key reasons:  

 Developing a shared clinical strategy that needs to be delivered across NW London 

 Large providers that span many CCGs that we could better influence by speaking with one 

voice 

 Around 80% of our population receives care within and by the providers in NW London – 

our transformation opportunity exists within this sector  

 Desire to attract high quality staff across a wider geographical footprint. 

 

2.2 Through this commitment to collaboration, the CCGs have demonstrated that closer working    

can bring improved outcomes for patients, staff and long-term sustainability. However, there 
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are also some lessons that have been learnt and progress has not always been as rapid as 

we have wished. 

2.3 Whilst the original reasons for collaboration remain important the scale of challenges now 

facing the health and care system in NW London, and across the country, is unprecedented. 

As a result, we are reassessing the extent of our collaboration to ensure we are capable of 

rising to these challenges. 

Responding to the patient view 

2.4 All CCGs in NW London share the goal of reducing the inequality and unwarranted variation 

that exists in terms of access to and quality of care for the population. We have not been 

making sufficient progress in achieving that goal. This is because the way in which 

commissioning is currently organised is leading to increasing fragmentation and differential 

service offers to the population of NW London. Six out ten people surveyed also think that 

current commissioning arrangements increase the likelihood of competing strategies emerging 

between CCGs. The inability to speak with ‘one voice’ to providers has resulted in differential 

service offers and duplicative care pathways. The impact on patients from variability in 

delivery is that they are not all receiving the same access to services, or quality of care, 

regardless of where they live resulting in a ‘postcode lottery’. 

2.5 The NW London Diabetes Transformation Programme is an example of how working together 

with a co-ordinated focus can reduce variation and achieve significant improvements in patient 

care. The key components of this programme include federated working across all eight 

CCGs and monthly reporting dashboards to GP practices. The programme has significantly 

improved access to care and access to treatment. Since quarter two of 2015, an additional 

46,300 patients in NW London have a collaborative care plan, an additional 5,000 are on 

NICE recommended statin and 20,000 more patients are being monitored for hypoglycaemia, 

amongst various other improvements to patient care. The impact of this is that nearly 5,000 

more patients are achieving their haemoglobin targets. Reducing these targets by a small 

margin leads to 37% fewer patients with microvascular complications (e.g. kidney disease, 

blindness), 43% fewer amputations or fatal peripheral arterial disease, 14% fewer heart 

attacks, 12% fewer strokes and 21% fewer deaths due to diabetes.  

2.6 On the other hand, Cardiology is a high spend area across NW London which brings together 

locally and nationally commissioned services, delivered in the community, in hospital and in 

specialist centres.  There is significant variation throughout the pathway both between 

providers and between care settings, with variation being seen in referral routes, capacity and 

capability.  An example of this variation would be the provision of Community Heart Failure 

nurses where there is significant difference both in capacity and acceptance criteria across the 

sector, ultimately the consequence of this complexity leads to avoidable in-patient stays, 

delayed transfers of care and impacts the quality of life for this vulnerable patient group.  A 

more consistent approach to the cardiology pathway would target resources towards those 

patient groups where maximum impact can be made, both in terms of avoiding hospital 

admissions and maintaining quality of life. 

2.7 Services users, carers and the wider community have consistently recommended a system-

wide approach and commitment to come together – as equal partners – across NW London to 

meet the wider health and wellbeing needs of the local population.  This is based on the 

premise that the more we commission together the better potential we have to improve 

experience, access and outcomes for patients. 69% of people surveyed agree that current 
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arrangements do not ensure commissioning is sufficiently strategic and population health 

driven. Local communities have therefore asked that organisations from all sectors commit 

together to a systemic approach rather than commission and provide services through a 

series of unconnected episodes of care. 

2.8 While the approach needs to be co-ordinated across NW London, with standards and 

outcomes set once for everyone, service delivery needs to be driven by the requirements of 

the local population and grassroots communities so that they reflect the diverse needs of 

individuals and communities. 

Improving patient care 

2.9 Over the next five years, the growth in volume and complexity of activity will out-strip funding 

increases. Many services operate in silos and don’t treat people holistically. Duplication, gaps 

and inefficiencies in services mean that patients often have poor experiences and their time 

isn’t always being valued. The focus is on helping people to get well, yet there is not enough 

time spent preventing them from becoming ill in the first place. We need to improve the way 

services have traditionally been delivered. We need to do more and better with less and meet 

increased demand from people living longer with more long-term conditions.  

2.10 Over 30% of patients in acute hospitals do not need to be in hospital beds as they are 

medically fit, and there is clear evidence that the health of frail elderly people is damaged by 

being in hospital. New models of integrated, out of hospital care are essential to both improve 

outcomes for patients and increase the efficiency and effectiveness of the system. 

Benefits for patients from increased collaboration 

2.11 In response to these drivers we need greater integration of services and a shift in the balance 

of where we are supporting people. Commissioners have a critical role in this response, 

coming together to stimulate new models of care; holding providers to account for outcomes; 

holding providers to account for streamlining the delivery of patient care; addressing the gaps 

between service providers and shifting the flow of money between providers.  

2.12 Working together to reduce variation, and deliver more consistent quality standards and a 

better patient experience, will mean patients across NW London can expect the same 

standard of care regardless of where they live.  

2.13 By reducing variation in patient outcomes and levelling up to achieve more consistent 

standards we have the potential to reduce the overall demand on our services. For example, if 

we identify more patients with atrial fibrillation in the community we can work pro-actively to 

reduce the incidence of strokes and thereby reduce the number of patients being admitted to 

hospital in the first place. 

2.14 For complex patients with multiple conditions, and activity in multiple care settings, a more 

joined-up offering can enable more coherent management of the patient pathway regardless 

of where services are provided. If we commission services collaboratively across the eight 

CCGs with a single voice and an overall vision we can provide greater clarity for acute trusts 

and achieve greater influence and leverage, enhancing our ability to manage the relationships 

with large providers.  

Supporting Primary Care Commissioning 
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2.15 A foundation stone in improving care in NW London and delivering the new care models so 

that they have the intended impact is primary care. Our primary care development agenda is 

significant as we support this critical part of the health care system to respond to and rise to 

the challenges it faces. Six of our eight CCGs have taken on delegated primary care 

commissioning but have received insufficient resources from NHS England to be able to 

contract and commission effectively.  Our current arrangements mean that the resources 

needed to concentrate on this agenda get crowded out by other demands. Collaboration on 

those things better done once will reduce duplication and time expended on them, so that 

local resources and leadership can devote more time to primary care development and its 

integration with community provision. 

Sharing capacity and capability 

2.16 By working together more we can make better use of our total available capability and 

capacity. We will have more opportunities to develop the workforce together and utilise skills 

across NW London. We will be better able to attract the high calibre commissioning leadership 

needed to direct investment, manage relationships and influence the large provider 

organisations.  

2.17 Working together we can focus on improving our digital capacity and capability to help 

transform current delivery models. Interviewees agreed that data on quality and performance 

at both NW London and the local level should be shared to help drive up standards and 

patient outcomes. It was also felt to be important that local intelligence on patient experience 

must feed up to the NW London level to ensure any service development meets the needs of 

individual patients or population groups at local level. 

2.18 We need to be able to systematically share and interrogate our available business intelligence 

data so that we can identify and target our patients most in need; this will enable new, 

integrated models of health and social care to be built through shared digital information 

between care settings and a reduced emphasis on traditional face-to-face care delivery. 

Shared data will provide the building blocks for an integrated system. Through collaboration 

we can aim to improve the responsiveness and resilience of the whole system and increase 

our ‘fleetness of foot’ when responding to future challenges including advances in technology 

and delivery systems. 

Enhancing clinical leadership 

2.19 Currently governing body members report that they spend a disproportionate amount of time 

focusing on tasks that do not make best use of their particular skills (e.g. analysis and 

interpretation of data). This reduces the time available for identifying solutions that should be 

directly informed by clinical experience and knowledge of our local patients and their clinical 

needs. 65% of survey respondents thought current commissioning arrangements were not 

making best use of our capacity and capability. 

2.20 The interviews have also highlighted similar frustrations and concerns from clinicians who do 

not feel they are making the most effective use of their time. 

2.21 Going forward, collaborative working should release both clinical time and resources and 

encourage diversity of input into improving services. Greater input of a wider range of clinical 

and patient voices to achieve better quality outcomes will ensure that commissioning 
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recommendations are more robust, and carry significant endorsement, increasing confidence 

in joint commissioning decisions. 

2.22 The number of meetings and governance requirements being repeated eight times is a 

capacity burden that can result in inconsistent decision-making without supporting, consistent 

methodology. More collaborative working will reduce this duplication and increase our ability 

to take agile, responsive and forward-looking decisions. 

2.23 Effective collaboration of this form requires trust between CCGs and stakeholders. It has been 

reflected through the interview and workshop process that relationships across the eight 

organisations will need to be built, to ensure there is the trust and understanding necessary to 

succeed.  

2.24 There are examples to date where collaborative commissioning in NW London has been more 

successful as a result of clinical input and engagement across the eight CCGs. These include 

the mental health and wellbeing initiative ‘Like Minded’ where the eight CCGs have come 

together to commission across a number of workstreams some of which are already being 

implemented. The 24/7 urgent care pathway and single point of access are now embedded, 

whilst the redesign of the adult pathway is taking a longer time, in part due to complex 

finances. The result is that NW London is ahead on mental health compared to London and 

the rest of the country. Communications, engagement and relationship building has worked 

well. What has worked less well is going to eight CCGs for the decisions that need to be 

made, which has been time consuming and uses significant resource. The impact of this 

duplication is that decisions can take a long time to be approved. Joint delegated decision-

making would help reduce duplication and drive the pace of implementation.  

Addressing financial risk  

2.25 A single financial control total for NW London is now in place and NW London will be held to 

account for its shared delivery. The single control total is an aggregate of all individual 

organisational control totals. The performance of NW London as a sector will be managed by 

NHS England on the basis of our collective performance and the ability of our organisations to 

achieve the collective total required. As a result, two things follow. One is that there will be a 

pooling of risk, with organisations sharing the risk from multiple different interactions and 

therefore, a need for all organisations to support cost reductions where required. The second 

consequence is that there needs, as a minimum, to be a greater level of transparency and 

accountability towards each other. Both for achieving the financial control total and also for 

implementing the commonly agreed standards and outcomes that safeguard the longer-term 

sustainability of the local health system. 

2.26 The single control total, the increasing management and assurance by NHS England at STP 

level and the worsening financial position is seen as a major driver for change requiring us to 

plan and manage finances more effectively across the eight CCGs and collectively with our 

providers. 

2.27 There are deficits in most NHS providers, an increasing financial gap across health and large 

cuts in social care funding. Inefficiencies and duplication in the system is driven by 

organisational not patient focus. We need to understand the cost of delivering services and 

change the way we work as commissioners to align incentives, reduce duplication and take 

cost out of the system. 
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 If we ‘do nothing’ there will be a £1.4bn financial gap by 2021 in the health and social care 

system along with potential market failure in some sectors 

 Local authorities face substantial financial challenges with on-going Adult Social Care 

budget reductions between now and 2021. 

 

2.28 Historically there has been a significant financial disparity between the eight NW London 

CCGs, and income inequalities in terms of capitation. Going forward there are a number of 

both short and long term financial issues facing the CCGs. In the short term, the aggregated 

forecast outturn for the commissioners is an in-year deficit of £11.07m; largely driven by 

Harrow who alone have a projected deficit of £20.59m. Historically Central London, West 

London and Hammersmith & Fulham CCGs have been over capitated, leading to end of year 

surpluses, however due to changes to CCG allocation policy from 2016/17 these three 

commissioners will see their allocations remain flat relative to their demographic growth, 

resulting in less cash per head than they have been traditionally used to. By the end of the 

STP period the level of variation between CCG funding positions will have substantially 

reduced, with most CCGs being within 5% of their capitation target. 

2.29 Both the BHH and CWHHE federations have to date operated financial risk sharing 

arrangements in order to maintain system financial balance. Given the scale of financial 

challenges facing the CCGs further risk sharing arrangements are likely to be needed along 

with further measures for cost reductions so the STP footprint can reach financial balance in 

aggregate.  

2.30 It has been agreed that we need to develop unified governance arrangements to drive STP 

delivery. 74% of survey respondents said that present commissioning arrangements were not 

effective enough to drive delivery of the STP, echoed by 67% of survey respondents who did 

not think that present arrangements facilitated strong commissioning of services and effective 

performance management. Interviewees stated the need for greater financial transparency 

across the eight CCGs. Local variation in resources between CCGs can be a barrier to co-

operation. Further collaboration will reinforce the commissioners’ ability to manage the 

financial challenge and the single control total, increase collective buying and negotiating 

power and help to achieve sector balance across NW London - and deliver the STP.  

Continued local decision-making and local delivery 

2.31 Joint working across CCGs does not mean that all decisions will operate at the NW London 

level. There are many aspects of local commissioning (e.g. integrated commissioning with 

local authorities) that will need to continue to operate at a more local level. A single 

collaborative operating model would make clear what decisions will be made once across the 

eight CCGs and what would be made at the local borough level (or combination of 

boroughs).   

2.32 Respondents to the survey and interviews identified it would be beneficial that to ensure 

consistent strategy should be designed at the NW London level, but delivery of that strategy 

should be done at the local level to take account of local circumstances and needs. There was 

also agreement that the benefits of strong clinical leadership and expertise need to be 

maintained at whatever level of commissioning they are required. Respondents also 

highlighted that developing trusted relationships between every stakeholder is essential at all 

levels but it needs to start at the NW London level. 
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2.33 It was also important to respondents to emphasise the sovereignty of individual CCGs and 

recognise that a move to further collaboration should not result in good local service provision 

being lost. Greater collaboration should be seen as an opportunity to learn from each other 

and build on the best practice. 

Recommendation 1: The Governing Body is asked to agree that there is a case for 
changing the commissioning arrangements 

 

3. Proposed services to be commissioned collaboratively across NW London 

3.1 This section of the paper outlines proposals for the decisions we should, in the future, take 

jointly with the other CCGs in NW London. However, for clarity and completeness it also 

covers those services that we should continue to determine locally. 

Rationale 

3.2 As has been shown by the case for change there is a strong rationale for commissioning 

collaboratively across NW London. Reasons include driving more ambitious change across 

providers and having greater leverage to support provider performance, as well as providing 

more scope for productivity improvement and efficiency through a reduction in variation. There 

would be more clarity and simplicity in speaking with one voice and greater ability to achieve 

consistency of standards. Sharing scarce leadership and commissioning skills in management 

teams across larger populations and avoiding duplication of effort and resources would be 

additional benefits. 

3.3 The eight CCGs in NW London have worked together to describe the areas where joint 

working across CCGs will ensure the best outcomes for patients by planning and 

commissioning across the whole system, with acknowledgement that there will be local plans 

for each CCG for specific areas of delivery. The aim will be to commission once where this 

drives efficiency or quality. 

Services 

3.4 Survey respondents were asked to identify the services that they thought should be 

commissioned once across NWL, services which should be commissioned with the local 

authority and those services that would be best commissioned locally by individual CCGs.  

3.5 Over 80% of respondents thought there were specific services that should be commissioned 

once across NW London. Services recommended for joint commissioning cover all acute 

hospital care, including: urgent and emergency care, maternity and newborn services, 

planned hospital care and specialist care (not commissioned by NHS England).  

3.6 There was variation in opinion with regards to how the range of community, mental health, 

children’s and primary care out-of-hours services should be commissioned. These outcomes 

were shared with participants at the recent workshops. At the workshops, there was broad 

agreement with the results of the survey, including alignment on which services should be 

commissioned once and which commissioning decisions would be best taken by individual 

CCG governing bodies There are several services that have a long history of co-

commissioning with local authorities and where a detailed understanding of the local 
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population is required to commission them. This proposal ensures decisions about these 

services will continue to be made locally. 

3.7 In designing the future commissioning arrangements, NW London CCGs need to identify the 

remit of the joint committee and be clear about which decisions we wish to delegate to the 

joint committee. It needs to be clear which committee is in the lead. This doesn’t prohibit 

agreeing different arrangements where circumstances require them. 

3.8 To provide this clarity, a proposed commissioning framework for decision-making has 

been developed and applied to all services to determine which are best commissioned at a 

NW London level and those services best commissioned and delivered locally within each 

borough (see figure 1a). The framework helps to identify when commissioning decisions 

should be: 

 jointly decided by the eight CCGs acting together across NW London  

 decided locally by individual CCG governing bodies or decided with local authorities. 

 

3.9 A similar framework can also be applied to functions that support decision-making to 

determine which functions are best carried out at local level and which functions can be 

delivered at the NW London level (see figure 1b). The decisions taken about the future 

development of services are supported by the act and process of commissioning (generally as 

part of a commissioning cycle). This means that the people who support the decision (i.e. our 

management resources) do not necessarily need to be located at the same ‘level’ that the 

decision is made at. The key criterion is who has authority for decision-making at the 

appropriate level, not how the management team supports that decision. 

3.10 It is important to note that the separation between what is decided collaboratively versus what 

is decided locally is not absolute. Some of the services for which we will agree to make 

collaborative decisions may need to be taken back to the local level from time to time (e.g. 

mental health services that are provided in collaboration with local authority). We should 

therefore remain cognisant of the fact that the framework is dynamic and may need to be 

revised, in line with learning and experience.  
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Figure 1a. Proposed commissioning framework reflecting decision-making for services 

 

Figure 1b. Proposed commissioning framework reflecting delivery levels for functions 
 

 

Recommendation 2: The Governing Body is asked to agree to work collaboratively and 
make joint decisions with the other CCGs in NW London as set out in section 3 of this 
paper 

 

MCP:	a	multispecialty,	community-based,	provider,	which	combines	the	delivery	of	primary	care	and	community-based	health	and	care	services
PACS:	Primary	and	Acute	Care	Systems	(PACS),	joining	up	GP,	hospital,	community	and	mental	health	services.
Notes:	No	changes	are	being	proposed	to	the	current	primary	care	arrangement

Framework	for	decision-making	(services)

Primary	care	services Community-based	services Acute	hospital	servicesMental	health	services Specialist	acute	care

•Severe	and	Long	term	

MH	(including	rehab,	
impatient,	crisis,	
community	teams,	

placement)

•Common	MH	(including	
IAPT	)

•Perinatal

•Children	and	Young	
people

•Older	People's	MH

•NHS	continuing	

healthcare	

•Rehabilitation	services

•Services	for	people	
with	learning	
disabilities

•Other	community	
based	services	

Each	CCG	has	their	

own	Primary	Care	
Commissioning	
committee.	Brent	and	

Hounslow	have	level	
2	delegation.	Level	3	

assumed	at	April	
2018	

•Out-of-hours	primary	

medical	services
•Integrated	urgent	
care	including	NHS	

11

All	acute	services,	

including:

o Urgent	and	
emergency	care

o Maternity	and	
newborn services

o Planned	hospital	
care

o Service	provision	out	

of	NWL

•Specialist	care	not	

commissioned	by	
NHSE

Services	for	

which	
decisions	are	
made	

locally/with	
Local	Authority

Services	for	

which	
decisions	are	
made	once	

across	NWL

•Some	community-

based	services	may	be	
shared	with	clusters	of	
CCG	commissioners	

and	will	benefit	from	
decisions	made	at	

group	level

•Semi-specialist	areas	
could	be	done	
collectively	with	a	
pooled	budget	across	
NWL

Framework	for	delivery	of	functions
Accountable	care	
partnershipsPrimary	care	services Community	services Acute	hospital	servicesMental	health	services Specialist	acute	care

Functions	
delivered	

locally

Identifying	needs

Local	intelligence	gathering

Reviewing	service	provision

Implementation	of	NWL	strategy	(STP)

Evaluation:	Seeking	public	and	patient	views

ACP	development

Functions	
delivered	

jointly	to	
support	joint-
decision	
making

Deciding	priorities

Setting	standards	and	outcomes

Contracting	(reviewing	service	provision	including	local/CCG	influences	
on	contracting)

Provider	development

Monitoring:	Managing	quality	&	performance

Setting	resource	
allocation

Establishing	capitation

Contracting:	AC	provider

Operating	payment	
system

Maintain	accountability

Identifying	needs

Contracting

Provider	development

Outcome	measures

Implementation	of	NWL	strategy	(STP)

Reviewing	service	provision
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Accountable care 

3.11 We recognise that accountable care partnerships (ACPs) will emerge in the future in NW 

London and there will be a need to build commissioning arrangements that will respond to the 

needs ACPs will place on the health and care system. For now, this need is reflected in the 

functions we perform, i.e. ACP development. In future, our arrangements will need to evolve 

so that we can commission the partnerships.  

4. Proposals for joint decision-making across the NW London CCGs  

4.1 To support the new commissioning arrangements, and to facilitate a more collaborative 

commissioning approach across NW London, the eight CCGs will need a mechanism for 

collective decision-making and be collectively responsible for implementing them. It is 

recommended that a mechanism for joint decision-making be established.  

4.2 89% of survey respondents agreed that joint decision-making is the way forward to deliver 

collaborative commissioning and 93% of respondents agreed that effective joint 

commissioning requires significant changes to how organisations are currently working 

together. 

Statutory form of the proposed committee 

4.3 It is proposed that the mechanism for joint decision-making should be a joint committee. This 

committee will be a sub-committee of each of the CCG governing bodies, albeit one they 

operate jointly. Given the scale of the challenges outlined in the case for change it is proposed 

that a joint committee should be the structure we put in place to aid collaborative decision-

making. When appropriate, this joint committee would meet in public. 

4.4 The NHS Act 2006, was amended to allow CCGs to form joint committees. This means that 

two or more CCGs exercising commissioning functions jointly may form a joint committee and 

delegate functions to it. Joint committees are a statutory mechanism which gives CCGs an 

additional option for undertaking collective strategic decision-making. The joint committee can 

be set up with its own rules about membership and voting, and decisions made are binding on 

all members of the committee.  

4.5 Joint committees are much more flexible and a less bureaucratic approach than a committee 

in common. They support implementation as decisions are made collectively and members of 

the group are jointly responsible for implementing them. Committees in common are 

particularly unwieldy as they are essentially eight governing bodies sitting together as 

opposed to being true joint decision-making forums. As such decisions need to be unanimous 

to be binding on members.  

4.6 It should be noted that individual CCGs will remain accountable for meeting their statutory 

duties whatever statutory form is chosen. 

4.7 The proposed joint committee would be accountable to the eight CCG governing bodies. As 

with other sub-committees of the CCG Governing Body, the Governing Body will want 

assurance that the proposed joint committee governance is operating effectively. The CCG 

governing bodies will continue to have oversight of performance and be assured that the joint 

committee is making progress on the matters delegated to it and that the CCG statutory duties 

are being satisfactorily discharged. An assurance process will be designed as part of the next 

steps. 
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Constitutional change  

4.8 For a governing body to be able to establish a joint committee, the relevant paragraph of the 

CCG constitution should state that: ‘the Governing Body of the CCG may establish or 

disestablish committees of the Governing Body with delegated functions as it deems fit, 

including, amongst other things, joint committees with other CCGs. The Governing Body will 

also be responsible for agreeing the terms of reference of such committees’. This is not 

currently in the NW London CCGs’ constitutions, and so we will need to discuss a proposed 

change with our membership and ask for their support.  

4.9 CCGs across NW London are already revising their constitutions in line with national best 

practice and in order to reflect new guidance and ensure governance and decision-making 

frameworks (enshrined in the Constitution) are fit for purpose. We should integrate the 

proposal to establish a joint committee into this process so that we only have one engagement 

process. The timing of this review of the CCG constitutions is proposed to be 24 November to 

4 December. 

4.10 If the amendment is agreed, the Governing Body of the CCG will need to take the following 

steps:  

 Agree to the establishment of the Joint Committee;  

 Delegate the agreed functions to the Joint Committee;  

 Ideally, record in its scheme of reservation and delegation details of the delegation of the 

agreed functions to the Joint Committee.  

Recommendation 3: The Governing Body is asked to agree that the recommended form 
for joint decision-making is a joint committee, accountable to the eight CCGs via the 
governing bodies, and to initiate the process of constitutional change with membership 
to allow the establishment of such a committee 
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Principles for joint decision making 

4.11 Through the workshops we have developed a set of joint decision-making principles to inform 

how we should make decisions. 

 
Principles for joint decision making 

 Decisions are aligned to the vision and strategic direction 

 The co-design of the decision is robust, done once, and informed by stakeholder views  

 Decisions are logical and use the evidence-base as appropriate 

 Decisions are efficient and have the right people around the table with the right skills to 
ensure quality of decision making 

 Decision-making sits within a clear governance framework  

 Decisions are unambiguous and avoid conflict through difference in opinion  

 There is transparency around how each decision has been made  

 There are clear lines of accountability to decision-making and delivery back to each local 
CCG and to the public  

 Decisions are communicated effectively  

 Delegated decisions cannot be undone locally - no factions should be allowed to join-up 
and sway decisions 

 Decisions should be made fairly, with due regard to the impact on resources for each 
CCG within a single control total 

 Decisions will only be valid if they follow the principles set out above. 

 
Operating model  

4.12 CCG chairs, chief officers, clinical leads and governing body lay members assessed options 

for the operation of the proposed joint committee at their workshop on 7 September. 

Chair 

4.13 It was proposed that the joint committee should be established in the first instance with an 

independent chair, with a review at 12 months. 77% of survey respondents agreed that the 

joint committee should have an independent chair.  

4.14 The rationale behind an independent chair is that it would support the development of trusting 

relationships between the eight CCGs as the joint committee begins its operation. An 

independent chair enables others to focus on their own role and responsibilities whilst offering 

independent leadership, support for relationship building and management of a transition.  

4.15 The next step is to develop a job specification, outlining the skills and competencies needed in 

a chair of this committee. The 12-month review would facilitate a discussion about whether the 

role should be changed and, for example, be fulfilled by a CCG Chair. However, if the 

independent chair structure is working effectively the joint committee may decide to keep the 

independent chair in post.  

Membership 

4.16 A discussion was held on membership and who should sit on the joint committee. There has 

been debate on the benefits of a small committee to keep it operating effectively in terms of 

contributions and discussions versus keeping membership wider with greater representation. 

There was agreement that a smaller committee would be ideal. Consensus was reached on 

an initial 17 members who are proposed to sit on the joint committee along with their proposed 
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voting rights (see figure 2 below). However, further discussion is required to finalise the wider 

membership and ensure CCGs are comfortable with the extent of governing body 

membership on the committee. 

Figure 2. Proposed membership of the joint committee  

Role Number of members Voting 

Independent Chair 1 No 

CCG Chair 8 Yes 

Lay members Minimum of 2 Yes 

Other governing body members TBD Yes 

AO 1 Yes 

CFO 1 Yes 

Director of Quality and Nursing 1 Yes 

Independent clinician 1 Yes 

Healthwatch 1 No 

Public Health representative 1 No 

 

4.17 All participants at the workshop thought that at least two lay members should be included. 

However, some participants thought there should be as many as two more governing body 

members per CCG, which would bring the total number of members at the meeting to 31. It is 

suggested that over the next six weeks further discussion is needed to resolve the final 

proposed membership of the joint committee to ensure an appropriate balance between 

engagement and a functional meeting of a size able to operate effectively.  

4.18 It was reflected that part of the desire to have more people on the committee comes from the 

need to develop trust. In order for the joint committee to operate effectively, members will 

need to acknowledge that each organisation will be starting from a different point, both 

financially and culturally. Given that members of the joint committee will be required to hold 

each other to account, they must trust each other to work on their behalf and governing bodies 

need to be confident that they are operating effectively. This will require a formal assurance 

process. However, it also requires investment in organisational development. 

4.19 Wider attendance, beyond the core membership of the committee, was also discussed. It was 

proposed that a Board Secretary would always be in attendance to support the committee. It 

was proposed that other CCG Directors will be asked to attend by the Accountable Officer as 

and when appropriate. 

4.20 It was agreed CCG governing bodies should remain as the point of engagement with local 

authorities. 

Proposed Voting Principles 

4.21 A number of principles for voting as members of the joint committee were considered at the 

workshop. It is proposed that: 

 There should be one vote per voting member with majority voting, but no clinical majority 

needed (a de facto clinical majority will most likely be a consequence of the membership). 

 The proposition is that the vote is expressed as a percentage in the terms of reference of 

the committee. This percentage will be finalised when the membership has been agreed 
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but it is recommended that it is equivalent to all members from six of the eight CCGs 

(including the AO, CFO and Director of Quality and Nursing) needing to vote’ yes’. 

Recommendation 4: The Governing Body is asked to comment on the emerging 
operating model of the proposed joint committee and to agree that it should have an 
independent chair 

  
Implications on the operation of the CCG governing body and subcommittee structure 

4.22 On the basis that the governing bodies of the eight CCGs accept the recommendations for 

moving to establish joint decision-making, there are implications once the joint committee is 

formed for the operation of each CCG governing body and the sub-committee structures that 

currently exist. It is important to ensure that governing body meetings and sub-committees 

remain effective and do not drive duplication of work and resources. Consequently, these 

arrangements need to be reviewed over the next three months. 

4.23 There are a number of specific considerations that we will need to take into account as part of 

this review. Decision-making will be delegated to ensure efficient and impactful decisions are 

made across NW London. However, at the same time, governing bodies (and the public) will 

need to feel appropriately assured on statutory requirements and delegated powers. 

4.24 Any changes to existing committee structures should reduce the current time commitment of 

committee members, remove duplication and support the joint committee in making key 

decisions. Releasing time from meeting attendance will allow management to focus more on 

the act of commissioning. 

Next steps on governance 

4.25 It is proposed that further work is undertaken to finalise the design of the joint committee and 

review the current governing body and sub-committee arrangements to ensure we have an 

effective governance structure, which meets our decision-making design principles. We are 

recommending this work is overseen by a Governance Design Group, chaired by one of the 

two audit committee chairs. 

4.26 The Governance Design Group will work in accordance with the principles for joint decision 

making set out in paragraph set out in paragraph 4.11 and the overarching principles set out 

in paragraph 1.12. 

4.27 Tasks for the Governance Design Group to oversee would include: 

 Finalising the proposals for the operation of the joint committee, including: 

- developing a job description and personal specification for the independent chair and 

independent clinician and outlining the skills and competencies needed 

- finalising wider membership of the joint committee where there is currently varied 

opinion  

- finalising the voting approach 

- specifying how chairs appoint and use deputies 

- specifying quoracy requirements 

- consider the impact of the joint committee on the individual CCGs as part of the next 

steps process, including how to manage any negative or positive impacts on each 

individual CCG (e.g. financial gain/loss) 
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- considering the role of members and the need for delegated authority to make this 

work 

- developing the proposed terms of reference for the committee 

- developing an assurance process for the joint committee so that governing bodies can 

be confident it is operating and reporting back effectively 

 

 A review of governing body and sub-committee arrangements, which will make 

recommendations for changes to complement the joint decision-making and ensure the 

decision-making principles are met, particularly ensuring there is no duplication of 

governance layers 

 A review of statutory duties/obligations of CCGs to identify how governing bodies will 

discharge their duties in this scenario 

 The development of a proposed financial framework for the management of financial 

targets and the delivery of the STP (in this scenario), including response to failure. 

 

4.28 It is proposed that the governance design group has the following membership: 

 Audit Chairs x 2 

 Director of Compliance (or deputy) x 2  

 Clinical leader x1 

 Finance representative x 1 

 Quality representative x 1 

 COO x 1 

 MD x 1 

 

4.29 In addition, there is a need to consider how mitigation should work for areas that are 

disproportionately affected, how conflicts of interest should be resolved and how cabinet 

responsibility would work following on from decision making. 

4.30 The conclusion of this work will be brought to governing bodies in December for their 

consideration.  

Recommendation 5: The Governing Body is asked to acknowledge the implications a 
joint committee will have on the current operating model of the Governing Body and its 
sub-committees and agree to a two-month review, which will produce proposals in line 
with the design and decision-making principles  

 

5. Management arrangements to support joint working 

5.1 To support these proposed governance arrangements, the current senior management 

structures across the CCGs in NW London have been reviewed as part of the process to 

consider more collaborative working. As a result of the seminars and workshops over the last 

few months with NW London CCGs (including Accountable Officers, Chairs and Governing 

Body Lay members) the creation of two new shared NW London executive roles is proposed 

and now requires approval from the governing bodies of the eight CCGs.   
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Appointment of one Accountable Officer (AO) across all eight CCGs 

5.2 Strong leadership both locally and across NW London will be extremely important in delivering 

the strategy and ambitions of the eight CCGs. More collaborative working will allow us to 

harness the opportunities of shared leadership for commissioning at scale with the opportunity 

to recruit and/or retain the highest quality commissioning leadership capability, and support 

the most efficient and effective management of resources.  

5.3 In order to best align with key principles of sovereignty and subsidiarity, partnership, and 

collective responsibility, the preferred option is for a management structure led by a shared 

Accountable Officer. This executive leadership is best placed to both serve the proposed new 

NW London commissioning governance arrangements and lead the other key management 

roles at system and local levels under the new arrangements.  

5.4 89% of survey respondents supported the appointment of a shared CCG Accountable Officer. 

Appointment of one Chief Finance Officer (CFO) across all eight CCGs 

5.5 As CCGs move toward more integrated budgets, risk-sharing arrangements and any future 

aspiration for capitated budgets, there is a need for financial strategy and resource allocation 

to be driven at the system level.  

5.6 In support of this, it is proposed that there should be a shared Chief Finance Officer with 

executive accountability for the financial performance of the NW London CCGs and financial 

strategy.   

5.7 84% of survey respondents supported the appointment of a shared Chief Finance Officer. 

Next steps on the appointment process 

5.8 If these proposals are agreed, current AO post holders will cease to be the statutory AO for 

their group of CCGs when an appointment to the shared AO post is made and the newly 

appointed post holder has commenced in post.   

5.9 A move to a shared CFO role will also impact on the current CFO post holders. The process 

for both the AOs and CFOs will be managed with full compliance and in accordance with NW 

London CCGs Change Management Policy. 

5.10 Next steps include developing job descriptions for the new roles, in collaboration with NHS 

England, which the Chairs and Remuneration Committees will be asked to consider. The 

Remuneration Committees will then consider remuneration for these roles. Following on from 

this, the appointment process will begin, in line with the NW London Change Management 

policy. This will ensure a fair and balanced process, including sufficient levels of engagement 

and consultation with any affected staff. 

5.11 A wider staff communication plan will be developed and agreed with Chairs before circulation. 

Recommendation 6: The Governing Body is asked to agree that there should be a 
shared Accountable Officer and a shared Chief Finance Officer appointed across all 
eight CCGs (with the next steps as outlined in 5.8 – 5.11) 
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Forward programme for developing the rest of the management arrangements 

5.12 Whilst most people surveyed or interviewed supported the appointment of a shared 

accountable officer, people expressed concern that such a role should be made ‘do-able’. 

They stressed that if the current management and governance structure remained the same 

then the number of direct reports and governance meetings would make the role 

unmanageable. The nature of the infrastructure, both at NW London level and locally, 

supporting the accountable officer and the chief finance officer in their roles would be an 

important factor in the success of future collaboration. 

5.13 In addition to shared leadership there will be an ongoing need for local managerial and clinical 

leadership as many services will continue to be commissioned by CCGs either individually or 

with the local authority, and crucial functions of CCGs will continue. There is a continuing 

need for effective local leadership within each CCG to lead commissioning and discharge 

these functions. 

Design principles for wider organisation design 

5.14 Through the workshops we have agreed a set of design principles that outline what the new 

arrangements should aim to achieve. These aim to address the challenges and present 

difficulties identified in the case for change. 

The new NW London collaborative working arrangements should: 

 Address the challenges set out in the case for change 

 Cost the same or less 

 Provide clear accountability and responsibility i.e. clarity of mandate and authority to act  

 Facilitate achievement of a sector control total  

 Set common objectives across NWL which are co-designed and reduce unwarranted 
variation for all patients in NWL 

 Allow us to improve the quality of patient care (ensuring that we treat the patient as a 
whole person and value their time) and deliver a sustainable service  

 Make efficient use of clinical time and expertise 

 Enable us to effectively manage relationships with stakeholders and other organisations 

 Enable local innovation and shared learning 

 Reduce duplication 

 Create efficiency of decision making 

 Enable the shared senior management team and governing bodies to discharge their 
statutory duties effectively and with appropriate assurance  

 Minimise disruption to business as usual 

 Retain organisational memory 

 Improve staff capabilities and skillsets to ensure that workforce productivity and 
efficiency is maximised 

 Create clear and realistic roles employed NWL wide 

 Facilitate cohesion between clinical and managerial leadership 

 Effectively manage the regulators 

 Accelerate the pace of ensuring providers in North West London integrate care around the 
patient 
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Organisational Design and Development Group 

5.15 It is proposed that an organisational design and development group be established as part of 

the next steps to oversee the development of the managerial and leadership infrastructure. 

This group will be responsible for designing core aspects of the collaborative/leadership 

structure, as well as defining a complimentary strategy for organisational development. 

5.16 It will be difficult to change the structure of the organisation without thinking of the 

consequences, opportunities and challenges this presents across teams and across 

organisations. This group should therefore focus on developing an agreed vision and way of 

working amongst the Senior Management Team, to ensure that everyone is signed up to the 

principles and ways of working. 

 

5.17 Any changes arising from the organisational design and development group should be well 

communicated to all stakeholders to minimise unnecessary anxiety amongst staff. A well 

thought out communications and engagement strategy will therefore be a key output of this 

group. 

5.18 It is proposed that membership should mimic the group that was established to oversee the 

integration of the Commissioning Support Unit (CSU). The group would therefore include:  

 Chief Officers x2 

 Chief Financial Officers x2 

 Director of HR x1 

 Clinical leader x1 

 Relevant members of the Senior Management Team. 

 

5.19 Recommendations for the new collaborative/leadership structure will be developed in 

accordance with the organisational design principles (as set out in paragraph 5.14) and the 

overarching principles set out in paragraph 1.12. The key design steps for this work are 

proposed in Figure 3. 

5.20 The conclusion of this work will be brought to governing bodies in December for their 

consideration. 
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Figure 3. Key steps proposed in organisation design  

 

Recommendation 7: The Governing Body is asked to acknowledge the need to design a 
shared management structure in support of the shared Accountable Officer and agree 
to a two-month process, which will produce proposals in line with the design 
principles.  

 

6. Conclusions and next steps 

6.1 A significant amount of engagement and design work has taken place since the Governing 

Body seminars in June and July to bring forward the proposals outlined in this paper.  

6.2 The vast majority of Governing Body members engaged in this process believe there is a case 

for changing the way commissioning is currently operating in NW London. They also think that 

responding to the case for change requires a vehicle for joint decision-making across the eight 

CCGs and a shared management team, operating both locally and collaboratively. However, 

there is wide-spread recognition that these changes are complex and further work is required to 

develop proposals for the future operating model for governance, organisational design and 

organisational development. There is a shared sense that these proposals must meet the 

principles outlined in this paper and respond to the issues highlighted in the case for change. 

For these reasons, the recommendations included in this paper cover both agreements in 

principle to proceed with joint arrangements across the eight CCGs alongside a series of next 

steps for further work. A critical next step will be getting the support of membership to joint 

decision-making.  

6.3 For reference, the seven recommendations contained in this paper are: 

1. The Governing Body is asked to agree that there is a case for changing the commissioning 

arrangements  

2. The Governing Body is asked to agree to work collaboratively and make joint decisions with 

the other CCGs in NW London as set out in section 3 of this paper 

Key	steps	proposed	in	organisation	design

Identify	basic	
requirements

Capture	baseline	
resource

Identify	first	set	of	
options

Develop	preferred	
option(s)

HR	process

1

2

3

4

7

• Mandated	activity	and	processes
• Budget	constraints
• Activities/functions	that	will	increase/decrease

• Capture	resources	and	headcount	by	function	and	level	today	including	permanent,	
temporary	and	vacant	posts	and	create	a	database	to	support	analysis

• Generate	an	initial	set	of	option	ideas	based	on	organising by	e.g.,	function,	process, service	type,	
patient	oriented	(chronic,	urgent,	planned),	geography

• Assess	against	design	principles
• Select	preferred	option(s)	for	further	work

• Map	resourcing	to	preferred	option,	carrying	over	headcount,	costs	and	levels
• Consider	ability	to	deliver	the	option(s)	based	on	talent	
• Consider	implications	for	key	activities	and	processes
• Consider	level	of	disruption

• Establish	HR	process	requirements
• Set	out	forward	plan
• Establish	integration	team

Job	profiles
6 • Develop	job	profiles	and	descriptions

• Establish	remuneration

Refine	preferred	
option(s)

5 • Identify	top	talent	in	top	3	levels
• Consider	how	well	top	tier	talent	could	map	into	structure
• Assess	realism	of	proposed	structure
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3. The Governing Body is asked to agree that the recommended form for joint decision-making 

is a joint committee, accountable to the eight CCGs via the governing bodies, and to initiate 

the process of constitutional change with membership to allow the establishment of such a 

committee 

4. The Governing Body is asked to comment on the emerging operating model of the 

proposed joint committee and to agree that it should have an independent chair 

5. The Governing Body is asked to acknowledge the implications a joint committee will have 

on the current operating model of the Governing Body and its sub-committees and agree to 

a two-month review, which will produce proposals in line with the design and decision-

making principles 

6. The Governing Body is asked to agree that there should be a shared Accountable Officer 

and a shared Chief Finance Officer appointed across all eight CCGs 

7. The Governing Body is asked to acknowledge the need to design a shared management 

structure in support of the shared Accountable Officer and agree to a two-month process, 

which will produce proposals in line with the design principles. 

 
6.4 If these recommendations are agreed, we would move swiftly to establish two design groups; 

the Governance Design Group and the Organisational Design and Development Group. These 

groups will report to the steering group we have already established, chaired by Ethie Kong, 

(Brent CCG, Chair) and Mohini Parmar (Ealing CCG, Chair). A process of broader engagement 

will be designed, as has been the approach to date and the outputs of the work will be 

considered by all eight governing bodies in the Governing Body meetings to be scheduled for 

December 2017.  

6.5 The governance design group will oversee the next steps in respect to the detailed design of 

the future governance arrangements as outlined in 4.24 to 4.29. The main outputs of the next 

phase of this work are: 

 Final proposals for the operation of the joint committee, expressed in a draft terms of 

reference for the proposed committee 

 A review of governing body and sub-committee arrangements  

 A review of statutory duties/obligations of CCGs 

 The development of a proposed financial framework for the management of financial targets 

and the delivery of the STP (in this scenario), including response to failure. 

 

6.6 The organisational design and development group will be responsible for designing core 

aspects of the collaborative/leadership structure as outlined in 5.15 to 5.17. The main outputs of 

the next phase of this work are: 

 A proposal for the rest of the shared organisational structure beyond the AO and CFO  

 A complementary organisational development strategy 

 
6.7 Next steps in respect to the appointments process will be overseen by the eight CCG Chairs, 

supported by the Director of HR. The process will be mindful of the interdependency with the 

establishment of a joint committee, which if agreed by governing bodies is subject to the 

proposed membership vote.  

6.8 A high-level timeline for the next phase of this work is included in Figure 4. 
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Figure 4. High level timeline  
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