D R A FT

Memorandum of
Understanding
D R A FT

November 2020

1

Contents
Contents
Foreword................................................................................................................................................ 4
The centrality of place ......................................................................................................................... 5
Our Local Government Partners in Local places ........................................................................ 6
Introduction and context ...................................................................................................................... 7
Purpose.............................................................................................................................................. 7
Our integrated, system approach to collaboration ...................................................................... 8
How we are moving forward in Cheshire and Merseyside......................................................... 9
Vision & Mission ........................................................................................................................... 9
Overarching aims of our Partnership ........................................................................................ 9
Values and Behaviours ............................................................................................................... 9
Delivering our Objectives .......................................................................................................... 10
Involving the public..................................................................................................................... 11
Voluntary and Community Sector ............................................................................................ 11
Definitions and Interpretation ....................................................................................................... 11
Term ................................................................................................................................................. 11
Partnership Governance ................................................................................................................... 13
Partnership Assembly .................................................................................................................... 13
Partnership Board .......................................................................................................................... 14
Partnership Coordination Group .................................................................................................. 14
Partnership Executive.................................................................................................................... 14
Finance Group ................................................................................................................................ 15
Programme Governance ............................................................................................................... 15
Other governance........................................................................................................................... 16
Clinical Commissioning Groups ............................................................................................... 16
Provider Collaborative ............................................................................................................... 16
Primary Care Network Forum................................................................................................... 17
Integrated Care Partnership Network...................................................................................... 17
Cheshire and Merseyside People Board ................................................................................ 17
Communications and Engagement Strategic Advisory Group ............................................ 18
Local Council Leadership .......................................................................................................... 18
Local Place Based Partnerships .............................................................................................. 18
Mutual Accountability Arrangements............................................................................................... 20
Decision-Making and Resolving Disagreements ....................................................................... 20
2

Collective Decisions ....................................................................................................................... 20
Dispute resolution........................................................................................................................... 21
National and regional support .......................................................................................................... 21
Variations ............................................................................................................................................. 22
Charges and liabilities ....................................................................................................................... 22
Information Sharing............................................................................................................................ 22
Confidential Information ................................................................................................................ 22
Additional Partners ............................................................................................................................. 23
Signatures ........................................................................................................................................... 23
Schedule 1 - Definitions and Interpretation ..................................................................................... 25
Annex A - Parties to the Memorandum ........................................................................................... 28
Annex 1 – Applicability of Memorandum Elements ........................................................................ 30
Annex 2 – Schematic of Governance and Accountability Arrangements .................................. 31
Annex 3 – Signatories to the Memorandum ................................................................................... 32
Annex 4 – Mutual Accountability Arrangements............................................................................ 33
Annex 5 – Partnership Assembly Constituencies ......................................................................... 39
Annex 6 – Partnership Board Membership .................................................................................... 40

3

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

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

GP Federations

•

Primary Care Networks

•

Specialist community service providers

•

Voluntary and community sector organisations and groups

•

Housing associations.

•

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

•

Independent health and care providers including care homes.

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

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

•

System design is built on a Place based approach.

•

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

•

Political engagement, democratic input and legitimacy (stewardship).

•

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

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

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

1

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

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

to achieve a critical mass beyond local population level
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•

to achieve the best outcomes

•

to share best practice and reduce variation; and

•

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

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

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

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

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

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

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

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

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

•

Plan and establish our approach to financial and performance management

•

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

•

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

•

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

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

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

•

Pathology and Imaging improvement and efficiency supporting investment

•

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

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

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

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

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

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

Term
This Memorandum is a dynamic document and is intended to reflect where the
partnership is at the date of adoption. As the system, collaboration and any
11

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

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

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

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

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

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

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

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

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

Partnership Executive
The Partnership Executive executes the strategic plan of the Partnership by
delivering and helping Partners to deliver the vision and mission of the
14

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

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

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

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

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

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

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

Deliver on NHS Constitutional requirements: 52 weeks wait, cancer treatment
requirements and activity targets:
Progress detailed planning – marshalling resource around priorities
Tackle variation through transparent data and peer review
Realise capacity utilisation - equalize and optimise access
Target expert support for outlier organizations and specialties – deployed from
region to ICS
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•

Promote innovation at scale – ICS owned

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

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

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

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

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

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

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

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

Local Place Based Partnerships
Local partnership arrangements for the Places bring together the Councils,
voluntary and community groups, and NHS commissioners and providers in each
Place, including GPs and other primary care providers working together in
Primary Care Networks, to take responsibility for the cost and quality of care for
the whole population.
Each of our Places has developed its own partnership arrangements to deliver
the ambitions set out in its own Place Plan. These ways of working reflect local
priorities and relationships, but all provide a focus on population health
18

management, integration between providers of services around the individual’s
needs, and a focus on care provided in primary and community settings.
We anticipate our local, place based, health and care partnerships will develop
horizontally integrated networks to support seamless care for patients.
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Mutual Accountability Arrangements
A single consistent approach for assurance and accountability 2 between Partners
in Cheshire and Merseyside system wide matters will be applied through the governance structures and processes outlined in pages 12 through 17 above. Our
mutual accountability framework is set out, in full, at Annex 4
Through this Memorandum the Partners agree to take a collaborative approach
to, and collective responsibility for, managing collective performance, resources
and the totality of population health, including tackling inequalities where relevant
to committed Partnership activities or delivery.
Our mutual accountability arrangements will include a focus on delivery of key actions that have been agreed across the Partnership and agreement on areas
where Places wish to access support from the wider Partnership to ensure the effective management of financial and delivery risk.
As part of the development of the Partnership and the collaborative working between the Partners under the terms of this Memorandum, NHS England and NHS
Improvement will look to adopt a new relationship with the Partners (which are
NHS Bodies) in Cheshire and Merseyside by, overtime, enacting streamlined
oversight arrangements

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

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

•

•

2

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

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

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

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

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

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

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

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

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

Annex A – Parties to the Memorandum

Annex 1 – Applicability of Memorandum Elements

Annex 2 – Schematic of Governance and Accountability Arrangements

Annex 3 – Signatories to the Memorandum

Annex 4 – Mutual Accountability Framework

Annex 5 – Partnership Assembly Constituencies

Annex 6 – Partnership Board Membership

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

The headings in this Memorandum will not affect its interpretation.

2.

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

3.

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

4.

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

5.

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

Glossary of terms and acronyms
6.

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

CCG
CEO
Confidential
Information

CQC
GP
HCP
Healthcare
Providers
HEE
Healthwatch

HWB

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

ICS
JCCCG
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STP

Transformation
Fund
Values and
Behaviours

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

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

NHS Commissioners
•
•
•
•
•
•
•
•
•

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

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

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

The Walton Centre NHS FT
Warrington and Halton Hospitals NHS FT
Wirral Community NHS FT
Wirral University Teaching Hospital NHS FT

Other Partners
•
•
•

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

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

Heath Regulator and Oversight Bodies
•

NHS England and NHS Improvement

Other National Bodies
•
•
•

Health Education England
Public Health England
Care Quality Commission

Other Local Bodies
•
•
•
•

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

NHS Providers

Councils

NHSE and
NHSI

Healthwatch

Other partners

Vision, principles,
values and behaviours













Partnership aims













Governance









































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

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

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

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

•

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

3

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

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

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

Monitoring performance against key standards and plans in each place;

•

Ongoing dialogue on delivery and progress;

•

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

•

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

•

Application of regulatory powers or functions.

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

Improvement or recovery plans;

•

More detailed peer-review of specific plans;

•

Commissioning expert external review;

•

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

•

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

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

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

•

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

•

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

•

involving councillors and patient representatives in commissioning decisions.

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

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

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

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

•

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

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

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

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

•

•

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

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

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

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

II.

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

III.

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

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

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

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

4 Local Authority representatives (2x elected members and 2x CEs: covering
Merseyside and Cheshire)

2 NHS Commissioning representatives (1x Clinical Chair, 1x Accountable Officer)

Primary Care (1 representative)

Public Health Directors (1 representative)

Voluntary sector (1 representative)

Lay representatives (2)
Members of the Partnership Executive team 4

4

To be defined but it is not expected formal members from this constituency will form a majority
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