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RECOMMENDATION

City Mayor, with Cabinet, is asked to:

 note the significant benefits to Salford residents of more integrated working 
between the City Council and Salford Clinical Commissioning Group;

 agree in principle that the preferred option of the Council to achieve this is by 
closer working between the two bodies including the development of a 
single integrated health and social care fund for children’s, public health, 
adults and primary care spend between the City Council and CCG;

 agree that detailed financial, legal, governance and decision making 
arrangements, and other technical support plans, should be developed to 
give effect to this decision from 1 April 2019, 

 agree that a final decision will be subject to agreed review points, milestones, 
and regular evaluation of progress against these;

 recommend this approach to the next meeting of Council for their decision as it 
outside the current Budget and Policy Framework; and

 require regular progress reports to Cabinet and to the Overview and Scrutiny 
Committee. 



EXECTIVE SUMMARY

In May 2017, the City Council and CCG agreed to develop options for closer working, 
which would include the potential for shared commissioning decisions and 
arrangements including the integration of commissioning budgets for the totality of 
health and social care in Salford.  In addition to existing joint commissioning of much 
of adult health and social care, the two organisations agreed to explore whether and 
how this could include those services supported through the Council’s public health 
and children’s services budgets and the CCG’s children’s, primary care and residual 
adults services budgets. 

We are not though looking to create an Integrated Care Organisation for Children’s or 
for Public Health, and nothing in this report impacts on the existing remit of the 
current ICO. 

The work to explore potential options has been led for the Council by the Deputy City 
Mayor, and the Lead Member for Children’s and Young People’s Services and  the 
Lead Member for Adult Services, Health and Wellbeing.  CCG leadership has been 
provided by the Chair (Dr Tom Tasker) and by the Medical Director (Dr Jeremy 
Tankel).  A joint Reference Group has provided democratic and clinical leadership 
and oversight for the options as they have developed.

This report outlines the benefits to be gained from more integrated working; the 
financial situation facing both organisations; and the options we have considered.  It 
recommends a single integrated fund for children’s, public health, adults and primary 
care budgets as the preferred option.

BACKGROUND DOCUMENTS: 

Salford Locality Plan, ‘Start Well, Live Well, Age Well: Our Salford’
GM Commissioning Review 

1. BACKGROUND

1.1. The Salford Locality Plan, ‘Start Well, Live Well, Age Well: Our Salford’, sets a 
clear vision and strategy for the health and social care system in Salford.  
The vision laid out in the Locality Plan is “People across Salford will 
experience health on a parallel with the current ‘best’ in Greater Manchester 
(GM), and the gaps between communities will be narrower than they have 
ever been before”.  The Locality Plan also sets out a series of service 
transformations which will change the way care is delivered and the 
relationship between statutory organisations, and between statutory 
organisations and the public.  The Plan sets out how the City Council, 
commissioners and providers in the NHS, the wider public sector, and the 
voluntary, community and social enterprise sector will build on what is 
already in place so that services work better and cost less.

1.2. Our ambition is that people in the city will be able to ‘start well, live well and 
age well’.  By this we mean:



Start well: I will grow up and achieve my potential in life, eduction 
and employment

I have parents / guardians who look after me

I am a healthy and active child

Live Well: I take care of my own health and wellbeing and can 
manage the 

challenges life may throw at me

I am happy in life and feel supported by my family, friends 
and local community

My lifestyle helps stop any long term condition or disability 
getting worse and affecting my life

Age Well: If I need it, I will be able to access high quality care and 
support

I know that when I die, this will happen in the best 
possible circumstances

I am an older person who is looking after my health and 
delaying the need for care

1.3. Set against these ambitions, public services, and particularly the health and 
social care system – nationally and here in Salford – faces an unprecedented 
financial pressure, as well as challenges with regard to quality and 
performance of services and persistently poor population health outcomes.  
More people are calling Salford ‘home’ and more of our residents are living 
longer and often with more complicated health conditions.  This means 
people need more help and support to stay well.  In Salford, we will be 
spending £613m by 2021/22 on the areas included in the proposed 
integrated fund, which will exceed budget provision and create additional 
pressures.  The Locality Plan sets out how to meet these challenges and is a 
plan that is shared by the local authority, health and wider partners, 
commissioners and providers.  The Locality Plan includes a clear statement 
of intent to explore closer working, to standardize clinical and back office 
functions through integrated commissioning.

1.4. At the same time, and as part of the aspirations within the Greater Manchester 
strategic health and social care plan ‘Taking Charge’, there is a stated 
intention to integrate commissioning approaches at both GM and locality 
level.  

“Each locality will start to align the CCG and local authority 
commissioning functions from April 2016 to develop a single 
commissioning plan, pool budgets, integrate governance, decision-
making and commissioning skills.  Across GM we have committed to 



pool £2.7 billion.  This will ensure outcomes that health and wider 
public services aim to achieve, are aligned.”

1.5. In early 2017, the GM Health and Social Care Partnership completed a review 
of commissioning arrangements across GM, and recommendations were 
agreed in July 2017.  The review made recommendations in three areas: 
place, scale and support services.  In relation to place, the review made four 
specific recommendations:

 Local authorities and CCGs to come together to form a single, small 
and strong Single Commissioning Function (SCF) with a breadth of 
responsibilities.

 The SCF to support the locality hospital group – in our case SRFT – to 
strengthen neighbourhood leadership systems, to include both political 
and clinical leadership, personalization of care, asset based community 
development, and resident and community engagement.

 Local authorities and CCGs to deliver a significant pooled budget 
across health, social care and wider public services, enabled by a risk 
sharing agreement. 

 Local authorities and CCGs to adopt an investment led approach to 
commissioning and decommissioning, and support the move away from 
hospital and residential care services to investment in prevention and 
early intervention. 

1.6 The GM review suggests that Salford continues to be one of, if not, the most 
advanced in terms of its joint commissioning arrangements for adult health 
and social care.  It is though also clear that other districts are now rapidly 
catching up. 

1.7 This report focuses on work to develop a Salford response to the third of the 
points at paragraph 1.5 – options to explore development of a significant 
pooled budget between the council and Salford CCG. 

2. CURRENT WORK

2.1. Salford City Council (SCC) and Salford CCG (SCCG) have a long and 
successful history of integrated commissioning for health and social care.

 Pooled budgets have been in place since 2001 for areas such as 
learning difficulties, community equipment, and in 2009 intermediate 
care.  We also have integrated commissioning arrangements in place, 
although without a pooled budget, for services such as mental health. 

 An integrated commissioning team was established in 2010, comprising 
joint commissioning roles across health and social care, to ensure high 
quality, efficiency and effective services for residents.  This team covers 
areas such as mental health, learning difficulties, carers, advocacy, 



social care, etc and works closely with organisation specific teams.  
These arrangements play an important role in enabling good practice to 
be implemented for the benefit of all our residents.

 In 2014 the Older People’s Pooled budget was established – with a 
value of £112m.  This was followed in 2016 by significantly increased 
pooling in the Adults Pool to a value of £240m, extending the scope of 
the pool to include all adults. The Adults Pool now covers a range of 
services and service providers, not all of which are provided by the ICO.  
The Integrated Adult Health and Social Care Commissioning Joint 
Committee (ICJC) was formed to govern this pooled commissioning 
budget, ensuring that decisions were taken jointly by the Council and 
CCG. 

 The 0-25 programme has already begun to explore the opportunities for 
developing shared commissioning, with three test cases now in 
development.  The Emotional Health and Wellbeing work has focused 
on a more integrated approach to Child and Adolescent Mental Health 
Services; the Children with Disabilities work is focused on improved 
resource allocation processes and streamlining assessment panels, 
leading to better outcomes for families and children; and, the work on 
speech, language and communication is looking to develop an 
emphasis on mainstream provision by moving resource into the 
community through schools and education settings. 

2.2. Throughout 2016, SCC and SCCG discussed the potential to further explore 
integration of Public Health and Children’s Services.  In the summer of 2017, 
the City Mayor and the CCG agreed to explore further opportunities to 
increase integrated commissioning arrangements to cover those services 
supported through the Council’s children’s services and public health 
budgets, and the CCG’s children’s, primary care and residual adults services 
budgets, and to include the potential for integrating budgets.   

2.3. This work is being led by the Deputy City Mayor, the Lead Member for 
Children’s and Young People’s Services, and the Lead Member for Adults 
Services, Health and Wellbeing.  Clinical leadership is being provided for the 
CCG by the Chair (Dr Tom Tasker) and by the Medical Director (Dr Jeremy 
Tankel).  A joint Reference Group has been established to provide shared 
leadership across the two organisations. 

2.4. An initial engagement meeting was held with the Trade Unions on Thursday 8 
February.  Trade Union colleagues welcomed this early engagement.  Union 
representatives indicated they were not opposed to exploring options for 
closer working with the CCG, and would welcome ongoing engagement as 
the options were developed in greater detail.  We have undertaken to 
continue to engage with the Unions, and to agree with them a framework for 
that engagement. 

3. VISION AND BENEFITS



3.1. Currently, our commissioning system sits across the City Council and the CCG 
– whilst we have strong partnership working, there is still duplication of effort 
and resources, limiting our flexibility and potential to make the most of the 
scare resources we have for the benefit of people living in the city.  If we are 
to achieve the ambitions set out in the Locality Plan it is important that we 
find a way to strengthen our systems so that we prevent the loss or erosion 
of vital services that our city needs. 

3.2. Bringing our planning, decision making and budget decisions closer together 
will directly affect the experience of our residents – ensuring they are able to 
see the right people, in the right place, with the right skills and experience.  
Current joint working between the council and the CCG has already 
demonstrated the value of working in this way.  On the flip side, we still have 
examples where our two systems are failing to deliver the patient experience 
and outcomes that we have committed to delivering.

3.3. Most importantly, through more integrated decision making we will be able to 
ensure the coordinated and proactive care essential to achieve the 
population health outcomes we have agreed and to meeting the needs of our 
growing and ageing population.  Integrated care is most easily achieved 
when planning, decision making and investment decisions are also unified. 
For example, integrated planning and decision making has driven a single 
approach to the design and delivery of improved mental health provision 
across the city.  Community psychiatric nursing, inpatient provision, 
supported accommodation, intermediate support, and 24/7 home based 
treatment is more effective as a result.  This means more people are being 
supported at home, and carers are now contacted within 72 hours of inpatient 
or home based treatment.  Margaret’s experience illustrates the improved 
care and personal outcomes that result (case study 1 – Appendix 1).

3.4. Similarly, until recently there were five different commissions and contracts for 
five different types of advocacy across health and social care – Independent 
Mental Capacity Advocacy, Independent Mental Health Advocacy, Care Act 
Advocacy, NHS Complaints Advocacy and non-statutory advocacy. These 
have been brought together into one, delivered through a single joint budget, 
meaning patients now keep the same advocate as they progress through 
treatment, meaning consistency of relationships and better experience and 
outcomes for patients. 

3.5. Integrated planning, decision making and budgeting will also protect ever 
scarcer resources – ensuring we can protect front line services for the 
benefits of residents. Our joint approach to investment in adult social care, 
through a pooled budget and single integrated commissioning team, has 
already protected social care services in the city every year.  Without the 
pooled arrangements crucial services would have been lost.  The risk of 
increasing demand for these services is now shared by the City Council and 
CCG, with the CCG accepting 70% of the risk for the continued funding of 
critical services.  These are services that would otherwise have been lost to 
the city. For example, since 2008, we have developed a joint approach to 
supporting carers, which has brought council and CCG investment together 



and this now means we have greater investment in Carers Personalised 
Budgets than seen anywhere else in GM. 

3.6. In contrast, whilst the City Council and CCG have begun to work together on 
the commissioning of services for children there is more to be done to ensure 
the services experienced by children and their parents are seamless.   We 
are looking at ways to strengthen the voice of the parent in decisions for 
children with special educational needs. There remain multiple panels for 
education, care and health.  In recent years a lack of integrated working 
meant changes to the ways special educational needs assessments were 
dealt with resulted in unanticipated pressures on paediatric health services 
and long waiting times for some children to get their plans. The City Council 
and CCG have agreed to trial a new approach in West locality, using a single 
panel with the voice of parents at the centre.  Joint working across agencies 
mean this pilot has been planned together and its impact on the whole 
system, as well as the outcomes for children, can be understood.  The 
experience of Charlie, Lewis and Elsa help to illustrate the improvements that 
are needed (case study 2 – Appendix 1).

3.7. Whilst pooled budgets and joint investment decisions are a necessary 
condition to support better services – it is not in itself sufficient.  If Salford is 
to play a clear strategic role in shaping health and care services in the future, 
then being able to respond to the scale and pace of change, having clarity in 
our relationships with providers, and exerting influence at Greater 
Manchester level, will all be strengthened if we are to act with a single voice.  
For example, we have recently led on the commissioning of joint substance 
misuse service across Salford, Bolton and Trafford, taking the best elements 
of Salfords established lead provider model and applying common standards 
across a number of areas.  Salford is consistently the best performer across 
GM for both opiates and non-opiates treatment.  Our successful treatment 
completion rate is double the national rate. 

3.8. Nearly all patient journeys involve a mixture of elements from voluntary, social, 
primary, community, secondary and specialist care.  The quality, safety and 
outcomes of the patient experience have never been more dependent on 
systems working well together.  The experience of James and his parents 
illustrates this well (case study 3 – Appendix 1). 

3.9. Further integration will enhance the opportunity for both democratic and 
clinical involvement in a wider range of decisions.  Elected members bring a 
strong democratic voice, local passion and perspective. GPs’ time is focused 
on meeting the needs of local people.  Both have strong local insight and 
understanding.  Bringing the two perspectives together, alongside wider 
clinical and professional expertise across the system will provide the 
opportunity to ensure all resource and service decisions benefit from the 
combined perspective. 

3.10. For example, all of the decisions about general practice services in Salford are 
currently made in the Primary Care Commissioning Committee – decisions 
are currently made without elected member input. With significant population 
growth anticipated over the next 20 years, elected member knowledge of 



planning, housing, local communities and education would be critically 
beneficial in helping to shape primary care decision making.  Genuine 
neighbourhood planning, investment and commissioning of services to reflect 
local need across the council, CCG and Salford Primary Care Together could 
be developed.   This contrasts with current practice, where primary care 
services are reactive to developments across the city.   Residents will receive 
a better service. 

3.11. Bringing democratic and clinical decision making closer together, will also 
simplify decision making, reduce bureaucracy and directly benefit residents.  
For example, separate plans for Young Person’s Emotional Health and Well 
Being, and Child and Adolescent Mental Health Transformation, have been 
brought together into a single plan, jointly owned by the City Council and 
CCG.  However without formal integrated governance arrangements any 
variation to the plan must still go through the twin tracks of City Council and 
CCG governance.  In practice this means the plan needs to be presented to 
seven meetings and committees before it is agreed – some of this 
bureaucracy could be reduced through new arrangements. 

3.12. The CCG as a commissioner of primary care have focused on quality and 
safety.  If we were to ask the public what mattered to them they would talk 
about access and patient experience (both measures of quality), and 
engagement.  The CCG has a strong track record in engagement, however 
given the direct links to local communities in wards across the city, elected 
members could positively influence primary care decision-making so that it 
even better reflects the needs of the population both organisations serve.

4. FINANCIAL BASELINE 

4.1. So as to understand the financial opportunities and risks from a more 
expansive integrated commissioning fund, a high level strategic financial plan 
for 2018/19 to 2020/21 has been developed.  This is based on a ‘do nothing’ 
scenario – beginning with what we know now about each organisations’ 
budget decisions, service demand growth assumptions, and funding 
reductions or growth.  No assumptions have been made about future budget 
decisions.  Those decisions remain subject to ratification by respective 
sovereign bodies.  A consistent format has been applied to children’s, public 
health and CCG budgets so as to enable a like for like comparison.

4.2. This ‘do nothing’ strategic financial plan is based on a number of assumptions 
on both funding available and expenditure plans.  These include: the level of 
baseline funding and spend for 2017/18; levels of inflation; volume growth in 
both demand and activity; contributions to organisational funding reductions; 
specific grants; Better Care Fund; council tax levels and any funding growth.  
This plan also assumes that planned reductions in 2018/19 will be delivered 
in full, but makes no assumptions about additional savings in 2018/19.  
Based on this approach the forecasts for Children’s, Public Health, the Adults 
Pooled Budget, Primary Care and other CCG spend, are each attached as 
Appendix 2 (A-D).



4.3. This scenario has been developed to enable a full and shared understanding 
of the level of financial risk currently being carried by both organisations, and 
by the system jointly.  In this context financial risk is the difference between 
predicted funding and predicted expenditure, based on the assumptions we 
have outlined. 

4.4. What this high level strategic baseline assessment shows clearly is that if we 
do nothing then decisions would be needed on how to save £15.6m 
recurrently across the health and social care system in order to deliver a 
balanced financial plan by 2021/22.  If we continue to operate under existing 
governance and decision making arrangements this £15.6m pressure would 
fall approximately £12.8m to the Council, and £2.8m to the CCG. This does 
not include additional savings required in other parts of the City Council as a 
result of budget reductions.  

4.5 Whilst there will inevitably be some adjustment in the exact financial numbers 
due to the assumptions made, these numbers should be seen as broadly 
representative of the scale of the financial challenge facing both the Council 
and CCG. The table below summarises where these pressures would fall, 
and the percentage of savings required from the existing budget of those 
services.

Options 1 and 2: No Change/Minimal Change to Integrated Funds or Governance

CCG Council Total CCG Council Total CCG Council Total CCG Council Total
£000s £000s £000s £000s £000s £000s £000s £000s £000s % Split % Split % Split

Children's 0 78,235 78,235 0 86,505 86,505 0 -8,270 -8,270 0.0% 100.0% 100.0% -10.6%
Public Health 0 20,121 20,121 0 23,471 23,471 0 -3,351 -3,351 0.0% 100.0% 100.0% -16.7%
Adults Pool 180,057 73,771 253,828 167,072 90,745 257,818 -2,830 -1,160 -3,990 70.9% 29.1% 100.0% -1.6%
CCG 245,226 0 245,226 245,226 0 245,226 0 0 0 100.0% 0.0% 100.0% 0.0%
Total 425,283 172,126 597,410 412,299 200,721 613,020 -2,830 -12,780 -15,610

Financial risk sits with each statutory organisation with the exception of adults pooled budget (where overspends split on basis of proportion of funding)

PROJECTED SPEND SHORTFALL
2021/22 2021/22 2021/22

Savings 
required as 
% of Budget

FUNDING

4.6 The creation of an integrated or pooled budget between the council and CCG 
will not negate the need for difficult financial decisions.  A minimum of 
£15.6m savings will still need to be realised simply to manage the pressures 
within the budgets outlined.  However, under a ‘do nothing’ option each 
organisation will be required to make these savings individually, with the 
resulting threat to services.  Under this ‘do nothing’ option, 100% of the 
pressures in Children’s and Public Health would fall to the City Council, 
representing 10.6% and 16.7% of the Children’s and Public Health budgets 
respectively.  In this scenario it would be likely that savings are made in one 
part of the system (such as City Council’s spend) that cause at least some 



additional demand and costs to another part of the system (potentially the 
CCG’s spend).  As such, these may not realise savings to the public sector 
as a whole, instead shunting costs, and would likely create a poorer 
experience for the public.
  

5. OPTIONS CONSIDERED

5.1. In considering how to achieve the benefits outlined and to respond to the 
financial challenges facing both organisations, six options were initially 
considered.  These options ranged from ‘do nothing’ to maximum pooling and 
integration of budgets, planning, and decision making across public health, 
adult services, children’s services and primary care.  Following consideration 
of all options, officers have been asked to develop a detailed proposal of two 
of these. 

5.2. The six options initially considered were :

 Option 1 - No change: existing joint and pooled arrangements would be 
maintained, with some closer working on commissioning support 
services and between commissioners.  There would though be no 
further pooling of budgets or integration of planning and decision 
making. 

 Option 2 - Aligned decision making, but no formal pooling or 
integration of budgets.

 Option 3 - Integrated budgets for each of adults, children and primary 
care with some elements of pooled budgets for each.  Public Health 
would be absorbed into the age specific pooled budget as appropriate.  
This would mean integrated decision making for adults, children, and 
primary care, covering some elements of each area in three limited 
integrated funds¸ with public health absorbed into the age specific 
funds.

 Option 4 - A single integrated fund for all adult, children, public health 
and primary care budgets, with aligned decision making but no 
additional formal pooling of budgets.  This would mean integrated 
decision making for all adult, children, public health and primary care 
through four integrated funds. 

 Option 5 - A single integrated fund as above, with pooled budgets for 
each of adults, children and primary care, with public health absorbed 
into the age specific pool as appropriate.  This would mean integrated 
decision making for all adult, children and primary care through three 
integrated funds with public health absorbed into the age specific 
funds.

 Option 6 – a single integrated fund for all adult, children, public health 
and primary care budgets, with all funds managed within a single 



integrated budget.  This would mean integrated decision making across 
all adult, children, publlic health and primary care budgets in a single 
integrated fund. 

5.3. Each option was considered broadly against a number of criteria – 

 benefits to local people; 
 legal opportunities and risks; 
 finance opportunities and risks; 
 governance and decision making; 
 commissioning options; and 
 opportunities to work differently through support services.   

5.4. At this stage all options were identified as feasible.  However, both lead 
members and GP members of the Reference Group agreed that the greater 
the level of shared decision making and integration of commissioning the 
greater the flexibility and therefore benefits for the people of Salford by using 
our resources to combined effect.  In governance terms, we have considered 
the risks to fulfilling statutory duties, both as organisations and for specific 
roles, and are confident that arrangements could be found to protect these 
duties within each of the options. 

5.5. As a result, and following initial discussion, elected members and GPs asked 
officers to more fully explore three options – options 2, 5 and 6.  Lead 
members further discussed the benefits to the Council of option 2 (aligned 
decision making) and agreed this did not merit further detailed appraisal.  It 
offered no financial benefit to the Council, each organisation would continue 
to operate in isolation and offered no immediate benefit in terms of increased 
democratic accountability, as decisions would remain as they are now.  

5.6. We have therefore given further consideration to the practical benefits and 
operation of option 5 (three integrated funds) and option 6 (a single 
integrated fund).   

Possible decision making framework

5.7. The detailed governance and decision making frameworks that would support 
either option continue to be developed – and will be subject to detailed due 
diligence consideration before any final decision over the next 12 months.  
Once a preferred option is agreed by both SCC and SCCG, detailed 
governance agreements will be drafted, that take account of both joint 
decision making arrangements and the residual decision making by the 
council and CCG as sovereign organisations. 

5.8. Initial thinking on the decision making arrangements under the two final 
options is illustrated below.  We would stress that these are initial illustrations 
only – detailed arrangements are still to be drafted and will be subject to a 
diligence process.



Under option 5 (three integrated funds) joint decisions would be taken in three 
joint committees; accountable to SCC Cabinet and to the CCG Governing 
Body.  Whilst decision making would be relatively simple, it would be 
constrained to the specific areas of focus, limiting the ability to fully integrate 
care and service pathways, particularly at the points of transition between 
adults and children, and between primary care and other services.  

 Under Option 6 (one integrated fund) an overarching group would make 
decisions across the full remit of health and social care, with the ability – 
subject to agreed limits – to move funding between service areas and 
functions.  Decisions about this agreed limit would be returned to each of 
SCC and SCCG for decision making.  Under this option, specific sub-
groups would most likely be created to oversee each of children’s, adults 
and primary care.  This option would provide the maximum flexibility to 
use resources in areas of greatest need.



5.9. In developing the possible decision making arrangements to support both 
these options members have agreed a number of high level principles which 
will frame the governance and decision making regardless of the option or 
structures eventually agreed.

 Whilst still in the early stages, the statutory and / or reserved matters for 
both the Council and CCG that are not able to be included in an 
integrated fund or in joint decision making will be clearly identified, and 
will be specified as part of the final decision making arrangements. 

 Where decisions are taken jointly, elected members and GPs will hold an 
equal number of votes on all decision making groups.  Elected members 
and GPs will hold a majority of the vote in any decision making forum. 

 Any decision making sub-groups will involve both elected member and 
GP decision makers.

 Joint decisions will be taken solely by the City Council and CCG.

 The Council’s existing rules on transparency, including the public 
notification of planned key decisions, and the advanced circulation of 
papers, will also apply to joint decisions. 

 Subject to agreed criteria and financial limits, decisions on virement 
between funds (e.g. Adults to Children) will require the agreement by 
both sovereign organisations separately. 

5.10. These principles will apply regardless of the preferred option agreed by SCC 
Cabinet and the CCG Governing Body.  More detailed governance and 
decision making arrangements will be drawn up for agreement by both 
organisations on the basis of the preferred option.  A legal due diligence 
check will also be undertaken before final arrangements are brought forward 
for agreement. 

6. FINANCIAL OPPORTUNITIES AND RISKS

6.1. So as to understand the financial benefits and risks of the two options lead 
members and GPs have asked to be more fully developed, the strategic 
financial baseline outlined in section 4 has been re-presented in line with the 
governance and decision making arrangements outlined for both options.

6.2. It is important to note that under both options the financial challenge across 
health and social care will remain the same – i.e. the two organisations will 
still need to make savings of £15.6m by 2020/21 to achieve a balanced 
budget.  Difficult decisions will continue to be needed.  However, there are 
important differences under the two preferred options:

 the level of financial risk on each organisation if savings are not realised;



 responsibility for decision making; and

 the level of challenge each service area will face and as a result the 
ability to deliver the necessary savings. 

6.3. A number of assumptions have been made to underpin the financial modelling 
for each of the two considered options.  Specifically:

 Children’s: or CCG budgets, those areas that are entirely Children’s or 
are easily extracted from contracts (e.g. community paediatrics) are 
included.  Also included are: paediatric outpatient activity from hospital 
contracts; CAMHS outpatients; and maternity services.  For SCC 
budgets, Public Health funding for 0-25 health visiting; school nursing; 
and family nurse partnership service has also been included within the 
scope of a potential children’s pool.  

 Some public health budgets currently contribute to wider public services.  
They have been excluded from the scope of this exercise.

 Running and staff costs – for both commissioning teams and corporate 
functions in both organisations - have been excluded from this modelling 
exercise.

 CCG contingency reserves and council reserves have been excluded 
from this exercise.

 The modelling assumes that agreed savings plans for 2018/19 are 
achieved and delivered in full.  If savings are not delivered then the level 
of financial risk will increase from £15.6m to £19m by 2020/21.

 Modelling does not include the risk of overspend against existing plans in 
2018/19.

 The model assumes a level of growth in both hospital and children’s 
services.  If we do nothing, then spend will continue to increase.  The 
reverse is also true, if we manage to contain demand and activity growth, 
then we should be able to contain expenditure.  

 Some estimates have been made for future funding reductions – 
however decisions regarding the totality of organisational contributions to 
the integrated funds would continue to be for sovereign organisations 
and so could change, particularly should the context within which we are 
operating change.

 It is assumed that the principles of the current adult pooled budget risk 
share arrangements would continue i.e. risk would be managed by the 
pool in year, or if carried over across years would fall to both 
organisations according to budget contribution.  The existing adults’ pool 
risk agreement is 70% CCG and 30% SCC.  For a potential children’s 
pool it would be 70% SCC and 30% CCG.  The details of the future risk 



share arrangements would be agreed by SCC and SCCG during 2018/19 
to take into account the wider integrated funds approach.

6.4. In line with the assumptions set out in sections 6.2 and 6.3 the level of 
financial risk for both option 5 (three integrated funds) and option 6 (a single 
integrated fund) is shown below.  The total level of required saving remains 
the same under both – the level of risk that falls to each service area (adults, 
children, primary care) and each organisation (SCC and SCCG) does though 
vary significantly.  Specifically:

 Under option 5:  the financial risk would fall differently across each of the 
integrated funds.  72.5% of the risk on children’s spend will fall to the City 
Council (this is currently the area of greatest pressure).  The saving 
required over 5 years, would represent 8.4% of the combined children’s 
budgets.  

76.9% of the risk on the adult’s pool would fall to the CCG – and savings 
would represent 1.6% of the combined adults budgets.

100% of the risk on primary care would fall to the CCG, there are currently 
no predicted savings required in this area.

 Under option 6:  71.2% of the risk across all funds would fall to the CCG.  
Savings would represent 2.6% of the overall integrated funds.  Option 6 
clearly provides the maximum flexibility for the system as a whole to 
realise the necessary savings. 



Option 5: 3 Separate integrated Funds and Governance

CCG Council Total CCG Council Total CCG Council Total CCG Council Total
£000s £000s £000s £000s £000s £000s £000s £000s £000s % Split % Split % Split

Children's Pool 31,231 82,275 113,506 123,011 -2,615 -6,890 -9,505 27.5% 72.5% 100.0% -8.4%
Adults Pool 299,216 89,851 389,067 395,173 -4,695 -1,410 -6,105 76.9% 23.1% 100.0% -1.6%
Primary Care Pool 94,846 0 94,846 94,846 0 0 0 100.0% 0.0% 100.0% 0.0%
Total 425,294 172,126 597,420 613,030 -7,311 -8,300 -15,610

If operate 3 integrated funds/pooled budgets, then apply financial risk share to each pooled budget separately (based on funding contribution)

Option 6: A Single Integrated Fund

CCG Council Total CCG Council Total CCG Council Total CCG Council Total
£000s £000s £000s £000s £000s £000s £000s £000s £000s % Split % Split % Split

Total: Single Pool 425,294 172,127 597,420 613,031 -11,113 -4,498 -15,610 71.2% 28.8% 100.0% -2.6%

If operate a single integrated fund, then financial risk is split based on proportion of funding contribution made by each organisation

Savings 
required as 
% of Budget

Savings 
required as 
% of Budget

FUNDING
2021/22

PROJECTED SPEND SHORTFALL
2021/222021/22

FUNDING PROJECTED SPEND SHORTFALL
2021/22 2021/22 2021/22

7. SUPPORT AND ENABLING FUNCTIONS

7.1. Whilst the work so far has focused on developing closer working with the CCG 
on Children’s Services, Public Health, primary care and both residual and 
pooled budget areas of adult services we have also started to explore the 
potential to further develop the sharing of support and enabling functions 
across the two organisations.  Greater integration will allow us to explore how 
our support and enabling services can come together – ensuring the 
optimum use of available resources, and the effective and transparent 
delivery of integrated fund related and organisational business.  This also 
includes exploring options for joint accommodation and estates.  

7.2. A joint integrated commissioning team for adults has been in place since 2010.  
This team covers areas such as mental health, learning difficulties, carers, 
advocacy, social care, etc and works closely with organisation specific 
teams.  Both organisations have already tested the sharing of a lead role for 
performance and planning on an interim basis, facilitating a cost saving, and 
leading to skills transfers, and improvements in joint planning and the 
understanding of system performance.  Continuing this approach will 
enhance democratic accountability for health and social care in the city and 
clinical contribution to wider determinants of health.  We will ultimately create 
a single outcomes framework that will assure the public they are receiving 



the best possible services and outcomes from the NHS and local 
government.  Importantly, greater joint working of staff and staff teams will 
ensure best possible use of commissioning and support services across both 
organisations, may provide an opportunity to reduce costs and maximise 
resources to the front line.  

7.3. Options will be developed and discussed with relevant lead members and 
CCG leads before progressing and being presented to SCC Cabinet and 
CCG decision makers. Work is still at an early stage, but it is envisaged that 
proposals will be brought forward for consideration by Lead Member and 
CCG decision makers in summer 2017.

8. NEXT STEPS

8.1. Given the financial information set out, option 6 – a single integrated fund 
between the Council and CCG - is recommended as the preferred option to 
deliver the strongest benefits to residents.  

8.2. A final decision on adopting this option will be subject to the high level 
governance and decision making framework set out in this report. 

8.3. It is recommended this option is agreed in principle, with a view to full 
implementation in April 2019.  A phased approach to detailed decision 
making through 2018/19 and regular progress reports to SCC Cabinet and 
SCCG Governing Body, which will include phased implementation and any 
emerging risks.  This will allow due diligence to be undertaken on proposed 
legal, governance, financial and risk arrangements to be undertaken before 
decisions are finalised. 

FINANCIAL IMPLICATIONS Supplied by:  Joanne Hardman, Chief Finance Officer, 
0161 793 3156

The report sets out the assumptions which support the baseline ‘do nothing’ scenario.  
This includes continuing pressures upon children’s services and a requirement for 
both Public Health and Children’s Services to contribute to council wide savings 
targets in future years.  These are the main drivers in the forecasted shortfall in 
funding for future service delivery.

The level of risk associated with each scenario is set out within the report.  Based 
upon current forecasts of expenditure and funding, the Council is carrying more risk 
under the ‘do nothing’ scenario. Option 6, based on current expenditure and funding 
forecasts, provides the greatest opportunity to mitigate the Council’s risk.  Further 
development of option 6 should include consideration of issues such as:-

 Budget setting for the integrated funds 
 Flexibility to vary contributions into the fund to meet future savings 

requirements
 Budget monitoring arrangements



 Any restrictions on virement of funds across service areas
 Analysis of any restrictions on spending decisions across the fund
 VAT implications

PROCUREMENT IMPLICATIONS Supplied by: N/A

HR IMPLICATIONS Supplied by: Sam Betts, Assistant Director, HR & OD, 0161 607 
8602

There are no direct workforce implications at this point.  However, through the Joint 
Secretaries, the trade unions have requested early and ongoing engagement in 
advance of any formal decisions being made which is being facilitated.  Closer 
working and integration across the two organisations, and in particular the work to 
develop our approach to sharing support and enabling functions will be underpinned 
by an organisational and workforce development plan including communications, 
employee engagement and future skills development.

LEGAL IMPLICATIONS Supplied by:  Jacqui Dennis, Interim City Solicitor for 
Manchester & Head Shared Legal Service, 0161 234 3053 and Miranda Carruthers-
Watt , City Solicitor, Salford

The Council currently has arrangements in place pursuant s75 of the National Health 
Service Act 2006 allowing pooling arrangements for adults and public health 
commissioning. There are a number of functions which must be discharged by 
statutory officers in both the Council and the CCG. In addition there are a number of 
complexities regarding effective decision making which need to be considered. The 
shared Legal Service will provide advice and assistance to achieve a positive 
outcome that mitigates risks from the Council’s perspective. Legal support will be 
available to workstreams to ensure that full consideration is given to any additional or 
expansion of current arrangements to ensure that the statutory role of the DCS is 
protected and that the Council would ensure it continues to meet its statutory duties. 
Proposals will be developed jointly which provide clear mechanisms into the 
Council’s Scrutiny functions as well as respecting the areas where statutory 
responsibility lies with the CCG. There are limited examples of this work in other 
authorities and it will be necessary to work alongside national bodies and GM to 
ensure that any legislative anomalies are recognised. 

A detailed assessment will be completed to ensure that any potential constitutional 
changes are identified and clear processes for decision making which fully reflect the 
need for democratic engagement.

The Shared Legal Service will liaise with the City Solicitor in order to identify the 
relevant legal resources that will be required to support the project.
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Appendix 1 – Case Studies

Case Study 1 – mental health

‘Margaret’ is a 44 year old mother of two with a severe and enduring mental illness and 
is under the Care Programme Approach (CPA). Previously referred to Community 
Engagement Recovery Team (CERT) in May 2016 - due to the high volume of referrals 
at that time Margaret would have been placed onto a long waiting list, so did not 
access support from the team from this initial referral.  Following the merger of the 
CERT service into the Commuity Mental Health Teams (CMHTs), Margaret was re-
referred to CERT and contact was made with the client within the agreed 7 day 
response period (as outlined in the revised service specification) and a goal plan was 
completed during the first aspirational meeting.

Margaret had been attempting to access employment since April 2016 when she had 
been allocated a Community Psychiatric Nurse (CPN). Margaret would apply for jobs 
on a daily basis, yet did not secure any of the roles. CERT Workers have the 
knowledge and links to mainstream community organisations and the dedicated time to 
spend with a client to facilitate interventions.

CERT was able to introduce Margaret to an employment company based within 
Salford. The CERT worker initially attended meetings with Margaret but as time 
progressed she felt confident to go on her own. Given support in writing job 
applications, interview skills and self-confidence. Margaret has since gained a full time 
employment post at McDonalds, and has recently spoken to management to enquire 
about joining their intensive management training programme, which will enable her to 
manage one of their UK restaurants.

Margaret has also commenced some voluntary work to widen her experience and ‘give 
something back’. She has also completed an application for completing her PhD in 
Psychology focusing on Mental Health (she completed a degree in psychology in 
2015).

Margaret now has the means and motivation to complete decoration work on her home 
to allow her to sell her property. The property had been up for sale for over a year and 
recently an offer has been made. Margaret has also now commenced driving lessons, 
which she would have struggled to do on benefits.

Margaret’s self-esteem has improved significantly. The CERT engagement worker has 
supported her to build confidence, self-esteem, motivation and resilience. Margaret has 
demonstrated how being supported to improve outcomes in one key area of her life 
has resulted in improvements in a whole range of areas which will improve the quality 
of life, health and wellbeing of her and her children.



Case Study 2 - Emotional Health 

Charlie is 16.  She and Lewis have a little girl called Elsa, Elsa was born prematurely. 

Charlie (the mum) is a Looked After Child and receives support from the Next Steps service.  
Charlie also receives support from the CAMHS service due to a history of self harm, and 
anxiety and depression. 

In order to support Charlie effectively, a number of services need to wrap around and give 
the family support, this includes the Midwifery service (commissioned by the CCG), the 
Family Nurse Partnership (commissioned by Public Health), the 0-19 health service 
(commissioned by Public Health), the parenting support team (delivered by Children’s 
Services), the peri-natal mental health team (commissioned by the CCG), adult mental health 
services in liaison with the CAMHS service (partly commissioned by SCC and partly by the 
CCG) and the Next Steps service (provided by SCC). 

Currently services take a lead professional role for families, in this instance the Family Nurse 
Partnership would act as the lead professional and would coordinate support for the family, 
reducing duplication, enabling support and facilitating conversations.  However, there are 
current barriers to information sharing, knowledge of partners working with a family and co-
location of staff. An integrated commissioning approach and specification could allow 
services to be defined and strategic commissioning oversight could allow the services to flex 
to meet need more effectively, it could allow commissioners to work in a person centred and 
innovative way.   

The commissioner could ensure resources were made available at the right time for Charlie, 
Lewis and Elsa, dealing with preventative issues as well as responding to needs as they 
arise. 



Case study 3 – Quality, safety and patient experience 

‘James’ is 6 and has behavioural difficulties.  Earlier this year, his parents asked the 
GP to refer James for an assessment about his emotional health and wellbeing.  
James’ school had advised the GP to make a referral via the NHS because they were 
concerned about waiting times for educational psychology. 

In James’ case, the GP made an initial referral to Community Paediatrics (who’d 
previously seen these sorts of cases as an initial assessment) who advised the 
referral be sent to CAMHS.

After informing James’ parents (and sorting out resulting paperwork) a referral was 
made – only for the referral to be rejected as it didn’t meet the threshold for CAMHS.

CAMHS advised the GP to make a referral to The Bridge, which was duly completed.

Salford has a very strong Educational Psychology service, with a strong buy-back 
system from schools. The EP service is a traded model to schools but schools can 
make direct referrals if required

It took three referrals before James’ case was accepted.   This delay impacted on 
James and his parents, on the GP, and in wasted time and resource.   It points to a 
need to explore opportunities to further expand the work to connect educational 
psychology to schools not currently purchasing the excellent emotionally friendly 
schools package, developed by the team, and to joint work with the CCG on 
emotional and mental health.
 





Appendix 2 – financial tables
(See Excel attachment)


