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Glossary of Terms

24/7
2WW
BME
CCG
CVD
GP
HIE
LD
LTC
MHC
MH
MiPHR
MDCT
NAEDI
OSC
PbR
PHR
PMO
QIPP
SDC
SRO
WIC

24 hours per day, 7 days per week
Two-week wait
Black and Minority Ethnic
Clinical Commissioning Group
Cardio-vascular disease
General Practitioner H&WB Health & Wellbeing
Health Inequalities
Learning Disability
Long-term condition
Mayoral Health Commission
Mental Health
More Independent Personal Health Record
Multi-disciplinary Care Teams
National Awareness and Early Diagnosis Initiative
Overview & Scrutiny Committee
Payment by Results
Personal Health Record
Programme Management Office
Quality, Innovation, Productivity and Prevention
Strategic Direction Case
Senior Responsible Officer
Walk-in Centre
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Foreword

NHS Liverpool CCG and partners in the city embarked on Healthy Liverpool in the
summer of 2013 in response to the Mayoral Health Commission which recognised the
need to transform the health of the population and health services in the city.
The Mayor’s Health Commission set out a vision for an Integrated Health and Social
Care System for Liverpool, with prevention and self-care at its core, for which
Liverpool CCG has a mandate to lead and deliver, working in full partnership with all
parts of the health and care system, along with patients and public.
Healthy Liverpool is a an ambitious five year programme to transform Liverpool’s
Health and Social Care system to one that is person-centred, supports people to stay
well and provides the very best in care.
We now have a clearly defined programme to deliver ambitious and measurable
transformation with targets formed by extensive engagement from clinicians,
leaders, patients and the public.
In this Strategic Direction Case sets out how we will deliver the transformational
change required across five settings:






Living Well
Digital Care and Innovation
Community Care
Urgent Care
Hospital Services

The publication of the Healthy Liverpool Strategic Direction Case marks the point
where we are ready to fully mobilise these five programme to deliver the aims and
ambitions of Healthy Liverpool.
Nadim Fazlani
Chair
NHS Liverpool CCG

Katherine Sheerin
Chief Officer
NHS Liverpool CCG
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Healthy Liverpool Model of Care

Like many health economies Liverpool faces significant and increasing system-wide
health and care challenges including; the need to improve clinical standards and
reduce variation, tackling inequalities and improving health outcomes for the
population and ensuring that the city is able to maintain a clinically and financially
viable health and care system which is sustainable for the long term.
The findings of the 2013 Mayoral Health Commission concluded that such is the
extent of the poor health outcomes of the people of Liverpool, and the relentless
pressures on budgets and resources, that only a whole system and comprehensive
approach to transformation of health, and the health and care could successfully
address these challenges. The Commission’s vision was for an Integrated Health and
Social Care System for Liverpool, with prevention and self-care at its core.
NHS Liverpool Clinical Commissioning Group, as the body responsible for the vast
majority of health commissioning within the city, took up the challenge of delivering
the recommendations of the Mayoral Health Commission. Healthy Liverpool will
realise this vision for improved health and wellbeing and a sustainable health and
care system.
3.1 The Vision and Case for Change
The Healthy Liverpool vision
Liverpool will have a health and social care system in Liverpool that is personcentred, supports people to stay well and provides the very best in care.
3.2 Health inequalities and poor outcomes
Liverpool people experience worse health outcomes in comparison with similar
cities as well as significant inequality within the city:
•

•
•
•

The gap in life expectancy between the ward with the highest
(Woolton) and the ward with the lowest (Kirkdale) life expectancy is
10.5 years;
For cancer, people in Kirkdale are 3 times more likely to die of cancer
than in Woolton;
For cardio-vascular disease (CVD), people living in Picton ward are 2.5
times more likely to die of CVD than Mossley Hill; and
For respiratory disease, people living in Princes Park are 6.5 times more
likely to die of this disease than Mossley Hill.
9

3.3 Population and demographic changes
Despite poor health outcomes Liverpool’s population is living longer, with an
expected 9% growth in the numbers of people aged 65+ by 2021 and significant
growth in those aged 70-75 and 85+. As the population ages, there will be more
people living with long term conditions and other age-related health and care needs.
3.4 Variability
There is unacceptable variability in service standards and subsequently in quality
and outcomes. This is the case for primary care, community care and hospital
services. This can manifest itself in a variety of ways, including differing referral
rates for cancer, high admission or conversion rates in hospitals, variances in
hospital length of stay and clinical outcomes. Similarly patient experience and
quality of service delivery across the city can vary significantly. This variability will
be minimised through the adoption of consistent, best-practice clinical standards
and pathways for all settings of care, ensuring services are delivered consistently to
the
highest
standards
in
a
fair,
sustainably
and
equitably.
3.5 Sustainability
Liverpool has an excellent infrastructure of new neighbourhood health facilities
delivering primary and community services, as well as a unique range of hospitals;
with eight NHS trusts serving the city’s population. This infrastructure of physical
assets, organisations and wide range of general and specialist hospital services has
evolved rather than being achieved through design. This has resulted in duplication
of services and a focus upon individual organisational performance and delivery
rather than an integrated whole system approach. Services need to be transformed
and the physical infrastructure needs to be rationalised to ensure that health and
care services in the city remain clinically and financially viable.
3.6 Lifestyle
True transformation of health in Liverpool will be dependent upon supporting people
to take better care for their own health. Obesity, alcohol misuse and smokingrelated ill-health are all significant factors affecting the health of Liverpool people.
The challenges impacting on our local NHS services will be tackled most effectively
by helping people to remain healthy for longer. The focus will be on self-care and
empowering people to get actively involved in decisions about their care enabled by
digital tools and technology.
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3.7 Healthy Liverpool Outcomes
Healthy Liverpool has established clear objectives in relation to health outcome
improvement for people in Liverpool. They are:
•
•
•
•
•

To deliver a 24.2% reduction in avoidable mortality (years of life lost) 1;
An increase from 65% to 71% in the measurement of the quality of life for
people with long term conditions2;
A 15% reduction in avoidable emergency hospital admissions. Equivalent to a
reduction of 1659 emergency admissions by 18/19;
To deliver a patient experience in our hospitals that puts us in the top 10 of
CCG’s nationally; and
To provide a community-based care experience that puts us in the top 5 of
CCG’s nationally
A clear set of measures of success for health and social care intervention have
also been developed:

•

•

•

•
•

Reduction in the number of permanent admissions to residential and nursing
care homes from 767.3 to 612.9 per 100,000 people by the end of 15/16.
Equivalent to a reduction of 87 permanent admissions to care homes.
Increase the % of patients still at home 91 days after discharge to reablement
services from 78.9% to 83% by the end of 15/16. Equivalent to an extra 196
people still at home 91 days after discharge.
Reduction in the number of delayed transfers of care from 2664.5 per 100,000
population to 2602.7 per 100,000 population by the end of 15/16. Equivalent
to a reduction of 214 delayed days in hospital.
Increase in the levels of carer reported quality of life
Increase in recorded prevalence of dementia towards expected from 54.4% to
64.9% by the end of 15/16 equivalent to finding an extra 705 people with
Dementia

In setting levels of ambition for the potential years of life lost and emergency
admissions indicators, detailed evidence review and modelling has been undertaken
to identify the most effective interventions and the level of impact each
intervention can have.

1

‘Potential Years of Life Lost’ (PYLL) is a count of the number of years between the age a person under 75 dies and the age
of 75. These are summed for the population who die in a 12 month period and reported as a rate per 100,000 patients. A
higher rate means more people die younger. Liverpool is going to reduce this value by 24.2% by 18/19.
2

This is a measure of the average EQ-5D score for people responding to the GP survey. EQ-5D asks patients to score themselves 1-5 against
5 questions relating to quality of life, mobility, self-care, usual activity, pain/discomfort, depression/anxiety. A % between 0-100 is attached
to each response combination, 100 being good and 0 being poor quality of life. The % reported is the average score for people responding to
the survey.
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The following tables describe the expected impact of these community
interventions:
Years of life lost: deliver a 24.2% reduction in avoidable mortality
In 2011-2013 there were 3210 deaths under 75 that were considered avoidable
against the national definition e.g. Chronic diseases such as CVD and COPD. The
table below details the expected lives saved by 18/19 if targets were achieved.
Community Intervention
Smoking cessation
Physical activity
Stroke Prevention
Secondary Prevention of CVD
Hypertension
Pulmonary rehabilitation

Expected Lives saved if targets
achieved
44-114
27-159
17
28-42
10-15
48-84

A 15% reduction in avoidable emergency hospital admissions;
In 2013 (baseline) there were 56,618 non-elective admissions, of these 12,055
(21.3%) were deemed avoidable against the national definition. Below is a list of the
schemes within the community strategy and their potential impact on avoidable
admissions. The target is a 15.3% reduction in avoidable admission by 18/19. Please
note that the individual schemes below will double count patients. The net impact is
a reduction of 1659 by 18/19:
Community Intervention
Proactive Care
Pulmonary Rehabilitation
Care Homes
Cardiac Rehab
End of Life
Community Physio for children’s asthma
Heart Failure Prescribing beta blockers
CHD Prescribing of statins
Stop smoking in CHD
AF and Stroke Prescribing
Brief Interventions for alcohol
Physical exercise in CHD

Expected reduction in emergency
admissions by 18/19
489
463
228
244
88
64
27
8
11
35
560
18

A set of lower level outcomes by programme have been derived in order to monitor
improvement towards the higher level aims of the community strategy that are
listed above. These are listed for each programme below. Those with * are
performance managed by NHS England as part of Liverpool 5 year strategic plan; the
Better Care Fund plan; and/or attract an incentive payment as part of our local
quality premium.
12

Health Improvement
Overarching
*A reduction in potential years of life lost by 24.2% by 18/19
Alcohol
A reduction in the under 75 mortality rate for liver disease
A reduction in alcohol related admissions to hospital by 223 admissions in 14/15
and 15/16
Drug dependency
Increase % of people receiving successful drug treatment
Tobacco control
Reduction in under 75 mortality rate from lung cancer
Reduction in smoking prevalence in adults from 25.2% to 20.2% by 2020
Increase in the % of patients quitting smoking
Reduction in CHD admissions by 10 by 18/19
Healthy Weight (including food and physical activity)
Reduction in excess weight in adults
Reduction in % of adults classed as inactive
Increase in % of adults classed as active by 2% per year
Reduction in CHD admissions by 18 by 18/19
Accident prevention
Reduction in hospital admissions for accidents
Health Checks
Increase in the % of patients receiving a health check to 20% of eligible
population invited and of these and increase to 65% receiving a health check
Long Term Conditions
Overarching
*A 15.3% reduction in avoidable emergency hospital admissions. Equivalent to a
reduction of 1659 emergency admissions by 18/19
Self-Care
Increase in the % of patients feeling in control to manage their condition
*Increase in the % of patients reporting an improvement in health related quality
of life from 65.3 to 71.0 by 18/19
An increase in the number of patients accepted onto the pulmonary
rehabilitation programme from 238 to 700 by year 18/19
A decrease in CVD admissions (due to increased cardiac rehab) by 448 by 18/19
An increase in the number of people being offered cardiac rehabilitation from
881 to 1,800 by 18/19
A decrease in COPD admissions (due to increased pulmonary rehab) by 463 by
18/19
Cardio Vascular Disease and Heart Failure
An increase in the number of people with CHD who are on a statin from 85.1% to
88.8%
13

An increase in the number of people with heart failure who are on a beta blocker
from 66.2% to 83.1%
A reduction in the number of people with CHD who smoke by 62
Stroke/TIA
Increase in the % of >65 (excluding AF) who have received a pulse check from
67% to 82.3% and finding an extra 65 AF patients.
Increase the % of patients with AF with CHADS score >1 being prescribed antcoag from 81.7% to 90.9%
An reduction in the number of patients exception reported for AF prescribed anti
-coagulant of 168 (from 671 to 504 - 25%)
An increase in the number of patients with stroke who are prescribed an anticoagulant or antiplatelet from 94.4% to 97.2%
Diabetes
*Increase in the number of people receiving all 8 diabetes care processes from x
to x
Reduction in the proportion of people at risk of impaired vision from diabetes
Reduction in the proportion of people with diabetes becoming blind
Reduction in the proportion of people with diabetes with circulation problems
(peripheral vascular disease)
Reduction in the proportion of people with diabetes undergoing amputations
Reduction in the proportion of people with diabetes experiencing numbness,
tingling or pain (neuropathy)
Reduction in the proportion of people with diabetes with kidney disease
Reduction in the proportion of people with diabetes with kidney failure
Reduction in the proportion of people with diabetes with heart disease
Reduction in the proportion of people with diabetes having a heart attack
Reduction in the proportion of people with diabetes having a Transient Ischaemic
Attack (TIA)
Reduction in the proportion of people with diabetes having a stroke
Reduction in serious episodes of hypoglycaemia
Reduction in serious episodes of ketoacidosis
Reduction in the rate of mortality for diabetes patients under 75
Long Term Conditions – hard to reach/vulnerable
To be confirmed
Healthy Ageing
Dementia
*Increase in recorded prevalence of dementia towards expected from 54.4% to
64.9% by 15/16
Decrease in the % of people with dementia being prescribed anti-psychotic
medication
Reablement
Increase in the % of adults, older people and carers receiving self-directed
support
*Increase the % of patients still at home 91 days after discharge to reablement
services from 78.9% to 83% by 15/16
14

*Reduce the number of delayed transfers of care from 2664.5 per 100,000
population to 2602.7 per 100,000 population by the end of 15/16
Increase in the % of people who were offered rehabilitation following discharge
from acute or community setting
Proportion of patients recovering to their previous levels of mobility/walking
ability at i) 30 and ii) 120 days
Reduction in emergency re-admissions to hospital within 30 days of discharge
Reduction in hip fractures for people aged 65 and over
Reduction in injuries due to falls in people aged 65 and over
Reduction in emergency admissions for hip and vertebral fractures by 25.6% (167)
by 18/19
Maintenance of the number of people receiving an MDT within intermediate care
to avoid further permanent residential admissions
*To provide a community-based care experience that puts us in the top 5 of
CCG’s nationally
End of Life
Increase in the % of people dying in preferred place of death
Reduction in emergency admissions due to less people dying in hospital of 29.3%
(738) by 18/19
Neighbourhood working (Integrated MDT’s)
Increase in the number of people receiving an MDT review from 400 to 1500 per
year from 14/15.
Reduction in the number of emergency admissions for people receiving
integrated care by 30% (1944 admissions) by 18/19
Transformation of nursing and care home commissioning
*Reduction in the number of permanent admissions to residential and nursing
care homes from 767.3 to 612.9 per 100,000 people
A reduction in emergency admissions to hospital for people from care homes by
40% (985 admissions) by 18/19
Geriatric assessment in care homes for 100% of patients within 1 month of
admission
Advanced care plans for 100% of patients within the last 12 months of life
A reduction in the prescription of anti-psychotic medications
A reduction in medication errors in care homes by 10% by 2016
Carers
Increase in the % of adults, older people and carers receiving self-directed
support
Bereaved carers views on the quality of care in the last 3 months of life
*Carer report quality of life
Increase in the proportion of carers who reported that they had as much social
contact they would like
Overall satisfaction of carers with social services
Increase in the proportion of carers who report that they have been included or
consulted in discussions about the person they care for
Increase in the proportion of carers who find it easy to find information about
services
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Cancer
Health Improvement (Cancer Screening)
Reducing the all age all cancer mortality rate from 225.1 deaths per 100,000 in
2009-11 to 160.9 in 2019-21.
Reducing the under 75 mortality rate for cancer from 148.5 deaths per 100,000
in 2009-11 to 110.6 in 2019-21
Increase in % of people receiving bowel cancer screening to 60%
Increase in % of people receiving breast cancer screening 70%
Increase in % of patient receiving cervical cancer screening to 80%
*Seeing less than 90% of patients waiting 62 days from referral from screening
service to first definitive treatment
*Seeing less than 85% of people waiting 62 days from urgent referral to first
definitive treatment
*Seeing less than 93% of people waiting 2 weeks from urgent GP referral to first
outpatient appointment
Increasing the 1 and 5 year survival rates for breast bowel and lung cancer
Reducing smoking prevalence from 25.2% to 20.2% by 2020
Increasing the number of people who stop smoking
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Mental Health
Psychological therapies
*Proportion of adults who have entered psychological therapy treatment from
expected will increase from 8.6% to 15% by Q4 15/16
*Increase recovery following talking therapies from 32% to 50% by the end of 15/16
*The proportion of people that wait 6 weeks or less from referral to entering a
course of IAPT treatment against the number of people who finish a course of
treatment in the reporting period
The proportion of people that wait 18 weeks or less from referral to entering a
course of IAPT treatment against the number of people who finish a course of
treatment in the reporting period
Improvement in the quality of life and wellbeing using standardised tools
To improve total health gain by patients receiving psychology therapies
Street Cars
Increase in the % of mental health assessment under taken
Decrease in % of patients receiving section 136 assessments and detained under
mental health act
Primary Care
*The % of patients aged 40 and over who have schizophrenia bipolar affective
disorder and other psychoses who have a record of Alcohol consumption, BMI,
blood pressure, total cholesterol and blood glucose in the previous 15 months
Delays
*Reduce the number of delayed transfers of care from 2664.5 per 100,000
population to 2602.7 per 100,000 population by 15/16
General
Increase in the proportion of adults in contact with mental health services living
independently, with or without support
Improvement in % of people receiving mental health care programme approach to
95%
*Reduction in the number of patients with AED 4 hour breaches who have attended
with a mental health need and a defined improvement in coding of patients
attending AED
*Improvement in health related quality of life for people with a long term mental
health condition
*Reduction in the number of people with severe mental illness who are smokers
*Increase the number of people with secondary mental health conditions in paid
employment
Patient experience/outcomes
Improve the average score for people finding talking therapies helpful from 6/10
(2013: National Community and Mental Health Survey)
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Children’s and Maternity
A reduction in children’s admissions for Asthma by 28.8% by 16/17
A reduction in unplanned hospitalisation for asthma, diabetes and epilepsy in
under 19s
A reduction in unplanned hospitalisation for lower respiratory tract infection in
under 19s
A reduction in waiting times for children’s community equipment from 6 months to
days
A reduction in waiting times for neurological development services from 14 months
to 18 weeks
90% service satisfaction maintained for child and adolescent mental health services
A reduction in excess weight in children aged 4-5 and a reduction in excess weight
in children’s ages 10-11
An increase in the number of women breast feeding at 6-8 weeks
A reduction in the number of women smoking at time of delivery
An increase in Antenatal Assessment < 13 weeks
Increase the % of children receiving vaccinations to 95%
Where possible these outcomes have been built into contracts for providers. An
example of this is the GP specification. A list of 50+ indicators are published on a
portal for general practice to review and make improvement. The indicators relate
directly to the achievement of the CCG’s overarching health outcomes. Those listed
below attract an incentive payment if thresholds are achieved.
GP Specification
The rate per 1000 AED in hours, self-referred, minor attendances where advice or
prescription was given
% of registered patients for CHD, HF, Stroke, AF, Hypertension, COPD, Diabetes
registers
Average Exception Reporting Percentage against register size on the registers of
CHD, HF, Stroke, AF, Hypertension, COPD and Diabetes
The percentage of patients aged 18 years and over who have had the alcohol
consumption recorded
The percentage of patients aged 18 years and over who are drinking more than
recommended units per week, have their alcohol intake recorded using the AUDITC or AUDIT Tool and received a brief intervention
Full participation and adherence in the gold standards framework for End of Life
The practice to establish a register of Mild Cognitive Impairment and to develop an
annual recall and review system for people identified with MCI; to review patients
with MCI once only at 12 months post diagnosis
Rate per 1000 hospital weighted population for admissions for a selection of ACS
conditions
Rate per 1000 hospital weighted population for GP referred first Outpatient
attendances to certain specialties
18

% of choose and book GP referrals to consultant led clinics out of total GP referrals
to consultant led clinics
Medication indicators relating to safe prescribing for the following
conditions/drugs; lithium, warfarin, dementia, asthma, addisons, type 2 diabetes
Anti-biotic use
3.8 Healthy Liverpool Scope
The changes planned in Liverpool are substantial and require significant
transformation in the way health and social care is organised and delivered for the
population of Liverpool impacting upon our workforce, estate, technology systems
and financial health.
A new model of care will transform the whole health and social care system within
Liverpool leading to improving outcomes for patients and new ways of working for
health and social care professionals. In determining the scope of change required
in Liverpool, five core transformation programmes have been established, these
are:

Living Well: Supporting individuals to become healthier and more active



Digital Care & innovation: Ensuring all our services make best use of developing
technologies



Community Services: Improving capability and capacity in primary care,
community care and social care



Urgent & Emergency Care: Developing robust and effective rapid response
services



Hospital Services: Ensuring our hospital services are the best they can be

We have identified six clinical workstreams where we will focus our attention and
resources to improve and transform services for our local population, delivered
across community, urgent care and hospital settings; ensuring that people in the
greatest need receive the best care and support to improve their health outcomes
and their experience of care. The clinical workstreams are:
 Mental Health
 Healthy Ageing
 Long Term Conditions
 Children’s Services
 Learning Disabilities
 Cancer
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Healthy Liverpool represents a ‘whole system’ approach which is delivered
through these five core programmes and 6 clinical workstreams.
3.9 Healthy Liverpool Design Principles
The Healthy Liverpool model of care has been informed by a core set of design
principles:
•

Person Centred

•

Promoting a proactive approach

•

Eliminating avoidable variation in the quality of care

•

Local care where possible, central when necessary

•

Improving access to services in the community

•

Integrated across health, social care and the voluntary sector

•

Making the best of digital technology

3.10 Person-centred care.
This means that the people of the city will receive the right care at the right
time and in the right place, with the needs and wishes of the person informing
the design of services, with a keen focus on quality and patient experience and,
ultimately, improved health outcomes.
3.11 Local Where Practicable, Central When Necessary
Healthy Liverpool will enable patients to be supported to stay in their own
homes, receiving the majority of care within the home or within community
settings. People will only be admitted to hospital if this is the best place to
receive their care.
The model of care demonstrates a clear overarching direction for the whole
system, sensitive to the specific needs of the individual and communities and
targeting resources to where we can achieve the maximum impact in improving
health outcomes. Healthy Liverpool delivers an integrated model, reaching all
elements of health and social care, but also reflecting the vital role that the
voluntary and community sector and carers play in the health and wellbeing of
individuals and communities.
Its delivery is underpinned by a commitment to joint planning and commissioning
by Liverpool CCG and Liverpool City Council to ensure opportunities are
20

maximized, for integrated delivery and value for money for the Liverpool health
and care pound within the city.
At the heart of our model is a holistic view of support and care for the public of
Liverpool from proactive prevention support, such has increasing the level of
physical activity across the population, through to the delivery of complex,
specialist services. This is founded on shared care planning across professionals
with the patient and carers, ensuring that the principles of early and proactive
support can keep us all more independent, living well for longer in our
communities. To support this we will organise our services to reflect this shift to
proactive care, as shown in Figure 3.
3.12 Settings of care
The implementation of our model will be based on shifting care closer to the
patient’s home. Across Liverpool we have been adopting this approach over
recent years through our ‘Neighbourhood approach’ which we will build on and
strengthen. This approach recognises that to deliver integrated care we need to
work together across professional and organisational boundaries i.e., working
together in clusters of GP practices rather than as 93 individual practices. Our
approach recognises that to address the health needs of the population of
Liverpool we need to understand the health and care needs in an area
(neighbourhood), recognising the differences in levels of health outcomes between
different areas of the city.
There are currently 18 established neighbourhoods across Liverpool, covering on
average, a weighted population of 32,000 each.
Over the past two years
significant work has progressed to align community nursing and social care teams
to this neighbourhood approach, with recent work commenced on community
mental health teams and the creation of multi-disciplinary care teams (MDCTs).
While there is a desire to provide services as close to the patient as possible we
also recognise that some services are most appropriately delivered at a larger
scale. To support this we will organise these community based services around a
wider network of three localities (North Liverpool, Central Liverpool, Matchworks).
This model will then link directly with specialist services at a city wide level as
shown below in Figure 4. This approach allows us to deliver high quality services at
the most appropriate scale to meet our ambition of delivering care close to the
person home while at the same time ensuring that our specialist services are being
delivered at the correct scale to ensure high quality, cost effective services for the
public of Liverpool. Figure 4 shows a system wide view of how the new model of
care will operate across the city and the different services that an individual will
be able to access at home, via their GP Practice, within their locality and then at a
city-wide level.
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Central to our approach is the delivery of high quality care, delivered through the
right professionals which wraps around individuals to ensure our vision of person
centred care is achieved. To achieve this we have therefore designed into the
heart of our model the integrated delivery of a range of co- ordinated care closer
to the patent’s home. This will be delivered at the Neighbourhood level through
multi-professional Multidisciplinary Care Teams (MDCT) to respond proactively and
quickly to patients and their carers’ needs. This approach will design-in proactive,
person-centred, responsive care across the City.
3.13 Key challenges
To plan carefully and ensure the success of the programme, the challenges and
risks must be identified, so they can be planned for, managed and potential
risks mitigated. This will be an iterative process as the programme develops
although the current challenges for Healthy Liverpool include:
 Maintaining and growing external commitment from key partners and
leaders;
 Agreement to programme leadership and governance arrangements;
 Horizon scanning for the required Digital enablement;
 Information Governance agreements to enable Information sharing;
 Early development of workforce capacity and capability;
 Change management capacity and capability, and
 Establishing the detailed models of care across each core
programme and clinical workstream that will support decision
making and implementation.
3.14 The Five Transformational Programmes
The five core programmes have been developed utilising the agreed design
principles with close collaboration with workstream leads to ensure dependencies
have been verified and reflected in the overall proposed model of care. These
will require further iteration as the desired operational elements of these
programmes are further defined.
Living Well
Our vision is that Liverpool will be the most active city in England by 2021;
inspiring and enabling people who live and work in Liverpool to be active every day
for life.
Inactivity directly contributes to over 2,600 deaths per year in Liverpool & costs
£10.8 million a year based on the 5 most prevalent diseases – diabetes, breast
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cancer, colon cancer, coronary heart disease & hypertension. The Five Year
Forward View is clear that the future health of children, the sustainability of the
NHS and the future prosperity of the country depend on a radical upgrade in
prevention. Public Health England has estimated that 424 annual deaths that
could be prevented if every adult in Liverpool participated in 150 minutes of
physical activity per week. Our aim is to get the inactive active; to get the
moderately active more active and to ensure the active remain active. We will do
this through a wide ranging, high investment, sustained programme over the next 5
years. Deliverables include:
•

A sustained, social marketing programme – generating a Liverpool social
movement

•

Mass participation themes – walking, cycling, active travel

•

Improving access to quality indoor and outdoor assets

•

Mass participation in schemes & events – eg. Skyride

•

Back to sport programmes

•

Integration into health services – activity as a treatment

•

Integration into schools & workplaces – tailored programmes & support

•

Establishing champions & volunteers to work with individuals & communities

•

Large scale community grant scheme

•

Harnessing insight and evidence to inform strategies

•

Targeting communities – individuals and geographically

•

Exploiting commercial opportunities

Community Services
The vision for our Community Service Programme is:
Empowering people to manage their own health and care; provide
proactive personalised health and care services, with more care
experienced closer to home
The programme aims to deliver excellent health and social care outcomes,
through services that prevent illness and improve physical and emotional wellbeing for the local community. People will experience co-ordinated and
integrated primary, community health and social care using evidence based
pathways, where care is truly personalised and actively co-ordinated.
The Liverpool Community Model of Care presents for the first time a clear
overarching integrated service model focused on the needs of the whole
population, and sensitive to the needs of individual communities within the city.
It is an integrated model, covering the health and social care requirements, but
also reflecting the vital role that the voluntary sectors and community groups
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play in the wellbeing of individuals and communities, and individuals’ carers.
The three core elements of the transformation for the community model of care
are: Proactive Care and support;
 Reactive Care; and
 Early supportive discharge.
These are underpinned by our core design principles and a fundamental driver
to enable a wider shift of activity out from an acute setting into a community
setting. Our vision is ambitious and all-encompassing as we see an opportunity
for Outpatient appointments to be held closer to where people live and
therefore within a community setting. We also see an opportunity for a greater
range of diagnostic activity to be provided within a community setting, freeing
up much needed space and workforce time in a hospital setting for acute
activity.
The Liverpool Community Model of Care presents a fundamental shift in the way
that services are currently delivered within the city, which results in far too much
reliance on hospital services to address the needs of individuals, care that is most
often reactive and often in an emergency. This results in poorer outcomes and is
compounded by problems of access, due to increased demand and public
expectations. The model of care will focus transformation of the following seven
core elements.








Prevention and wellbeing;
Self-care and empowerment;
Early identification and intervention;
Integration of Mental, Social and Physical Health;
Care delivered closer to home;
Integrated care delivery and care co-ordination; and
Effective care planning.

Through this proposed model of care patients will see an increase in services
made available by increasing seven day service provision. This will support
increasingly seamless transition for patients across care settings, whether home
into community based services or patients who need to transition from hospital
care back to home.
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Digital Care and Innovation
Our vision for Digital Care and Innovation is:
By 2020, we will support better health for people in Liverpool by maximising
the benefits of digital technology and innovation.
We will:
•

Enable people to utilise digital technologies to manage their own care

•

Ensure that information is available to the right people, in the right place, at
the right time

•

Create and deliver an information exchange across health and social care

•

Ensure informatics system wide coherence and strategic leadership

•

Exploit the benefits of existing and future technologies

•

Support a technologically enabled workforce to fully benefit from digital
solutions

•

Fully exploit the data and intelligence available to maximise the effectiveness
of our services

Liverpool is already at the leading edge for the use technology to enable better
and safer patient care. We already share records across the health and care
system, with 5.5 million shared records in 15/16. We have the largest deployment
of telehealth in Europe with 2000 patients using this technology and we are the
national test bed for technology to enable patient access to the electronic person
held record. However, there is a huge amount of further potential in technology as
an enabler that we will unlock over the next five years.
Integrated Health and Social Care Records
Integrated records will enable all Liverpool health and social care practitioners to
view information relevant to the individual they are caring for in any given place
and time in a safe and confidential way. The shared record will save people being
asked for information repeatedly and ensure that their preferences such as
information about resuscitation, mental capacity and end of life wishes are shared
and understood.
Mi Personal Health Record
This will enable individuals to take real control of their health enabling truly
person centred care. It will support data sharing and integration between health
and social care providers, individuals and their circles of care. Liverpool is in a
unique position, working with central government and the Cabinet Office, to
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create a new identity authentication scheme, which links social identities to an
NHS identity so that the right information can be confidently shared.
Assistive technology
This technology enables people to live more independently in a variety of ways.
Assistive technologies range from telehealth and telecare systems, enabling people
to interact proactively with their care professionals to technology used in home to
enable them to use technology supporting their health and wellbeing. The
programme will lead the identification, evaluation and adoption of new
technologies in Liverpool with a real focus on innovation.
Predictive analytics
This project will enable the use of data science techniques at scale across multiple
sources, to proactively risk profile and predict care trends which will enable us to
plan and allocate resources most effectively to produce the best outcomes for the
people of Liverpool. Data has become a key component to many forms of digital
and biological advancements including genomics and personalised medicine.

Hospital Services

Our Vision for hospitals for the city is for a centralised university teaching hospital
campus delivered through centres of clinical & service excellence. Our aim is:





To have the best hospital care system in the country
For all patients to receive the right care in the right place first time
To have a safe health care system that provides a quality service and is
sustainable clinically and financially into the future
To maximise patient outcomes and experience

In determining the shape and content of hospital services across the city into the
future the Hospitals Programme is underpinned by the following principles of care:





Services will be delivered by single teams
Standardisation: services will be of high quality, delivered to best practice
standards and unwarranted variation will be eliminated
Services will be local whenever practicable, central where necessary
Services will be delivered by a workforce that is sustainable, motivated and
champions improved patient care, experience and outcomes

Our vision and the delivery of the centres of academic, clinical and service
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excellence is fundamentally underpinned by a Centralised University Hospital
Teaching Campus. This central city centre campus, on the site of the Royal
Liverpool Hospital provides an axis against which specialised and general adult
services can be built around, including neighbouring District General Hospitals
(DGH) and specialist providers. The centralised campus provides that essential
foundation around which teaching, education, innovation and research can be
anchored with the Universities and other key partners. Specialised and general
adult services will be delivered from multiple centres including the centralised
campus site and neighbouring DGHs, alongside where practicable in city
neighbourhoods.
The centralised campus will provide the ‘core’ of a hospital system in the
Liverpool City Region that is able to ‘compete’ for staff, resources, research and
services at a scale to rival the best in the country, with an emphasis upon
academic, clinical and service excellence. The concept recognises the scale of
benefits that can flow in terms of specialised service delivery; recruitment and
retention; teaching, research and development; and service efficiencies from a
critical mass of services working collaboratively that is at a scale and
concentration not seen before. Our model does not prescribe the future
organisational form for service delivery but rather presents a model in which the
service provider(s) can operate within and which can provide the essential
platform from which the city can respond to the future health needs and system
challenges ahead. Our commitment to ‘Single service – city side delivery’ similarly
does not prescribe the organisational form for services but does direct that the
delivery of services must be structured in a manner that provides referring health
care professionals and the public with a single service pathway, delivered against
agreed standardised best practice under single clinical leadership.
The first phase of hospital service reconfiguration will focus on the following
clinical areas:
•

Delivering 7 days services

•

Improving cancer services; initially Haemato-oncology, Pelvic and Upper GI
& Hpb

•

Women’s health, including maternity, gynaecology and neonates

•

Major trauma

•

Cardiology

•

Stoke
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Urgent and Emergency Care
To maintain the safety of our citizens and provide robust rapid response and
urgent support, our vision for Urgent and Emergency Care is:
To deliver an urgent and emergency care pathway that is
recognisable and clear to patients, the public and health care
professionals that delivers the right care, in the right place at the
right time’.
Liverpool’s Urgent and Emergency Care system is complex and covers all patient
contact points, from first telephone contact or face to face encounter through to
specialist trauma care.
In delivering this vision, our aim is to ensure that people with urgent but not life
threatening needs are provided with highly responsive, effective and personalised
services principally outside of hospital and in or as close to their home as possible.
For those with more serious or life threatening emergency needs our intention is
that they receive the immediate help or assistance they need and are treated in
centres with the very best expertise and facilities, in order to maximise their
chances of survival and a good recovery. Importantly we want to see an urgent and
emergency care system in the city that becomes more than the sum of its parts.
Our current system is confusing and results in too many people accessing hospital
care. A number of key principles will guide service redesign of urgent care in the
city:
 Providing better support for people to self-care
 Helping people with urgent care needs to get the right advice in the right
place, first time
 Providing highly responsive urgent care services outside of hospital so people no
longer choose to queue in A&E
 Ensuring that those people with serious/life threatening needs receive
treatment in centres with the right facilities and expertise to maximise survival
& recovery
 Connecting urgent and emergency care services to the overall system
3.15 Healthy Liverpool Long Term Vision
Healthy Liverpool is a 5 year programme, with the ambitious outcomes and
measures of success set out in this document to be delivered over this relatively
short period of time. However, it is essential that Healthy Liverpool pays due
regard to long term planning considerations and ensures that what is delivered
within the next 5 years complements and supports a longer term direction of travel
for the Liverpool health and care system. These longer term considerations relate
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to future physical estate requirements; medical innovation; workforce changes;
technology; population change; the economic and the commercial environment.
The further the horizon, the greater the degree of uncertainty. However, a review
of longer term challenges and opportunities has been undertaken to ensure that
the transformation achieved by 2020 represents a solid building block to support
future generations.
Insert visual:
3.16 Programme Partners
Healthy Liverpool is a whole-system partnership programme, with leadership from
NHS Liverpool CCG. The programme brings together every NHS provider in the city
alongside Liverpool City Council, working collaboratively as system architects to
support self-care and behaviour change; shape new models of care and, where
necessary, to reconfigure services to improve quality standards and outcomes.
This programme will only succeed if it is able to gain public support and
involvement from the people of Liverpool in a powerful partnership and a shared
desire for a Healthy Liverpool for individuals, families and communities.
3.17 Enablers
There are a number of cross-cutting enabling workstreams which support the
effective delivery of Healthy Liverpool.
Patient and Public Engagement
Over the last few months the programme has been engaging the people of
Liverpool on the Healthy Liverpool vision and the case for change. The insight
gained from this phase of engagement will inform the development of detailed
plans and options for service change.
The Healthy Liverpool Programme has been informed by engagement with our key
stakeholders over the last two years.
The first phase of engagement, from May to November 2013, facilitated the
alignment of health economy-wide views, to define the case for change, to
confirm commitment and to identify the ‘big ideas’ which would deliver the
transformation required. This phase led to system agreement for the Healthy
Liverpool vision and a commitment that partners would ‘Act as One’ to identify the
key components of the future model of care.
The second phase, from December 2013 to October 2014, focused upon planning
and early implementation, which defined the overarching model of care in outline,
along with clear standards and benefits, informed by early clinical and stakeholder
engagement.
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Phase 3 commenced in November 2014 with a focus on engaging wider
stakeholders, including patients and the public. Key engagement outputs included:
 Publication of the Prospectus for Change, launched at a Mayoral Health Summit
on 3rd November 2014;
 A city-wide engagement programme on the vision and case for change;
 Progress through the NHS England reconfiguration assurance process, with the
programme succeeding through stage one; the strategic sense check.
We are committed to meaningful, sustained engagement to inform and co-produce
our plans across all components of Healthy Liverpool.
Some of our proposals for transformation and service change may require formal
public consultation, in line with statutory requirements. The diagram below sets
out the anticipated path towards the first phase of public consultation:

Details of the next stage of the pre-consultation engagement process, which is due
to commence in January 2016, will be provided in a further report to the CCG
Governing Body in November 2015.
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Workforce
The Mayoral Health Commission recommended that a workforce strategy is needed
to deliver a high quality, integrated 24/7 service, and to transform the health
outcomes of the people of Liverpool including the development of new roles;
assisting existing staff to work differently; giving young people access to new
opportunities and to support the recommendations of the Mayor of Liverpool’s
Education Commission.
The workforce agenda is challenging and will require close collaboration between
stakeholders across health and social care to support the development of a
workforce strategy and delivery plan, which the CCG will lead and co-ordinate,
informed by new models of care and opportunities to re-shape the workforce to
ensure long term sustainability. Along with interpreting the workforce
requirements there is a role in influencing the commissioning of the education and
training provision to meet those requirements. We will also support the design of
new roles arising from our models of care to meet future needs. Along with
interpreting the workforce requirements there is a role in influencing the
commissioning of the education and training provision to meet those requirements.
We are committed to developing a strategic workforce plan across the health and social
care system, which is set in the context of national, regional and local policies of
providing more care closer to home and improving health outcomes for the people of
Liverpool. This context is critical in understanding the scale of the workforce
challenge required. A number of questions will need to be addressed including:
 What is the vision for the Liverpool health and social care workforce and the
wider health and social care economy?
 What are the current developments for the health and social care workforce
in Liverpool?
 How can workforce change leaders (Human Resource Directors, Directors of
Nursing, etc.) be freed up to work together on whole system workforce
transformation?
 How can the workforce be developed to optimise the health outcomes of
the local population?
 What are the most important priorities and focus for shared work in high
impact areas?
 How can current individual projects be grouped together or rationalised to
ensure our workforce change leaders use their precious time well?

There are a range of local, regional and national drivers impacting on workforce
planning. The health and social care workforce is dispersed across a range of
providers including: The NHS, Local Authority, Third and Voluntary Sector,
Temporary and Agency and private sector providers.
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Local and Regional Drivers









Whole system redesign plans within Healthy Liverpool
A series of current workforce challenges – sustainability of the workforce in
professional roles, the voluntary sector, carers.
Challenges, including age profile of the workforce, recruitment and
retention, training and education, operational efficiencies, high use of
agency staff, the challenges of 7 day working and digital opportunities
Maintaining and improving the quality of nursing and residential care homes
Ensuring the workforce is able to support service users with assessment and
re-ablement services after leaving hospital and supporting the delivery of
integrated care.
Economic drivers for the City Region

National drivers are encapsulated in the Five Year Forward View, and the NHSE
planning documents relating to the 2015-16 planning round. The focus is on ‘new
models of care’ including multi-specialty providers, primary and secondary care
partnerships, and right-sizing of acute hospitals. All these forms are aimed at
driving greater integration across different elements of health, or health and social
care.
Workforce pressures
There are three 3 significant areas to be addressed within the Healthy Liverpool
Workforce Strategy:
Recruitment and selection - pressures in part are due to:
 7 day services across acute and primary care
 Limited supply of bands 1-4
 Limited supply of experienced AHPs
 Nurse numbers impacted by high turnover rates and availability of nursing
supply
 Workforce demographics- age profile of GPs, Practice Nurses and Mental Health
nurses.
 Reliance on bank and agency staff
 Over supply of Pharmacists
 Shortage occupations including GPs, social workers working in children’s and
family services, specialist neonatal ICU nurses, emergency medical consultants,
community geriatrician consultants, general medicine delivering acute care
services
 Role of voluntary sector and carers in wider workforce
Training & education needs, which include:
 Developing staff with a special interest in elderly care pathways
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Developing integrated working
New roles across the system eg Physician Associates, Paramedics in A&E
Career pathways for apprentices to AHP and nurse roles
Core values of dignity and respect maintained.

Service delivery priorities, which include:
 Focus on reducing admission rates and improving discharge processes
 Multi-agency approach to deliver co-ordinated models of care
 Digital health and associated new ways of working
 Integrating roles across services eg through role rotation.
Understanding the current workforce
Trust workforce plans will inform the Healthy Liverpool workforce plan, which will
be underpinned by:
 Assessment of the current Liverpool health and social care workforce baseline
 Identifying the future Liverpool health and social care workforce including
existing workforce and education commissioning plans
 Identifying the gaps between current provision and resources required for the
future e.g. clinical workforce gaps
 Assessing current workforce resources and capability
 Understanding local current workforce planning processes, effectiveness and to
serve as a benchmark
 Generate list of key stakeholders, analysis and map.
 Finding a clear focus on a limited number of high impact projects which most meet
key priorities and support the Mayor’s Health Commission workforce
recommendation.
 Capturing the information from previous work and lessons learned to understand the
base line measurement and ‘as is’ position.
 Mapping and gapping all current transformational initiatives using the 80-20 principle,
and a stakeholder analysis which together will establish the merits of focusing on
particular areas and identify priority actions.
 Individual project level engagement with staff and patients on workforce redesign
arising out of service improvement plans/new models of care.
 Pilot testing to measure effectiveness and build rapport and trust in the new ways of
working with stakeholders.
One of the key success factors will be effective engagement with a large range of
stakeholders, including the service providers and commissioners, patients, staff
and their representatives. It is important that effective mechanisms exist to
provide opportunities to communicate and engage with key stakeholders. The
approach will be open and transparent with stakeholders’ feedback captured and
used to inform the workforce strategy.
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Estates
NHS England’s Five Year Forward View (5YFV) set out the stark financial challenge
facing the NHS alongside the actions that need to be taken to meet the challenge,
with a clear priority to see more care delivered outside of hospital. Liverpool is
well placed to implement this model of care due to the significant investment that
was made in the development of new primary and community infrastructure, with
the Neighbourhood Health Centres that were built across the city between 2007
and 2013.
As we work to redesign services in line with the Healthy Liverpool vision, the
estate will need to be redesigned to enable more services to move into the
community and provide opportunities for greater integration. Our vision needs to
take account of the suitability and long term sustainability of the NHS estate;
including hospitals, community assets and the wider public estate in the city.
The Healthy Liverpool Estates Strategy will need to set out set out short, medium
and long term plans to support the new model of care. All health and care
partners, along with other public sector partners, must work together to best
configure our estate to support our transformation and service change plans.
An estates workstream with provider and commissioner involvement has been
established. Its role will also be to look at how we can:
 Use the existing estate more effectively;
 Improve estate to enhance positive patient experience;
 Reduce running and holding costs;
 Share property, particularly with social care and the wider public sector;
 Dispose of surplus estate to generate capital receipts for reinvestment and
ensure effective future investment.
The Healthy Liverpool Estates Strategy will incorporate future plans for:
 Primary and community care estate
 Non-clinical estate, such as office/administrative bases
 Engagement with secondary and tertiary care estate, and
 Engagement with wider public sector estate
Our acute, tertiary care and wider public sector partners have their own strategic
estates plans so a starting point for this workstream is to review current plans and
ensure they are aligned to whole system Healthy Liverpool Vision and strategic
intentions.
The NHS owned and occupied estate comprises about 25 million square metres.
Estate is the third largest cost after staffing and medicines. Most of this cost
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ultimately falls to commissioners to fund through service provider contracts. The
Healthy Liverpool Estates Strategy will identify estate cost savings by making
better use of the NHS estate, to reduce running costs and dispose of any surplus
property. We will also work with other public sector bodies, including local
government, to examine opportunities to save estates costs, particularly for nonclinical accommodation. This could be particularly helpful where clinical provision
needs to expand e.g. relocating non-clinical functions off the NHS campus to
release space that could be converted to clinical service use. This links with the
One Public Estate programme which encourages local councils to work with central
government and other public sector organisations to share buildings and re-use or
release surplus property and land.
By the end December 2015, we will publish the first version of our estates
strategy, which will set out our strategic intentions for primary and community
care estate. This will be a live document which over time, as our hospital
programme develops, will set out proposals for a whole system estates strategy.
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Financial Strategy
Introduction
The health and social care financial landscape in and around Liverpool is
significant, complex and can be viewed from many perspectives. To deliver the
Healthy Liverpool programme, a financial strategy will need to be developed which
provides stability and assurance to future planning whilst at the same time
enabling agility to support developing models and initiatives.
Background
From a population viewpoint the people of Liverpool receive services
commissioned by 3 main commissioners:
 Liverpool Clinical Commissioning Group
 NHS England
 Liverpool City Council.
The planned spend on the population of Liverpool in 2015/16 by its main
commissioners can be broken down as follows:

Setting / Description

2015-16

Public Health

£41,436,000

Primary Care

£120,174,000

Secondary care

£749,604,000

CCG Running Costs

£10,429,000

Specialist Commissioning

£147,835,000

Social Care

£180,384,000
£1,249,862,000

However, the main healthcare providers within Liverpool provide significant
services to populations outside of Liverpool. In 2014/15 Liverpool commissioners
secured healthcare services from the city’s 5 main providers to a value of
£421,231,000:

36

Royal Liverpool & Broadgreen University Hospitals Trust
Aintree University Hospitals NHS Foundation Trust
Liverpool Women’s Hospital NHS Foundation Trust
Alder Hey NHS Foundation Trust
Liverpool Community Health NHS Trust
TOTAL *

Total Spend 2014/15
£’000
228,451
78,228
86,690
44,654
49,671
487,694

* Total spend of Liverpool CCG, NHS England Specialised Commissioning and
Liverpool City Council on Liverpool Residents
Yet those same providers provided services to a wider population to the value of
£1,240,231,000:

Royal Liverpool & Broadgreen University Hospitals Trust
Aintree University Hospitals NHS Foundation Trust
Liverpool Women’s Hospital NHS Foundation Trust
Alder Hey NHS Foundation Trust
Liverpool Community Health NHS Trust
TOTAL

Total Income 2014/15
£’000
483,175
314,011
97,266
210,032
135,747
1,240,231*

* Information taken from organisation Annual Report & Accounts 2014/15

These figures show that Liverpool Commissioner’s spend with providers enables
them to carry out further, wider work. This generates a significant and important
contribution to Economy of the Liverpool City Region.

The Challenge
The broad case for change is set out in section 3.1 to 3.7. Whilst the future
demographic impacts will not be as pronounced in Liverpool as elsewhere, its
outcomes and health inequalities challenges are stark and will require significant
resource transfer to address.
The availability of future resources for health from NHS England in the medium
term is reasonably well understood. Health commissioners can expect growth in
resources to be in the region of zero (flat cash) to minimal (1.5% per annum)
although it is possible growth may be outside these parameters. Within social care
the position is firmer and resources can be expected to reduce significantly over
the period.
The Healthy Liverpool programme has undertaken preliminary financial modelling
of the financial position for Liverpool CCG and the main NHS providers in
Liverpool. Using reasonable assumptions of inflation and cost efficiencies the ‘as
is’ baseline identifies a potential shortfall of circa £90m by 2023/24 as growth in
demand for current services is not met by a corresponding growth in resources.
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The full impact
of social care
resource
constraints will
be modelled as the programme develops
But given the size of the anticipated budget reductions it is inevitable that they
will impact significantly on the outcomes of the population of Liverpool.

Supporting Transformation
The Healthy Liverpool programme seeks to support person centred care and to
move care closer to home. Financially, this is being supported by making new
resources available to the programme and through developing innovative funds
flows.
Liverpool CCG has committed to ensuring £73m (10%) of its annual financial
allocation will be used to fund new ways of working by 2017/18. This will partly
be delivered through the use of new resources from growth and efficiencies and
partly through redesign and reconfiguration of services and pathways.

Investments
Since its inception in 2013 Liverpool CCG has delivered
challenging efficiency targets and utilised growth monies to
supporting ambitious transformation programmes.
In
2013/14 and 2014/15 the CCG has invested £51m of new
resources in health improvement programmes and in
2015/16 the plan is to spend £30m. For 2016/17 when
more programmes are expected to be implemented this
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YEAR
2013/14
2014/15
2015/16
2016/17
TOTAL

£’000
25,182
25,840
29,343
44,569
124,934

figure will rise to £45m.
In addition to new investments Healthy Liverpool will drive a structural
realignment of resources to support new and innovative ways of delivering health
care.

Proactive and Person Centred
The amount of NHS funding that is spent per individual in Liverpool differs
significantly. A high percentage of spend is consumed by a small number of
patients. Whilst the 'unwell' population accounts for 19% of the population they
consume 81% of healthcare resources.

A key element of the Healthy Liverpool financial strategy will be to drive value by
understanding in more detail the use of resources at patient cohort or patient
level. This understanding will lead to improved decision making and the
development of innovative financial levers and incentives.

Variance in Annual Cost per Patient
The estimated annual NHS spend per patient for those patients in Liverpool with
the highest risk of an emergency admission is £36,835. The patients with lowest
risk of an emergency admission cost on average £773 per patient annually, which
mostly relates to infrastructure costs rather than service usage.
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Work to examine the trends of cost behaviour on health care costs in Liverpool
indicates that there are significant opportunities to secure better value from
available funds. In addition to the effects of demographic change, austerity and
social care cuts, future work must focus on change of admission behaviours, person
centred care and health prevention in order to release funds for reinvestment to
improve quality and reduce cost in the long term. The table below illustrates the
opportunity:

Highest Risk
Banding

• 308 Individuals
• 2,683 Emergency Admissions
• Total Admissions Cost £9.3m

8.71 Emergency
Admissions per
Individual
8.71

Population in
Risk Banding
60% and above

• 4,145 Inidividuals (1% of total
population)
• 12,254 Emergency Admissions
• Total Admissions Cost £43.7m

Lowest Risk
Banding

• 388,348 Individuals
• 9,162 emergency admissions
• Total Admissions Cost £25.6m

2.96 Emergency
Admissions per
Individual

0.02 Emergency
Admissions per
Individual

Epilogue
The challenge faced is complex and although Finance has a key part to play in
enabling solutions, Finance does not offer all the answers. New resource available
for investment will not be sufficient to address current and future issues faced by
the Liverpool Health Economy. Meaningful change in the delivery of Health Care
across the City is required to ensure sustainable, excellent and safe services for
the Population of Liverpool.
40

Living Well Programme
“Healthy citizens are the greatest asset any country can have.”

Winston S Churchill
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4

Healthy Liverpool Living Well Programme

4.1 The Vision
The vision for Living Well is for
Liverpool to be the Most Active Core City in England by 2021, inspiring and
enabling people who live and work in Liverpool to be active every day for life.
By 2021 the programme aims to have engaged an additional 118,000 people in
undertaking a least 30mins of activity, one day per week (30% of the adult
population). Resulting in, at least 80% of the Liverpool adult population
undertaking this level of activity.
4.2 Aims and Objectives
The Active City Strategy has three key aims:





To get the inactive active including targeted initiatives focusing on specific
groups who often do not engage or would benefit significantly for e.g. those
with long term conditions;
To increase participation levels amongst those who are mildly to moderately
active – those who do some activity but do not meet recommended levels;
To ensure that people presently participating in physical activity at
recommended levels are supported and encouraged to continue to do so.

A number of objectives have been set, to:









Create a large scale social marketing campaign to raise awareness of the
benefits of PAS and the opportunities available locally (Profile)
Increase the number of enablers to activate networks of expertise and activity
across the city (People)
Improve access to quality indoor and outdoor environments to maximise the
potential for PAS (Places)
Achieve mass participation in physical activity schemes, e.g. walking and
cycling plus opportunities to be inspired by major events ie. Skyride, Triathlon,
Netball World Cup 2019 (Participation at Scale)
Integrate PAS into Health Care and School Pathways (Pathways)
Inspire leaders and providers to align their organisation’s policies and priorities
to the PAS Strategy (Partnerships)
Measure the impact of physical activity and sport (Performance)
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4.3 Scope of Living Well
The programme aims to get more people more active more often by making
physical activity easy, fun, affordable and accessible to all in every community.
Increasing physical activity levels through the delivery of a wide range of
innovative initiatives that target and engage inactive and under-active people in
Liverpool of all ages across the life course from early years to older adults. This
will include more targeted activity with vulnerable disadvantaged communities and
groups.
Living Well is central to the delivery of Healthy Liverpool and is built upon two
work streams:
 Prevention: to prevent ill health in the population
 Self-care: to support people with long term health conditions to care for
themselves which will be delivered through the community transformational
programme.
The three areas of prevention that have been prioritised are:
 Physical activity
 Alcohol
 Smoking

These are the key risk factors that contribute to the major causes of early
mortality within Liverpool such as cancer, heart disease, stroke and respiratory
disease.
The priority for Healthy Liverpool over the next two years is to increase physical
activity levels in the inactive and under active population. The implementation of
the Liverpool Active City: Physical Activity and Sport (PAS) Strategy 2014-2021 is
the vehicle for delivery.
In line with the wider PAS Strategy, delivery for the next two years will follow the
7Ps delivery framework: Profile, People, Places, Participation at Scale, Pathways,
Partnerships, Performance.

Increase Physical Activity Levels
Physical inactivity has become an epidemic and is now perceived to be the
greatest threat to our physical and mental health. Only 14% of people in Liverpool
aged 16+ are regularly participating in the recommended 150 minutes of physical
activity per week by participating in sport and active recreation. 49.5% of
residents aged 16+ do not take part in any regular sport or active recreation in a
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typical week.
Physical inactivity directly contributes to over 2600 preventable
health events per year amongst our city’s residents, costing millions of pounds in
treatment. According to Sport England, the cost of physical inactivity to Liverpool
is currently £10.8m per year, based on 5 of the most prevalent non-communicable
diseases ie. Diabetes, Breast Cancer, Colon Cancer, Coronary Heart Disease and
Hypertension.
Over the next two years the programme will:
Year 1: Engage 10,000 people aged 16+ resulting in an additional 5,000 people
aged 16+ in undertaking a least 30mins of activity, one day per week.
Year 2. Engage 30,000 people aged 16+ resulting in an additional 15,000 people
aged 16+ in undertaking a least 30mins of activity, one day per week
4.4 Policy Context
The Active City Strategy was presented to the Liverpool Health and Wellbeing
Board in November 2014 and approved, forming a key strand in the health outcome
improvement plan for the city and an important plank in meeting the health needs
of the people of Liverpool, described within the Liverpool Joint Strategic Needs
Assessment (JSNA). In addition the Strategy takes account of the aims and
ambitions of the following key local plans and strategies:









Liverpool Joint Strategic Needs Assessment
Liverpool Sustainable City Health and Wellbeing Strategy 2014-2019
Mayoral Commission on Health
Liverpool City Council’s Children and Young People’s Plan
Liverpool Active City Strategy 2012-2017: Be Active Be Healthy
Merseyside Strategy for Sport and Physical Activity 2012-2017
Merseyside’s Local Transport Plan (in particular the Active Travel Strategy)
Liverpool City Region Combined Authority Transport Plan for Growth (currently
in development)

4.5 Engagement
The development of the strategy has been a year long journey, driven by the
Active City Strategy Group, consisting of a wide range of partners from all sectors
both locally and nationally, including Liverpool City Council, Liverpool CCG, Sport
England, University of Liverpool, Liverpool John Moores University, Head teachers
Associations, Merseytravel, Arena and Convention Centre Liverpool, Merseyside
Sports Partnership, Greenbank Academy, Nature Connected, LFC Foundation,
Everton in the Community, Liverpool Sports Forum. The programme has been
informed by the joint strategic needs assessment (JSNA) and through ongoing
engagement with these key stakeholders.
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Whilst the programme hopes to reach all sections of the population, an effective
campaign requires more refined targeting. Therefore the engagement and
equality planning and risk assessment process will be developed in line with LCCG
procedures to ensure that that the programme engages widely with the community
especially vulnerable groups. This will be supported further by following an insight
and social marketing model. A segmentation exercise will be carried out using an
existing geodemographic system such as Mosaic, along with data and information
from existing research and local surveys. Together, this will help to identify and
agree priority groups to engage with through the programme.
4.6 Design Principles
 Focus on Population Approach – aims to shift the risk in the whole population
around inactivity in the whole population, but does this alongside a targeted
approach which aims to engage vulnerable sections of the community
 Person Centred – individuals are the focus for the programme and activity
takes account of individual abilities and aspirations
 Approach that incorporates co-creation, collaboration and engagement across
organisations, communities and individuals – works with others to produce a
programme of activity and engagement that meets a range of needs and
aspirations, taking into account and removing barriers to participation
Promotes a proactive approach to health – empowers individuals and
communities to improve health through physical activity, and develops an
education framework to promote the benefits of activity for all
 Improves access to a range of physical opportunities for all individuals and
communities – understands the needs of individuals and groups and ensures
engagement in a range of opportunities that are relevant
The aspiration to engage the local population in regular physical activity (150
minutes per week) to realise the health benefits requires a significant step change
to enable people to value physical activity, as an intrinsic part of daily life.
Therefore the key aims of the strategy are to enable the inactive to become
active; semi-active to become more active and the active to maintain their
activity levels through a tiered approach to enable people to access a pathway to
regular physical activity and lifelong participation.
Tier 1 Engagement: to motivate and inspire people to become more active,
particularly those who are sedentary or under-active, and become involved in
appropriate forms of activity.
Tier 2 Retention: to harness people’s new-found or rekindled enthusiasm for
activity, incentivising them to connect to a range of accessible, fun, sociable,
weekly activities that meet their needs. The success will depend on the range of
physical activity opportunities available (e.g. walking, gardening, cycling, dancing)
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that are available and accessible, in a variety of places where people feel safe,
accepted and able to access on a minimum of 5 days per week in the long term.
Tier 3 Adoption: for a proportion of the retained participants to become enablers
and coaches within their chosen activities whilst taking part in the recommended
levels of physical activity and sport as individuals.
The Strategy articulates a clear framework for delivery:
 Profile – increased awareness of the benefits of physical activity and sport in
Liverpool;
 Places – ensuring we have the best possible environment including facilities
and open green spaces to accommodate and support the drive to increased
participation;
 Participation at Scale - to achieve mass participation in physical activity
schemes, e.g. walking and cycling
 Pathways - integrate physical activity and sport into Health Care and School
Pathways
 People – high quality workforce and volunteers that meet local need and
support individuals and communities in participation; by increasing the
number of enablers to activate networks of expertise and activity across the
city
 Partnerships – jointly delivering high quality, cost effective services that meet
local need; inspire leaders and providers to align their organisation’s policies
and priorities to the Active City Strategy
 Performance – evidence driven service improvement that drives value for
money.
4.7 Challenges
Globally, inactivity is the 4th biggest killer and in the UK; 17% of deaths are caused
by physical inactivity, more than almost any other country in the world, including
the USA. Recent research shows that physical inactivity causes twice the number
of deaths in the UK than obesity, which has long been perceived as the greatest
threat to health and wellbeing of the population.
Only 14% of people in Liverpool aged 16+ are regularly participating in the
recommended 150 minutes of physical activity per week. 49.5% of residents aged
16+ do not take part in any regular sport and action recreation in a typical week.
Liverpool has been ranked as the seventh most inactive core city in England, with
only Birmingham below. Physical inactivity directly contributes to over 2600
preventable health events per year amongst our city’s residents. According to
Sport England; the cost of physical inactivity to Liverpool is currently £10.8m per
year.
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4.8 Current Situation
The city has had a strategy aimed at increasing participation levels in physical
activity, has benefited from continued investment within LCC and has been
successful in obtaining grant funding from organisations including Sport England
and the Neighbourhood Renewal Fund. The approach taken within Liverpool,
based on effective partnerships, is recognised internationally as best practice and
is endorsed by the International Olympic Committee who are developing a new
framework to support cities across the world which will advocate the Liverpool
approach ‘Sport for All and Sustainable Health Legacy – A Framework for Active
Cities’.
Participation levels have increased however there remain clear opportunities for
improvement in comparison with the national average and the core cities. Analysis
of the Sport England Active People Survey (2005/06 to 2013/14) demonstrates:
 Although the % of people who are inactive (0 days activity per week) improved
by 6.5% to 49.5% (approx. 29,000 adults), this is still 5.4% worse than the best
core city and 2.4% higher than the England average;
 A slight increase (0.9%, an extra 9,232 adults) in the numbers active for 1 or 2
days per week, but still 4.8% lower than the best performing core city and 1.2%
higher than the England average;
 Much improved levels of participation for those undertaking 5-7 days activity
per week (4.6%, an extra 15,633 adults) and just under the England average but
still 4.3% lower than the best performing core city.
Therefore a significant step change is required to mainstream an approach to
engage the Liverpool population in living a more active lifestyle. Whilst it could be
argued that improvement trends in participation levels would continue to increase.
It is likely that continued rates of improvement will be impacted on by austerity
measures at both a national and local level reducing levels of support from the city
council and reduced availability of national and regional grant funding.
4.9 Service Model
The Active City Strategy recognises the successful and innovative approaches
already evident within Liverpool which have delivered positive results and are
acknowledged as international best practice by the International Olympic
Committee. It is clear that in order to deliver a step change in reducing the
numbers of inactive people we need a new approach for the city designed to
create a social movement to undertaking physical active, developing a clearer
understanding of the benefits and embedding approaches within communities.
The strategy is designed to create a whole system response to engaging the wider
population and create a sustainable infrastructure to support individuals and
communities in being more active, with pathways to participation designed to
meet personal need and motivation based on national evidence and what has
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proven to work locally.
Getting the Inactive, More Active
It is important to understand the scope of physical activity, which comprises a
range of activities such as sports, active recreation as well as activities of daily
living e.g. active travel, shopping, cleaning, climbing stairs etc. It constantly
changes through different life stages, cultures, socio-economic status and by
different places. It is recognised that all activity is beneficial. Not everyone has
the ability or aspiration to become an elite athlete, however becoming more
active in everyday activity and active recreation can create a pathway to
excellence but most importantly, good health.
The key purpose of this proposal for investment is to deliver a two-year
programme designed to get an additional 20,000 people active at least one day per
week. This will be achieved by:
 Creating a large scale social marketing campaign to raise awareness of the
benefits of physical activity and the opportunities available locally
 Increasing the number of enablers to activate networks of expertise and
activity across the city
 Improving access to quality indoor and outdoor environments to maximise the
potential for physical activity
 Achieving mass participation in physical activity schemes, e.g. walking and
cycling
 Integrating physical activity into health care and school pathways
 Inspiring leaders and providers to align their organisations’ policies and
priorities to the Active City Strategy
 Measuring the impact of physical activity
4.10 Delivery Plan 2015-2017
Year one will focus on scoping, planning, piloting initiatives and testing messages,
building a solid foundation to inform and support the implementation plans for
year 2 and beyond. The key deliverables are:
Insight and Social Marketing Campaign
The objective is to inspire people to value daily physical activity by creating a
large scale social marketing campaign to raise awareness of the benefits of
physical activity and the opportunities available locally. By utilising key
behavioural insight intelligence to understand individual’s motivations and barriers
and design targeted messages and interventions for maximum effect. This will
include:
 Communication and Marketing Plan - develop a communication and marketing
plan to raise the profile of existing physical activity and sport provision
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targeting those who are mild (under active) to moderately active launching in
the summer of 2015. As well as capitalise on opportunities to maximise mass
participation as result of high profile physical activity and sports events in the
city, e.g. Rock and Roll Marathon, Santa Dash etc.
Behavioural Change Insight Research - a key priority will be to commission
behavioural change and insight research to support the programme in
developing a deep understanding of the Liverpool population to maximise the
value of planned approaches. This will be conducted in 2 stages to understand
wants, needs & social norms and test reactions, concepts and creative routes
in order to help understand:
• The ways and to what degree might the proposed marketing and
• Communications campaign be capable of altering public attitudes towards
physical activity
• What is required to create the biggest impact.
• Look and feel of the campaign that will resonate most with wide range of
target audiences
• The language to use in a campaign, messages, branding, imagery and
communication approaches that would most encourage uptake of physical
activity and test suitability of communication formats and delivery channels
reactions to proposed incentives wellness schemes such as ‘Beat The
Street’ and ‘Bounts’
• What would be required to increase resonance and uptake of proposed
incentives wellness schemes
• Attitudes towards physical activity and what people see as constituting
physical activity
• How to increase motivation towards physical activity and remove barriers
• How to promote and increase engagement and lifelong participation in
physical activity

Given the scope of the insight the range of target audiences will be wide. The
insight needs to ensure that a representative spread of audiences is included in the
right proportions in order that the results can be reported back in a way that is
meaningful for action. It is proposed that the following consideration is given to
recruitment and inclusion of participants:
• Life stage: Young people, Mid Life, Retirement
• Gender
• BME
• Disabled
• Long Term conditions
• Affluences / deprivation
• Healthy Foundations segmentation
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There will be a smaller piece of insight research carried out in year 2 to following
up on gaps or areas that require a deep dive following phase 1 in order to further
understand what will make local people engage in long term physical activity.
Large Scale Social Marketing Campaign - the aim is to launch a large scale social
marketing campaign in May 2016 targeting the in active and under active through a
wide range of new and more traditional communication channels based on the
engagement and insight research findings. Communication channel may include
community champions, social and mass media.
People: Enablers and Capacity Building
To increase the number of enablers to activate networks of expertise and activity
across the city by building capacity and capabilities within the workforce and build
on the successful community development delivery models within the city to
develop and support sustainable physical activity initiatives.
NHS Wellbeing Workplace Project - work with NHS Trusts to increase physical
activity level amongst staff, through a series of workshops and capacity building
training sessions to support wellbeing workplace lead officers to implement
physical activity initiatives in the workplace and increase participation levels and
support staff to access the NHS Corporate Games.
Community Enablers Activity - this activity will be focused on building capacity
through grass roots community development work which consists of 3 strands:
• Recruitment of a team of 4 Development Officers that would facilitate and
coordinate the physical activity offer by building capacity amongst third sector
organisations i.e. securing grant funding, designing and delivery programmes
supporting the development of new and existing physical activity enterprises
via the enterprise start up fund; working with the existing Sports Development
Officers to facilitate the delivery of sport within communities; connecting
newly active participants to further opportunities within physical activity and
developing and delivering awareness education session to the GP
neighbourhood teams and practice staff in the first instance
• A team of 3 ‘Activators’ would be recruited to facilitate increased participation
in physical activity by working in partnership to identify and develop individuals
to become enablers in 3 key settings - community organisations, workplaces,
friends of parks and open spaces.
• Community Champions, which aims to develop ‘Physical Activity Champions’,
recruiting and developing the skills of Liverpool residents as ‘enablers’ and
working as peer mentors in their communities. The model is based on
successful peer mentoring models such as Age UK ‘Fit as a Fiddle’, LCC Active
Women Activator and PSS ‘Health Champions’.
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Capacity Building - the intention is to set aside provision for match funding to
facility grant applications, particularly in relation to key vulnerable groups,
building on the legacy within Liverpool that has attracted over £1m of grant
funding for physical activity and sport over the past 3 years.
Sponsorship Capacity Building - provision of dedicated resources will be identified
within ‘Culture Liverpool’ to present physical activity and sports as an investable
product to the private sector leading to the development of sponsorship
arrangements, this additional investment would be channelled into delivery of the
physical activity programme.
Quality indoor and outdoor environments
To improve access to quality indoor and outdoor environments to maximise the
potential for physical activity and sport through the following LCC led initiatives;
Access to Schools Programme - Whilst some schools have an excellent track
record in making connections with their community, there is a wide variation
across the City. Schools can be a major contributor to creating the bridge to
participation after school, reducing the drop out with age. This initiative will aim
to build stronger connection to the Extended Schools Agenda, Doorstep Clubs,
Satellite Clubs, the School Improvement Programme and increase community
access to school facilities.
Open Spaces and Parks Programme - Active Streets, Active Parks aims to increase
the use of streets and parks as a resource for physical activity from walking
through to trim trails, playgrounds and multi-use games areas, as well as the more
ambitious schemes involving cycle routes and sports pavilions. Initiatives have
already started with facilities developed in Botanic Park, Walton Hall Park and
Long Lane Recreation Ground. It also includes a small refurbishment programme
for informal multi-use games areas (MUGAS) in parks and recreation grounds. The
REACT and Natural Choices programmes have supported 38 projects across
Liverpool to deliver health and wellbeing projects enabling people to engage with
their natural environment
Lifestyles Gyms Programme - The city’s network of leisure centres have provided
a high quality service for residents and workers for many years and they will
remain as key enablers for a more diverse customer base to engage in physical
activity. The Futures Scheme currently offers opportunities for all young people
aged under 17s in Liverpool to access free swimming and a range of low cost
fitness activities and sports sessions.
Community Capacity Programme - the proposed grants programmes will enable a
range of community facilities to become more accessible to local people through
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provision of a wider range of activities, training and skills development of third
sector delivery teams and availability of information through one main source.
Mass Participation Schemes (active travel)
This project will increase mass participation in physical activity schemes. The key
focus for the first two years will focus on maximising walking and cycling
opportunities and provide the individuals and communities with the opportunity to
develop and design programmes to meet their needs through the grants schemes,
activities could include anything from baby yoga, skateboarding, allotment
schemes to ballroom dancing. The key initiatives will include:
Active Travel - the primary aim of the Activity City strategy is to increase the
levels of daily participation in physical activity, amongst the whole population of
Liverpool. This will require the majority of the population to make a significant
change to the way they perceive and value physical activity. Active Travel is
arguably the most practical, sustainable and cost effective way to increase
physical activity on a daily basis, enabling people to commence an active lifestyle
and to consider other forms of physical activity such as active recreation and
sport, amongst other co-benefits such as improved air quality, reduced traffic
congestion, and reduced CO2 emissions. The combination of strategies and
policies such as Liverpool’s Cycling Strategy ‘Liverpool Cycling Revolution’ 2014 –
2024 and Merseyside Active Travel Local Transport Plan focusing on increasing
access to footpaths and public transport, promoting and incentivising people to
walk and cycle, can shift mode choice away from cars and towards physical
activity.
The Active City Strategy outcomes will be achieved much more effectively by
working in partnership with the city’s Active Travel organisations in order to
embed a moving culture into the lives of Liverpool residents. Current initiatives
include:
• Walk and Cycle for Health schemes
• Walk to School Week
• Park Rangers Scheme
• Liverpool’s Cycling Strategy ‘Liverpool Cycling Revolution’ 2014 – 2024 sets
out its vision for Liverpool to become
• the fastest growing cycling city.
• The largest Bikeability training programme in the UK enabling children with
the skills to cycle safely on-road, offered to all primary, secondary and SEN
schools in Liverpool for pupils in Years 5-9.
• Liverpool Cycle Hire Scheme to provide 160 stations and 1000 bikes to hire.
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Wellness Incentive Schemes - examples of these types of schemes include ‘Beat
the Streets’ and ‘Bount’ which have evaluated well, elsewhere in the UK.
Therefore as part of the scoping and planning in year 1, these concepts will be
tested with local residents and partners to understand the appetite and feasibility
for such schemes.
Beat the Streets is a scheme designed around a ‘real world walking game’ concept
where people compete for points by walking or cycling around their local area: to
work, to school or as part of a daily routine. Although this is an extrinsic incentive
it develops the intrinsic incentives of connection to place and socialising that
eventually leads to habit.
Walking and cycling is recorded by touching personalised smart cards onto
electronic sensors called Walk Tracking Units (WTUs) that are placed in and around
the town. The WTUs send real-time data to a central database and participants
can follow their progress on a website.
As part of the challenge, schools and businesses can be invited to compete against
each other to see which one can accumulate the most points. As an incentive for
anyone who doesn’t fall into one of these schools or business categories, a target
is set for the whole town and participants are entered into prize draws with prizes
donated by local businesses. This format gets people’s attention through a
competition and involves the whole community with real time scores using unique
and exciting technology
Beat the Street is designed to ‘nudge’ people to try walking and cycling for a
period of six weeks, at the end of which it is anticipated that a significant
proportion of the population will continue with the behaviour change,
incorporating regular walks and bicycle rides into their daily lives, either as part of
an active commute, or as a family activity.
This proposal for Liverpool is based on the Beat the Street model in Reading. The
North and East wards of Liverpool have some of the country’s lowest levels of
physical activity and the Beat the Streets will be implemented in these areas in
the first instance. Based on the results of Reading Beat the Street projects it is
anticipated that approximately 20% of the 185,000 people living in North and East
wards of Liverpool who have some of the country’s lowest levels of physical
activity would take part in Beat the Street in the first instance. It is anticipated
that of the 55,000 people who are expected to participate, that 45% would be
classed as ‘inactive’ – i.e. active below the current recommended guidelines of 150
minutes per week. Recent Beat the Street projects in Reading and Norwich saw a
10% increase in the proportion of people meeting the guidelines.
Bounts is an IT based scheme that rewards residents for making positive lifestyle
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choices. Bounts is like airmiles for physical activity. It’s part game, part reward
programme and a hub for all your personal activity data no matter how you choose
to exercise. Members and organisations pay an annual subscription to earn bounts
points for every exercise. All our members have to do is prove they exercise by
linking a GPS tracking app, or using the bounts app to check-in at healthy venues
like gyms or with instructors and coaches outdoors. Points can be redeemed for
real world cash rewards from big name brands, supermarkets and high street
shops, utilising incentives to motivate people to engage in activities by rewarding
user for making a healthy lifestyle choice. There is great potential for local
enhancement with local businesses and sports organisations
Therefore year 1 will be focused on testing the concept, explore feasibility and
procuring a programme that meets local needs, with the aim to launch the scheme
in conjunction with large scale social marking campaign in May 2016.
Back to Sport Programme - a citywide campaign and delivery programme that
aims to offer residents the opportunity to come back to sport, achieved by building
capacity with local facilities and club structure. This programme will be supported
by Sport England and the 12 national governing bodies of sport that are currently
designing a bespoke offer for Liverpool, based on the priorities of the PAS. Key
sports include athletics, badminton, boxing, cycling, football, gymnastics, hockey,
golf, netball, rugby union, swimming and tennis.
Community Led Grant Schemes – a CCG Community Grant based programme will
be enhanced to include a specific physical activity element to support individual,
local communities and constituted groups to facilitate additional and sustainable
activity based on their local needs and interest. The additional investment will
help to inspire and enable families to participate in physical activity and sports
together build capacity within communities to facilitate and co-ordinate activities,
encourage active travel and improve access and use of green and open spaces
The enterprise start up element of the grant scheme will also support the
development of new and existing physical activity enterprises and build capacity
focused on specific areas within the city to increase the provision of localised
activity programmes. The funding would support with training and development,
business planning, start-up costs such as venue hire and marketing.
Physical activity embedded in clinical systems and care pathways - In year 1
work with CCG clinical leads to embed physical activity interventions into the care
pathway, particularly in relation to long term conditions by:
o Develop a metric/template for physical activity that’s integrated into GP
systems such as Egton Medical Information Systems (EMIS).
o Develop physical activity offer and referral routes into physical activity
schemes within the community
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o Review exiting programmes such as Let’s Get Moving and Exercise Referral
Schemes to ensure fit for purpose.
o Explore the use of existing contracts and health improvement schemes such
as Primary Care Quality Outcome framework and CQUIN to increase
recording of physical activity levels and the delivery of brief intervention in
primary and secondary care.
o In year two provide training in line with NICE Guidelines based on “every
contact counts” model to GP neighbourhood teams to ensure a standard
approach to recording physical activity levels and providing brief advice.
School Sport Pathway Programme - this programme aims to extend the successful
Liverpool School Sports Partnership to create pathways into sports clubs and
association, beyond the ‘in school’ provision. The Liverpool School Sports
Partnership is a highly valued service within the city and is unique nationally. Due
to financial pressures most local authorities have disbanded their SSP structure.
However Liverpool has continued to provide the service to schools to ensure a high
quality PE and sport offer. Additional resource will be targeted to deliver activity
beyond the current offer, engaging local sports organisations (supported by the
national governing bodies) who are working on a bespoke offer to Liverpool based
on the aims of the Active City strategy.
Performance: To measure the impact of physical activity
 The Active City Strategic Stakeholder Group is supported by the local
universities who are leaders in the field of physical activity evaluation and
are supporting the group to develop an evaluation framework. A common
metrics has been agreed in order for each organisation to share
accountability for outcomes. The success of the strategy’s implementation
will be measured using the following indicators from Sport England’s Active
People Survey
 % of adults aged 16+ who are participating in sport and active recreation at
least once per week for at least 30 minutes.
 % of adults aged 16+ who are inactive.
The Strategic Group will also develop a system to measure;
 Participation amongst young people aged Under 16 as this data is not
currently collected.
 In addition to the 3 main indicators, the following methods of measurement
will be utilised to ensure that those in most need are benefiting the most,
and therefore the health inequalities gap is being reduced;
 Integrating a single item question into GP monitoring systems EMIS to
ascertain a person’s level of Physical Activity and monitor change over time.
 Developing an algorithm to calculate the price of health benefits as a result
of the increase in physical activity, in order to compare cost effectiveness
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of one intervention with another e.g. physical activity and bariatric surgery.
Monitoring the types of people that providers are engaging in physical
activity along with a system to reward providers for engaging people in most
need e.g. people with long term health conditions.

Key Milestones for Delivery
Year 1 Milestones
Communication and marketing campaign for existing provision
and high profile events
Phase 1 of the behavioural insight commissioned and field work
commenced
Workplace Scheme project commences
Back to Sports Programme to commence
External Match Funding Grant
Sponsorship and capacity programme to commence
School Sport Pathway Programme commences
Community development officers and activators in post
Recruitment and training of Community Champions
Community and enterprise start up grants awarded
Physical activity offer is embedded in clinical systems and care
pathways, pilot training
Active Travel (Walking & Cycling) plans developed
Year 2 Milestones
Second wave of the enterprise start up grants commence
Implementation of active travel schemes e.g. walk and cycle
plan
Launch large scale social marketing campaign
Incentives wellness scheme launched and roll out pending
insight findings
Training for GP neighbourhood teams commence
Beat the streets roll out or alternative scheme pending insight
findings
Ongoing promotion of High Profile City Events

Timescale
Summer 2015

Summer 2015
Sept/Oct 2015
Sept/Oct2015
Sept 2015
Sept 2015
Sept/Oct 2015
Oct 2015
Jan/March 2016
Jan 2016
Feb 2016
March 2016
Timescales
April 2016
April 2016
May 2016
May 2016
April 2016
Summer 2016
2016/2017

4.11 Operating Model
There is clear evidence that engaging the population in increasing levels of
physical activity with have beneficial effects on health improvement for the
population and support the attainment of levels of ambition for health
improvement planned by the CCG as part of Healthy Liverpool. There is
considerable opportunity to make a major impact on the current lifestyles of
individuals within the city with industrial scale approaches to behavioural change,
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underpinned with supporting programmes to engage and sustain individuals in
physical activity.
A joint approach across LCCG and LCC is recommended to maximise the skills and
expertise available within the city and present a united and clear approach to
external funding bodies such as Sport England and reduce potential for confusion
within the population and organisations providing activities. A joint approach will
maximise the value of the Liverpool pound, eliminating duplication and facilitating
improved spread across a range of networks.
This approach is in line with national and local policy on joint working across CCGs
and local authorities and expectations of CCGs as reflected in the Five Year
Forward View and Better Care Fund.

Key Deliverables and Expected Spend Profile:
Initiative
2015/16
2016/17
Planned
Planned
Spend
Spend
1. Insight and Social Marketing
Behavioural Insight
£135,000
£40,000
Community Engagement
£40,000
Awareness & Marketing
£100,000
£250,000
2. Delivery Infrastructure
Active Liverpool Development
£270,000
£335,000
Team (new posts)
Sports Development Team (existing £100,000
£250,000
posts)
(part funded
by LCC)
Programme Management Support
Funded by
£105,000
LCC via Sport
England
grant
3. Sponsorship and External Grants
External Match Funding Grants
£100,000
£100,000
Sponsorship Capacity Building
£30,000
£30,000
4. Quality indoor and outdoor
environments
Current programmes delivered via Full funding planned from
LCC
current LCC commitments
5. Active Travel
Mass Participation Schemes e.g.
£55,000
£230,000
incentive based wellness schemes
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Lead
Organisation

LCC
LCCG
LCC
LCC
LCC

LCC

LCC
LCC

LCC

LCC

Enterprise Start Up
Community Grant Based
Programmes
Workplace Wellbeing Scheme
Back to Sport Programme
6. Health and Schools Pathways
Schools Sports Pathway Programme
Evaluation
8. Contingency
Total (non-recurrent)

£20,000
£200,000

£30,000
£200,000

LCC
LCCG

£10,000
£10,000
Match funded by LCC via
Sport England

LCC
LCC

£50,000
£0
£25,000
£1,135,000

LCC
LCC
LCCG

£50,000
£100,000
£25,000
£1,755,000

All finances will be subject to further detailed review to inform the final Section
75 Agreement between the CCG and LCC. This will include review of all transfers
of funds between LCCG and LCC to cover funding of posts and funding schemes. In
addition to the proposed financial investment from LCCG detailed above for a two
year period there are already confirmed financial allocations for 2015/16 from
Liverpool City Council which are described below. This includes investment via
Sport England grants.
In addition to the planned allocation from Liverpool CCG for Healthy Liverpool,
Liverpool City Council has confirmed allocations for 2015/16. Liverpool City
Council and Sport England established a Core Cities Agreement in 2013 in order to
support Liverpool’s strategic aspirations relative to participation in physical
activity and sport. In 2015/16 this funding will continue to support the following
infrastructure and implementation team which includes:
 Programme Manager
 Access to School Coordinator
 Events Manager – attracting major events to the city and developing
opportunities for people to access physical activity in partnership with wider
teams
 Asset Transfer Officer – supporting third sector organisations to take on the
management and maintenance responsibilities of sports facilities resulting in
sustainability of local assets
There are a number of programmes that LCC is investing in physical activity, see
outlined in the table below.
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LCC Key Deliverables and Expected Spend Profile
Initiative
2015/16
Planned
Spend
Delivery Infrastructure - Core Cities
£250,000
Funding:
Programme Manager (Year 1)
Access to Schools Coordinator (Year
1)
Events Manager (Year 1 & 2)
Asset Transfer Officer (Year 1 & 2)
Facilitating Strategic Group (Year 1 &
2)
LCC Sports Development Team
£70,000
LCC Public Health Commissioned
c. £650,000
Programmes:
Futures Scheme - U17s access to
Lifestyles
Exercise for Health - GP Referral to
Lifestyles
Walk and Cycle for Health - Led walks
and cycle rides in parks and open
spaces
Liveability - nurse led scheme
enabling older people to access
physical activity and a range of
health improvement services
Mamafit – physical activity taster
programme for pregnant women and
new mums
Sport England Grants
£220,000
Inclusive Sport Project (Year 1) –
engaging adults with a disability in
physical activity and sport
Liverpool East Activity Partnership
(Year 1 & 2) – engaging people in
physical activity in 6 specific wards,
with a focus on long term conditions
in 15/16
Doorstep Clubs (Year 1) – enabling
delivery of activity within community
facilities
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2016/17
Planned
Spend
£78,000

Delivery
Organisation

£0
c.£300,000

LCC
LCC/LCH

£50,000

LCC

LCC

Sportivate (Year 1) – creating new
pathways between Doorstep Clubs
and established clubs
Satellite Clubs (Year 1) – creating
links between clubs and other
community facilities including
Doorstep Sport and Schools
Total

£1,190,000

£428,000

Governance
A Section 75 Agreement to cover the delivery of the programme, including
responsibilities of both LCCG and LCC, including financial levels, will be put in
place. The Agreement will be overseen by the establishment of a new Liverpool
Active City - PAS Executive Group which will be the programme board for Living
Well. It will involve key individuals from both LCCG and LCC, including the Living
Well SRO, Clinical Lead and programme manager and the chair for the Stakeholder
PAS Group. The group will be co-chaired by the Clinical lead for Living Well and
the LCC Executive Lead, Director of Community Services. The Group will be
accountable to Healthy Liverpool and report in line with governance arrangement
as outlined by the Healthy Liverpool Programme Board.
The Strategy PAS group which is made of wide range of stakeholders will support
the implementation of the programme; the delivery of the programme will be
supported by a number of sub groups who will report to the Liverpool Active City PAS Executive Group. The aims of the sub groups:
 Profile – To create a social movement built on local insight and to raise the
profile of the health benefits and local PAS offer
 Places – To develop, improve access to and maintenance of quality indoor and
outdoor places to be physically active and/or play sport that meet local need
and are sustainable long term
 Events - To creating a positive and lasting events legacy that directly supports
the sports development continuum and physical activity opportunities
 People & Partnerships - To develop a high quality workforce including
volunteers and to jointly delivering world class services that meet local need
 Performance - to monitor and evaluate effectiveness of the programme to
ensure evidence driven service improvement that demonstrates value for
money
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Governance arrangements will cover the delivery of the whole Active City Strategy
and delivery programme over the two year period and will not be confined to
delivery planned on the basis of new funding allocated from within this business
case.
Challenges and Risks
Risks

Mitigation

No or very slow improvement in
activity levels amongst those
who are inactive and do not
meet the Chief Medical Officer
recommended guidelines for
physical activity.

The primary aim of this new investment is to enable
sedentary or under-active people to increase their
physical activity levels and in addition increase and
maintain participation amongst those who are
already moderately active or very active.
Therefore all of the works streams are geared
towards increasing ambitious levels of participation
within this group.

Liverpool remain bottom in
relation to the core cities

Although we can’t control for what other cites do,
Liverpool is currently joint top with Sheffield for
sport and outdoor recreation activity levels. There
is great deal of expertise in the city. The
programme will be supported by a multiagency
stakeholder group, including a range of health,
sport, third sector and national bodies who
specialise in this field. Therefore we will apply the
lessons learnt and utilise the additional investment
to focus and energise stakeholders in developing
and implementing evidence based and innovative
initiatives to increase participation in PA.

Benefits of physical activity
aren’t realised amongst our most
vulnerable groups within the city
and the health inequalities gap
continues to widen

The JSNA for PA will be used to inform the insight
work which will identify the most inactive groups
in the city and work with them to develop effective
strategies that will help to engage and increase
participation in these groups

Lack of PA levels continues to
impact negatively on the various
indicators set within the NHS
Outcomes framework in relation
to life expectancy, quality of
life, LTCs in particular CVD and
falls

The programme plans to work very closely with
LCCG, LCC and the NHS trusts to integrate PA into
primary and secondary care pathways. At the other
end of spectrum working with children centres,
schools and youth clubs and other partners to build
good quality PA and sport into daily life for
families, children and young people who live, play
and work in the city.
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PAS Programme fails to deliver,
financial risk

A PAS Strategy has been developed in partnership
with multi stakeholders and been approved by
H&WB. The action plan has been drafted,
performance measures set, governance and
reporting structures are in place. The programme
will be monitored and reviewed frequently by the
PAS programme board, supported by a multi-agency
stakeholder group and co-ordinate by the
Programme Manager and team for PAS in LCC to
ensure that the programme delivers.

Reputational risk to LCCG
amongst stakeholders if opt to do
nothing, as physical activity is
integral to Living Well
component of Healthy Liverpool

This new investment will demonstrate LCCG’s
commitment to prevention and the self-care
agenda and provides a real opportunity to lead,
influence and implement transformational change
in this area.

4.12 Improving Outcomes, Quality and Sustainability
The success of these projects will be monitored on a quarterly basis to understand
what is working well and enable the programme to plan effectively for the
completion of the programme and potential commissioning of new activities from
2017/18.
Specific key performance indicators will be in place for each area of commissioned
activity to monitor key demographic information, participation levels and impact
on health and wellbeing. Where relevant this will include outcome measures to
demonstrate impact. Where programmes are not able to demonstrate expected
participation levels and impact these will be discontinued.
The key measure to understand impact of the overall programme and to
benchmark Liverpool against other cities in determining levels of activity amongst
the population will be Sport England’s Active People Survey – which focuses on
people aged 16+. Participation levels for adults aged 16+ in sport and active
recreation in England is measured annually through Sport England’s Active People
Survey. 160,000 telephone surveys are conducted across England, 500 per local
authority area. The results are weighted to reflect the population demographic
for each area. The data can also be used to identify trends in participation and to
demonstrate the varying levels of participation across demographic groups. This
can inform the process of prioritising specific groups with lower levels of
participation.
We plan to boost the sample size (this is an option provided by Sport England) to
1500 (500 per locality). This will provide a deeper understanding of participation
and will enable:
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A more robust dataset to be produced;
Better quality data for each demographic;
Geographical differences in participation to be identified;
More accurate impact reports;
Better quality modelling reports i.e., market segmentation and latent
demand.
 A baseline measure of school children participation levels will be developed
and piloted in 2015/16.
A key aim of the programme will be to introduce a simple measure of physical
activity levels which can be incorporated in GP IT systems. This will enable local
trend data to be developed and integration of physical activity into wider
pathways of care. Over time this measure can be used to monitor city wide levels
of activity.
Outcomes and Outputs
Currently Liverpool has been ranked as the second most inactive core city.
Liverpool aims to be the most active core city by 2021 resulting in an additional
118,000 people becoming more active.
It is anticipate that an increase in physical activity levels across the city will
contribute to improvements in the following indicators as outlined within the NHS
Outcome Framework:
 Life Expectancy
 Potential years of life lost
 Health Related Quality Of Life for people with Long Term Conditions
 Under 75 mortality rate from cardiovascular disease
This additional investment for LCCG will help to maximise the potential of the
existing streams of work, develop new and innovative initiatives in order to
achieve the desired outcomes. Therefore, the Physical Activity and Sport
programme board will report on the outcome and output performances measures
set within the Action Plan for year 1.
Outcomes Year 1
1.25% increase in the number of aged 16+ who
are participating in at least 30 minutes of
physical activity on at least 1 day per week by
31st March 2016
1% increase in the number of people aged 16+
who are participating in at least 30 minutes of
physical activity on at least 3 days per week by
31st March 2016
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Method of
Beneficiaries
measurement
*Active
5,000
People Survey

Active People
Survey

3,900

1% increase in the number of people aged 16+
who are participating in at least 30 minutes of
physical activity on at least 5 day per week by
31st March 2016

Active People
Survey

3,900

The data and information will be monitored quarterly were feasible and be
reviewed annual and revised to reflect the improvements required in year 2 based
on the resources available. To support deliver of expected outcome improvements
a range of expected outputs from the programme have been developed and will be
monitored as part of performance management arrangements. These outputs are
listed below.
Outputs
Engage % of the
population aged 16+ who
are inactive by March 2016
Engage volunteers
(activity enablers) in the
Physical Activity
programme by March 2016
Implement social
marketing campaign that
inspires residents and
workers to become more
active more often across
all localities by March
2016
Increase in the number of
people taking part in
walking on 1 or more days
per week
Increase in the number of
people taking part in
cycling on 1 or more days
per week
10 primary and 2 special
schools to become
community sport and
physical activity hubs
8 secondary schools to
become community sport
and physical activity hubs

Method of
measurement
Active People
Survey
Active People
Survey and
programme
activity data
Campaign
Evaluation

Beneficiaries
Year 1
2.5% of the
population
10,000
100

Beneficiaries
Year 2
7.5% of the
population
30,000
240

Field work

Implementation

Department of
2,500
Transport/projects
activity data

5,000

Department of
2,500
Transport/projects
activity data

5,000

Access to School
project activity
data

12 primary
schools

12 primary
schools

Access to School
project

8 secondary
schools

16 secondary
schools
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Enable staff within
Liverpool City Council and
Liverpool Clinical
Commissioning Group to
become more active
before, during and after
work by July 2016
Increase the accessibility
and usage of parks and
open spaces to encourage
greater use for physical
activity, play sport, and
education by April 2016

Staff Survey

1,000

1,500

Public Health
Outcomes
Framework/LCC
Streetscene Team

Baseline is
16.4%

Increase by 1%
(5000 people)

Embed Physical Activity
into the priorities and
services of the city’s 3
Locality Neighbourhood
areas
Enable adults with a
disability to access
physical activity and sport
once per week
Identify and access
opportunities to lever in
additional financial
resources
Implement a plan to
support the integration of
Physical Activity and Sport
into Primary Care March
2016 and Secondary Care
Pathways March 2017
Develop a single cohesive
system for the delivery of
PE and Grass Roots Sport
in Liverpool to improve
pathways into physical
activity and sport by
March 2016

Neighbourhood
locality plans

Increase by
0.5%
(2,500
people)
By March
2016

500

1,000

Commercial
sponsorship or
grant funding

3
opportunities

3
opportunities

EMIS

Establish
baseline in
Year 1

Children and
Young People’s
participation
Survey

Shared
aspirations
currently
being
explored
jointly
between LCC
and LCCG

Baseline in 2010
was 39%
participating in 5+
hours per week
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4.13 Wider System – Health & Social Care and Economic Benefits
National Context
The Five Year Forward View emphasises the need for commissioners to focus on
prevention working collaboratively with colleagues within the local authority to
agree joint plans for health improvement and addressing health inequalities. Local
areas are required to continue to take action on implementing the key findings
from Commissioning for Prevention which sets out a framework for action for CCGs
in understanding the impact of the key drivers of poor health outcomes within
their area and taking action on increasing investment and commissioning of
prevention programmes. Physical inactivity is one of the key risk factors that
underlie many major health problems.
Impact on Outcomes
In line with the NHS planning guidance and as part of the CCG assurance process
the CCG is required to set levels of ambition on seven sentinel health outcome
indicators of the NHS Outcomes Framework. In establishing our levels of ambition
detailed analysis of the evidence based interventions has been undertaken,
including detailed modelling of the expected level of impact. In setting our
ambition to reduce avoidable mortality by 24.2% over the next five years,
modelling of the expected impact of increasing levels of activity has been factored
in as a key component of primary prevention plans. There is also a clear
expectation that delivery of planned participation levels of activity will support
plans for reducing levels of avoidable emergency admissions, where we have set an
ambition of a 15% reduction over the next five years.
Health Benefits
The potential benefits of increasing physical activity levels amongst Liverpool
residents are immense. Physical activity has the ability to increase life expectancy
and reduce the risk of chronic disease in an extremely effective way and is more
cost effective than conventional medical methods of prevention and treatment,
see table 1. It has been estimated that if every adult in Liverpool participated in
150 minutes of physical activity per week we could prevent annually;
 424 deaths
 146 CHD emergency admission per week
 2,452 new diabetes cases
 55 cases of breast cancer
 43 colorectal cancer cases
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Table 1.
Health Benefit of Physical Activity for those with a Long Term Condition
Diabetes
An active patient with diabetes (who walks 3 hours a week)
is 2.5 times less likely to die of heart disease than an
inactive patient without diabetes.
Chronic
Patients with Chronic Obstructive Pulmonary Disorder
Obstructive
(COPD) who walk gently 30 minutes a day, halve their risk
Pulmonary
of an emergency hospital admission.
Disorder
Coronary
10% of deaths from Coronary Heart Disease (CHD) are due
Heart Disease to inactivity. Brisk walking for 180 minutes a week can
reduce the risk of Myocardial Infarction by 22% for men and
33% for women.
Hypertension Physical activity has a modest reduction of Blood Pressure
in patients with hypertension by 3.4/2.4mmHg which is
significantly greater than Angiotensin-Converting-Enzyme
(ACE) inhibitors.
Depression
The National Institute for Clinical Excellence (NICE)
recommends physical activity as an effective treatment for
depression particularly when delivered in groups.
Cancer
Patients who become active on diagnosis of breast cancer
have a 34% reduction in breast cancer deaths and a 24%
reduction in breast cancer recurrence. 18% of all deaths
from breast cancer are due to inactivity.
Dementia
There is strong evidence that patients who are active have
a 40% reduced risk in developing dementia.
Osteoarthritis Physical activity reduces the risk of developing
osteoarthritis and reduces pain with similar efficacy than
Non-steroidal Anti-Inflammatory Drugs Non-steroidal AntiInflammatory Drugs (NSAIDs).
Impact on Health Inequalities
Physical activity is a vital component of daily life that needs to be embedded
across Liverpool in all community groups. The association between physical activity
and leading a healthy and independent life means that issues of cost, access and
cultural barriers need to be tackled.
Sport England’s Active People Survey and Local Sport Profile Tool, both show that
the following groups experience increased barriers to physical activity than other
groups; Women and girls, adults with a disability or long term limiting illness, nonwhite people, older people and those in lower social economic groups. People in
the most deprived areas are twice as likely to be inactive than those in the least
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deprived area. The Merseyside Lifestyle Survey 2012-20133 shows that 76.2% of
adults living in Woolton undertook moderate to vigorously active compared to
22.2% of adults living in the Kensington and Fairfield wards. The survey also
demonstrates that there is a marked decline in physical activity as people in
Liverpool get older, 42% of those aged 18 to 25 years engaged in moderate
intensity activity compared to 16% of those aged 65 years and older. Men are
more active than women in virtually every age group and girls are less likely than
boys to participate in physical activity. Evidence also shows that disabled people
are half as likely as non-disabled people to be active4.
The LCCG neighbourhood profiles will be used to help identify and actively engage
these key target groups in activities to increase participation.
o Detailed actions to focus on specific target groups include:
o Targeted action on key wards within the city
o Support 2 special schools to become community sport and physical activity
hubs
o Pilot of a ‘allotment’ pathway for Exercise for Health scheme for people
with LTC
o Focused action on 6 wards within the city as part of the Liverpool East
Activity Partnership with funding support from Sport England
o Pilot approach in a single neighbourhood for hard to reach communities
o Focus on Liverpool 8 areas through the Active 8 initiative
o Tailored programmes for people with a physical or learning disability (Active
Me and Liverpool Active City)
o Walking Sport targeted at adults with lower mobility
Contribution to Social Value
The Active City Strategy plays a clear and fundamental role in supporting the
CCG’s contribution to social value. Physical activity is featured as a clear priority
within the CCG Strategy – Commissioning for Social Value: Social Value Strategy
and Action Plan 2014. Implementation of the strategy and reducing the burden of
inactivity on the Liverpool population will support the CCG in meeting a number of
its social value goals by:

3
4



Providing a clear focus on prevention and self-care



Supporting improved quality of life for people with long term conditions



Increasing active travel

Merseyside Lifestyle Survey 2012-13
Sport England (2014) Active People Survey 8, 2013
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Address social isolation through targeted interventions aimed at engaging
hard to reach groups and at risk group



Aiming to deliver a sustainable infrastructure through community based
activities etc.



Support development of social capital to foster healthy communities
through community based initiatives and engagement of local community
groups



Improve neighbourhood environments by activity increasing provision,
access, quality and facilitating use of green space;



Support education, skills and training of liverpool residents as a means to
improve income and resilience through creation of job opportunities in sport
and recreation and opportunities for community volunteering in areas such
as park runs, health ambassadors etc



Support employment opportunities through improved health and wellbeing,
reducing the burden of inactivity, supporting people into being ‘work fit’
and maintaining existing employment through reduced sickness;



Seek to maximise other investment in the economy through maximising the
city’s rich cultural heritage of sport



And the arts through enhancing the city’s reputation as a centre for world
class sporting events and creating an effective link to cultural events and
the benefits of active travel.

Economic Benefits
In addition to the health and social well-being outcomes of being physically active
there are also strong financial benefits to the public purse. Whilst clearly there is a
need to invest in essential clinical interventions and recovery programmes,
investment in physical activity as a preventative tool and a mechanism to aid
recovery from physical and mental ill health and illness has been proven to have
significant cost benefits. Some of the economic impacts in the City are:
The estimated healthcare costs of inactivity as a contributing factor to five major
diseases is nearly £11 million annually to the NHS, This excludes additional costs
from musculoskeletal disease, mental health and the cost to the economy due to
time off work or the increase in social care budget.
If everyone in Liverpool aged between 49 and 79yrs old (180,000) walked 10
minutes a day then compared to not walking this would save 64 lives every year. If
they increased the walking further from 10 minutes to 20 minutes then a further
89 lives would be saved.
If there were to be an intervention of £1 million a year to get 50% more people
walking from 10 minutes a day to 20 minutes a day then using the World Health
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Organisation HEAT Model we can calculate that 29 lives would be saved each year.
The value of a statistical life in the EU is £1,574,000 so the annual benefit
averaged over 5 years is £9,733,000.
Walking and Cycling are two of the most cost effective interventions to scale up
levels of physical activity. If 1% of Liverpool residents (4,950) received cycle
incentives to increase cycling levels which can cost as little as £50, the average
annual health benefits over ten years would be £370,440 per person.

4.14 Enablers and Timelines – Making it Happen
The Key enablers for this programme are:
 Financial Approval for added expenditure on Physical Activity and a robust
action plan for spending the additional finance with timelines
 A clear action plan for delivery of the strategy with timelines and
responsible officers identified
 A risk register that can understand and highlight the risks to delivery of the
programme
 Development of a clear marketing strategy which outlines actions that
support the delivery timeframe and engages the target audience at key
points in the delivery time frame
 A programme of insight which helps to shape and develop the engagement
of the target audience
 A clearly defined leadership and governance structure and decision making
process so that all groups given delegated powers can make timely decisions
that support the delivery of the strategy
 A clear understanding of how this programme can interlink with other
Transformational Programmes, specifically the Communities, Digital
Technology and Hospitals programmes, and the Self Care Programme.
 Sufficient capacity to deliver at programme and project levels
understanding of how new telehealth innovation can support delivery of the
programme
 Clear and robust performance monitoring measures, including proxy
measures developed and in place.
 Transition and Implementation Plan
Contracting arrangements
A Section 75 agreement will be put in place to establish clearly the joint delivery
plans across LCC and LCCG. The agreement will detail responsibilities of both
LCCG and LCC including details of all financial transfers and decision making
regarding procurement routes.
Responsibilities will be split across both organisations dependent on the individual
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area, existing systems and processes and areas of knowledge and expertise.
Responsibilities will be clearly articulated in the Section 75 Agreement.
LCC will be responsible for the procurement of activity up to £2,400,000 over two
years in line with their organisation’s policies and procedures. Procurement Value
for Year 1 is up to £870,000 and for Year 2 is up to 1,530,000.
However, it has been agreed that LCCG will retain responsibility for procuring
community engagement activity and the community grant scheme in line with the
organisation’s systems and processes given the expertise in-house and success of
the existing LCCG’s community grant scheme.
The Liverpool CCG Finance, Procurement and Contracting Committee have
approved the decisions taken on procurement for LCCG on the 23rd of June. The
LCCG Contracting and Procurement Team will continue to be engaged at all stages
of the development of the programme to ensure that decisions taken on
procurement remain in line with LCCG policies and in line with the Section 75
Agreement.
4.15 Exit Strategy/Continuation Strategy
The planned programme is for an initial two years. All investment including
investment in new posts and commitments to funding support for existing posts
within LCC will be fixed term and will cease on 31st March 2017.
Review of delivery objectives will be undertaken at quarterly periods as outlined
above. Planned objectives for year 2 of the programme will be reviewed at quarter
3 2015/16 with individual schemes planned for 1 initial year, with KPIs reflecting
year 1 objectives. Commissioned services will not automatically continue into year
2. Decisions on discontinuation of individual schemes and any changes to
objectives will be made by the Liverpool Active City Joint Commissioning Group in
line with governance arrangements detailed above.
A review of options for future commissioning and funding will be undertaken at Q2
in year 2 of the programme (Sept 2016) and will inform the development of a new
investment case for funding from April 2017, as required. Decisions on future
funding will be taken by both LCCG and LCC in line with governance arrangements
in place at that time.
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Digital Care and Innovation
Programme
"Once we rid ourselves of traditional thinking we can get on with
creating the future."
James Bertrand
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5

Healthy Liverpool Digital Care and Innovation Programme

5.1

Our Vision

By 2020, we will support better health for people in Liverpool by maximising
the benefits of digital technology and innovation
5.1 Our Aim
Our aim is to be one of the top 10 most digitally advanced health and social care
economies in Europe by 2020. We will transform the way services are delivered
through a step change in the use of digital technology and innovation.
Putting our people at the heart of everything we do, our ambition is to enable and
empower individuals to take control of their own health and wellbeing, whilst
ensuring professionals have immediate and appropriate access to the information
they need to deliver safe and efficient ‘seamless’ care. We envisage a connected
health and social care economy where individuals and professionals are supported
by integrated systems that empower them to make the right choices in an
innovative, efficient, safe and secure way. We will enable the use of consumer
devices and state of the art technologies to bring self-care to our people in a way
that is convenient and complements the other elements of their lives.
The ambitions for our digital care and innovation programme are to:
•
•
•
•
•
•
•

Enable people to utilise digital technologies to manage their own care
Ensure that information is available to the right people, in the right place, at
the right time
Create and deliver an information exchange across health and social care
Ensure informatics system wide coherence and strategic leadership
Exploit the benefits of existing and future technologies
Support a technologically enabled workforce to fully benefit from digital
solutions
Fully exploit the data and intelligence available to maximise the effectiveness
of our services

5.2 The Case for change
Personalised Health and Care 2020: A Framework for Action states that “better use
of technology and data has the power to improve health, transforming the quality
and reducing the cost of health and care services”. The NHS Five Year Forward
View clearly states an ambition to exploit the ‘information revolution’ including
empowerment of people through technology and interoperability of systems as key
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to not only enable but transform future care models.
Regardless of the organisation or sector, the use of digital technology allows us to
work more efficiently, more quickly and gain better results. Both individuals and
professionals alike have, at one stage or another, experienced duplication in the
health and social care system, with paper based recording, different information
sharing agreements and computer systems in place across care providers making
communication particularly difficult and in some cases impossible. For
professionals, access to shared information across care settings will be enormously
beneficial providing clinicians with access to clinically significant information at
the point of care, improving efficiency and reducing costs and associated
duplication. For individuals, the ability view and contribute to their own person
held record and care plan will help enable and empower them to take control of
their own health and wellbeing, confident in the knowledge that this information
will be made available only to those practitioners involved in their care, with
appropriate safety, monitoring and governance in place.
Access to and the use of patient data for better self-care and joined up services
are only part of the digital picture. Technologies that allow the monitoring of
patient vital signs, assist diagnosis and state of the art sensors to detect specific
cells in the blood stream will form a new set of tools that allow clinicians to gain
access to key patient telemetry faster to avoid exacerbation and manage more
patients, with more accuracy at any one time.
The generation of these massive amounts of data about the health of the
population at an individual level also allows for the use of predictive analytics to
make significant strides towards reducing unplanned care. Already, industry is
able to utilise motion detectors to predict an emergency admission 30 days prior to
occurrence with an 80% accuracy level. Added to new genome mapping activity,
advances in risk stratification and personalised medicine, the digital world has the
capability to truly transform the delivery of health and care services.
5.3 Transformation and Scope
To deliver our vision we will need a scaled approach to the implementation and
development of digital services. There are 4 connected themes and 3 underpinning
enablers within the Digital Care and Innovation Programme as represented below:
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Themes
Integrated Health and Social Care
Records
Person Held Record
Assistive Technology
Predictive Analytics
Table 1: Themes and Enablers

Enablers
Governance
Digital Maturity
Interoperability
Infrastructure

The themes, centered around the individual will provide digital transformation at a
system level for Liverpool to become a fully connected economy. Joined up
electronic patient and person held records, supported by assistive technology and
data science techniques will empower both patients and professionals in Liverpool.
The underpinning enablers will give us higher levels of digital maturity, a robust
infrastructure within a safe and secure set of parameters.
5.4 Service Design & Core Design Principles
Digital services for the future will feel different for our public and professionals.

People will

Technology

Liverpool

only have to

enabled self-

people will be

tell their

care by

digitally

story once

default

empowered

The examples below centred on some key personae demonstrate how the above
statements will translate into reality and feel different for our public:

Joe is a 63 year old man who is a diabetic and has COPD. Joe is taken
into hospital one evening due to increased shortness of breath. He has
recently been seen by his GP who has been treating Joe’s chest infection.
Joe gives consent for AED staff at The Royal Liverpool University Hospital
NHS Trust to see vital information contained within his shared record.
This enabled the care team to manage Joe’s presenting symptoms in a
more timely manner, whilst mitigating any possible clinical risks.

Once Joe’s health improved the wider care team at the hospital were able
to manage a safe and prompt discharge back home for Joe, through
knowing the key professionals involved in Joe’s care package, whilst
accessing and updating Joe’s Shared Care Plans. This enabled a
collaborative approach across all of Joe’s care providers, improving
coordination of care and communication across the care team and
reducing the number of times information is repeated and duplicated.
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Dawn is a 27 year old mother of two who is using technology to track and
share aspects of her physical health information. After returning to work
following maternity leave, Dawn set herself a goal of increasing her physical
activity. Small changes such as walking instead of taking the car, using the
stairs instead of the escalator made her feel much healthier.

Dawn found that using her smart phone to record and track her weight,
calories and step count helped her keep up momentum and stick to her new
regime. This information now forms part of Dawn’s Person Health Record, and
is stored alongside her emergency health information. Should Dawn wish, her
PHR can be shared with Health and Social Care professionals seamlessly.

With the implementation of the digital services model supporting new models of
care through Healthy Liverpool, the way in which our professionals operate will be
transformed. The below brings this to life.

Phil is a doctor working in the Emergency Department in the new
Royal. As part of the Single Service, City Wide Delivery for hospital
services, and to keep his clinical skills up, he rotates his shifts
between the Royal and Aintree.
With the new IT systems in place, he can see a complete picture of
his patients’ medical and social care records at the click of a
button. This allows him to ensure that he is aware of any key
preferences which is particularly important in urgent care including
information about resuscitation, mental capacity and end of life
wishes.

Graham, Sarah and David are
professionals working in one of our
Neighbourhood Teams. Graham is a
Social Worker, Sarah a District Nurse and
David is a GP. Being able to share
records within the team has enabled them
to care for patients differently and in a
much more joined up way.
The shared record has become a
dynamic care plan aiding
communications, preventing duplication
and supporting a much more efficient
patient journey.
Everyone involved in the care of an
individual can see EVERYTHING they
need to make their contribution.
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In order to deliver this future state, the way in which we access, deliver and
experience care services will be different. To support new ways of working in a
digitally enabled environment, a set of design principles have been developed. The
design principles outlined below build upon work undertaken with local economy
health and social care organisations and industry partners and are key components
to underpin the digital transformation model.
Design Principles
Share by Default When appropriate, we share information by default asking how
do we, rather than why can’t we
Empowerment of
People

Through the use of Digital Person Held Records and Care Plans,
providing the right information, in the right place, at the right
time, individuals are empowered to take control of their own
health and wellbeing and make the right choices

Harness
Innovation

Working in partnership with industry, academia, community and
professionals will allow us to utilise the latest state of the art
digital technologies in response to that demanded by our
communities

Co-Design

Digital services of the future are designed by and with the
people who will be using those services

Interoperability
First

We will seamlessly connect key systems together using a set of
interoperability standards, ensuring that information is no more
than 2 clicks of a mouse away for individuals giving them an
intuitive, joined up service

Gold Standard
Digital Maturity

All information is recorded electronically and
contemporaneously giving us a Gold Standard level of Digital
Maturity across all health and social care organisations

Safety and
Security

To build and sustain trust, we will ensure appropriate
safeguards and audit systems are in place to monitor
appropriate access to information

Proactive use of
intelligence

Supporting transformation and new models of care by utilising
all appropriate forms of data to understand and predict when
care will be needed, how it will be needed and identify those
required interventions before the health need arises

Table 2: Design Principles
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5.5 Liverpool Digital Services Model for the Future

Key Achievements to Date
Digital services in Liverpool have been at the leading edge for several years
through existing programmes such as iLinks and Mi. Key achievements include:


World leading scaling up of electronic patient record sharing, moving from 1
million shared records from 2008-2014 to 5.5 million in the last 12 months



Over 30,000 Liverpool patients currently enabled to book online appointments
with their GP surgery



Unique, large scale collaboration of information sharing involving 164
stakeholder organisations



One of the largest deployments of telehealth in a single health economy in
Europe (2000 patients)



Technology on prescription by GP’s

Leading ‘Person Held Record’ systems currently being used as a test system with
NHS England, HSCIC and the Government Digital Service
In terms of the overall Digital Care and Innovation Programme, these achievements
naturally demonstrate greater advances with elements of the programme based on
previous achievements and experience which have been prioritised as deliverables
under Healthy Liverpool.
5.6 Engagement and Joint Commitment:
Through the work undertaken, we have been able to work closely with clinicians,
industry, NHS community providers, third sector and voluntary organisations,
community groups, housing associations, Liverpool City Council, Local Medical
Committee, Academic Institutions and most importantly, our people.
Through these connections we have been able to co-design and develop solutions,
systems and services that have been shaped using the latest thinking, technologies
and accessibility whilst always ensuring that our people remain at the centre
through:
 Insight research (understanding needs, behaviour and exploring how to address
these)
 Customer journey mapping and external service design support
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External and internal evaluation
Customer feedback
Clinical advisory groups
Partnership boards and multi-sector advisory groups

5.7 Digital Services Model
The scope of digital services for the future is represented by the diagram below.

Figure 1: Digital Services Model

Delivery of digital care and innovation services of the future are based around 4
connected themes:





Integrated Health and Social Care Records
Person Held Record
Assistive Technology
Predictive Analytics

Integrated Health and Social Care Records - ILINKS
Integrated Health and Social Care Records will enable all Liverpool health and
social care practitioners to view information relevant to the individual they are
caring for in any given place and time in a safe and confidential way. Practitioners
will be able to see a complete record for their patients’ medical and social care
needs making care safer and reducing duplication.
Whether individuals are being treated by their GP, in a community-based service
or in hospital, their shared digital care record will be accessible 24/7, with
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appropriate permissions and consent. The shared record will save people being
asked for information repeatedly and ensure that their preferences such as
information about resuscitation, mental capacity and end of life wishes are shared
and understood by all practitioners caring for them. Liverpool has led the way
nationally with regards to sharing of information to support clinical care over the
past decade. This programme aims to build on these solid foundations by truly
integrating electronic health and social care records at scale at the point of care.
Delivery will be achieved through the North Mersey ILINKS Programme which
centres around the development of an information and interoperability exchange
across health and social care organisations.

Mi Person Held Record (Mi PHR)
Mi PHR will enable individuals to take real control of their health enabling truly
person centred care. It will support data sharing and integration between health
and social care providers, individuals and their circles of care. They will put people
firmly in control of their own records across any of our local health and social care
organisations. This work will ensure that ‘Mi PHR’ is safe and secure with security
above and beyond that in use in banking. Liverpool is in a unique position, working
with central government and the Cabinet Office, to create a new identity
authentication scheme, which links social identities to an NHS identity so that the
right information can be confidently shared. We are at an extremely strong
position to deliver this leading edge work nationally.
This area of work is a core part of the enabling technology for care planning
processes and will engage and enable small and medium sized enterprise (SME)
organisations to innovate for digital technology which support self-management. Mi
PHR will utilise a novel ‘marketplace’ to allow access to apps created by the
market in response to public need. This will allow the CCG to support innovation at
pace without needing to control, drive or fund this innovation directly.
Assistive Technology
Assistive technology enables people to live more independently in a variety of
ways. Assistive technologies range from telehealth and telecare systems, enabling
people to interact proactively with their care professionals to technology used in
the home, on mobile devices and utilising state of the art sensors to enable them
to support their health and wellbeing. The Assistive Technology theme will
support not only the future development of community services but will also
greatly impact of how services will be provided across primary care. The ability to
access and deploy the latest technology to support diagnosis, monitoring and selfcare coupled with enhanced patient relations through consumer devices offers a
viable route to redesigning care pathways capable of meeting future demands.
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The programme will lead the identification, evaluation and adoption of new
technologies in Liverpool with a real focus on innovation. Existing key links to the
North West Coast Academic Health Science Network, Local Enterprise Partnership
and academia in addition to leading EU networks and a European Commission
Innovation Partnership group will support Liverpool to maintain its leading
position. This work will enable Liverpool to continue to influence the European
agenda in this important area and facilitate access to key structural funds for the
benefit of the city region. It will enable us to build on well-established European
relationships and allow us to draw down best practice from thought leaders and
innovators.
Predictive Analytics
Predictive analytics is the use of data science techniques at scale across multiple
sources, in order to define health and care issues and predict the use of key health
resources. It will be used to support and enable true person centred care. We will
use information to proactively risk profile and predict care trends which will
enable us to plan and allocate resources most effectively to produce the best
outcomes for the people of Liverpool. For example risk stratification models allow
patients most at risk of emergency hospital care to be identified so care can be
optimised.
Data has become a key component to many forms of digital and biological
advancements including genomics and personalised medicine. Our ability to fully
engage with these areas of innovation and more importantly, effectively exploit
and deploy the results of it, will set Liverpool apart. Bringing together the rich
sources of data from around the City including Health, social care, research,
employment, education, travel, police, fire and rescue, behavioural insight,
consumer data and utilising advanced algorithms and data mining techniques can
determine patterns and predict future outcomes and trends with often surprising
reliability. By taking a whole City approach to the management and exploitation
of data, working with industrial and academic data scientists and exploiting key
local assets we can achieve this ambitious aim.
5.8 Digital Enablers
The Digital Care and Innovation Model is underpinned by a number of enablers:
Governance – Information Sharing Framework
A robust approach in relation to Information Governance, Audit and Identity are
essential foundations to enable the themes within the digital care and innovation
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programme, in particular in relation to information sharing in a safe and secure
way.
Over the past 12 months, significant collaborative work spanning over 20
organisations has been undertaken to develop a scaled information sharing
framework. From a risk and safeguarding perspective, the framework is based upon
a number of key principles which are summarised below:
 Role/Service Based Access: Levels of access to information will be based on
roles or service profiles
 Consent and Opt Out: Information shared is facilitated only when an individual
has given consent to do. An individual holds the right to ‘opt out’ to all or parts
of their personal information being shared
 Proactive Audit: The framework will result in a significant increase in
information being shared, therefore there is a significant safety and security
need to assure that only those that require access to data, are able to access it
 Exclusions: There are a number of exclusions which will not be included within
the sharing model, unless explicitly stated due to legal/statutory requirements
and sensitivity concerns
 Mandatory Training: All staff will be expected to undertake mandatory training
 Monitoring and Evaluation: Ongoing monitoring and evaluation of both the
model and its effectiveness will be undertaken
 Patient and Public Engagement: Patients and members of the public will be
given an opportunity to consult, debate and inform the approach to sharing for
the role purposes of providing care
With the principles in place, the information sharing framework is based on a
number of segments, professional groups/roles and service areas. The segments
are broken down into a number of tiers with information starting at lower levels of
sharing and building upwards. The segments represent the following areas:
 Summary Record – Summary patient information to be shared across a wide
range of health and social care practitioners
 The Community – Information held outside of hospitals, across Primary Care,
Community, Mental Health and Social Care
 Diagnostics – Key diagnostic information including pathology, radiology and
other tests available for North Mersey Patients
 Hospitals – Information held at secondary and tertiary care level across the
many acute settings of the health economy
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There are 5 professional groups and 2 service areas which would have access to
specified segments and tiers as described through the framework:
 Medical
 Registered Health Care Professional
 Social Care Professional
 Unregistered Professional
 Admin
 Urgent Care
 Extended Primary Care Team

Figure 2: Information Sharing Framework
The work already identified under the PHR workstream addressing online citizen
identity and the cloud based secure storage of citizen data will be addressed under
this governance approach.
5.9 Digital Maturity & Workforce Development
It is acknowledged that in order for organisations to share information
electronically, a high level of digital maturity is required. Currently organisations
are at varying levels of digital maturity with some extremely mature systems able
to comply with technical standards, whilst others are still highly reliant on writing
in paper notes with no electronic systems where information can be shared.
A maturity model will be developed to measure digital maturity in the context of
the level of information that can be viewed and exchanged. This interoperability
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and integration maturity approach will align technologies to ensure that the
delivery of the information exchange is achievable in a staged approach by all
organisations, whilst releasing tangible clinical and operational benefits along the
way.
All organisations will undertake individual assessments which will feed into an
economy-wide view in terms of digital maturity. A robust approach, involving
tracking and development, will be established.
The development of our workforce to harness and utilise technological innovations
is crucial. This area of work will build the skills capacity for a technology enabled
care and health workforce. In particular, it will address the skills and qualification
gap that limits the potential to scale up smart solutions for health, care and wellbeing. The shortfall of training opportunities for health and social care
practitioners in assisted living and other digital technologies and the lack of a
recognised qualification for competence in their suitability and use acts as a brake
on professional engagement. It will also provide support to citizens and “turn them
on” to technology, develop their digital skills, build confidence and an appetite for
technology and technology enabled services that can support people to self-care,
adopt healthy lifestyles and live independently for longer.
Skills and qualifications development will focus on:
 Raising awareness of the innovative technologies available, what they can
do, their suitability, beneficiaries and likely impact
 Developing courses and recognised professional qualifications in this field to
provide incentives for health and social care professionals to add value to
their CVs and their professional expertise and support their role in
stimulating demand for smart solutions for assisted living
 Providing tailored training to enable local implementation of locally
developed and other state of the art innovations and unblock commercially
viable export opportunities where training of key personnel is required to
support role out if innovations and good practice – such as the House of
Memories training programme and App

5.10 Interoperability and Infrastructure
The interoperability components to deliver digital services of the future will be
delivered through the technical interoperability of a number of strategic IT
systems in use across our health and social care organisations.
Utilising an interoperability roadmap, the process for this work can be categorised
into the phases outlined below:
 Phase 0: Direct logon to systems for health and social care staff
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Phase 1A: Connect, using each organisations main strategic system, to an
embedded view of data from another system held on a separate tab
Phase 1B: A message sent from hospital to primary or community systems using
HL7 message standards
Phase 2: Connect, using each organisations main strategic system, to a single
view of all other information held outside of your strategic system
Phase 3: Access a fully integrated rendered record, via organisations Strategic
Systems

Within the past 3-5 years, there has been a significant rationalisation of systems in
a community setting. This has seen the implementation of EMIS Web extensively
across primary and community care and the deployment of Liquid Logic within
social care. From a mental health perspective, a procurement exercise was
undertaken which has seen a direction of travel to migrate from the Epex system
to Rio.
From a hospitals perspective, there have been some EPR deployments, however
over the next 1-3 years there are further developments in this area across the
economies Acute Trusts. From a diagnostics perspective, ICE and PACS are key
systems to facilitate the sharing of diagnostics information.
There are various local integration engines within Trusts, the Medical
Interoperability Gateway and EMIS Connect are used for e-communications and to
facilitate primary care records being shared with other settings of care.
The diagram below represents the way in which information will be shared and the
systems it will be shared from. The links between the professional and individual
records through interoperability and integration is key to support the delivery of
digital services for the future.
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Figure 3: Interoperability Approach
5.11 Infrastructure and Information Governance
The use of data and information in the NHS is a particularly sensitive area with the
confidentiality, integrity and method of access to such personal information a
fundamental concern when establishing an infrastructure for a digitally
transformed health service.
The right balance between new and highly effective cyber security measures and
ease of access are critical. The potential benefits of increased engagement in
health and self-care are well documented, however to be successful this
engagement must take place in a trusted environment that is sufficiently simple,
interesting and convenient for it to be a regular activity.
Not only will this infrastructure be required to deliver information in a secure and
accessible way, but it must also provide the ability to interact via consumer
devices and ‘wearables’. These devices such as fitbit, jawbone and the iWatch
when coupled with a smartphone are becoming the primary method of generating
and interacting with online health data. Therefore, a modern and accessible NHS
must be capable of interacting with and utilising these devices and the data they
produce when our service users wish to do so.
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In response to this, Liverpool CCG will develop two key workstreams:




Online Citizen Identity – continuing the leading work with the Government
Digital Service (Cabinet Office) and NHS England to establish secure identity
verification.
Cloud computing
infrastructure.

capability

–

further

developing

local

cloud

based

5.12 Operating Model
The purpose of digital services is never to be ‘stand-alone’ but to augment,
improve or transform existing services into new methods of delivery.
This
requires that digital services become the norm not only as part of the digital
programme but for all services and transformative programmes. This means
ensuring that those delivering our services have access to guidance, support and
specialist digital capability before, during and on-going after a digital
transformation.
The implementation and delivery of the digital model requires a careful
combination of:


Close working, communication and collaboration with service and
transformation leads across Healthy Liverpool for adoption to be seamless as
services become digitally transformed.



Adoption of the digital design principles set out by the National Information
Board:
o Place users and professionals at the heart of the design of all new offers,
by better understanding their needs
o Work to secure people’s trust and confidence, and ensure that their
expectations are fulfilled
o Support inclusion so that the digital opportunities are open to all who
could benefit
o Ensure that all our offers are tested with users and share the insights we
gain from this widely
o Ensure end-to-end transformation of services, rather than just ‘digitise’
existing services
o Support the development and adoption of digital standards
o Continue to review and iterate services to meet evolving needs
o Seek to increase our digital capability and share this across the system
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Working within these principles, we will prioritise our work according to:






LCCG strategic aims
Healthy Liverpool
National/European/International drivers
Opportunities (including bids/funding and quick wins)
External industry and partner activity

The Digital Care and Innovation Programme will deliver, in partnership with other
programme areas new digitally transformed services to enable:





Health/care professionals and carers to access all the information, data and
knowledge they need
State of the art, lifesaving solutions made available at the earliest opportunity
with innovation support from both inside and outside the NHS
Health and Care professionals are supported to make the very best use of data
and technology
The individual is empowered to take more control of their health and
wellbeing, connect with their care givers, utilise the resources they are
comfortable with to support them and feel empowered to use new
technologies, treatments or services.

In designing new models of care, our digital offer should learn from existing
pathways and best practice across Europe, using their successes and shortcomings
to inform new design. As part of this process, digital solutions will consider:
The natural move to digital
Our citizens have ever higher expectations of digital services from other industries
e.g. weekly shopping, ordering goods, hotels and banking. Our health services must
to respond to these expectations, balancing the risk of following ‘fashion’ with the
potential to deliver services digitally.
Demographic Pressures
By 2030, the local population aged 65+ years is projected to increase by over 33%,
with the population aged 85+ years projected to increase by over 70%. The number
of older people with care needs who will require support to live independently is
forecast to increase by approximately 30% during this period. This massive increase
in demand will require technology and digital solutions to automate population
level demand whilst improving the customer experience, efficiency of the system
and access to services.
Self-care and empowerment
Research has indicated that successful self-care has four main elements –
personalised care planning; structured information and education, including peer
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support; access to health-care professionals in regular structured reviews when
needed; and emotional, psychological and practical support, including from
friends, family and carers. Clearly, technology and digital solutions will play a
major role in delivering this. For example, apps (computer programs designed to
run on smartphones, tablet computers and other mobile devices) can be used to
increase self-care, and over 100,000 are already available.
Productivity and efficiency
Digital approaches also cost less. There are savings to be made from supporting the
system to manage increased demand, through effective channel shift and by
reducing cost of supply by using our scarce resources better, and make them go
further, to deliver better care to more people.
Digital inclusion
Nationally, people over 65 account for more than half of NHS spend, and those
with long term conditions account for 70% of all NHS spend. These people are
three times more likely to have never used the internet than those without
disabilities. Even small improvements to digital skills and access could have a
significant impact in terms of delivering savings, helping manage increasing
demand and tackling health inequalities.
The digital inclusion picture is improving nationally, with over 70% of 65-74 year
olds and one third of over 75’s having accessed the internet in the previous three
months at the beginning of 2015. This shows a growing trend in the older
population to engage with digital technologies, so to engage only with the already
digitally included over 65 population would represent a significant success. Add to
this the extensive activity to increase digital inclusion locally and the impact of
the programme in this area will be substantial.
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5.13 Outcomes, Benefits and Objectives
A number of key expected outcomes have been identified across a 1-5, 5 and 10
Year period:

1-5
Years
Practitioners have access
to appropriate
information 24/7 through
class leading iLinks
information exchange and
interoperability.

Apps and digital
services are key to the
delivery of all services
supporting self care

5 - 10
Years

Using a Liverpool based cloud
computing centre, data
from around the region
will be analysed by data
scientists to understand
and predict when care
will be needed, how it
will be needed and identify
those requiring intervention before
the health need arises

A ‘virtual’ hospital
service across
Liverpool providing
access to specialist
care at any site in
the secondary care
infrastructure

Personal Health
Record, apps and self
care support all
available from one
place. They can choose
the app and support that
they want and share their
information and plans with whoever
they choose. Liverpool citizens can
access online records and content
using a nationally recognised and
secure digital identity.

Assistive technology
deployed at scale and
integrated with personal
technology to maintain
self care and prevention
activity.

Advanced sensors,
designed and
manufactured in
Liverpool are enabling
early detection and
management of diseases

A single, integrated care
record across the
Liverpool health
economy.

10
Years
+
Transformation of NHS
services towards
predictive. Changing
lifestyles and utilising
precision medicine
techniques to
dramatically reduce
unplanned care and LTC
prevalence

Digital services are the
first contact for all
non-emergency
health services
providing initial
advice, triage and
appointments at the
appropriate care setting.
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Outcome

Year 2

Population utilising digital self-care initiatives and
software applications

✔

Appropriate electronic information available 24/7
for practitioners
Individual
access
to
their
care
records
electronically

✔

Year 5

Year 10

✔

A Paper Light Health and Social Care Economy

✔

A single integrated record through interoperability

✔

Information relevant and readily available at the
point of care

✔

Assistive technology widely deployed

✔

Deployment of evidence based care technology
supporting healthy lives and early intervention

✔

A digitally connected city

✔

Widespread use of technology. i.e. Genomics

✔

Benefits
There are a number of wider system benefits that can be expected through the
delivery of the Digital Care and Innovation Programme. The benefits as noted
below are indicative rather than prescriptive. Benefits will impact patients, carers
and care providers and include:












Improved self-management of health, disease prevention, management of
diseases and/or expenditure, e.g. reducing the number of severe episodes and
complications
Improved interactions between patients, their relatives and care givers
Increased level of education and acceptance by patients and care givers of ICT
solutions for personalised care
Increased confidence in decision support systems for wellbeing and
disease/patient management
Increased quality of care through the provision of information to professionals
Strengthened evidence base on health outcomes, quality of life, care efficiency
gains and economic benefits from the use of digital technology in new care
models, in compliance with data protection requirements
Improved service offering and business concepts and models
Improvement in quality and safety through access to real time, accurate
information
Increased compliance with IG standards
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Reduction in time spent looking for information manually across MDTs and care
pathways
Reduction in carbon footprint
Increased productivity for practitioners
Maximisation of informatics investment
Increase in safety through sharing of information

As with all outcomes and benefits, the key component to their impact is through
ensuring new ways of working are adopted by utlising the new technologies,
maximising the realisation of the overall programme benefits. With this in mind it
is important to acknowledge that although the Digital Care and Innovation
Programme will deliver benefits in its own right, a large proportion of the
outcomes and benefits will be realised through the transformation of health and
social care services using these new technological capabilities.
Benefits will be categorised as follows:




Cash releasing - this benefit type provides a cash saving, for example a reduced
drugs budget or removal of expensive duplication.
Quantifiable, non-cash releasing - this benefit can be quantified but does not
provide a saving, for example an improvement to the patient or practitioner
experience
Non quantifiable, non-cash releasing - this is where a benefit is qualitative and
is more difficult to quantify, for example increased ability to identify ‘at risk’
individuals

Culture change within organisations, workforce and our public is a key component
of business change associated with the Digital Care and Innovation programme.
The business change approach for the various components will be based upon the
following principles and ultimately be captured in a Benefits Realisation Plan
which will:
 Document the benefits in more detail with clear and well defined baselines.
These should be documented in a Benefit Profile for each benefit or combined
into a single document known as a Benefits Register (which contains details
about all the benefits). Each benefit must also have a benefit owner who is
responsible for the realisation of the benefit
 Quantify both cash releasing and non-cash releasing benefits and set clear
targets and action plans for delivery (using specialist financial support where
necessary)
 Set clear timescales for the measurement and delivery of each benefit
 Assign clinical and managerial responsibility for the delivery of benefits to
named individuals
 Undertake regular benefits review to assess performance against baseline an
predicted values
 Monitor qualitative and quantitative benefit performance at the Programme
Team and Programme Board level to provide assurance that the benefits will be
delivered as a result of this programme
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It should be recognised that benefits identification and realisation is a continuous
process. The benefits identified in the strategy will need to be further developed
throughout the lifecycle of the programme life cycle.
5.14 Programme Objectives:
The key objectives to deliver the digital care and innovation outcomes and
benefits are:
Digital Care and Innovation Objectives
Integrated Records:





Implementation of a new scaled sharing and Information Governance model
Development and delivery of a digital interoperability roadmap across all
health and social care providers
Delivery of effective e-communications across health and social care
practitioners
Delivery of systems and technology to enable models of care delivery in
community and hospital settings

Person Held Records:
• Implementation of person held records for Liverpool people
• Creation of person held record platform
• Linking systems for patient access to integrate with the health and social care
record
• Implementation of citizen identity initiative
• Creating a marketplace of self-care and support apps
• Developing a vibrant SME economy to continuously innovate for health and care
• Develop new ways of working with industry to leverage innovation and
sustainable funding models.
Assistive Technology:
• Delivery of telehealth and telecare to support Liverpool people in emerging
and established pathways to keep them out of hospital and in their own homes
• Delivery of a digital innovation hub and local economic development through a
leading role in the Local Enterprise Partnership Regional Development Plan
• Maintenance of local academic and key industrial partnerships
• Identification and adoption of innovative digital technologies in the delivery of
care
• Ensure Liverpool is recognised as a leading economy in Europe with access to
key leaders and European funds
Predictive Analytics:
• Link with Liverpool Smart City
• Engage fully with industrial and academic data scientists and map capability
• Aim to be UK centre of excellence in use of analytics using best international
models e.g., Oslo, Catalonia, Virginia
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•

Develop a joint plan with AIMES, Sensor City and the new genomics
development to create an infrastructure to support analytical work.

5.15 Enablers, Timelines and Implementation – Making it Happen
Beyond the enablers articulated as part of the digital service model, there are a
number of critical success factors required in order to ‘make it happen’ as follows:
Engagement
For our digital vision to be a success, engagement and buy in from stakeholders is
critical. Building on existing strong relationships and building new ones with local
organisations, professionals, people and industry partners is key.
Patient and public engagement and feedback will be fundamental particularly in
relation to shared electronic records and new ways of working/care pathways.
This will be progressed through the wider Health Liverpool communications
strategy.
Innovation
Innovation requires pace and agility in order to adapt and implement ideas to
improve health, transform the quality and reduce the cost of health and care
services. New solutions are constantly available and to access state of the art
solutions requires the infrastructure, knowledge and workforce capable of
delivering this in a constantly changing environment. Innovation also requires
broader thinking, accepting knowledge and solutions from other sectors,
organisations and industries, which links not only to accepting change but also
shifting culture.
A Shift in Culture
A significant shift in culture is required in order to meet our vision. The level of
change will vary, but will involve more electronic recording of data, more mobile
working, a different attitude to information governance or a more holistic
approach to care with our patients not being asked the same information time and
time again. We need to move to a culture where things are universally known and
understood. It is not about doing more of the same; it is about being big, bold and
brave in our ambitions and plans.

Capability and Capacity
In order to fully engage with digital resources and gain the maximum benefit in the
future, it is critical to ensure that patients and professionals alike possess the
necessary skills. The shortfall of training opportunities for health and social care
practitioners in assisted living and other digital technologies and the lack of a
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recognised qualification for competence in their suitability and use acts as a brake
on professional engagement. Access to internet resources and increasing digital
skills will also provide support to citizens and “turn them on” to technology, build
confidence and an appetite for technology and technology enabled services that
can support people to self-care, adopt healthy lifestyles and live independently for
longer.
Investment
The diagram below describes the key areas within the Digital Care and Innovation
Programme requiring investment. There are 9 investment pillars in total across the
digital programme.

Predictive
Analytics

Pillar
1

Pillar
2

Pillar
3

Pillar
4

Pillar
5

Pillar
6

Pillar
7

Pillar
8

Pillar
9

Audit

Infrastructure

Scaling up smart
solutions for health and
social care

Skills for digital care
and innovation

Developing and testing
leading edge
innovations

Quadruple helix ecosystem and
international markets

Intelligence and
evaluation

Person
Held Record

Interoperability

Mi Assistive
Technology

Digital Maturity

iLinks Shared
Care Records

Figure 5: Investment Pillars
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The indicative 3.5 year investment plan across the 9 pillars within the 4
programme themes is outlined below:

Integrated
Health and
Social Care
Records ILINKS

Programme
Theme

Digital Pillar

16/17

17/18

18/19

Digital Maturity 2,000,000
Interoperability 500,000
Audit
200,000

2,000,000
2,500,000
100,000

2,500,000
1,500,000
100,000

2,000,000
1,500,000
100,000

Infrastructure

1,000,000

750,000

750,000

Assistive Technology and PHR

1,000,000

3,700,000 5,600,000

4,850,000 4,350,000

Scaling
up
smart solutions
for health and
social care

1,856,651

2,867,790

2,957,991

3,048,193

Skills for digital
care
and
innovation

314,400

279,000

279,000

279,000

Developing and
testing leading
edge
innovations

250,000

250,000

250,000

250,000

Multi
Sector
Eco System and
international
markets

151,000

337,429

337,429

337,429

Intelligence
and Evaluation

230,000

260,000

260,000

260,000

ILINKS Total

AT/PHR Total

Predictive
Analytics

15/16

2,802,051

Predictive
Analytics

PA Total

Overall Digital Programme Total

200,000

200,000

3,994,218 4,084,420 4,174,622

500,000

500,000

500,000

500,000

500,000

500,000

6,702,051 10,094,219 9,344,219 8,844,219
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Table 5: Indicative Investment Plan
The figures included in this investment plan are an initial indication. They are
subject to due process, business case and evaluation. Work has commenced on a
number of key areas. The indicative investment plan has been included to
illustrate the scale of strategic change the Digital Care and Innovation Programme
aims to achieve.
Risk
The investment in a programme of this scale and ambition highlight a number of
strategic risks.




The ambition in the programme in itself requires a significant level of
investment
Due to the national and international direction of travel, doing nothing is not a
viable option. This programme will ensure that Liverpool is at the proactive
forefront of digital developments both nationally and internationally
Due to the size and scale of investment, adherence to appropriate legal,
technical and other governance standards are required to ensure best value for
money managed in appropriate controls

Risks will be managed through the programme governance arrangements.

97

5.16 Outline Implementation Plan

 Person Held Record platform
build completed and stage 2
planned.
May
 Citizen identity alpha
project completed and next
sprint planned.
 Telehealth, Telecare & community
support continuity agreed and
procurement of new services planned.

2014

 Neighbourhood information
sharing and technology in
Sep
place.
 Increase use of technology
‘prescriptions’ in key areas.
 Predictive analytics multi-organisational
group established

 Continued implementation of
interoperability and information
Q1-2
exchange roadmap
 Single pathology diagnostics
ICE system
 PHR live and available at scale
 Reduction in faxes (E-comms
programme)
 Assistive technology delivery at scale

2015

 Sign-off and implementation









commencement of a new
Oct
scaled sharing model.
Development of strategic partnership
agreements with industry partners.
Public conversation regarding
information sharing & digital
resources.
City wide enablement of online
GP appointments, repeat prescriptions,
and access to records.
Digital maturity baseline completed
Interoperability & information exchange
roadmap developed and delivery started
with health and social care.

2016

subject to detailed project and programme planning.

Approach defined
Further PHR developments
Predictive analytics live

2018

 Deployment of new hospital
system across 3 Acutes.
 Digitisation of hospitals
 Continued Telehealth
Implementation

Q3-4

This plan is an outline implementation plan for illustrative purposes and is




2017

 Economy wide audit system
procured.
Dec  Increase Interoperability
between EMIS, Liquid logic
and Meditech.
 New state of the art assistive technology
initiatives progressed through proof of
concept stage.
 Establish initial data collaboration plan.
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 Phase 2 & 3 Interoperability

 Integrated interoperability
views across suppliers

 Measurable increase in digital maturity
 Establish initial data collaboration plan.
 Establish innovation centre and economic
development components of the City
Region Development Plan

Q1-2

Q3-4

Community Care
“Making the most of our city’s assets to deliver the best in community based
care and support, to improve the health and wellbeing of the people of
Liverpool.”
“The whole is greater than the sum of the parts”.
Aristotle
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6

Healthy Liverpool Community Model

6.1 Vision and Aims
The Healthy Liverpool Prospectus for Change5 described the current healthcare
system within Liverpool characterised by poor population health outcomes; high
incidence of the key risk factors that affect health such as smoking; high use of
hospital services and emergency care; variation in care delivery; financial
pressures on public services and increasing numbers of older people. There is also
clear evidence of services delivered to high standards, with high reported levels of
a positive experience by the public.
We are clear, consistent with national policy6, that achieving our vision, improving
health outcomes and creating a sustainable healthcare system, will require a
fundamental shift from a current hospital centric model to one which is focused on
prevention and community based care.
This will require a major change in the way that people within Liverpool are
supported to manage their health and the way community services are delivered.
At present, whilst we have some excellent services within the city, these are too
often fragmented, lacking integration across health, social and voluntary services
and focused on specific conditions that an individual may have rather than holistic
care.
Our Aim for Community Care in Liverpool is:
We recognise that health interventions alone, will not deliver the major
improvements in health outcomes we need for people in Liverpool. The Marmot
Review in 20107 highlighted the need for action on the social determinants of
health to improve health outcomes and reduce health inequalities. We must make
the most of the community based assets within Liverpool, including individuals and
communities themselves, if we are to be successful in improving outcomes.
We will create a new system of community based care, that supports the whole
Liverpool population, designed to meet the needs of individuals, including the
social aspects affecting health and wellbeing and taking into account the wider
impact and dependence on families and carers i.e. person centred care.
Whilst there is no single definition the Health Foundation 8 describe four principles
of person centred care:

5

Liverpool CCG (2014). Healthy Liverpool Prospectus for Change
NHS England (2014). NHS Five Year Forward View
7
The Marmot Review (2010). Fair Society, Healthy Lives. Strategic Review of Health Inequalities in England
post-2010
8
Health Foundation (2014). Person-centred care made simple
6
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1)
2)
3)
4)

Affording people dignity, compassion and respect;
Offering co-ordinated care, support or treatment;
Offering personalised care, support or treatment;
Supporting people to recognise and develop their own strengths and
abilities to enable them to live an independent and fulfilling life.

National Voices9 described person centred care from the user perspective:
‘I can plan my care with people who work together to understand me and
my carer(s), allow me control, and bring together services to achieve the
outcomes important to me’
Further work examined the needs of younger people10 and described their
perspective:
‘We want services to realise we are a person who has needs, hopes and
dreams. Services cannot be one size fits all, we are all different and we
should be treated as an individual’
To be truly person centred will require a fundamental change in the way people
currently access and utilise health and care services and the way they are
organised and delivered. We need to create a new system of community care
where:
 People are empowered to manage their own health and care;
 The social model of health will be pursued alongside the medical model;
 Care is integrated in the planning, commissioning and delivery across health
and social care;
 Care planning takes into account the impact and dependence on families and
carers;
 Services provide more proactive care, targeted at people at most risk of poor
outcomes;
 Care is provided closer to people’s homes and is designed to support people to
remain independent and in their home environment;
 People are supported to return to their home environment, as soon as possible,
following admission to hospital.
The alignment and integration of children, young people and adults care is a key
aspect of the new model of care, recognising the impact that transition to adult
care support can have on individuals and their families, but also taking into
account the personalisation of services required to meet the needs of children,
young people and their families and the crucial impact that early years has on the
life chances of individuals. The commitments agreed within the Liverpool Children
and Young People’s Plan will underpin the community model:
 A commitment that children, young people and families are at the heart of
everything we do;

9

National Voices (2013). A narrative for person-centred care.
National Voices and Think Local Act Personal (2015). My Life, My Support, My Choice

10
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A commitment to fairness and equality for all children, young people and
their families;
A commitment to maintaining partnership working, joint commissioning and
investment;
A commitment to embedding prevention and early help;
A commitment to working with families.

In using the term ‘community care’ we refer to services provided, outside of
hospitals, by health, social care, education and the voluntary sector, designed to
meet the health, social and wellbeing needs of individuals.
We also use the term ‘person’ to describe someone who may use care services,
rather than other terms which are used specifically within health and social care
including ‘patient’, ‘client’ or ‘citizen’.
6.2 The Community Case for Change
National policy has been clearly directed over the past few years on the delivery of
services closer to people’s homes and the integration of service delivery and
planning, across health and social care.
The NHS Five Year Forward View (5YFV)11, sets out the strategic planning priorities
for the NHS and is clear that the future sustainability of the NHS will require a
much greater focus on prevention and engagement of the public and communities
in health and well-being; with the creation of a new model of care which delivers
integrated health and social care within community settings, avoiding the use of
hospital based care, where it is unnecessary.
The FYFV also describes clearly the need for reform to meet public expectations of
health and social care support and services, clearly informed by the work of the
National Voices initiative.
National Voices, a grouping of 130 health and social care charities, were
commissioned by NHS England to design an approach on what matters most to
people on using health and social care services12. Their final report in April 2013
described a number of ‘I’ statements that people wish to experience when they
require care.
Examples of ‘I’ Statements include:







11

12

‘All my needs as a person are assessed’
‘My family/carer have their needs recognised and are given support to care for
me’
‘I have as much control of planning my care and support as I want’
‘I can plan ahead and stay in control in emergencies’
‘I tell my story once’
‘I always know who is coordinating my care’
‘I have information, and support to use it, that helps me manage my condition’
NHS England (2014). NHS Five Year Forward View
National Voices (2013). A Narrative for Person-Centred Coordinated Care. www.nationalvoices.org.uk
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Further work undertaken with children and young people with complex needs
produced clear messages about their expectations13. The children and young
people were emphatic that ambitions should go beyond the aim of more joined up
services – support should be shaped around the needs, aspirations and preferences
of children, young people and those around them.
The Better Care Fund14 was announced by the Government in the June 2013
spending round, to ensure a transformation in integrated health and social care,
with the aim of creating a local single pooled budget to incentivise the NHS and
local government to work more closely together around people, placing their wellbeing as the focus of health and care services.
Within Liverpool this led to the creation of a pooled budget of £55m focused on
the integration of services focused on:





Prevention and self-care
Transformation of mental health
Healthy ageing
Digital Care and Assistive Technologies

The Care Act (2014) came into force in April 2015 with the aim of modernising
adult social care law and supporting the transformation of social care towards
integrated care delivery. The Act introduced a number of duties and principles for
local authorities, working in collaboration with the local health services to meet an
individual’s needs. This included:










A requirement to promote a persons’ wellbeing when making a decision
Ensuring the provision of preventative services;
Carers will have the same rights to assessment and support as those they care
for;
A duty on local authorities to carry out care and support functions with the aim
of integrating services with those provided by health;
Provision of information and advice services;
A new requirement to shape the provider market and manage risk of market
failure;
Enhanced safeguarding requirements;
Diversity and quality of provision;
Duty of cooperation with other agencies e.g., housing;
Assessment and meeting needs.

A number of changes in legislation relating to children and families, serve to
highlight the complexities and breadth of statutory obligations that exist across
health and social care. Specifically The Children’s Act (2004) was created with a
primary purpose of creating boundaries and support for local authorities and/or
other entities to better regulate official intervention in the interests of children.
13

National Voices and Think Local Act Personal (2015). My Life, My Support, My Choice.
NHS England and Local Government Association (2013). Statement on the health and social care Integration
Transformation Fund
14
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This Act's ultimate purpose is to make the UK better and safer for children of all
ages. The idea behind this is to promote co-ordination (this generally means that
service delivery for children and families is via integrated service models) between
multiple stakeholders to improve the overall well-being of children. It is therefore
vital that any local developments surrounding families, take account of the need
to plan and deliver services in sympathy with evidence based guidance.
The Children and Families Act 2014 has brought about reform across health,
education and social care which means that, for example:




There is greater protection and support for vulnerable children;
There is a new system to support children and young people with special
educational needs and disabilities;
There is help for parents to balance work and family life.

The commissioning landscape in Liverpool around services for children and families
is still developing following the NHS reforms in 2013. The Children’s Trust Board
(CTB) is the key partnership vehicle in Liverpool which sets and delivers the
strategy for improvement in children’s services. Much of this service improvement
will be through the development of community based care. From October 2015,
commissioning responsibility for 0-5 public health services, including Health
Visiting services will transfer to the local authority, which has had responsibility
for commissioning School Nursing since 2013. This represents a change in the way
these services will be configured and delivered, though a strong and integrated
relationship with health (NHS) will remain. These 2 services provide a ‘universal’
offer to children, and are integral to the delivery of the national Healthy Child
Programme, which is a national prevention and early intervention public health
programme providing opportunities to identify families in need of additional
support, and children who are at risk of poor outcomes to meet the needs of
children and their families. These services will work in the context of a community
model with other key partners such as schools, social care services education and
voluntary and faith sector services.
Whilst people are living longer, Liverpool has the second lowest life expectancy of
the eight core cities in England with significant differences between different
areas of the city. The gap between Childwall and Kirkdale for males is 12.2 years.
Healthy life expectancy i.e., people living healthier as well as longer lives is
approximately 75% of life expectancy at around 58 years.
Liverpool is the most deprived local authority in England, with most severe
deprivation concentrated in the north of the city. The extent of deprivation is by
far the greatest issue facing health and wellbeing in the city. The age of which
people require care support is much lower in areas of higher deprivation. This link
with deprivation also results in a lower numbers of people ‘self-funding’ social
care packages, placing pressure on existing budgets15.
There are clear opportunities to improve outcomes through a focus on prevention
15

Liverpool City Council (2012). 2013 Market Position Statement: Assisting Organisations to Understand
Liverpool’s Health and Social Care Market
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and self-care, integrated provision of care and tackling unwarranted variation such
as:









Influencing the social determinants of health;
High levels of key risk factors affecting health and wellbeing such as diet,
smoking, alcohol consumption and physical inactivity;
Recognising the impact of families on children and young people;
Low uptake rates for screening and impact of late presentation of cancers;
Lack of a systematic focus on self-care;
Variation in management of long term conditions with significant people in the
city not receiving evidence based interventions;
Care designed around single conditions, with many people now living with
multiple conditions;
High use of hospital based services in emergencies and ongoing management.

The population of Liverpool aged 65 plus is expected to grow by 9%, with people
aged 85 plus estimated to increase by nearly 24% by 2021. This will place
significant pressure on care services. Approximately 80% of patients within our
acute hospitals are aged over 75, with significantly higher lengths of stay.
30% of the Liverpool population live with one or more long term condition with
over 16 thousand living with 3 or more conditions. Conditions such as diabetes are
expected to grow by as much as 23% by 2030. An estimated 10,000 people are
living in Liverpool with conditions that are undiagnosed and unmanaged. A small
number of individuals account for very high numbers of non-elective admissions
and hospital expenditure, with 0.3% (1537 people) accounting for over 16% of all
non-elective admissions.
Liverpool has a particularly complex health and social care system and outcomes
for children and young people in Liverpool are poor. The health & wellbeing of
children in Liverpool is generally worse than the England average and the level of
child poverty, though improving, is worse than the England average; 33.6% of
children under 16 years live in poverty16 and there is significant variation across
the wards of the city (best 8% and worst 64%).
There are 105,500 children aged 0-19 years (22.6%), with more than 1000 Looked
After Children (as at July 15), 546 children are subject to Child Protection Plans (as
at August 2015) and over 400 children requiring ‘children in need plans’. There are
approximately 2105 ‘Troubled’ families i.e., families characterised by there being
no adult in the family working, children not being in school and family members
involved in crime and anti-social behaviour and often other long standing problems
which can lead to their children repeating the cycle of disadvantage. Barnardos
estimate that there are 3000 young carers in the city.
There are approximately 4500 referrals to Child and Adolescent Mental Health
Services (CAMHS) per year for targeted and specialist support and 122 referrals per
month for neurodevelopmental assessments (Autistic Spectrum Disorder (ASD) and
Attention Deficit Hyperactivity Disorder (ADHD).
16

Child Poverty Map of the UK Part 1; England www.endchildpoverty.org.uk
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Liverpool has one of the highest emergency admission rates for asthma and
epilepsy (patients 0-17yrs) and it also has one of the highest rates of A&E
attendances in children under 5 years.
Currently there are inconsistencies in the way care is planned, commissioned and
delivered across the many partners involved and people report they experience
fragmentation, duplication, lack of clarity and uncertainty. With growing demand
and rising expectations, the current system is unsustainable and unfit for purpose
against a challenging political and financial landscape.
Population increases alone indicate that an additional £9m will be required to fund
increases in hospital and social care, in a system already pressured by reduced
social care funding since 2010 and pressure on hospital finances. Further detailed
review can be found within the Liverpool Joint Strategic Needs Assessment (JSNA)
at www.liverpool.gov.uk/jsna.
6.3 The Scope of Community Transformation
Our transformational programme for community care is quite simply all care
services that are provided outside of a hospital setting, and includes services
provided by health, social care, education, housing and the voluntary, community
and independent sector.
It covers community care for all age groups, from pre-conception (including all
maternity pathways), birth through to end of life and all health conditions.
It is not limited to the services commissioned by Liverpool Clinical Commissioning
Group and Liverpool City Council and involves the full range of community based
assets that support individuals to maintain wellbeing and independence.
The Community Care Model will represent a much greater collaboration of all of
the stakeholder components and take account, not just of individual needs, but
also the impact on families that can result.
6.4 Community Service Design Principles
A series of service design principles were developed to ensure the new system for
community care stays true to the overall vision for Healthy Liverpool: improving
health outcomes, reducing inequalities and delivering a sustainable system for the
future.
These principles were designed through a series of workshops engaging health and
social care professionals involved in the delivery of Healthy Liverpool as well as
the views of people using current services and their family and carers.
The principles have informed the discussions on the design and operation of the
new system, the establishment of standards, expected benefits and the
construction of appropriate governance processes and structures.
New service developments, within the community, will be tested against these
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principles in their design and delivery

Person Centred

• Ensuring that support is planned with the needs of the individual as the star ng point. Maximising
benefit for the individual at all mes and enabling them to be involved in all decisions about their
own care. Recognising the interac on between physical and mental health, social and economic
factors that affect individuals, their familly and carers and the impact on wellbeing.

Promotes a proac ve
approach

• Focusing on empowering the popula on to take more control of their health and wellbeing through
approaches based on preven on and self-care. Iden fying those individuals within the popula on
at most risk of experiencing poor outcomes and taking proac ve ac on to support individuals to
manage their care, deliver effec ve interven ons and avoid escala on of problems.

Elimina ng avoidable
varia on in the quality of
care

• Ensuring that individuals receive the same high quality, evidence based standards, across pathways
of care, leading to reduced inequali es, regardless of where an individual live within the city,
ethnicity, disability or other individual characteris c.

Improves access to services
in the community

• Improving access to services within the community, seven days per week aimed at providing mely
and appropriate response to need. Ensuring people have access to easily accessible informa on to
support self-care and decision making to maximise appropriate use of services. Delivering effec ve
care planning to support individuals at high risk to avoid a crisis and need for emergency care.
Proving specialist support within the community where required.

Integrated across health,
social care and the
voluntary sector

• Alignment of planning and service delivery between health, social and voluntary services through
improved communica ons and informa on sharing focused on improving the experience of
individuals and their carers on use of the care system. Providing support from the most appropriate
care professionals, with clear networks and care co-ordina on.

Making the best of digital
technology

• Maximising the use of digital technologies to support the empowerment of individuals and carers
through the provision of informa on resources, including access to personal care records and
facilita ng appropriate sharing of informa on between professionals. Ensuring that assis ve
technologies are fully u lised, enabling people to receive the latest in technology enabled care and
support.
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6.5 How We Will Transform Community Care in Liverpool
In developing our new system for community care, considerable attention has been
paid to the developments that have taken place over a number of years within
Liverpool, aimed at improving the quality of primary and community services, and
introducing a more integrated and proactive approach within our community
services.
Examples include the general practice specification; primary care mental health
model; systematic management of long term conditions; care co-ordination for our
elderly population; redesign of social care services including community resource
centres such as Sedgemoor (social care reablement centre supporting dementia)
and the community grant scheme that helps support voluntary sector organisations
(VCS).
For children and young people, mental health services have been transformed to
offer more children’s centre, school facing and primary care support, focused on
more integrated pathways and delivery across health and the voluntary sector.
Innovative approaches have been implemented to design services focused on
meeting the specific needs of children and young people such as the GP Champs
Scheme, designed to make primary care more accessible and provision of specialist
children’s services within community settings.
Improving outcomes for children, young people and families is the central focus of
the Liverpool Children’s Trust Board and this vision is articulated throughout the
strategies that have been developed to implement this vision. The joint ambition
across health and social care is underpinned by a commitment to commission
needs led, evidence based effective family centred services.
In addition we have well established delivery approaches and programmes which
have transformed the way care is delivered including our ground breaking More
Independent (MI) Liverpool Programme which has combined the use of assistive
technologies with community engagement to ensure a sustainable platform for
delivery. We have also been actively implementing the neighbourhood delivery
approach, which sees GP practices working together with other community
services within health, social care and other community based organisations to
meet the needs of local populations.
These developments have been built on strong clinical engagement, from across
the whole system and a strong commitment from partners within the Liverpool
care system to deliver improvements in population health.
In setting out our model for community care we present for
overarching direction for community based support and
Liverpool, focused on the needs of the whole population,
needs of individual communities within the city to
differences.
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the first time a clear
service delivery for
and sensitive to the
reflect demographic

At its core the model is about undertaking a proactive approach to the health,
wellbeing and care delivery to people within the city.
It is an integrated approach, involving health and social care partners, but also
reflecting the vital role that quality housing, education, the voluntary sectors and
community groups play in the wellbeing of individuals and communities.
Its delivery is underpinned by a commitment to joint planning and commissioning
by Liverpool Clinical Commissioning Group, NHS England and Liverpool City Council
to ensure opportunities are maximised to ensure value for money for public
spending within the city.
In setting out the model and programme for transformation, we do not present all
the answers, there will be options for delivery of aspects of the model and we will
continue to work closely with partners within the city to determine the optimum
delivery models to achieve desired outcomes, ensuring we remain true to the
vision for health in Liverpool and the core design principles that underpin the
model. This will ensure that the new models of care remain flexible to
accommodate emerging new practices as well as taking advantage of the planned
enhanced skill levels of health and social care professionals over time.
Whilst there are some aspects we will be able to put in place in the short term
over the next 1-2 years, there will be many areas that will take longer to put in
place and our planning is also focused on the next 3-5 years and beyond,
underpinning planned changes in hospital services in the medium to long term.

109

Community model of care
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6.6 Key features of the model:
Individuals, Carers and Families
Whilst being person centred places the needs of individuals at the centre, our
approach also recognises that it is not only an individual that is affected by ill
health or disability, but also the impact on family members and other carers, and
the support they provide.
According to the 2011 census, over 50,000 people stated they provided unpaid care
in Liverpool, 11.1% of the population, which is the highest of the core cities within
England. In addition Barnardos estimate that there are 3000 young carers in the
city. This will continue to rise as life expectancy increases with conditions such as
dementia expected to increase by nearly 11% by 2021.
In addition to the major contribution carers make to the social economy and to the
wellbeing, independence and security of those they care for, they themselves
experience issues relating to health problems, financial penalties and social
isolation17. Higher levels of poor general health are reported among people who
provide unpaid care, rising with the amount of unpaid care provided. The
17

Carers User Experience Survey (2012)
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percentage of carers within the city providing greater than 20 hours of care in
Liverpool at 48% is considerably higher than the England average (36%), with the
numbers providing over 50 hours per week the highest amongst the core cities18.
LCCG and LCC will work collaboratively to ensure the key requirements of the Care
Act (2014) and NHS England ‘Commitment to Carers’ is met, with a key focus on
the high numbers within Liverpool of young carers and the increasing numbers of
carers aged 65+.
Over the next two years we will deliver:








Raised awareness of the needs of carers and requirements of the Care Act
including identification of carers, assessment of needs and support;
Integration of the Liverpool Carers Centre within referral pathways;
Publicity and clear signposting to support and services for carers, with a
particular target on young carers including targeted action in further education
establishments;
A review of existing support services for carers of people with long term
conditions including mental health to identify gaps in provision and utilisation;
Increased provision of specialist technology provision to support carers to
continue in employment and education, as well as supporting the carer role;
Increased capacity within support services to meet the expected 23% increase
in carers identified for assessment and support;
A continued focus on the way we work with families, particularly in a multiagency context, to ensure we work ‘with them’, rather than ‘do to them’,
building family resilience and making best use of support resources.

Maintaining Good Health and Empowering People to Self-Care
Prevention and Wellbeing
The Five Year Forward View is clear that the future health of todays’ children, the
sustainability of the NHS, and the future prosperity of the country depend on a
radical upgrade in prevention. Required improvements in prevention, highlighted
in the Wanless Review19 in 2003, have failed to materialise with numbers of people
smoking, drinking too much alcohol and taking too little exercise high, with wide
variation across the country.
Physical inactivity has become an epidemic and is now perceived to be the
greatest threat to our physical and mental health. Only 14% of people in Liverpool
aged 16+ are regularly participating in the recommended 150 minutes of physical
activity per week and 49.5% of people do not take part in any regular physical
activity in a typical week. As a result Liverpool is the seventh most inactive core
city in England, with only Birmingham below.
Although adult smoking prevalence has reduced significantly in Liverpool since
2005 from 35% to 25.4% in 2013, smoking still remains one of the biggest causes of
18
19

Office for National Statistics (2014)
Wanless (2004). Securing Good Health for the Whole Population
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premature death. Liverpool’s smoking prevalence is above the national average
(20%) with great variation between wards ranging from 5% to 68%.
Alcohol misuse affects individuals, families and communities across Liverpool and
has a significant impact on health and wellbeing. Alcohol specific mortality in
Liverpool is amongst the highest in England and admissions have risen
considerably.
The key risk factors that are associated with premature mortality and chronic
disability and their impact are well understood and guidance issued by NHS
England and Public Health England was clear that CCGs should look to reallocate
resources to prevention with significant return on investment and improvements in
health.
Detailed modelling by public health experts within Liverpool provides evidence
that improvements in the delivery of prevention interventions will lead to
significant improvements in reducing premature mortality, numbers of emergency
admissions and quality of life for people with long term conditions.
Providing the public with clear messages and information on the key risk factors
affecting health and wellbeing outcomes including physical activity, smoking,
alcohol and social isolation will be a key aspect of the Liverpool Community Care
Model. We will maximise the delivery of citywide initiatives and ensuring that
these are delivered at scale, but also in targeted approaches aimed at individuals
at most risk.
Support services available within community settings e.g., smoking cessation,
benefits and housing advice, mental health & emotional wellbeing will be fully
utilised and clear information promoted to the public and care professionals
through the ‘Live Well Liverpool’ directory and information portal which includes
information on community groups, resources and activities designed to support
individuals.
Care professionals will promote ‘social prescribing’, where people are directed and
increasingly referred to non-medical activities in the community that they may
benefit from and aimed at supporting the holistic needs of individuals,
personalised to their interests and requirements.
This will include initiatives aimed to reduce social isolation and loneliness
particularly amongst older citizens where research indicates that 1 in 10 people
visit their GP primarily because they are lonely, with links to increased risk of
dementia, admission to care homes and hospitalisation20.
We will establish new Centres for Wellbeing, providing locality based hubs
designed to provide individuals, carers and families with access to resources and
support. A key focus will be support for children and families, with early years
development and family resilience a major priority area. The development of
20
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these centres will be informed by the outcome of the review of Liverpool
Children’s Centres.
Community engagement will be a key aspect to the success of our model. We will
continue to strengthen our approaches and build on developments such as the
Liverpool Community Grants and Sustainability Programme, designed to support
community groups in providing opportunities for local communities to engage in
wellbeing initiatives, and will develop this into delivery mechanisms for addressing
the social model of health. Joint work with the local authority and the voluntary
sector will focus on sustainability of the sector in light of austerity measures.
Our approach to prevention and wellbeing will be strengthened by the Living Well
Programme of Healthy Liverpool, which aims for Liverpool to be the most
physically active core city in England by 2021.
Self-Care and Empowerment
There is considerable evidence that empowering people to take more control over
their health and any conditions they may have will lead to reduced mortality,
emergency admissions and quality of life21, with evaluation of the approaches that
have proven effective including tailored interventions that recognise the
individuals aspects of care, the need for training and materials and the benefits of
new technology22.
Focusing initially on long term conditions we will equip individuals and
professionals with the tools, techniques, resources and confidence to deliver this
approach to self-care and management of conditions.
The self-care approach will be accessible at any point and time and is intended to
by personalised, flexible and responsive to individuals. It will link with the life
course, ensuring that every opportunity is taken to promote and improve self-care
for people, enabling them to lead a full and active life.
Readily available and easily accessible, information and education resources will
be available targeted at different groups, including:
 People who are healthy;
 People with health needs;
 Professionals involved in providing care;
 Families and carers;
Materials to support individuals with Diabetes and COPD have already been
produced and made available.
Support will be provided for all aimed at:
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Identifying needs and expectations through personalised self-care planning
and shared decision making;
Accessing information, support networks and services;
Increasing and expanding existing and future technology opportunities

Peer support models have proved successful within Liverpool including health
trainers and community champions and we will continue to utilise these
approaches, scaling up their use across communities as part of a community asset
based approach to supporting a social model of health. A new service specification
for health trainers including a review of capacity and function will be introduced in
2016.
Early Identification and Intervention
Screening, diagnosis and vaccination rates within Liverpool often lag behind many
areas of the country, impacting on outcomes including mortality, experience of
service use and quality of life. There is evidence of variation in delivery across the
city, impacted by factors such as deprivation, disability and ethnicity.
A key focus of our cancer workstream, where Liverpool has some of the highest
levels of mortality in the country, is on the early diagnosis of cancer, which will
include the national ‘be clear on cancer’ programme; CRUK bowel screening
intervention; primary care based audit of pathways and significant event analysis
of emergency presentations and increased support to screening programmes with a
key priority to reduce the variation in screening rates across practices. There is
considerable evidence of higher survival rates if cancer is spotted earlier, with
rapid access to interventions23.
Priority will be given to Lung Cancer, where mortality in Liverpool is almost double
that of England, although survival rates within Liverpool are higher, demonstrating
the need for focus on early detection. The ‘Healthy Lung’ Project will focus on
early detection of Lung Cancer and COPD, aiming to raise awareness of respiratory
health within communities, targeting neighbourhoods with high mortality rates and
high-risk groups. Through this approach we aim to detect between 140-153 lung
cancers and identify COPD at an earlier stage, where an estimated 6000 people in
Liverpool have undiagnosed COPD.
We will improve access to diagnostic services, with clear pathways and availability
of tests within community settings and at the ‘point of care’. Liverpool will be at
the forefront of new developments in community-based diagnostics and will seek
to establish pilot initiatives to implement Multidisciplinary Diagnostic Centres
(MDC) for detection of cancers24.
There has been significant improvement over the past few years in vaccination
programmes within Liverpool, with children far better protected from serious or
23
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common childhood diseases. We will continue to protect these uptake levels but
also ensure that variation in levels across the city is addressed with targeted
support and focus within neighbourhoods.
Community Care Teams
‘No wrong door’
National policy over the past few years has been directed towards developing
integrated multidisciplinary teams that break down barriers across health and
social care25. This is a key feature of the Five Year Forward View and the Better
Care Fund and is the focal point of our person-centred model of care. Approaches
to integrated care are not new with several international examples of new models
of care26, and approaches within the UK that have demonstrated improved
outcomes for patients such as reduced emergency hospital attendances27.
Liverpool was one of the early pioneers of approaches to delivering integrated care
delivery within the North West, bringing together primary care, community, social
care, mental health and secondary care clinicians to deliver proactive care across
neighbourhood based teams28. This has established systems for information
governance, risk stratification and data flows from all general practices within the
city, operational arrangements within neighbourhood teams and multidisciplinary
team approaches to an individual’s care.
It is however clear that the
implementation of this approach is not universal across the city, with different
approaches emerging based on experience.
We will establish Community Care Teams within each of our neighbourhood (see
operational model) bringing together a ‘core’ community team, which will
typically involve General Practitioners, Practice Nurses, Social Workers,
Community Nurses, Community Mental Health Nurses, Health Trainers and
Medicines Management, but will also involve other care professionals, voluntary
organisations and agencies that may be involved in an individual’s care, e.g.,
engagement of Health Visitors and School Nurses for children.
Key services will be co-located, within neighbourhood bases, to facilitate
integration and multidisciplinary team working. Work has commenced on the
integration of community nursing, social care and mental health teams and will be
fully operational in 2016. These teams will be key to breaking down barriers to coordinated care, delivering a ‘no wrong door’ approach with clear points of access
into the care system, facilitating access to the right care professional, without
being passed around the system.
25
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Addressing poor outcomes for people with mental health issues will be a key
priority for our Integrated Care Teams, recognising the connection between
mental, emotional, social and physical health. Significant numbers of individuals
with long term or complex conditions also have an underlying mental health
condition, with high levels of premature mortality and evidence of significant
variation of people with severe mental illness receiving health checks and
interventions.
A common assessment framework with trusted assessors of individuals’ care needs
will be the norm, with single care plans in place, available to all relevant care
professionals, via shared care records, with individuals holding their record using
the new Liverpool Personal Held Record, key aspects of our Digital Care Strategy.
Care Teams will adopt a proactive approach which targets individuals at increased
risk of poor outcomes and takes a holistic view of the needs of individuals, carers
and their families with multi-agency responses to addressing underlying causes
including areas such as benefits advice and healthy homes assessments.
Risk stratification data will be used systematically to identify individuals who
would benefit from integrated care and more proactive intervention, supporting
people to retain independence, be in more control of their health condition and
addressing key risk factors.
We have already established an approach to risk stratification that uses data from
general practice and secondary care to predict risk of emergency admission to
hospital. The data demonstrates that of the 385,150 adults (aged 18+) registered
with a Liverpool GP a small number of individuals account have a significant risk of
admission and have utilise health services significantly, particularly in
emergencies:




273 people have a 90%+ risk of admission
668 people have a risk score between 75-90%
2892 people have a risk score between 50-75%

This data allows for systematic identification of individuals and more targeted
interventions, including use of specialist resources. Individuals at high risk are
often highly complex and require more specialist support, tailored to their specific
needs, whilst individuals at lower risk may benefit more from more integrated,
multidisciplinary care delivery, maximising the use of self-care and prevention.
Similarly, for children and young people, the Early Help agenda is being
implemented across the city as a multi-agency response to ensure that individuals
and families can benefit quickly from the support that they need. Early Help
refers both to help in the critical early years of a child’s life, and also help
throughout a child, young person, and family’s life too.
The delivery of early help, alongside other services such as the Multi-Agency
Safeguarding Hub (MASH) offers a multi-agency, comprehensive and risk based
response to need. The MASH will ensure seamless integration of safeguarding
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processes alongside early help so that mobilisation and targeting of resources
happens efficiently and appropriately. In addition, an adult MASH is being
developed in Liverpool, and Liverpool will be one of the first areas in England to do
this.
Building on the More Independent (MI) Liverpool Programme, in operation in
Liverpool since 2012, we will work with partnership with LCC to scale up the use of
assistive technologies (including telehealth and telecare) services to identified
populations including our older population and individuals living with COPD, Heart
Failure and Diabetes.
National pilot programmes in operation in the mid-2000s demonstrated the impact
of telehealth and telecare on outcomes for people with long term conditions or
social care needs29. The MI Programme was set up in Liverpool following a
successful partnership approach with industry, voluntary sector, housing, health
and social care; part funded by Innovate UK (Department of Trade and Industry)
and designed to demonstrate how assistive technology can be deployed at scale.
Local evaluation of the impact of telehealth demonstrates that for people with a
>25% risk of admission score on using telehealth there has been a 23% reduction in
admissions, 20% reduction in hospital use costs and 18% reduction in hospital
visits30.
To date 1600 people have benefitted from telehealth within Liverpool, one of the
highest deployments in Europe of this form of technology. We will scale up the
use of assistive technologies, remote monitoring and clinical support, reviewing
the impact of large-scale deployments elsewhere in Europe. For example
Catalonia where telecare has been deployed to over 60,000 people, with care
support services redesigned to maximise the use of these technologies.
Scaling up the use of services such as assistive technologies will drive new models
of access for the public in how, when and where services are available and
utilised. By using technology we will be able to proactively monitor and support
high risk individuals increasing the current level of service operating 8am-6pm
Mon-Fri to a seven day per week service, with appropriate health professionals
able to provide tele-consultations and clinical response as required.
A new model of access to primary care will be introduced providing access to
routine and urgent care across locality based hubs, working in cohesion with out of
hours provision within the city and forming a key aspect of the urgent care system
within the city.
General Practice remains the bedrock to our new model of care we will continue
to build on the major improvements in outcomes delivered over the past five years
through the introduction of the General Practice Specification. Eliminating
unwarranted variation in provision and standards will be a key priority and the key
29
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to reducing health inequalities within the city. General Practice will be central to
the success of the Community Care Teams.
The role of Community Pharmacy has become more central over the past few years
through initiatives such as Care at the Chemist Scheme. We will continue to
enhance the critical role pharmacy plays in supporting individuals to self-care, play
a stronger role in the management of long term conditions, support new
approaches to access and urgent and emergency care31.
When people do require a hospital admission, the community care team will work
closely with hospital teams to plan for discharge on admission with patients
discharged as soon as the patient is safe to do so, building on the successful
development of a new frailty unit at the Royal Liverpool Hospital and learning from
successful approaches deployed elsewhere and held up as best practice e.g.,
Sheffield.
Effective and cohesive reablement arrangements will be in place with timely
assessment and deployment of community equipment and a single integrated
health and social care community reablement team in place to support individuals
to remain in their home.
A new approach to community based beds will be adopted ensuring that there is a
cohesive approach to support individuals who require bed based support, from
hospital acute care through to long term residential care. A new model of clinical
support for people in care homes will be put in place, with greater provision of
‘step-up’ beds designed to support individuals who need support but do not require
more specialist hospital beds.
The vital role that domiciliary care services play in supporting individuals to retain
their independence will be strengthened through increased engagement with
Neighbourhood Care Teams, the introduction of a new jointly commissioned
contract in 2015 and enhanced roles working collaboratively with services such as
Ambulance and GP Out of Hours to provide support to individuals, where hospital
admission may be the only alternative.
Specialist Clinical Integration
‘Care delivered closer to home’
Care will be provided in a community setting, closer to people’s homes, unless
evidence suggests that hospital based care is better for reasons of quality, safety
or value for money, reflecting public views and national policy for a sustainable
health system.
A key focus will be on long term conditions where there is considerable
opportunity to reduce the need for hospital based care with the implementation of
new pathways of care which focus on delivery within primary care, addressing
31
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variation in care delivery through adherence to quality standards and use of
specialist clinical support within community settings, both in terms of delivery and
education of primary care clinicians.
Significant progress has already been made on diabetes care management and has
commenced on COPD, heart failure and cancer. Other opportunities include areas
such as gynaecology and musculoskeletal problems.
There will be a significant reduction in outpatient appointments delivered
currently within hospital settings. NHS Right Care data identifies that Liverpool
has a significant opportunity to reduce hospital based outpatient appointments and
the opening of the new Royal Liverpool Hospital in 2017 which has been modelled
on the reduction of 68,600 reduced outpatient appointments.
In addition to providing specialist clinics in more community based settings, as
required, we will also utilise digital technologies maximising the potential of
telehealth in areas such as virtual clinics using tools such as clinical video
consultation.
We will maximise the use of the community based estate available within
Liverpool, to deliver more community based teams, taking full advantage of the
significant investment made within the city on neighbourhood based centres over
the past 10 years.
Diagnostic services will be more available within the community, at the point of
care, taking advantage of advances in technology, with improved infrastructure
and new app based testing e.g. point of care testing such as for cancer patents on
chemotherapy to detect low white cell counts, home warfarin testing, new sensor
technology to enable real time monitoring of blood sugar, oxygen levels. Services
will be available across seven days, more integrated within care pathways with
more direct access.
Integrated and shared records will provide the platform for collaborative,
integrated working with new arrangements for shared agreement on information
governance creating a clear legal framework for appropriate sharing.
Managing Complexity
‘Supporting the vulnerable’
Ensuring that inequalities are narrowed within Liverpool is a key priority and is
clearly articulated within our vision for a Healthy Liverpool. We know that certain
groups within Liverpool, in common with the rest of the country, experience poor
outcomes in comparison to the general population. People with serious mental
illness and learning disabilities have a life expectancy 15-20 years younger than the
general population, equivalent to UK average life expectancy levels in 1958.
Individuals with significant alcohol problems and those who are homeless also die
much earlier but also account for significantly higher admissions to hospital and
use of A&E.
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We will target key groups, based on emerging data around the numbers of
individuals and families with complex needs, long term conditions, as well as those
who face social care challenges, and utilise risk stratification to identify
individuals at high risk to provide integrated support arrangements to ensure that
care takes into account the holistic needs of individuals and individual conditions
are not managed in isolation.
In pursuit of the identification of families who are in need of additional support
and children who are at risk of poor outcomes, is the Healthy Child Programme
(HCP). This is an early intervention and prevention public health programme that
lies at the heart of universal services for children and families. The programme
extends to 19 year olds with a focus on interventions and support, designed to
influence outcomes. Failure to meet the needs of children and young people
stores up problems for the future and the community model can play a key role in
preventing escalation of need into hospital based or specialist services and can
therefore build resilience into the service model as well as families.
The diagram below describes how children and young people within Liverpool are
risk stratified on levels of need.
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Innovative approaches will be implemented to provide more specialist and
targeted support where it is clear that the universal care offer is not delivering
positive outcomes. Liverpool will be at the forefront of new approaches, working
closely with key partners in social care, housing and voluntary sector
demonstrating an appetite for risk, aimed at making a difference in areas that
have traditionally proved extremely complex and difficult to improve.
A key initial focus will be on the homeless population, severe mental illness and
people with complex alcohol problems. Local data clearly demonstrates that
these groups experience poorer outcomes than the general population including:
 Significantly higher levels of premature mortality;
 High use of emergency care;
 Difficulties in accessing services;
 Lower levels of access to effective interventions such as screening
programmes, health checks and treatment.

Neighbourhood Collaborative
‘Maximising community assets’
We are clear that to improve health and wellbeing we will need to deliver much
more of a ‘social model of health’ that addresses the broader influences on
health, social, cultural, environmental and economic factors.
We have much to be proud of already within the city with a strong legacy of
innovative approaches with programmes such as More Independent (MI) Liverpool,
Healthy Homes and Social Inclusion Teams. The CCG has continued this approach
and has commissioned a range of non-medical programmes including Benefits
Advice on Prescription, Community Grants Programme and Liverpool Active City.
There is a significant amount of community based activity, funded through a
variety of resources – CCG, City Council, schools, lottery and grant funded and
voluntary contributions. In addition agencies such as housing associations and fire
and rescue work closely with the communities they serve.
There is increasing recognition of the value of the housing sector to the health of
the population with the publication of the ‘Healthy New Towns’ programme 32
which aims to develop new and more effective ways of shaping new towns,
neighbourhoods and communities that promote health and wellbeing, prevent
illness and keep people independent. The programme recognises that the NHS
cannot achieve this alone and can work with the housing sector to deliver new
models of care.
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Building on the strong relationships established with the housing associations
within Liverpool we will seek to maximise the opportunities for joint working,
delivering the key objectives of the ‘Healthy New Towns’ Programme.
Through our neighbourhood management and delivery structure we will actively
engage health and social care teams with their local communities, involving other
agencies to actively work together to improve the health and wellbeing of local
communities.
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6.7 Community Operating Model
Neighbourhood Approach
The implementation of our community care model will be based on the
neighbourhood approach adopted within Liverpool for a number of years. This
approach recognises that for community integration to be effective, making best
use of capacity and skills, it is not possible to do this on an individual GP practice
basis i.e., 93 practices within Liverpool. Equally it recognises that there are
different health and social care needs within the city, with differences in levels of
deprivation, age and ethnicity demographics between different areas of the city.
There are 18 established neighbourhoods across Liverpool, each covering
populations of 25-30 thousand. Neighbourhood populations are made up of the
people registered with the general practices within that neighbourhood. General
practice is central to the neighbourhood approach as it remains the central point
for cradle to grave care. Furthermore, the significant intelligence held on GP
information systems can be used to proactively care for patients and to target
resources and services to those in need.
The neighbourhood model of working was recommended within the Mayor’s Health
Commission as the best way to achieve the integration of the health and social
care system within Liverpool, and is in line with national policy and best practice
for delivery.
Neighbourhoods and Integrated working complement each other for a number of
reasons:
 Effective integrated care is dependent on relationships and trust between care
providers; many of these relationships are already well developed thanks to
pre-existing neighbourhood arrangements.
 Integrated care is founded on the need for personalised approaches to care;
neighbourhoods are best placed to understand local needs and local assets.
Leadership teams have been established within each neighbourhood, working
together to maximise the opportunities for collaborative working within their local
area, focused on addressing the specific needs within that community.
The diagram below describes the current arrangements for neighbourhood working
covering the whole city.
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6.8 Clinical Workstreams:
Reflecting the priority health and social care needs within the city, as described by
the Joint Strategic Needs Assessment (JSNA), six priority clinical workstreams have
been identified with ambitious plans for transformation of services and
improvement of outcomes.
These areas will drive the transformation of
community care and provide a key focus for the development of multi-professional
teams and outcome improvement plans.
The six workstreams and their individual delivery plans for the next two years are
described below.
Children and Maternity
The children’s and maternity workstream have a clear vision to develop a coordinated and integrated approach to maternity and children’s health and social
care services, which will result in improved experiences and better outcomes.
This approach will encompass a cohesive, holistic, family based model.
Over the past few years much work has been undertaken collectively within
Liverpool which will underpin further developments to create more sustainable
health and care services for children and families, such as the development of the
children’s MASH, the launch of the EHAT and the development of the 3 locality
hubs with the appointment of 3 Early Help Coordinators to support multiagency
early intervention.
Key planned developments over the next two years include:
Establishing clear integrated pathways for children’s services for priority areas
including asthma, occupational therapy, neurodevelopmental pathways, mental
health and maternity;
Provision of care and support through mainstream universal services to ensure
targeted and specialist services are readily available for those with highest levels
of need, e.g., primary care access to specialist paediatric advice in primary care;
Redesign and reconfigure neurodevelopmental services to support families and
children with autistic spectrum disorder, attention deficit hyperactivity disorder
and sensory processing difficulties. The new model of delivery will focus on
expansion of community based services working into neighbourhoods. It will adopt
a social model of support to compliment medical diagnostic services.
Continued development of the Child and Adolescent Mental Health Services
(CAMHS) pathway. This will include



Increased mental health promotion across education and community based
services
3 community based mental health hubs offering early help through drop-ins,
family learning sessions, children and young people’s groups, information
advice and guidance low level interventions including group work and parenting
support and multiagency triage to support access to more specialist support.
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Dedicated MH practitioners and counsellors attached to schools, FE, HE and
primary care offering training consultation.
An acute care team working out oh hours for young people aged 0-25 years
including support for street triage
Robust transition to adult services and to and from inpatient care

Reconfigured and enhanced occupational therapy service for children and young
people. This will involve the integration of the existing teams across Education,
social care and health to provide a comprehensive range of therapeutic
interventions.
New arrangements will be established with joint commissioning and pooled
budgets for community equipment for children. This will improve productivity and
efficiencies and reduce duplication.
Cancer
The overarching strategic aim of the cancer workstream is to reduce the impact of
cancer in Liverpool.
Key planned developments over the next two years include:
Raise awareness and understanding of cancer to encourage early detection,
through a range of interventions to:






Prevent cancer – supporting people, families and communities to live in
healthy environments and have access to healthy choices
Encourage participation in screening programmes and the early identification
of cancer, including the public conversation about cancer- maximise the ‘every
contact count’ approach to include community professionals and services such
as pharmacy.
Develop key messages for the city and promote positive cancer stories and
messages, producing a 5 year plan to achieve this
Commence the three year implementation of Liverpool Healthy Lung project,
to detect lung cancer at an early stage, to be delivered between 2016 and
2019.

Focus on diagnostic services, and on improving diagnostic pathways. This will
involve:
 Reviewing options and confirming the model for development
 Early access to diagnostics; access to rapid and where appropriate local
diagnostics (including point of care testing)
Focusing on cancer survivorship to support people who are living with and beyond a
diagnosis of cancer to live well:
 Identification of need: e.g. using holistic needs assessment (and general
awareness) and signposting to relevant support services. Offer cancer care
reviews
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Psychology services (cancer specific) support community teams and care closer
to home, also rehabilitation/coping and links to wider community mental
health support
Primary and community education (including early identification; enhanced
post treatment support; signposting)
Stratified pathways of care: Significant opportunity to reduce outpatient led
follow up and improve patient experience. Role of community in supporting
those who would traditionally be followed up in a secondary care led medical
model. Self-care will become increasingly important
Aligning non-medical models closely to community teams; making non-medical
models visible and accessible. This includes benefits, housing, access to
vocational support for employment support
Promoting cancer as a long term condition, and aligning work around cancer
and long term conditions
Physical activity during and post treatment to aide recovery
Supporting people through their cancer diagnosis and the effects of treatment.
For example, developing services to reduce readmissions e.g. acute oncology
services and supporting secondary prevention services

Transform hospital cancer services, and work will start to respond to the
implications for community services that are linked to hospital change, including
 Changes to how treatment is delivered in hospital and the impact this may have
on primary and community care services
 New models to deliver treatment, including responding to the effects of cancer
or its treatment (including acute oncology); chemotherapy at home or in local
settings; new models of cancer survivorship care (including hospital follow up)

Long Term Conditions
The long term conditions workstream aims to provide world class support to the
people of Liverpool to help them lead healthy and fulfilling lives for as long as
possible.
Key planned developments over the next two years include:
Diabetes:
The redesign of diabetes provision is well under way with a new model of
care having commenced mobilisation at the end of 2014. This unites three
main local providers; Aintree University Hospital Trust, the Royal Liverpool
& Broadgreen University Trust and Liverpool Community Health Trust. The
model moves away from historic modes of delivery where patients are
managed at particular points between different services and organisations,
and encourages a population based approach. This means the service taking
overall responsibility for improved long-term management, educating and
supporting primary care to achieve more proactive and effective care,
reducing complications, delivering care closer to home and empowering
patients to take responsibility for their own care.
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The approach used for diabetes will serve as a blueprint for the rest of the
LTC programme. The lessons learned regarding contractual and financial
arrangements, partnership working and transformational clinical redesign
will inform our work going forward; allowing the programme to become
increasingly sophisticated in its approach over time.
Stroke redesign:
This work has commenced with the LCCG governing body agreeing in
principal two key proposals. Firstly, in 2015/16 we aim to address gaps and
inequity in the early supported discharge rehabilitation pathway. Secondly,
for 2015-17 to scope out the potential for wider system redesign in
collaboration with neighbouring CCGs; assessing demand, opportunities for
reconfiguration, integration and development.
In addition to the above, a project has been established in primary care to
identify and correctly manage those with Atrial Fibrillation (AF), which is
expected to reduce the number of strokes in the city between 10 and 15 in
this year alone. To understand this in context, there were 209 deaths from
stroke in 2012.
Cardiology:
Provision across the city is in the early stages of clinical consultation and
review. There are numerous, complex components to this clinical specialty
which will be holistically reviewed in order to progress with city-wide
service reconfiguration. Opportunities to improve and integrate tertiary,
secondary and community delivery will be explored as part of this work.
Shorter term opportunities such as expanding cardiac rehabilitation are
being progressed whilst the strategic work is being taken forward.
Respiratory:
This service has many different elements and covers a large and often
complex population. In order to improve outcomes for people in Liverpool
with lung related conditions, we need to consider interfaces with other
programme areas, opportunities for integration and better outcomes for
some areas of investment e.g. the use of inhalers. We expect a new model
of care to be developed, taking inspiration, and learning lessons from the
diabetes work. This work will commence in 2015/16 and will include some
small investments and service enhancements to help kick-start system
transformation; for example asthma clinics in the community and greater
access to spirometry. .
Kidney health:
There is little awareness around good management of kidney health and
historically this has not been seen as a health priority. There are however
up to 100,000 avoidable hospital deaths per year in England due to acute
kidney injury (AKI) which is also involved in one in five hospital admissions.
There is huge resource and economic burden from kidney injury and chronic
kidney disease estimated to be in the region of £500 million.
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Two-thirds of AKI cases are community acquired and locally there has been
a pilot in one neighbourhood to improve identification and management of
acute kidney injury. We plan to roll out the community pilot to all Practices
across the city and to monitor hospital management of kidney injury at our
secondary care hospital trusts via the national CQUIN. It is estimated that
between a quarter and a third of AKI cases are avoidable. There is a wider
impact for older people, who are at higher risk and those within a care
setting as hydration and fluid balance is key to identification and
prevention.
Integrated management of multiple long-term conditions:
This is also a key area for development within the LTC programme. We
cannot view conditions in isolation without appreciating that the patient sits
at the heart of this. Timely, targeted and holistic support to patients
supported by the community model design principles will help us meet the
needs of those who are most at risk of poor outcomes because of the
complex nature of their conditions. This work will sit within the Community
Programme and ensure appropriate interface with primary care, community
nursing teams, social care and specialist services.
Healthy Ageing
The Healthy Ageing workstream aims to keep people living safely in their usual
place of residence for longer by positively maximising independence supported by
carers, families, communities and services. When people do need care, this will
be responsive, of high quality, based on personal needs and delivered seamlessly
across health and social care.
Key planned developments over the next two years include:


Introduction of simple, evidence based, non-clinical screening tools to
identify people at risk of frailty. This will enable us to target resources and
provide joined up care services to support those in highest need. This will
involve utilising city wide risk stratification tools routinely and systematically
alongside professional knowledge and simple non clinical screening tools to
identify people who are at risk proactively (early) and ensure that appropriate
care plans, treatment and support are put in place to manage and prevent
potential
escalation
and
crisis.



Redesign existing services to provide a timely and comprehensive response
based on frailty risk. Standard screening, assessment and care planning tools
will be introduced such as the Comprehensive Geriatric Assessment,
Anticipatory Care Plans. The response provided will draw on an integrated care
team incorporating a range of professionals including a range of community
nursing/therapists, social care practitioners and domiciliary care services as
well as third sector/charities and voluntary agencies as required to meet the
individuals need.
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Introduce clear pathways to respond to frailty syndromes of dementia,
delirium, end of life, falls, immobility, incontinence and poly-pharmacy.
These will be phased and include:
 Introduce a rapid response falls pickup service which will provide a timely
response for people who have fallen and call an ambulance (via 999). This
will provide access to the specialist frailty service to undertake a holistic
home assessment and access to the integrated frailty services care team.
 Commission and implement of a falls prevention service
 Introduce new ways of working to provide joined up, high quality specialist
care for people with dementia with the establishment of the Clinical
Network for Dementia. to support provision of high quality care, seamless
provision across organisational boundaries and standardise practice to
reduce variation in service provision.
 Commission an expansion in capacity and range of post diagnostic support
for people with dementia. Implementation of a range of stepped post
diagnostic support will be available tailored to the needs of the person with
dementia and their carers.
 Expansion of the role of the dementia care navigator (the scope of this will
follow review of pilot). This role provides support to people with dementia
and their families/carers to monitor progress, provide support and enable
quick access to the Clinical Network for Dementia where necessary.
 Procure and commission a comprehensive care service to meet the needs of
people in the last 12 weeks of life (STARS)
 Procure and commission additional services to support carers
 We will commission high quality health and social care delivered through
clearly defined and specific service specifications. Many of which will be
jointly commissioned across health & social care. To support this we will
develop and implement robust quality and capability frameworks for older
people.

Community Based beds e.g. older peoples care homes, intermediate care beds:


High quality clinical support for people in commissioned beds in the
community this includes older peoples care homes and intermediate care. A
new clinical model will be implemented in 2016 to support the care of
people in beds in the community e.g. older peoples care homes and
intermediate care with dedicated community matrons, redesigned support
and integrated working arrangements with GP, mental health, medicines
management, allied health professionals geriatrician etc. This will include
the implementation of innovative assistive technology and will build on work
undertaken to improve quality and strengthen safeguarding.



Further develop the hospital based frailty units within the Liverpool frailty
pathway to enable the rapid step up from the community and discharge of
patients following acute medical intervention. Dedicated staff work across
the community and the frailty units (Discharge to Assess) to seamlessly
manage the discharge of patients from hospital and their onward
reablement needs to provide continuity of care for patients leaving the
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hospital frailty unit to either step back to their usual place of residence or
to one of the reablement hubs.

Mental Health
Mental health services will operate a seamless system of health and social care
across the spectrum of severity, offering care which is holistic, timely and
equitable, shifting the balance towards community-based prevention and recovery
services.
Key planned developments over the next two years include:
Development of Integrated Community Services
The majority of support for mental health is received it the community, away from
hospitals, mainly in primary care and often complemented by third sector
organisations. Our aspiration is to build an integrated mental health and wellbeing
community model with empowered people at its core.
Neighbourhood Mental Health Teams will form a central part of the new model,
designed to reflect the clusters of GPs that already exist. Primary Care Mental
Health Liaison Officers (PCMHLO), specialists in mental health are already
providing direct proactive patient care and peer support to practices across the
City.
Additional capacity will be added soon with a further 8 Band 3 mental health
support workers coming on-line. Integrating psychological support into long term
condition care pathways and ensuring people with SMI have access to physical
health checks are key aspects of their roles.
Specialist Community Mental Health Services, providing care to some of the most
complex patients will support Neighbourhood Mental Health Teams. Colleagues
working in specialist services will have strengthened relationships with their peers
in primary care, for example GPs will have direct contact with a named consultant
psychiatrist. Clear pathways and thresholds for referral will enable both patients
and professionals to more easily navigate the system.
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The community model also seeks to prevent people from becoming socially
excluded and relieve the needs of those people who are by supporting them to
integrate into society. Social Recovery Services will develop a range of
opportunities for evidence-based social inclusion activities. Courses, group work
and personal development activities will be co-produced with people accessing
services.
Healthwatch will offer a fully maintained recovery service directory with
telephone lines staffed by sign-posters familiar with the directory. Talk Liverpool
will also provide an assessment and signposting service with the additional
capacity to offer therapeutic interventions where necessary. Day services will
provide re-ablement programmes supporting individuals to restructure daily
routines, provide advocacy support and promote social engagement after an acute
stay.
Plans are in place to further develop and refine Neighbourhood Mental Health
Teams Specialist Community Mental Health Services and Social Inclusion and
Recovery services over the coming months. The intension is to have a fully
integrated mental health and wellbeing community model established April 2016.
Youth Mental Health Transitions:
A number of developments have taken place during the past three years to support
young people facing the transition from child to adult mental health services. This has
included the development of new teams and services in addition to better partnership
working in order to develop smoother transition which best meets the needs of young
people and their families. However, we are committed to doing more for our young
people and improving how they experience transition into adult services.
To ensure continuous improvement we will:


Continue further development of the transition CQUIN (Commissioning for Quality
and Innovation) between Alder Hey Children and Adolescent Mental Health Services
(CAMHS) and Mersey Care



Further strengthen and develop tier 3 and 4 pathways for children and young
people in partnership with NHS England



Work within the remit of Healthy Liverpool regarding transition ensuring a person
centred health approach.



Review the current ASD (Autistic Spectrum Disorder) pathway with the longer term
aim of developing a neuro-developmental pathway



To look at opportunities to develop CAMHS out of hours provision (0-18 years)
supported through the transition CQUIN, 7 day working and Healthy Liverpool



Continual use of Care Programme Approach and range of interventions to meet
need and complexities within specialist CAMHS
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Learning Disabilities
People with learning disabilities have worse health outcomes and die at a younger
age than the general population - this is partly as a result of a failure to identify
people with learning disabilities in the community, to provide personalised care
and make reasonable adjustments that would support in improving health
outcomes. The health impact of these inequalities is enormous, people with
learning disabilities:
 Die on average 20 years younger than people without a learning disability from
causes amenable to health care (CIPOLD 2013)
 4 times more likely to die from preventable causes than the rest of the
population (Hollins et al,1998)
 3 times more likely to have an emergency hospital admission (LCCG, 2014)
 More likely to have a long term condition before the age of 69 than the general
population (LCCG, 2014)
 Less likely to receive routine screening (Disability Rights Commission, 2006)
The HLP Learning Disability work stream must be delivered in a way that reduces
inequality and achieves inclusion for people with learning disabilities in
mainstream provision. The establishment of a Learning Disability Transformation
Board and the development of an Integrated Learning Disability Strategy in
2016/17 will clearly define the approach to commissioning services for those with
Learning Disability in Liverpool. Key to this strategy will be the development of
community based services that are responsive to, and inclusive of, those with
Learning Disability, their families and carers - several work streams are already in
development.
Liverpool Primary Care Learning Disability Liaison (also known as GP Facilitation)
has been provided by two Learning Disability Nurses in Liverpool over the past four
years. Although the service has been operating at reduced capacity and has
therefore been limited in its coverage, it has already demonstrated the benefits of
providing specialist support direct to general practice and community services for
people with learning disabilities. These benefits include:
 Increased engagement from professionals with people with learning disabilities,
their families and carers
 Further identification of the high levels of need for learning disability liaison
across health settings
 Willingness of professionals to develop knowledge and skills in this area and to
understand and make reasonable adjustments across the health system
 Raised the profile of people with learning disabilities in hospitals
 Identified the benefits of providing training and support to hospital staff
 The positive impact of providing direct support to people with learning
disabilities and their families/carers when accessing primary and secondary
care.
 The benefits of having a learning disability specialist to advise on ‘Best
Interest’ decision making and the Mental Capacity Act.
 The need for specialists to provide advice and support to a wide range of
professionals beyond general practice.
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In-reach to secondary care services

The plan for 2016/17 is to double current capacity. This increased capacity and
expertise in the community will also ensure that awareness raising, training and
education are delivered to the generic workforce so care for those with learning
disability achieves parity to the care provided to the general population. This will
drive improvements in the quality of assessments that are performed, as well as
the quality of the health action plans that are co-produced with people with
learning disability, their families and carers.
The further development of services within acute hospitals in 2016/17 for those
with learning disability will result in an in-reach and out-reach facility, so that
reasonable adjustments can be made in a timely and personalised way regardless
of the care setting.
The hospital and community care specialist services will then form a network of
learning disability nurses who support people with learning disabilities, their
families/carers and professionals in all settings. This network will ensure that
liaison nurses do not operate in isolation and are able to share knowledge and
expertise, lessons learned, identify systemic barriers and advise on wholesale, as
well as bespoke improvements.
In order to effectively provide care for people with learning disabilities the model
requires the following elements:
 The provision of support and expertise to general practice and community
health services to ensure effective reasonable adjustments are implemented
for people with learning disabilities.
 People with learning disabilities receive a person-centred service that meets
their individual needs and that delivers improved health outcomes.
 Community care providers receive ongoing training and support to provide
reasonable adjustments for people with learning disabilities.
 Services should promote independence and enhance the lives of people with
learning disabilities.
 People with learning disabilities should be supported and empowered to
make decisions affecting their lives.
 People with learning disabilities should be supported and enabled to live in
their own communities.
 People with learning disabilities should have access to specialist services
when their needs cannot be met through mainstream health services.
The further development of early intervention techniques through the
commissioning of positive behavioural support services in 2016/17 will reduce the
need for specialist hospital admissions by supporting individuals specifically in
relation to behaviours that challenge. The use of evidence based assessment and
support for the individual and their carers will also improve quality of life and
reduce the likelihood of care package breakdown.
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6.9 Wider system – Health and social care and economic benefits
The community programme will deliver a set of wider benefits:
Patient experience and life style:
 Care closer to home, enabling families to have better control of their lives
and giving individuals better control of their care
 People empowered to take control of their own life and condition, requiring
less support from professionals and feeling more independent
Efficiency:
 Better information sharing and communication across care services will
reduce duplication and administrative cost in the system, creating a more
efficient system
Demand management and cost reduction:
 Better self-management of conditions will mean a reduced demand on
health and social care services, reducing the cost to the system of care
provision
 Reduced hospital admissions will ultimately enable the reduction of hospital
contracts, enabling more funds to be invested in public health or community
support and education
 Reduction in care home admissions will reduce the cost for the local
authority enabling better investment in social care
Clinical care quality:
 Hospital beds will be occupied by those who truly need them for medical
reasons, rather than individuals whose care and need can be better
managed at home or in community settings – this will enable hospitals to
improve further their standards of care
 GPs will be able to spend more time with other patients who need their
help, as very complex individuals will be proactively managed by a multispecialty team
 GPs will be able to spend more of their time on their core clinical role
rather than administrative coordination and chasing of information, results
and referrals
Workforce development / retention:
 Morale among professionals will improve across health and social are
services with more flexible improved ways of working, using technology
where appropriate which will improve productivity, staff retention and
recruitment
Wider economic benefit:
 People whose conditions are better managed and who receive more
effective re-ablement are much more likely to be able to return to
education, work, or training, therefore removing their dependence on
welfare
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Carers who are better supported and who are caring for more stable people
will be better able to stay in work and earn an income, reducing the burden
of welfare payments
A healthier community improves economic growth, productivity and
development
Reduced cost of services will allow more investment in research and
development, leading to more growth and innovation
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6.10 Making it happen – Timelines and Implementation Plan
The diagram below sets out in summary the plans and deliverables for the
community programme:

Years 0-2

Years 3-5

•Introduc on of new ways of integrated working through implementa on of neighbourhood community care teams
•Enhanced access to general prac ce including 7 day access
•Introduc on of proac ve model of review and care based targeted at those at risk
•Implement an enhanced model of care for children in the community
•Redesign and reconfigura on of neurodevelopmental pathways for children (ADHD/ASD/SPD)
•Con nued development of the Child & Adolescent Mental Health Services (CAMHS)
•Enhanced occupa onal therapy and equipment services to support provision for children
•Enhanced services to support transi on
•Mobilisa on of new Liverpool diabetes pathway
•Implementa on of early supported discharge pathway for stroke
•Reconfigura on of cardiology services and implementa on of new model of care
•Implementa on of a new pathway to increase iden fica on and improve management of Acute Kidney Infec on
•New model to enhance clinical support to care homes and intermediate care beds
•Rapid response falls pickup service and redesigned community response for frailty and falls
• Implementa on of a redesigned and enhanced community pathway of services for frailty providing step up alterna ves
•New pathway of services for people with demen a (Phase 1)
•To implement a range of preven on, social inclusion and recovery services for people with mental health problems
•Revised pathway and services for people with Learning Disabili es
•Introduc on of street cars service for mental health
•To commission and implement an enhanced carers service offer
•Commence Healthy Lung Programme
•Commission a new model of care provision for high risk groups covering severe alcohol and homelessness
•Pathway redesign and reconfigura on for alcohol treatment and recovery services
•Implement new pathway of services for respiratory care including COPD, asthma
•Implementa on of revised and enhanced musculoskeletal services incl pain management (adults)
•Implementa on of revised and enhanced dermatology services incl minor surgery (children/adults)
•Introduc on of cancer survivorship services to support people post cancer diagnosis
• Redesign and transfer of follow up outpa ent care to community se ngs
•Enhanced diagnos cs within community based se ngs
•implement a new model of community mental health services including crisis response
•Implementa on of reconfigured specialist pathways covering personality disorders, ea ng disorders and psychotherapy
•Expansion of care support role, crisis response and housing provision for people with demen a (Phase 2)
•Specifica on and implementa on of enhanced service for people in last 12 weeks of life
•Revised pathway and services for people with LD - Primary Care Facilitator post, postural support
•Commission and implement a new model for people affected by alcohol related brain injury
•Review, develop and commission a revised / new pathway for Liver disease
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Urgent Care Programme

"Coming together is a beginning; keeping together is progress; working
together is success."
Henry Ford
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7

Healthy Liverpool Urgent Care programme

7.1 Vision and Scope for Services
The Urgent and Emergency Care system is complex and covers all patient contact
points, from first telephone contact or face to face encounter through to specialist
trauma care. As a system Liverpool spends in the region of £300M pa with over half
a million contacts in a typical year with urgent and emergency care of one sort or
another. Our vision for the Urgent & Emergency Care Programme as part of
Healthy Liverpool is simple;
‘To deliver an urgent and emergency care pathway that is recognisable and
clear to patients, the public and health care professionals that delivers the
right care, in the right place first time’
In delivering this vision our aim is to ensure that people with urgent but not life
threatening needs are provided with highly responsive, effective and personalised
services principally outside of hospital and in or as close to their home as possible.
For those with more serious or life threatening emergency needs our intention is
that they receive the immediate help or assistance they need and are treated in
centres with the very best expertise and facilities, in order to maximise their
chances of survival and a good recovery. Importantly we want to see an urgent and
emergency care system in the city that becomes more than the sum of its parts.
Currently we have a system that is fragmented and offers a bewildering array of
access points and service options. In a complicated and confused system patients,
and at times health care professionals, struggle to identify and then access the
right care at the right time all of the time. Current patient outcomes are still
variable when benchmarked against national statistics and our current system
contains a wide range and number of resources, some duplicated that are not
effectively operating together as a single urgent and emergency care system.
Within the context of Healthy Liverpool, there is a strong interconnection between
programmes, in so far as the high level and targeted impact of ‘Living Well’, our
community services model, hospital services model and the impact of increasing
our capability in the utilisation of digital technologies. There is also a strong
interconnection between the six Continuous Improvement Programmes of Mental
Health, Healthy Ageing, Long Term Conditions, Children, Learning Disabilities and
Cancer
This chapter will aim to outline how Urgent and Emergency Care will now be taken
forward as a transformational programme as part of Healthy Liverpool. In doing so
account has been taken of not only the delivery of the NHS Constitutional right of
being seen and treated within four hours of presenting at Accident & Emergency
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but also the drivers for change from a national and a local perspective as well as
the target aims and themes of Healthy Liverpool. A potential number of risks and
options will present themselves as the programme develops and challenges emerge
through each stage of its development, consultation and engagement phases. In
explaining our future ambitions for the programme, the case will explore our
current configuration of services and take into account national and local drivers
for change.
7.2 Key Drivers for Change to Urgent Care
The national review ‘Transforming urgent and emergency care services in England’
published in 2013 and the accompanying evidence base outlined the clear strategic
case for change. Put simply the review highlighted that we have rising demand sat
alongside rising expectations within a confused and fragmented system. A
challenge compounded by the financial pressures experienced across the service,
with a need overall to ‘do more with less’.
Every year the NHS deals with;






438 million visits to pharmacy in England for health related reasons;
340 million GP consultations
24 million calls to NHS urgent and emergency care telephone services;
7 million attendances at A&E departments, minor injury units and urgent care
centres;
5.2 million emergency admissions to England’s hospitals.

For the City of Liverpool this translates as;






5 million visits to pharmacy in Liverpool for health related reasons;
2.1 million GP consultations;
45,000 calls to NHS urgent and emergency care telephone services;
277,594 attendances at A&E Departments and walk-in centres
53,828 emergency admissions to Liverpool’s hospitals

And demand for those services continues to increase;







The average number of consultations in general practice per patient rose from
4.1 to 5.5 per year between 1999 and 2008
There were 6.8 million attendances at walk-in centres and minor injury units in
2012/13 with these facilities seeing an overall increase in activity of 12 per
cent annually since data was first recorded a decade ago
Attendances at A&E Departments have increased by more than two million over
the last decade to 16 million
The number of calls received by the ambulance service over the last decade has
risen from 4.9 million to over 9 million
Emergency admissions to hospitals in England have increased year on year,
rising to 31 per cent between 2002/03 to 2012/13
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For the city of Liverpool this translates as;





The average number of consultations in general practice per patient 4.2
277,594 attendances at the city’s A&E Departments
79,500 incidents responded to by the ambulance service each year
53,828 emergency admissions

Our system however remains as confusing as ever, expecting the public to decide
which service they should access at a point of crisis will not work and nor should
we expect them to know. Instead we should be seeking to develop an intuitive
system which enables the individual and/or family/carer to make the right
decision. The simplest option in many cases for patients is to access A&E
Departments even with the most minor urgent care need
The current system can be illustrated by the following simple diagram:

141

We have far too many people escalating their care to the right of the system, with
the numbers of people not necessarily reflective of the urgency or time criticality
of their illness or injury. The confused nature of the service offering to the public
and the multiple entry points into the systems means that those with the highest
complexity or acute need do not always access care in the right place first time
and vice versa those with less urgent needs often unnecessarily escalate.
Our system continues to develop negative characteristics such as the further
fragmentation of services, organisational boundaries maintained in terms of
services rather than putting patient needs at the centre and a traditional hospital
/ AED approach to care.
Although a large number of well-intentioned services and changes have emerged
over recent years they have done very little more than try to ensure reactive
responses to an ongoing problem which requires a major strategic change in
direction. Often the development of local and national initiatives has added to the
complexity or even increased demand, creating a more complex system than ever
when all the public want to know is that if an urgent care problem arises, they can
access a service that will ensure they receive the right care at the right time for
them. Looking at our current system design this leaves us with a large number of
questions to ponder such as;
 How fragmented is our urgent and emergency care system and what barriers
exactly does it present to access and how confusing is it to use?
 What proportion of patients attend or are admitted to hospital when not
clinically justified because there is a lack of other options available?
 To what extent do we have a significant failure of care due to poor information
sharing as patients move between different providers?
 Will new models such as Urgent Care Centres really reduce A&E attendances
and emergency admissions?
 Are we really clear on how we identify poor practice and have a plan to tackle
it?
 What do we do to improve upon navigation of our system ?
 How do we sustain a positive patient experience?
 Would integrating (virtual & otherwise) urgent & emergency care services in
order to manage demand more effectively have the potential to be significantly
more cost effective than existing arrangements?
There are a number of other significant reasons why it is imperative that we
develop a future Urgent & Emergency Care system that is sustainable:


Variation and duplication across the city means in both service offering and
public behaviour, quality measures are difficult to achieve (including waiting
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times, time in ED, ambulance responsiveness and hospital turnaround);
The A&E 4 hour operating standard has been in place for nearly a decade and
forms one of the most fundamental rights in the NHS Constitution. In spite of
this, a number of our providers are still not achieving this standard in a
sustainable manner as well as a significant number of our patients still
presenting at A&E in the city when other options are or should be available to
them
There is a huge ‘bank’ of good practice available nationally that should be
adopted in managing the flow of urgent and emergency care work but this is
rarely consistently and universally adhered to. Good practice appears to be
hard to sustain for a number of reasons including a lack of attention to
continuous monitoring and adjustment of the system; staffing pressures and
recruitment challenges nationally and locally; and difficulties in changing
Consultant job plans to provide 24/7 cover.
Systems at this point are now in part fragile and vulnerable to fluctuations in
demand, changes in staffing or difficulties associated with the discharge /
transfer of patients
Confusion and duplication across the system remains with multiple access
points
Patients will on the whole receive the right care, but not necessarily in the
right part of the system, first time or in a timely manner
Patients can often find themselves intentionally or unintentionally moving
between different elements of the urgent care system, with several services or
contacts within one episode of care
GP access remains in part variable despite significant investment in the city,
with a further challenge that the false public perception of many that access is
poor may not match the reality of improved service delivery on the ground;
Services operating at or near maximum capacity, with little opportunity to
effectively cope with inevitable surges in demand from whatever cause;
A fragmented approach to Urgent & Emergency Care (multiple providers acting
independently and without an overall whole system direction or behaviour);
The current activity and finances cannot be sustained in the future and
therefore a new payment model must be delivered that encourages and
supports best practice, efficiencies and innovation. Critically we must have a
system that resources system wide delivery and efficiency. At the moment we
have a system that rewards for example transport to hospital and indeed
admission into hospital, with performance targets similarly conflicted and
contradictory and not always in the best interests of the patient or indeed the
health care system.

To address the problems created by increasing demand on urgent and emergency
care we need more strategic approaches that reduce complexity, reshape primary
care and chronic disease management, support patients in their own homes, and
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change the way that nursing and residential care are incorporated into the system.
These need to be built around natural communities and involve a new relationship
between the different providers and our own approach to commissioning.
Over the years there have been many criticisms and frustrations in general from
patients and healthcare professionals when it comes to having a more responsive
urgent and emergency care service. In particular it seems clear that if presented
with a responsive, reliable and accessible primary and community services then
patients would rather use these for many of their needs instead of attending an
A&E Department.

7.3 Scope of the Urgent & Emergency Care Programme?
The scope of the Urgent and Emergency Care Programme is broad and inevitably
cuts across all of the transformational and clinical programmes, multiple providers
and partners and boundaries. Whilst the Urgent & Emergency Care programme can
develop and set out the strategic plan and direction for the system across the city,
delivery and implementation will require a step change up in matrix and
collaborative working both in and outside of the CCG. In this way the urgent and
emergency care programme is different from the other elements of Healthy
Liverpool and will only achieve its aims by collaborative design and delivery. That
collaboration will include all of the following:




General Practice (GP)

Local Medical & Pharmaceutical
Committees



Walk in Centres (WiC)



North West Ambulance Service



Community Pharmacists & Dental



Liverpool

Provision


Mersey

Council

Urgent

Substance

Misuse

Social Care
Care

Urgent

Mental



Health


City

Alcohol

&

Services
Community



NHS 111

Single points of contact for both



Urgent Care 24 GP Out of Hours

Rapid

response

Nursing Teams


health and social care


Care

Homes

(Residential

Service (UC24)
&

Nursing)


Emergency

Departments

and
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Voluntary agencies

Ambulatory Care Units at Aintree,





Liverpool

Community

Health

The Royal Liverpool and Alder

general & specialist Community

Hey Hospitals

Services


Public Health England

NHSE Specialised Commissioning –
Major Trauma Centre



Strategic Clinical Networks

** NB This list is not exhaustive
In addition to the above, we recognise that the ‘catchment’ for much of the
urgent and emergency care system is wider than the City of Liverpool and in
particular we must work closely with our colleagues in South Sefton and Knowsley
CCGs and specialist commissioners in NHSE. In particular due consideration will be
given to any system redesign that both South Sefton CCG and Knowsley CCG may
undertake which may influence the delivery of the Urgent & Emergency Care
Programme or offer potential opportunities, as well as the future specialist
commissioning intentions of NHS England.
7.4 Service Design & Core Design Principles
The current configuration of services for the delivery of urgent and emergency
care is complex and at times out and out confused. Some parts of our system work
well while other parts merely add further complexity with the opportunity to
improve on patient outcomes lost or squandered.
This section will look at the current design of our system and move onto identifying
the key elements of our future system and core design principles.
Liverpool’s Current Urgent & Emergency Care System encompasses a wide range of
service elements and providers.

7.5 National & Local Objectives in Future System Design
The NHS England Urgent & Emergency Care Review identified five key strategic
objectives or design principles;
 Providing better support for people to self-care
 Helping people with urgent care needs to get the right advice in the right
place, first time
 Provide highly responsive urgent care services outside of hospital so people no
longer choose to queue in A&E
 Ensure that those people with more serious or life threatening emergency
needs receive treatment in centres with the right facilities and expertise in
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order to maximise chances of survival and a good recovery
Connecting urgent and emergency care services to the overall system becomes
more than just a sum of the parts

Alongside these design principles it is also nationally and locally recognised that
reform is needed to the payment mechanism for urgent and emergency care.
Locally a number of further objectives in addition to the above will need to be met
and include the following;
 Improve and simplify city wide arrangements for Urgent & Emergency Care
 To explore and develop alternative solutions, avoiding unnecessary service
escalation
 Implement a sustainable model for Urgent & Emergency Care across the city;
including addressing matters such as clinical staffing, future training and
education
 Optimise available and developing technologies including telehealth and access
to health care records
 To convert a proportion of conditions currently identified as urgent care and
manage them as planned care
 Maximise patient/public engagement and involvement
 To improve the quality of care across our urgent care system
 To improve assessment and discharge processes
 To improve timely access to services
 To encourage self-care wherever possible
 To use risk stratification to enable the proactive management of those high
urgent care service users and to prevent admissions
 Clinicians to work together to manage patient expectations and ensure
consistency of messaging
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7.6 Future Model for Urgent & Emergency Care
The following diagram illustrates what the future model of urgent and emergency
care will look like across the city:

Note: SEC = Specialist Emergency Centre(s) eg Major Trauma Centre, HASU.

Our aim is to direct patients into a simplified system that is able to respond and
meet their needs in a timely and efficient manner. To achieve this we recognise
the essential role played by those elements in the top horizontal box that provide
some of the key access routes for advice and entry into the urgent and emergency
care system. Critically they inform, assist and direct patients into that part of the
system that is best able to meet their needs. Those needs for the majority can be
predominantly met through self-care and prevention, primary and community
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services. Only where the complexity or acuity of an illness or injury is ‘significant’
should a patient escalate through to hospital-based urgent and emergency services
and in the most serious cases the major trauma or specialist emergency centre.
The box at the base of the diagram seeks to present the changing role of the
Paramedic & Emergency Ambulance Service that will increasingly not transport
patients to hospital but rather respond through either ‘hear & treat’ or a ‘see &
treat response.
In essence, we have flipped the triangle through 180 degrees with the majority of
needs in the future to be met outside of hospital and the traditional ‘emergency’
services.
Our future model is designed to meet the following design principles:





Provides consistently high quality and safe care, across all seven days of the
week;
Is simple and guides good, informed choices by patients, their carers and
clinicians;
Provides access to the right care in the right place, by those with the right
skills, the first time; and
Is efficient and effective in the delivery of care and services for patients.

7.7 System Design Patient Objectives
Our approach to transforming the way in which urgent and emergency care is
organised, accessed and delivered is shaped to deliver the following patient
objectives:










Make it clear how I or my family/carer access and navigate the urgent and
emergency care system quickly, when needed.
Provide me or my family/carer with information on early detection and options
for self-care, and enable me to manage my acute or long-term physical or
mental condition.
Increase my or my family/carer’s awareness and publicise the benefits of
‘phone first’ ie NHS 111.
When my need is urgent, provide me with guaranteed same day access to a
primary care team that is integrated with my GP practice and my hospital
specialist team.
Improve my care, experience and outcome by ensuring the early input of a
senior clinician in the urgent and emergency care pathway.
Wherever appropriate, care for and treat me where I present (including at
home and over the telephone).
If it's not appropriate to care for and treat me where I present, take or direct
me to a place of definitive treatment within a safe amount of time; ensure I
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have rapid access to highly specialist care if needed.
Ensure all urgent and emergency care facilities can transfer me urgently, and
that the transport is capable, appropriate and timely.
Real time information, essential to my care, is available to all those treating
me.
Where I need wider support for my mental, physical and social needs ensure it
is co-ordinated and available.
Each of my clinical experiences should be part of programme to develop and
train clinical staff and ensure development of their competence and the future
quality of services.
The quality and experience of my care should be measured and acted upon to
ensure continuing improvement.

If we now look at each element of the model in turn we can see the breadth of the
span of urgent and emergency care and the different service elements and changes
that make up each component.
NHS Choices / Digital Technology / Directory of Service / NHS 111 /999:
As already described access into the current system is through multiple entry
points and presents a confused and fragmented picture to the public and health
care professionals alike. In the future we will see a much greater use of technology
through websites and increasingly ‘Apps’ from the likes of NHS Choices that help
provide the public with greater online advice and information to help them decide
both the urgency of their need but also the possible service options available,
including self-care and if required escalation into the urgent and emergency care
system.
Alongside advice and information the rapid expansion in the city of the ‘digital’
programme that includes an expansion of both the capacity, capability and
coverage of telehealth including remote monitoring promises a revolution in the
way in which people can be monitored and supported in the community and action
triggered at a point of crisis or an exacerbation of their condition. Crucially remote
monitoring will allow the early detection of problems and direct intervention and
actions where possible to avoid escalation into urgent or emergency care.
The parallel development of sharing in real time access to health records across
the city and providers will allow urgent and emergency staff at all levels of
intervention to be better informed as to a patients’ medical history, current care
and treatment plans and thereby help them reach a ‘personalised’ decision on
their immediate care and treatment from an informed position.
The opportunity to more fully integrate the NHS 111 service “the smart call to
make” and the ambulance service 999 controls presents a significant opportunity
to improve access into the urgent and emergency care system and navigate
patients to the right care, at the right time first time. This integration is further
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enhanced by the move in October 2015 for all GP OOHs call handling to be also
managed via a call to NHS 111, bringing the GP OOHs services fully into the urgent
and emergency care system.
In the future no matter which ‘free’ number the public calls they will receive an
initial assessment or triage that is of a standardised approach, backed up by 24/7
access to clinical advice that allows patients to be streamed to the most
appropriate service to meet their needs. Crucially both numbers are underpinned
by the electronic Directory of Service (DoS) an electronic ‘Yellow Pages’. The DoS
provides not only access to what services are available, when they are open and
what conditions they are able to treat but which also has the functionality to allow
in the future patients to be directly booked into services and can also flag up the
capacity available within a particular service, ‘signpost, prioritise and book
patients’. By integrating NHS 111 and the 999 systems we remove the need for the
public to make that initial decision as to the severity of their need and service
response.
The NHS 111 service is a critical part of the ‘new’ urgent and emergency care
infrastructure and provides an essential first gateway into the majority of services.
By fully exploiting the potential of the service and the DoS we have a significant
opportunity to change the way in which patients access into services and the way
in which we organise those services to best effect.
Self-Care & Self-Management
Self-care plays a crucial role in influencing the level of demand for urgent and
emergency care. It is estimated that around as much as 80 per cent of health
problems can be treated at home without the need to involve other NHS services.
Improving access to support for self-care has the capacity to release capacity
within primary care and reduce the use of urgent and emergency care services.
Indeed, it is estimated that the treatment of minor ailments within primary care
accounts for about 20 per cent of the total available GP workload and is estimated
to cost the NHS around £2bn.
As we focus on the importance of self-care we know a significant proportion of
Liverpool residents seek help for their perceived urgent care needs in hospital or
at one of the current local walk-in centre could have been helped in the
community or in a different way.
Self-care encompasses;






Staying fit and maintaining good physical and mental health
Meeting social and psychological needs
Preventing accidents or illnesses
Caring for minor ailments
Caring for long term conditions
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Maintaining health and wellbeing after an acute illness or discharge from
hospital

The national Self Care Forum advocates a whole systems approach to self-care and
mandates that;
 Recognise that supporting self-care can create capacity in general practice for
longer consultations
 For all healthcare professionals to support self-care behaviour at every contact
 Adopt a self-care aware conversation in all consultations
 Implement the NHS Constitution at practice level to underpin support for selfcare
 Support Patient Participation Groups to implement the National Association of
Patient Participation programme supporting self-care for the practice
population
 Encourage healthcare professionals to enable patients to self-care by
developing national and local incentive schemes.
Within the context of urgent care we have narrowed our direct focus of self-care
to ‘caring for minor ailments (both minor illnesses and injuries) with the other key
elements of self-care led by other Healthy Liverpool and clinical programmes.
Minor ailments in this context are described as ‘common or self-limiting or
uncomplicated conditions which can be diagnosed and managed without medical
intervention’.
There is a recognition that we need to help people to help themselves because our
ongoing work in understanding why patients make the choice they make is
indicating;





People seem increasingly and unsustainably reliant upon seeing a healthcare
professional for help with a perceived minor urgent care need
Patients still appear unsure at one extreme in understanding what choices are
available to them and at the other extreme will access a number of urgent care
services in a single episode
In some cases people do not think to self-care even when they believe their
condition is not urgent and could be adequately and safely dealt with through
self-care

To tackle these sorts of issues we need to promote and support self-care and
enable people to be more confident in looking after and taking responsibility for
their own health. This will help to ensure that local people understand and get
the best out of their NHS services; and that local GPs, nurses and practice staff are
able to focus on providing treatment for those with long term conditions and
complicated health problems; and Accident & Emergency is able to focus on those
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with serious or life-threatening conditions. Conversely we also need to understand
what actually stops people from looking after themselves which may include but
are not restricted to;
 Work commitments
 Lack of time
 Family commitments
 Lack of self-motivation
 Availability of exercise facilities/opening times
 Lack of confidence
 Having an underlying condition and being unsure if self-care is appropriate
 The actual or perceived cost of over the counter medicines
 Concerns that one medication may effect another
 Accessibility of information and the internet and how symptoms are interpreted
As well as addressing the above issues in order to enable more people to self-care,
we will aim to focus on how self-care can and must be adapted within the
following segments;





Prevention and Pre-symptoms
First occurrence of symptoms or injury
When contact is initially made with a healthcare professional
When a patient has face to face contact with a healthcare professional

While much use has been made of social media and a dedicated ‘Examine your
options’ campaign over previous years, the shift from the insight work and
evaluations carried out to date are clearly indicating there is further opportunity
available to enhance the current levels of self-care for Liverpool residents. This
will form the basis of more detailed work to follow which will aim to unlock the
challenges above, public behaviours in this regard and recognise those
opportunities. Here we will refocus on;




The ability to assess individual health care needs;
Acquire an understanding of the options available;
Select and access the most appropriate option

Evidence suggests that if more people with a perceived urgent care need are
supported to undertake self-care and self-management, fewer patients will access
NHS services within the same episode of care. A key ‘partner’ in delivering this
approach will be the NHS 111 service as the “smart call to make”, providing a free
telephone call into information, self-care advice and reassurance to members of
the public that their often perceived ‘urgent care’ need can be safely managed
with an ‘informed’ self- care approach. Health care professionals, voluntary and
third sector partners will also have an important role to play here in supporting
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and promoting the values of self-care and wider community resilience.
In supporting the increased levels of self-care and self-management expected by
the public, we also need to focus on the role healthcare professionals have in
supporting them. There is variation in the way in which health professionals are
thought to recommend and support self-care and self-management. The reasoning
behind this varies from having the requisite confidence and ability right the way
through to personal experience of self-managing their own health condition. Put
simply it is sometimes quicker to deal with a problem there and then rather than
help explain /direct a patient that self-care is an appropriate response to their
need. In addition to this there are now well recognised cohorts of patients such as
those with mental health illness who often find it difficult to self-care when facing
exacerbation of a condition and generally opt to access accident and emergency
services. Such evidence compels us to acknowledge these issues and work with our
healthcare professionals to address these inconsistencies.
Our approach to self-care will be along a broad spectrum of activities from
promoting access to the NHS 111 service; community engagement and education;
direct and specific targeted self-care advice around a particular condition or
community; through to an expansion of our current ‘Examine Your Options’ media
and social marketing campaigns. Activities will be co-ordinated across and with
other Healthy Liverpool clinical programmes to ensure that the ‘golden thread’ of
self-care is weaved into all activities.
Key actions and activities will include:


Developing a comprehensive self-care plan that crosses the transformational
and clinical workstreams, health and social care with the intention of delivering
an impact at scale that encourages, supports and directs people into making an
informed decision that self-care can meet their needs in the event of a minor
ailment, illness or injury. To achieve this we will need to work with local
people and their community, alongside the voluntary and third sector, public
and private sector partners in a co-ordinated and comprehensive manner.
Building individual, family, carers and community confidence, resilience and
capacity to choose and deliver self-care will be critical.



The development and delivery of a communications and marketing approach
that provides local people and their community’s with the tools and
information to help them make an informed choice of self-care. The role of the
NHS 111 service will be important here as it provides access to information,
advice and the reassurance, including access to clinicians to help support
people in initially selecting self-care and then effectively following this choice
through.



In promoting and supporting self-care we will maximise the opportunities to
promote, extend and maximise the contribution of local community pharmacies
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in our neighbourhoods and localities as a key resource to help people to selfcare, including the management of many minor ailments currently seen in
general practice.
These actions are not exhaustive but provide a focus and platform upon which to
build a significant change in the local population’s attitude and response to minor
ailments. Our aim is to:








Empower patients, families and carers to be more confident and to play an
active role in self-care management
To encourage people to think self-care first
To provide patients, families and carers with an awareness and confidence of
where to go for help and advice, primarily in the first instance via the NHS 111
service
To achieve a societal change in attitude that ultimately moves people to accept
greater social and practical responsibility for their own and their families
health and wellbeing. A shift from an overtly paternal to a facilitative and
supportive contribution to the creation and sustainability of a ‘new’ urgent and
emergency care system.
Reduce the number of patients presenting themselves with a self-care need
either through general practice, GP OOHs, the 999 system or self-presenting to
hospital.

Primary & Community Services
Despite significant local investment there is national, regional and some local
evidence that access into primary care for some patients and groups is sub optimal
and does not meet their expectations or lifestyles. The scale of this ‘gap’ in
service is difficult to assess with different surveys and research presenting
divergent and at times conflicting evidence. What is clear is that a significant
minority of patients attend emergency departments with illnesses or injuries that
could be safely and effectively managed in primary care, typically surveys quote
between 20 – 40% of attendances could have been avoided. At the same time we
know that primary care has more interactions with patients than any other part of
the urgent and emergency care system with approximately 80% or more of all
contacts being seen outside of the hospital setting.
The phrase ‘primary care’ encompasses general medical practice, GP Out of Hours,
dental services, pharmacies, optometrists, and currently a significant proportion of
the Liverpool Walk in Centre activity.
Our approach to the future role of primary care in urgent and emergency care
takes full account of the community and neighbourhood model for delivery of this
essential component of the urgent and emergency care system.
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General Practice.
Over the last ten years GP consultation activity levels have been increasing. From
an England perspective, research has shown that the average patient has increased
the amount of contacts with their GP from 3.9 consultations in 1995 to 5.5
consultations in 2008. In Liverpool available data shows a similar pattern
At the same time as we are seeing rising activity the workforce in primary care is
not keeping up with that demand. The RCGP estimates that by 2020 we will need
in England an additional 8,000 new full time equivalent GPs, set against a
backdrop that in 2013 only 20% of medical students chose to work in general
practice on completion of their foundation training (the national target is 50% by
2016). We are also seeing from the most recent ComRes survey in January 2015
that 25% of UK GPs intend to definitely retire before they are 60.
Urgent care in general practice matters, effective and timely responses can avoid
unwell adults and children being driven to escalate their needs more often than
not through to an AED attendance. Our aim overall should be that no patient
should have to attend an emergency department as a walk in or self-presenting
patient because they have been unable to get an urgent appointment with a GP.
Liverpool CCG has innovatively utilised and invested in various approaches to
ensuring better access to primary care medical services through what is often
referred to as the ‘Liverpool GP contract’. These have included initiatives to set
local standards for access, increasing available appointment capacity and
implementation of an acute visiting ‘Pathfinder’ scheme in co-operation with the
ambulance service. All of this indicates that placing emphasis on meeting
individual needs straight away in the community with general practice before it
becomes urgent and requires the secondary care intervention provides a far more
proactive approach to managing demand at source.
The proactive management of patients with long-term conditions in primary care
also plays a significant and specific role in managing urgent care demand and
preventing acute episodes of illness. In addition to this more than four million
people in England with a long-term condition also have a mental health problem
with many of them experiencing far poorer health outcomes and reduced quality of
life. Patients with mental health conditions are likely to have poorer levels of
self-care and experience exacerbations which generally result in accessing
accident and emergency services. Personalised care and support for these
patients, underpinned by a robust assessment and management of risk will help
and assist patients and their families to manage their conditions to reduce the risk
of crisis and escalation.
The development of extended 7 day access to a co-ordinated and commissioned
primary care service across the city will play a critical role in providing enhanced
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access into a GP led service. Based in a number of geographical centres across the
city it is expected that this new service will significantly enhance and strengthen
early access to diagnosis and treatment in primary care.
In line with the national strategy of ‘Safer, faster, better: good practice in
delivering urgent and emergency care’ (NHSE August 2015) other areas of primary
care delivery can also make changes that will benefit the operation, effectiveness
and delivery of care and treatment across the urgent and emergency care system.
The wider adoption of telephone triage and an earlier response in the day to
urgent home visit requests can both have a beneficial impact across the system.
The latter in particular can have a significant impact. An early response provides
greater opportunity to plan an alternative to a hospital admission whilst other
community services are able to respond and, if admission is needed, avoids delay
with the associated risk of deterioration. Equally importantly where admission is
required this can be facilitated at a much earlier part of the day, allowing both
any ambulance transport to be more effectively scheduled and allow the patients
to arrive both earlier but also potentially distributed more evenly through the day
at times when the full range of hospital services are available.
Key actions and activities will include:


Delivery of an extended 7 day primary care service led by GPs delivering
enhanced capacity and access to both routine and urgent primary care seven
days per week.



Explore with neighbourhoods and localities how we can maximise the use of
telephone triage (including practice based and the role of NHS 111) to help
better assess and direct patients to services that can meet their needs outside
of hospital whenever possible and where it is safe to do so



Work with neighbourhoods and localities to pilot options for a rapid response to
home visits, thereby delivering a more proactive approach to planning an
alternative delivery of service where possible away from a hospital attendance
or admission.



Delivery of a community service model, the ‘universal offer’ that provides
patients their families and carers with access to an integrated service model
that maximises the opportunities and benefits of GPs, community and social
care staff working together to ensure that no patient should attend an
emergency department primarily because they have been unable to access
primary care.
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In addition to the ‘universal offer’ commission bespoke services and
interventions that are targeted at the most vulnerable who are at the greatest
risk of an unplanned hospital admission.



Through the delivery of the ‘new’ community model transform the way in
which the discharge of frail and vulnerable people is managed, re-framing the
transfer of care back into an integrated GP led community team.

Community Pharmacies.
Community pharmacies across the city already play a major role in the assessment,
care and treatment of minor ailments. A variety of services are provided with
different levels of uptake and participation across the city. Services include
medicine reviews; repeat prescription management; supporting patients to
optimise medicines use; supporting self-care; proving urgent access to medicines;
flu vaccinations; and promoting health and wellbeing. The opportunity however in
the future is more significant and far greater than the current important
contribution that they make. Community pharmacies have the potential to
enhance patient safety and reduce pressure on other parts of the health system,
particularly general practice, thus creating essential headroom and capacity for
the management of patients with more serious problems.
We want to see through the Healthy Liverpool programme a change in both the
publics and other health care professionals understanding, access and confidence
in the role of the community pharmacist in supporting and delivering elements of
urgent and emergency care. We will develop this approach in partnership with the
local Liverpool Pharmaceutical Committee.
Key actions and activities will include:


The development of a suite of protocols and care pathways that facilitate NHS
111, general practice, the ambulance service and urgent care centres to direct
patients to community pharmacies where they can appropriately respond to a
patient’s care needs. This will include the potential through the DoS for
directly booking assessments and consultations in a community pharmacy.



An expansion of the role of community pharmacists working in general practices
as part of the practice team. The aim is to utilise the knowledge and skills of
pharmacists to deliver patient facing, clinical pharmacy services to patients in
General Practice and support long term transformation of the primary and
community workforce. Pharmacists will support patients to self-manage their
wellbeing and long term conditions, through optimising medicines and improved
medicine related communication between general practice, hospital and
community pharmacy e.g.admission and discharge and other interfaces of care.
157



Delivery of a programme of public education and communications that aims to
build awareness, confidence and satisfaction in the enhanced role of
community pharmacy in response to minor ailments, injuries and illness.



Work in close collaboration with NHS England as the current commissioners of
pharmacy services to maximise the contribution of community pharmacy in the
future management and delivery of urgent and emergency care.

Community Services.
The implementation of the community model will play a vital role in the
transformation of the urgent and emergency care system and reducing reliance
upon hospital attendance and admission. The improved management of patients
with long term conditions, the targeting of those at most risk of hospital
admission, delivering care closer to home whenever possible and the delivery of
services through in integrated team will all greatly support a more effective
system wide response to urgent and emergency care needs. Importantly these and
other system wide changes will promote and focus upon the conversion of
unplanned care and treatment into planned care, thereby shifting the balance
from a predominantly reactive model to a proactive model of intervention and
service delivery.
The shape of future community services and teams will change significantly as the
community model delivers a system which:
 Empowers people to manage their own health and care
 Provides care closer to home, supporting people to remain independent and
where possible in their home environment (domestic, supported, residential or
nursing)
 Supports people to return to that home environment as soon as possible
following an unavoidable attendance or admission to hospital
 Delivers targeted services to people at most risk of experiencing poor outcomes
A key component of the future delivery model to support urgent and emergency
care will be the development of a single, all ages, integrated 24/7 multi
professional health and social care service which is able and has the capacity to
respond to people in a crisis in the community or where they are moving from an
episode of hospital care. The current system of multiple teams and assessment
processes, multiple handovers, differing service or care package offerings is
duplicative, inefficient and unsustainable in both financial and staffing resources.
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Key actions and activities will include:












Provide a 24/7 crisis response irrespective of where the patient resides, with
agreed timely responses to people in urgent need (typically within a two hour
response window)
Deliver through the principle of a ‘trusted assessor’ rapid access to an
assessment process that whenever possible took place outside of and away from
hospital with the aim of either supporting people to remain in or return to their
home from hospital in a timely manner once any acute episode of care was
completed
Maximise the opportunity for the support of and assessment of an individual’s
needs in their home in the short term to provide a more informed
determination of any future, particularly long term care needs.
Commission packages of care both short and long term in an integrated manner
from a framework of sustainable providers who are able to meet prescribed
quality, service and staffing standards, within an affordable and sustainable
joint health and social care resource envelope.
Work with and alongside specialist services to bring the management of long
term conditions into the community, where possible and reduce the numbers of
avoidable attendances and admissions due to complications arising as a
consequence of LTCs.
Support the work of the Healthy Ageing team in the delivery of proactive care
for the over 75’s with the intention of reducing avoidable attendances and
admissions.

Urgent Care Centres
Current and future expected pressures on the urgent care system, both nationally
and in Liverpool, along with the considerable cost of delivery for these services in
their current form, necessitates a fundamental review of the way urgent and
emergency care is designed.
The high cost of hospital based urgent care signifies an imbalance in the way
current services are designed and delivered, with too many people defaulting to
accessing services at Liverpool’s two Emergency Centres.
The Healthy Liverpool model of care is intended to address this imbalance by
designing community based alternatives and investing significantly in the roll out
of the community model of care. This is intended to reduce the need for hospital
based urgent care in two ways; firstly by reducing urgent and emergency activity
through the provision of effective proactive community care which supports people
to better manage their conditions and avoid emergency admissions, and secondly
by offering effective and other community-based alternatives, including support
for self-care and 7 day access to primary care.
In reviewing options for improving hospital based urgent care, the national review
“Transforming Urgent and Emergency Care Services in England (2013)” promotes
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the establishment of Urgent Care Centres (UCC), which it says have the potential
to significantly improve the way in which urgent care is provided and to enable a
greater integration of the wider urgent care system. This model acknowledges that
the current multi-choice of urgent care services is flawed.
The urgent care centre model, which would see centres co-located with a hospital
emergency centre represents an acceptance of the behaviour of a significant
number of people who prefer to attend an ‘always open’ emergency centre even if
they have to wait longer than for other available options.
Urgent Care Centres provide a single assessment front door for all patients other
than the immediately life threatening / serious majors or trauma. Typically Urgent
care centres would treat minor injuries and illness; ambulatory emergency care;
urgent primary care including GP OOHs; urgent diagnostics, mental health liaison
and intervention; social care support; alcohol misuse; potentially pharmacy and
dentistry.
Patients with serious or life threatening conditions arriving by emergency
ambulance would bypass the UCC and access directly into the main AED, the only
other in effect ‘direct’ access into the AED would be the self-presenting ‘major’
that would be quickly identified and fast tracked into AED, everyone else would be
streamed through the UCC following assessment.
If urgent care centres were to be established in Liverpool this would see a move
away from our current walk-in centre model.
We will explore whether the urgent care centre model should form part of the
Healthy Liverpool model for urgent care, accepting that there is a strong
dependency here with the medium to long term review of the city’s requirements
for emergency care centres.
Our evaluation of the urgent care centre model will establish whether this
approach would achieve our stated objective for a pathway that delivers the right
care, in the right place first time.

Hospitals
In developing the future landscape of urgent and emergency care in or led by
hospitals we have worked in close collaboration and alongside the Hospitals
Programme.
The current emergency care service configuration is from two adult emergency
centres (Royal Liverpool and Aintree University Hospitals), of which Aintree is
intended to be designated as the single site for the Cheshire & Merseyside Adult
Regional Trauma Centre, in association with The Walton Centre. A paediatric
emergency department and major trauma centre would remain at Alder Hey
Hospital. A paediatric emergency department and major trauma centre would
remain at Alder Hey Hospital.
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The two Liverpool emergency centres will move towards operating as a single
clinical service in line with the hospital vision of ‘single service – city wide
delivery’. This would include common clinical standards, a shared clinical staffing
rota, training, education and development.
Whilst it is envisaged that both emergency centres would offer 24/7 access each
will have an element of specialisation which means that patients either arriving by
ambulance or directed by a health care professional would be streamed to the site
best able to meet their needs first time, in accordance with the Hospital
Programmes redesign of services. Crucially the modelling of services by the
Hospitals Programme and the development of clinical standards and clinical
interdependencies will shape the two hospital campuses in which the two
emergency centres will operate and ensure that they can operate to best effect.
In the longer term the whole systems elements of Healthy Liverpool are expected
to deliver a reduction in the demand for urgent and emergency care, as the
benefits of living well, prevention, community and neighbourhood services all
come together. There are multiple variables which make the forecasting of future
demand for urgent and emergency care into the longer term a challenge and
therefore it will take up to 5 years before we can evaluate the impact of our
actions to reduce demand for urgent and emergency care and shift significantly
more of this activity into community settings of care.
We will be evaluating the impact of Healthy Liverpool in reducing demand for
hospital based emergency care and may, in the longer term, revisit the two centre
model when the trajectory and impact of the programme and other determinants
such as economic and demographic changes are better understood.
Key actions and activities will include:




Transfer of all adult major trauma to Aintree Hospital, working with The
Walton Centre as the single Major Trauma Centre receiving site for Cheshire &
Merseyside in line with NHSE commissioning intentions.
A shared Emergency Department Consultant clinical rota / workforce and
‘supplemented’ by a suite of specialist ‘city wide’ specialist services at the
Royal Liverpool and Aintree sites

Ambulance Service.
Historically the Paramedic & Emergency Service (PES) has been seen by many as
what might be paraphrased as a ‘transport provider’ with the aim of reaching
patients in the shorted possible time and transporting the majority of them to the
nearest AED. In the future the service becomes a pivotal ‘care provider’ offering a
range of interventions from ‘hear & treat’, see & treat’ to ‘treat & convey’.
From the initial 999 call the service will as now provide an initial telephone
assessment to determine if the call is an immediately life threatening or ‘Red’ call
and requires an immediate ‘blues & twos’ Paramedic led response. Such calls
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however only account for approximately 40% of the 79,500 Liverpool incidents in a
typical year and of those calls initially triaged as Red less than 10% are
subsequently found on scene and examination to be actually life threatening. The
integration with the NHS 111 service highlighted above will also ensure that
patients who choose to make a 111 call but who are actually in immediate need
can be passed seamlessly into the ‘999’ service and receive an emergency
ambulance response.
The ambulance service of the future begins to provide at scale a very different sort
of response from that recognised by most of the public and indeed other health
care professionals. Accepting that Red calls will be quickly identified and a
response dispatched the majority of calls will benefit increasingly from a more
sophisticated and clinically led triage. From that triage a significant number of
what are currently coded as less urgent ‘Green’ calls will receive ‘hear & treat’
telephone based advice from a healthcare professional supporting the emergency
call handlers or passed seamlessly into the NHS 111 system. Supported by the DoS
patients will be offered advice and if needed direction and/or direct booking in
the future into alternative service options other than an emergency ambulance
response.
Where an ambulance is dispatched to Red calls and the more serious Green calls
the emphasis will shift to providing where at all possible a ‘see & treat’ response.
Here the skills of the Paramedic alongside the potential for a wider skill mix of
response eg Advanced, Community Specialist or Consultant Paramedic, ANP, ENP
will allow responding crews to increasingly look after the patient at scene either
providing definitive care and treatment or stabilising a patient and handing over
their care to another service or practitioner informed and directed by the DoS. The
development of a three year minimum degree for future Paramedics and a
changing syllabus to include expanded diagnostic and assessment skills will
underpin these changes.
Finally for those patients who upon examination at scene do require transport to
hospital ‘treat & convey’, the service will ensure that such patients are
transported in a timely manner to the hospital most able to meet their core
presenting needs, which may not be the local or closest AED. Thus patients who
are assessed as likely to be experiencing a stroke will be taken to the nearest
Hyper-acute Stroke Unit, the trauma patient will be taken to the Regional Major
Trauma Centre etc. Where a patient requires the extended skills of a Paramedic
crew and a rapid transfer that will be provided, but where a patients needs are not
time critical or require the extended clinical skills of a Paramedic a less urgent
transport option / skill mix response would be provided thereby freeing up the
Paramedic response resources for the next life threatening call.
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The changing face of the PES will require significant public and healthcare
education and behavioural change. Transport not to the nearest AED and a nontransport response will increasingly become the most appropriate response to
many 999 calls, however with the reassurance that the service will get to the
sickest patients in the shortest possible time with an appropriate level of clinical
resources when needed.
In all cases, the development of the Healthy Liverpool digital programme offers
the important opportunity for both 999 and 111 call handlers and clinicians to have
access to a patient’s medical history and current treatment and care. In this way,
initial telephone assessment and on scene face to face contact can benefit
significantly from access to that information helping make a more informed and
better decision as to the best course of action for an individual. By providing real
time access to the DoS in both the control room and ‘at scene’ clinicians will be
greatly assisted and empowered where appropriate to access and/or direct
patients to alternative resources and services away from the traditional
conveyance to the nearest AED.
Key actions and activities will include:











Maximise the potential for ‘hear & treat’ and ‘see & treat’ responses as an
alternative to hospital conveyance, increasing non conveyance rates.
Ensure that patients are transported when required to the most appropriate
hospital or other care setting that is able to meet their needs first time,
avoiding where possible any subsequent emergency transfer (this may involve
by-passing a local hospital or facility).
Development of an integrated clinical advice hub between NHS 111 and the PES
emergency controls which receive 999 calls to provide public and ambulance
response staff access to 24/7 senior clinical advice and support
Provide PES emergency controls and responding staff on scene with access to
information as to a patients’ medical history and any current care and
treatment to support prioritisation and clinical decision making.
Provide PES emergency controls and responding staff on scene with access to
the electronic Directory of Service and clinical support desk to support non
conveyance and referral to alternative and appropriate local services.
Introduce ‘less urgent’ transport options for patients who require transport,
admission or transfer but do not require the extended skills, equipment or ‘blue
light’ response of a paramedic ambulance, thereby freeing up the latter to
respond to serious and life threatening calls
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Payment Reform.
Services are currently reimbursed under variety of methods and mechanisms, with
a variety of block and PBR arrangements in operation. Work undertaken by NHSE
and Monitor to date suggests that these differing payment arrangements across the
system create a barrier to co-ordination and effective working between service
elements. Indeed mechanisms openly conflict with the aims of treating less urgent
people outside of hospital, yet the ambulance service is remunerated at a higher
level for conveyance, hospitals receive funding based upon activity levels and
community services are often funded via block payments. What we need is a new
funding mechanism that reimburses services between different providers and care
settings in a way that makes co-ordination worthwhile for all parties involved.
In Liverpool we are committed to exploring a new funding mechanism with NHSE
and Monitor as a crucial part of re-designing and modernising the urgent and
emergency care pathway. Critically we are seeking ways in which to better match
the economies of organising and delivering urgent and emergency care services,
particularly to reflect their ‘always on’ nature, which requires having a preplanned level of capacity continuously available to respond to patient needs. This
is best illustrated by an emergency ambulance or AED, both are needed 24/7 and
need to be staffed and resourced at a ‘core’ level irrespective of zero or expected
demand being experienced.
The approach taken is likely to involve recognising and therefore resourcing a
significant element of fixed core funding, to reflect the ‘always on’ characteristic
of many service elements with prescribed minimum access, quality and service
standards. This will then be supplemented by an element of volume based funding
to recognise and reimburse providers for significant fluctuations in demand, with
an element of risk sharing between providers and commissioners to support the
behaviours needed to change and maintain the new urgent and emergency care
system. Finally changes will need to be underpinned by clear provider and system
wide quality metrics to support service change and promote quality improvement.
Key actions and activities will include:


Work with providers, NHSE and Monitor to develop and pilot a funding
mechanism for urgent and emergency care that supports new models of
working.
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7.8 Future Service Model.
As already outlined our future service model will deliver an integrated model of
urgent and emergency care that reduces fragmentation, is underpinned by
effective and timely assessment / triage and which helps navigate the public and
health care professionals to the right care, in the right place first time.
The changes we want to achieve are significant and can be best explained by
returning to the 4 key design principles and use these to describe what the service
model will look like and how it will operate in practice

1. Provides consistently high quality and safe care, across all seven days of
the week;
System Design Objective

Actions

If my need is urgent, provide me with
guaranteed

same

day

access

to



a

Same day, every day telephone,
web

or

email

contact

to

a

primary care team that is integrated

primary care team integrated

with my GP practice and my hospital

with patient’s own GP practice

specialist team.



A same day, every day speak to
or see a GP for urgent care needs



Direct access to community nurse
specialists and hospital specialist
teams for patients with long term
conditions



GPs/Out of Hours Team to have
direct

access

to

same

day

specialist clinical opinion

If my need is urgent provide me with



Delivery of a single service – city

access to a UCC and/or AED that is

wide delivery that is built around

organised, staffed and operates to a

an integrated and shared staffing

defined common set of clinical and

model

operational standards irrespective of

underpinned by an adequately
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(adults)

and

which

is

where in the city I access this care and

resourced clinical infrastructure

treatment.

and which operates across all
seven days of the week.


Improve my care, experience and

All

urgent

and

emergency

outcomes by ensuring early senior

facilities are part of a formal

clinical input in the urgent and

Liverpool

emergency care pathway.

delivery system ‘single service -

network

or

whole

city wide delivery’


Each

facility

immediately

will

have

available

skilled

staff and plans for the safe care
and/or transfer for all patient
types


Development

of

specialist

centres,

hubs

and

pathways

should

bypass

emergency

facilities where the outcome for
the patient is potentially greatly
improved and more efficient


In-patient

service

support

for

emergency facilities is always
available

Ensure all urgent and emergency care



Match

ambulance

resources

facilities are capable of transferring me

including type of vehicle and skill

urgently and that the mode of transport

mix to patient needs and deliver

is capable, appropriate and timely.

in a timely manner


Establish a code of conduct for
non-NHS urgent and emergency
care

operators

to

ensure

alignment with NHS clinical and
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operational
provide

governance

clarity

on

and

corporate

responsibilities


Commission appropriate
transportation for those in mental
health crisis, which is sensitive to
individual need



Commission a less urgent
transport response for transfers
and GP urgent admissions,
thereby releasing paramedic led
PES resources for serious and life
threatening emergencies.

2. Is simple and guides good choices by patients and clinicians
System Design Objective
Make

it

simpler

for

Actions
me

or



my

Maximise the potential of the

family/carer to access and navigate

NHS111 service and the parallel

urgent and emergency care services

Directory

and advice

including professional and public

of

Service

(DoS),

access to the DoS information.


To

simplify

current

and

access

emergency

standardise

points

and

to

urgent

the
care

system and facilities


To establish a single urgent and
emergency care system for the
public but with a supporting,
responsive,

tiered

structure behind it
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clinical



Increase me or my family/carer’s

Increased patient, family/carer

awareness of early detection and

education to self-care and self-

options for self-care and support me

manage

to manage my acute or long term



physical or mental condition.

Seven day continuity of care from
GPs practice



Seven day access to community,
mental

health

and

specialist

hospital nurses


Options to explore linking 111 to
voluntary services and support
groups



Increase utilisation and role of
community

pharmacists

in

managing urgent and emergency
care



Increase me or my family/carer’s
awareness

of

and

publicise

the

Increase scope of options with
111 in terms of telephone triage

benefits of ‘phone before you go’.

and personalised clinical advice


Increase

capacity

for

GP

telephone consultations both in
and out of hours


365

days

per

year

social

marketing and communications
campaigns
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3. Provides consistently high quality and safe care, across all seven days of
the week;
System Design Objective

Actions

If my need is urgent, provide me with
guaranteed

same

day

access

to



a

Same day, every day telephone,
web

or

email

contact

to

a

primary care team that is integrated

primary care team integrated

with my GP practice and my hospital

with patient’s own GP practice

specialist team.



A same day, every day speak to
or see a GP for urgent care needs



Direct access to community nurse
specialists and hospital specialist
teams for patients with long term
conditions



GPs/Out of Hours Team to have
direct

access

to

same

day

specialist clinical opinion

If my need is urgent provide me with



Delivery of a single service – city

access to hospital urgent and emergency

wide delivery that is built around

services that are organised, staffed and

an integrated and shared staffing

operate to a defined common set of

model

clinical

standards

underpinned by an adequately

irrespective of where in the city I access

resourced clinical infrastructure

this care and treatment.

and which operates across all

and

operational

(adults)

and

which

is

seven days of the week.


Improve my care, experience and

All

urgent

and

emergency

outcomes by ensuring early senior

facilities are part of a formal

clinical input in the urgent and

Liverpool
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network

or

whole

emergency care pathway.

delivery system ‘single service city wide delivery’


Each

facility

immediately

will

have

available

skilled

staff and plans for the safe care
and/or transfer for all patient
types


Development

of

specialist

centres,

hubs

and

pathways

should

bypass

emergency

facilities where the outcome for
the patient is potentially greatly
improved and more efficient


In-patient

service

support

for

emergency facilities is always
available

Ensure all urgent and emergency care



Match

ambulance

resources

facilities are capable of transferring me

including type of vehicle and skill

urgently and that the mode of transport

mix to patient needs and deliver

is capable, appropriate and timely.

in a timely manner


Establish a code of conduct for
non-NHS urgent and emergency
care

operators

to

ensure

alignment with NHS clinical and
operational
provide

governance

clarity

on

and

corporate

responsibilities


Commission appropriate
transportation for those in mental
health crisis, which is sensitive to
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individual need


Commission a less urgent
transport response for transfers
and GP urgent admissions,
thereby releasing paramedic led
PES resources for serious and life
threatening emergencies.

4. Is simple and guides good choices by patients and clinicians
System Design Objective
Make

it

simpler

for

Actions
me

or



my

Maximise the potential of the

family/carer to access and navigate

NHS111 service and the parallel

urgent and emergency care services

Directory

and advice

including professional and public

of

Service

(DoS),

access to the DoS information.


To

simplify

current

and

access

emergency

standardise

points

and

to

urgent

the
care

system and facilities


To establish a single urgent and
emergency care system for the
public but with a supporting,
responsive,

tiered

structure behind it
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clinical



Increase my or my family/carer’s

Increased patient, family/carer

awareness of early detection and

education to self-care and self-

options for self-care and support me

manage

to manage my acute or long term



physical or mental condition.

Seven day continuity of care from
GPs practice



Seven day access to community,
mental

health

and

specialist

hospital nurses


Options to explore linking 111 to
voluntary services and support
groups



Increase utilisation and role of
community

pharmacists

in

managing urgent and emergency
care



Increase my or my family/carer’s
awareness

of

and

publicise

the

Increase scope of options with
111 in terms of telephone triage

benefits of ‘phone before you go’.

and personalised clinical advice


Increase

capacity

for

GP

telephone consultations both in
and out of hours


365

days

per

year

social

marketing and communications
campaigns

The quality of my care should be

Align process, outcome measures and

measured in a way that reflects the

commissioning intentions to individual

urgency and complexity of my illness

case mix
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5. Provides access to the right care in the right place, by those with the
right skills, the first time;
System Design Objectives

Actions


If it's not appropriate to treat me

Each facility to have immediately

where I present (home, on scene or

available skilled staff and plans

over the telephone), take or direct

for the safe care and/or transfer

me

of all patient types

to

a

place

of

definitive

treatment within a safe amount of



Maximise

on

time; ensure I have rapid access to

pathways

that

a highly specialist centre.

positive

direct

access

have

proven

outcomes

and

which

bypass A&E
 Services to all operate to a
defined and agreed set of
clinical standards.


Where I need wider support for my

A directory of community, acute

mental, physical and social needs

and social care services will be

ensure it is available

available to all clinicians in the
urgent

and

emergency

care

pathway (via the DoS)


Rapid access to social care and
mental health liaison will be
available 24/7



Each of my clinical experiences should

Establish

regular

integrated

be part of programme to develop and

clinical

train the clinical staff and ensure

involving all contributors to the

their competence and the future

urgent

quality of the service are constantly

pathway with a focus on final

developed.

patient outcomes
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governance
and

meetings

emergency

care

6. Is efficient and effective in the delivery of care for patients
Service Design Objective
Make

it

simpler

for

Actions
me

or



my

Simplified

and

standardised

family/carer to access and navigate

access points to the urgent and

urgent and emergency care services

emergency

and advice.

facilities


care

network

and

A single urgent and emergency
care system for the public but
with a supporting, responsive,
tiered clinical structure behind it



Ensure all urgent and emergency care

Establish a code of conduct for

facilities are capable of transferring

non-NHS urgent and emergency

me urgently and that the mode of

care

transport is capable, appropriate and

alignment

timely

governance and provide clarity of

operators
with

to

ensure

NHS

clinical

corporate responsibilities

Information, critical for my care, is to


be available to all those treating me.

All patient records are to be
accessible and shared amongst all
urgent

and

emergency

care

providers, both in and outside of
the hospital environment.
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7.9 Operating Model
Our operating model is for a whole system city wide model for the delivery of
co-ordinated urgent and emergency care, delivered by multiple providers who
work in a collaborative manner towards a shared set of outcomes and goals and to
agreed quality and service standards.
“Single Service – City Wide Delivery”
That whole system should be set against a strategy for urgent and emergency care
that covers the whole spectrum of needs and service delivery from self-care and
prevention; through primary, community and pre-hospital care; on to hospital
based care and major trauma. To achieve this aim, individual organisational form
or structure needs to be set aside and instead services and their providers need to
work in a collaborative and integrated manner. Patients and the public will not
need to ‘think’ about the badge or logo on an individual or service, instead they
will access into a city wide urgent and emergency care system that delivers:
‘An urgent and emergency care pathway that is recognisable and clear to
patients, the public and health care professionals that delivers the right care,
in the right place first time.’
To achieve this transformation will require a significant shift of both organisational
and professional hearts and minds, alongside a structural change in the way that
services are configured, contracted for and financially resourced.
As in any system change there will be short and longer term changes and activities,
some of which may require a stepped approach if we are to achieve the level of
significant transformation required. We will need to take the public, patients,
professionals, politicians and other commissioners with us along this journey and
appreciate the many different points of view and opinion are likely to be
generated by discussion surrounding the delivery of urgent and emergency care.
In formulating our detailed operational and delivery model the Programme will
need to particularly fully engage with and work closely alongside the Hospital and
Community Service Programmes, as the future shape and direction for primary,
neighbourhood, community and hospital services are inextricably linked and
interwoven. To a lesser extent similar close working will be required with those
leading the Living Well and Digital Programmes.
Held together by the strategic aims and objectives of the Programme, the urgent
and emergency care transformational team will carefully negotiate and agree with
colleagues those elements of the transformation programme that they will directly
lead and implement, those areas where delivery properly lies with another
programme, eg Community and those in a small number of areas where a
provider(s) may take lead responsibility for delivering and executing the required
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service changes. The management of this complexity will be assisted by support
from the Healthy Liverpool Programme Management Office.
7.10 Improving outcomes, quality and sustainability
The existing system has improved and changed over recent years with investment
in a range of services and developments including walk in centres, enhancements
to general practice, improved GP out of hours service, changes to clinical practice
within the Emergency Departments amongst a whole host of other improvements.
However in spite of this nationally and locally we are not seeing the level or scale
of sustainable change in performance, quality and outcomes required.
Across the wide spectrum of urgent and emergency care we aim to see
improvement in the following areas by 2020:

















Increase the numbers of people meeting their needs through self-care and
support.
Patients and the public will know how to access information and guidance in
the event of needing urgent care so they are able to receive the right advice
and care in the right place first time.
Increase the numbers of people accessing advice and support through the NHS
111 service
Measurable improvements (quantum/details to be agreed with the community
programme) in the ability of people to access primary care for ‘urgent care’ in
and out of hours
Reduce ambulance conveyances to hospital; increase the numbers dealt with
via ‘hear & treat’ and increase in those treated via ‘see & treat’ interventions
Reduce Emergency Department attendances as patients are dealt with via
alternative urgent and emergency care pathways
Reduce emergency admissions as system wide and disease / condition specific
improvements in the management and support of patients and their conditions
result in fewer admissions
Reduce the numbers of emergency admissions for ambulatory care sensitive
conditions as new models of care and support become embedded and people
are empowered to take greater responsibility through self-care / selfmanagement of their health and wellbeing
Reduce the numbers of ED attendances and emergency admissions from nursing
& residential care homes and as a result of falls in the home
Sustainable delivery of the NHS Constitution targets for access to urgent and
emergency care
Delivery of a sustainable major trauma system for Cheshire & Merseyside that
achieves the best possible patient outcomes
Emergency Departments that are clinically staffed in a sustainable manner,
that are seen as centres of excellence for service delivery, staff retention,
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development and training
Increase patient satisfaction as to their access, experience and outcome of
urgent and emergency care, as services are delivered as one integrated and
whole system, although by multiple providers 7 days per week.

7.11 Wider system: Health and Social Care, Economic Benefits
The development and implementation of a sustainable, modern and effective
urgent and emergency care system will have a number of wider care and economic
benefits including the following:







Patients where at all practicable will be supported to remain in their usual
place of residence wherever possible
The need for long term social care residential packages of care will be reduced
Patients potential for rehabilitation after life changing illnesses or injuries will
be maximised
Patients that are vulnerable to needing urgent care services will have the
information that they need and a plan to support them (including technology
where appropriate) to manage their condition effectively and avoid
unnecessary hospital attendance or admission
Urgent and emergency care services will be commissioned and financially
underpinned by a new model of contracting and pricing that recognises the
significant element of ‘fixed costs’ that are associated with their delivery and
which fairly resources increased demand (where appropriate) and which
reduces the perverse incentives in the current system to increase activities and
demand.

7.12 Enablers and Timelines
There are a number of short and medium / longer term enablers to supporting the
delivery of the new model for urgent and emergency care in the city.
In the short term these include:







Further expansion of telecare and remote telemetry monitoring across the city
Implementation of the digital work stream solution to accessing shared patient
information across and between providers who serve the city’s population,
supporting clinicians both in and out of hospital to make better informed
decisions and choices for their patients in need of urgent or emergency care
Opening in 2015 of the ‘new’ Emergency Department and Major Trauma Suite in
Aintree Hospital
Introduction in late 2015/16 or early 2016/17 of a single receiving adult Major
Trauma Centre at Aintree University Hospital to serve Cheshire & Merseyside
Introduction of a single collaborative medical staffing rota for the Emergency
Departments in the Royal Liverpool and Aintree University Hospitals to support
177

















sustainable staffing, training and service delivery.
Further expansion by NWAS of their ‘hear & treat’ and ‘see & treat’ capacity
The introduction in October 2015 of the new North West five year contract for
the delivery of the NHS 111 service
Introduction in 2015/16 of a pilot Rapid Response Fallers Service (RRFS) across
the city to reduce the need for an ambulance response and hospital
attendance/admission
Develop a pilot funding mechanism that can all or in part operate in shadow
form in 2016/17
In the medium / long term these include:
Opening in 2017/18 of the new Royal Liverpool Hospital
Completion of the changes to the delivery of maternity, gynaecology and
neonatal services (Liverpool Women’s Hospital)
Introduction of a new funding mechanism for urgent and emergency care.
Full delivery and implementation of the new model for future community and
neighbourhood services
Introduction of three year training for paramedics (for existing staff conversion
options to be developed) to increase diagnostic skills and support clinical
autonomy
Completion of stroke service modernisation including HASU services
Completion of cardiology services modernisation including single city wide
collaborative delivery model
Completion of clinical redesign programmes.
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Hospitals Programme
“In the middle of difficulty lies opportunity”
Albert Einstein
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8

Healthy Liverpool Hospitals Programme

A key element of the Health Liverpool Programme is for the city to have the best
hospital services in the country. The Hospital ‘setting of care’ seeks to develop a
sustainable and deliverable vision for the future delivery of hospital based care
and services for the benefit of residents of the City of Liverpool and the
surrounding area.
Our approach from the outset has been for clinician to lead in the design, scope
and development of the programme to ensure that we fully explore the issues and
then collaboratively design solutions that are deliverable and sustainable into the
long term.
We have also involved and included commissioning colleagues from NHS Knowsley
CCG, NHS South Sefton CCG, NHS England (Cheshire & Mersey Sub Regional Team),
NHS England Specialised Commissioning, as services provided in the city serve in
part a wider both Merseyside and North West community.
As we enter the next phase of our work we want to extend our engagement and
involvement in the programme and seek the wider views and involvement of local
people, patients and other stakeholders from across the city wide community to
help shape the future delivery of hospital services in the city.
Sir David Dalton’s national review of options for providers of NHS care was
published in December 2014 and explored ways to address the challenges faced by
providers of NHS care. The report compliments the NHSE Five Year Forward View
and provides the organisational ‘delivery vehicles’ that can help translate its ideas
into reality. The review considers a number of organisational forms that help
providers to make changes, and identified five themes:
 One size does not fit all
 Quicker transformational and transactional change is required
 Ambitious organisations with a proven track record should be encouraged to
expand their reach and have greater impact
 Overall sustainability for the provider sector is a priority
 A dedicated implementation programme is needed to make change happen
The five themes from Sir David’s national review of acute care resonate
significantly with the aims and objectives of the hospitals programme.
In his review Sir David stated “Institutions should not be preserved just because
they exist. Boards should not purse self-protectionist strategies, using the
‘interests of patients’ as camouflage.” Healthy Liverpool seeks therefore to
transform hospital services across the city lifting ‘camouflage’ where it lies and
creating a new, vibrant, achieving and sustainable service landscape that can meet
the needs of local people going forward.
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8.1 Vision and Scope for Services
Our vision for Liverpool’s Hospital services is for:
A Centralised University Teaching Hospital Campus with a Single Service, City
Wide Delivery
Delivered through centres of academic, clinical and service excellence.
In determining the shape and content of hospital services across the city into the
future the Hospitals ‘settings of care’ is underpinned by our Principles of Care:
The aims of the transformation of hospital services across the city are to:





To have the best hospital care system in the country
For all patients to receive the right care in the right place first time
To have a safe health care system that provides a quality service and is
sustainable clinically and financially into the future
To maximise patient outcomes and experience

In determining the shape and content of hospital services across the city into the
future the Hospitals Programme is underpinned by our Principles of Care:


Services will be delivered by single teams



Standardisation: Services will be of high quality, delivered to best practice
standards and unwarranted variation will be eliminated



Services will be local whenever practicable, central where necessary



Services will be delivered by a workforce that is sustainable, motivated and
champions improved patient care, experience and outcomes
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Our approach can be summarised best in the following illustration:

Our vision and the delivery of the centres of academic, clinical and service
excellence is fundamentally underpinned by a Centralised University Hospital
Teaching Campus. This central city centre campus, on the site of the ‘new’ Royal
Liverpool Hospital and ‘new’ Clatterbridge Cancer Centre provides an axis against
which specialised and general adult services can be built around, including the
neighbouring University Teaching Hospital, District General Hospitals (DGH) and
specialist providers.
The centralised campus provides that essential foundation around which teaching,
education, innovation and research can be anchored with the Universities and
other key partners. Specialised and general adult services will be delivered from
multiple centres including the centralised campus site and neighbouring DGHs,
alongside where practicable in city neighbourhoods.
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Neighbourhood
Service Delivery

Neighbourhood
Service Delivery

Neighbourhood
Service Delivery

Neighbourhood
Service Delivery

The centralised campus will provide the ‘core’ of a hospital system in the
Liverpool City Region that is able to ‘compete’ for staff, resources, research and
services at a scale to rival the best in the country, with an emphasis upon
academic, clinical and service excellence.
This model recognises the scale of benefits that can flow in terms of specialised
service delivery; recruitment and retention; teaching, research and development;
and service efficiencies from a critical mass of services working collaboratively
that is at a scale and concentration not seen before. In addition the campus
provides a catalyst for the wider development of the ‘knowledge quarter’,
including the bio-campus to foster and encourage innovation through the
application of research and thereby support economic growth.
Knowledge transfer between and across primary, community and secondary care
will also be fostered, with greater opportunity for skills development, transfer and
subsequent application for the benefit of patients, carers and families alike.
Our model does not prescribe the future organisational form for service delivery
but rather presents a model in which service providers can operate within and
which can provide the optimal platform from which the city can respond to the
future health needs and system challenges ahead.
Our commitment to ‘Single service – city side delivery’ does not prescribe
organisational form, but does direct that the delivery of services must be
structured in a manner that provides a single service pathway, delivered against
standardised best practice under single clinical leadership across organisations and
sites.
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8.2 Scope
Our work has focused primarily upon the major trusts that provide adult services in
the city:
Royal
Liverpool
and
University Hospitals
Aintree University Hospital

Broadgreen Liverpool Heart and Chest Hospital
The Walton Centre

Liverpool Women’s Hospital

Liverpool Community Health

Clatterbridge Cancer Centre

North West Ambulance
(children and adults)

Service

Whilst the hospitals programme is predominantly focused around adult care,
Healthy Liverpool includes Alder Hey Children’s Hospital; recognising the
importance of transitional care, specialist care, the delivery of neonatal support in
partnership with Liverpool Women’s Hospital and the wider contribution the Trust
makes to the health and wellbeing of the city’s next generation. The ‘new’ Alder
Hey campus which opens in October 2015 will be one of the city’s centres of
academic and clinical excellence.
The important role of Mersey Care NHS Trust as the principle provider of mental
health services is recognised; with the delivery of community and hospital based
mental health care making a significant contribution to the wellbeing of the city.
The development of mental health community services and the recent opening of
the ‘Clock Face’ new inpatient unit to serve the north of the city are important
examples of the priority afforded to mental health care and services. A further
new inpatient unit to replace the current poor accommodation in the Broadoak
Unit on the Broadgreen campus is also planned.
The work of the hospitals programme is, by definition, broad and encompasses
significant elements of hospital based care across the spectrum. To provide a
framework and direction for the programme, a series of clinical priority areas have
been identified with commissioning and provider colleagues that form the core
work of the programme in the short to medium term, but within the context of our
longer term vision for “Single Service, City Wide Delivery”. The latter distinction is
important as hospitals are not just about services that are provided under their
roof but increasingly and in the future they will be the providers of specialist care
and treatment out in the community, working in partnership with primary and
community services, with an emphasis upon sharing and transferring skills between
health care professionals.
As the programme progresses and further clinical interdependencies and priorities
emerge, informed and shaped by further engagement, it is likely that the scope
and shape of the programme will evolve further over time.
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At the Clinical Assembly in July 2015 it was reaffirmed that the first set of
priorities for transformation were those identified in the 2014 Healthy Liverpool
Programme Prospectus, namely:







Delivering 7 day hospital services
Improving Cancer services
Women’s Health including maternity services, gynaecology and neonatal critical
care
Urgent & Emergency Care
Cardiology
Stroke

However there was a clear consensus at the Clinical Assembly that action at a pace
was also required in the following areas:


Major Trauma: (working closely with NHS England Specialist Commissioning
Team): following national direction, the move to centralise adult major trauma
for Cheshire & Merseyside on a single site is seen as the next step in the
evolution of major trauma care to maximise the outcomes and life chances for
this small but severely injured group of patients.



Cancer Services:
Pelvic Cancer: (including complex gynaecology, colorectal and urology):
women with complex gynaecology needs and in particular cancer are
currently cared for by the gynaecology teams on the Crown Street site of
the Liverpool Women’s Hospital. In such complex cases patients often need
to benefit from the complementary skills of colorectal and urology surgical
teams which are based away from Crown Street in the Royal Liverpool
Hospital. This lack of onsite wider surgical and cancer expertise coupled
with the lack of diagnostic CT scanning on the Women’s site means that the
patient experience, services and outcomes are not necessarily of the best
standards possible.
Haemo-Oncology: Clatterbridge Cancer Centre (CCC) plans to relocate from
their current Wirral site onto Royal Liverpool campus in 2018/19, into a
world class purpose built cancer centre. Haem-Onc clinicians have put
forward a case to maximise this opportunity to develop a centre of
excellence for their patients and bring together the services currently
provided by CCC, Royal Liverpool and Aintree Hospitals into a ‘single
service’ led by CCC as part of the latter’s new build centre.
HPB & Upper GI - Oesophageal (Upper GI) surgery is currently noncompliant against national standards, as it is currently delivered across two
sites rather than the recommended single site. We recognise the Royal
College of Surgeons definition of upper gastrointestinal surgery as that
which includes both hepatopancreaticobiliary and oesophagogastric surgery,
recognising it as a subspecialty. Currently, we have liver surgery performed
at University Hospital Aintree and pancreatic surgery at the Royal Liverpool
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University Hospital. By consolidating these services together we will
improve patient outcomes and assist in the training, development and
sustainability of the workforce that this combined service will comprise.
Our approach has been to work with local clinicians to develop standards
that describe the quality and operational delivery of services based upon
national, regional or local best practice and guidance. The outcome of this
work will be to develop a series of profiles or descriptions as to how services
would be configured and delivered in the future.
As already outlined our vision, scope and direction of travel were confirmed at the
Clinical Assembly in July 2015, at which some 150 clinicians, managers and
partners from across the city’s providers, commissioners and key stakeholders met
to agree the overarching strategy for the hospitals transformational programme,
and the key steps of the journey to implement that vision through to 2025 and
beyond. The meeting marked a critical milestone in the development of the
hospital programme and signalled the intention of the health economy to move
forward at pace to begin to implement the first phases of the strategy and deliver
real improvements in the quality, delivery and outcomes of services for the benefit
of local people.
Commissioners and providers agreed at this landmark point to collaborate and
work to a model that would establish "single service city wide delivery" with
‘centres of academic, clinical and service excellence’ underpinned by a
Centralised University Hospital Teaching Campus.
The emphasis from the assembly was that providers and clinicians from across the
city must work as ‘Team Liverpool’, building upon the strength of our excellent
specialist services through an integrated, networked model of delivery. By working
together in this way the City of Liverpool will be recognised nationally as a
provider of specialist services.
The catalyst for this transformative new service model is the commitment to
clinical collaboration by the city’s two adult acute trusts, Royal Liverpool and
Broadgreen University Hospitals NHS Trust and Aintree University Hospital NHS FT
Trust. This drive for collaboration between two adult Trusts is supported by the
neighbouring Trusts and clinicians across the city’s hospital network.
A programme of this wide scope and complexity is influenced by many internal and
external factors, all of which must be considered in the process of developing
options for ‘single service, city wide delivery’.
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8.3 The Case for Change.
The case for change for hospitals in the city is compelling. The challenges which
we need to face and overcome are significant and if left unaddressed will
undermine service delivery, sustainability and the health outcomes for local
residents for many years to come. The economic climate in which the NHS
operates means that we must find new and innovative ways to deliver better
services at a lower cost if we are to meet the future needs of our population.
Whilst the required scale of challenge is daunting, the opportunity to do so at this
point in time are unparalleled, and are strongly underpinned by a clear clinical
commitment to change; with clinicians from the across the city coming together in
an unprecedented manner to express their views and commitment to changing
hospital services for the benefit of patients. Through a series of clinical summits
and engagement at all levels, they have demonstrated a willingness to work,
organise and deliver services in a manner different than ever before, putting aside
individual and organisational form and structures. At the same time primary and
community clinicians and staff have committed themselves through the Healthy
Liverpool Programme to a new community model of care that is fundamental and
complementary to the aspirations and priorities of the hospital programme. This
synergy across settings of care represents a truly ‘whole system’ approach across
the whole spectrum of prevention, treatment, care and support.
8.4 Provider sustainability
The provider landscape in the city is highly unusual in its size and diversity, with
eight NHS organisations delivering adult care, along with the North West
Ambulance Service.
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In 2013 the newly elected Mayor of Liverpool Joe Anderson established a Health
Commission chaired by Professor Sir Ian Gilmore to determine how best to support
and improve the health and wellbeing of the people of Liverpool. In his report
published in October 2013 Sir Ian declared that “Any plan will need to strike a
balance between where the boundaries of agencies lie; boundaries defined not
only in geographical terms but also by what is in the best interests of people and
patients”. In other words we needed to step away from protecting or perpetuating
organisational form and concentrate instead on how services should be delivered
to deliver the best possible outcomes for local people.
This large number of Trusts in Liverpool presents a number of challenges for the
health economy of the city. Historically Trusts have competed for services, with
some key services duplicated, inefficiencies in service delivery, quality,
availability and clinical sustainability. Performance, workforce sustainability,
training and education have all been adversely impacted upon by this historical
structure. Providers have at times acted alone, often as a consequence of
structural and regulatory barriers, decisions being based all too frequently around
short term financially driven priorities.
A key aim of Healthy Liverpool is to secure the long term clinical and financial
sustainability of services in the city, rather than protect current organisational
structures. However, our focus is on transforming services, but this driver will be
the catalyst for change which is not only inevitable but also desirable. Healthy
Liverpool will be proactive and harness positive change for the benefit of local
people, health professionals and the health and care system.
By acting together we strongly believe that we can meet our aims of achieving
“the best hospital care system in the country” and provide the city with a legacy
of sustainable services into the future and for the next generations to come.
Over

many

years

the

structure

of

the

city’s

hospitals

has

changed.

Liverpool is constantly changing and the health service is no different. Services
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have always changed and they must continue to evolve and adapt to embrace new
ways of working and technologies if we are to rise to meet the population’s health
needs. The city’s provider landscape needs to change to deliver the aims of
Healthy Liverpool, but the criteria for change will be about benefits for patients
and change will be clinically led.
8.5 Operational delivery
The current configuration of services in many cases does not support, facilitate or
encourage the delivery of effective and efficient care and treatment. Service
duplication and competition, patient demand, workforce pressures, variation, site
and individual clinical service configuration, and utilisation all conspire to
compromise the efficient and effective delivery of care and treatment. Service
quality inevitably is also challenged in such an environment with an unacceptable
level of variation in the quality of service and their outcomes.
8.6 Variability in clinical quality and outcomes
Variability in the quality, effectiveness and delivery of services means that
patients do not always get the best possible care, first time and every time. The
levels of variation across the city are reflected starkly in the outcomes for local
residents. Such variation is unacceptable and a key driver for change as it directly
impacts upon patient outcomes.
8.7 NHS Estate
The city boasts a wide variation in the quality and functionality of the NHS estate,
despite a significant investment of £100m in primary care premises and the work
underway on significant capital projects to replace the Alder Hey Children’s
Hospital (£240m) and Royal Liverpool University Hospital (£430m), alongside
investment of in Mersey Care mental health facilities of (£25m) and the planned
relocation of the Clatterbridge Cancer Centre from the Wirral onto the Royal
Liverpool Hospital campus.
The current configuration of NHS sites has developed over time, often in a
piecemeal fashion, dictated primarily by individual organisational needs rather
than a whole system or city wide approach. In many cases sites rather that services
dictated what was provided, not always in the best interest of patients or staff.
This ‘uncoordinated’ approach is best illustrated by historical decisions to build
the Liverpool Women’s Hospital on a separate site in the 1980s away from adult
and children’s services and the more recent decisions to rebuild the Royal
Liverpool and Alder Hey Hospitals on once again separate sites some 4 miles apart
in the city. The latter two developments and the planned relocation of the
Clatterbridge Cancer Centre onto the Royal campus will direct the core shape of
key elements of the health infrastructure for the next twenty years or more across
the city. What we must now do is to utilise those significant assets for the benefit
of the whole city, rather than individual organisations.
The multiple hospital sites across the city also pose a challenge to the finances of
the city’s health economy. In a challenging financial climate it is essential that we
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maximise the use and efficiency of our estate to best effect, freeing up resources
to reinvest into patient care. This inevitably means taking a hard look at the
current estate and seeking, where possible, to rationalise the number or size of
sites, whilst at the same time seeking to preserve a balance of ‘local services
whenever practicable, centralised when necessary’. A conservative estimate is
that we need to reduce our overall health estate by at least 20% where it does not
add value.
1.1 NHS England Specialised Commissioning
Since 2013 NHS in England has responsibility for commissioning nationally
designated specialist services, with a local commissioning team presence in NHS
North and more locally a North West hub.
Liverpool has a number of providers that collectively deliver a wide range of
specialist services to the value of circa £300M per annum to Liverpool, and the city
region, wider North West, Isle of Man and a large part of North Wales. Many of
these services are of national and international renown.

Number of
services

These specialist services provide local access to national and indeed
internationally recognised services; attracting and supporting a wide variety of
research and innovation; acting as a catalyst for workforce recruitment and
retention; and providing a vital boost to the city’s economy. They also sit
alongside our important academic centres, including three universities and School
of Tropical Medicine as well as the developing and expanding commercial bio190

medical sciences opportunities across the city. Many of the specialist services are
inextricably linked to local ‘general services’ with a wide range of clinical co and
interdependencies, benefiting both the local and wider patient catchment.
The importance of these services to the city cannot be overestimated. Taken
however at an individual Trust level the role, scope and scale of specialist services
is nationally ‘hidden’ and often overlooked. Taken collectively the city’s specialist
services would rank 3rd in the national scale for the delivery of specialist services.

The development of the NHS England specialist commissioning role has brought
with it a series of significant challenges as the national commissioners seek to
grapple with increased demand, rising costs, service duplication and the need for
designated services to meet exacting quality and service standards.
The scale of the potential funding ‘gap’ in specialist services is for a potential
shortfall of £0.9bn by 2019/20 across NHS North unless action is taken now.
Without change the available resources will not keep up with demand, service and
technological developments. Equally importantly there are in many cases too many
providers to effectively meet service delivery and quality standards and the need
for 7 day services. Variation in access and outcomes across the region has been
driven in part by the unplanned historical evolution of these services. As a
consequence the national direction for specialist services has to change; this will
lead to fewer specialist centres; perhaps 20-30 National Centres; 6-8 in the North;
and a potential 3 in the North West (Liverpool / Manchester / Preston to be
confirmed).
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The current configuration of specialist services in the city is not optimised to
exploit this opportunity and indeed the reverse is true in part with the current
service configuration potentially harming both the retention of current services
and the development of new services alongside world class research and
development. Multiple Trusts constrict, constrain and even compete against each
other for specialist services. The dispersed delivery of some current services is
hampering the opportunity for the city to further grow and develop in new and
emerging services and technologies, with the risk that local people and indeed
people from across the current wider patient catchment have to travel further to
benefit from these new advances and opportunities. Of equal importance is the
threat to staff recruitment, retention and development as the ability of a health
economy to provide a broad range of specialist services can be major factor in
attracting and retaining staff.
The city can however demonstrate a capacity to co-operate and compete for new
services on the national stage as witnessed by the success of the North West Coast
NHS Genomic Medicine Centre, a partnership led by Liverpool Women's Hospital
alongside Liverpool Health Partners and involving several other NHS Trusts from
the region. The centre is one of the teams that will lead the way in delivering the
'100,000 Genomes Project', a three year project, which will transform diagnosis
and treatment for patients with cancer and rare diseases.
Working in partnership with our NHSE specialist commissioning colleagues Healthy
Liverpool aims to transform hospital services in the city, harnessing opportunities
for specialist services to remain, develop and expand to serve not only the people
of Liverpool but the wider city region and further afield.
8.8 Workforce
The current configuration of services set alongside the challenge of delivering 7
day services presents significant challenges for the recruitment, retention and
training of hospital clinicians and staff across a broad range of disciplines. The
duplication and current configuration of many services means that Trusts are often
competing against each other and elsewhere in the UK and beyond for scarce
staffing resources. Examples of these challenges, which are by no means
exhaustive include:
AED Consultants
Obstetric Anaesthesia
Specialist Nurses
Neonatal Nurses

Diagnostic and imaging services
Pathology Services
General Nurses
Cardiac Physiology

Competition for medical training places is also problematic in a number of key
specialties with available candidates able to choose between Trusts and health
economies, with preference for those with less onerous on-call demands,
integrated services offering better training and learning experience or attractive
research and development opportunities. This is set against a backdrop of falling
numbers of hospital training places, which in some cases is having a significant
impact upon Trusts medical staffing.
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There will be broad ranging challenges for the current and future hospital
workforce as new care models are developed along care pathways from prevention
to community to hospital based care settings. Understanding the specialties that
have the highest referral rates or the longest waiting times for assessment e.g.
dermatology will provide an insight into recruitment and retention hotspots.
Additionally, the national shortage of A&E consultants, A&E and Paediatric Middle
grades, and the increased requirement to deliver consultant led 7 day services
inevitably presents further challenges. Integrated A&E and acute assessment of
medical and surgical cases along with children and frail elderly patents informs
workforce skills development particularly for emergency care, rapid assessments
and admission avoidance.
Furthermore, there is a clear aim of delivering more care closer to home. Proactive care and close working with community based services to prevent acute
illness and presentation at hospital will undoubtedly influence future workforce
planning and development. Medical services provided by GPs and hospital doctors
working in close collaboration to provide outreach services close to home are
already developing. Leadership, culture, shared roles, skills gaps, role re-design
and new roles such as Physician Associates are all key aspects of the workforce
agenda, which Healthy Liverpool has the mandate to address on a strategic level,
on behalf of the health economy.
8.9 Public and political expectation
The findings from Mayoral Health Commission established in 2012 by Liverpool
Mayor, Joe Anderson, exposed a compelling case for change. The Commission
concluded that:
“there is sufficient willingness to participate, expertise, experience and resources
available in Liverpool to create a far-reaching and visionary plan to improve the
health and wellbeing of its people……But minor modifications in the existing
healthcare system will not be enough to meet the challenges Liverpool faces. The
city must use the current ‘burning platform’ to bring about the radical shift
required”.
The Commission provided the CCG with a mandate and expectation for change at a
level previously not seen in the city or indeed elsewhere in the UK and one which
has been embraced by the Healthy Liverpool Programme and partners.
8.10 Commissioning Landscape
Whilst Liverpool CCG is the major commissioner of services from the city’s health
providers, services are delivered to a wider population particularly in the two key
neighbouring populations of South Sefton and Knowsley CCGs and to a regional and
in part national footprint through NHSE specialist commissioning. Commissioning
services from a diverse group of eight Trusts and with four principal commissioning
bodies presents a complex and challenging commissioning environment. From the
outset Liverpool CCG has sought to recognise this complexity and
interdependences and has put in place an inclusive governance structure built
around a Committee(s) in Common that has been formally adopted by the three
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CCGs and NHS England.
8.11 Service Design & Core Design Principles
The redesign of hospital services is underpinned by the Principle of Care set out
above.


Services will be delivered by single teams
The overwhelming view of the clinical community across the city is that where
at all possible and practical services should be delivered by a single integrated
service i.e. “Single Services – city wide delivery”. This approach does not
dictate that it is necessarily a single provider or site for each service, but
rather that a single collaborative model of service delivery as the default
should be adopted with a common clinical pathway, clinical and quality
standards and integrated workforce.



Services will be of high quality, delivered to best practice standards and
unwarranted variation will be eliminated
Services going forward will be underpinned by a set of defined standards,
drawing upon best practice and outcomes. This approach will seek to reduce
and then eliminate the unacceptable level of service variation and outcomes
across the city, leading to patients benefiting from an equally high quality and
effective service irrespective of when, where and how they access their care
and treatment. One of our fundamental aims is “for all patients to receive the
right care in the right place first time”. We will achieve this if we reduce
variation in service quality, delivery and outcomes across the city. Where you
live or which hospital or provider you access in the city should not dictate the
experience and outcome that you receive. At the same time variability
contributes to the inefficient use of resources, both human and physical,
something that in the current climate can no longer be tolerated.



Services will be local whenever practicable, central where necessary
Services should be configured whenever possible upon the ethos of
neighbourhood or locality delivery and only centralised or concentrated if
there are sound clinical reasons for doing so. This approach complements the
delivery of the primary and community services model.



Services will be delivered by a workforce that is sustainable, motivated and
champions improved patient care, experience and outcomes
As outlined in Section 2 above the NHS’s greatest resource are its people and
we face an immediate future of unparalleled challenges including specific skill
shortages in key areas; changes to the training of medical staff meaning that
staffing rotas across multiple services is becoming ever harder; the need to
develop true 7 day services in a sustainable manner; alongside rising patients
demand and expectations. Our workforce is at the centre of this
transformational programme.

8.12 Hospitals Service Model
Our service or operating model is shaped by our vision for Single Service, City Wide
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Delivery delivered through centres of academic, clinical and service excellence.
This model does not dictate that it is necessarily a single provider or indeed site
for each service, but rather that a single collaborative model of service delivery
should be adopted with a common clinical pathway, clinical and quality standards
and integrated workforce.
The application of this approach can be illustrated by the following examples:
Service A:

Satellite
Spoke
‘service’ Site

Single Centralised
University Teaching
Campus

Satellite
Spoke
‘service’ Site

Here two providers (green and blue) deliver collaboratively a single city wide
service ‘A’ with an integrated workforce, to shared standards and common goals
from three locations in the city.
Alternatively there may be a case in some areas that for evidence based clinical
reasons services need to be consolidated onto a single site to ensure the delivery
of a quality service with the best possible outcomes. Here the consolidation could
be driven by such matters as the need to achieve a critical mass of patients and
hence procedures or treatment e.g. a specialist cancer treatment; essential
clinical interdependencies with other services e.g. access to critical care or
specialist diagnostic services; or where the workforce can only be sustained or
support a single site operation.
Service B:
Co-dependency with
specialty X
Single Centralised
Service

Access to Critical
Care

Co-dependency with
specialty Y

Here we see an example where the individual case has been made for the service
to be consolidated onto a single site as a consequence of the significant codependencies with specialties X & Y and the need for on-site access to critical care
beds and resources.
In developing our approach the issues of essential and then desirable clinical co195

dependencies have been an essential determining factor when considering the
configuration of services. There is therefore not one overarching single ‘model of
care’ rather a clear vision underpinned by aims and principles of care which when
applied begin to shape the future delivery of hospital services in the city.
From the outset we have sought to define a range of services which are in the
scope of the initial phases of the redesign of hospital services in the city in
collaboration with our commissioning partners and providers in the city. They have
been selected for a variety of reasons that range from national policy drivers e.g.
major trauma and 7 day services; concerns regarding clinical service quality and
sustainability e.g. women’s health and maternity; through to seizing the
opportunity from already agreed service changes such as the relocation of the
Clatterbridge Cancer Centre onto the campus of the new Royal Liverpool Hospital
to develop other cancer services for the benefit of patients.
Through the hospitals programme we have then for the first time been able to take
a strategic overview of these challenges and opportunities and to understand and
shape how these individual needs, opportunities and solutions come together in a
planned manner to shape the face of hospital services across the city.
8.13 Programme Interdependencies
As described elsewhere, Liverpool’s is a complex health system. All workstreams
are interdependent of each other. However, to deliver a programme plan it is
important to understand the strength of the relationship between workstreams as
this will impact on governance arrangements, decision making and timelines. The
work of the community and hospital settings is intrinsically linked and particularly
supported by the work of the digital programme and the specific clinical
workstreams.
Within the programme of hospital work itself we have given particular attention to
the clinical interdependencies between and across services, staffing and
infrastructure. This can be illustrated by the work in developing standards for the
delivery of hospital based emergency care. Here the requirements of the
Emergency Department and supported by medical and surgical rotas have a
significant influence upon the wider hospital service configuration as the ED cannot
operate or function in isolation. In a similar manner there is the need to work
more closely with community services programme where interdependencies are
equally important.
8.14 Operating Model
For each clinical or service area we have sought to describe what the future
delivery and organisation of services would look like and the steps necessary to
achieve this redesign set, within the context of the vision and objectives for the
hospitals of the future.
Delivering 7 day hospital services
The delivery of safe, effective and appropriate 7 days hospital services is a
development which we are committed to achieve in a sustainable and affordable
manner. Delivery of the national clinical standards across all of our hospitals is
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essential if we are to reduce variations in quality and improve patient experience
and outcomes.
The national agenda makes it clear; to quote NHS England Medical Director Sir
Bruce Keogh: “We have got to stop talking about ‘seven day working’, where
the emphasis is on the people delivering the service. We have to talk about
‘seven day services’ and focus on the people receiving the services. This is
about how and not about why”.
Our approach is not just about addressing issues surrounding weekend working
but rather improving access to high quality services on every day of the week in
all our hospitals. This implies change in provider behaviours and organisation
informed by engaging with and listening to patients and the public. Our hospitals
have begun the journey to improve collaboration and innovation to better sustain
services across the city. In the future, staff will increasingly work across and
between sites to deliver services to patients in an effective and efficient manner
every day of the week; single service – city wide delivery.
The delivery of sustainable 7 day services has a significant influence upon service
configuration as key issues such as workforce, training, on call, support services
and capacity / demand all have an impact.
Improving cancer services
Liverpool has some of the highest rate of deaths through cancer in the UK, so it
is important that any review considers how outcomes could be improved in the
context of cancer services provided by local hospitals.
Cancer services across the city are currently provided by multiple providers
across multiple sites, including the specialist medical oncology, diagnostic and
radiotherapy resources of the Clatterbridge Cancer Centre (CCC) located on the
Wirral, with satellite clinics across Merseyside.
Following a public consultation by CCC on the development of a new Cancer Centre
on the Royal Liverpool Hospital campus site to serve the Merseyside and Cheshire
Cancer Network (MCCN), a Joint Health Scrutiny Committee was established to
review the proposals for Transforming Cancer Care. The JHSC heard evidence from
witnesses, including frontline staff and patient representatives, at a series of
meetings in public in November and December 2014. At their final meeting on 4th
December 2014, the committee members voted unanimously to support the
proposals for Transforming Cancer.
The new cancer centre on the Royal Liverpool Campus will provide all inpatient
oncology beds for the Merseyside and Cheshire network, together with outpatient
oncology and radiotherapy services.
The new cancer centre will operate as the hub supporting a network of cancer
services which include the satellite radiotherapy centre on the Aintree Hospital
campus, the existing cancer centre at Clatterbridge, which would continue to
deliver outpatient cancer care to its local population on the Wirral and in West
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Cheshire, and the distributed network of outpatient and chemotherapy clinics
operated in partner hospitals throughout the area. We strongly support this
development.
The specific service changes include:







The creation of a new cancer centre on the Royal Liverpool campus, bringing
together inpatient cancer services with critical care, other support facilities
and a wide range of medical and surgical experts;
The relocation of all CCC’s cancer inpatient beds from Wirral to Liverpool;
The relocation of the teenage and young adult unit (including their
inpatient beds) from Wirral to Liverpool;
The establishment of a new radiotherapy service in Liverpool and an overall
increase in radiotherapy capacity;
The relocation of complex outpatient radiotherapy from Wirral to
Liverpool, representing about 6% of treatments given;
An increase in the capacity of chemotherapy and outpatient services in
Liverpool.

Whilst the new centre will provide a concentration of the majority of cancer
services, cancer surgery is currently provided across the city in the Royal
Liverpool, Aintree, Liverpool Women’s, Liverpool Heart & Chest, The Walton
Centre and Alder Hey Hospitals. The city’s ambition is to truly become a world
class centre of excellence for cancer care, treatment and research and it is
appropriate to consider the case for the relocation of surgical cancer services
onto the new central campus at the Royal Liverpool Hospital site. This would
bring together cancer services through a collaborative and integrated delivery
model for the benefit of patients and their families.
It is, however, recognised that there is a strong clinical case to retain certain
cancer surgery on other specialist sites where this delivers the best possible
outcomes for patients. Examples include cancer surgery carried out at The
Walton Centre and at Alder Hey Hospital.
The case for the development of the new Clatterbridge Cancer Centre,
articulated below, mirrors the case for concentrating the delivery of the
majority of cancer surgery on the Royal Liverpool Hospital site:






Better co-ordination of pathways of care for cancer patients by bringing
together key specialist services on a single health campus which will host the
majority of Specialist Cancer Multi-Disciplinary Teams
Improved access to specialists from other clinical disciplines and to specialist
clinical facilities
Closer integration between the NHS and research teams within the University
of Liverpool and other key research partners;
Best use of NHS resources by enabling clinical teams to work more effectively
and efficiently together
Maintenance of other cancer services which are best delivered in more local
settings, including other local hospitals and the community
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The clinical cancer leadership in the city has a strong, shared, primary aim to
improve outcomes from cancer in the population of Liverpool and to work
collaboratively to truly integrate pathways and services. This is the cancer
vision for Liverpool. Our approach to developing this comprehensive ‘Liverpool
Cancer Centre’ would for the first time see a comprehensive cancer centre
including diagnostics and cancer surgery working alongside palliative care, a
phase 1 trials unit and the Northwest Cancer Research Centre.
Three specific cancer areas have emerged as areas where progress is required at
‘pace’, namely pelvic, HPB and Upper GI, and haem-onc. This is not to say that
other tumours or cancer are not important but it recognises that there are
different starting points across the different cancer presentations.


Pelvic Cancer: (inc complex Gynaecology, colorectal and urology): women
with complex gynaecology needs and in particular cancer are currently
cared for by the gynaecology teams on the Crown Street site of the
Liverpool Women’s Hospital. In such complex cases, patients often need to
benefit from the complementary skills of colorectal and urology surgical
teams which are based away from Crown Street in the Royal Liverpool
Hospital. This lack of onsite wider surgical and cancer expertise coupled
with the lack of diagnostic CT scanning on the Women’s site means that the
patient experience, services and outcomes are not necessarily of the best
standards possible. Where the gynaecology team at the Women’s requires
either planned or emergency expertise, either the staff or often the patient
must move across the city on an individual patient by patient basis. The
development of a centralised Pelvic Cancer Centre would bring expertise
from across the city together and develop a centre of excellence that would
further drive up service quality, the patient experience, research and
outcomes.
 Haemo-Oncology: Clatterbridge Cancer Centre (CCC) plan to relocate from
their current Wirral site onto the Royal Liverpool campus in 2019/20 into a
world class purpose built cancer centre. Haem-Onc clinicians have put
forward a case to maximise the opportunity to develop a centre of
excellence for their patients and bring together the services currently
provided by CCC, Royal Liverpool and Aintree Hospitals into a ‘single
service’ led by CCC as part of the latter’s new build centre. The single
clinical service managed by CCC would provide the platform to develop the
service, improve patient outcomes, research and development for this
growing area of demand and specialist service. At the same time as
developing this new centre of excellence in the CCC centre the relocation of
the present Royal service from their ‘new’ hospital accommodation in
2019/20 would release significant physical clinical capacity in the Royal that
can be utilised to best effect elsewhere to deliver other priorities within the
Healthy Liverpool programme.
 HPB & Upper GI - Oesophageal (Upper GI) surgery is currently noncompliant against national standards, as it is currently delivered across two
sites rather than the recommended single site. We recognise the Royal
College of Surgeons definition of upper gastrointestinal surgery as that
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which includes both hepatopancreaticobiliary and oesophagogastric surgery,
recognising it as a subspecialty. Currently, we have liver surgery performed
at University Hospital Aintree and pancreatic surgery at the Royal Liverpool
University Hospital. By consolidating these services together we will
improve patient outcomes and assist in the training, development and
sustainability of the workforce that this combined service will comprise.
Women’s Health & Maternity
Currently, the majority of births in the city, around 8,000 per year, take place
in the Liverpool Women’s Hospital, which the people of Liverpool view with
great affection and pride.
However, if we aim to have the best hospital based care in the system we need
to consider ways in which care for women can meet and in some cases exceed
national clinical quality and patient safety standards. We have worked with the
clinicians at Liverpool Women’s Hospital to explore how services for women
could be improved to deliver the best possible care in the future against a
backdrop of significant constraints. The delivery of maternity, gynaecology
and neonatal care on a separate isolated site presents a variety of
challenges. Through Healthy Liverpool and working with the Liverpool
Women’s Trust we want to determine how care going forward can be
delivered in a sustainable, safe and effective manner including hospital
based care and midwifery led support including home delivery / community
based models of care.
Liverpool Women’s Hospital does not have on-site access to general adult and
paediatric services. There is an increasing trend in women who need to be
transferred by ambulance for treatment at a local acute hospital, usually at the
Royal Liverpool Hospital, to receive a specialist opinion, diagnostics and/or
treatment, including respiratory or cardiac, a non-obstetric surgical intervention
or critical care support. This is in part due to the growing number of more
complex pregnancies, with women presenting with multiple underlying health
problems. Such transfers, although relatively short in distance, are not best
practice, increasing separation of mother and baby.
Whilst the Liverpool Women’s Hospital has a specialist (level 3) neonatal critical
care unit on site, the separation of paediatric services some 4.5 miles away on
the Alder Hey Children’s Hospital site provides similar challenges when a new
born child requires an acute intervention. Currently the child is transferred by
emergency ambulance with a transport team to Alder Hey for surgery or access to
other co-located paediatric support or expertise, with a subsequent often
immediate repatriation back to Liverpool Women’s Hospital to benefit from their
NICU. Determining and sustaining a resolution here is of equal importance.
We are supporting the two Trusts staff to explore how best the needs of neonates
requiring surgery or another acute paediatric intervention can be met in the
future, with a likely collaborative service model emerging as a pragmatic and
achievable solution. Options being considered include performing some surgery
where Liverpool Women’s services are delivered and for those requiring the very
specialist skills and infrastructure that can only be found on the Alder Hey site
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enhancing the existing NICU cots at Alder Hey thereby removing the need for postsurgical transfer back to the neonatal critical care unit at Liverpool Women’s. This
is an area where further guidance and direction from NHSE is awaited with regards
to the likely future requirements and standards for neonatal / paediatric surgery
(this may impact upon the likely proposed local solutions). Where those
recommendations contradict or conflict with Healthy Liverpool and the clinical
consensus locally we may need to determine a local way forward that is in the
best interest of local people and patients.
Gynaecology services, including those for cancer, are concentrated on the
Liverpool Women’s Hospital site. As with maternity services, this means that
they are not closely accessible to other key specialties such as urology, general
surgery, colorectal and other cancer services including specialist diagnostics.
This means that patients, in many cases, have to be transferred for additional
specialist support and intervention most often to the Royal Liverpool Hospital.
(In some cases consultant staff from other hospitals will travel to support
patient care). The planned relocation of the Clatterbridge Cancer Centre onto
the Royal Liverpool site and the opportunity to develop a centre of excellence
for cancer care presents a compelling case to support the transfer of
gynaecology cancer services to the Royal Liverpool site so that patients can
benefit from a concentration of diagnostic, oncology, surgical and support
resources which would improve both outcomes and patient experience.
Patients at the Liverpool Women’s Hospital currently benefit from a variety of
clinical and specialist services including the anaesthetic team, theatre staff,
pain team, pharmacy and therapy staff. However, all are relatively isolated
from other general and acute services with particular challenges to staff
recruitment, training and retention. Optimal care would be achieved by all
being on the same site. The current site also lacks specialist resources such as
diagnostic MRI, CT, interventional radiology and adult intensive care support on
site. The consequence is that both routine and emergency patients have to be
transferred back and forth across the city by ambulance to access these
services.
The clinically-led work done to date has sought to describe the clinical
challenges to the current delivery model for maternity and gynaecology services
at Liverpool Women’s Hospital and how we might move forward to deliver a safe,
effective and sustainable service for patients in the future. Operating under the
umbrella of the Healthy Liverpool Programme, Liverpool Women’s Future
Generations Project is a clinically led and complementary review that is
exploring the options for future service delivery informed by the interdependencies of women’s and maternity services with emergency medical care
and the care of very young children who require specialist hospital services. It is
acknowledged however that with the current construction of two new hospitals;
Royal Liverpool Hospital (adults) and Alder Hey Children’s Hospital, in separate
locations across the city, a solution to improve the delivery of women’s,
maternity, gynaecology and neonatal services will require a degree of
compromise and pragmatism.
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Urgent and Emergency Care including Major Trauma
Our approach to determining the future shape of urgent and emergency care in the
city has been informed by a number of individuals and sources, most notably by:






The acute, specialist, community and ambulance clinicians and staff involved in
service delivery
Transforming urgent and emergency care services in England – NHS England
NHS England Major Trauma guidance and Standard Contract
College of Emergency Medicine, Royal College of Physicians, Royal College of
Radiology, Royal College of Surgeons: best practice and other guidance.
NHS Services Seven Days a Week: forum clinical standards and guidance.

A series of clinically led workshops with leading clinicians involved in the delivery
of urgent and emergency care have been held to directly explore the current
delivery and configuration of services; explore and develop the clinical standards
for the future delivery of care, and shape what the future provider landscape in
the city could look like.
We have focused upon the clinical standards we expect patients in the city to
receive and benefit from in a system that meets the local and national
expectations for delivering safe and effective urgent and emergency care.
The scope of our review has not specifically looked at the delivery of urgent and
emergency care for children as there is not only a separate programme looking at
the future needs and provision of services for children but the city also benefits
from the delivery of specific paediatric urgent and emergency services provided by
the Alder Hey Children’s NHS Foundation Trust.
The national review of urgent and emergency care summarises the vision for the
future delivery of care as follows:
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Source: National review of Urgent & Emergency Care 2014.
Future Delivery Model
The current emergency care service configuration is from two adult emergency
centres (Royal Liverpool and Aintree University Hospitals), of which Aintree is
intended to be designated as the single site for the Cheshire & Merseyside Adult
Regional Trauma Centre, in association with The Walton Centre. A paediatric
emergency department and major trauma centre would remain at Alder Hey
Hospital.
The two Liverpool emergency centres will move towards operating as a single
clinical service in line with the hospital vision of ‘single service – city wide
delivery’. This would include common clinical standards, a shared clinical staffing
rota, training, education and development. Whilst it is envisaged that both
emergency centres would offer 24/7 access each will have some element of
specialisation which means that patients either arriving by ambulance or directed
by a health care professional would be streamed to the site best able to meet their
needs first time.
In the longer term the whole systems elements of the programme are expected to
deliver a reduction in the demand for urgent and emergency care, as the benefits
of living well, prevention, community and neighbourhood services all come
together, the impact of which will need to be evaluated to inform future plans.
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Cardiology
Cardiology services are currently delivered from by 3 Trusts across the city;
University Hospital Aintree, Liverpool Heart and Chest and Royal Liverpool
Hospital, with services provided in an uncoordinated and, in part, duplicative
manner. Our aim is to deliver world class sustainable city wide services, including
the retention and sustainable delivery of specialist services for the benefit of the
wider city region and further afield including North Wales and the Isle of Man.
There is a commitment to develop and agree joint protocols for acute secondary
care cardiology and streamline referrals to tertiary services, with consideration
being given to the implications for neighbouring CCG’s and NWAS. Pooling
resources for low volume inpatient clinics and the implementation of joint rotas to
maintain a strong high quality workforce and encourage training and research
opportunities are further essential characteristics of the future delivery model.
A group of senior clinicians from local Trusts have come together at a number of
workshops to begin to describe a model for cardiology services that can improve
on some already excellent services and provide an even safer, equitable service
in the future. There is a commitment to evaluate the existing service against
National Guidelines or best practice, and to use these standards as drivers for the
‘single service city wide delivery’. This is entirely in keeping with the Principles
of Care described earlier.
To meet the challenges, clinicians have described how they would like to work
together in a networked way to ensure that all patients receive consistent, high
quality care. A “Team Liverpool Service” would also see some services being
provided closer to patients in the city and neighbourhoods. Patients would be
taken to the right place, first time.
Aspirations for future services:
The provision of a consistent cardiology service 24 hours a day, 7 days per week
across the city, which will include:


Access to specialist cardiology care at Emergency Centres when required and
seamless transfer to definitive treatment without delay or duplication of tests



High risk NSTEMI patients should follow a pathway that guarantees treatment
within 24 hours



Patients with acute coronary syndromes able to access immediate coronary
angiography (<2 hours) for patients with cardiogenic shock or post resuscitation
or within 24 hours for other high risk patients



Equality of access, with a single common pathway for all patients.



Network and NICE standards to be delivered



Cardiologists working with primary and community care to support the
management of long term conditions such as heart failure.
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Shift to community services for diagnostics where possible
ambulatory BP, pacing follow up, CT & MR



Effective access to cardiovascular screening for high risk groups.

– Echo, ECG,

Stroke
There is an appetite at a national level to emulate the London reconfiguration and
concentration of services, (with similar changes made in Manchester) which is
understandable given the positive impact it has had upon both stroke related
standards and mortality rates. However, the geography of both London and
Manchester are very different to Cheshire and Merseyside, which is more
fragmented and dispersed. Despite this, these two major redesigns can serve as a
useful source of intelligence and learning to help us develop a bespoke approach
for our patient population.
Our aim is to have delivery of hyper acute stroke services across the city that are
able to best meet the population needs, which are unfortunately significant. T
current service configuration is two hyper acute stroke units (HASU) for Liverpool,
at Aintree and the Royal Liverpool hospitals. NHS England is imminently due to
release a commissioning toolkit to support CCGs in the redesign of stroke services,
which would need to further inform the second stage of our strategic redesign.
Evidence suggests that there is a minimum specification that all hyper acute
stroke units (HASU) should achieve if they are to provide optimal care to
patients. This centres on the timeliness of response and requires 24/7
consultants on call, as well as access to rapid scanning and thrombolysis services.
This specification recommends that HASUs see a minimum of 600 confirmed
stroke patients per year to improve clinical quality, by enabling clinicians to
treat enough patients to maintain their skills. National and regional evidence also
indicates that if patients have access to larger units they have a reduced risk of
morbidity, reduced chance of long term disability and quicker access to
thrombolysis services.
Aspirations for stroke services:


To have a standardised acute model of care for stroke services



To commission a set of outcomes specific to stroke



To be able to demonstrate an improvement in outcomes for stroke



To strengthen the business continuity of stroke services



To ensure that there is no inequity in stroke care across Liverpool



To offer appropriate service levels throughout the week and weekend
periods
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To use technology to aid improved team working and better patient care



To support the long term sustainability of stroke services in Liverpool and
neighbouring CCGs

8.15 Improving Outcomes, Quality & Sustainability
One of the ways in which we will improve outcomes is the development and
adherence to standards built upon best practice and evidence that will underpin
service delivery. The introduction of clinical standards for the core priority
hospital services are a key part of the delivery of the programme. In most cases
these have been derived from a variety of best practice and published evidence
and have been shared and explored with local clinicians. Such standards provide a
framework for both providers and commissioners of service alike, framing
expectations, boundaries and clinical interdependencies.
Reducing unnecessary variation will be one of the key drivers to improving the
quality of services and patient experience, by introducing clear and agreed
standards we can reduce or eliminate variation in delivery, thereby not only
improving the potential outcome for the individual patient but also providing an
essential boost to service efficiency.
The commitment to ‘single service – city wide delivery’ provides another important
foundation to working towards service sustainability. By approaching the delivery
of services in this manner we can strive to achieve a delivery and workforce model
that delivers effective recruitment and retention, promotes and supports
education and development, alongside leading academic research and
development opportunities.
As service redesign is translated into change on the ground with services delivered
in a different manner we may see the structure and organisation of provider Trusts
change in the city, such organisational change per se is however not one of the
underlying aims of the programme. What is clear is that we need a vibrant and
sustainable provider economy in the city and if this can be assisted or indeed
facilitated by changes in Trust structures these will be considered by the CCG on a
case by case basis, but within the strategic framework of the Healthy Liverpool
Programme.
8.16 Wider System – Health & Social Care and Economic Benefits
As outlined above, Liverpool CCG spends circa £370M on hospital services each
year for the benefit of local residents, with a further £300M of services
commissioned by NHSE. If we then take into account the income from other
commissioners (CCGs, Wales, Isle of Man etc) we have an overall hospital system in
the city that is worth some £3/4Bn. A vibrant and sustainable health economy
across the city therefore makes a significant contribution to the economic and
social wealth of the city and wider city region.
The financial health of that health economy like most others is challenged with
rising demand and less resources, doing ‘more for less’ is essential if we are to
both respond to patients needs and at the same time secure a viable and
sustainable future for services across the city. The latter also specifically includes
the local delivery and availability of specialist services commissioned by NHSE
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which as described earlier have their own set of financial and operational
challenges to meet. The whole system approach taken by the Programme and the
specific direction for hospital services will make an important contribution towards
providing the city with a legacy of health and health services
For that legacy to be realised we need to pay particular attention to the future
workforce needs that the city’s providers will need if they are to rise to the
challenges ahead.
Research, development and innovation are key drivers across the Programme and
particularly within the hospitals workstream and play a fundamental role in
improving health and health services across the city, whether that is at an
individual patient level who benefits from a clinical trial through to ground
breaking national and indeed internationally important clinical research and its
subsequent commercial application.
The CCG is a member of Liverpool Health Partners which brings together the
Liverpool and Merseyside region’s leading hospitals and academic institutions to
improve health and deliver exemplary research, education and healthcare. The
work of LHP is underpinned by six core values of excellence, enterprise,
transparency, integrity, social responsibility and collaboration which guide the
work to unite professionals and organisations that work together towards common
goals.
LHP is a strategic partnership of 10 primary and secondary care NHS organisations,
the University of Liverpool and Liverpool School of Tropical Medicine, working
together to deliver excellence in research, education and service delivery across
Cheshire and Merseyside. With access to a range of facilities, clinical and scientific
expertise, LHP is in a unique position to develop medical research breakthroughs
and translate them into direct clinical benefits for patients. Committed to
implementing and disseminating outcomes of research and innovation, LHP
provides education, training and service delivery improvement opportunities across
its partners and beyond, collaborating with the North West Coast CLAHRC and the
North West Coast AHSN
Our collective ambitions achieve a physical form in the shape of the Liverpool
Health Campus in the centre of the city’s Knowledge Quarter which encompasses
the University of Liverpool, the Royal Liverpool & Broadgreen University Hospitals
NHS Trust, the Liverpool School of Tropical Medicine, 2Bio and the Liverpool
Science Park. The Health Campus provides for a concentration and co-location of
research, industry and healthcare provision collaborating in health related
research and clinical trials, enabling Liverpool to become a centre of global
excellence in biomedical sciences.
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8.17 Enablers – making it happen
New Royal Liverpool
The new hospital is under construction next to the current site on Prescot Street.
Once it is constructed, the existing hospital will be demolished. In its place, there
are plans to develop a world-class Liverpool Bio Campus and health campus, as
well as landscaping green space.
The new hospital will have:
 646 beds, including a 40-bed Intensive Therapy Unit.
 18 state-of-the-art theatres
 23 wards and units, including a large clinical research facility.
The new hospital will provide every patient with a single bedroom with en-suite
facilities. Modern healthcare is as much about privacy, comfort and dignity, the
‘patient experience’ as it is about pioneering treatments and cutting-edge
technology.
There will also be a comprehensive cancer centre on site working in collaboration
with Clatterbridge comprehensive cancer centre, meaning that patients who live in
Liverpool will have a world-class service closer to home.
The new hospital will cost about £335m, of which of the Trust, with assistance
from the Department of Health, will contribute £124m. The Trust is also investing
£94m in associated schemes including the multi storey car park, equipment and
demolitions. Construction began in 2014 and the new Royal is expected to open in
2017.
New Alder Hey – ‘Hospital in the Park’
The current Alder Hey is still a great hospital with world-class staff, but at 100
years old much of the estate is no longer fit for purpose. A radical solution was
required and the new ‘Hospital in the Park’ schedule to open in October 2015 is
the solution.
Research and expertise will allow children and families to have the best possible
hospital experience. Alder Hey in the Park will be inviting, warm, happy, calming
and educational, essentially a home-from-home for children who need care. It will
have spacious wards where patients can enjoy privacy and dignity with plenty of
space to accommodate parents. There will be vastly improved clinic areas,
education and research facilities, new operating theatres and a new A&E.




75% of beds will be single, en-suite rooms with pull-out beds for parents
Access to play areas, natural light and striking views of the park will be
available wherever possible
Children, young people and teenagers will have dedicated areas to play and
relax
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Next generation technology will improve the way we deliver healthcare – from
keeping patient records to dispensing medicines by robot.

Key elements of the new hospital include:
 260 beds (inc 48 PICU / HDU / 5 Burns)
 Paediatric Major Trauma Centre
 16 Theatres
 3 MRI, 1 CT
 45 Outpatient rooms
 1,200 multi storey car park
 On site Helicopter pad
There will be a three phased handover of the new hospital from the contractors:
June, July and August 2015. With service relocation planned from the 2 nd to the
6th October 2015. Refurbishment of the retained estate will then take place,
followed by demolition and reinstatement of Springfield Park.
Healthy Liverpool Community model
The model aims to create a new system of community based care, within
Liverpool, that takes into account the whole person, not just a narrow focus on
their health condition, but also the wider social aspects of their lives i.e. person
centred care.
To be truly person centred will require a fundamental change in the way people
currently access and utilise health and care services and the way they are
organised and delivered, creating a new system of community care where:






People are empowered to manage their own health and care
Care is integrated in the planning and delivery across health and social care
Services provide more proactive care, targeted at people at most risk of
poor outcomes
Care is provided closer to people’s homes and is designed to support people
to remain independent and in their home environment
People are supported to return to their home environment, as soon as
possible, following admission to hospital

In using the term ‘community care’ we refer to services provided by health, social
care and the voluntary sector, designed to meet the health, social and wellbeing
needs of individuals.
We also use the term ‘person’ to describe someone who lives in Liverpool and who
may use care services, rather than health or social care specific terms such as
‘patient’ or ‘service user’.
The transformational programme for community care is quite simply all care
services that are provided outside of a hospital setting, and includes services
provided by health, social care and the voluntary sector. It covers community care
for all age groups, from birth through to end of life and all health conditions.
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It is not limited to the services commissioned by Liverpool Clinical Commissioning
Group and Liverpool City Council and involves the full range of community based
assets that support individuals to maintain wellbeing and independence.
Urgent care model
Our future model for the delivery of urgent and emergency care has been
developed in close collaboration with the hospitals team and will provide the city
with an urgent and emergency care system that is able to meet the challenges
outlines in the national review. Importantly the two Healthy Liverpool Programmes
have worked closely together to ensure that the future shape of hospitals is able to
sustainably meet demand into the future.
Technology Development
Our aim is to be one of the top 10 most digitally advanced health and social care
economies in Europe by 2020. We will transform the way services are delivered
through a step change in the use of digital technology and innovation.
Putting our people at the heart of everything we do, our ambition is to enable and
empower individuals to take control of their own health and wellbeing, whilst
ensuring professionals have immediate and appropriate access to the information
they need to deliver safe and efficient ‘seamless’ care. We envisage a connected
health and social care economy where individuals and professionals are supported
by integrated systems that empower them to make the right choices in an
innovative, efficient, safe and secure way. We will enable the use of consumer
devices and state of the art technologies to bring self-care to our people in a way
that is convenient and complements the other elements of their lives.
The ambitions for digital care and innovation programme are to:
 Enable people to utilise digital technologies to manage their own care
 Ensure that information is available to the right people, in the right place, at
the right time
 Create and deliver an information exchange across health and social care
 Ensure informatics system wide coherence and strategic leadership
 Exploit the benefits of existing and future technologies
 Support a technologically enabled workforce to fully benefit from digital
solutions
 Fully exploit the data and intelligence available to maximise the effectiveness
of our services
Committees in Common (CiC)
A key part of Healthy Liverpool has been the establishment of a strong and
transparent governance structure that critically includes commissioning colleagues
from South Sefton and Knowsley CCGs along with NHSE specialist commissioners.
The CiC provides a key component of the governance structure recognising that the
changes driven by Healthy Liverpool will affect communities wider than just the
City of Liverpool and its residents.
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8.18 Timelines and Delivery
Implementation of the hospital elements of Healthy Liverpool is likely to be taken
forward in a phased manner and will be subject to further public engagement and
if required consultation. From different starting points the different elements of
the programme will be taken forward ‘at pace’ in a way that best enables the
benefits to patients to be realised in an effective and sustainable manner.
Inevitably in as complex a system as health care in a city landscape as complex as
ours delivery will be both driven and constrained by a variety of variables. These
will include financial, physical and human resources; the public and political
environment and appetite for change (signalled through engagement and
consultation); the individual and collective wishes of commissioners; and the
capacity and commitment of providers for change. What is clear is that action is
needed now if are to meet the needs of local people and clinicians alike both now
and into the future.
Our phased development and implementation, assumes a circa twenty year
planning period can be summarised as follows, subject to the outcome of the
engagement / pre-consultation and any subsequent formal consultation:
SHORT TERM


‘New’ Alder Hey Hospital becomes fully operational late 2015.



Outcome of the ‘merger’ discussions between the Royal and Aintree Hospitals
known, informing the clinical configuration of services between and across the
two main sites and leading potentially to a merger of the two Trusts in circa
2017/18.



Single Major Trauma Centre on the Aintree site becomes operational late
2015/16 or early 2016/17.



Future direction for services provided by Liverpool Women’s Hospital
determined following public consultation



New Royal Liverpool Hospital opens summer 2017



Implementation of ‘single service – city wide delivery solutions’ for the initial
wave of clinical services underway / completed.

MEDIUM TERM


New Clatterbridge Cancer Centre on the Royal Liverpool campus opens in
autumn 2018/19
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Implementation of ‘single service – city wide delivery solutions’ for a second
wave of clinical services, informed by the engagement / pre-consultation
exercise, outcome of the Royal / Aintree merger discussions and the future
direction for the services provided by Liverpool Women’s Hospital underway /
completed.



Outcome of NHSE Specialist Commissioning service and commissioning reviews
known and implementation underway to develop sub regional centres of
excellence.



Review of the impact of the programme overall and specifically the impact
upon hospital activity and demand, with a view to reassessing the long term
hospital sites configuration.

LONGER TERM


Site rationalisation across the city completed, releasing final resources to
invest in direct patient care.



Final review of the delivery of the Healthy Liverpool transformational
programmes and their impact upon hospital services
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Conclusion

Healthy Liverpool has evolved from an aspirational vision and a set of bold
ambitions into a clear series of plans for transforming our health and health
services, as represented in this document.
The next stage; implementation, now begins. The whole health and care system is
mobilised to work together in partnership and with a shared commitment to make
this happen. This transformation is needed; Healthy Liverpool provides a once in a
generation opportunity to ensure we create a clinically and financially sustainable
health and care system for the next generation. We must succeed.

However beautiful the strategy, you should occasionally look at the
results.”
Winston S Churchill
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