NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 9 SEPTEMBER 2014 AT 1PM
BOARDROOM ARTHOUSE SQUARE
(lunch to be provided at 12.30pm)
AGENDA
Part 1:

Introductions and Apologies

1.1

Declarations of Interest

All

1.2

Minutes and action points from the meeting
held on 12th August 2014

Attached
All

1.3

Matters Arising

All

1.3.1. Ratification of decision at non quorate August 2104 meeting re: Support to
Vulnerable Patients Aged 75+ Years 2014/15: decision to approve investment
proposal to be ratified at quorate GB in September 2014
Part 2:
2.1

Updates

Feedback from Committees:
 Healthy Liverpool Programme Leads Board –
12th August 2014
 Approvals Panel –14th August 2014 &
26th August 2014
 Quality Safety & Outcomes Committee 19th August 2014

Report no: GB 63-14
Tom Jackson
Prof Maureen Williams
Dave Antrobus

2.2

Feedback from CCG Network – 3rd September 2014 Report no: GB 64-14
Katherine Sheerin

2.3

Chief Officer’s Update

Verbal
Katherine Sheerin

2.4

NHS England Update

Verbal
Clare Duggan

2.5

Public Health Update

Verbal
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Dr Sandra Davies
Part 3:

Strategy & Commissioning

3.1

Analysis of the impact of investments made in
schemes to mitigate the impact of winter 2013/14

Report no: GB 65-14
Dr Jim Cuthbert /Dr Fiona
Lemmens

3.2

Investment Proposals:
a. Engagement and Equality and Diversity
Planning, Delivery and Governance

Report no: GB 66-14

Part 4:

Dave Antrobus/Moira Cain

b. Examine Your Options Marketing Campaign
2014/15 & 2015/16

Dr Fiona Lemmens

c. Enhancing Access to Primary Care –
Winter Pressure 2014

Dr Rosie Kaur

Governance

4.1

Update regarding Liverpool Clinical Laboratories
Aintree based Pathology System issues

Report no: GB 67-14
Jane Lunt

4.2

Corporate Risk Register

Report no: GB 68-14
Ian Davies

Part 5:

Performance

5.1

CCG Performance Report

Report no: GB 69-14
Ian Davies

6.

Questions from the Public

7.

Date and time of next meeting:
Tuesday 9th September 2014 at 1pm - Boardroom, Arthouse Square

For Noting:
 Quality Safety & Outcomes Committee – 4th June 2014
 Minutes of Healthy Liverpool Programme Leads Board –8th July 2014
 Approvals Panel –14th August 2014
Exclusion of Press and Public: that in view of the confidential nature of the business to be
transacted, members of the public, press and non voting members be excluded from the
meeting at this point.
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Report no: GB 63-14
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 9TH SEPTEMBER 2014
Title of Report

Feedback from Committees

Lead Governor

Dr Jude Mahadanaarachchi
Dr Nadim Fazlani
Dr Simon Bowers
Cheryl Mould, Head of Primary Care Quality &
Improvement
Tom Jackson, Chief Finance Officer
Cheryl Mould, Head of Primary Care Quality &
Improvement
Tom Jackson, Chief Finance Officer
The purpose of this paper is to present the key issues
discussed, risks identified and mitigating actions agreed
at the following committees:
 Healthy Liverpool Programme Leads Board –
12th August 2014
 Approvals Panel –14th August 2014 & 26th
August 2014
 Quality Safety & Outcomes Committee - 19th
August 2014

Senior Management
Team Lead
Report Author(s)

Summary

Recommendation

This will ensure that the Governing Body is fully
engaged with the work of committees, and reflects
sound governance and decision making arrangements
for the CCG.
That Liverpool CCG Governing Body:
 Considers the report and recommendations from
the committee
As per each Committee’s Terms of Reference

Impact on improving
health outcomes,
reducing inequalities
and promoting
financial
sustainability
Relevant Standards
Standards of Good Governance
or targets
NHS Operating Framework 2012/13
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Healthy Liverpool Programme Leads Board
Tuesday 12 August 2014
(Immediately after the Governing Body meeting
Approx 4:30pm – 6:30pm)
Boardroom – Arthouse Square
AGENDA
1.

Welcome and Introductions

All

2.

Minutes /Actions from 8 July 2014 meeting

All

3.

Investment Proposals (attached)

All

4.

Programme Areas – example workstreams output
a. Healthy Ageing

TJ

5.

Assurance (attached)

All

6.

Communication and Engagement Update (Verbal)

TJ

7.

Emerging Blueprint narrative (attachment)

TJ

8.

Timetable to October sign off

DR

Date of Next Meeting
Tuesday 9th September 2014
(approx. 4:30pm–6:30pm immediately after the Governing Body)
4th Floor Boardroom, Arthouse Square
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee:

Meeting Date

Chair:

Healthy Liverpool Programme – Leads Board

Tuesday 12 August 2014

Dr Nadim Fazlani

Key issues:

Risks Identified:

Mitigating Actions:

1. Investment proposals were not submitted to HLP

Robust audit trail and appropriate
governance could not be demonstrated
when approving investments

Ensure all future business cases that
are submitted to HLP have conformed to
the stated investment approval process. If
business cases are not submitted in
accordance with investment approval
process – they will not be considered and
will be rejected until process is adhered to.

leads in accordance with stated
governance process

Recommendations to NHS Liverpool CCG Governing Body:
1. To note that LCCG has an investment approval process in place and that this must be adhered to in order to demonstrate appropriate

governance.

Page 3 of 10

APPROVALS PANEL
THURSDAY 14TH AUGUST 2014 AT 3.00PM – 4PM
ARTHOUSE SQUARE, MEETING ROOM 1, 4TH FLOOR

AGENDA

Apologies:

Michelle Urwin

1.

Review of Governing Body paper and submission template

2.

Review of bids:
a.
b.
c.
d.
e.
f.
g.
h.
i.
j.

3.

Vauxhall
Long Lane
Dr Mangarai
Dr’s Hegde and Jude
Brownlow
Mere Lane
Woolton House
Edge Hill
Fir Tree
Stoneycroft

Any other business
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee:

Meeting Date

Chair:

Approvals Panel

Thursday 14th August 2014

Professor Maureen Williams

Key issues:

Risks Identified:

Mitigating Actions:

1. Planning for Older People
.

•

That the notional budget set for each
practice does not fund all of the over
75’s and concerns raised that this
could potentially widen inequalities.

•

•

That there is no monitoring framework
•
in place to understand impact and gaps
in provision.

•

That Primary Care is not funded to
provide additional capacity to meet
demand during winter.

•

That no plans and processes are in
place ready for winter.

2. Additional capacity in Primary Care
during winter

Practices are contacted confirming that
if they have more over 75’s and can
provide any of the schemes they can
apply for additional funding.
Monitoring framework is drawn up and
presented at next approval panel.
Update on number of practices and
over 75’s participating in schemes.

•

Simple process to be developed
inviting practices to increase their
current access during winter (NovMarch).

•

Ensure practices demonstrate delivery
of current GP Specification contract
before additional funding is approved.

•

Ensure funding required follows
appropriate CCG investment process.

Recommendations to NHS Liverpool CCG Governing Body:
1.To note the issues and mitigating actions.
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APPROVALS PANEL
TUESDAY 26TH AUGUST 2014 AT 12PM – 1PM
ARTHOUSE SQUARE, MEETING ROOM 1, 4TH FLOOR

AGENDA

Apologies:

Katherine Sheerin
Cheryl Mould
Donal O’Donaghue

1.

Minutes of Previous Healthy Ageing Approvals Panel 14th August

2.

Overview Position

3.

Review of bids:
i.
ii.
iii.
iv.
v.
vi.
vii.
viii.
ix.
x.
xi.
xii.

4.

Dr Das, Benim Medical Centre
Belle Vale
Earle Road
Islington Medical Centre
Ellergreen Medical Centre
Dr Harvey
Fairfield Medical Centre
Margaret Thompson Medical Centre
Greenbank Drive Surgery
The Ash Surgery
Lance Lane Medical Centre
Aintree Park Group Practice
Any other business
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee:
Approvals Panel

Meeting Date
Tuesday 26th August 2014

Chair:
Professor Maureen Williams

Key issues:

Risks Identified:

Mitigating Actions:

1. Comprehensive Medication Reviews
.

•

•

Learning from the exercise to ensure
that this is picked up in the evaluation
for future.

•

Need to ensure patient involvement for
future initiatives such as resilience
funding

•

Consideration of the Older People’s
Framework elements for 2015-16
Primary Care Quality Framework

•

That we have not specified the level of
patient involvement in the medication
reviews and concerns that patients
could simply be informed of meds
change over the phone with no input
Variation in the level of input from
practices to meet this requirement as
we did not specify explicitly

•

Concerns about potential to increase
Health inequalities

•

Evaluation to look at and draw out
potential inequalities as a result

•

Query raised around how these
patients seen under this scheme relate
to those identified within the risk
stratification tool/local tools to identify
those at risk

•

Evaluation to reference and consider
good practice such as where this is
happening anyway

•

The evaluation to include an
understanding of those seen through
the scheme and the risk strat tool

Recommendations to NHS Liverpool CCG Governing Body:
1.To note the issues and mitigating actions.
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QUALITY SAFETY AND OUTCOMES COMMITTEE
TUESDAY 19TH AUGUST 2014 3PM TO 5PM
ROOM 2 4TH FLOOR ARTHOUSE SQUARE
AGENDA
1.

Welcome & Introductions

ALL

2.

Declaration of Interests

ALL

3.

Minutes and Action notes from 4th June 2014

Chair

4.

NHS Trust Contract Quality - Early Warning Dashboard

QSOC 22-14
Kellie Connor

5.

Briefing Report – Safer Staffing

QSOC 23-14
Jane Lunt

6.

Safeguarding Service Update Report

QSOC 24-14
Jane Lunt

7.

LCH Quality Review/CQC Inspection Update

Verbal
Jane Lunt

8.

Liverpool Clinical Laboratories Aintree based Pathology QSOC 25-14
System issues
Denise Roberts

9.

Overview of current quality issues at RLBUHT

QSOC 26-14
Jane Lunt

10. Liverpool CCG Policy for the Performance
Management of Serious Incidents/Never events

QSOC 27-14
Denise Roberts

11. Revision of Terms of Reference

QSOC 28-14
Jane Lunt

12. Risk Register

QSOC 29-14
Jane Lunt

Date & Time of next meeting
Tuesday 21st October 2014 3pm to 5pm Meeting Room 2 Arthouse Square
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Quality, Safety & Outcomes
Committee

Meeting Date: 19th August 2014

Chair: Dave Antrobus

Key issues:

Risks Identified:

Mitigating Actions:

1.Safer Staffing

Staffing levels reported by NHS Acute
Trusts fall below accepted standards as
defined within current guidance

•
•

•

2.Safeguarding

NHS Provider trusts unable to provide
CCG with reasonable assurance regarding
compliance with adult and/or children’s
safeguarding standards as detailed within
the NHS contract

•

•
•

3.Liverpool Clinical Laboratories (LCL)

Potential patient harm due to issues with
reporting of laboratory results to GP
practices

•

•

CCG requests Trusts to notify if they
experience shortfalls in mandated
staffing levels
CCG scrutinises provider 6 monthly
Board reports that providers are
required to produce for any issues
relating to staffing
Clinical Performance & Quality Groups
(CPQGs) monitor each Trusts
declarations.
Safeguarding Service and Chief Nurse
working with key leads within providers
to understand issues and support
development of an action plan to
improve within agreed timescale
Progress will be reviewed via CPQGs.
NHS England and Liverpool
Safeguarding Children Board (LSCB)
will be kept informed of progress

Task & Finish group in place with
membership from I-Merseyside,
Commissioners (including NHS
England) and Aintree , meeting
monthly
Undelivered laboratory results resent to
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•
•

practices to enable appropriate follow
up
Interim solutions in place with daily
overview to ensure results delivered
Processes in place to review what
happened to ensure learning across
the system

Recommendations to NHS Liverpool Shadow CCG Governing Body:
1. Note the issues and risks and the action to improve and mitigate risk
2. Note that updates will be provided to assure progress in eliminating or mitigating issues
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Report no: GB 64-14
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY

Title of Report
Lead Governor
Senior Management
Team Lead

TUESDAY 9TH SEPTEMBER 2014
Feedback from Merseyside Clinical Commissioning
Groups Network
Dr Nadim Fazlani, Chair
Dr Fiona Lemmens
Katherine Sheerin, Chief Officer

Report Author

Katherine Sheerin, Chief Officer

Summary

The purpose of this paper is to present the key issues
discussed, risks identified and mitigating actions
agreed at the Merseyside CCG Network on 3rd
September 2014
This will ensure that the Governing Body is fully
engaged with the work of the Merseyside CCG
Network and reflects sound governance and decision
making arrangements for the CCG.
That Liverpool CCG Governing Body:
 Considers the reports and recommendations
from Merseyside CCG Network

Impact on improving
health outcomes,
reducing inequalities
and promoting
financial sustainability

By working collaboratively with CCGs across
Merseyside we will ensure that opportunities are
maximised for Liverpool patients and the
consequence of commissioning services understood
and managed.

Relevant Standards or
targets

Standards of Good Governance
NHS Operating Framework 2012/13
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MERSEYSIDE CCG NETWORK WEDNESDAY 3 SEPTEMBER 2014,
1.00pm-4.30pm
Conference Rooms A St Helens Chamber, 1st Floor, Salisbury Street,
off Chalon Way, St Helens WA10 1FY
No

Time

Item

Lead

1.00pm

Lunch /informal pre-meet

NW
140901

1.30pm

(a) Minutes of previous meeting
(b) Actions of previous meeting (papers attached)

S Cox

NW
140902

1.40pm

EPRR Update (standing item)

Roger Booth

NW
140903

1.55pm

NHS111 Procurement
To provide an update on procurement process – verbal report

I Davies

NW
140904

2.10pm

ToR
To agree revised ToR

S Cox

NW
140905

2.15pm

NW
140906

(paper attached)

Maternity Review
To provide an update - verbal report

S Banks

2.25pm

Safeguarding Hosted Service
To provide an update – verbal report

F Clark/
J Snodden

NW
140907

2.40pm

CCG Strategic intentions
Presentation

S Johnson

NW
140908

3.10pm

CCG Network
(a) Work Programme For approval

NW
140909

3.20pm

(Paper to follow)

(b) Work Plan
for information future agenda items (attached)
Regional Home Oxygen Services
Paper to be circulated for information onlyl
(papers attached x2)

S Johnson

M Geoghegan

Date of next meeting, Daresbury Park Hotel
Joint C&M CCG Network meeting Wednesday 1 October
12.00pm Lunch
12.30pm Joint meeting to commence
1.45pm Joint meeting to conclude
2.00pm Merseyside CCG Network colleagues
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES
Meeting Date: 3rd September 2014

Committee: CCG NETWORK

Chair: Dr Steve Cox

Key issues:

Risks Identified:

Mitigating Actions:

1. Cheshire & Merseyside Maternity
Services Review.

•

Lack of alignment with output of
Healthy Liverpool discussions re
Maternity Services.

•

Liverpool CCG Chief Nurse/Head of
Quality to be on steering group for
Cheshire and Mersey review.

2. Commissioning Support
Arrangements.

•

Failure of service delivery.

•

Confirm intentions going forward.

•

Explore future ownership/hosting
arrangements with CCGs across
Cheshire and Mersey.

Recommendations to NHS Liverpool CCG Governing Body:
1. That the CCG Governing Body notes the issues, risks and mitigating actions.
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Report no: GB 65-14
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 9TH SEPTEMBER 2014
Title of Report

Analysis of the impact of investments made
in schemes to mitigate the impact of winter
2013/14

Lead Governor

Dr Fiona Lemmens

Senior Management
Team Lead

Ian Davies / Cheryl Mould

Report Author

Jane Keenan

Summary

The purpose of this paper is to brief the
Governing Body on the use of ‘winter
pressures’ funding in winter 2013/14.

Recommendation

That Liverpool CCG Governing Body:
 To note the contents of the report

Impact on
improving health
outcomes, reducing
inequalities and
promoting financial
sustainability

The report highlights the range of schemes
invested in across the city and providers,
and where possible the impact upon local
people and communities.

Relevant Standards
or targets

Delivery of the NHS Constitution

1

Analysis of the impact of investments made in schemes to mitigate
the impact of winter 2013/14.

1.

PURPOSE

In September 2013, LCCG Service Improvement Committee was
presented with a paper entitled ‘Winter Planning & Support to deliver
4 hour A&E Operating Standard’. Contained within the paper were
various proposals to support the health economy throughout the winter
period of 2013/14. This paper presents an overview of the schemes
implemented for that period and a high level evaluation.
2.

RECOMMENDATIONS

The Governing Body is asked to note the content of this paper
3.

BACKGROUND

As part of the normal preparations for winter, the CCG working with
service providers and commissioning partners commissioned a range of
services to provide additional support and resilience through the winter
period 2013/14. The steps taken by the CCG were in addition to the
limited direct national financial support that Trusts across the city also
benefited from. The plans were led in the CCG by the primary and
urgent care lead clinicians and associated SMT leads.
Ordinarily in the second half of the financial year (Q3 and Q4) we
regularly see an increase in A&E activity, non-elective admissions and a
downturn on the NHS constitutional right to be seen within 4 hours of
arrival at A&E. This has now been evidenced nationally and locally and
is currently subject to further review as part of the national Urgent &
Emergency Care Review. The root cause of this situation is not
attributable to any one single cause but rather is a multi-faceted one
which requires long term remedial planning.
Whilst pressures posed by Winter are predictable to a large extent, bed
closures, increase in acuity of patients, infection outbreaks,
inappropriate placement within Intermediate Care in order to increase
bed availability, a growing trend of increase in admissions of complex
over 65s with multiple co-morbidities, means that providers are still
facing challenges to keep pace with the pressures of winter.
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In September 2013, LCCG Service Improvement Committee was
presented with a proposal which outlined a number of schemes, each
having the potential to have a positive effect on supporting the health
economy to deliver the 4 hour A&E Operating Standard. The schemes
were intended to:
• enhance and support primary care:
• support the Royal Liverpool Hospital, Aintree University Hospital
and Alder Hey Children’s Hospital
• help members of the public make informed choices about when
and how to access services.
In total, LCCG Service Improvement Committee agreed that an
investment of £5.3million of LCCG non recurrent revenue be made to
benefit the local health economy for the winter period.
What follows in the remainder of this paper is an outline of each of the
schemes funded as part of the revenue allocation and their impact.
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4.

WINTER INVESTMENTS.

i.

Increase in Primary Care Capacity

Allocation circa £1.2m
In September 2013, general practices in Liverpool were invited to bid for
money made available by LCCG to fund schemes designed to ameliorate
the effects of Winter Pressures on NHS services in Liverpool. These bids
were assessed by an Approvals Panel comprised of Governing Body
members who do not deliver primary care services within the city.
Between November 2013 and January 2014, 58 bids were approved
(across 55 practices). The majority could be categorised broadly into one of
the following six types:
•
•
•
•
•

Additional admin support
Extra child-targeted capacity
Extra in-hours capacity
Extra out-of-hours capacity
Proactive visits to complex / vulnerable / housebound patients not in
a nursing home
• Proactive visits to patients in nursing / care homes

Bids worth around £1.182m were approved for funding by the panel. At the
end of the scheme, around £855.5k of this had been spent, leaving a
remainder of around £326.7k unspent. The reasons for the underspend
compared to the money initially committed is that some schemes were late
starting and a small number did not start at all due to problems including
inability to find locum cover, for example. It should also be noted that in
addition to the monies actually paid to practices, the CCG has expended
internal resources (mostly within the Primary Care team) supporting
practices in making their bids, facilitating agreements between practices /
neighbourhoods and third parties (e.g. UC24), monitoring the schemes for
the duration they were running and finally in producing this evaluation.
Practices were required to report a number of activity lines during the time
their Winter Pressures schemes were operational. The table below shows
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additional capacity / activity created in general practice through the bids,
based on that information. It is apparent that practices interpreted the
activity lines in different ways and this has therefore reduced value of these
numbers. Of the appointments made available, some were GP
appointments and some were nurse or nurse practitioner appointments,
however, from the available information it is not possible to separate them
out.

Evaluating the impact of the Winter Pressures schemes has been a very
difficult task due to the many confounding factors influencing demand
across the winter period and the piecemeal nature of the extra provision
offered. Few of the unplanned care activity analyses revealed an impact
that could confidently be stated to be statistically significant.
There were two areas where a statistically significant change has been
noted:
1. There was a statistically significant decrease in demand for
emergency admissions from nursing homes which was seen in
relation to the cohort of practices with any Winter Pressures scheme
and was not reflected elsewhere. (This type of activity is now going to
be targeted by the £5 per head over 75s scheme that is being
introduced by the Health Ageing Programme.)
2. There was a statistically significant decrease in the demand at A&E
for attendances which were in-hours, self–referred minors where
there was no treatment and where the reason for attendance was not
an injury. (Practices will be paid for targeting this specific cohort of
A&E attenders as part of the 2014/15 Liverpool Quality Improvement
Scheme.)
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A copy of the more detailed evaluation of the primary care investment is
attached to this report as Appendix B.

ii.

Co-location of UC24 with Royal Liverpool Hospital GP/A&E
Scheme

Allocation circa £200k
As part of the winter planning process for 2013/14, Liverpool CCG
undertook discussions with Urgent Care 24 (UC24) and the Royal Liverpool
Hospital to pilot a scheme to have a dedicated GP work within the A&E
department. The purpose of this scheme would allow those patients who
presented at A&E to be triaged by A&E staff and if the patient is deemed
appropriate for primary care treatment without the need for diagnostic
equipment, would be directed to the GP within the A&E Department.
The scheme commenced in mid November 2013, and was initially run from
Monday to Sunday including weekends and bank holidays. GP availability
at the Royal was agreed as 14 dedicated appointments on a weekday
evening and 48 at the weekend and bank holidays.
A single Standard Operating Procedure (SOP) was made available by
UC24 to ensure clinical governance and patient safety. The SOP included
the list of clinical conditions suitable for transfer from AED to UC24 and a
senior consultant at the Royal finalised the list of conditions and exclusion
criteria.
The point of transfer of clinical responsibility is when the UC24 receptionist
logs the patient onto their system. Patients are given an information leaflet
when they are booked into UC24 explaining the system.
Weekly monitoring of the scheme has taken place throughout the winter
period and the CCG has also undertaken monthly update meetings with
both providers. From the data supplied, it appears that the scheme has
been successful in diverting patients from A&E, however data has
evidenced the need to change the current working arrangements and
concentrate the service Friday to Monday (inclusive) to reflect demand. The
service has continued to date, whilst the evaluation is concluded and a
decision reached as to its continuation going forward.
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Evaluation:
Since the scheme commenced in November 2013 (to end July 2014):
• 2,469 patients have been triaged as being suitable for the A&E
diversion scheme
• Overall, 2,297 patients were successfully diverted from A&E
• 93% of triaged patients needed no further action or needed to contact
their own surgery, 3% of patients were admitted into Hospital and 2%
referred back to A&E
• 20% (n = 506) of patients presenting at the Royal A&E are not
registered to a local GP
• Of the unregistered patients, 45% are in the 17-25 age band with
January – March having the highest number of attendances for this
age band
• Overall, March had the highest number of attendances from
unregistered patients
• Saturday and Sunday continue to be the busiest days
iii.

NWAS/UC24 Acute Visiting Scheme

Allocation £140k
The North West Ambulance Service (NWAS) have implemented the use of
their ‘Pathfinder Tool’ in a range of settings across the North West to aid
and extend the role of paramedics in the field. Using an evidence based
algorithm, it identifies which patients do not require transfer to hospital,
allowing the paramedic to consider referral to an alternative service
provided that a timely response from another service is available.
The adoption of Pathfinder in Merseyside allows NWAS crews, using the
Pathfinder tool to identify patients who are safe to be left at home if a
clinical assessment by a GP can be made within specified time frames.
For Liverpool CCG, the clinical assessment and response was
commissioned from Urgent Care 24.
The scheme that has been adopted in Liverpool ensures a dedicated GP
attends to patients identified by the Pathfinder Tool within a target response
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time of two hours (such patients would generally be categorised as lower
priority ambulance calls whereby the response time could be up to four
hours). If a paramedic assesses the patient as having a clinical need, but
doesn’t need A&E, the paramedic will call UC24 to request a GP within 2
hours. The paramedic will inform UC24 of the need to visit the patient,
some necessary background clinical information and the nature of the
current problem. UC24 will then guarantee to visit the patient within a
maximum 2hr timeframe.
The benefits of the scheme include;
• Reduced conveyances to A&E
• Increase in NWAS non-conveyance rate
• Increase in time available to NWAS crews to be ‘on the road’
responding to other emergency calls
• Delivery of safe care closer to home
• Improved patient satisfaction
Since the scheme commenced in December 2013:
• 787 patients have been triaged using this service with 84% (n=664)
being diverted from A&E
• 19% of cases are during the in hours period, with 81% during the
OOH period
• Since the scheme started, 79% of patients were given advice to
contact their own GP or needed no further action
• 11% were referred to A&E and/or referred for admittance
• 49% of patients were in the age group 0-64. Of this group, 83%
avoided A&E.
• 86% of patients over 75 years of age avoided A&E
• Overall deflection rate of 84%
• Potential Net Savings £715,867
• Potential Bed days saved 2,254
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Age
Band

Grand Sent
Total A&E

to Avoided
A&E

0-15
16-64
65-74
75-84
85+
#N/A
Grand
Total

13
374
98
118
168
16

49
16
21
14
1

12
310
81
94
152
15

787

101

664

%
Avoided
n/a unknown
in Age
Band
1
92%
1
14
83%
1
83%
3
80%
2
90%

1

21

The service has continued to date, whilst the evaluation is concluded and a
decision reached as to its continuation going forward.

iv.

Royal Liverpool & Broadgreen University Hospitals

Allocation £1.2m
Following a number of reviews undertaken by the Emergency Care
Intensive Support Team, LCCG provided the Trust with a non-recurrent
investment of £1.2 million.
Schemes in the Trust included:
• Implement the model of 'See & Treat' for Minors stream with a
standard to commence treatment within a maximum of 60 minutes;
• Develop a model of Rapid Assessment & Treat for all Majors Patients
• Development of a programme of work to support forward delivery of
having a care plan in place for Majors within 2 hours and a process of
escalation where the standard is not achieved to a senior clinician;
• Implementation of a formal set of Internal Professional Standards
aligned to CQIs and compliance is audited;
• Increase the availability of ambulatory care pathway
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• Develop a model of assertive early management of elderly frail
patients and the Frailty pathway utilising an alliance/integrated
providers approach;
• Ensuring all patients to have an Expected Date of Discharge set by
consultant within 12 hours of admission;
• That all patients reviewed by senior clinical decision maker every day
via ward/board round;
• 50% of daily discharges to take place by 12 midday;
• Zero A&E Trolley Sleepover tolerance;
• Implementation of GP Hotline to Consultant and Rapid Access Clinic
availability within 24 hours
• Extend diagnostic capacity to seven days
A condition of this allocation was that the Trust was able to demonstrate at
the end of the winter period the direct impact this investment had had on
delivery of the key recommendations contained within all of the ECIST
reviews either through data analysis or visible evidence. While the Trust
did provide an update on how the funding had been allocated, no direct
evidence was produced in terms of the direct measurable impact this
allocation had made other than routine urgent and emergency care
performance data.

v.

Alder Hey Children’s FT Increased Escalation Capacity

Allocation £235K
Prior to Winter 2013, Alder Hey approached LCCG to request provision of
funding for additional escalation capacity and seven day working. A total
of £235,000 was provided to Alder Hey to maintain additional capacity in
order to alleviate rapid transfer from A&E for short stay patients and
maintain overall 4 hour operating standard performance. No specific
evidence has been produced by Alder Hey at the end of the March 2014
period indicating the direct contribution of this arrangement to maintaining
4 hour performance other than routine urgent and emergency care
performance data.
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vi.

Liverpool Community Health Emergency Response Team (ERT)

Allocation £113k
The allocation made to Liverpool Community Health supported the
following activities and schemes:
•
•
•
•

Support the acute trusts to reduce length of stay
Work with NWAS to support the GP pilot over winter
Target known population in order to manage capacity / demand
Reduce number of assessments in the acute trust by discharging into
ERT same day or within 24 hours of assessment
• Improve patient experience and prevent readmission by supporting
the discharge over initial 72 hour period
• Simplify discharge process for Acute Trust staff
• Support reablement agenda by implementing philosophy of
reablement with Local Authority care team led by LOOHs therapists

Unfortunately the project has received only minimal uptake from Acute
Trusts despite efforts by the team to promote the offer of support especially
during periods of escalation. NWAS felt unable to include a response by
the ERT in their winter plans because the team was not at the time
compatible with the Pathfinder scheme.
The referral rate for this service continues to be low/sporadic with a
proportion of the referrals being inappropriate following initial triage.
Feedback to referrers regarding inappropriate referrals/discharges
continues. Despite poor uptake the resource has instead been directed to
enable ERT to support pressures in LCH Community Assessment Team
and the Discharge Planning Team and have contributed to the CHC
assessment successes.
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vii.

Liverpool Community Health – Increased Community Equipment
Provision

Allocation £279k
An increase of 18.5% in activity in Q1 of 2013-14 based against 2012-13
was identified. As a consequence funding was requested to ensure the
service would be able to meet current demand and ensure the service was
able to supply timely equipment avoiding risk to the patient and the
organisation. Based on the current trajectory of community equipment
provision and the increased demand, the service would have exhausted
call-off orders for core stock by November 2013 and relied solely on
recycling of equipment.
The impact of the additional investment made can be illustrated in
improved performance:
• By March 2014 89.25% of items were delivered within 2 working days
• By March 2014, the service was able to respond to 1704 priority 1
referrals in a month.
• By March 2014 95.07% of priority 2 orders were delivered within 7
working days of referral
•
• For children’s equipment by March 2014 priority 1 items, 100.00%
were delivered within 48 hours. With 100% of priority 2 orders
completed within 7 days
• Overall the service was able to demonstrate an 11.42% increase in
activity.
viii.

Financial Support to deliver Aintree At Home Scheme

Allocation £90k
In 2012/13, Aintree UHFT Therapies Department developed the concept of
the Aintree at Home service. The service aimed to facilitate the early safe
discharge home of patients admitted to hospital with acute medical
12

conditions, providing continuation of their functional rehabilitation and short
term care support in their own/ family home. The service also provided
support to the earlier discharge of patients awaiting start-up of home based
packages of care in the community acting as a ‘bridge’ between hospital
and community/social based care.
Following on from the success of the model as a Winter option in 2012/13,
the service was also offered for Liverpool patients during Winter 2013/14.
Its principal purpose remained;
• To improve utilization of beds, having the right patient in the right bed
leading to reduced length of stay
• To improve patient experience and quality of care
• To maintain the functional ability of patients and to reduce deconditioning of patients
• To improve discharge processes and Multidisciplinary team working
• To improve communication and care pathways with external partners
Over 80% of the patients referred to the service were over the age of 70
years of age. Comparative performance for 2012-13 and 2013-14 is
detailed in the table below indicating an increase in the number of patients
referred to the scheme and increase in the number of bed days saved at
the Trust;
Table 1: Aintree At Home Scheme
Start/ End date
No of service days
provided
No
of
accepted
patients
Bed days “saved”
Prevent
ReAdmissions
Service Delivery

2012-2013

2013-2014

147

150

278

367

470
31

672
62

Therapy Assessment &
Treatment = 34%
Social Care = 19.8%
Provision/
Assessment
Equipment = 62%

Therapy Assessment & Treatment =
41%
Social Care = 9.9%
Environmental Visits pre discharge
= 54.7%
Follow up post discharge = 37.2%
Family/ carer training = 2%
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ix.

Examine Your Options Winter Campaign 2013/14

Allocation £137,660
The Examine Your Options social marketing campaign aims to provide
people with information to help them to navigate health services and get
the most appropriate treatment, ultimately helping to reduce unnecessary
A&E attendances. The campaign was launched in November 2010 and
has been run each year including both population wide and targeted
campaigns, based on the segmentation research that was carried out
identifying 5 target population groups.
During the 2014 Examine Your Options campaign there was a big push
around increasing awareness and use of self-care, pharmacies and NHS
UK. Marketing activity was focussed on these key messages and
advertorials were run in local press focussing on talking to pharmacists as
a first point of call when ill.
The evaluation of the most recent wave of activity has shown that the
campaign has again had very successful elements in both maintaining and
building on increased awareness and understanding of services achieved
in previous years.
Overall campaign awareness remained high (47%) across Liverpool. The
campaign focus on pharmacy messages had good impact with significant
increases in both awareness and reported usage of pharmacies compared
to previous years (from 87% in 2013 to 98% and from 87% in 2013 to 92%,
respectively). Despite a name change, there was still good awareness of
NHS UK and usage increased from 32% in 2013 to 42% in 2014.
There was also evidence of attitudinal changes showing that A&E was
beginning to be seen as less of a default option, with significantly more
people agreeing that they would speak to a health professional before
attending A&E and significantly less people agreeing that they would go to
A&E as this is close to them). The evaluation also showed improved
opinions of people accessing GPs before going to A&E compared to the
previous year.
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Areas where there is still more work to do, to build on and increase the
gains that are already being made throughout the campaign, were also
highlighted in the evaluation.
Key priorities for 2014/15 include;
• refreshing the campaign’s design as although campaign recall
remains high, there is evidence of some saliency now that the
campaign has been running using its current design for the past three
years
• more support for providers to disseminate key messages that are
likely to increase the use of GP practices and self-care services, as
there has been a decrease in campaign recall through these
channels, particularly in GP surgeries.
• continuing to improve awareness and understanding of the GP out of
hours service, the range of advice and support that pharmacists can
give and NHS UK.
Overall from the beginning of the campaign in 2010 there has been a
significant increase (from 25% to 36% in 2014) in the number of
comprehensive service users, the segment who have the best knowledge
and who are most likely to use services appropriately. The results are also
reflected in service data. For example, Liverpool has seen an increase in
the use of GP OOH service and a decrease in use of walk in centres and
A&E since the launch of the campaign.
The current situation is that most of the gains that have been made in
terms of improving awareness, understanding and appropriate use of core
health services are being maintained. However, there are some early
indicators that reducing marketing activity could lead to reduced awareness
and understanding of services.
While Examine Your Options was run as a purely winter focussed
campaign, it would be reasonable to assume that there is much of this work
that can be capitalised upon as part of a year round strategy. This would
enable sustained promotion of specific services and self-care messages to
target service user groups throughout the year in order to improve
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knowledge and skills in preparation for times of the year (e.g. winter) when
demand is highest.

5.

CONCLUSIONS.

The analysis of the impact of the additional winter investments made by the
CCG has highlighted the practical difficulties of associating in many cases
individual schemes with overall Trust performance and delivery. This has
been particularly the case where Trusts have used the available resources
across multiple schemes and have then found it difficult to associate
specific actions taken against overall delivery.
The lessons from winter 2013/14 have been taken forward and will be used
to directly influence and shape our approach to winter 2014/15. Our
intention is that any additional investments made for winter 2014/15 will be
more specifically targeted, with an enhanced level of monitoring and
evaluation considered at the beginning of a scheme or projects
development. The performance management of schemes will be
strengthened and providers will be required to provide more direct and
focussed information and intelligent commentary to demonstrate the
delivery and effectiveness of any investments made.
The CCG is currently considering how it will approach the delivery of
services this winter including additional support for primary care, alongside
the release of national system resilience monies to health economies. A
further report detailing the approach to be taken and seeking Governing
Body support will be submitted in due course.

Jane Keenan
Urgent Care Systems Manager
Ian Davies
Head of Operations & Corporate Performance
Cheryl Mould
Head of Primary Care Quality & Improvement
1st September 2014.
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APPENDICES:
A) Performance Report
B) Assessment of the impact of primary care schemes winter 2013/14
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Appendix A
Analysis of the impact of investments made in schemes to mitigate the impact of winter 2013/14

A&E Four Hour Performance
Liverpool Clinical Commissioning Group

Performance for our main Providers plus benchmark ing information against our peer Trusts (identified through pop. analysis), Merseyside and England.

Performance Against the Four Hour Target (SITREP)

Bradford Teaching
Hospital FT

T1

Total

T1

Total

T1

Total

T1

Total

T1

Total

T1

Total

Total

Total

Total

T1

Total

99.8
99.9
99.8
99.8
99.8

96.0
97.0
95.0
95.4
95.8

95.0

98.9
99.5
99.0
98.9
99.1

94.3

98.0
98.7
97.3
96.6
97.7

95.6

95.7
96.3
95.6
95.2
95.7

93.4

96.8
98.0
96.8
96.4
97.0

94.2

97.0
97.5
95.4
93.7
95.9

96.3

93.4
97.1
97.7
96.3
96.2

86.1

95.5
96.2
94.5
91.2
94.4

95.0
97.6
95.8
95.1
95.9

95.9
97.8
95.5
95.5
96.2

97.5
97.7
97.4
97.6
97.5

95.9

94.4

97.5
98.7
97.7
98.1
98.0

94.1
95.3
95.2
96.1
95.2

95.9
97.5

100.0
99.8

94.3
95.7

92.4

91.2

95.9
96.9

94.5

95.1
95.2

92.9

96.0
96.9

94.4

94.0
96.8

96.8

97.1
97.8

94.8

91.1
93.5

92.7
96.4

95.9
95.9

97.9
98.0

96.8

94.2

98.3
98.4

90.9

88.7

97.0

95.3
94.7

92.0

89.0

96.4

99.9

94.9

93.1

98.3

91.0

96.3

93.4

95.1

92.7

96.3

93.2

95.1

95.1

97.4

93.5

92.0

94.1

95.9

97.9

96.9

95.1

90.1
95.7
86.7
91.9
91.7
95.6
93.1
89.8

86.4

97.0
95.9
96.7
96.0
99.1
99.1
99.1
98.5

100.0
98.4
100.0
100.0
100.0
100.0
100.0
100.0

94.7
94.3
94.7
95.8
96.9
96.7
97.2
95.7

92.9

98.0
98.8
97.5
98.4
98.4
99.1
98.7
98.0

89.6

96.4
97.2
95.9
96.9
96.6
97.9
97.5
96.6

93.6

95.2
95.3
94.8
95.0
95.6
95.0
95.4
95.6

92.8

96.3
96.6
96.3
97.1
97.0
97.7
97.7
96.8

93.2

96.5
96.5
97.2
96.9
95.3
97.4
97.6
97.5

96.5

97.3
97.6
98.8
98.7
96.9
97.8
97.6
97.8

93.3

89.2
91.3
94.2
92.5
96.2
95.5
94.0
96.2

94.0
96.5
96.5
97.9
95.2
96.4
97.2
97.2

96.5
94.9
95.6
96.5
95.1
97.2
95.6
96.1

98.9
96.9
98.6
97.9
98.8
98.2
97.9
96.7

98.2

94.5
95.4
96.0
95.5
94.3
95.0
92.9
93.9

Qtr 1
Qtr 2
Qtr 3
Qtr 4
Total

95.0
95.3
92.3
93.5
94.0

94.1

94.1
97.4
95.5
95.3
95.5

Qtr 1
Qtr 2 QTD
Qtr 3
Qtr 4
Total YTD

93.0
95.6

91.7

92.1
91.8

89.1

94.9

94.0

92.9

06/07/14
13/07/14
20/07/14
27/07/14
03/08/14
10/08/14
17/08/14
24/08/14
31/08/14
07/09/14
14/09/14
21/09/14
28/09/14

94.0
90.9
95.9
96.2
98.0
95.5
97.8
96.5

92.9

90.9
93.0

89.2
95.6
95.6
97.6
94.7
97.4
95.7

93.7
94.9

94.0
81.4
88.4
88.5
94.1
90.8
86.1

93.6
94.1
94.7

92.4
92.9
94.3
95.8
95.6
96.3
94.2

97.2
94.7
94.2
95.1

93.9
86.6
91.1
91.3
94.9
92.9
89.4

97.0
94.6
93.6
95.2
92.8

95.1
92.8
94.5
94.1
96.3
95.8
94.3

94.4
93.5
92.7
93.5
92.6

93.1
92.3
92.5
93.4
92.5
93.1
93.4

96.3
94.1
93.4
94.5
92.5

93.8
93.3
94.7
94.5
95.8
95.8
94.3

Southport &
Ormskirk HT

Merseyside

England

Knowsley CCG

Liverpool CCG
96.2

97.0
94.4
92.5
95.1
94.0

96.5
97.2
96.9
95.3
97.4
97.6
97.5

93.8
94.2
90.9
91.2
92.7

93.8
97.1
96.8
92.7
94.9
94.5
95.1

University Hospital
of B'ham FT

Salford Royal FT

Total

Newcastle Upon
Tyne HT

University Hospital
of South
Manchester FT

T1

St Helens &
Knowsley HT

Total

Total

South Sefton CCG

Liverpool Women's
FT
Total

University
Hospitals Aintree
FT

Total

T1

92.4

Benchmarking/Peer Trusts

T1

Total

94.4

CCGs

Alder Hey
Children's FT

13/14
14/15
Qtr 2 14/15

WEEKLY

QUARTERLY

Royal Liverpool &
Broadgreen
University HT

Local Trusts

96.4
96.0
96.3
96.2

95.9
98.4
96.7
98.1
97.1
96.6
94.7

UM Reporting/Trust Reporting*
Everyone Counts: Planning for Patients 2014/15 Quality Premium Indicator
Total 4 Hour Performance: NHS Constitutional Indicator
Type 1 4 Hour Performance: Identifies patient safety and quality
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Royal Liverpool & Broadgreen University Hospitals Trust (Catchment)
Type 1 Attendances: First and Unplanned Follow-up A&E Attendances (Excludes Planned Follow-up Attendances)
This year to date there has been a 2% increase in T1 AED activity during 14/15 compared to 13/14. In line with seasonal trends there was a peak in activity in March-14, however this was
much more significant this year (an additional 850 patients compared to the 13/14 monthly average). 34% of AED attendances are admitted, this is higher than previous years. Regular peaks
in activity occur during weekday mornings at approx. 11 am, with Monday having the highest number of attendances. There is a similar pattern during the weekend but with fewer overall
attendances.
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21,824
22,255
22,130
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Benchmarking/Peer Trusts
% Admitted (YTD)
During Quarter 1 2014/15:
- Merseyside reported a 2% increase in activity compared to the same period the previous year.
- Enlgand reported a 4% increase compared to quarter 1 2013/143.
- All of our peer Trusts reported increases ranging from 4% to 9% with the exclusion of Aintree who reported a 2% decrease..

15,065

1%

Q1 Data Aug-14
Q2 Data Nov-14
Q3 Data Feb-15
Q4 Data May-15
Forecast Aug-14
34%

4%

Non-Elective Admissions
There has been an 8% increase in non-elective admissions this year to date compared to the previous year. This increase started during Dec-13 and has continued (see line chart). The
majority of non-elective admissions are admitted via A&E and this year to date there has been an increase of 13% in the number of patients admitted via A&E.
During quarter 1 2014/15 the average LOS for admissions (excluding 0 or 1 day LOS) slightly increased from 11.4 days to 11.5 days compared to the prevous year. Non-elective admissions
with 0 or 1 day LOS account for approx half of all non-elective admissions and peaks in this activity generally coincide with periods of poorer performance. The recent large increase in nonelective activity is due to the large increase in admissions with 0 or 1 day LOS.
3600
3400
3200
3000
2800
2600

2012/13

A M J J A S O N D J F M A M J J A S O N D J F M A M J J A S O N D J F M A M
2011/12
2012/13
2013/14
14/15

2013/14

2014/15

May-14 YTD

6436
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9,350
9,041
9,297
9,605
37,293

9,217
9,223
9,525
10,081
38,046

-1%
2%
2%
5%
2%

Benchmarking/Peer Trusts
During Quarter 1 2014/15:
- Both Merseyside and England have reported increases of 4% and 6% respectively compared to 2013/14.
- St Helens and Aintree both reported decreases in activity whereas the remainder of our peer Trusts have all reported varying increases in activity ranging from 6% to 15%.
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6,869

8%

Q1 Data Aug-14
Q2 Data Nov-14
Q3 Data Feb-15
Q4 Data May-15
Forecast Aug-14

University Hospitals Aintree Foundation Trust
Type 1 Attendances: First and Unplanned Follow-up A&E Attendances (Excludes Planned Follow-up Attendances)
There has been a 5% decrease in the number of Type 1 A&E attendances at Aintree this year to date compared to last. A significant proportion of this decrease is the result of pathway
change, GP patients are now being admitted directly to MAU rather than via A&E. Regular peaks in activity occur during weekday mornings at approx. 11 am, with Monday having the highest
number of attendances. There is a similar pattern during the weekend but with fewer overall attendances.
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21,585
21,620
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21,005
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-6%
-11%
-10%
-9%
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27%

25%
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% Admitted (YTD)
Benchmarking/Peer Trusts
During Quarter 1 2014/15:
- Merseyside reported a 2% increase in activity compared to the same period the previous year.
- Enlgand reported a 4% increase compared to quarter 1 2013/143.
- All of our peer Trusts reported increases ranging from 4% to 9% with the exclusion of Aintree who reported a 2% decrease..
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-5%

Q1 Data Aug-14
Q2 Data Nov-14
Q3 Data Feb-15
Q4 Data May-15
Forecast Aug-14
26%

1%

Non-Elective Admissions
“the Trust has reduced its NE admissions by around 20% since 2008/09 and although there has been a corresponding increase in CDU activity, there is still a net reduction of over 3000
cases at full inpatient tariff – by our reck oning you have saved something in the region £3-£5m as a result of these changes”
This year to date there has been a 5% increase in non-elective activity at Aintree compared to 2013/14. Aintree produced an admission avoidance document detailing the various workstreams
that have contributed to this decrease (I can distribute this if required). The majority of these patients are admitted via A&E, however fluctuations in the numbers admitted via A&E/GP have to
be considered in light of the change in pathway.
During quarter 1 2014/15 the average LOS for admissions (excluding 0 or 1 day LOS) has decreased from 11.5 days to 10.3 days compared to 13/14. Non-elective admissions with 0 or 1 day
LOS account for approx 40% of all non-elective admissions.
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Benchmarking/Peer Trusts
During Quarter 1 2014/15:
- Both Merseyside and England have reported increases of 4% and 6% respectively compared to 2013/14.
- St Helens and Aintree both reported decreases in activity whereas the remainder of our peer Trusts have all reported varying increases in activity ranging from 6% to 15%.
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General Practice Winter Pressures Schemes
Evaluation Report

Colette Morris & Laura Buckels
June 2014
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1. Introduction
Each winter (November – March), NHS services experience an increase in demand known as
Winter Pressures. This rise in demand is caused by seasonal increases in morbidity that occurs
not only during extremely cold weather but also on relatively mild days, which are more frequent.
The cold weather mainly affects the health of the elderly, the very young and the chronically ill1.
This coupled with the effect of snow and ice and seasonal influenza outbreaks can cause
difficulties in providing the quality and timeliness of service that is desired and additionally cause
risk to the achievement of the A&E 4 hour waiting time target in secondary care providers.
CCGs must be seen to be paying due regard to these pressures on the health economy and
centrally there was pressure to ensure that locally CCGs had planned to mitigate these to avoid
both actual and perceived problems in meeting the demand the NHS faces. Money was made
available by NHS England for this purpose and this was widely reported in the press.
The CCG allocated funds to both secondary care providers and general practices. This paper
deals solely with the schemes and monies related to general practice.
In September 13, general practices in Liverpool were invited to bid for money made available by
LCCG to fund schemes designed to ameliorate the effects of Winter Pressures on NHS services in
Liverpool. These bids were assessed by an Approvals Panel comprised of Governing Body
members who do not deliver primary care services within the city.
Between November 13 and January 14, 58 bids were approved (across 55 practices). The
majority could be categorised broadly into one of the following six types:
•
•
•
•
•
•

Additional admin support
Extra child-targeted capacity
Extra in-hours capacity
Extra out-of-hours capacity
Proactive visits to complex / vulnerable / housebound patients not in a
nursing home
Proactive visits to patients in nursing / care homes

In addition to these six categories, there was one scheme offering a Coffee Morning for elderly
patients and another offering a support line for support workers and hostel workers- these are
dealt with in the ‘Impacts in General Practice’ section.
The purpose of this report is to evaluate the impact of those schemes on the demand in unplanned
care services and also qualitative impacts in general practice across the city between November
13 and March 14.
It should be noted that there are several difficulties in assessing this impact, these are briefly listed
below but are discussed in more detail in the analysis appendix.
•
•
•
•

Mixed provision and piecemeal approach
The weather is a key factor influencing demand
Seasonal flu activity also has a large impact on demand
Difficulties in identifying particular cohorts of patients
2
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•
•
•

Differences in duration of schemes
Differences (demographic or otherwise) in cohorts of practices involved in the schemes
Different coding systems in primary and secondary care

2. Costs of the Winter Pressures Schemes
Bids worth around £1.182m were approved for funding by the panel. At the end of the scheme,
around £855.5k of this had been spent, leaving a remainder of around £326.7k unspent. The
reasons for the underspend compared to the money initially committed is that some schemes were
late starting and a small number did not start at all due to problems including inability to find locum
cover, for example.
It should also be noted that in addition to the monies actually paid to practices, the CCG has
expended internal resource (mostly within the Primary Care team) supporting practices in making
their bids, facilitating agreements between practices / neighbourhoods and third parties (e.g.
UC24), monitoring the schemes for the duration they were running and finally in producing this
evaluation.

3. Differences Between Practices With and Without Bids and Impact on Inequity
It is clear when looking at the cohorts of practices with and without bids that there is delineation
along neighbourhood lines and noticeable differences between the localities. Around 65% of
Liverpool Central practices bid for Winter Pressures money, in Matchworks this proportion was
60%. However, in North locality, only 36% of practices ran a scheme. These percentages are
based on small numbers. There were certain neighbourhoods in the city where no practice ran a
scheme, for example, Speke and Picton. There does not appear to be any relationship between
the lack of a Winter Pressures scheme and the practice being run by a single GP. The
characteristics of the demand in certain practices may mean that they felt they could not spare the
time to prepare a bid.
It is noticeable from the analysis that in several cases the rate of activity for A&E, ACS admissions
and UC24 already appeared to be lower in practices that did not receive Winter Pressures money
in the baseline year when compared to practices that did. There are a number of possible reasons
for this, for example, the average deprivation score for practices with bids was slightly lower at
42.27 than the score for the practices with no bids at 52.15. However, consideration needs to be
given to whether this is indicative of a wider problem around engagement of the practices that did
not run a Winter Pressures scheme.
It could be argued that by offering practices the opportunity to bid for Winter Pressures money,
rather than requiring all practices to engage in a scheme, there is a risk that any existing inequity
in service for patients is exacerbated as an unintended consequence.

The maps overleaf show the distribution across the city of practices with and without Winter
Pressures schemes.
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4. Additional Capacity Generated in Primary Care
Practices were required to report a number of activity lines during the time their Winter Pressures
schemes were operational. The table below shows additional capacity / activity created in general
practice through the bids, based on that information. It is apparent that practices interpreted the
activity lines in different ways and this has therefore reduced value of these numbers. Of the
appointments made available, some were GP appointments and some were nurse or nurse
practitioner appointments, however, from the available information it is not possible to separate
them out.
Appointments made available
Of appointments made available, those that were used
Home visits / visits to complex patients or those in a nursing home / LTC
reviews
Case notes of at risk patients reviewed
Test message UC24 reminders sent
Telephone consultations
DNAs (practices did not report this against specific activity lines)

(77.94%)

36033
28085
3146
473
366
2236
10348

5. Summary of Quantitative Impacts
The table below summarises the results of the analysis and where a statistical difference between
this year and the comparison period has been identified. “No” means that statistical significance
cannot be stated at the 95% level. “Yes” means that it has been demonstrated.

All A&E Attendances

Results for
Practices with
Schemes
Specifically
Targeting That
Activity
N/A

A&E In-Hours (Adults)

No

No

No

A&E Out-of-Hours (Adults)

No

No

No

A&E LQIS Defined (Adults)

N/A

Yes

No

A&E In-Hours (Children)

No

No

No

A&E Out-of-Hours (Children)

No

No

No

A&E LQIS Defined (Children)

Yes

Yes

Yes

ACS Admissions

No

No

No

Nursing Homes Admissions

No

Yes

No

Complex / Vulnerable Admissions

Yes

Yes

Yes

UC24 Calls

Yes

Yes

Yes

Activity Type Analysed

Results for
Practices with
Any Scheme

Results for
Practices with
No Scheme

No

No
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6. Summary of Qualitative Impacts
Practices have in general reported good feedback from both patients and staff. The strongest
theme was a reported reduction in waiting times both for face to face and telephone appointments.
Practices have reported that patients were pleased with the convenience offered by practices who
were operating extra out of hours capacity and having received complaints from patients when
those services ended, as a result of the increased expectation. Moreover a number of practices
reported that patients were very pleased that the practice had proactively visited / contacted them
as opposed to waiting for them to be ill or phone for an appointment.
Practices with nursing homes schemes reported strengthened relationships with the staff and
patients in those homes and multiple practices mentioned reduced demand from those homes on
a day to day basis as a result of proactively working with them on a regular basis.
The Coffee Morning aimed at targeting loneliness in older people has been reported as successful
and is, in fact, going to carry on, run by volunteers as it has been so popular. The practice is
entering the scheme into the General Practice awards.
Finally, the practice offering the support line for hostel workers reported that whilst it was used by
relatively small numbers, the impacts on the patients involved were large and they believed they
had certainly prevented A&E attendances or emergency admissions.

7. Future Considerations
It has become clear through carrying out this evaluation that there are several ways in which future
schemes may be made more robust.
•

•

•

•

A More Prescriptive Approach
To avoid the problems of small numbers affecting the ability to evaluate schemes and
increase the likelihood of genuinely making a real impact on at least one element of Winter
demand, a more prescriptive approach would help in the future. If a suggested scheme was
drawn up based on the available evidence from the literature and practices invited to
provide a service as specified, the volumes going through should allow a real impact to be
made.
Consistent Timing & Duration
Future schemes should all commence at the same time and be of the same duration, both
to avoid inequities in service and to have a greater impact on the targeted activity.
More Rigorous Monitoring
A more rigorous monitoring system should be in place in future, collecting a greater level of
detail on a regular basis throughout the duration of the schemes. The definitions for that
data collection should be specified clearly in advance to the practices to provide greater
confidence that activity is being counted on a like for like basis.
Equity of Provision
Consideration should be given to asking all practices to run Winter Pressures schemes in
future in order to avoid any unintended increase in the inequity between provision for
patients in different parts of the city, whether real or perceived.
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8. Conclusion
Evaluating the impact of the Winter Pressures schemes has been a very difficult task due to the
many confounding factors influencing demand across the winter period and the piecemeal nature
of the extra provision offered. Few of the unplanned care activity analyses revealed an impact that
could confidently be stated to be statistically significant. Of those that did, in three cases
(Children’s LQIS A&E, Proactive Targeting of Complex Patients and UC24 calls) the reduction was
seen across all cohorts of practices and was in all likelihood related to the weather or other
variables.
There are 2 areas where a statistically significant changed have been noted:
1. There was a statistically significant decrease in demand for emergency admissions from
nursing homes which was seen in relation to the cohort of practices with any Winter Pressures
scheme and was not reflected elsewhere. This type of activity is now going to be targeted by
the £5 per head over 75s scheme that is being introduced by the Health Ageing Programme.
2. There was a statistically significant decrease in the demand at A&E for attendances which
were in-hours, self–referred minors where there was no treatment and where the reason for
attendance was not an injury. Practices will be paid for targeting this specific cohort of A&E
attenders as part of the 2014/15 Liverpool Quality Improvement Scheme.
The overall conclusion of this report is that it is not possible to say that the Winter Pressures
schemes did or did not have an impact on the basis of data for unplanned care services activity.
Anecdotal evidence from practices suggests that it may have improved patient and / or staff
experience within the practices themselves and the value of these qualitative impacts should not
be underestimated. (Obviously there may a risk though that practices are more likely to provide
positive feedback when questioned.)
It is important to note that despite not being able to firmly state the case for Winter Pressure
schemes on the strength of the available data, there are other reasons for having these in place. If
no such measures existed, it may be difficult for the CCG to justify having no contingency in place
for a known peak in demand that occurs fairly predictably, particularly given the difficulties which
RLBUHT, our main contracted provider of A&E, has been experiencing in trying to meet the 4
Hour A&E waiting times target.
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1. Notes and Caveats
It should be noted that there are numerous difficulties in assessing the impact of the Winter
Pressures schemes.
Firstly, many of the schemes offered mixed provision e.g. extra in-hours and out-of-hours capacity,
rather than focussing fully on reducing one particular element of the extra demand. It is difficult,
therefore, to understand which element of provision may have made an impact. Additionally,
because of this piecemeal type approach, concepts which may have genuinely impacted upon
demand may not demonstrate this on analysis (i.e. show statistical significance) because the
volume of activity or patients targeted was not large enough.
Secondly, the weather is a key factor in influencing seasonal demand. This Winter, the mean UK
temperature was 1.50C higher than the average over the last 28 years. Additionally, according to
the Met Office there was a notable absence of frosts, the lowest UK temperature of the Winter was
the highest it has been in the last 50 years1. Given the known effects of the cold on morbidity,
these weather conditions must be given careful consideration when analysing the success or
otherwise of schemes aimed at reducing Winter Pressures.
Thirdly, the severity of seasonal flu & respiratory virus outbreaks adds another variable that can
impact upon Winter demand. The HPA is yet to publish its’ report summarising this ‘flu season,
however data from Flu Survey suggests that the incidence of flu-like illness was much lower
between November 13 and Mar 14 than in the same time period the previous year2.
A number of practice schemes specifically targeted nursing home patients. It is difficult to identify
these precisely from the secondary care data. Therefore, as a proxy for this, the analysis has been
based on patients aged 65+ who live in a postcode known to be associated with a nursing home.
There is a small possibility that this could mask subtle differences in demand.
Not all practice schemes commenced or ended at the same time, or were of the same duration,
making any possible change in demand due to the Winter Pressures bids harder to assess. This
was for a variety of reasons including practice choice and inability to access locum cover.
The analysis of secondary care activity within this report is based on activity at local providers
only. These are: RLBUHT, Aintree, Whiston, Alderhey, Liverpool Heart & Chest and Liverpool
Women’s Hospital.
There may be difficulties in comparing the activity relating to the cohort of practices with no Winter
Pressures scheme to those with a scheme, due to differences in population characteristics,
location and other factors influencing secondary care demand. In addition, the cohorts overlap due
to the mixed provision offered in the bids.
HCHS population figures are only available in quinary age bands, therefore, all rates for children
are calculated based on the HCHS population aged 0-14.
Lastly, due to the different nature of the activity and coding systems between primary and
secondary care, it is much easier to quantify impacts in the secondary care sector. However,
consideration also needs to be given to possible impacts in primary care, for example, reducing
telephone waiting times or improved patient experience. To assist in evaluating these impacts, a
1.
2.

Met Office Winter Summary http://www.metoffice.gov.uk/climate/uk/summaries/2014/winter
Flu Survey https://flusurvey.org.uk/en/results/
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survey of the practices has been carried out, asking about the impacts they had demonstrated
based on the outcomes stated in their original bids, see ‘Impact in General Practice’ section.
A GP diversion scheme was running at A&E at RLBUHT at the same time as these Winter
Pressures. This has not impacted on this evaluation because despite being seen by a GP, the
patients were recorded as normal as a standard A&E attendance.
2. Impact on A&E Attendances
General practices cannot reasonably be expected to have an impact on A&E activity resulting from
injuries. Therefore, for the purposes of this analysis, only activity that has been coded as resulting
from a ‘condition’ is included (See Appendix 1 for list of diagnoses included). NB: Whilst some
bids were intended to target patients with certain long term conditions, A&E coding does not
provide sufficient granularity to assess attendances in that level of detail.
2.1 Overall A&E Attendances.
A&E Attendances for 'Conditions' At Local Providers
2012/13

39800
39600

2013/14

9000

39400

8500

39200

+ 435

39000

8000

38800

7500

38600

7000

38400
38200

6500

38000

6000
Nov

Dec

Jan

Feb

Mar

Atts

2012/13

2013/14

39158

39603

Across the city, the total number of attendances to A&E for ‘conditions’ has been slightly higher
during Winter 1314 compared to Winter 1213. There is no statistically significant difference
between the two levels of activity.
For both Winter 2012/13 and Winter 2013/14, A&E demand was statistically higher for patients
registered with the cohort of practices that had no Winter Pressures scheme. However, in both
cohorts, there is no statistical difference in the rates of AE attendance between Winter 2012/13
and Winter 2013/14. Therefore, at a high level, the Winter Pressures schemes appear to have
made little or no impact, see graphs below.
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Practices without schemes

Practices with schemes
75.00
Rate Per 1000 HCHS Popn

Rate Per 1000 HCHS Popn

75.00

70.00

65.00

60.00
Rate

2012/13

2013/14

70.26

71.02

70.00

65.00

60.00
Rate

2012/13

2013/14

66.22

67.00

2.2 In Hours A&E Attendances (Adults)
Total attendances to A&E by people aged 15+ have remained static across the two winters (+29
attendances). Further breakdown by cohort also reveals little movement. There were minor
increases in activity for practices with schemes and a minor decrease in activity for practices with
no scheme. There were no statistically significant changes.

32.0
31.0
30.0
29.0
28.0
27.0
Rate

2012/13

2013/14

27.70

27.92

33.0
32.0
31.0
30.0
29.0
28.0
27.0
Rate

Practices with No Scheme
Rate Per 1000 HCHS Popn

33.0

Practices with Any Scheme
Rate Per 1000 HCHS Popn

Rate Per 1000 HCHS Popn

Practices with In-Hours Schemes

2012/13

2013/14

29.26

29.36

33.0
32.0
31.0
30.0
29.0
28.0
27.0
Rate

2012/13

2013/14

33.00

32.72

2.3 Out of Hours A&E Attendances (Adults)
Overall out of hours attendances to A&E have increased on the 1213 position with an extra 215
attendances in the relevant time period. This increase is not statistically significant and there are
no statistically significant movements in any of the three cohorts, suggesting there is no knock-on
impact of extra in-hours capacity on out of hours attendances in adults.
2.4 GP-Spec Defined A&E Attendances (For Conditions)
GP-spec A&E attendances are those which occur in-hours, are self-referred, have no procedures
and either no treatment or a prescription only and are classed as ‘minor’ HRGs. In essence, the
targeted group which could probably have been dealt with in primary care.
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Practices without schemes

Practices with schemes
5.50
Rate Per 1000 HCHS Popn

Rate Per 1000 HCHS Popn

5.50
5.00
4.50
4.00
3.50
Rate

2012/13

2013/14

5.15

4.88

5.00
4.50
4.00
3.50
Rate

2012/13

2013/14

4.52

4.00

Again, during both winters, demand was statistically higher for patients in the cohort of practices
with no scheme. However, whilst there was no significant difference in the rate of attendance
between 1213 and 1314 in practices with no scheme, there was a statistical decrease in the rate
of GP-spec defined A&E attendances for the cohort of practices with Winter Pressures schemes in
place. It should be noted that by applying a conditions filter to the normal GP spec definition, we
have effectively analysed AE activity which fits the new Liverpool Quality Improvement scheme
definition, which practices will be paid to target in 2014/15.
2.5 A&E Attendances of Children
Five practices identified in their bids that they would be specifically targeting children in-hours as
part of their Winter Pressures scheme. Additionally, many of the other schemes had the potential
to absorb child-related demand without being specifically targeted at them.
The overall level of A&E demand for children has remained stable when comparing winter 1314 to
the same time in 1213 (+ 84 attendances).
2.6 Children’s A&E Activity: All-In Hours
Analysis of all in-hours A&E attendances of 0-14 year olds reveals that whilst all three cohorts had
demonstrated a decrease in activity in winter 1314 versus the same time period in 1213, none had
shown a statistical reduction in their in-hours activity rate. See graphs below.

Rate

2012/13
19.17

2013/14
16.88

19.5
19.0
18.5
18.0
17.5
17.0
16.5
16.0
15.5
Rate

Practices with No Scheme
Rate Per 100 HCHS Popn

19.5
19.0
18.5
18.0
17.5
17.0
16.5
16.0
15.5

Practices with Any Scheme
Rate Per 100 HCHS Popn

Rate Per 100 HCHS Popn

Practices with Child Schemes

2012/13

2013/14

17.12

16.89

19.5
19.0
18.5
18.0
17.5
17.0
16.5
16.0
15.5
Rate

2012/13

2013/14

19.06

18.83
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2.7 Children’s A&E Activity: Out of Hours
Analysis of Out of Hours activity in this category gives more mixed result. Practices with schemes
targeting children specifically have shown a decrease in their rate ( -31 attendances). The rate of
activity for practices with any type of scheme has remained static (-15 attendances) and the rate
for practices which had no scheme whatsoever has increased very slightly (+24 attendances).
None of these movements is statistically significant.
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2012/13

2013/14

27.08

25.33
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Practices with No Scheme
Rate Per 100 HCHS Popn

27.0
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Practices with Child Schemes
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23.78

23.71

27.0
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23.0
22.0
21.0
20.0
Rate

2012/13

2013/14

23.74
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Analysis of the impact of all in-hours extra capacity bids does not demonstrate a statistical impact
on out-of-hours Children’s A&E attendances.
2.8 Children’s A&E Activity: GP-Spec Defined Activity (Conditions)
As previously mentioned, this is a sub-set of in-hours activity that primary care may reasonably be
expected to impact upon. The graphs below illustrate the GP-spec defined activity (for conditions)
for 0-14 year olds during Winter 2012/13 and 2013/14- they show the rates for the five practices,
the rates for all practices who had a scheme of any type and finally, the rates for the practices with
no scheme at all.
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1.0
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Interestingly, when comparing Winter 12/13 and Winter 13/14, all three cohorts exhibited a
statistically significant decrease in the rate of attendance. The fact that the practices with no
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schemes also demonstrated this decrease suggests that factors other than the Winter Pressures
schemes may have influenced this (or alternatively they had other projects which reduced demand
in a similar way to Winter Pressures schemes did).
3. Emergency Admissions
3.1 ACS (Ambulatory Care Sensitive) Admissions
Most practices who bid for Winter Pressures money believed they would demonstrate a reduction
in emergency admissions and in particular ACS admissions. These are admissions for conditions
which are regarded as amenable to treatment in the primary care setting. There are two definitions
in use for identifying these admissions, one locally agreed for the purposes of GP Spec and
another national definition used in the NHS Outcomes Framework. The locally agreed definition is
narrower and felt to be more representative of activity that is most susceptible to GP intervention,
this analysis has therefore been carried out using the locally agreed definition. For the purposes of
this particular activity type, children and adults have been dealt with together due to the numbers
of admissions of children being so small.
The change in ACS admissions between winter 12/13 and winter 13/14 was only -19 across the
whole of the city. No cohort of practices demonstrated a statistically significant change. (See graph
overleaf.)
ACS Admissions At Local Providers
800
700

1213
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1314
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400
300
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Practices with Proactive
Targeting Schemes

Practices with No Scheme
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1314
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1314
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5.0
4.0
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1.0
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1213

1314
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5.45

As you can see from the graphs above, none of the cohorts of practices demonstrated a
statistically significant change in ACS admissions between Winter 12/13 and Winter 13/14.
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3.2 Admissions of Complex / Vulnerable Patients (Non-Nursing Home)
This cohort of patients is exceptionally difficult to identify because it depended on the subjective
view of the clinicians in the practices who chose to target them. To provide a proxy, patients who
were risk scored at 70% or above at the beginning of November 2013 and who were / are not
involved in the integrated care programme have been used. There are a number of problems with
this, for example, those patients may have become more complex / unwell since the same time in
the previous year so we may not be comparing like with like. Moreover, patients at such high risk
may already have been targeted by the practices for intervention other than the integrated care
programme following identification of those patients on the risk stratification tool. Nursing Home
admissions were excluded from this section of the analysis, see later.
All three cohorts of practices have demonstrated a statistically significant decrease in emergency
admissions relating to these patients. However, this change appears to be relating to factors
unrelated to Winter Pressures. The change was very marked, so a trend analysis was performed
which shows a clear drop off in emergency admissions for these patients from August 13 onwards,
so well before the schemes commenced.
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3.3 Emergency admissions from Nursing Homes
Citywide, there were 3072 admissions from care homes during Winter 13/14 compared to 2733 in
the same period in 12/13, a decrease of 339 admissions. This is a statistically significant
decrease. Further breakdown reveals that practices with no scheme did not exhibit a significant
decrease but neither did those practices who had nursing home schemes in place. However, when
all practices with any scheme in place is analysed, that cohort did show a statistically significant
decrease. It may be that the nursing home schemes were effective but that the volume of
practices / patients was not great enough to demonstrate a statistical change at the 95%
confidence level, or it could be that other actions taken as part of the wider provision of schemes
have influenced nursing home admissions in other ways. The graphs below illustrate the rate
changes shown across these three groups of practices.
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4. UC24 Calls
A key plan in the bids was for a number of practices to increase their out of hours capacity. It is to
be expected therefore that an impact would be demonstrated on UC24 calls within the relevant
time period. NB Any rates referred to in this section have been calculated using the GMS weighted
population as opposed to the HCHS weighted population as this is a more appropriate weighting
for reflecting work in primary care.
When comparing winter 1213 (rate: 58.34) with 1314 (rate: 54.98), there is a decrease in UC24
calls of just over 1100, this is a statistically significant reduction. Further analysis reveals that all
cohorts of practices exhibited this statistically significant reduction, it was not confined to those
practices offering extra OOH capacity or even those offering any sort of Winter Pressures scheme.
Unfortunately, there is no age information available in the UC24 data that would help us to
understand if this UC24 is driven specifically by calls relating to children or adults.
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The fact that even the practices with no schemes in place showed a statistical decrease in UC24
between the two time periods again suggests this is relating to factors other than the Winter
Pressures schemes.

9

5. Impacts in General Practice
In this section, we have attempted to summarise the impact in General Practice of the Winter
Pressures schemes, something which cannot be demonstrated through quantitative analysis of
unplanned care activity. This information is based on that reported by the practices in response to
questioning about in-practice impacts.

5.1 Impact of Extra Out of Hours Capacity
Practices reported a mixed set of results. A theme across several of the practices is that uptake of
the extra out of hours capacity was poor, thereby reducing any impact that the extra clinics may
have had In particular, in one scheme, where a neighbourhood had joined together to offer
Saturday morning clinics, a lack of co-operation from UC24 was cited as the main reason for a
lack of uptake. In the practices where uptake was good, however, practices reported positive
impacts. Examples of these include less busy / more organised clinics on Mondays as a result of
reducing the usual Monday rush. A number of practices reported having good feedback from
patients who are usually working during normal surgery hours and some had even received
complaints that the extended clinic had ended.
Examples of success:
“Having the lights on late also prompted some patients walking past to drop in, including one man
whose frail mother had fallen. The doctor visited her and she did not need to attend hospital which
she would have done otherwise.”
“They only did Saturday clinics but this still had a positive impact on their regular clinics. Mondays
would usually be extremely busy but with the weekend capacity they were only dealing with the
new patients who presented on a Monday so were able to fit everyone in and not be as hectic.”

5.2 Impact of Extra In-Hours Capacity
Overall, the extra in-hours capacity provided as part of Winter Pressures has been well received
by patients, based on the practice feedback. From the feedback it was clear that the staff in the
practices themselves also felt enthusiastic about the impact internally at the practice. A number of
practices commented how quickly the extra slots filled up. Other practices noted that as a result of
the extra capacity, they were able to offer the patients an appointment when they wanted one,
rather than them having to wait. Some practices reported that they were able to provide more
telephone consultations whilst at the same time reducing the waiting time for those consultations.
Examples of success:
“The extra appointments were quick to fill up. There was only a 1 hour wait, if they called in the
morning they were seen in the morning. Evening appointments were beneficial for patients who
work or have children.”
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“Waiting times were much improved, the extra sessions absorbed all the book on the day
appointments so patients were rarely waiting more than a day. Waiting times since Winter
Pressures stopped are back up to a week for routine appointments.”

5.3 Impact of Targeting Nursing Homes
Practices have reported good feedback on the extra nursing homes visits both from practice staff
and from the staff and patients in the nursing homes. A particular theme was the improvement and
strengthening of relationships between the practices and the nursing homes. Several practices
mentioned that they were now receiving a reduced number of telephone calls from their nursing
homes because staff at the homes knew that a doctor would be available at a certain time anyway.
Examples of success:
“More familiar now with the patients who in some circumstances no GP had seen due to
Community Matron involvement.”
“I have been in touch with the nursing home that we provided extra support to courtesy of the
Winter Pressures funding, and received some very positive feedback. They found the additional
visits “absolutely wonderful” …..the recurrent routine visits during the week reduced the number of
phone calls and acute visit requests.”
“As well as hopefully having a positive impact on hospital admissions we noticed that the nursing
homes would rarely contact them over the rest of the week knowing that there would be a visit on
the Monday.”

5.4 Impact of Extra Child-Targeted Capacity
Only a small number of practices identified schemes specifically aimed at this activity. The
feedback from practices tended to be general, e.g. reduced waits rather than specifically relating
to children. Two practices reported that they were able to supply appointments on the same day
as a result of the scheme.
Examples of success:
“The children’s clinic went brilliantly, Alder Hey referral rate was very low during this period and the
mothers were happy with the service. Practice started running two each day it was so full. It
worked so well that the doctors would consider doing the children’s & vulnerable clinics again in
the future even if Winter Pressures were not to continue”

5.5 Impact of Targeting Complex/Vulnerable/Housebound Patients (Not in nursing homes)
Practices operating schemes of this nature reported them to be successful. A strong theme in the
feedback was that taking a proactive approach had enabled them to educate patients not only in
the management of their conditions but also in making the best use of health services.
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Examples of success:
“Care plans were put in place for patients who needed them and this might not have happened
without these visits being funded so shows that has been beneficial.”
“The patients were really pleased that the practice was being proactive instead of waiting until they
were sick or requested an appt.”

5.6 Impact of Coffee Morning
The practice involved in running the coffee morning has expressed extremely positive feedback
and have entered themselves for ‘Innovators of the Year’ as part of the General Practice Awards.
It was arranged so that different community groups / speakers could attend each week to make
contact with patients they may not otherwise reach.
Examples of success:
The following is extracted directly from their entry:
•

“The meeting was attended by a minimum of 25-30 patients every week.

•

30 Dementia screening was undertaken, 100 Blood pressures taken, 12 health checks
done.

•

The group was involving and enrolling themselves in the various programmes.

•

Their feedback was very positive and explained the benefits they have received by
attending these sessions.

•

The community organisations were so happy to be able to reach the right people from the
right place. In their words, they said they have never seen such an effective outcome ever
before.

•

This has been a great way to educate patients on the changes in the health care system.
How to choose well and avoid A&E unless there is a necessity.

•

We as a practice were able to understand the connections between patient and the various
service organisations, how we can refer patients to the community more for most of their
needs.”

5.7 Impact of Support Line
The practice reported that the hostel advice line only impacted on a small number of patients but it
had a big impact on those individuals.
Examples of success:
“Made a big difference as these are chaotic patients who use A&E a lot. Hostels would usually
direct them straight to out of hours or A&E but this allowed the practice to manage them
themselves and prevented admissions.”
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Appendix 1: List of ‘Conditions’ Diagnoses Included in A&E Analysis
Code
03
17
18
20
22
23
24
25
26
27
28
29
30
31
32
33
34
35
37
38
39

Diagnosis
Soft Tissue Inflammation
Infectious Disease
Local Infection
Cardiac Conditions
Other Vascular Conditions
Haematological Conditions
Central Nervous System Conditions (Exc
Strokes)
Respiratory Conditions
Gastrointestinal Conditions
Urological Conditions
Obstetric Conditions
Gynaecological Conditions
Diabetes and other Endocrinological
Conditions
Dermatological Conditions
Allergy
Facio-maxillary Conditions
ENT Conditions
Psychiatric Conditions
Social Problem
Diagnosis Not Classifiable
Nothing Abnormal Detected
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Lead Governor
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Summary

Recommendation

Engagement and Equality and Diversity Planning,
Delivery and Governance
Dave Antrobus / Moira Cain, Dave Webster, Clinical lead
Cheryl Mould, Head of Primary Care Quality &
Improvement
Sarah Dewar
The purpose of this paper is to propose an investment of
£312,500 over two years to establish engagement
infrastructure to enable effective engagement for Healthy
Liverpool Programme and ongoing public engagement,
particularly with equality and diversity groups and
vulnerable communities in order to meet statutory
requirements and improve health outcomes. The paper
presents the Engagement Delivery Plan (ANNEXE 1) and
the Corporate system for managing communication and
engagement contacts (ANNEXE 2)
The Business Case is also attached.
That Liverpool CCG Governing Body:
 notes the Engagement Delivery Plan 2014
(ANNEXE 1) and particularly in the light of LCCG
statutory engagement and equalities duties,
endorse the process put forward to plan and assess
service/policy changes set out in appendix 2 of the
Delivery Plan.
 Supports the establishment of a corporate
database for managing communications and
engagement contacts (ANNEXE 2) and the
recommendations therein
 supports the associated investment proposal for the
engagement delivery plan
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Impact on improving
health outcomes,
reducing inequalities
and promoting
financial
sustainability

Relevant Standards
or targets

• Engaging patients and improving equality has direct
impact on the effectiveness of services and health
outcomes.
• Ensuring engagement and consideration of
vulnerable people helps to reduce inequalities
associated with access to health services.
• Effective engagement supports delivery of services
that are effective and more financially sustainable.
CCG duty to involve patients and public
Public Services Equality Duty

Engagement Infrastructure Proposals
1.

PURPOSE

The purpose of this paper is to propose:An investment to enable some of the engagement structures to be put in place,
particularly around equalities groups, and to present the
• Engagement Delivery Plan (ANNEXE 1) including:- Corporate approach to planning engagement and assessing equality
and diversity implications when making service and policy changes
- Key infrastructure needed to support engagement going forward
• Corporate system for managing communication and engagement contacts
(ANNEXE 2)
2.

RECOMMENDATIONS

That Governing Body: notes the Engagement Delivery Plan 2014 (ANNEXE 1) and particularly
in the light of LCCG statutory engagement and equalities duties, endorse
the process put forward to plan and assess service/policy changes set
out in appendix 2 of the Delivery Plan.
 Supports the establishment of a corporate database for managing
communications and engagement contacts (ANNEXE 2) and the
recommendations therein
 supports the associated investment proposal for the engagement delivery
plan.
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3.

BACKGROUND

CCGs have the following statutory duties as regards engagement…
• involving individuals in decisions relating to prevention or diagnosis of
illness, their own care and treatment and in having patient choice
• making arrangements to secure that individuals to whom the services are
being or may be provided are involved
a) in the planning of the commissioning arrangements by the group,
b) in the development and consideration of proposals by the group for
changes in the commissioning arrangements
c) in decisions of the group affecting the operation of the
commissioning arrangements
CCGs are also subject to the Equalities Act and Public Sector Equality Duty
under which public bodies have to consider all individuals when carrying out
their day-to-day work – in shaping policy, in delivering services and in relation to
their own employees.
The Public Sector Equality Duty requires that public bodies:
a) have due regard to the need to eliminate discrimination
b) advance equality of opportunity
c) foster good relations between different people when carrying out their
activities
LCCG GB has recently agreed its objectives and formal reporting as required for
the Equality duty. This process supports the implementation of that approach.
LCCG adopted an engagement strategy in 2013. The Delivery Plan set out in
Annexe 1 to this report intends to introduce structures, process and
mechanisms in order to enable implementation and to put some of the
foundations in place which will support engagement for Healthy Liverpool.
Proposals reflect the work of and have been agreed by the Patient Engagement
and Experience Group (which includes LCCG Governing body leads, patient
and VCSE voices and LCC) and support the developing approach to
communications and engagement for Healthy Liverpool.
4.

Proposals

Over the five years of the Healthy Liverpool programme LCCG intends to make
a step change in engagement activity so that individuals, families, carers and
communities feel supported and empowered to achieve more control over their
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health and to work in partnership with health care professionals to improve
health, and act as champions for creating a healthy Liverpool.
LCCG requires a corporate approach to engagement. The delivery plan
recommends engagement structures around the engagement and
commissioning cycles and using a staged model to Inform, Consult, Involve,
Collaborate and Empower. This makes clear the strong links necessary with
communications. The report identifies current engagement mechanisms and
gaps and proposes processes and actions to address these.
Key to the engagement approach is establishing the infrastructure to enable
LCCG to engage with the city’s diverse populations and the investment proposal
for £312,500 over two years is centred on establishing this by working in
partnership with appropriate organisations and their communities.
A clear issue identified has been the lack of a corporate approach to planning
engagement, assessing equalities implications and managing the risks of these
issues. Appendix 2 of the delivery plan sets out a process to enable LCCG to do
this. The approach was developed in response to needs identified by
programme leads. It has been tested in conjunction with the programme leads
and represents a welcomed, working model for planning engagement and
equalities assessments. This is a summary of the assessment and assurance
process proposed in Appendix 2 of the Engagement Delivery Plan (ANNEXE 1
to this report).

Consequently it is proposed a report regarding engagement should be tabled to
Primary Care Committee for the Healthy Liverpool Programme Leads Board
regarding these matters on a regular basis. This will form part of the audit trail
for engagement and equalities issues should any challenge to LCCG be
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presented. ANNEXE 1 to this report is the Delivery Plan with Appendix 2 of that
setting out the planning and assessment process.
The delivery plan recognises that NHS Liverpool CCG needs a corporate
system for managing contacts and engagement which allows effective storage,
segmentation, analysis and communication with stakeholders. The My NHS
system offers a powerful solution to LCCG for effective management, analysis
and reporting of contacts and engagement processes, particularly to support
Healthy Liverpool. It is available to CCGs for free during 2014/15 because NHS
England is funding a pilot of the system. Subsequent annual fees are small and
included within the investment proposal. Annexe 2 to this report sets out more
detail on the scheme and steps necessary for effective introduction, including
management support.
5. Conclusions
The proposals in this paper reflect work undertaken to identify LCCG experience
to date in engagement, gaps and needs of staff to meet statutory duties. Taken
forward together the proposals will make a step change in the readiness of the
organisation to conduct meaningful engagement and also support developing
communications plans.

Sarah Dewar
Third Sector and Sustainability Lead
4/9/14
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NHS Liverpool Clinical Commissioning Group
Investment Proposal Outline
Programme
Engagement
Title of Proposal
Establishing Public and Patient Engagement Infrastructure to support LCCG and Healthy
Liverpool
Lead
Governing body lead

Approval (signed)

Date
2/9/14

Dave Antrobus
Programme lead

1/9/14
Cheryl Mould

Finance lead

Purpose of Investment Proposal
Seek resources to establish engagement infrastructure to enable effective engagement for
Healthy Liverpool Programme and ongoing public engagement, particularly with equality and
diversity groups and vulnerable communities, to meet statutory requirements and improve
health outcome goals.
Strategic Context
LCCG has a legal duty to involve patients and the public as outlined in the NHS Act 2006
and the Health and Social Care Act 2012. This places a requirement on LCCG to involve
patients, the public and carers in:
• decisions relating to prevention or diagnosis of illness, care and treatment
• in planning of commissioning arrangements
• in the development and consideration of proposals for changes in the commissioning
arrangements – where the implementation would impact on the manner in which
services are delivered or on the range of services available
• in decisions to be made by LCCG affecting the operation of commissioning
arrangements
LCCG is required to report annually on how we have met this duty to involve patients and
the public and will need to evidence appropriate engagement for service changes,
particularly should any challenges arise. The Mandate to NHS England 2014/15 sets out
four clear tests for service reconfiguration, one of which is strong public and patient
engagement. NHS England guidance, ‘Planning and Delivering Service Changes for
patients’, December 2013 makes clear the need for robust engagement throughout the
process as well as for formal consultation.
Other requirements for CCGs which relate to good engagement include upholding the NHS
Constitution, providing patient choice, ensuring that services are patient centred, reducing
inequalities, promoting integration and the Equality Act 2010 and Public Sector Equality
Duty.
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LCCGs values reflect the commitment to be ‘Patient Focused’ and to empower patients in
individual care and planning and monitoring of services. LCCG has adopted a Stakeholder
Engagement Strategy which sets out the following objectives:1) Continue to develop an effective communications and engagement infrastructure
to ensure continuous and meaningful engagement with the public, patients and
stakeholders, to enable them to inform and be active in commissioning decisions.
2) Ensure that there is a strong focus on patient experience, and that intelligence in
this area is captured and recorded in a way which allows it to be acted upon.
3) Ensure that the individuals responsible for supporting the commissioning process
have a full understanding that “engagement is everybody’s business” and
recognise their responsibilities to consult and engage with patients, the public
and key stakeholders throughout the commissioning cycle, and are able to put
this knowledge into practice.
This strategy is supported by an Engagement Delivery Plan which has recently been
approved by the Patient Engagement and Experience Group and Primary Care Committee.
In the delivery plan an assessment has been made of LCCGs engagement approach to date
which has identified the following successful activities employed during 2012/14:Governing body Lay Members appointed and very active in CCG governance
structures and external liaison
Neighbourhood and locality structures facilitating engagement with GPs
Provider engagement meetings – through HLP/contracts etc.
Public Meetings
Website / intranet / bulletins
Insight, surveys, focus groups, patient meetings for some programme areas
PPGs / Patient Forums developing
Mental Health Consortium
Dementia forum starting
Consultation for specific programmes eg diabetes
Links with third sector through LCVS, HealthWatch etc.
REACT database exists for recording engagement
Collaborative engagement planning with Liverpool City Council

The Engagement Delivery plan notes that these create an excellent basis on which
engagement to support Healthy Liverpool can be built. However, the following are
considered as gaps in the approach :a.
b.
c.
d.

e.
f.
g.
h.
i.

A corporate process to guide staff planning service changes and to ensure
engagement requirements are met
Engagement of public and patients that is systematic, ongoing and inclusive for
our diverse population
Facilitate engagement appropriate for vulnerable groups and those with
protected characteristics
Comprehensive mechanisms for understanding the needs of patients rather than
conditions and converting these into commissioning decisions and service
delivery improvements
Support for staff in meeting engagement commitments
Involvement of patients/public in service specifications and procurement
Effective capture and management of stakeholders details and recording of
engagement activity
Processes to ensure patient experience and engagement responses are fed into
decision making and reporting how they have influenced decisions
Capacity and expertise to deliver an intensive, robust engagement programme in
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support of Healthy Liverpool
These are priority areas which require development to enable LCCG to meet its engagement
commitments, to meet the engagement test for the reconfiguration elements of Healthy
Liverpool and to ensure proposals are responding to patient and public need.
Current Arrangements
Engagement support is currently commissioned as follows:− CMCSU – providing advice, toolkits, databases and support for the Engagement
Programme team. There is potential for additional time to be purchased for specific
engagement activity.
− LCC commission HealthWatch Information (Laridae) and HealthWatch Scrutiny
(LCVS) both provide services which benefit LCCG engagement approaches to
varying degrees.
−

LCC have agreed in principle to collaboration around their existing Making It Happen
service user engagement groups and their provider networks.

Service Objectives
The objectives for the service/s proposed in this investment proposal (derived from the
priority areas set out above) are to create the infrastructure to allow:b. Engagement of public and patients that is systematic, ongoing and inclusive for our
diverse population
c. Facilitate engagement appropriate for vulnerable groups and those with protected
characteristics
d. Comprehensive mechanisms for understanding the needs of patients rather than
conditions
e. Support for staff in meeting engagement commitments
f. Involvement of patients/public in service specifications and procurement
Options and Opportunity Costs
The following options have been considered in developing the recommended proposal.
1. Extension of contract with CMCSU – the CMSCU is not considered to have the local
community knowledge or relationships to enable effective input from diverse and
vulnerable communities required for this service.
2. Commission additional activity from Healthwatch Scrutiny – this service currently has a
limited volunteer base which is not representative of Liverpool’s diverse population and
does not currently have the relationships in place to bridge between LCCG and all the
required communities. The service is to be re-commissioned Spring 2015 and it is
considered too great a risk to place these requirements solely with Healthwatch
Scrutiny at this critical time for HLP, although they may be able to contribute to the
recommended proposal.
3. Increase internal capacity for community engagement – this would be unable to
generate the relationships with communities as required at least without considerable
capacity and years of development time. It would also increase staff numbers and be
likely to be a higher cost for lower return.
4. Commission support directly from a range of community organisations – utilises skills,
knowledge and relationships of community organisations with Liverpool’s diverse
communities, demonstrates LCCG commitment to hearing diverse voices and to
partnership building with communities and investing in community assets as a means
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of health improvement. It also enables a flexible approach bringing in the right skills
and relationships at the right time.
Option 4 is considered to present the best opportunity for LCCG to meet the objectives. The
current infrastructure for engagement is considered inadequate to enable LCCG to meet
statutory duties for involvement and equalities. This investment proposal therefore presents
a significant opportunity to reduce risk to the organisation and the Healthy Liverpool
Programme.

Outline of Proposal
It is proposed that a package of support is commissioned to establish essential engagement
infrastructure which will form the basis for future engagement activity both for Healthy Liverpool
and LCCG longer term. The proposed approach enables specialist skills to be harnessed to best
meet desired outcomes. These proposals will underpin and enable communications, marketing
and engagement activity being planned for Healthy Liverpool and so is complementary to this
work.
Healthy Liverpool engagement needs to be planned in detail to support both overall strategy
development and individual programme and service changes. An Engagement and Equality
Planning and Assurance process has been developed with input from Programme leads and
agreed by the Patient Engagement and Experience Group and Primary Care Committee, which
includes the package of support set out for investment here as well as a structured process for
developing and planning engagement activity. Particular attention needs to be paid to ensuring
engagement with vulnerable and protected characteristics groups to meet equalities duties.
Ongoing engagement mechanisms need to be established as a platform for building
relationships for future engagement activity.
The following are the key delivery action areas identified in the Engagement Delivery Plan
where financial investment is required:- (numbering matches items identified in delivery plan)
Year 1
Year 2
Total 2
cost
unit unit cost
year cost
b. Engagement of public and patients that is systematic, ongoing and inclusive for our
diverse population
i. development and management of
£6,000
12
25
£12,500
£18,500
public/patient forum
ii. development and management of a
public/patient volunteer recruitment &
participation programme, commissioning
support for this as required, including training
and developing ongoing communities of
interest – patients and members of the public
who, alongside PPGs will provide a broad
spectrum on ongoing input, insight and
£17,500
35
60
£30,000
£47,500
experience information.
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iii.development of public/patient forum
and support for PPGs using a variety of means
of engagement to suit the preferences of
individuals and enable participation from
different groups
iv. commission appropriate
communication / engagement support from
relevant third sector infrastructure
organisations eg LCVS / Healthwatch, to
enable their assets to be utilised to support
ongoing engagement needs

£6,000

12

25

£12,500

£18,500

£10,000

20

48

£24,000

£34,000

v. Budgetary allocation for events

£15,000
£30,000
£45,000
c. Facilitate engagement appropriate for vulnerable groups and those with protected
characteristics in the Equality Duty.
i. Commission on-going and/or one off support
and activity from appropriate VCSE
organisations to facilitate building and
maintaining relationships with diverse
15gr
communities, empowering individuals and
oups
groups to participate and ensuring meaningful
*10=
engagement can take place on relevant issues
150
£75,000
£97,500
in a timely manner.
£22,500
ii. Commission services to provide information
in alternative formats to support effective
engagement
h. Effective capture and management of
stakeholders details and recording of
engagement activity – purchase of licence for
My NHS database (free for first year)
TOTALS

£25,000

£25,000

£50,000

£0

£1,500

£1,500

£102,000

£210,500

£312,500

Costs are based on estimates of the number of activities/communities being involved – over the time
period and/or estimated days of input. A more detailed breakdown is available if required.

This does not represent the full range of investment that will be necessary for communications
and engagement for HLP, but rather the foundations which are required on which future detailed
engagement plans can then build as they are identified.
The above engagement delivery programme comprises multiple small projects which will be
required at different stages throughout the 2 year period. There are a variety of potential
providers. While different skills and knowledge will be required for different engagement
exercises and at different times, these would all require particular knowledge and expertise of
working with Liverpool communities.
In order to meet the engagement requirements, the CCG requires engagement support in
reaching the following Liverpool communities…
- BME
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-

People with Learning Disabilities
People with disabilities/sensory impairment
People with Long Term health conditions and/or with mental health issues
Older People / Children and Young People
LGBTI
Pregnant women/mothers of young children
Victims of abuse
People with addiction issues
Homeless people
Refugees and Asylum seekers
People experiencing poverty

In order to support Programme Managers in efficiently meeting engagement requirements the
following process is considered to be beneficial to LCCG.
It is proposed that an invitation for Expressions of Interest to join a Preferred Suppliers list
(solely for the engagement tasks) is issued for working alongside LCCG for a 2 year
engagement programme delivering the above projects. To be included in the Preferred
Suppliers list, providers will be required to meet set qualification criteria including knowledge of
and experience of working successfully with at least one of the above communities. The suitable
providers would be included on a Preferred Suppliers list and their services would then be called
upon as and when required across the 2 year timeframe. It is proposed that organisations can
register interest with LCCG at any time and those meeting the minimum criteria will be added to
the Preferred suppliers list twice annually.
The following example seeks to demonstrate how this system would work to LCCG and provider
advantage, enabling high quality and timely engagement activity to be undertaken.
Example…
Programme manager identifies that a minority ethnic community have low uptake of a
health service leading to poorer health outcomes. They wish to engage with the community
to understand why this is the case, address any service modifications required and engage
the relevant community in the issue to achieve increased uptake.
In this instance the engagement preferred supplier list would be consulted to see which
providers have the appropriate knowledge and connections to this community to support
the process. This could be two community groups and a translation service for example.
The providers would then be contacted with the specification for the engagement service
and asked to make a costed proposal for meeting the engagement outcomes.

The preferred supplier approach has the following advantages:i.
A fair, transparent and inclusive process for harnessing the expertise of relevant
organisations in meeting engagement duties
ii.
A swift and flexible process to meet needs of LCCG in a timely manner
iii.
Detailed outcomes, outputs, process design and evaluation can be set appropriately for
each process within an overall engagement structure
iv.
Allows providers to respond for those activities they are most appropriately able to
provide and in a timely way.
v.
Builds relationships and understanding

A sub group of the Patient Engagement and Experience Group will be formed to oversee the
formation of the preferred suppliers list.
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Financial Impact (incl. recurrent costs, non-recurrent costs and planned savings)
The range of services set out above are proposed for a two year period. Figures are cost
estimates for each project line based on days or activity or numbers of group sessions
envisaged to meet engagement needs. Funding requested for overall programme costs is
£102,000 for 2014/15 and £210,500 for 2015/16
It is recommended that a two year funding allocation is made for engagement of £312,500 for
2014/15-2015/16 to establish the mechanisms set out above as a foundation on which to build
engagement activity.
Supporting Evidence (incl. reference to available evidence to support the proposal e.g
local of national studies, outcome of pilot, impact of similar initiatives)
Citizen engagement is one of the six characteristics of a sustainable health and care system
and is one of the four tests for major service change and reconfigurations, guidance on this
here… www.england.nhs.uk/wp-content/uploads/2013/12/plan-del-serv-chge1.pdf
NHSE guidance on participation is available in “Transforming participation in health care “,
NHS England, 2013 www.england.nhs.uk/2014/03/13/pat-pub-participation/
In addition to the statutory requirements, there is strong evidence of the benefits of patient
involvement for improved individual health outcomes, improved service design and delivery,
and improved service utilisation…see
http://www.nesta.org.uk/areas_of_work/public_services_lab/health_and_ageing/people_powe
red_health/assets/features/the_business_case_for_people_powered_health
Greater development in the levels of engagement will deliver greater health outcomes directly
from these capacity building approaches.
The approaches set out here are innovative approaches to building good relationships, two
way dialogue and improving health commissioning and outcomes. They are founded in good
practice and as new approaches, they will result in significant learning which will be captured
and utilised for future engagement programmes.

Outcomes (incl. measurement, timeline and reporting)
1)

Corporate outcomes a. Ability to meet CCG statutory requirement for involving patients and public in
commissioning
b. Ability to meet statutory Public Sector Equality Duty
c. Ability to meet engagement test of the four tests for service reconfiguration.
d. Ability to meet HLP commitments to public and patient involvement
e. Enable patient experience to be gathered independently of the provider where
appropriate
f. Embed LCCG and Healthy Liverpool goals in consciousness of Liverpool
communities

2)

Programme outcomes a. Improved understanding of LCCG and Healthy Liverpool among Preferred Suppliers
and engagement participants (before and after survey)
b. Ability of individuals from a diverse range of communities and life stages,
representative of Liverpool’s population, to contribute to CCG commissioning
(participation tracking)
c. Facilitation of two-way communication with communities representative of Liverpool
population
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d. Engagements designed in ways which meet needs of diverse population and allow
meaningful, timely input.
e. Active, well supported and growing volunteer network representative of Liverpool
population, meeting LCCG engagement needs and individual participant ambitions
f. Liverpool’s diverse population able to receive information in appropriate formats to
facilitate participation
g. Engagement enabled to be carried out independently of the provider or in partnership
as appropriate to the situation
3) Project Outcomes These will be set prior to each engagement. They will be derived from the
Engagement Planning Process undertaken with Programme Managers/Patient
Engagement and Experience Group and will form part of a specification for that
engagement that will be given to the relevant Preferred Suppliers prior to
commencing any engagement activity.
Examples may include….
- Increased uptake of screening service among over 70’s
- Improved design of service for victims of abuse
- Increased knowledge of self-care among teenagers with long term conditions
4) Monitoring and Reporting
Monitoring and reporting will be undertaken at corporate, programme and project level.
Evaluating effectiveness requires a variety of approaches. Some aspects can be
assessed quantitatively (eg % of participants from different communities / number of
responses to engagement activities / provision of information for required
timeline/process) others will require a more qualitative approach and will require a
baseline position to be established at the outset of the programme eg. understanding of
LCCG and Healthy Liverpool programme. A detailed monitoring and evaluation process
will be agreed with each provider as part of the project specification utilising the above
framework but reflecting detailed requirements for each project.
Monitoring will also be through corporate processes for engagement and equalities
reporting.
Review (incl. timeline and exit strategy)
Action
Subject to approval at GB Consideration at Finance
Committee
Formation of sub group to oversee preferred supplier list
formation
Sharing of draft specification and qualifications for preferred
supplier list to invite comment and raise awareness
Review documentation
Final invite to express interest
Closing date for EoIs
Assessment and invite to PSL
Consideration of additions to PSL
First year review
Amendments to service / PSL as required
Full review
Decision regarding future approaches

By When
23th September 2014
16th October 2014
20th October 2014
30th October 2014
31st October 2014
17th November 2014
27th November 2014
25th May 2015, 25th Nov
2015, 25th May 2016
December 2015
January 2016
Summer 2016
Autumn 2016

ENDS
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ANNEXE 1

Healthy Liverpool Public and Patient Engagement Delivery Plan 2014
1.

Introduction

In 2013 NHS Liverpool CCG (LCCG) adopted a Stakeholder Engagement Strategy which sets out
our statutory duties for patient and public involvement and a communications strategy. This
document describes a delivery plan for engagement, noting long term objectives and seeking to
build foundations for these and placing an emphasis on the short-term actions necessary to
support effective development of the Healthy Liverpool Programme during 2014/16. There is broad
agreement for LCCG and Liverpool City Council to collaborate in engagement for Healthy Liverpool
as appropriate.
Liverpool CCG has set three long-term engagement objectives (Appendix 1) in its strategy which
guide this plan. This plan recognises Transforming Participation in Health and Care, (NHS
England, 2013), Planning and Delivering Service Changes for Patients (NHS England, 2013) and
NICE guidance for Community Engagement which recognises the role of engagement at individual
and public level in not only informing plan development, but in actively improving community health
long term. It also builds on the IAP2 (International Association for Public Participation) model for
increasing public impact.
Over the five years of the Healthy Liverpool programme LCCG intend to make a step change in our
engagement activity so that individuals, families, carers and communities feel supported and
empowered to achieve more control over their health and to work in partnership with health care
professionals to improve health, and act as champions for creating a healthy Liverpool.
We will achieve this through meaningful, ongoing participation, built on four important pillars:• A culture of patient partnership and knowledge sharing fostered by healthcare professionals;
clear communication, information, involvement and support of patients, carers and families in
care decisions will be the prevalent experience in GP practices, community health and mental
health services and in hospitals.
• Effective partnerships with voluntary, community and social enterprise organisations (VCSEs)
enable the health system to understand the needs of vulnerable groups better, to improve
dialogue and design and deliver more effective services, particularly for those experiencing
health inequalities.
• Strong community capacity and improved wellbeing to create the conditions for more active
health participation, for individuals and communities to shape services and improve delivery,
and to take a proactive role in improving individual and community health.
• Clear and ongoing communication and engagement will enable people to understand how
their experiences, comments, proposals and issues are heard and used to shape better
services.
These will be addressed through this plan, and also LCCGs Social Value and Voluntary,
Community and Social Enterprise Strategies (VCSE) as well as the marketing and communications
strategies and implementation. Effective engagement will be threaded through all programmes
and settings of Healthy Liverpool with particular links through the neighbourhoods, self-care and
prevention workstreams and settings of the Healthy Liverpool Programme.
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2. Current Engagement and Assessment of Gaps
During 2012/14 LCCG has utilised the following engagement approaches..
-

Governing body Lay Members appointed and very active in CCG governance
structures and external liaison
Neighbourhood and locality structures with GPs
Provider engagement meetings
Public Meetings
Website / intranet / bulletins
Insight, surveys, focus groups, patient meetings for some programme areas
PPGs / Patient Forums
Mental Health Consortium
Dementia Forum starting
Consultation for specific programmes eg diabetes.
Links with third sector through LCVS, HW, SEN..
REACT database system exists for recording engagement
Collaborative engagement planning with Liverpool City Council
These create an excellent basis for the Healthy Liverpool Programme to build on. However, the
following are considered as gaps in the approach:j.
k.
l.
m.
n.
o.
p.
q.
r.

A corporate process to guide staff planning service changes and to ensure engagement
requirements are met
Engagement of public and patients that is systematic, ongoing and inclusive for our diverse
population
Facilitate engagement appropriate for vulnerable groups and those with protected
characteristics
Comprehensive mechanisms for understanding the needs of patients rather than conditions
and converting these into commissioning decisions and service delivery improvements
Support for staff in meeting engagement commitments
Involvement of patients/public in specifications and procurement
Effective capture and management of stakeholders details and recording of engagement
activity
Processes to ensure patient experience and engagement responses are fed into decision
making and reporting how they have influenced decisions
Capacity and expertise to deliver an intensive, robust engagement programme in support of
Healthy Liverpool

3. Overall Structure for Delivery Approach
The current activity and gaps create priority areas which require development to enable LCCG to
meet its engagement commitments, to meet the engagement test for Healthy Liverpool and to
ensure proposals are responding to patient and public need. These issues are addressed in
actions set out in 4 below.
Engagement will need to be planned in detail to support overall strategy development and for
individual programme and service changes. Different levels of activity will be required for different
areas of HLP to meet legal requirements and good practice. Particular attention will need to be
paid to ensuring engagement with vulnerable and protected characteristics groups. Ongoing
engagement mechanisms will be established as a platform for building relationships for future
engagement activity.
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Stakeholders for Healthy Liverpool will be very broad and diverse (a matrix is included in the
strategy which includes some of these).
•
•
•
•
•

Public
Patients
GPs
VCSE
Providers

•
•
•
•

Politicians
Employers
Employees
Vulnerable &
Protected

•
•

Characteristics
groups
Partners eg housing,
fire service
Media

Identification of key stakeholders needs to be carried out for each engagement and is included
in the process in Appendix 2.
The Engagement Cycle shows how engagement needs to be integrated into and supports the
commissioning cycle at every stage. This forms part of NHS England Guidance, Transforming
Participation in Health and Care, September 2013, which will be used to support LCCG
planning for engagement.

Engagement Cycle

The International Association for Public Participation (www.iap2.org) and Public Health
guidance models encompass 5 levels of engagement which are described as follows and can
be considered in both individual and public participation processes…
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Nice PH Guidance 9

The IAP2 public participation spectrum model provides a similar and useful staged process:•

Inform – to provide the public with information that assists them in understanding a
problem, alternatives, and/or solutions

•

Consult – to obtain public feedback on analysis, alternatives, or decisions

•

Involve – to work directly with the public throughout a process, ensuring concerns
and aspirations are understood and considered

•

Collaborate – to partner with the public in each aspect of a decision, including the
development of alternatives and preferred solution

•

Empower – to place the final decision-making in the hands of the public

Using the Engagement Cycle and IAP2 model of increasing public participation, LCCG will build
on the engagement it has embarked on to develop richer participatory processes and deeper
involvement of patients and public in both design and delivery of improved health.
Proposals for applying participation models for HLP development and taking into account
current engagement practice and gaps are set out below.

Adopting these models, the following indicates the key approaches that will be utilised for each
level of engagement.
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Engagement Level / Action

Engagement Approach

Inform

Inform using mix of following tools

- About entitlements & rights, NHS
constitution
- Health system and how to use it
- How to manage own health &wellbeing
- How to support others with health &
wellbeing
- How to raise concerns / feedback
- How to get involved
- What important health issues are in city
- What changes are being planned and
why – at strategy, programme and
service level
- The range of solutions for health
challenges being considered
- The responses to engagement/feedback
- Any decisions taken

-

Consult
Informal and formal process
About proposed service changes including
what the service offers, location etc..

Needs planning and development for each
aspect of HLP to determine appropriate
scale and scope and groups and activity

Involve
In the process of understanding needs and
opportunities, developing strategy, service
and pathway redesign, and monitoring
services
Collaborate
Partner with patients and public in making
decisions including assessment of different
options and determining preferred solutions
Empower

-

-

Website
Social media
Newsletter
Info through partner / provider newsletters
Media
VCSE
Employers
PPGs
Existing networks…SEN/health and social
care champions/ disability networks… etc…
Podcasts
Webinars
Blogs
Governing body members in conversation on
a topic… filmed q&a chat on an issue
Reports published

Consult using mix of following tools egs only
Surveys
Deliberative engagement tools
Focus groups
Making website more interactive
Social media
‘Making it Happen’ Groups*
Communities of interest
Public meetings
Community meetings taking place already
Existing networks eg HA resident groups
PPGs and patient forums
NHS Trust patient groups, members
Healthwatch
Expert patient
Insight groups
VCSE
Vulnerable/protected characteristics groups
Expert patient groups / health champions
Tools
As above plus advisory panels, forums etc

As above and
Inclusion in procurement and service review
Decisions

Page 18 of 30

Engagement Level / Action
By placing decisions with patient / public

Engagement Approach
Self- care and prevention, actualisation
Personal health budgets
Patient participation in individual health
decisions
Patient choice
Action learning
People design and deliver services themselves
User-led commissioning of services
Patient/ user-led service delivery
Community grant programme…

Liverpool CCG is keen to develop the collaboration with LCC around engagement and will jointly
plan engagement processes and/or share engagement resources where appropriate.
LCCG will also seek to work with existing engagement infrastructure where appropriate including
LCCs Making it Happen Groups and various Provider Forums as well as VCSE and employer
networks, Healthwatch, and specific fora such as Mental Health Consortia, Dementia Action
Alliance and housing association resident networks.

4. Key Delivery Areas for 2014/15
The following represent the key delivery areas for 2014/15. They will be built into the action
planning process of the Patient Engagement and Experience Group and progress will be
monitored at each meeting.
a.

Establish a corporate process to guide staff planning service changes and to ensure
engagement requirements are met
An LCCG corporate approach to planning engagement and ensuring engagement and
equality duties are met is set out in Appendix 2.
The process involves a structured approach to
•
•

planning engagement,
assessing the risk from different service changes / policies regarding impact on
patients and equality, and
•
having a process for managing risk at an appropriate level within the governance
structure of the CCG.
Ultimately this will provide LCCG Governing Body with the assurance that engagement and
equalities duties are being met in planning for service changes and an audit trail of
processes followed.
The approach was developed and tested in conjunction with the programme leads and the
Patient Engagement and Experience group and represents a welcomed, working model for
planning engagement and equalities assessments. The process requires that programme
leads will complete the assessment to aid their planning and provide evidence of the
approach. This will then be brought to and discussed with the Patient Engagement and
Experience Group, who will score proposals, requesting and supporting ways to improve
and deliver them. The engagement group will complete an assessment which will provide
the basis of a report to Primary Care Committee (PCC) regarding the changes proposed.
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Where the changes are considered low risk it is proposed a summary report be provided to
primary care committee. Where a medium or high risk scenario presents, it is proposed
that PCC consider the report in full and respond to the chair of the engagement group,
Dave Antrobus, in PCC. Where higher risk proposals are being considered it is proposed
that these be considered by the Governing Body. Consequently a report regarding
engagement will be tabled to Primary Care Committee and governing body regarding these
matters on a regular basis. This will form part of the audit trail for engagement and
equalities issues should any challenge to LCCG be presented. A summary of the process
is represented in the chart below and the full process is set out in Appendix 2. Where full
service reconfiguration is involved the appropriate formal process will be required.
Flowchart for Engagement and Equality Planning & Assessment Process
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b.
Engagement of public and patients that is systematic, ongoing and inclusive
for our diverse population
Engagement will be embedded into every workstream and programme in the following
ways…
i.
ii.
iii.

iv.
v.
vi.
vii.
c.

Consideration will be given in every process as to whether public/patient voices have
been heard and continue to be sought.
Development of a volunteer public/patient recruitment & participation programme,
commissioning support for this as required
Development of public/patient forum and support for PPGs using a variety of means
of engagement to suit the preferences of individuals and enable participation from
different groups
Involvement of patients in programme and strategy groups as appropriate
Involvement of patients in service/policy redesign (as per process set out in Appendix
2)
Involvement of patients/public in setting specifications and in procurement processes
Involvement of patients/public in monitoring contracts and service delivery

Facilitate engagement appropriate for vulnerable groups and those with protected
characteristics
LCCG recognises its duty to engage with people who have protected characteristics and
also wishes to ensure the views and experiences of vulnerable groups are heard and utilised
in order to shape improved services and health outcomes. Liverpool has a diverse
population and emphasis will be placed on ensuring appropriate mechanisms are in place to
facilitate meaningful relationships to foster good engagement between communities and
LCCG. To support with this LCCG will:i.

ii.

d.

Commission on-going and/or one off support and activity from appropriate VCSE
organisations to facilitate building and maintaining relationships with diverse
communities, empowering individuals and groups to participate and ensuring
meaningful engagement can take place on relevant issues in a timely manner.
Commission services to provide information in alternative formats to support effective
engagement

Comprehensive mechanisms for understanding the needs of patients rather than
conditions and converting these into commissioning decisions and service delivery
improvements
The following actions will support this area:i.
ii.

iii.
iv.

Ensure mechanisms are in place for patient experience to be comprehensively
utilised in service design
Consider how to develop a research network, linked to the Insight programme,
providing opportunities for ongoing engagement and development of community
research with those involved in insight programmes and utilising volunteers for
research.
Ensure patient experience information is triangulated and a reporting mechanisms is
put into place to capture and address issues of risk
Review patient experience information and Insight research conducted by public
health for CCG, ensure this is incorporated in REACT database and that the themes
and messages are drawn out and acted upon.
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e.

Developing CCG infrastructures and capacity for meeting engagement commitments
Development of the corporate process set out in Appendix 2 is the first key step in
supporting staff and ongoing support will be provided to implement the approach by the
engagement lead.
Setting in place the infrastructure to create the solid foundations for engagement is the
second most important element of supporting staff to meet requirements, establishing the
mechanisms in 3.2 b and c set out above will be a priority to achieve this.
The Patient Engagement and Experience Group will review the corporate engagement
process in light of use by programme leads and propose amendments as appropriate.

f.

Involvement of patients/public in specifications and procurement
Through the volunteer public and patient scheme LCCG will establish training and processes
so that participants can be encouraged and supported to participate in these stages of the
commissioning cycle. This will take place in 2015.

h.

Effective capture and management of stakeholders details and recording of
engagement activity
Introduce corporate database for contact and engagement management and reporting,
proposal is utilising the My NHS system, being rolled out by NHS England in 2014.

i.

Processes to ensure patient experience and engagement responses are fed into
decision making and reporting how they have influenced decisions
Adherence to the corporate process set out in Appendix 2 will address this need and PCC
and Governing Body will need to consider engagement and equality reports as part of
commissioning decision making timelines, ensuring that necessary adjustment are made to
meet requirements.

j.

Clearly articulate roles in delivering engagement elements of Healthy Liverpool as
part of marketing, communications and engagement approach.
Liverpool CCG is enhancing its capacity to deliver a comprehensive marketing and
communications programme in support of Healthy Liverpool and the role of engagement in
supporting this will be clearly articulated and understood.
From this programme, the following elements require activity to be commissioned and will be
subject to investment proposals.
•
•
•

Volunteer recruitment/support
Panel
Database

•
•
•

VCSE engagement
Information in alternative formats
Engagement events

Page 22 of 30

5. Ways to be Involved Throughout the Commissioning Cycle
The intention is to foster a community of people interested in contributing their views,
experience and expertise who will support LCCG engagement objectives. Ways for patients
and members of the public to be involved will include…

Consultations, events,
surveys, through VCSEs,
JSNA, joining CCG
programme groups, sense
checking

Monitoring
delivery,
PPGs,
Patient Fora,
health
champs, peer
support,
patient
opinion/ NHS
choices,
Healthwatch,
friends and
family

Service
redesigns,
PPGs, Insightfocus groups,
surveys,
interviews,
community
research,
…events …

Creating
specifications for
providers,
procurement
Adapted engagement cycle
Public and Patient Participation will be encouraged and enabled through LCCG
communications channels, including website and newsletters, PPGs, networks of special
interest groups, such as those interested in a particular community or health condition,
partnerships with VCSEs, and patient fora existing in real and virtual formats. This network
of people, voices and representatives will be developed during 2014/15.
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APPENDIX 1 – Objectives from Stakeholder Engagement Strategy
4)

Continue to develop an effective communications and engagement infrastructure to
ensure continuous and meaningful engagement with the public, patients and
stakeholders, to enable them to inform and be active in commissioning decisions.
We will know we have achieving this by:

Increased membership of individuals joining patient participation groups.

5)



Evidence on how patient and stakeholders have informed and influenced
commissioning plans.



Use of a range of appropriate methods to engage with key stakeholders,
patients and the public.



Evidence of engagement with “hard to reach and hard to find” members of



the public.
Use of patient experience and other forms of insight data to enhance
engagement and communication activity.



Number of alternative communication formats produced to reach extensive
range of patients, public and key stakeholder groups.



Adopting a “lessons learnt” model to help focus on continuous improvement
across the commissioning and provider landscape.

Ensure that there is a strong focus on patient experience, and that intelligence in this
area is captured and recorded in a way which allows it to be acted upon.
We will know we have achieving this by:
a.
Creating a dashboard of information which collates all intelligence sources to
provide comprehensive evidence to challenge poor experience and build upon
areas of good experience and share the learning across the health economy.

6)

Ensure that the individuals responsible for supporting the commissioning process
have a full understanding that “engagement is everybody’s business” and recognise
their responsibilities to consult and engage with patients, the public and key
stakeholders throughout the commissioning cycle, and are able to put this knowledge
into practice.
We will know we have achieving this by:
a.
Working with member practices to ensure they fully embrace the duty to involve
and where possible enable help facilitate engagement with specific patient
groups to inform commissioning plans, e.g. patients with long term conditions
whose primary care is provided by GPs.
b.

Having supported and skilled workforce who are fully briefed to enable
intelligence based commissioning that is compliant with legal and statutory
duties to involve. This will be evidenced by staff surveys, workforce reviews
etc.



No referral to Secretary of State when undertaking substantial formal
consultations.
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APPENDIX 2 – NHS Liverpool CCG Engagement and Equality Planning and Assurance
Process

Engagement and Equality Planning Process and Risk Assessment
Who is this document for?
LCCG members and staff, patients and volunteers, it may also be useful for Healthy Liverpool partners.
Engagement Duties
LCCG wants and is legally required to involve patients and members of the public in developing policies,
planning, designing and commissioning services and to demonstrate how their views have influenced
decisions. Clinical Commissioning Groups have the following statutory duties in the Health and Social Care
Act 2012 as regards engagement:• involving individuals in their own care and in having patient choice
• making arrangements to secure that individuals to whom the services are being or may be provided
are involved (whether by being consulted or provided with information or in other ways) –
a)
in the planning of the commissioning arrangements by the group,
b)
in the development and consideration or proposals by the group for changes in
the commissioning arrangements where the implementation of the proposals would have an
impact on the manner in which the services are delivered to the individuals, or the range of
health services available to them, and
c)in decisions of the group affecting the operation of the commissioning arrangements
where the implementation of the decisions would (if made) have such an implementation of
the decisions would (if made) have such an impact.
• reporting on these activities annually
Citizen engagement is also one of the six characteristics of a sustainable health and care system and is one
of the four tests for major service change and reconfigurations, guidance on this here…
www.england.nhs.uk/wp-content/uploads/2013/12/plan-del-serv-chge1.pdf
General guidance on participation is available at…
www.england.nhs.uk/2014/03/13/pat-pub-participation/

Equality Duty
The public sector Equality Duty (PSED) requires public bodies to have due regard to:• Eliminating discrimination, harassment & victimization
• Advancing equality of opportunity
• Fostering good relations between different groups and people
An equality analysis (incorporated into this document) is the ongoing process by which LCCG can assess
potential risk of discrimination & breach of the Equality Act 2010.
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How does this document help me?
Healthy Liverpool is about transformation to improve outcomes. Patient and public participation in the
design and delivery of policies and services is vital to making changes that will be effective and will
support empowering patients and communities to be actively involved in improving health.
This checklist will help plan how to achieve public and patient participation, ensure E&D issues are built
into planning early and so meet our duties in both these respects and develop meaningful engagement
that is able to improve outcomes. The earlier public and patients can be involved the better. Levels of
involvement will vary according to what is being looked at and this guide should help determine what you
need to do that is appropriate.
This checklist for engagement is intended to be completed by the relevant CCG staff lead, with input from
clinical and engagement leads as appropriate. The checklist is best completed as early in the process as
possible. It then needs be taken to the Patient Engagement Group for discussion and input, where
possible again as early in the concept phase as possible.
What happens after the form is completed?
The engagement group will review proposals, assess and support in areas that require improvement and
identify high risk issues which need to be brought to the attention of Primary Care Committee and/or
Governing Body. An overview and risk assessment report will be completed by the engagement group at
the end of the discussion and reported to Primary Care Committee. Documentation of this process
provides the necessary governance for Equalities and Engagement Duties.
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ANNEXE 2
Report Recommending Approach For
Stakeholder Contact and Engagement Management
1. Purpose of Report
To propose a powerful solution to LCCG for effective management and reporting of contacts
and engagement processes, particularly to support Healthy Liverpool.
2. Background
Liverpool CCG needs a corporate system for managing contacts and engagement which
allows effective storage, segmentation, analysis and communication with stakeholders.
CMCSU included development of a database in the engagement service offer for 2013/14 and
it is also part of the current year service. The online database has not yet been provided but a
review of the nearly complete package was undertaken a month ago. This led to serious
concerns regarding the system’s functionality. Its design does not enable basic functionality
requirements and has a considerable number of inefficiencies in the process. The system is
considered not fit for purpose and a review of other options has taken place.
3. Proposal and Summary of Suggested Option
My NHS is a software system developed by Membership Engagement Services (MES), who
provide engagement support to more than 143 NHS organisations including 17 CCGs .
NHS England is currently funding a programme nationally for them to establish platforms at
area team level which will be available to CCGs. A demonstration not only provided assurance
that the system will offer all the desired functionality for a corporate contact management
system but also a range of additional functions which would be of significant benefit. These
include the ability to analyse the demographics of those we are in contact with, assess
equalities implications, manage event attendance, run reports and manage mailings.
The basics of the system allow LCCG to:
• Store Members/Stakeholders details and categorise by interest/type etc
• Automatically flags and enables management of duplicate data
• Interrogate the data stored
• Link patient to GP practice
• Record Communications with contact
• Allow outward communications via SMS, postal mailings and email.
• Run reports to show demographic comparisons to the population
• EDS2 report compatibility
• Hold event, attendance and cost information.
• Online form to allow new individuals to sign up online
• Multiple users and editor rights for LCCG staff
• 24-hour access to the system
• telephone and email to MES support
The system is hosted on MES’ secure servers based in the UK, MES is a registered Data
Processor, ISO27001 and ISO9001 certified, MES follows the Code of Conduct of the Market
Research Society. It is a web access system, compatible with LCCG software (requires Flash).
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The system is also updated twice annually with upgrades that respond to the requirements of
customers and already has a number of features developed specifically to meet the needs of
CCGs. It also appears that the system would enable replacement of the REACT database
currently used (poorly) to record engagement activity and provide one integrated system.
The following NHS Trusts locally are already using the system:Royal Liverpool and Broadgreen University, Liverpool Heart and Chest, Liverpool Womens’,
Mersey Care, 5 Boroughs, Southport and Ormskirk, St Helens
4. Costs and implications
The system is being offered free for the first year, 1st July 2014 – 30th June 2015, with costs
being covered by NHS England for the import of data, establishment of CCG ring-fenced data
areas within the area team platform and support for training/establishment etc. Subsequent
years will require the payment of an annual service fee which will be £6375 per annum for the
Merseyside area platform for years 1-5. At present St Helens have signed up, and Halton,
Knowsley and Sefton CCGs are all very interested in the system and so the annual fee for
Liverpool CCG is likely to be £1275 but could be a maximum of £6375 if no other CCGs
commit beyond the first year. Commitment is not required for the second, payable year at this
stage, however there is investment of time and effort to establish the system and roll-out its
effective use, and so a longer term approach is desirable and considered beneficial in the light
of Healthy Liverpool communication requirements as well. Costs for this will be incorporated
into investment proposals for engagement.
To be most effective, there needs to be a fully supported corporate approach to the system
with staff from all departments using it to store data. This will need CO and SMT support to
introduce. As noted there will be some time commitment from colleagues to provide data for
inclusion in the system and to categorise contacts. While there is support from MES to input
data as one block in the first instance, there is inevitably some time commitment to ensuring
appropriate allocation of contacts to categories etc.
It is envisaged that all contacts would be stored in the system, including governing body
members, CX of NHS Trusts, voluntary sector organisations, local authority contacts, engaged
patients and public, regional and national contacts. Preferences for their communications will
be set up to ensure they are contacted only in ways they wish and regarding issues of interest.
Full utilisation of the system is beneficial because reports run from the site to demonstrate
contact will then be comprehensive and useful in case of challenge regarding engagement etc.
Only personal contacts would be excluded from the system. Clearly many staff will use Outlook
for contacting colleagues and a process should be set up to ensure that the most effective
approach is available to staff, but that records held in My NHS are updated frequently and
where formal contacts as part of engagement are made, these are managed through My NHS
to enable comprehensive reporting. For example, communication to the Dementia Action
Alliance should be via My NHS, whereas one to one contact with the chair to plan the meeting
would be through Outlook.
5. Conclusions
At present LCCG has no corporate system in place to support effective contact management
and reporting. This is a significant limitation to efficiency of the organisation and creates risk in
being able to manage contacts effectively and demonstrate appropriate engagement. The
system recommended has significant attractions in being a tried and tested system, offering
high levels of functionality and flexibility to enable LCCG to manage and report
communications and engagement in appropriate and efficient ways. The costs are considered
very reasonable for the service.
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6. Recommendations
It is recommended that :I.

LCCG sign up to the terms and conditions for the first year. This releases a link to the
system and this will then be shared with SMT etc.

II.

LCCG communicate to CMCSU that the contact database is no longer required
(CMCSU are aware of the discussions outlined in this report). This is one element of
the engagement package currently bought from CSU. It is likely that REACT will not be
needed however this should be confirmed at contract notice stage in September and
again is part of a package of toolkits in the CSU offer.

III.

LCCG request that data held on our behalf by CMCSU (understood to be circa 500
PCT contacts) is released to LCCG.

IV.

A key group of those who will be using the system are brought together for a training
and demonstration session and to clarify user/moderator/editor needs and roles.

V.

Discussions take place with colleagues in a variety of roles to ensure that their needs
for the system and an appropriate code for use is developed for LCCG.

VI.

At the appropriate time (likely in next 2 months) communication to all staff is sent from
Katherine Sheerin about the new system and outlining the process and ensuring there
is top level support for it as a corporate approach. Introduction of the adoption of a new
system could also be usefully made at a floor meeting in the early stages.
Sarah Dewar
Third Sector and Sustainability Lead
NHS Liverpool CCG
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Summary

The purpose of this paper is to propose to the Governing
Body that the CCG invest in the Examine Your Options
campaign over the next two years.
The Business Case is also attached.

Recommendation

That Liverpool CCG Governing Body:
 Approves the investment proposal for 2014/15 and
2015/16

Impact on improving
health outcomes,
reducing inequalities
and promoting
financial
sustainability

The proposal aims to support communities across the city
to make more informed choices about when and how to
access urgent and emergency care services. The
programme of activities will target particular communities
across the city throughout the year.

Relevant Standards
or targets

NHS Constitution
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EXAMINE YOUR OPTIONS MARKETING CAMPAIGN 2014/15 & 2015/16

1.

PURPOSE

The purpose of this paper is to outline for LCCG Governing Body, the case for
an all year round communications campaign focusing to supporting patients to
make the right choices when seeking urgent and emergency care services and
requests that the Governing Body supports this investment. The paper outlines
the approach taken to this campaign/strategy, the objectives and benefits in
adopting the approach as an all year round campaign and outlines the findings
from the end of winter evaluation of 2013/14.

2.

RECOMMENDATIONS

That Liverpool CCG Governing Body:
 Approves the investment of £458,699.50 in 2014/15 (pro rata) and the full
amount in 2015/16.
3.

BACKGROUND

It has been reported many times that demand for urgent care is increasing
nationally. It is also well documented that there are still a large number of
individuals who seek treatment at A&E Departments who could have been
treated elsewhere such as in Primary Care. What is clear from work locally is
that the population still remain uncertain as to what options are available to them
when selecting the best option when they have an urgent care need.
In 2007, Knowsley PCT developed the now national campaign of ‘Choose Well’.
In essence ‘Choose Well’ is a communications campaign based upon four key
messages with a standardised range of publicity materials aimed at specific
aspects of the urgent care system. What is important to note is that this
campaign has a general feel with no specific targeting of key groups and nor
does it use local population profiles on which to base its messaging.
Since 2011, NHS organisations within Merseyside have utilised a variation of
Choose Well but with a more distinct and focused approach on specific patient
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groups with targeted materials aimed at enabling more informed choices to be
made when considering what options are available to them. The Merseyside
campaign of what is now referred to as ‘Examine Your Options’ has in the main
been utilised as a winter stand-alone campaign.
Evaluations undertaken have clearly indicated that this campaign has influenced
the choices made by the population during the winter period yet there remains
much work to be done with the population of Liverpool to use services as
appropriately as possible. It is also important to recognise that local behaviours
can only be altered so far through the running of periodic campaigns and
therefore the opportunity to develop a local, year round campaign with ongoing
focus on a wider range of services users’ needs to be considered. This would
however require substantial investment and ongoing evaluation to ensure that
the campaign really is influencing the choices made by our population.
The alternative to this approach is to revert back to accessing the north west
approach of Choose Well. Whilst this approach would require a much lower
level of investment in terms of publicity material, it will lack specific targeting of
particular services users such as children and others whose first choice will be
to attend A&E for all their healthcare needs.
The paper presented here recognises both of these options but favours a
targeted local approach utilising insight evaluation which demonstrates that
behaviours can be influenced and to an extent changed which is important.
Therefore what follows is based upon an investment in the Examine Your
Options approach but as a year round campaign which not only targets specific
groups but also aligns to seasonal variation in demand. While this case is
presented mid 2014/15, it is requested that investment is released for 2014/15
and 2015/16 with annual evaluation at the end of each period. The campaign
has the flexibility to be implemented at any point in the calendar and financial
year. A breakdown of the costs is included towards the end of this paper

4.

EXAMINE YOUR OPTIONS

Liverpool Clinical Commissioning Group’s Urgent Care Strategy aims to
maximise the number of instances when patients receive the right care, by the
right person, at the right place and at the right time. The programme is focused
on designing a simple system that guides patients to where they need to go.
The marketing strategy is part of this programme.
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4.1 Insight
Insight research was carried out in 2010 to support the development of the
Liverpool Primary Care Trust Core Services Strategy 2010-2013 which resulted
in the development of the Examine Your Options campaign. Quantitative
research has been carried out each year to track changes in awareness,
knowledge and behaviours related to core services and changes to service user
groups.
The following findings set the context for this strategy:
• Whilst awareness of most core health services is high, detailed
understanding of modern services (what they offer and when they should
be used) is a lot lower. Improvements have been made over the last three
years, but more can be done in particular for GP OOH and services to
support self-care - nhs.uk and pharmacy
• Most patients who attend A&E departments with non-emergency
conditions do so because they don’t understand or trust alternative
services (excludes those with complex needs and binge drinkers)
• In 2013, 40% of the Liverpool adult population were classified as
comprehensive service users who understand the full range of services
that are available and use them appropriately (this has increased from
25% in 2010)
• The other 60% of the population is divided into four groups – each with
varying levels of understanding about services and different motivations
for using them – and who need to be targeted in different ways using
different messages in order for them to be use services more
‘appropriately’
• There is no centrally coordinated approach to the marketing of core health
services – instead we rely upon service providers to promote their
services, which has led to unclear and conflicting messages being sent out
about core health services
• This is compounded further by the fact that there are no systems in place
to educate NHS staff about core health services or to ensure signposting
is consistent. As a result NHS staff feel that their knowledge of core health
services could be improved
Page 4 of 15

4.2 The ‘Examine Your Options’ Brand
The Examine Your Options brand was developed and tested with service users
as part of the Liverpool Primary Care Trust Core Services Marketing Strategy
2010-13.
The campaign focuses on improving residents’ knowledge of the benefits of
each service to encourage them to use services more appropriately. The
campaign design allows for materials to be targeted for specific service user
groups, so that it highlights the benefits of the service which are most likely to
appeal to them.
Over half of residents (55%) are aware of the campaign which has led to
significant changes in their knowledge and understanding of core health
services. There has been a 16% increase in the number of Comprehensive
Service Users since 2010 and substantial improvements in awareness of some
services, in particular the GP out of hours service (awareness of this service
went from 62% in 2010 to 78% in 2013).
The Examine your Options campaign has the following benefits:
• Based on extensive insight into knowledge, attitudes, motivations and
barriers in relation to service use
• Transferable service user segmentation available to allow targeting in
different areas, if other Clinical Commissioning Groups decided to adopt
the strategy at a later stage
• Campaign creative tested and approved by all service user segments
• Clinician approved
• Proven results
•
Examine your Options is a social marketing campaign that aims to reduce
attendances at A&E departments by raising awareness of the full range of
services available and the benefits these services offer.
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The campaign was developed by Liverpool, Knowsley and Sefton PCTs as part
of the North Mersey QIPP Urgent Care programme and has been adopted as
the single campaign addressing this issue in all three areas since 2011.
The benefits of using Examine Your Options
• Based on extensive insight into knowledge, attitudes, motivations and
barriers in relation to service use
• Transferable service user segmentation available to allow targeting in
different areas
• Campaign creative tested and approved by all service user segments
• Clinician approved
• Proven results
A transferable, insight-based approach
The campaign is based on in-depth insight into the knowledge, attitudes,
motivations and barriers of residents across these three areas. In 2009-10
extensive secondary, qualitative and quantitative insight work was undertaken in
Liverpool. The result was a segmentation of five unique types of service users in
the adult (17+) population.
Following creative development, the Examine Your Options creative concept
and messaging was tested with the five segments. All were found to be
receptive to the campaign and felt that it would positively influence their
behaviours.
In 2011 the quantitative study was repeated in Liverpool, Knowsley and Sefton
to validate the segmentation across North Mersey. The study confirmed that the
five service user types were prevalent in all three areas, with expected
variations in sizes of groups for each area.
The fact that the segmentation works in three different populations, each with
different service configurations illustrates how it is transferable to other areas
outside of North Mersey, should other clinical commissioning groups wish to
adopt the segmentation and Examine Your Options campaign in the future.
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Clinician approved
Extensive stakeholder engagement was carried out across North Mersey when
developing Examine your Options and buy-in was gained from all service
providers within the urgent care system. Clinicians favoured the messages
focusing on primary care as the first point of call and the benefits driven
messaging about services to previous urgent care campaigns.
Proven results
The campaign has been evaluated across North Mersey following the winter of
2011/12 and 2012/13. The campaign has been successful in increasing
awareness and confidence using services other than A&E, in particular the GP
out of hours service.
The result has been a shift in the segmentation. For example in Liverpool there
has been a 15% increase in the number of Comprehensive Service Users
between 2010 and 2013 – the segment who have the best knowledge and who
are most likely to use services appropriately.
As awareness of the benefits offered by GP practices and the GP out of hours
services increased across North Mersey, all three areas have seen a decrease
in Modern Service Users (the segment who favour services offering
convenience such as walk in services and A&E) with 15% decrease in Liverpool
(2011-13).
The results are also reflected in service data. For example, Liverpool has seen
an increase in the use of GP OOH service and a decrease in use of walk in
centres and A&E since the launch of the campaign.
How the campaign is different to Choose Well
Choose Well is an alternative campaign which focuses on reducing A&E
attendances. The campaign was developed in North Mersey and was used until
2010. Following local insight and stakeholder engagement which included
discussions about the Choose Well campaign, the North Mersey QIPP
programme made the decision not to continue using this campaign and to
develop a new campaign which better met the needs of the local population and
stakeholders (Examine your Options).
Choose Well focuses on matching services to different symptoms. Clinicians did
not support this approach and it was found to lead to confusion amongst service
users (a cough can be treated by multiple services for example). Examine your
Options was developed to focus on the benefits of each service that the local
population consider when making a decision about which service to use. This
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concept was tested with the local population and shared with clinicians and felt
to be much more appropriate and likely to lead to behaviour change.
Since Examine your Options has been developed, areas in other parts of the
country have adopted Choose Well. It is not cost-effective to run both
campaigns in a local area, and running both campaigns alongside each other
could cause confusion amongst service users as they contain different
messages.

4.3 Objectives
The marketing strategy has the following objectives:
• Improve knowledge and confidence of self-care of minor ailments and
preventative measures that reduce the need for medical attention
• Raise awareness of core health services
• Increase knowledge of the function and benefits offered by each service
• Increase knowledge of when services should be used
• Encourage more appropriate use of services – with the aim of increasing
the number of comprehensive service users within the population

The marketing strategy makes three key recommendations to meet these
objectives:
1. Ensure a consistent approach to the marketing of core health services is
taken across Liverpool using the Examine Your Options brand which is
supported by processes for service providers and support for staff to
ensure consistency of information and appropriate signposting to services
2. Develop an annual marketing plan for Examine Your Options which
includes campaigns focused on key themes and audiences which is
targeted and benefit driven
3. Use evidence to review the current position to identify and develop
responsive service or segment specific priorities or campaigns for the year
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4.4 The Critical Role of NHS Staff and Partners
The current lack of overall responsibility for the marketing of core health
services has resulted in unclear and inconsistent messages being sent out
across the local health system, and is likely to have contributed to the confusion
amongst the public and staff about what services are available, what they offer
and when they should be used.
Insight research highlights the role of NHS staff as service navigators and
ambassadors for core health services, and is central to the success of the
marketing strategy. NHS staff are the most trusted and used source of
information about health.
Objectives:
• To ensure that overall marketing of core health services is centrally
coordinated
• To provide support to service providers to ensure that they have the
information and materials required to promote the Examine Your Options
campaign and provide accurate and approved information to service users
• To ensure that service providers work with the Insight and Social
Marketing department in Public Health Liverpool (working on behalf of
Liverpool Clinical Commissioning Group) to develop any new information /
marketing materials related to the use of core health services in Liverpool
• To ensure that any new marketing activity related to the use of core
services has been approved by the Insight and Social Marketing
department in Public Health Liverpool (working on behalf of Liverpool
Clinical Commissioning Group) to make sure that it complements the
Examine Your Options marketing strategy
• To improve the knowledge about core health services in all NHS staff
• To improve the confidence of all NHS staff in signposting patients to core
services
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An Examine Your Options toolkit will be developed for service providers to
ensure that marketing activity related to core services is coordinated and
consistent messages are sent out across the system.
The toolkit will contain:
• Key insights about how and why people currently use core health services
in Liverpool including an overview of the different types of service users
(segmentation)
• Introduction to the Examine Your Options campaign
• Key messages and benefits of each service and guidance for signposting
• Campaign materials and guidance about how they should be used (e.g.
posters, z-cards, adverts for websites and patient information screens,
etc.)
• Key messages and articles for inclusion in practice leaflets, on websites,
etc.
• Briefing document to educate staff
• Key contacts in the insight and social marketing team and processes for
ordering Examine Your Options materials and for the development of any
new information / materials related to core services
The toolkit will be promoted through existing Liverpool Clinical Commissioning
Group communication channels.
Updates to the toolkit will be provided at key points in the year to provide
information about specific campaigns (e.g. winter) and materials so that service
providers can support them.
The toolkit will also be sent to non-NHS partners to promote the campaign using
their existing communications channels (e.g. Housing Associations)
The outcomes of the Examine Your Options toolkit will be that clear, consistent
and accurate messages will be sent to the public, staff and other stakeholders
about core health services across the system.
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4.5 The Annual Marketing Plan
Extensive insight research undertaken to support both the adult and paediatric
urgent care programmes clearly identifies the need to develop a long-term
marketing plan that is targeted and benefit driven.
There are service user groups within the population (e.g. students, asylum
seekers and refugees) and certain themes (e.g. winter) that require information
being sent to the public to inform and remind them about core health services
and how to self-care for minor ailments every year.
The marketing plan will be made up of a number of targeted campaigns using
the Examine Your Options brand.
Different service user groups have varying levels of understanding about
services and their choice of service is driven by different motivations. Each
campaign targeted at specific service user groups will draw upon these
differences, highlighting the messages and services which are most likely to
prevent them from using A&E, whilst still using the Examine Your Options
branding and core messages to ensure consistency of information and to build
brand recognition and trust.
Themed campaigns such as winter will take a population-based approach, but
will include messages / targeted activity focussed at specific service user
groups.
The annual marketing plan will include the following campaigns / activity:
• Student campaign
• Winter campaign consisting of a mass-media campaign targeting the
general public and a targeted campaign for the uninformed traditionalist
segment
• Visitor campaign
• Asylum seeker and refugee campaign
• Self care campaign
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• Advertising to make sure the public are aware of changes to service
opening times over bank holiday periods (built into the self-care campaign
so that seasonal self-care messages are included)
The plan will be reviewed and developed each year to build upon what worked
well and incorporate any key learning.
The outcome of the annual marketing plan is that the public will be confident
navigating core health services and will therefore receive the right treatment, at
the right time by the right service.

4.6 Evaluation of ‘Examine Your Options’
Evaluation research will be undertaken each year to ensure that the marketing
strategy is effective in meeting its objectives
The evaluation will include independent quantitative research to track changes
in awareness, knowledge and reported use of core services amongst the
difference service user groups.
This will be supported by analysts in Liverpool Clinical Commissioning Group
monitoring service data to track changes in the actual use of core services,
identifying changes by different demographic groups.
The evaluation will be used not only to monitor the success of the strategy in
meeting its objectives, but will also be used to identify areas of focus for the
following year. This could be improving awareness of a particular service, or the
identification of a specific service user group that requires attention to change
their behaviours. The areas of focus may change each year, depending on the
results of the evaluation and CCG priorities.
The most recent evaluation identifies a number of areas of focus for 2014-15 &
2015-16
• Improving use of pharmacy, in particular for the treatment of minor
ailments
• Raising awareness and use of nhs.uk
• Increasing awareness, understanding (in particular what the service
provides) and use of GP OOH
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• Raising awareness (and experiences) of the improvements made to the
GP service in particular GP access (although satisfaction is high, it has
fallen slightly)
These areas of focus will be built into all activity within the strategy, and there
will be a particular drive throughout the year to promote the services offered by
pharmacy, nhs.uk and the GP OOH service.
In addition, a campaign to target Modern Service Users is recommended for
2014-15/2015-16 as this group have been very receptive to the Examine Your
Options campaign and can easily be converted into Comprehensive Service
Users. This would be a quick-win and ease the pressure on urgent care
services.
The outcome of this activity is that the marketing strategy is responsive to the
changing needs and priorities of service users and the CCG.

4.7 Investment required.
Consistency of information - £32,239
This would include activity such as design, print and distribution of general
materials such as z-cards and posters and developing communications briefings
for providers and partners across the city
Students and modern service users campaigns (bought together as there
are some overlapping elements) - £81,899.50
This would include activity such as targeted advertising through student media
channels and commuter journeys, student-specific z-card, messages placed in
student accommodation, fresher's fairs, engagement with universities and
employers, etc.
Winter - £130,376
This would include activity such as a population-wide media campaign and a
targeted campaign focussing on the uninformed traditionalists
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Visitor campaign - £4,056
This would include the development of visitor-specific materials and briefings
and distribution via organisations that come into contact with visitors to the city
Asylum seekers and refugees - £8,836
This would include working with the social inclusion team to identify BMEspecific channels of communications to get messages out through
Self-care campaign - £147,857
This would include developing self-care themes which featured through
advertorial/editorial style activity supported by advertising of self-care services
(e.g. pharmacy and nhs.uk) throughout the year, a parent-specific campaign
focused on self-care and a targeted campaign to promote care at the chemist.
This cost also includes wraps promoting self-care messages and changes to
NHS services over bank holiday over each bank holiday period to ease the
pressure on emergency services
Evaluation - £33,436
This would include the tracking study to measure changes to the service-user
segmentation and levels of awareness, knowledge and engagement with the
campaign. It will also include liaising with analysts to collect service data to
evaluate targeted campaigns within the strategy
Contingency £20,000
This contingency would enable a quick response to any unforeseen
circumstances (i.e. a swine flu situation, heavy snow, etc.), allow LCCG to take
advantage of any opportunistic opportunities to promote messages and to meet
any changing priorities over the year.
TOTAL COST OF CAMPAIGN
£458,699.50 pa (full year effect)
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5. CONCLUSIONS
The adoption of a year round targeted education and marketing campaign is a
key component of our approach to helping support the population of the city to
make informed choices of when, where and how to access urgent and
emergency care. The proposed campaign will link closely with clinical and
programme leads across the CCG to ensure that the maximum benefit from the
marketing activities is achieved, with an ongoing cycle of evaluation and
assessment. The delivery of the campaign will also be aligned and work in
support of the Healthy Liverpool Programme aims, objectives and activities.

Jane Keenan
Urgent Care System Manager
Ian Davies
Head of Operations & Corporate Performance
1st September 2014
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NHS Liverpool Clinical Commissioning Group
Investment Proposal Outline
Programme
Urgent Care

Title of Proposal
Implementation of full year Examine Your Options Communications & Marketing Campaign

Lead
Governing body lead

Approval (signed)

Date
1st Sept 2014

Dr Fiona Lemmens
1st Sept 2014

Programme lead
Jane Keenan

1st Sept 2014

Finance lead
Phil Saha
1.0 Purpose & Options Available

It has been reported many times that demand for urgent care is increasing nationally. It is also
well documented that there are still a large number of individuals who seek treatment at A&E
Departments who could have been treated elsewhere such as in Primary Care. What is clear
from work locally is that the population still remain uncertain as to what options are available to
them when selecting the best option when they have an urgent care need.
In 2007, Knowsley PCT developed the now north west wide campaign of ‘Choose Well’. In
essence ‘Choose Well’ is a communications campaign based upon four key messages with a
standardised range of publicity materials aimed at specific aspects of the urgent care system.
What is important to note is that this campaign has a general feel with no specific targeting of key
groups and nor does it use local population profiles on which to base its messaging. To date,
there has been no formal evaluation of the Choose Well campaign.
Since 2011, NHS organisations within Merseyside have utilised a variation of Choose Well but
with a more distinct and focused approach on specific patient groups with targeted materials
aimed at enabling more informed choices to be made when considering what options are
available to them. The Merseyside campaign of what is now referred to as ‘Examine Your
Options’ has in the main been utilised as a winter stand-alone campaign. Evaluations undertaken
have clearly indicated that this campaign has influenced the choices made by the population
during the winter period yet there remains much work to be done with the population of Liverpool
to use services as appropriately as possible. It is also important to recognise that local
behaviours can only be altered so far through the running of periodic campaigns and therefore the
opportunity to develop a local, year round campaign with ongoing focus on a wider range of
services users’ needs to be considered. This would however require substantial investment and
ongoing evaluation to ensure that the campaign really is influencing the choices made by our
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population.
The alternative to this approach is to revert back to accessing the north west approach of Choose
Well. Whilst this approach would require a much lower level of investment in terms of publicity
material, it will lack specific targeting of particular services users such as children and others
whose first choice will be to attend A&E for all their healthcare needs.
The case presented here recognises both of these options but favours a targeted local approach
utilising insight evaluation which demonstrates that behaviours can be influenced and to an extent
changed which is important. Therefore, the case which now follows is based up investment in the
Examine Your Options approach but basing it as a year round campaign which not only targets
specific groups but also aligns to seasonal variation in demand. While this case is presented mid
2014/15, it is requested that recurrent investment is required with annual evaluation at the end of
each 12 month period. The campaign has the flexibility to be implemented at any point in the
calendar and financial year. A breakdown of the costs is included towards the end of this case
under section 9.0

2.0 Strategic Context

This strategy relates to core health services. Core health services are defined as all first-point-ofcall services that the public can access direct without a referral.
Core health services are broken down into three groups:
•

Traditional services – pharmacy, dentist, GP, ambulance and accident and emergency
departments

•

Modern services – services designed to meet out of hours and urgent care demand. 111,
walk in centres, GP out of hours service and www.nhs.uk

•

Specialist services – sexual health services, dentists and opticians (note – these services
will not be included in all activity, but where relevant. This strategy does not replace
marketing strategies in these specialist areas, but should complement them)

This strategy also relates to the self-care of minor ailments and preventative measures which can
be taken to reduce the need for medical attention. The strategy does not replace marketing
strategies focused on this area (e.g. the flu vaccination campaign), but compliments them by
embedding the messages in the context of service use.
The strategy predominately focuses on reducing the number of A&E attendances made by adults,
although it includes activity to improve the number of parent’s providing self-care for children and
highlights the services available to support them to do this. A review is currently being undertaken
looking at primary and urgent care services for children. Following this review, the strategy will be
reviewed and, if appropriate messages, related to the use of core services for children will be built
into communications.

3.0 Background

Liverpool Clinical Commissioning Group’s Urgent Care Strategy aims to maximise the number of
instances when patients receive the right care, by the right person, at the right place and at the
right time. The programme is focused on designing a simple system that guides patients to where
they need to go. The marketing strategy is part of this programme.
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Insight
Insight research was carried out in 2010 to support the development of the Liverpool Primary Care
Trust Core Services Strategy 2010-2013 which resulted in the development of the Examine Your
Options campaign. Quantitative research has been carried out each year to track changes in
awareness, knowledge and behaviours related to core services and changes to service user
groups.
The following findings set the context for this strategy…
•

Whilst awareness of most core health services is high, detailed understanding of modern
services (what they offer and when they should be used) is a lot lower. Improvements have
been made over the last three years, but more can be done in particular for GP OOH and
services to support self-care - nhs.uk and pharmacy

•

Most patients who attend A&E departments with non-emergency conditions do so because
they don’t understand or trust alternative services (excludes those with complex needs and
binge drinkers)

•

In 2013, 40% of the Liverpool adult population were classified as comprehensive service
users who understand the full range of services that are available and use them
appropriately (this has increased from 25% in 2010)

•

The other 60% of the population is divided into four groups – each with varying levels of
understanding about services and different motivations for using them – and who need to
be targeted in different ways using different messages in order for them to be use services
more ‘appropriately’ (see figure 1)

•

There is no centrally coordinated approach to the marketing of core health services –
instead we rely upon service providers to promote their services, which has led to unclear
and conflicting messages being sent out about core health services

•

This is compounded further by the fact that there are no systems in place to educate NHS
staff about core health services or to ensure signposting is consistent. As a result NHS staff
feel that their knowledge of core health services could be improved
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Figure 1: Core services segmentation: all adults aged 17+ (sizes of segments based on the latest
tracking study in 2013)

Insight research was also commissioned to support the Merseyside Children’s QIPP programme
which found that:
•

Parents’ choice of service for their children is affected by the age of their child. Most
‘inappropriate’ A&E attendances are made for children aged 0-4 and parents of children
aged 0-2 put particular pressure on the system

•

Many parents are unaware of the full range of healthcare services available, when to use
them and whether they are suitable for children, in particular the GP out of hours service
and Care at the Chemist

•

There are certain ailments that push parents (even those that usually use services
responsibly) into a nervous mind set (e.g. rash, temperature, fever) and lead to parents into
using services ‘inappropriately’

•

Peace of mind is a key driver that parents are striving for and currently A&E is seen as
providing it

•

12% of parents and carers of children under 16 in Merseyside are disengaged with primary
care and are high users of A&E. A further 19% use A&E ‘inappropriately’ for themselves, so
do so the same for their children (see figure 2)

•

75% of parents and carers could be encouraged to treat minor ailments for their children
more to reduce the pressure on health services
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Figure 2: Paediatrics segmentation, parents and carers of children aged 0-16 in Liverpool

There are a number of common themes across the core services and paediatrics insight:
•

The need to raise awareness of services and their benefits, in particular pharmacy, nhs.uk
and the GP OOH service

•

The need to tailor communications approaches and messages for different service-user
groups who have varying levels of understanding about services and whose choices are
driven by different motivations

•

The need to improve knowledge and confidence in self-care

•

The need to ensure that information is clear and consistent across all service-providers,
and that services are seen to be working together as a system

2.2 Examine Your Options
The Examine Your Options brand was developed and tested with service users as part of the
Liverpool Primary Care Trust Core Services Marketing Strategy 2010-13.
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Figure 3: Examples of Examine Your Options campaign materials

The campaign focuses on improving residents’ knowledge of the benefits of each service to
encourage them to use services more appropriately. The campaign design allows for materials to
be targeted for specific service user groups, so that it highlights the benefits of the service which
are most likely to appeal to them.
Over half of residents (55%) are aware of the campaign which has led to significant changes in
their knowledge and understanding of core health services. There has been a 16% increase in the
number of Comprehensive Service Users since 2010 and substantial improvements in awareness
of some services, in particular the GP out of hours service (awareness of this service went from
62% in 2010 to 78% in 2013).
The Examine your Options campaign has the following benefits:
•

Based on extensive insight into knowledge, attitudes, motivations and barriers in relation to
service use

•

Transferable service user segmentation available to allow targeting in different areas, if
other Clinical Commissioning Groups decided to adopt the strategy at a later stage

•

Campaign creative tested and approved by all service user segments

•

Clinician approved

•

Proven results

Further detail about these benefits and how this campaign differs from Choose Well can be found
in Appendix 7.

4.0 Objectives
The marketing strategy has the following objectives:
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•

Improve knowledge and confidence of self-care of minor ailments and preventative
measures that reduce the need for medical attention

•

Raise awareness of core health services

•

Increase knowledge of the function and benefits offered by each service

•

Increase knowledge of when services should be used

•

Encourage more appropriate use of services – with the aim of increasing the number of
comprehensive service users within the population

5.0 Key recommendations

The marketing strategy makes three key recommendations to meet these objectives:
1. Ensure a consistent approach to the marketing of core health services is taken across
Liverpool using the Examine Your Options brand which is supported by processes for
service providers and support for staff to ensure consistency of information and appropriate
signposting to services
2. Develop an annual marketing plan for Examine Your Options which includes campaigns
focused on key themes and audiences which is targeted and benefit driven
3. Use evidence to review the current position to identify and develop responsive service or
segment specific priorities or campaigns for the year
A detailed action plan can be found in appendix 8 and should be read alongside the rest of this
paper.

6.0 Consistency of information

The current lack of overall responsibility for the marketing of core health services has resulted in
unclear and inconsistent messages being sent out across the local health system, and is likely to
have contributed to the confusion amongst the public and staff about what services are available,
what they offer and when they should be used.
Insight research highlights the role of NHS staff as service navigators and ambassadors for core
health services, and is central to the success of the marketing strategy. NHS staff are the most
trusted and used source of information about health.
Objectives:
•

To ensure that overall marketing of core health services is centrally coordinated

•

To provide support to service providers to ensure that they have the information and
materials required to promote the Examine Your Options campaign and provide accurate
and approved information to service users
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•

To ensure that service providers work with the Insight and Social Marketing department in
Public Health Liverpool (working on behalf of Liverpool Clinical Commissioning Group) to
develop any new information / marketing materials related to the use of core health
services in Liverpool

•

To ensure that any new marketing activity related to the use of core services has been
approved by the Insight and Social Marketing department in Public Health Liverpool
(working on behalf of Liverpool Clinical Commissioning Group) to make sure that it
complements the Examine Your Options marketing strategy

•

To improve the knowledge about core health services in all NHS staff

•

To improve the confidence of all NHS staff in signposting patients to core services

An Examine Your Options toolkit will be developed for service providers to ensure that marketing
activity related to core services is coordinated and consistent messages are sent out across the
system.
The toolkit will contain:
•

Key insights about how and why people currently use core health services in Liverpool
including an overview of the different types of service users (segmentation)

•

Introduction to the Examine Your Options campaign

•

Key messages and benefits of each service and guidance for signposting

•

Campaign materials and guidance about how they should be used (e.g. posters, z-cards,
adverts for websites and patient information screens, etc.)

•

Key messages and articles for inclusion in practice leaflets, on websites, etc.

•

Briefing document to educate staff

•

Key contacts in the insight and social marketing team and processes for ordering Examine
Your Options materials and for the development of any new information / materials related
to core services

The toolkit will be promoted through existing Liverpool Clinical Commissioning Group
communication channels.
Updates to the toolkit will be provided at key points in the year to provide information about specific
campaigns (e.g. winter) and materials so that service providers can support them.
The toolkit will also be sent to non-NHS partners to promote the campaign using their existing
communications channels (e.g. Housing Associations)
The outcomes of the Examine Your Options toolkit will be that clear, consistent and accurate
messages will be sent to the public, staff and other stakeholders about core health services across
the system.
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7.0 Annual marketing plan

Extensive insight research undertaken to support both the adult and paediatric urgent care
programmes clearly identifies the need to develop a long-term marketing plan that is targeted and
benefit driven.
There are service user groups within the population (e.g. students, asylum seekers and refugees)
and certain themes (e.g. winter) that require information being sent to the public to inform and
remind them about core health services and how to self-care for minor ailments every year.
The marketing plan will be made up of a number of targeted campaigns using the Examine Your
Options brand.
Different service user groups have varying levels of understanding about services and their choice
of service is driven by different motivations. Each campaign targeted at specific service user
groups will draw upon these differences, highlighting the messages and services which are most
likely to prevent them from using A&E, whilst still using the Examine Your Options branding and
core messages to ensure consistency of information and to build brand recognition and trust.
Themed campaigns such as winter will take a population-based approach, but will include
messages / targeted activity focussed at specific service user groups.
The annual marketing plan will include the following campaigns / activity:
•

Student campaign (see appendix 1)

•

Winter campaign consisting of a mass-media campaign targeting the general public and a
targeted campaign for the uninformed traditionalist segment (see appendix 2)

•

Visitor campaign (see appendix 3)

•

Asylum seeker and refugee campaign (see appendix 4)

•

Self care campaign (see appendix 5)

•

Advertising to make sure the public are aware of changes to service opening times over
bank holiday periods (built into the self-care campaign so that seasonal self-care messages
are included, see appendix 5)

The plan will be reviewed and developed each year to build upon what worked well and
incorporate any key learning.
The outcome of the annual marketing plan is that the public will be confident navigating core health
services and will therefore receive the right treatment, at the right time by the right service.

8.0 Responsive priorities for 2014-15 and 2015-16

Evaluation research will be undertaken each year to ensure that the marketing strategy is effective
in meeting its objectives
The evaluation will include independent quantitative research to track changes in awareness,
knowledge and reported use of core services amongst the difference service user groups.

9

This will be supported by analysts in Liverpool Clinical Commissioning Group monitoring service
data to track changes in the actual use of core services, identifying changes by different
demographic groups.
The evaluation will be used not only to monitor the success of the strategy in meeting its
objectives, but will also be used to identify areas of focus for the following year. This could be
improving awareness of a particular service, or the identification of a specific service user group
that requires attention to change their behaviours. The areas of focus may change each year,
depending on the results of the evaluation and CCG priorities.
The most recent evaluation identifies a number of areas of focus for 2014-15 & 2015-16
•

Improving use of pharmacy, in particular for the treatment of minor ailments

•

Raising awareness and use of nhs.uk

•

Increasing awareness, understanding (in particular what the service provides) and use of
GP OOH

•

Raising awareness (and experiences) of the improvements made to the GP service in
particular GP access (although satisfaction is high, it has fallen slightly)

These areas of focus will be built into all activity within the strategy, and there will be a particular
drive throughout the year to promote the services offered by pharmacy, nhs.uk and the GP OOH
service.
In addition, a campaign to target Modern Service Users is recommended for 2014-15/2015-16 (see
appendix 6) as this group have been very receptive to the Examine Your Options campaign and
can easily be converted into Comprehensive Service Users. This would be a quick-win and ease
the pressure on urgent care services.
The outcome of this activity is that the marketing strategy is responsive to the changing needs and
priorities of service users and the CCG.

9.0 Costings for 12 Month Strategy 2014/15 and 2015/16

Consistency of information - £32,239
This would include activity such as design, print and distribution of general materials such as zcards and posters and developing communications briefings for providers and partners across the
city
Students and modern service users campaigns (bought together as there are some
overlapping elements) - £81,899.50
This would include activity such as targeted advertising through student media channels and
commuter journeys, student-specific z-card, messages placed in student accommodation, fresher's
fairs, engagement with universities and employers, etc.
Winter - £130,376
This would include activity such as a population-wide media campaign and a targeted campaign
focussing on the uninformed traditionalists
Visitor campaign - £4,056
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This would include the development of visitor-specific materials and briefings and distribution via
organisations that come into contact with visitors to the city
Asylum seekers and refugees - £8,836
This would include working with the social inclusion team to identify BME-specific channels of
communications to get messages out through
Self-care campaign - £147,857
This would include developing self-care themes which featured through advertorial/editorial style
activity supported by advertising of self-care services (e.g. pharmacy and nhs.uk) throughout the
year, a parent-specific campaign focused on self-care and a targeted campaign to promote care at
the chemist. This cost also includes wraps promoting self-care messages and changes to NHS
services over bank holiday over each bank holiday period to ease the pressure on emergency
services
Evaluation - £33,436
This would include the tracking study to measure changes to the service-user segmentation and
levels of awareness, knowledge and engagement with the campaign. It will also include liaising
with analysts to collect service data to evaluate targeted campaigns within the strategy
Contingency £20,000
This contingency would enable a quick response to any unforeseen circumstances (i.e. a swine flu
situation, heavy snow, etc.), allow LCCG to take advantage of any opportunistic opportunities to
promote messages and to meet any changing priorities over the year.
TOTAL COST OF CAMPAIGN
£458,699.50
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Appendices
Appendix 1: Student campaign
Students have been identified as a priority target audience:
•

They are part of the ‘discontented unawares’ segment who have poor knowledge and
opinions of health services, and have a greater inclination for choosing to attend A&E than
other segments

•

New students away from home will be unfamiliar with health services in Liverpool – every
year new students come into the city so the student campaign will need to run annually

•

Students have been found to use walk in centres and A&E instead of primary care (driven
by the location of campuses and accommodation) and are often not registered with a local
GP

Students are driven by convenience and getting everything resolved in one visit. The following
services will be positioned as key services students should use when they need medical attention
and which can support self-care.
•

www.nhs.uk – online access to symptom checkers and advice (high internet users)

•

Care at the Chemist – quick and easy access to advice and medication without an
appointment (convenience, don’t pay for prescriptions) (this will require them first being
registered with a GP and having completed an HC1 form)

•

GP – 24 hour advice and access to health services (convenience – but must ensure that
they have easy access to their GP’s number)

•

Sexual health services

•

Dental services

Objectives:
•

Raise awareness and knowledge of the services offered by www.nhs.uk, pharmacies and
GPs amongst students

•

Raise awareness of specialist services which are relevant to students (e.g. sexual health
services, mental health)

•

Increase the number of students using pharmacies for minor ailments

•

Reduce ‘inappropriate’ attendances to walk in centres and A&E made by students

•

Raise awareness of how to change GP / dentist with students at the end of the academic
year when they may be moving house

The student marketing plan will include:
•

Working with universities to build solid relationships to develop and implement a marketing
campaign throughout the year, this will include:
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•

o

Providing opportunities for students to register for health services ideally during the
enrolment process, but also at fresher’s fair and other key points in the academic
year (as there is a lot to compete with during fresher’s fairs)

o

Ensuring accurate service information and guidance about which services to use
(Examine your Options campaign) is embedded in university communications
channels (tailored communications materials will be produced to highlight services
and messages specific to this audience e.g. a student z-card)

o

Targeted advertising / advertorial campaigns throughout the year using student
communication channels (e.g. university channels, student magazines, union
advertising, etc.) which highlight services / messages relevant to students and focus
on key themes which apply to students (e.g. Fresher’s flu, sexual health services,
how to register with / change your GP / dentist, etc.)

o

Ensuring key information about services is available to students at the point of need
(e.g. permanent fixtures in university accommodation, guidance for university staff,
etc.)

A media campaign targeting students and young professionals using commuter channels
(e.g. targeted bus-stop and train station advertising, radio campaign and advertising in the
Metro). The media campaign will be designed to target both students and modern service
users (see appendix 6), highlighting services relevant to both groups – GP (including how
to register), GP OOH, nhs.uk and pharmacy

Appendix 2: Winter campaign
Winter is a key time when there is pressure on emergency departments.
The winter campaign will consist of two key activities:
•

A winter Examine your Options mass-media campaign targeting the whole population to
raise awareness of services and key messages related to winter (service navigation and
self-care)

•

A targeted campaign for the Uninformed Traditionalist segment. This segment includes high
numbers of older people who are most likely to have a long-term illness which can be
exacerbated at this time of year. They are a key audience for winter self-care messages
(e.g. flu vaccine, winter warmth, etc.) This group relies heavily on GP practices in hours.
Out of hours or when their GP is unavailable they are likely to turn to A&E rather than
pharmacy and the GP OOH service (which they are receptive to, but don’t currently use
due to low awareness and trust)

Objectives:
•

Educate all residents about self-care and raise awareness of modern services to reduce
‘inappropriate’ A&E attendances over the winter period

•

Increase trust and use of pharmacies and the GP out of hours service by Uninformed
Traditionalists

•

Increase preventative behaviours taken by Uninformed Traditionalists over the winter
period

A marketing plan will be developed to reach target audiences through appropriate channels and
will look to integrate our objectives into existing winter campaigns (e.g. winter warmth, flu
vaccination, etc.).
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The mass-media campaign will feature the Examine your Options brand and will include a range of
advertising (e.g. outdoor, radio, print media, etc.) to raise awareness / remind the public about the
full range of health services, and the benefits of using alternatives to A&E for conditions which
aren’t serious or life-threatening. This will be complimented by a programme of editorial /
advertorial features promoting self-care and service navigation messages and advertising and PR
which highlights changes to service opening times over the bank holiday periods (see self-care
campaign, appendix 5).
The Examine your Options campaign design will be refreshed for the winter campaign. Evaluation
shows strong levels of brand recognition, so the overarching brand, messaging and ‘look and feel’
of the campaign will be continued to build upon this recognition, familiarity and trust amongst the
public. A new design, building on these principles, will capture attention and ensure that the public
do not become over-familiar with the brand and ‘screen’ it out.
The campaign targeting the Uninformed Traditionalists will focus on promoting winter self-care
messages and highlighting the benefits of the pharmacy, care at the chemist and GP OOH service.
This group are most receptive to information from their GP, whose advice they value. Central to the
campaign will be a letter sent from their GP to promote winter self-care messages, the pharmacy
and Care at the Chemist service and the GP OOH service. This audience are not big consumers of
media and prefer to receive communications through familiar and trusted sources. We will engage
with service providers who target this group such as housing associations, Liveability and Age UK
to ensure that key messages are communicated through face-to-face talks/discussions and
supported with a leaflet which includes messages tailored to this audience. To support this activity
and reinforce messages we will also place information in their environment disseminating
information through existing channels such as retirement groups, bowls clubs, post offices, etc.
Appendix 3: Visitor campaign
In 2012 Liverpool was the 5th most popular UK destination for international visitors (550 staying
visits) and was the 8th most popular destination for all domestic visitors (1.47 overnight visits). It
was also 9th for business tourism (202,000).
2014 is expected to be a monumental year for tourism in the city. The International Festival for
Business was held in Merseyside over six weeks in June and July, with over one million visitors
from all over the world coming to the region for the festival, it’s adjoining cultural and entertainment
programme and the Open Championship at Royal Liverpool Golf Club.
The Royal Deluxe ‘giants’ also returned to the city between the 23 and 27 July. The last time the
giants came to the city for the Sea Odyssey event it was watched by 800,000 people.
International visitors are likely to be unfamiliar with the UK health system, and even visitors from
other parts of the UK may not know what local health services are available to them if they become
ill or injured during their visit to Liverpool.
As a result visitors often attend the Royal A&E department with minor illnesses and injuries that
could have been treated by pharmacies or walk in centres. Visitors may also attend A&E with
dental problems.
Objectives
• Ensure that visitors to the city have easily accessible information about health services
which can offer them treatment, in particular pharmacies, walk in services and 111 (for
general advice and dental queries)
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•

Engage with organisations who offer services to tourists and visitors to ensure that their
staff are aware of health services available to visitors

A visitor campaign plan will be developed together with key stakeholders such as Liverpool Culture
and Visit Liverpool.
The campaign will include identifying a timetable of high profile events where health services can
be promoted. We will work with event organisers to ensure that alternative services to A&E are
promoted in event handbooks (used to train event staff) and to identify opportunities to promote
key messages to tourists (e.g. event programmes, screens, etc.).
Tourism providers will also be engaged to identify opportunities to promote health services through
existing communication channels (e.g. staff, hotel guest books, television screens, etc.). A leaflet
explaining health services for visitors will be developed and briefings provided to all tourism
providers.
Please note – information in this campaign will use NHS branding rather than the Examine Your
Options campaign to ensure that Liverpool residents are not confused by the messaging and will
clearly state that the information is for visitors to Liverpool
Appendix 4: Asylum seekers and refugees campaign
Whilst Liverpool does not have a large black and minority ethnic population compared to other
cities, it is a diverse and growing population.
Sharing information with these communities is not as straight-forward as simply translating
campaign information into different languages. There are low literacy levels amongst some of the
older residents, who rely upon their children to read information to them (who may only be able to
read English themselves).
Healthcare systems, the services that are available and what they offer in other countries are often
different to the British healthcare system. Residents from these countries may need more detailed
information about our services than the wider population for them to engage with some services.
The most effective way to communicate with these residents is through the communities
themselves. The Social Inclusion Team in Liverpool Community Health speaks 14 different
languages and work with communities to disseminate health-related information. The team have
established relationships with social groups and leaders within each community which allows them
to cascade information in the most appropriate format and method of delivery for each community.
Asylum seekers are referred to the team, who then contact them and introduce them to the
healthcare system (e.g. helping them to register with a local GP). The team get approximately 900
referrals each year.
Objectives:
•

Work with the social inclusion team to provide information about core services in a format
that supports them in the work they do with asylum seekers and refugees and which is
tailored to the needs of specific communities

•

Work with the social inclusion team and other organisations working with asylum seekers
and refugees to identify opportunities to promote self-care and messages about core
services through community-based communication channels

•

Raise awareness of the needs of asylum seekers and refugees to staff within core health
services and provide guidance to ensure that their needs are met through the Examine
Your Options toolkit (e.g. ensuring that all staff are aware of language line)
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Appendix 5: Self-care campaign
There are a range of seasonal minor ailments throughout the year that can be treated at home,
with support from services such as nhs.uk and pharmacies. There are also preventative measures
that people can take, such as getting the flu vaccine before winter, which will reduce their chances
of needing medical attention in the future.
Although the latest tracking study shows that 97% of the population claim to feel confident treating
minor ailments at home, our service data suggests otherwise. In addition awareness,
understanding and use of services to support the self care of minor ailments could be improved:
•

The number of residents that have used a pharmacy in the past year has gone from 74% to
65%

•

54% of residents don’t feel that pharmacists are as qualified as other health care
professionals to give advice about minor ailments

•

Although awareness of nhs.uk has greatly improved (75% of population aware), only 61%
are aware that the site provides advice on how to treat minor ailments, and only 40% of
residents have used the site

The largest proportion of ‘inappropriate’ A&E attendances made for children is for young children particularly those under 2.
First time parents of young children have low levels of confidence and knowledge to treat minor
ailments for their children, or understand what services are available to support them to do this.
There are certain ailments that push parents into a nervous mind set (even those that would
usually use services ‘appropriately’) such as rash, temperature and fever.
There have been many changes to information available to support parents in treating minor
ailments in recent years. The Birth to Five manual is no longer provided to new parents in a printed
format, and although information is provided on www.nhs.uk awareness and use of the site could
still be improved. Information is not currently provided through other opportunities on the maternity
pathway such as the Red Book, and there are no procedures to ensure that key staff who come in
contact with parents (such as health visitors or staff within children’s centres) share this information
with parents.
The number of services available to the public reduces over bank holiday periods, which puts
pressure on A&E departments. Some behaviours over bank holidays can add to this pressure. For
example, people may be more inclined to undertake DIY projects (which can lead to accidents),
drink heavily or spend increased amounts of time in the sun (which can lead to sunburn).
Objectives:
•

To improve knowledge and confidence treating minor ailments

•

To improve knowledge and confidence amongst parents and carers to treat common
childhood illnesses for children aged 0-5
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•

To improve knowledge, trust and use of pharmacy and nhs.uk to support self care of minor
ailments

•

To reduce pressure on urgent care services over bank holiday periods by increasing
preventative measures and self-care of minor ailments

A self-care campaign will run alongside and support all campaigns in the strategy and will include a
number of key activities:
•

A communications plan featuring a range of print and broadcast editorial / advertorial
content targeted at local media which focus on advice for self-care of common seasonal
minor ailments and the promotion of services available to support self-care, advice for
other preventative measures (e.g. vaccinations) and self-care measures that can be
undertaken by patients with long-term conditions to prevent the need for medical attention
in the future

•

Activity to promote Care at the Chemist targeting parents and residents who don’t pay for
prescriptions which will include a combination of paid media, editorial / advertorial content
and the dissemination of information to relevant partner organisations such as Job Centres,
One Stop Shops and Children’s Centres

•

Activity to educate parents and carers of children aged 0-5 how to treat common childhood
illnesses and the services available to support them. This will focus on conditions identified
in the paediatrics insight. This will include editorial / advertorial content, targeted media
(e.g. parent’s magazines) and information (e.g. posters, leaflets, etc.) to be disseminated
through staff who come into contact with parents (e.g. health visitors, children centre staff),
organisations that provide services for parents (e.g. nurseries, playgroups). The content will
be developed together with clinicians and can be used in the future to support the
paediatrics marketing strategy

•

Print adverts for pharmacy and nhs.uk which will be placed alongside editorial / advertorial
content related to the self-care of minor ailments throughout the year. The content within
the adverts will be tailored to the season it applies to

•

Radio and an Echo online campaign promoting nhs.uk, pharmacy and GP OOH leading up
to bank holidays when there is increased pressure on services

•

Advertising to promote changes to core service availability / opening times during Bank
Holidays and self-care advice to reduce pressure on services

Appendix 6: Modern service user campaign
Modern service users are a young group, many who are working who make up 11% of the
Liverpool population. On the whole they know about the different health services that are available
and when they should be used, with the exception of the GP out of hours service.
This group visit their GP, but they don’t usually have a particular relationship with them and often
find it difficult to get a GP appointment when they need one.
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This group has been very receptive to the Examine your Options campaign and has halved in size
between 2010 and 2012, as their understanding of the full range of services has improved.
Whilst it is expected that this group will steadily decline each year, a ‘quick win’ could be gained by
targeting them direct to convert them into ‘comprehensive service users’.
Objectives
•

Raise awareness of improvements to the GP service, in particular access to appointments
and extended hours

•

Raise awareness of the GP out of hours service as their first point of call (following selfcare) out of hours

•

Raise awareness of the full range of services provided by pharmacy and nhs.uk to increase
use

The campaign will focus on engaging with employers in in the city to promote the Examine Your
Options campaign through existing staff communication channels such as intranet sites and
newsletters. This will be supported by editorial content focused on the services / messages
relevant to this group being developed and provided to employers to use in staff newsletters.
A targeted media campaign focussed on commuter channels will also be run – this campaign will
target both students and modern service users to make efficiency savings (see appendix 1).
Appendix 7: The benefits of adopting Examine Your Options
Examine your Options is a social marketing campaign that aims to reduce attendances at A&E
departments by raising awareness of the full range of services available and the benefits these
services offer.
The campaign was developed by Liverpool, Knowsley and Sefton PCTs as part of the North
Mersey QIPP Urgent Care programme and has been adopted as the single campaign addressing
this issue in all three areas since 2011.
The benefits of using Examine Your Options
•

Based on extensive insight into knowledge, attitudes, motivations and barriers in relation to
service use

•

Transferable service user segmentation available to allow targeting in different areas

•

Campaign creative tested and approved by all service user segments

•

Clinician approved

•

Proven results

A transferable, insight-based approach
The campaign is based on in-depth insight into the knowledge, attitudes, motivations and barriers
of residents across these three areas. In 2009-10 extensive secondary, qualitative and quantitative
insight work was undertaken in Liverpool. The result was a segmentation of five unique types of
service users in the adult (17+) population.
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Following creative development, the Examine Your Options creative concept and messaging was
tested with the five segments. All were found to be receptive to the campaign and felt that it would
positively influence their behaviours.
In 2011 the quantitative study was repeated in Liverpool, Knowsley and Sefton to validate the
segmentation across North Mersey. The study confirmed that the five service user types were
prevalent in all three areas, with expected variations in sizes of groups for each area.
The fact that the segmentation works in three different populations, each with different service
configurations illustrates how it is transferable to other areas outside of North Mersey, should other
clinical commissioning groups wish to adopt the segmentation and Examine Your Options
campaign in the future.
Clinician approved
Extensive stakeholder engagement was carried out across North Mersey when developing
Examine your Options and buy-in was gained from all service providers within the urgent care
system. Clinicians favoured the messages focusing on primary care as the first point of call and the
benefits driven messaging about services to previous urgent care campaigns.
Proven results
The campaign has been evaluated across North Mersey following the winter of 2011/12 and
2012/13. The campaign has been successful in increasing awareness and confidence using
services other than A&E, in particular the GP out of hours service.
The result has been a shift in the segmentation. For example in Liverpool there has been a 15%
increase in the number of Comprehensive Service Users between 2010 and 2013 – the segment
who have the best knowledge and who are most likely to use services appropriately.
As awareness of the benefits offered by GP practices and the GP out of hours services increased
across North Mersey, all three areas have seen a decrease in Modern Service Users (the segment
who favour services offering convenience such as walk in services and A&E) with 15% decrease in
Liverpool (2011-13).
The results are also reflected in service data. For example, Liverpool has seen an increase in the
use of GP OOH service and a decrease in use of walk in centres and A&E since the launch of the
campaign.
How the campaign is different to Choose Well
Choose Well is an alternative campaign which focuses on reducing A&E attendances. The
campaign was developed in North Mersey and was used until 2010. Following local insight and
stakeholder engagement which included discussions about the Choose Well campaign, the North
Mersey QIPP programme made the decision not to continue using this campaign and to develop a
new campaign which better met the needs of the local population and stakeholders (Examine your
Options).
Choose Well focuses on matching services to different symptoms. Clinicians did not support this
approach and it was found to lead to confusion amongst service users (a cough can be treated by
multiple services for example). Examine your Options was developed to focus on the benefits of
each service that the local population consider when making a decision about which service to use.
This concept was tested with the local population and shared with clinicians and felt to be much
more appropriate and likely to lead to behaviour change.
Since Examine your Options has been developed, areas in other parts of the country have adopted
Choose Well. The following table outlines the differences in the two campaigns. It is not costeffective to run both campaigns in a local area, and running both campaigns alongside each other
could cause confusion amongst service users as they contain different messages.
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Based on insight with the local
population to understand the
knowledge, attitudes,
motivations and barriers in
relation to service use
Campaign tested for
appropriateness with the local
population
Segmentation available –
allows targeting in different
areas based on population
needs
Proven results

Examine your Options

Choose Well



×



×



×



×
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APPENDIX 8
Liverpool core services marketing strategy 2014-15 & 2015-16
NO

KEY AREA OF WORK

KEY ACTIONS

TIMESCALE

1.

Marketing strategy

Develop marketing strategy (including action plan and
budget)
Sign off of strategy and budget by Liverpool Clinical
Commissioning Group

Feb 14

2.

Consistency of
information

Engage with service commissioners to seek buy-in for
the Examine Your Options toolkit and identify the most
appropriate methods of publishing and promoting it to
service providers
Review campaign messaging with Liverpool Clinical
Commissioning Group and refresh artwork as required
Develop Examine Your Options toolkit
Publish and promote Examine Your Options toolkit
Develop and publish updates to the Examine Your
Options toolkit to support specific campaigns
Identify key contacts within service providers
responsible for marketing and communications and
establish relationships
Support service providers with marketing activity
Establish and maintain a database of service providers
to promote core services (NHS and external)
Provide reminders for service providers throughout the
year to ensure that core services information is
prominently displayed and to replenish stock (e.g.
posters and z-cards)
Distribution of stock throughout the year (e.g. posters
and z-cards)
Work with CCG to ensure that processes are in place to
ensure that service information provided by www.nhs.uk
is accurate and up to date
Identify existing programmes where campaign
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LEAD(S)

PROGRESS

messages (or targeted campaign messages) can be
embedded into marketing plans / existing
communication channels e.g. Healthy Homes, Red
Book, etc.
Develop content for existing programmes
3.

Annual marketing plan
(Students)

(Student and modern
service user media
campaign)

(Winter – mass
communications campaign)

Engage with universities to develop the student
marketing plan (i.e. scope opportunities to register
students, implement communications activities and
educate university staff)
Engage with universities and student accommodation
providers to ensure key messages are available at the
‘point of need’ (permanent fixtures in accommodation,
staff education, etc.)
Attend events / campuses / etc. to provide information
and opportunities to register with local health services
(e.g. enrolment, fresher’s fairs, other opportunities)
Develop annual plan of content (adverts, articles,
tweets, etc.) for students channels (e.g. university,
union, etc.) to highlight key messages / themes
Produce student z-card to support marketing campaign
Produce banner stands to support face-to-face activity
Develop artwork and book media. The campaign will
focus on GP (and how to register), GP OOH, nhs.uk and
pharmacy
2 week Radio City campaign
1 month advertising in the Metro
1 month advertising campaign featuring bus stops in the
city centre and areas where students and young
professionals reside
1 month advertising campaign in train stations (e.g.
escalator panels, posters and screens)
Engage with CCG to identify key messages / themes for
winter
Write creative brief and appoint design agency
Develop media schedule and book media
Develop campaign refresh design and artwork
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(Winter – uninformed
traditionalists campaign)

(Visitor campaign)

3 month Radio City advertising campaign highlighting
nhs.uk, GP OOH, pharmacy
10 week advertising campaign bus stops highlighting
nhs.uk, GP OOH, pharmacy
10 week advertising campaign bus sides, interiors and
backs highlighting nhs.uk, GP OOH, pharmacy
Develop winter self-care poster
Distribute winter self-care poster through NHS and
external service providers
GP letter to uninformed traditionalists
Development of leaflet targeting uninformed
traditionalists
Engage with service providers that have contact with
over 60s to identify opportunities to disseminate
messages
Development and delivery of messages for uninformed
traditionalists through existing service provider channels
Briefing for staff that have contact with uninformed
traditionalists (e.g. housing associations, Age UK,
primary care, etc.)
Development and delivery of pharmacy bags containing
key messages for over 60s with briefing for pharmacy
staff
Advertising of key messages and adverts in channels
targeting group e.g. screens in post offices / one stop
shops, community newsletters
Engage with key stakeholders such as Liverpool Culture
to identify timetable of events and opportunities to
embed messages about health services for visitors into
event handbooks, programmes, screens, staff briefings,
etc.
Identify tourism providers across the city (via
organisations such as Visit Liverpool, Chamber of
Commerce, LEP, etc.) and provide briefings and access
to leaflet
Develop leaflet outlining health services available for
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(Asylum seekers and
refugees campaign)

(Self-care campaign:
communications)

(Self-care campaign:
parents)

visitors to the city
Identify existing channels where messages can be
embedded and develop adverts / information to promote
health services to visitors (e.g. visitor information
centres, tourist attractions, etc.)
Engage with the social inclusion team to identify
communications requirements and opportunities to
promote messages to asylum seekers and refugees
Identify organisations and community based
communications channels to target asylum seekers and
refugees with self-care and service information (e.g.
community radio stations / newsletters)
Develop communications / communications briefings for
asylum seekers and refugees and staff that work with
them
Embed information about the needs of asylum seekers
and refugees into the Examine Your Options toolkit to
support core service providers in their interactions with
them
Identify annual themes (e.g. D&V, sunburn, allergies,
looking out for neighbours over winter, etc.) and develop
rolling editorial / advertorial plan which also supports
other campaigns within the strategy (e.g. students,
winter, etc.)
Engage with media providers (paid and communitybased) to ‘sell-in’ themes and book advertorials /
supporting adverts (pharmacy and nhs.uk) to run
alongside advertorial/editorial content
Develop content for editorial / advertorials
Review paediatrics insight and data to identify common
childhood illnesses to focus on
Work with health care professionals to develop content
for communications targeted at parents
Design materials targeted at parents
Engage with service providers to gain buy-in for parent’s
self care campaign and identify opportunities for staff to
promote in their interactions with parents / carers
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(Self-care campaign: bank
holidays)

(building it into pathways where possible)
Develop briefing pack for professionals
Disseminate information to relevant professionals
Identify communications channels to target parents and
carers and book media e.g. parent-targeted magazines /
publications
Campaign activity to promote self-care messages for
parents and carers of children aged 0-5
Identify themes and relevant services for each bank
holiday period
Book advertising for each bank holiday period
Source information about winter opening times
Develop guide to opening hours over winter bank
holiday which promotes seasonal self-care messages to
be published in local print media and the CCG website
Echo online takeover to coincide with winter bank
holiday
Source information about Easter opening times
Develop guide to opening hours over Easter bank
holiday which promotes seasonal self-care messages to
be published in local print media and the CCG website
Easter radio campaign
Echo online takeover to coincide with Easter bank
holiday
Source information about May bank holiday opening
times
Develop guide to opening hours over May bank holidays
which promotes seasonal self-care messages to be
published in local print media and the CCG website
May bank holidays radio campaign
Echo online takeover to coincide with May bank holidays
Source information about August bank holiday opening
times
Develop guide to opening hours over August bank
holiday which promotes seasonal self-care messages to
be published in local print media and the CCG website
August bank holiday radio campaign
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(Self-care campaign: Care
at the Chemist)

5.

Responsive campaigns
(Evaluation)

(Modern service users
campaign)

Echo online takeover to coincide with August bank
holiday
Review Care at the Chemist data to identify target
audiences who are not currently using the service to its
full potential
Develop Care at the Chemist artwork and materials
Identify partner organisations to promote Care at the
Chemist (e.g. Job Centre, One Stop Shop, etc.) and
opportunities to promote the service through targeted
media
Identify and book relevant targeted media e.g.
community-based magazines, screens, etc.
Care at the Chemist targeted media campaign
Engage with CCG analysts to identify the data required
to monitor the strategy and when it is needed
Commission quantitative research to track changes in
awareness, knowledge and use of services and the
service user segments
Engage with Chamber of Commerce to identify
employers and opportunities to engage with them
through the Chamber
Develop briefing pack for employers containing key
messages, adverts and articles to support internal
communications
Distribute briefing pack to employers
Explore how activity can be embedded into the
Workplace Wellbeing Charter
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The purpose of this paper is to present to the
Governing Body a proposal to enhanced access to
Primary Care during Winter period. The paper also
sets out a proposed process for General Practice to
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The Business Case is also attached.
Recommendation
That Liverpool CCG Governing Body:
 Approves the proposal
 Approves the process set out for General
practice to access resources to provide
additional capacity in Primary Care during
Winter
Impact on improving To reduce the number of AED attendances
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occurring for conditions that can be treated in
reducing inequalities Primary Care and to improve the patient experience
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of accessing out of hospital care.
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ENHANCING ACCESS TO PRIMARY CARE - WINTER PRESSURE 2014

1.

PURPOSE

The purpose of this report is to present to seek approval from the Governing
Body for investment to provide additional capacity in Primary Care during the
Winter period (November – March)
The paper also sets out a proposed process for General Practice to apply to
access this investment.

2.

RECOMMENDATIONS

That Governing Body: Approves the proposal
 Approves the process set out for General practice to access resources to
provide additional capacity in Primary Care during Winter

3.

BACKGROUND

Each winter brings with it a number of challenges that affect service delivery,
including the balance of emergency and elective activity, together with the flow
of patients from admission to secondary care through to discharge.
Challenges such as severe weather, seasonal flu, Norovirus and festive public
holidays can place additional pressure on specific parts of the system including
Primary Care.
Liverpool CCG is committed to ensure appropriate capacity in Primary Care
recognising the key role General Practice has to play in helping to manage
increased demand for care over the winter period. LCCG is also mindful of the
need to demonstrate good governance in relation to all investment decisions.
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4.

ADDITIONAL CAPACITY IN PRIMARY CARE

In 2007 the average patient visited their practice 3.19 per annum1. NHS England
(2013, page 13) outlined in their “Improving General Practice – a call to action” 2
evidence paper that GP consultations are increasing year on year and that a
straight line projection would see 340 million GP consultations per year. Based
on an England population of 53 million that is 6.4 consultations per average
patient, but there has not been a corresponding increase in the investment in
Primary Care to meet this demand.
Healthwatch recently published their report into patients’ experiences of access
to General Practice in Liverpool, http://www.healthwatchliverpool.co.uk/news/gpaccess-report-available. Within the body of the report, patients have highlighted
their perception of difficulties in accessing timely access to appointments.
5.

PROPOSAL

The proposal is to address the additional pressures experienced within Primary
Care during the winter period (21 weeks November – March) by increasing
patient access to GP/Nurse Practitioner/Telephone consultations from the
current commissioned 70 per 1000 weighted population up to 80 per 1000
weighted population.
For practices that wish to and are able to increase their capacity during the
winter period they will need to demonstrate that they are currently delivering the
commissioned 70 contacts (as described above) per 1000 weighted population.
Practices will be required to submit their current number of
appointments/telephone consultations per week as evidence.
If every practice bids to provide the upper limit of 80 appointments per 1000
registered population the resource required is £2,362,080. Funding will be
reimbursed based on a sessional rate of £300, this should include 2 ½ hour
consulting plus administration and home visits.

6.

PROCESS FOR APPLICATIONS AND REIMBURSEMENT

Practices will be invited to apply to increase their capacity by providing the
following information:-

1
2

http://www.aafp.org/fpm/2007/0400/p44.html
http://www.england.nhs.uk/wp-content/uploads/2013/09/igp-cta-evid.pdf
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• Current number of appointments/telephone consultations per week
• Number of additional appointments to be provided per week i.e. 75 or 80
• Cost of proposal
The reimbursement of costs for the agreed provision would be by submission of
a monthly invoice. Upon receipt of invoices, the Primary Care Team will review
this against the original bid and recommend payment to the Approvals Panel.
Upon bidding for the additional investment all practices will be required to show
their current provision as well as the timings of their current sessions. The
application process will ask for details of when the additional capacity will be
provided, including the length of the session and number and type of
appointment to be provided.
On a monthly basis, practices will be required to submit the following information
along with their invoice:
• Date and time of additional session
• Type of contacts offered e.g. GP face-to-face, Nurse Practitioner face-toface and GP telephone consultation.
• The designation of the clinician providing the session
• Number of slots offered
• Number of DNAs for that session
This proposal has been approved by Primary Care Committee.

7.

GOVERNANCE

In line with Liverpool CCG governance arrangements, in order to avoid any
direct financial conflict of interest, the Approvals Panel will convene and approve
all investments for enhanced access in General Practice.

Cheryl Mould
Head of Primary Care Quality & Improvement
2nd September 2014
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The purpose of this paper is to update the
Governing Body regarding further action and
progress since the previous update in July 2014
outlined the issues concerning Liverpool Clinical
Laboratories and the potential impact on Liverpool
patients.
This will ensure that the Governing Body is fully
aware of the key risks identified and mitigating
actions in place to address current and potential
future issues.

Recommendation

That Liverpool CCG Governing Body:
 Notes the further action and continued
progress to manage the issues and mitigate
risk
 Notes the intention to review events to ensure
learning is determined and disseminated
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Impact on improving To ensure patients receive a consistently high
health outcomes,
standard of treatment and care from NHS
reducing inequalities Commissioned services
and promoting
financial
sustainability
Relevant Standards
or targets

Preventing people from dying prematurely
Ensuring that people have a positive experience of
care
Treating and caring for people in a safe
environment and
protecting them from harm

UPDATE REGARDING LIVERPOOL CLINICAL LABORATORIES AINTREE
BASED PATHOLOGY SYSTEM ISSUES

1.

PURPOSE

The purpose of this paper is to update the Governing Body regarding further
action and progress since a previous update in July 2014 outlined the issues
concerning Liverpool Clinical Laboratories and the potential impact on Liverpool
patients.
This will ensure that the Governing Body is fully aware of the key risks identified
and mitigating actions in place to address current and potential future issues.

2.
RECOMMENDATIONS
That the Liverpool CCG Governing Body:
 Notes the further action and continued progress to manage the issues and
mitigate risk
 Notes the intention to review events to ensure learning is determined and
disseminated
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3.

BACKGROUND

The Governing Body was informed in July 2014 of the issues relating to
Liverpool Clinical Laboratories (LCL) and the subsequent action to address the
issues and mitigate risk. This paper provides an update of progress since that
time, and the current position.
Colleagues were informed that it had been identified that there were historic
issues reported by GP practices in relation to small intermittent numbers of
missing pathology reports from the laboratory based at Aintree. The timeframe
for the issues date back to 2012 and apply to certain practices that currently sit
within Liverpool; South Sefton and Knowsley Clinical Commissioning Groups. 4
separate issues were identified, of which 3 apply to Liverpool GP practices and
patients which will be the focus for this paper. The 4th issue only applied to
Knowsley patients and has now been resolved. Three of the issues have been
reported on to the Strategic Executive Information System (StEIS) for reporting
serious untoward incidents. Two of these are being performance managed by
NHS South Sefton CCG in their role as co-ordinating commissioner for Aintree
University Hospital. The third incident is Knowsley specific and will be managed
by Knowsley CCG.
4.

TASK & FINISH GROUP ACTIONS

A Task and Finish Group was set up to facilitate the management and
monitoring of each of the issue areas. A communication to all member practices
notifying them of potential issues and next steps. This group reports to and is
accountable to the CCGs’ Clinical Leads who then report to the Clinical Quality
and Performance Group. Informatics Merseyside have facilitated this group
from a health economy leadership perspective on behalf of the CCGs, and will
continue to do so until the issues are resolved. The group’s areas of
responsibility are:
•
•
•
•
•

Oversee the resolution of the issues detailed
Proactively manage risks associated with the issues
Identify and manage the assessment of any wider implications
Oversee the resolution of any new issues ascertained throughout this
process
Develop and oversee communications to practices and wider stakeholders
as required
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This group initially met weekly, with specific timescales and named
accountability. Liverpool CCG has representation on this group in terms of
Clinical Lead; Primary Care Quality and the Quality team. Due to increasing
evidence that measures put in place are resolving future issues the meeting has
been reduced to monthly.

5.

ISSUE AREA 1- MACROPROLACTIN/PROLACTIN RESULTS

This was an issue across the 3 CCGs (Liverpool, Knowsley and South Sefton
CCGs) and was detected by staff within the laboratory at Aintree who identified
that some macroprolactin and associated prolactin results were not available for
review by internal staff or to the original requestor. Staff reviewed the status of
the result, contacted the referring clinician by phone, put in place measures to
prevent an occurrence of the same issue and now review this daily. To date
there has been no further incidences.
The issue was reported on STEIS (Strategic Executive Information System) and
the report has been submitted to the coordinating commissioner (South Sefton
CCG). The report will be reviewed by the commissioners and feedback
submitted to Aintree via the coordinating commissioner.

6.

ISSUE AREA 2- NON-RECEIPT OF RESULTS RELATING TO 9 TESTS

This relates to some GP practices in the north of Liverpool and South Sefton
reporting non-receipt of results into their IT systems. Following investigation it
was determined that this related to a number of results unreported relating to 9
tests. A range of actions were put into place, including the re-reporting of results
to practices to ensure appropriate follow up, and an internal system change to
ensure that all unreported results are identified. In addition, GP practices have
been alerted when a result needs follow up and communicated with regarding
any potential issues. A point of contact has been provided by the Primary Care
Quality Team for any queries. The cause of this issue appears to be related to
the Clinisys IT software and the manufacturer has been alerted and is taking
remedial action.
This has also been reported on STEIS and the report will be reviewed by the
CCGs and feedback to the Trust will be sent via the coordinating commissioner.
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7.

ISSUE AREA 3- UNAVAILABILITY OF RESULTS ON THE GP IT
SYSTEM

An issue with the rejection process on EMIS web causing the loss of data in the
DTS mailbox for practices was highlighted in May 2014. It had been an issue
previously, and investigation had found no obvious cause. However, staff were
able to derive a ‘gather’ that could identify corrupt files before they are released
to EMIS and a retrospective search of corrupted files for the year showed that
36 had been sent to EMIS which then could not be viewed in the practice. This
issue has been the most difficult to scope as determining the number of
potentially corrupted messages has been a large task.
Several measures have been put in place:
• LCL working with Clinisys to resolve invalid characters which leads to
corrupt files
• LCL monitoring Clinisys messages and ‘gathering’ messages containing
invalid characters
• Process for handling retrospective reports which have not been viewed at
GP practices agreed
• Paper back–up system reactivated for some practices as a backup
measure
• Investigation has taken place to understand risk and impact of other
sending organisation which use the same system
• GP and community based work laboratory work has moved to RLBUHT
laboratory to eliminate risk until Aintree laboratory issues resolved
• Medicines and Healthcare products Regulatory Agency (MHRA) informed
of the Clinisys related issues
• LCL confirmed that the format of edifact messages from the Aintree
laboratory are in the correct standard messaging structure
• Pathology notifications to practices are enabled in EMIS web
• The deployment of EMIS web amended process for messaging has been
brought forward to August for EMIS release V4.9

8.

RELATED ISSUES

NHS Liverpool CCG has communicated with practices as required to ensure
that they are aware of issues and if any response is required.
The
communication has taken the form of:
• A communication to all member practices notifying them of potential
pathology issues and next steps
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• A joint letter from LCL/CCG clinical leads to practices where results have
been identified that may need follow up
• GPs contacted by letter regarding abnormal results where a requirement
for follow up has been identified
During this period, the Primary Care Quality Team has provided a centralised
point for communication and when appropriate, the Locality and Neighbourhood
infrastructure has been used to disseminate information.
NHS England (Merseyside) convened a meeting at the request of the CCGs
which took place on the 15th July with the purpose of reviewing the status and
the required next steps with regard to the 4 incidents relating to the laboratory
issues. At this point in time, 3 had been reported on STEIS; 2 of which related to
Liverpool, Sefton and Knowsley CCGs and one which was specific to Knowsley.
The 4th issue is being addressed and at this point in time has ne required
reporting on STEIS.
Aintree have prepared a draft media statement which has been shared with
communication leads within the CCGs and NHS England, highlighting the
proactive, collaborative work to ensure understanding of the causes and the
work to remedy the issues.

9.

NEXT STEPS

The Task and Finish group established when the issues were identified now
meets monthly instead of weekly. This group will continue to meet until all issues
are addressed and the risk of patient harm resolved.
NHS England have agreed to chair a meeting in September 2014 NHS England
(Merseyside) has agreed to facilitate a further meeting in September to ensure
that the reports from the 3 Serious Incidents are reviewed and considered
collectively and feedback given the Aintree and LCL and all learning points
shared with key. Currently, there is a consensus that an external review would
be the best method of supporting learning and this option is being actively
explored.
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10.

CONCLUSION

The LCL Aintree Laboratories issues are being managed appropriately with
effective mitigation to prevent future incidents. The respective CCGs and NHS
England have worked with I-Merseyside, Liverpool Clinical Laboratories (LCL)
and Aintree to ensure that the issues are understood and appropriate action is
taken to remedy the issues and reduce the risk of patient harm. A review is
planned of the issues and the collective response to ensure any learning is
captured and disseminated.

Jane Lunt
Head of Quality/Chief Nurse
31/0814
ENDS
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LIVERPOOL CCG: CORPORATE Risk Register SEPTEMBER 2014

Ref

Organisational
Values &
Objectives

C004
HRR

We will act with
honesty and
transparency in all
our actions. We are
committed to a
teamwork
environment, where
every member of the
CCG is valued,
encouraged to
contribute and
recognised for their
efforts.

C008
FPCC

We will act with
honesty and
transparency in all
our actions. We are
committed to a
teamwork
environment, where
every member of the
CCG is valued,
encouraged to
contribute and
recognised for their
efforts.
To maximise value
from our financial
resources and focus
on interventions that
will make a major
difference

C009
FPCC

Date
Entered

Objective

14/05/2013 Compliance with
Employment law
and NHS
Employers
guidance

Version FINAL

Description of Risks Current Controls Assurance in Controls L
Failure to ensure
that all policies and
procedures are up
to date, compliant
and communicated
to staff

Current Current
Risk
risk
Management Actions re gaps in controls
C (score) accepted and assurance or unacceptable risk rating

1 4

4 ID

on-going

Oct-14

►

16 N

Programme and staff transferred into the
CCG with effect from the 1st Nov 2013.
Review of activities and staffing
commenced. Meetings with staff and their
representatives continue. Resolution
ongoing.

2 4

8 TW

Ongoing

Oct-14

►

9N

Monthly mechanism and controls
established to assess in year spend and
agree appropriate action.
Standing item on the Audit and Finance,
Contracts and Procurement Committees.
Contact made with individual Trusts where
growth in activity is judged to have arisen
due to specialist commissioned services,
negotiations continue. CCG has submitted
expression of interest to NHS England for
the CCG to assume responsibility for key
elements of specialist commissioning in the
city, outcome awaited. Outcome of national
review and redesignation awaited.

3 3

9 TJ

on-going

Oct-14

►

Monitored by HR &
Remuneration
Committee

2 4

8Y

Monitoring by Chief
Finance Officer and
Audit, Risk and
Scrutiny Committee

4 4

28/05/2013 Effective
management of
specialist
commissioning
financial risk

Monitoring by Chief
Finance Officer and
Audit, Risk and
Scrutiny Committee

3 3

Collaborative
Commissioning
Agreement
entered into with
NHS England

Progress

Priority policies approved by the HR &
Remuneration Committee. Annual review of
policies to be completed by the end of
Quarter 1. Review of of policies ongoing

Programme of
policy review and
updating
underway, with
'priority' policies
addressed first
and default to
where required
use of previous
PCT policies as an
interim measure
28/05/2013 Effective
Current governance Governing Body
governance
arrangements
Programme lead
arrangements in unacceptable and
in place, initial
place for the
leave the CCG open programme
management of to a high level of
structures and
the DALLAS / MI financial,
staffing in place
programme
operational and
reputational risk
Risk to CCG financial
allocations from
specialist
commissioning
allocations and
management by
NHS England

L

Residual
Risk
Lead
Completion Review
C (score) Officer Date
Date

Ref

Organisational
Values &
Objectives

Date
Entered

Objective

Description of Risks Current Controls Assurance in Controls L

C010
PCC

To hold providers of
commissioned
services to account
for the quality of
services delivered

28/05/2013 Delivery of IMT
services inc VOIP
telephony to GP
Practices and
LCH services in a
sustainable and
resilient manner

Major service failure
leading to significant
and prolonged
disruption to
services, directly
impacting upon
patient care delivery
and safety

C011G
B

To hold providers of
commissioned
services to account
for the quality of
services delivered

11/06/2013 Delivery of
commissioned
services to
patients by
Aintree
University
Hospital NHS FT
meets
commissioning
requirements
(service and
quality) and
compliance with
Monitor
'operating
licence'

Patient care and
service delivery
falling below an
acceptable and safe
standard and
commissioner
expectations
/standards. Trust in
potential breach of
Monitor 'operating
licence'

C012

To hold providers of
commissioned
services to account
for the quality of
services delivered

Current service
SMT. iMerseyside
level agreement Board, Primary Care
with iMerseyside, Committee
supplier response
and service failure
remedies

Quality review
completed in
April 2013; NHS
contract
collaborative
commissioning
arrangements in
place with South
Sefton and
Knowsley CCGs;
CPQG;Monitor
investigation
commenced with
regards to
provider
performance in
AED, HCAI, RTT
and mortality
01/05/2013 Delivery of
Concerns raised as CCG led and cocommissioned to the safe and
ordinated
services to
effective delivery of investigations
patients by
services to local
underway;
Liverpool
residents
Quality review
Women's
completed in
Hospital NHS FT
March 2013.
meets
commissioning
requirements
(service and
quality) and
compliance with
Monitor
'operating
licence'

Current Current
Management Actions re gaps in controls
Risk
risk
C (score) accepted and assurance or unacceptable risk rating

L

Residual
Lead
Completion Review
Risk
C (score) Officer Date
Date
4 CM / ID on-going

Aug-14

Progress

▼

4 4

16 N

Investigation into major service failure
completed, joint working group with
iMerseyside, Liverpool Community Health,
NHS Property Services and Sefton CCGs
established and meeting monthly to review
current arrangements, governance and
service delivery. Significant work underway
to reconcile financial liabilities and
responsibilities going forward into 2014/15
between organisations and iMerseyside.
Second back up server arrangements now
'live' and providing enhanced security and
system stability. Routine monitoring now in
place, recommended removal from Register

1 4

Monthly reporting to
Governing Body; CPQG
on-going monitoring
and assessment of
provider service
delivery;Monitor
investigation
completed and
sanctions applied;
regular reporting
through Regional
Quality Surveillance
arrangements

4 5

20 N

2 5

10 KS

on-going

Monthly
review
via
CPQG/
QSG

▼

CPQG, reporting to
Governing Body and
Chief Officer; regular
reporting through
Regional Quality
Surveillance
arrangements

4 5

20 N

CPQG monitoring and holding the provider
to account for service delivery; Monitor
investigation into Provider performance
completed: licence breached action plan in
place; details posted on Trust website. CQC
Report published on the 6th December
2013, including a warning notice to be met
by 28th February 2014. Matter raised in
Part 2 of the Governing Body meeting held
on the 10th December 2013 and way
forward agreed. Liverpool CCG formal
position communicated to Knowsley and
South Sefton CCGs. Actions continue to seek
sustainable improvements. CQC reinspection has demonstrated a significant
level of improvement, sustainable delivery
to be monitored closely.Routine provider
surveillance now underway
CCG leading investigation into matters of
concern; CQC visit in July 2013 identified 2
minor and 1 moderate concern. Action plan
in place. CQC report findings consistent with
CCG Quality Review outcome. Actions
continue to seek sustainable improvements.
CQC Report of visits undertaken on the 7th
and 8th July 2014 now received and a
follow up Quality Review meeting is
scheduled to take place on the 11th
September.

3 5

15 KS

on-going

Monthly
review
via
CPQG/
QSG

▼

Ref

Organisational
Values &
Objectives

C013

To hold providers of
commissioned
services to account
for the quality of
services delivered

CO14

We will act with
honesty and
transparency in all
our actions. We are
committed to a
teamwork
environment, where
every member of the
CCG is valued,
encouraged to
contribute and
recognised for their
efforts.

CO15

To hold providers of
commissioned
services to account
for the quality of
services delivered

Date
Entered

Objective

Description of Risks Current Controls Assurance in Controls L

Current Current
Management Actions re gaps in controls
Risk
risk
C (score) accepted and assurance or unacceptable risk rating

L

Residual
Lead
Completion Review
Risk
C (score) Officer Date
Date

01/06/2013 Delivery of
commissioned
services to
patients by St
Helens &
Knowsley
Hospitals NHS
Trust meets
commissioning
requirements
(service and
quality) and
compliance with
NHS TDA
29/07/2013 Resolution of all
outstanding
Continuing
Health Care
restitution,
review and
appeals cases

Concerns raised as
to the safe and
effective delivery of
services to local
residents

St Helens CCG (co- CPQG, reporting to
ordinating
Governing Body and
commissioner)
Chief Officer; regular
led investigations reporting through
underway; Risk
Regional Quality
Summit held in
Surveillance
May 2013.
arrangements

4 5

20 N

Liverpool CCG co-operating and
participating in St Helens CCG led
investigation into matters of concern. Trust
action plan implementation demonstrates
progress being made. Provider now stepped
down to routine surveillance, recommend
removal from the Risk register.

2 4

Financial risk from
cases (financial
settlements and
interest);
reputational risk
due to significant
delays to resolution;
Formal Ombudsman
investigation into
delays

CSU
Monthly progress
commissioned to reports from CSU,
manage all
complaints monitoring
outstanding cases
and to clear the
backlog with a
target date of
March 2014

4 5

20 N

4 4

16 JL / ID

06/08/2013 CCG use and
reliance upon
quality and
timely
performance
data

Poor quality data
leading to
inaccurate
monitoring and
assessment of
providers,
operational and
financial risk

CSU is
commissioned to
provide business
intelligence
support including
data processing
and validation.

4 5

20 N

CSU directed to recruit additional resources
to clear the backlog, regular progress
meetings held between CSU and CCG
officers (ID & JL), monthly progress
monitored. Longer term solution under
review. The CSU has been commissioned to
continue the management of claims
through to the end of March 2014, although
the inherited backlog will not be cleared by
the end of the financial year. CSU
contracted for a further twelve months to
manage restitution cases on behalf of the
CCG.
CSU being held to account for the delivery
of data to the required standard and
quality, matters raised at monthly
performance meeting with CSU leadership;
some recent improvement in data quality
seen; issues with individual providers being
taken up via contract meetings. Inconsistent
improvements in data quality and
timeliness seen. Robust arrangements in
place for monitoring, significant review
planned for Quarter 1 2014/15. The review
has concluded that whilst the controls put
into place have had an impact, issues
remain that continue to require CCG staff
intervention. A further review of the whole
of Business Intelligence is planned that will
inform our future commisisoning intentions.

4 3

12 TJ/ID/T on-going
W

Monthly performance
meetings with CSU, 'in
house' analyst capacity
to review data
accuracy and assess
risk

8 KS

on-going

Mar-15

Monthly
review
via
CPQG/
QSG

Progress

▼

Sep-14

►

Dec-14

►

Ref

Organisational
Values &
Objectives

CO16
FMC

To maximise value
from our financial
resources and focus
on interventions that
will make a major
difference

CO18

We accept
responsibility for our
actions. We make
and support business
decisions through
experience, evidence
and good judgement,
and we will deliver
against our promises

CO19

To maximise value
from our financial
resources and focus
on interventions that
will make a major
difference

Date
Entered

Objective

Description of Risks Current Controls Assurance in Controls L

27/08/2013 Discharge CCG
responsibilities
for the use,
occupation and
funding of
premises in an
effective and
efficient manner

Current Current
Management Actions re gaps in controls
Risk
risk
C (score) accepted and assurance or unacceptable risk rating

The recharges from
Community Health
Partnerships and
NHS Property
Services for
'unallocated' costs
exceeds the
projected financial
provisions made
01/10/2013 Deliver the
Failure to agree
transformation model of care;
of health and
establishment of
health & care
programme leads
services across and infrastructure;
the city through delivery of the
the Healthy
transformational
Liverpool
programme; failure
to communicate and
Programme
engage with
stakeholders and to
gain understanding
and support for the
programme;
reputational risk
due to high profile
of NHS change and
reconfiguration
programmes.

CCG officers are
working closely
with CHP and
NHSPS to
understand the
application and
impact of the
national
guidelines
Programme
Advisory Board
established;
Governing Body
commitment to
HLP; officer-led
delivery group in
place; Additional
senior resource
sourced to
manage
communications,
stakeholder
management and
engagement.
Clinically-led
settings and
programme
groups; assurance
process identified
and commenced.

Monitoring of the
position through the
Financial Monitoring &
Contracting Sub
Committee

3 3

9N

CCG Governing Body,
Programme Advisory
Board

2 5

01/12/2013 To agree with
Liverpool City
Council the
'Better Care
Fund' (formally
Integration
Transformation
Fund) for 201416, including
individual
schemes,
outcomes and
performance.

Initial principles
discussed at the
Joint
Commissioning
Group meeting in
December;
further national
guidance now
published.

Negotiations led by
the Chief Finance
Officer, regular
updates to SMT,
briefings to Governing
Body.

2 5

Failure to agree with
the City Council the
investment schedule
and associated
outcomes, including
the performance
element of the
Fund, threatening:
'retention' of the
BCF resources in the
City; service delivery
and continuity; and
relations with the
City Council

L

Residual
Lead
Completion Review
Risk
C (score) Officer Date
Date

Recent national decision will see invoices
for 2013/14 to CCGs reflect allocations
made, therefore risks for current year
reduced. Recharges received for 2014/15,
discussed and agreed at the Finance,
Contracting & Procurement Committee.
Recommend removal from the register

1 3

10 Y

Healthy Liverpool governance infrastructure
formally approved by Governing body and
all groups established. Additional
communications and engagement support
sourced. The programme is on the NHS
England service change and reconfiguration
tracker which marks the commencement of
the NHS assurance process. The Case for
Change document is in development and
will be shared externally in October 2014. A
new round of stakeholder engagement is
taking place in September 2014 with MPs,
Councillors, Select Committee, groups that
have been involved in earlier engagement
activity, GPs and local NHS providers.

2 5

10 Y

Final submission now made to NHS England
following agreement by the Health & Well
Being Board and CCG Governing Body.
Continued work on performance
arrangements and scheme developments
underway. Subsequently changes to the
national approach have been introduced
and the original submission
reviewed/revised; Liverpool BCF identified
by NHSE/LGA for 'fast track' submission in
July 2014. After a review of the benefits and
changes to the process, Liverpool has now
withdrawn from the fast track process. A
final submisison will now be made in line
with the national deadline of the 19th Sept

1 5

Progress

Ongoing

Aug-14

▼

On-going

Jul-14

▼

5 KS, TJ & On going
TW

Sep-14

►

3 TJ

10 NF, KS

Ref

Organisational
Values &
Objectives

Date
Entered

Objective

CO20

To maximise value
from our financial
resources and focus
on interventions that
will make a major
difference

20/12/2013 To develop a
two and five
year
commissioning
and investment
strategy for
Liverpool CCG
through to
2018/19

CO22

To maximise value
from our financial
resources and focus
on interventions that
will make a major
difference

31/12/2013 Delivery of a
comprehensive
clinical services
delivery model
for cancer
services for the
benefit of local
residents

CO23

We accept
responsibility for our
actions. We make
and support business
decisions through
experience, evidence
and good judgement,
and we will deliver
against our promises

06/01/2014 To deliver
effective
information
governance
processes

Description of Risks Current Controls Assurance in Controls L
Failure to develop
and agree required
two and five year
plan in compliance
with national
timescale and
requirements,
adversely impacting
upon commissioning
round and
ultimately
potentially service
That there is a
misalignment
between resources
and commisisoning
plans that adversely
impacts upon the
delivery of a centre
of excellence for
cancer services in
the city and the
delivery of a legacy
planning
commitment.
Failure to comply
with requirements
of the Information
Governance Toolkit
leading to
restrictions placed
on the CCG on the
handling of weekly
psuedomynised
data, adversely

Current Current
Management Actions re gaps in controls
Risk
risk
C (score) accepted and assurance or unacceptable risk rating

L

Residual
Lead
Completion Review
Risk
C (score) Officer Date
Date

Progress

NHS England
published the
national planning
guidance on the
20/12/13 this
provides the
framework for
developing the
plans,
accompanied by
two year CCG
financial
Discussions
continue between
the NHS England
Specialist Services
Commissioning
Team and CCG.

SMT lead identified
(TW), individual
Programme Leads
developing proposals,
data analysis and
modelling underway
alongside financial
planning.

1 5

5Y

Final 2 year Operational Plan and Draft 5
year strategy approved by the Governing
Body in March 2014 and submitted to NHS
England. Work continues on final
development of the strategy that is
required in June. Strategy presented and
approved by the Governing Body in June
2014 and submitted to NHSE to meet the
required deadline. Recommend removal
from Register

1 5

5 KS, TJ & Two Year
TW
Plan: March
2014
Five Year
Plan: June
2014

Jun-14

▼

Dialogue between the
parties continues,
briefing/update
provided to Finance
Sub Committee

4 3

12 N

The matter will be further picked up and
solutions sought through the 2014/19 Five
Year Strategic planning round currently
underway. Funding position with NHS
England now agreed. Formal public
consultation commenced on the proposed
relocation, recommend removal from the
Register.

2 3

6 TJ

Aug-14

▼

MIAA is
supporting the
CCG in meeting
the level 2
requirements of
the Toolkit.

CCG declared selfdeclaration with
Toolkit in March 2013
and subsequently
supported by an
Internal Audit opinion
of "significant
assurance".

1 4

4Y

Declaration of compliance at Level 2 of all
Information Governance Toolkit
requiements made by the 31st March 2014
deadline and supported by MIAA Internal
Audit. Actions continue to move towards
goal of Level 3 compliance by the end of
March 2015. Additional dedicated IG
support post to be recruited to in Quarter 1
2014/15. Recruitment of post delayed into
Quarter 2.

1 4

4 TW

Oct-14

▼

Ongoing

Mar-15

Ref

Organisational
Values &
Objectives

Date
Entered

Objective

01/03/2014 Delivery of
commissioned
services to
patients by
Liverpool
Community
Health meets
commissioning
requirements
(service and
quality)

Description of Risks Current Controls Assurance in Controls L
Concerns raised as
to the safe and
effective delivery of
services to local
residents

CCG led and coordinated
investigations
underway.

CPQG, reporting to
Governing Body and
Chief Officer; regular
reporting through
Regional Quality
Surveillance
arrangements

Current Current
Management Actions re gaps in controls
Risk
risk
C (score) accepted and assurance or unacceptable risk rating

CO24

To hold providers of
commissioned
services to account
for the quality of
services delivered

4 5

20 N

CO25

To maximise value
from our financial
resources and focus
on interventions that
will make a major
difference

01/03/2014 To deliver signed
contracts by the
31st March 2014
that support the
CCG objectives.

Failure to sign
contracts by the
deadline could lead
to a reputational
risk for the CCG. In
addition have
financial and
governance
implications for
providers.

The CCG is
continuing
negotiations with
Providers, an
escalation process
is available if
required.

Progress is reported
weekly to the SMT and
via the CSU to NHS
England.

4 2

8Y

CO26
QSOC

To hold providers of
commissioned
services to account
for the quality of
services delivered

12/03/2014 Delivery of
commissioned
services to
patients by Alder
Hey NHS FT
meets
commissioning
requirements
(service and
quality) and
compliance with
Monitor

Concerns raised as
to the safe and
effective delivery of
services to local
residents from
Whisleblowing
allegations
regarding theatre
staffing and sickness
levels and from
recent CQC
inspection

Specialist
Commissioners
and CCGs working
together to
understand the
concerns raised
and determine
with the Trust a
sustainable
improvement
plan.

Single item QSG held
23rd April 14 to review
action plans with the
Trust. LCCG tasked
with establishing a
collaborative
commissioning forum
to oversee work to
address quality and
safety concerns

4 4

16 Y

L

Residual
Lead
Completion Review
Risk
C (score) Officer Date
Date

CQC inspections took place in November
and December 2013; Single item Quality
Surveillance Group held on the 11th
February; Quality Review Meeting held on
the 18th February; Trust remedial actions to
be monitored and followed up through the
regular Clinical Quality and Performance
meetings. SUI monitoring process has
identified under reporting of pressure
ulcers by the Trust and non compliance with
expected processes (six monthly review
underway with non reported incidents now
shown on STEIS). Interim Chief Executive
appointed. Interim appointments made to
Director of Nursing and Operations posts.
LCH collaborative commissioning forum
now established and led by LCCG to provide
oversight and scrutiny of the recovery and
mitigation plans. CQC inspection report
(visits 12th -15th May) published 15th
August. The findings are currently under
review by commisisoners. Overall the Trust
was found to "require improvement".

4 5

Negotiations with providers continues, By
30 April 2014 agreement reached on
financial settlement with all providers
where Liverpool leads on the contract
negotiations. Still some areas of financial
pressures reported by providers being dealt
with outside the contract process. Aintree
contract remains outstanding, Trust have
still to sign and agree the final contract
offer. Discussion continues with Liverpool
Women's regarding the future funding of
midwiferry staffing levels. Aintree now
completed, recommend removal from the
Register
Collaborative commisioning forum will
provide needed oversight of Trust recovery
and mitigation plans.CQC inspection report
(visits 21st - 22nd May) published 20th
August. The findings are currently under
review by commisisoners. Overall the Trust
was found to "require improvement".

3 2

3 4

20 KS

6 DR/TJ

12 JL

on-going

Mar-14

Ongoing

Progress

Monthly
review
via
CPQG/
QSG

Aug-14

Monthly
review
via
CPQG/
QSG

▲
▼

▼

Ref

Organisational
Values &
Objectives

CO29

To hold providers of
commissioned
services to account
for the quality of
services delivered

CO30a

To hold providers of
commissioned
services to account
for the quality of
services delivered

Date
Entered

Objective

01/06/2014 Delivery of the
commissioned 4
hour target in
AED to patients
by Royal
Liverpool &
Broadgreen
University
Hospitals NHS
Trust meeting
the
commissioning
requirements
(service and
quality) and
compliance with
TDA
requirements
27/06/2014 Delivery of a
safe, effective
and reliable
clinical
laboratory
service for the
benefit of
patients

Description of Risks Current Controls Assurance in Controls L
Failure to meet the
95% 4 hour target in
AED for Quarter 1
2014/15, leading to
patients potentially
receiving delayed
care and treatment.

Unavailability of
test results for
macroprolactin and
prolactin (pituitary
hormones) for
clinical scientists to
review in the
Aintree Laboratory
or report to the
original requester.
(48 test results
identified dating
back to December
2012)

Remdial Action
Plan in place;
previous 'contract
query' remains
open and subject
to fortnightly
review.

Current remedial
action plan monitored
through the formal
contract query process
and by the TDA.

Liverpool Clinical StEIS investigation
Laboratories has outcome awaited.
established an
incident group to
review the
matter; reported
via StEIS;
individual
requesting
clinicians have
been contacted
and where
required clinical
advice provided.

Current Current
Management Actions re gaps in controls
Risk
risk
C (score) accepted and assurance or unacceptable risk rating
4 4

5 4

16 N

20 N

CCG internal Trust oversight group and
contract review meeting to discuss recent
significant deterioration in performance and
the use of further contract sanctions. Single
item NHS England QSG held in August and
to be followed up by metings with the Trust.
Current Trust 'claim' of over activity and
financial spend in non elective care
currently the subject of further exploration
and examination by commissioners.

Measures being put into place to prevent a
similar occurrence in the future. The CCGs
are currently working collaboratively to
review the StEIS investigation report and
findings. Further review meeting scheduled
in early September.

L

Residual
Lead
Completion Review
Risk
C (score) Officer Date
Date
4 4

2 4

16 ID

8 JL

Ongoing

Ongoing

Progress

October

Sep-14

▲
▼

Ref

Organisational
Values &
Objectives

Date
Entered

Objective

Description of Risks Current Controls Assurance in Controls L

Current Current
Management Actions re gaps in controls
Risk
risk
C (score) accepted and assurance or unacceptable risk rating

L

Residual
Lead
Completion Review
Risk
C (score) Officer Date
Date

Progress

CO30b

To hold providers of
commissioned
services to account
for the quality of
services delivered

27/06/2014 Delivery of a
safe, effective
and reliable
clinical
laboratory
service for the
benefit of
patients

Failure to report
pathology test
results to requesting
GPs for a range of
nine clinical tests
due to an apparent
intermittent
technical failure
(1,354 test results
identified as
involved).

Liverpool Clinical StEIS investigation
Laboratories has outcome awaited.
established an
incident group to
review the
matter; reported
via StEIS; all
unreported
results have been
reviewed by the
appropriate
internal specialist
clinician; where
there was no
patient follow up
letters have been
sent to all
relevant GPs
commencing
27/05.

5 4

20 N

An internal forensic review checking of all
laboratory test within the Aintree lab
continues to ensure that all unreported test
results are identified and appropriate action
taken on indiviudal cases. StEIS report
received. Interim operational solution put
into place to mitigate risks, with parties
further exploring a permanent solution.

2 4

8 JL

Ongoing

Sep-14

▼

CO30c

To hold providers of
commissioned
services to account
for the quality of
services delivered

27/06/2014 Delivery of a
safe, effective
and reliable
clinical
laboratory
service for the
benefit of
patients

Loss of laboratory
test result messages
in the GP Practice
EMIS web system as
a consequence of
messages being
rejected by the DTS
mailbox. (initial
analysis shows 36
messages were
'rejected' and
therefore not
received by the
Practices). The
technical system
issues potentially
effects other DTS
messaging.

Scoping exercise
underway to
assess the scope
and potential
impact of the
issue.

5 4

20 N

Outcome of urgent scoping exercise
awaited before reassessing the risk severity
and impact. StEIS report received. Interim
software solution put into place to mitigate
risks, with parties further exploring a
permanent solution for implementation by
year end.

2 4

8 JL

Ongoing

Sep-14

▼

StEIS investigation
outcome awaited.

Ref

Organisational
Values &
Objectives

CO31

To hold providers of
commissioned
services to account
for the quality of
services delivered

CO32

To maximise value
from our financial
resources and focus on
interventions that will
make a major
difference

Date
Entered

Objective

Description of Risks Current Controls Assurance in Controls L

12/08/2014 Delivery of NHS
Constitution
Waiting time
targets for
elective care (52
& 18 weeks)

Current Current
Management Actions re gaps in controls
Risk
risk
C (score) accepted and assurance or unacceptable risk rating

L

Residual
Lead
Completion Review
Risk
C (score) Officer Date
Date

Failure of the Royal
Liverpool &
Broadgreen
University Hospitals
to meet expected
waiting time targets,
leading to
lengthened patient
waiting times
19/08/2014 To manage
The forecast outturn
RLBUHT over
for RLBUHT is
performance
£11.5m over
against
performance as at
contracted levels M3 2014/15, 50% of
for 2014/15
over performance
relates to Non
Elective admissions,
25% for diagnostics
and 25% over
planned care and
high cost drugs .
This is significantly
over planned levels
for 2014/15 and
continued
performance at the
current levels will
add pressure to
LCCG finances.

Audit of waiting
times complete,
remedial action
plan in place and
being monitored.

Current remedial
action plan monitored
through the formal
contract query process
and by the TDA.

5 3

15 Y

Regular 'oversight' and contractual
meetings with the Trust in place. The Trust
have submitted an investment proposal to
NHS England to release additional 'national'
monies to support recovery of wating times.

4 2

LCCG are utilising
contract levers to
understand the
drivers behind the
over
performance. An
Activity Query
Notice has been
issued and the
Trust are
providing a
response to set
out for the
reasons for the
increase in over
performance.
There has been
clinical
involvement
throughout the
contract query

LCCG utilising NHS
standard contract
levers to manage
performance, a
standard process .

5 4

20 N

Awaiting formal response to AQN. LCCG to
request a quality assurance exercise of the
2014/15 NEL admissions data. Monthly
monitoring of activity and finance plan to
continue.

5 4

CO33

To maximise value
from our financial
resources and focus on
interventions that will
make a major
difference

19/08/2014 Agreement to
secure
Information
Management
services for the
CCG from April
2015.

A revision to the
current partnership
agreement and
changes to the
commitment from
previous partners
could threaten
delivery to the CCG.

The CCG will
ensure delivery of
the service is via a
formal Service
Level Agreement.

Current service
delivery subject to
routine monitoring
and review by the
Head of Contracts &
Procurement.

3 3

9N

CO34

To hold providers of
commissioned
services to account
for the quality of
services delivered

29/08/2014 Delivery of RTT
waiting times in
line with NHS
Constitution and
contractual
requirements

Failure to agree and
implement elective
care operational
resilience and
capacity plan

Elective care
operational
resilience and
capacity plan
submitted to NHS
England by the
Trust as required.

Trust plan has been
subject to external
review by the NHS
IMAS Elective Intensive
Support Team

4 3

12 N

8 DR/CM Ongoing

20 TJ/DR

Ongoing

Oct-14

►

Sep-14

Further negotiations underway with the
provider to seek to reduce the level of
potential risk to the CCG and allow
completion of a new service level
agreement with the Trust.

2 3

6 TW/DR Ongoing

Oct-14

The NHS England Area Team are liaising
with Monitor and the CCG as to the actions
required by the Trust in light of the
concerns expressed by the Intenstive
Support Team with the intention of
agreeing a revised acceptable and
deliverable elective care plan.

3 3

9 JL/DR

Oct-14

Ongoing

Progress

▲
►

►

KEY:

Updates to
existing risks in
'blue'

new risk

recommend removal from the register

►
▲
▼

Risk
Unchanged
Risk
increased
Risk
decreased
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Summary

Recommendation

That Liverpool CCG Governing Body:
 Notes the performance of the CCG in delivery
of key national performance indicators and the
recovery actions taken to improve
performance

Impact on improving
health outcomes,
reducing inequalities
and promoting
financial
sustainability
Relevant Standards
or targets

The report provides evidence of the progress being
made across the organisation at both an
organisational and individual service provider level.
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LIVERPOOL CCG PERFORMANCE REPORT

1.

PURPOSE

The purpose of this paper is to report to the Governing Body key aspects of the
CCG’s performance in delivery of quality, performance and financial targets for
the year 2014/15.

2.

RECOMMENDATIONS

That Liverpool CCG Governing Body:
 Notes the performance of the CCG in delivery of key national performance
indicators and the recovery actions taken to improve performance, if
required.

3.

BACKGROUND

From April 2013 the CCG is held to account by the NHS England on its
performance in delivery of key indicators within the CCG Outcome Indicator Set
of the NHS Outcomes Framework 2014/15 and operational standards expected
from the NHS Constitution.
In addition the CCG has to be assured that the services we commission are
delivering the required quality standards and that any risks and issues relating to
service quality and patient safety are identified and positive action taken to
rectify.
The CCG has established robust governance processes to monitor performance
and provide assurance to the Governing Body that key risks to the organisation
are identified and effectively managed. The Quality, Safety and Outcomes
Committee are responsible for quality and performance issues within its
commissioned services. The Finance, Procurement and Contracting Committee
are responsible for financial monitoring.
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Issues with the quality and accuracy of some data flows remain, although any
discrepancies and errors identified continue to be investigated by the CCG and
the Cheshire & Merseyside Commissioning Support Unit for resolution.
As a consequence of the timing of reporting and data schedules, this report
updates the Governing Body with a combination of data up to the end of June
and/or July 2014.

4.

NATIONAL PERFORMANCE MEASURES – KEY MESSAGES

These measures relate to Quality (Safety, Effectiveness and Patient
Experience) and also Resources (Finance, Capability and Capacity) and reflect
the key priority areas from Everyone Counts: Planning for Patients 2014/15.
Headline commentary is provided on the following areas of performance:
4.1 Diagnostic Testing
As the Governing Body will have noted in previous reports, Diagnostic Testing
performance has been a cause for concern for a number of months. Corporate
performance against this standard was heavily affected by Liverpool Community
Health’s diagnostic waiting times. Corporate performance for July 2014 has
improved substantially with the CCG below the threshold of 1%. Although
validated data for July was not available, Liverpool Community Health has
reported that only 18 patients remained waiting over 6 weeks in July 2014
(7.9%). The successful achievement of the Trust’s action plan can be evidenced
when comparing the 325 patients waiting in the month of June 2014 (52.4%)
and 152 patients in May. At a Trust catchment level, all providers are below the
threshold of 1% meaning that Alder Hey has also recovered its position from the
previous month.
Given that diagnostic testing has been a significant theme since April 2014
however, the CCG will continue to review and assure provider remedial action
plans, and the contract queries for both the Royal Liverpool and Liverpool
Community Health will not be lifted until the Trusts show continued performance
below 1% for the next three months.
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4.2 Stroke
The CCG has improved on the 60% target for the percentage of patients with a
high risk of stroke who experience a TIA and are assessed and treated within 24
hours. In June 2014 performance was measured at 56.5% but for July 2014, the
improvement has seen the CCG exceed the target at 69.6%.
Overall corporate performance against the 80% target for stroke patients
spending 90% of their time on a Stroke Unit has seen a slight decline with a total
of 78.6% for July 2014 (rated as Amber). This was as a result of both Aintree
UHT and the Royal Liverpool managing Trust level performance at 77.51% and
77.50% respectively.
4.3 Health Care Acquired Infection (HCAI)
4.3.1 C-Difficile
Overall there have been 24 C-Diff cases reported affecting Liverpool patients
during July 2014 (against a plan of 13). This total comprises of 12 cases
apportioned to Acute providers and 12 apportioned to the community. The
aggregated figure for the period 1st April 2014 to 31st July 2014 now totals 55;
exceeding the CCG plan of 53. Of the 55 cases reported, 24 were acute
acquired and 31 attributed to the community. The CCG is now rated as ‘Red’ for
performance against plan in July 2014 and ‘Amber’ for year-to-date. C-Diff
cases reported by month are summarised in the chart below (please note that
data for August 2014 is currently unvalidated):
Liverpool CCG C-Difficile cases – 1st April 2014 to 31st August 2014

Page 4 of 24

As the above chart shows, there is a noticeable rise in cases reported during
July 2014. It is not uncommon for ‘seasonal variations’ to occur in terms of HCAI
rates and the CCG routinely engages with providers to gain evidential
assurance of Infection Prevention and Control procedures and examine the
sources of incidences. The CCG is planning to host an Infection Prevention and
Control workshop with providers in the near future to examine rates of infection
and share system learning.
Trust level reporting can be summarised as follows:
• Aintree UHT reported 5 acute acquired cases during July 2014; a total of
21 for the year-to-date. The Trust remains below target level for the yearto-date and is rated as ‘Green’.
• The Royal Liverpool reported a total of 5 cases of C-Diff (which total 11
year-to-date). The Trust is also rated as ‘Green’ for the cumulative figure.
• Liverpool Heart and Chest reported one new C-Diff case during July (a
total of two since April 2014).
• Liverpool Community Health also reported one case of C-Diff in July
2014.

4.3.2 MRSA
At CCG level two cases of MRSA were reported for the month of July 2014; one
acute acquired and one community acquired. Both cases were reported by the
Royal Liverpool. For the period 1st April 2014 to 31st July 2014, the total of
MRSA cases reported stands at five.
Post Infection Reviews (PIR) are being conducted in each case, the outcomes
of which are to be reported to LCCG for quality assurance purposes and to
identify any gaps in provision or further risks.
4.4 Cancer Waiting Times
Liverpool CCG achieved all cumulative cancer waiting time targets for June
2014, although there was a marginal breach of the 85% target for 62 day waits
from urgent GP referral with in-month performance at 84.44%. In terms of
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patient numbers, this equates to 76 out of 90 patients being treated within 62
days.
Trust level information can be summarised as follows:
• Aintree UHT under-performed against the 85% target for 62 day waits
from urgent GP referral with a cumulative achievement of 83.28%; this is
largely due to June’s performance of 79.6% where 41 out of 51.5 patients
were seen within 62 days following urgent GP referral. The Trust has
attributed under-performance to a number of factors, including patient led
delays in diagnosis/treatment phase (including choice of treatment and
non-compliance) and complexity of pathways such as multiple diagnostic
tests and co-morbidity factors. Aintree has implemented a number of key
actions following a thorough review of breaches and the Trust continues to
work closely with GP commissioners in order to make significant
improvements to pathways. Early non-validated data for July 2014
suggests that Aintree has, in fact improved performance to above 85%.
• Liverpool Heart and Chest is rated as ‘Amber’ for the 31-day wait for
surgery target with performance of 91.67% against a target of 94%.
Cumulative under-performance specifically relates to April 2014 (the Trust
reported 100% in both May and June 2014). The Trust also breached the
target for the 62 day wait from urgent GP referral with a measure of 65%
against a target of 85%; equating to 13.5 patients out of 22.5 being treated
within 62 days. Similarly, the 62 day wait standard for treatment following
consultant’s upgrade was also breached; with performance recorded as
75% against the 85% target (patient level data confirms this was 1.5
patients out of 2.5). The timing and the relatively small numbers of patients
referred to Liverpool Heart and Chest for treatment when other options
have been exhausted continue to affect Trust performance in this area.
• Liverpool Women’s Hospital breached the local target of 85% relating to
62 day wait following consultant’s upgrade. The Trust reported 50%
against a standard of 85% for June 2014, although as with Liverpool Heart
and Chest the small patient numbers should be considered in context with
the breaches (one out of two patients in this case).
• Royal Liverpool narrowly breached the 96% target for the maximum onemonth wait from diagnosis to treatment; achieving 94.5% in June (95.6%
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year-to-date). Patient numbers confirmed for this standard equate to 8 out
of 145 not receiving treatment within one month.
The Governing Body can be assured that performance in these specific areas
continues to be closely monitored at CCG level.
4.5 Referral to Treatment (RTT)
• 18 Weeks - the CCG has achieved the 18 week RTT waiting times target
with all providers achieving the 90% standard.
• 52 Weeks – the CCG had a reported 7 breaches for patients waiting over
52 weeks for the month of July 2014. This comprises of four patients on
incomplete pathways, two on non-admitted pathways and one patient on
the admitted (un-adjusted) pathway.
It should be highlighted that although CCG level data has been reported for
2014 (as summarised in the Dashboard, Appendix 1) at the time of writing Trust
catchment data for RTT 52 Weeks was not available for June/July 2014 with the
exception of the Royal Liverpool. Therefore, the Dashboard entries in Appendix
2a are not reflective of Trusts other than Royal Liverpool.
As reported in August’s summary, a contract query was issued to the Royal
Liverpool concerning their under-performance against the 52 week RTT target.
The CCG has closely monitored the Trust’s development of (and progress
against) the Remedial Action Plan and in relation to the validation exercise
which was instigated by the Royal Liverpool. This validation exercise has now
been completed and the Trust has identified “internal recording and process
issues” as the root causes of those patients which were unaccounted for in the
system and waited in excess of 52 weeks as a consequence. The CCG
continues to monitor the Remedial Action Plan on a monthly basis and the
contract query will remain in place until the Trust consistently achieves the 52
RTT target for a period of three months.
4.6 AED Performance (4 Hour Target)
One of the most high profile NHS constitutional rights measure is the
percentage of patients who spend 4 hours or less in AED (95% target). The
CCG again marginally breached the corporate 4 hour AED wait target in July
2014 with an aggregated performance measure of 94.3%. Overall, AED
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performance has shown little improvement since May 2014 and the CCG is
rated as ‘Amber’ for July 2014. Both Aintree UHT and the Royal Liverpool fell
short of the 95% AED target with performance measured at 91.88% and 93.50%
respectively.
Despite marginally missing July’s 4 hour AED performance target, the Royal
Liverpool is showing tangible signs of recovery, with the latest August data
indicating that since mid-July 2014 the Trust has achieved the 95% standard
performance for seven consecutive weeks. Non-validated data for August
suggests the Trust has achieved 96.29% for the month, which would indicate
that the Recovery Action Plan (RAP) in place is beginning to have a positive
impact. As part of the Remedial Action Plan, the Trust has committed to the
implementation of key learning from ‘Operation Fresh Start’, with several work
streams set up to improve specific areas, including:
• Improved bed capacity planning – robust analysis to determine
appropriate bed base for the Trust across all specialities/subspecialities;
• Implementation of Electronic Bed Management Board - pilot to take
place over three month period in nominated area;
• Implementation of Acute Frailty Model of Care (plan has been reviewed
and approved by CCG).
The contract query and activity query have remained in place and the Remedial
Action Plan will continue to be closely scrutinised by the CCG.
Aintree UHT held a rapid improvement event in June 2014 which followed the
implementation of ‘Operation Future’. Some of the key actions from the event
included:
• A refresh of the Monitor 4 Hour Action Plan to expand the detail of actions
in AED in addition to other cross-departmental initiatives;
• A review of lessons learned from ‘Operation Future’ to identify immediate
actions and implementation of other short/medium term plans. The Trust
will also follow-up ‘Operation Future’ with ‘Operation Sustainable Future’
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from 1st September 2014, which aims to embed best practice as swiftly as
possible, and;
• Commencement of daily breach reviews with AED and partner teams.
Despite the implementation of remedial actions and the undertaking of
‘Operation Future’, the CCG has concerns that Aintree will not be in a position to
achieve Quarter 2 performance for Type 1 or total attendances. Recent activity
forecasts also indicate that Aintree is at risk of not achieving year-end
performance (a weekly minimum of 97.1% is required each week from now until
31st March 2015).
The CCG continues to monitor Trust performance against the 4 hour target on a
daily basis. The A&E weekly data is summarised below showing Trust
performance, CCG position and predicted performance. The table below
summarises quarterly activity and performance for 2014/15:
Table 1: A&E activity/performance predictor 2014/15
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A full dashboard is included at Appendix 2 (including Merseyside benchmarks).
4.7 Mixed Sex Accommodation Breaches
There were seven Mixed Sex Accommodation breaches relating to Liverpool
patients reported in July 2014, an increase of three compared to the previous
month. All breaches related to the Royal Liverpool and the Trust reported a total
of 9 breaches for the month; all within the Renal HDU and Coronary Care Unit.
The primary cause of the breaches relate to bed availability on the appropriate
ward following the decision to step down the patient’s care. To address this
issue, the Trust is planning to move the two units and is confident that once
implemented, breaches will be eliminated. A plan is in place to facilitate the
move and this is due for completion by 31st October 2014.
Liverpool CCG’s Chief Nurse participated in a ‘walk around’ at the Royal
Liverpool on the 28th August 2014 and discussed compliance against the Mixed
Sex regulations and procedures with the Trust Director of Nursing. The Chief
Nurse also engaged with staff members on the wards to discuss the process of
reporting breaches and how the Trust mitigates the risks once a breach has
occurred. The Trust has a recovery plan in place and the CCG will apply
appropriate contract sanctions for the breaches which have occurred (the total
number of mixed sex accommodation breaches at the Trust since April 2014
now stands at 18).
4.8 North West Ambulance Service (NWAS) Performance
During the first four months of 2014/15 overall the service has seen a significant
and unexpected rise in demand for ‘Red’ emergency calls that, despite remedial
action being taken, has had a detrimental impact upon overall performance at a
North West and Merseyside level. However, performance in Liverpool continues
to stand up well to the service pressures with specific performance in the city in
July 2014 at:
Red 1 (target 75% in 8 minutes): 77.4%
Red 2 (target 75% in 8 minutes): 79.5%
All Reds (target 95% in 19 minutes): 97%
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5.

CCG QUALITY PREMIUMS

An assessment of each CCG’s position (in respect of the four national quality
premium measures) has been carried out by the National Support Centre during
Quarter 2. Assessment of the locally agreed measures will be carried out jointly
by the CCG and Local Area Team. It is now expected that data following on
from these assessments will be summarised in the October 2014 Governing
Body report. The final payments to CCGs however, will not be determined until
the early part of Quarter 3 in 2014. The quality premium potentially available to
CCGs in 2014/15 will reflect 2013/14 quality indicators (based upon four national
measures and three local measures).
The CCG is still rated as ‘Red’ in the following areas of the 2014/15 Quality
Premium for the period 1st April 2014 to 31st July 2014:
• Friends and Family Test (response rate for A&E);
• Incidence of Health Care Acquired infection (MRSA), and;
• Emergency Composite Admissions indicator.
Appendix 2 provides a summary of performance against the Quality Premium,
although it should be noted that there is an overlap in a number of the items
shown in this dashboard and those in the CCG Corporate and Provider
Performance tables. Discussions are ongoing with between the CCG Business
Intelligence Team and the CSU to amend the Corporate Performance
Dashboard to reflect these changes.

6.

NHS TRUST CLINICAL QUALITY AND NHS CONSTITUTIONAL
RIGHTS

In line with the recommendations of the National Quality Board (NQB) and as
previously agreed, the Quality, Safety and Outcomes Committee have
implemented a Quality Early Warning Dashboard. This dashboard is designed
to provide the CCG with a system to identify any issues and risks relating to
patient quality and safety; particularly for those areas identified by the NQB as
potential indicators of quality and safety issues. The dashboard covers all NHS
Trusts within the Merseyside area and includes Risk Profiles for each
organisation issued by the Care Quality Commission (CQC) and Monitor Risk
and Financial Ratings.
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Where risks have been identified they will be actively managed through CCG
governance arrangements overseen by the Quality, Safety and Outcomes
Committee, Trust Clinical Quality and Performance Meetings and collaborative
commissioning arrangements with Merseyside CCGs.
6.1

Care Quality Commission and Monitor Warning or Issue Notices

Where providers are not meeting essential standards, the CQC has a range of
enforcement powers to protect the health, safety and welfare of people who use
the service (and others, where appropriate). When the CQC propose to take
enforcement action, the decision is open to challenge by the provider through a
range of internal and external appeal processes. The following updates are
provided in relation to recent CQC action taken locally:
6.1.1 Liverpool Community Health CQC update
The Care Quality Commission’s (CQC) published its report on Liverpool
Community Health NHS Trust (LCH) following their inspection of services which
took place in May 2014. A summary of the published ratings for the Trust is
provided below:
Area
Are Services Safe?
Are Services Caring?
Are Services Effective?
Are Services Responsive?
Are Services Well-Led?

Overall rating
Requires Improvement
Good
Requires Improvement
Requires Improvement
Requires Improvement

The inspection followed the publication of the CQC reports in January 2014 into
Intermediate Care Service (Ward 35), Community Equipment Service and
District Nursing, which resulted in warning notices being issued. The CQC has
now lifted these warning notices following their latest inspection and has given
an overall rating for LCH as ‘Requires Improvement’.
The CQC’s overall judgment that the Trust ‘Requires Improvement’ reflects the
journey the organisation still needs to take towards supporting and empowering
front-line staff to deliver joined-up services and make decisions to provide
services closer to home. Although the CQC judged the majority of services to be
safe, there was a risk to patient safety from reduced community staffing levels;
most notably in children’s and family service and in relation to the acuity of
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patients being admitted to the intermediate care wards. The acuity of patients on
inpatient wards had, in the CQC’s consideration, resulted in a lack of
rehabilitation. Staff reported incidents and the majority felt confident to do so;
however learning tended to take place within local teams. Staff levels and
caseloads varied in risk across the organisation. Community services carried the
greatest risk, although action had been taken to improve staffing levels in district
nursing services.
Staff told the CQC during the inspection that they felt there had been
improvements in the culture of the organisation and some of the more punitive
processes had been changed. Patient engagement was considered good with
evidence of service development as a result of patient stories shared with the
Trust board.
The new leadership team, which has been in place since April 2014, has been
working with staff, GPs and other partners to initiate a number of important
changes and improvements to the community services. The Trust has also
published its full Improvement Plan which outlines the progress the organisation
has already made, and the new strategic priorities that have been agreed to
help transform community services. The Trust welcomed the very positive
comments made by the CQC in regard to the dedication of staff and the quality
of the care they provide to patients. Patients also spoke positively about their
experience and the care they have received.
6.1.2 Alder Hey Children’s Hospital CQC Update
The CQC carried out a comprehensive inspection of the Trust after Alder Hey
had flagged as a potential risk on the CQC’s intelligence monitoring system,
which looks at a wide range of data; including patient and staff surveys, hospital
performance information and the views of the public and local partner
organisations. The inspection took place between 21st and 22nd May 2014, with
an ‘unannounced’ visit taking place between 6am and 11am on Sunday 1st June
2014. A summary of the published ratings for the Trust is provided below:
Area
Are Services Safe?
Are Services Caring?
Are Services Effective?
Are Services Responsive?
Are Services Well-Led?

Overall rating
Requires Improvement
Good
Good
Requires Improvement
Requires Improvement
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Overall, the CQC have determined that the Trust ‘Requires Improvement’. Alder
Hey was rated as ‘good’ for caring for children and young people and for
providing effective care, but improvements are needed in providing safe and
responsive care and for services being ‘well-led’. The CQC did find, however,
that Alder Hey’s End of Life care was ‘Outstanding’. CQC inspections & ratings
of specific services are summarised in the table below:
Area
Accident & Emergency
Neonatal Services
Transitional Services
Medical Care
Intensive/Critical Care
End of Life
Outpatients

6.2

Overall rating
Good
Good
Requires Improvement
Good
Requires Improvement
Outstanding
Requires Improvement

Quality Risk Profiles

The CQC is in the process of transferring Mental Health and Community
Providers onto Intelligence Monitoring Reports in line with acute providers.
These reports will be available in October 2014. The CQC is therefore not
releasing Quality Risk Profiles in the interim period and therefore no further
update is available regarding this item.
6.4

Patient Safety

The CCG rigorously monitors all reported patient safety incidents across the
local health. In June 2014 there were 41 Serious Incidents reported on STEIS;
making an aggregated total of 179 from 1st April 2014 to 31st July 2014. Of the
41 Serious Incidents reported, 31 related to Liverpool CCG patients. All Serious
Incidents and Never Events are subjected to a thorough investigation at provider
level which, once completed are reviewed and performance managed by the
CCG under governance, quality and patient safety processes.
The table below summarises the Serious Incidents reported onto StEIS during
the month of July 2014:
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Provider
Royal Liverpool
Alder Hey
Liverpool Women’s Hospital
Liverpool Heart & Chest Hospital
Merseycare
Liverpool Community Health
Aintree Hospital
Total

July
2014
6
5
1
1
7
20
1
41

Denotes Never Event

A breakdown of the incidents by provider and by type is as follows:
• All 6 Serious Incidents reported by the Royal Liverpool in July 2014 related
to Liverpool CCG patients. Two incidents were reported in relation to
Grade 3 and Grade 4 pressure ulcers respectively. Two incidents were
categorised as ‘Delayed Diagnosis’ whilst the remaining two cases were
reported as ‘Serious Incident by In-Patient (not in receipt)’ and ‘Slips, Trips
and Falls’.
• None of the 5 Serious Incidents reported by Alder Hey related to Liverpool
CCG patients. The types/categories reported consisted of ‘Confidential
Information Leak’ (1), ‘Child Serious Injury’ (2) and ‘Child Death’ (2).
• The incident reported by Liverpool Women’s Hospital concerned a
Liverpool CCG patient and was categorised as ‘Critical Care Transfer’.
• Liverpool Heart & Chest Hospital reported one Never Event during the
month of July 2014. The incident involved a Warrington CCG patient and
was categorised as ‘Wrong Site Surgery’ by the Trust. The full
investigation report will be made available to the CCG within nationally
applied timescales of 45 days from the date of the incident.
• Of the seven incidents reported by Merseycare for the month of July 2014,
six related to Liverpool CCG patients. Three incidents fell under the
category of ‘Other’ whilst the others comprised of ‘Confidential Information
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Leak (1); ‘Serious Incident by Outpatient (in receipt)’ (1) and ‘Suspected
Suicide’ (1).
• Liverpool Community Health reported 15 incidents relating to Liverpool
CCG patients. The Trust continues to present trends of pressure ulcers,
which accounted for 12 of the 20 incidents recorded on StEIS for the
month of July 2014. The Trust reported a total of four Grade 4 pressure
ulcers and a total of 10 Grade 3 (eight relating to Liverpool CCG). The
CCG continues to work closely with LCH to determine the root causes and
influence systematic learning. The remaining incident categories
concerned ‘Assault – unknown assailant’ (1); ‘Drug Incident – general’ (2);
‘Child Death’ (2) and ‘Other’ (1).
The CCG continues to engage with all local healthcare providers in the
reviewing and challenging of both Root Cause Analysis reports and subsequent
action plans.
7.

CCG FINANCIAL POSITION

The year-to-date financial position showed a continued underspend of £390k as
at 31st July 2014. The total CCG allocation for the financial year 2014/15 is
unchanged from the previous month at £749.3m (£737.6m programme
allocation and £11.7m running cost allowance).
The operational financial plan for 2014/15 incorporates a planned surplus of
£14.9m. No significant issues affecting the achievement of the financial plan
have been identified in the year to date.
Rating - Year
to Date

Area

Commentary

Balanced Position

On track

Surplus

No significant issues

2% Non recurrent
Investment

On track

Running Cost
Allowance

Running Costs expected to be fully utilised in
2014-15
Page 16 of 24

Rating – 31
March 2015

8.

SUMMARY

Where performance is at variance to plan action is underway with Trusts to
deliver corrective action to improve performance in 2014/15 with contractual
levers utilised to support improvements. These improvements are actively led
by CCG Clinicians.

Stephen Hendry
Senior Corporate Services Manager
(Performance & Operations)
Ian Davies
Head of Operations & Corporate Performance
2nd September 2014
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
QUALITY SAFETY & OUTCOMES COMMITTEE
Minutes of meeting held on 4th June 2014 at 2pm – 4PM
Room 2 - 4th Floor Arthouse Square
Members Present
Dave Antrobus
Shamim Rose
Jane Lunt
Fiona Lemmens

Chair
GP Governing Body Member
Chief Nurse/Head of Quality
GP Governing Body member

In Attendance
Kellie Connor
Mavis Morgan
Denise Roberts
Tracey Forshaw
Margi Daw
Lynne Hill

Clinical Quality & Performance Manager
HealthWatch Volunteer
Clinical Quality & Safety Manager
Deputy Head of Adult Safeguarding
Safeguarding Manager
PA/Minute Taker

Apologies
Paula Parvulescu
Katherine Sheerin
Simon Bowers
Tony Wood
Cheryl Mould
Helen Smith

Consultant in Public Health Medicine
Liverpool City Council
Chief Officer
GP Governing Body Member
Head of Strategy and Outcomes
Head of Primary Care Quality &
Improvement
Head of Safeguarding, Safeguarding
Services

1.
Welcome and Introductions
Introductions were made.
2.
Declarations of Interest
No declarations were reported
3.
Minutes from the meeting held on 2 April 2014
The minutes were agreed as a correct record.
3a Action Notes from the meeting held on 2 April 2014
Meeting dates to be reviewed
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The Committee discussed the change of dates of future Quality Safety
and Outcomes Committees due to clashes with other Committee dates.
The North Locality Board is the 1st Wednesday of the Month and FL
would not be able to attend. However could send her apologies to every
3rd meeting of the QSOC. DA stated that as FL is involved with Aintree
Hospitals and the issues going on there, her attendance at the meetings
would be critical.
 It was agreed that the 3rd Tuesday or Wednesday afternoon is
possible and this would be feasible for SR and FL.
Rosie
Kaur to be asked if this would fit with her availability.
 Action: Rosie Kaur to be asked 3rd Tuesday or Wednesday, if
not available then see Dr Maurice Smith if he will be able to
attend the group as a member. (LH)
 Action: New dates to be circulated once above clarified (LH)
Discharge summaries
This has been qualified and Kellie Connor has done more work on the
summaries data. RS stated that the 111 discharge summaries need to
be clarified as they are reporting information that is not needed and
information that is needed is missing.
FL stated that this is on the risk registers for the 111 meetings.
The
report has been shortened and will continue to try and influence the
reporting, ie what was wrong with the patent and what was done to
correct this.
 Action: KC and JL to review discharge summaries data.
Public Health Report
This has been flagged up prior to Paula Grey retiring. Re the mortality
report. FL stated that this was also raised at the Aintree CQPS meeting
and caused some issues as it had not been received or reviewed before.
FL agreed to send the report to Jane Lunt and clarify where this had
been sent from. It was agreed that this report should come to future the
QSOC committee.
 Action: FL to forward Public health report to JL and JL to
review report for submission to future QSOC
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4.

NHS Trust Contract – Early Warning Dashboard
QSOC16-14
KC provided an update on the Early Warning Dashboard and highlighted
the following:
Infection Control
CDif - 8 incidents since April 2014. However not received any post
infection reports and these have been allocated to the Community. Until
reports are received we will not be able to scrutinise the data and this
will be in the next report.
MRSA – 1 at Alder Hey Hospital this has not been allocated to CCG or
Alder Hey Hospital as the patient was from outside the area.
There has been an MRSA incident for Liverpool CCG and will be
included in the next report.
DA provided some of the background information in to the collaborative
arrangements with CCGs, and asked if this is working well.
JL stated that it works better for some trust than others. Some learning
that has gone on and as a co-ordinating commissioner for the trusts, the
impact has been on those trust that don’t have a collaborative
arrangement. We undertake a lot of work around this with those trusts,
for example the Women’s Hospital. Therefore there is a mixture of
things that work well for some and not for others. However we have
created a new post to support this work and we are still on the journey of
learning. KC stated that we need to ensure we have the support from
other clinical leads in the CCGs and trusts and need to have this
commitment before we set up any other meetings.
A pre- meeting is
held for every CPQG and this could be used to meet with those that
don’t have collaborative arrangements.
DA queried Care Homes and Care Agencies and who has access or
who has responsibility for any reports of infection. JL stated that there
is a Healthy Liverpool Programme (HLP) workstream on care homes and
they are working closely with the local authority on this and hopefully we
will have a joint unit and will be able to performance manage and quality
assure any placements to the care homes. The workstream is in the
early stages but hope that this will be taken up. Some re-specification
of district nursing is currently taking place.
DA queried if we are funding nursing home/care fees or is this
elsewhere. JL confirmed this elsewhere and only Continuing Health
Care fees are funded by CCG.
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MM queried when referring to nursing homes and care homes are they
all Council or private. FL and JL confirmed that both are used.
KC reported that the hospital intelligence reports published in September
2014, these were banded on risks. Liverpool Women’s Hospital was
banded as the highest risk on pre-natal and C sections. Some of the
electives had been miscoded, more complex patients were being
classed as higher risk. The risk has been reduced from a 6 to a 1.
JL reported that the Liverpool Women’s Hospital Clinical Quality and
Performance Group sense that the increase in quality performance had
slipped again, re bookings (variable performance) some SUIs, they have
not been proactive on tests results or a triage assessment within 30
minutes.
This will be monitored and reported on. Some concerns on
governance may also be reported on. Some changes in staffing of
senior staff have occurred. Improvements have been noted on Friends
and Family testing.
KC reported that managing dementia is a national CQUIN for Providers
and this has been a challenge for providers. A focus group has been put
in place by the CCGs, coordinated by Michlle Urwin and there is a
meeting at the end of June where the focus will be on why they have not
achieved the targets. There is a financial penalty attached for not
comply. KC reported on the process for the quality system checks. We
are trying to ensure that a score is put on to the referral form by the GP
so that this is recorded and reported back to Merseycare or the Royal
Liverpool and Broadgreen University Hospital.
MM queried what triggers the need for a dementia assessment. KC
stated that it is anyone aged over 85 who are admitted via the
emergency route (ie via Accident and Emergency).
 The Committee noted the NHS Trust Contract Quality – Early
Warning Dashboard
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5.
Safeguarding Reviews
QSOC17-14
5a Review of CCG Safeguarding Service: Peer Review and
Mersey Internal Agency (MIAA) Review
JL gave the context of the report stating that the CCG responsibilities for
Safeguarding, and is to ensure that there are robust governance and
systems in place that work. This is not about individual performance but
how the system is set up. Mersey Internal Audit Agency (MIAA) have
undertaken a risk review of the Safeguarding. South Sefton CCG
colleagues participated in a peer review, to see if we were CQC ready
and we were deemed ready.
The reports included are for consideration and the main areas are stated
in the covering paper and we need to ensure that we are on target. A
Memorandum of Understanding (MOU), service specification and
performance framework need to be signed off. A governance group will
be set up and Fiona Clark, Chief Officer of South Sefton CCG, will be
chairing this group and this will meet quarterly and it is through this
process that we will review the Safeguarding documents. However, a
number of documents and action plans will come back to the QSOC for
information.
JL reported that there is going to be a multi-agency safeguarding hub in
place in Liverpool. We will develop services to support both adult and
children with will enable pathways to be developed to assist the pathway
and process.
JL stated that the health sub-groups have been developed for Adult and
Children’s safeguarding Board and comments and issues are taken back
to the main safeguarding boards. A fair amount of work and audits have
been ongoing with regard to Careline. Information has been fed back
from Ofsted regarding Careline and they consider that there is a safe
process in place and this reflects the work that has taken place over the
last few months. The improvements were noted.
RS reported that Margaret Goddard has been working closely with the
CCG on the safeguarding aspects and Margaret Goddard has been
providing training in the GP practices. It has been noted that there is a
more co-ordinated way of managing referrals.
MM queried if the general public still access Careline and how do they
go about contacting Careline if they have a concern. This can be done
via the website, although it is not easily access or publically published
and the webpage on the City Council web page.
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 The Committee noted the Safeguarding Reports and
acknowledged that this puts the CCG in a good place as an
organisation, the audit trail is in place and reviewed where we
are moving forward with the developments.

5b Safeguarding Adult Update
QSOC17-14b
MD and TF talked through the report and attention was drawn to the key
issues detailed in the report (Key Issues 4.0). It is a new process and
still some teething problems, but not a high concern in that we are not
missing anything. JL reported that Mental Health Homicide is an area
that is being duplicated. KC stated that the report did originally sit with
the Strategic health Authority before NHS England came in to place. TF
gave an outline of the process and the how this is fed in to the reporting
system. Legacy cases are case of abuse from the criminal process.
Kyy issues - Capacity (4.3)
Each CCG has a different approach of the ownership of the cases. NHS
England believes that they should be referred back to primary care,
however this is an adult process and an adult issue. Primary care could
have a large amount of information and this could have an issue for
safeguarding Margaret Goddard is the named GP just for Liverpool.
 Action: JL to follow up on the ownership of the cases.
 The Committee noted the Safeguarding Adult Update
5c Safeguarding Adult Update – Cheshire West
Margi Daws introduced the report and highlighted the following:
Judged to be deprived of their liberty (supreme court decision) and the
decision was based on;
• the person is under the continuous supervision and control; and
• is not free to leave; and
• the person lacks capacity and consent
This has a large impact on the people that we have in our care.
Judge Mumby will be providing a paper to what the impact will be to
everyone. This will affect adults and the costs will be likely to increase.
Adults in mental health units will have to have a framework around them
to protect them. The impact will be substantial. Those that remain in
hospital and have finished there treatments when DOLs is in place (ie
5.7)
Not all applications for DoLS will be assessed, but what can be
put in place to assist in the best interest of the patient. Mental Health
Page 6 of 11

Act and Court of Protection will be called upon depending upon the
patients location (ie hospital or at home).
Requirement for CCG Assurance
MD stated that the CCG need to be aware of the process and
highlighted item 7.2, Item 7. 3, Item 7.5:
7.2 Liverpool CCG should be assured by its provider organisations that
that given the new objective test in place that the review of
care/treatment plans for their existing caseloads consider whether
any patients require assessment under the DoLS regime.
7.3 Where a potential deprivation of liberty is identified, a full exploration
of the alternative ways of providing the care and/or treatment should
be undertaken, in order to identify any less restrictive ways of
providing the care which will avoid a deprivation of liberty. Evidence
of this exploration should be provided.
7.5 Liverpool CCG should seek assurance from Liverpool Local
Authority that recommended actions have been considered and that
they identify what is in place for people receiving their
commissioned services to ensure that they are not being illegally
detained or deprived of their liberty.
70% of people in hospitals are over 65, from this 40% of those have
dementia and therefore 20-% of people in hospital have dementia and
the impact is huge.
It was acknowledged that there is a need to consider financial
implications and the patient is not deprived. Costs are currently £230
per day and this would result in a DOLS of £1200. An assessment and
cost analysis of the implications and that all providers be advised of the
legal implications and that training will need to be provided. This will
also impact on patients on 111 after care. Cost equate to £3m. It was
agreed that this will be added to the risk register. Depending on the
ruling of Judge Mumby this will then be decided on the actions required
for GPs and staff.
 Action: JL to report to the next Governing Body meeting. –
Deprivation of Liberty Safeguards
 Action: JL to add to the Corporate Risk Register
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 The Committee alerted and noted the information and the
committee will be kept upto date and work with the Local
Authority.
 The Committee noted the report and the impact that the
findings will have on all patients and carers - Deprivation of
Liberty Safeguards

6. Update regarding Quality Review Process for Aintree University
Hospital Foundation Trust QSOC18-14
DR talked through the report and highlighted the following:
• The improvement was noted from the CQPG and forum there are
systems are being set up and in place, it was noted that there have
been changes in staffing including the medical staffing and director
of nursing.
• The last 6months incidents of CDif have reduced significantly.
• Quality Summit on 6th May 2014
• Lots of the issues previously highlighted are being progressed.
However AED standards are still of concern and the mortality
rates.
JL reported that CQC did feedback at the summit meeting that there was
improvements and the sustainability of these and CQC will be back to
see if the improvements have been sustained.
 The Committee noted the report
7.
Update regarding Quality Review Process for Alder Hey
Hospital QSOC19-14
DR report on the quality review for Alder Hey and highlighted the
following:
• Single item Quality Surveillance meeting has taken place
(arranged by by NHSE)
• This took place from a whistleblowing report in December and the
meeting in April reported that there are wider issues,
• The quality improvements have not been made significantly
enough.
• Alder Hey remain in Band 1
• Review took place on 24th May 2014
• CQC were in attendance last week, however outcome not known
at this stage.
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• Wider issues are still there however progress being made in some
areas.
• It is not an area we are totally comfortable with the progress being
made.
• The updated report will be brought back when published.
• A Quality Review meeting is taking place on 13th June re Alder Hey
Hospital. All partners will be invited including CCGs, Monitor and
NHSEngland and some verbal feedback will be given at the
meeting.
DA queried the issue in relation to Speech therapy. KC stated that a
service review is being undertaken and performance is being monitored
in the QPSG The report will come through via the quality reports.
 Action: JL to ensure this is included in the report for the next
meeting if available as it is still not meeting the target).
 Action: SR will attend the meeting on 13th June 2014 and JL
will ensure SR receives the information pack
 The Committee noted the Update regarding Quality Review
Process for Alder Hey Hospital
8.
Advancing Quality (AQUA_
QSOC20-14
K C gave an update on the AQUA process and this has been taken in to
the local CQUIN scheme and highlighted:
• Membership organisation
• Monthly information packs with the benchmarking data.
• Clinical Forum sand networks are taking place and clinicians are
invited to these meetings
• Trying to expand this to more clinical works and set standard in
Kidney, Orthopaedics for example.
• Data quality reviews are undertaken on the providers, shared
learning, website information is available.
• Levels of choice are detailed for the patients and what they should
expect.
• If we do not renew/subscribe then our providers data would not go
on the website and this is important and would compromise us.
• KC circulated some of the quarterly reports that are available from
the website.
• Success of the programme has been recognised in many
publications.
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 The Committee noted the report.
continue support for AQUA

A decision was made to

9.
Risk Register
QSOC21-14
JL tabled the risk register and noted the format which is the same as the
corporate risk register and the following comments noted:
• FL stated that the 4 hour wait issue at the Royal is as much of a
risk as Aintree and therefore the Royal should be increased to at
least 4 and 4 = 16.
• JL stated lower the risks on the “overall” for Aintree,ie; 3 and 3 on
overall and a 4 and 4 on the others for Aintree
• DA suggested that each trust name to be included on the top.
• FL stated that for LWH to lower the risks in caparison to the acute
trusts from 4 - 3
 Action: It was agreed that the DoLS will be added to the risk
register
 Action: Above changes to be incorporated in the risk register
 Action: JL Risk Register to be included as a standing item on
the agenda
 The Committee noted the Risk Register
10. Any Other Business
Path Links
FL highlighted the Aintree Laboratories at the Aintree Hospitals site and
there have been a significant number of results that have not been
transmitted to the GP practice. Two blood tests at least to the BMPS
and CA125’s have not been sent back to the GPs since at least 2012.
The scale of the problem is 15 BMO results (abnormal) going back to
May 2012 and thes were never sent back to the practice for follow up
with the patient.
There is an issue with these blood tests plus a technical issue in relation
to other results and appointments. This has been escalated and it
transpires that the Labs have been aware of it for a while and that they
have not sent this information up to the GP Practice. BMP and CA125
and electronic transmissions have been identified and the details are not
transferred to the GP Practices via an EMISS. System. SR stated the
CA125 (ovarian cancer) are the main concern, however FL stated that
there are lot fewer CA125 than BMPs.
The GP Administration team are now tracing all paper copies against the
electronic copies and this is how it has come to light.
This is only
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happening at Aintree. The Royal have implemented a process to deal
with this. This whole issue has been reported as an SUI.
JL asked is there a definitive list of patients. FL stated that she only has
this for her practice as her IT facilitator had progressed this. FL stated
that she and Cheryl Mould have spoken regarding the issue and Cheryl
Mould was going to speak to IMerseyside. KC stated that the issue has
also been highlighted by Sefton CCG and that she has had discussions
with them.
 Action: JL suggested that there needs to be a collective
response from the Sefton CCGs, IMerseyside and the Aintree
Labs.
 Action: JL Outcome to be brought back to the QSOC as an
agenda item and will be discussed at the CQPS
Internal SUIs meetings
FL asked if the meetings are still taking place. JL stated that they are
taking place and we do some targeting of the SUIs, understand that the
GPs cannot make the meetings, however for certain reports we will give
an overview understanding and feedback on these reports. It is not
dependant on attendance at meetings. FL requested that only the
individual reports to be sent to the GPs.
JL agreed to raise SUIs at the Informal GB meeting so that the GPs can
take some ownership of the reports.
 Action: JL to feedback to the June 2014 Informal Governing
Body

Date and time of next meeting
19th August 2014 3pm – 5pm
JL suggested there may be a Part B the next meeting
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Introductions
Carole Hill introduced herself to the group and her work remit for the
communications and engagement

Risk Management
TJ reported on the aspects of risks required for September 2014 and a piece of work
is currently underway on this.
Settings Update
Realigned Hospital Based Care
FL, ID and DOD reported that this has involved mostly clinical engagement and
highlighted the following:
• An excellent clinical engagement workshop with urgent care and emergency care
colleagues took place.
• Clinical directors for the RLBU talking about specialities
• Theme was how are we going to fit into our hospitals
• Cancer leads meeting next week., and a stakeholder meeting on Friday. Draft
of a blueprint is available
• Draft clinical standards going forward
• Another workshop planned in a week’s time to finish off the engagement work
• Positive engagement included standards from the Women’s hospital
• Will be planning to have a blueprint by September 2014
• Pre cancer care consultation meeting – clearly on target to go out to formal
consultation. Thought through the interface with HLP and can use some of the
work they have done on cancer services.
• Should be hearing from Critical Care Network on co-locations.
FL and JM agreed that they need to discuss the need for “traditionalisation” of the
cardiac services. A workshop would be a useful vehicle. JM stated that he thought
that the clinicians would welcome this and would have no problems. KS stated that
the clinicians are required to come up with a model that’s clinically makes sense.
KS Stated that 5 CEO from the provider Trusts are meeting with KS and NF and FL
at a meeting on Thursday this week. Bi lateral discussions are also taking place also
NF commented that foundation trust issues will need to be worked through and we
will need to work out what this means for HLP and the model.
ID commented that clinicians have stated that they want to move on with the clinical
model and are seeing a better way of co-ordinated patient care, via the new models
of care. FL reported that there are some anxieties in some of the specialities and it
was recognised that the are no short term fixes. FL stated that it would be useful if
we could “cultivate” clinical leads for HLP. JM suggested that planned care should
meet with the RHBC group.
 Action: Planned Care Team to meet with the RHBC meeting This was
agreed

Engagement and Timescales
TJ talked of the timescales and the launch work that Carole Hill (CH) has been
asked to undertake. Manchester has already promoted their Healthier Together
launch.
We need to ensure the HLP story is correct ourselves and then we cannot own the
narrative. We need the story to sell by the end of phase 2 as we need to feel
comfortable with the HLP Story and we need to start making the bold statements in
September..
We will need to take this information to the September 2014
Governing Body meeting,
JB stated that he attended a meeting at Central Manchester and secondary care was
the focus. FL suggested a phased launch to mitigate the risk MS commented that
we can start to demonstrate the movements that is happening on self-care, i.e.
Telehealth, Kings Fund, the two Smart Houses and the developing narrative. We
can use this and build on these to set our agenda to tell to story.
JB agreed that is the way to tell the HLP story, self-care first, then the other
workstreams to follow and not starting with the hospital based areas.
KS commented that need to ensure that we don’t just talk about self-care and
prevention and all areas are covered. MS stated that he felt it is important that we
need to have our patients voice with us at the launch as we may not have the full
support otherwise. DOD stated that he was not sure we have done enough on the
spectrum of the knowledge transfer of those that don’t fall in to the workstreams.
JC reiterated what FL had commented on and was impressed with the discussions
taking place at the clinicians meetings. It appears that we are working together on
the HLP agenda and getting the win/wins with the secondary care doctors.
NF recognised that we know what we want to happen, however we need to assess
the benefits of the system and how we raise the emphasis on HLP, and agreed that
we do need the patient’s voice.
TJ commented that we need a launch with a story to tell, but need to have access to
the right information. The staged approach is interesting.
ID we need to be careful about the timelines and delivery to these, based on other
projects (i.e. Royal build) if we don’t hit the target then we may need to unpick
aspects of the Royal with all the political issues that come with it.
JM agreed that
the timing and tactics need to be right. A piece of paper will not describe what we
do and we may need videos and demonstration pieces. CM stated that we need to
ensure we bring in the neighbourhoods. MS being proactive in the community and a
targeted approach would be more beneficial to a system change

Carole Hill(CH) commented that a phased approach around the different settings
would seem appropriate, but will depend on the dependencies. Presenting for
change in an over-arching way will show all the ways that we are going forward.
Need to see the totality of the ambition MS stated that we need to sell the message
that this is a new way of working.
KS stated that the prevention workstream has larger areas to work on. MS
highlighted the lack of a programme manager support for this area.
There are
other areas to look at that we cannot do at the moment, i.e. look at patients and
how self-care is being done. Looking at possible sites from CCGs on self-care i.e.
“maturity model”.
We could use this as a way forward. However we will needs
some capacity to drive it forward.
TJ stated that SB had already raised this for Children’s and we will take this to SMT.
 Action: Management Capacity for HLP workstreams.
Neighbourhood Model
PF stated that the first tangible change has occurred in practices. Starting
mobilisation of community nurses model. Community nurse, District Nurse and
treatment rooms are all integrated in to the nursing teams in the neighbourhoods.
Had held a very interactive day re the working practices and was attended by
Liverpool Community Health and there was a lot of enthusiasm from those in
attendance.
Felt that this was a very good meeting and discussed the HLP
concepts and next steps All this is in relation to Phase 1 and the neighbourhoods
are going to be “live” in August 2014.
Next steps will be
 Diagnostic
 Social Services
 Health Trainers
 Mobilisation will be discussed with them next
KS stated that this needs to be written up in specification. PF confirmed that this is
being written up. KS stated she has spoken with Liverpool Community Health and
they are very positive about this.
JM commented that Liverpool Community Health have provided statistics of the
community staffing in the neighbourhoods, which has been useful.
The
Neighbourhood Model is a massive agenda, but crucial that the
neighbourhoods/practices take ownership.

PF stated that it’s important to sell the message to the patients and ensure they are
aware of the changes in the practices which will benefit the patients themselves.
CH confirmed that this needs to be written as part of the blueprint, i.e. include real
patients. JLv stated that this could start from ate August 2014.
 Action: Neighbourhood model changes to be implemented for August
2014
Estates
PF reported on the estates data work and will work with Propco, and is encouraging
co –location. Need to receive datasets for each neighbourhoods and ensure
alignment with outer programmes, i.e. healthy ageing, cancer, etc. and non-clinical
involvement. Will be raised at patient engagement /forums and an away day being
planned for the 17th July 2014
IT Neighbourhood strategy.
PF stated that we acknowledged and realise the caveats and barriers, etc., for the IT
Neighbourhood Strategy.
TJ understands and acknowledges all the good work going on, we need to ensure
that the objectives are met for HLP and this will basically write the contracts for next
year. The core narrative is the HLP outcomes.
DOD – variability and cultural approach about changing behaviours .
CM – stated
that Helen McManus is working on a framework.
MW – how do you build up a dashboard if all the neighbourhoods are different and
different levels. We would need to look at what and how we measure “variability”
Investment Process Update
TJ and NF report that the process has been approved

HLP - Advisory Board 30 July 2014
TJ confirmed that an Agenda for the day and will follow the paper that went to the
Governing Body in July will be presented. Anyone that wants to input in to the
Advisory Board please send suggestions via email to TJ/KS or NF.
et TJ know.
KS suggested that we showcase one of the programme, Healthy Ageing or Long
Term Conditions
 Action: HLP-Agenda to include showcase of Healthy Ageing/Long Term
Condition

Formalisation of Workstreams

TJ highlighted the following
• Information (IT) workstream has launched
• Finance Work stream has been working together for 18 months
• Estates Work stream – needs to be commenced and both TJ and CM are
involved .Some opportunities available in the estates environment
• Communications/Engagement Work stream has commence
• We will need others as we go along i.e. workforce, equality, etc.
MW suggested that we should formalise the evaluation, analysis should be part of
the delivery team, and also look to coupling the evaluation to the monitoring
schemes.
We will need to be bold and stop things if they are not working.
Determining objectives and outcomes will need to develop evaluations and
monitoring processes.
NF agreed that building in the evaluation upfront rather than at the end of the
process would be productive. We need to use this to inform us
KS confirmed that outcomes and metrics are available for some of our programmes
and this will then feed in to our performance report.
Management of Risks
TJ stated that there is a suite of information behind the HLP management of risks
and should this come to this meeting?
MW commented that HLP risks register /management of risks will need to come to
this meeting. We will need to assess how we are managing risks, what is the risk,
how do we know when it becomes a corporate risks. ID agreed that dealing with
risks in isolation can prove its own risks, therefore need to be linked in and
integrated including scale of risk, i.e. financial, corporate, etc.
NF agreed that we need to look at a programme management approach to HLP
 Action: Risk management to be added as an agenda item to a future
meeting

Date, Time and Venue of next meeting
12 August 2014
4:30pm – 6:30pm (Immediately after the Governing Body meeting)
Boardroom – Arthouse Square
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Welcome and Apologies:
The Chair (MW) welcomed everyone to the meeting and apologies were noted from
Dr Donal O’Donoghue and Tom Jackson.
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Minutes from the previous meeting held on 10 June 2014:
 Action: 10th June Minutes to be completed by Carol Hughes
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CM confirmed that the winter evaluation reports have been presented to the Primary
Care Committee and the Localities meetings. These will be brought to a GB later in
the year.
Review of Healthy Ageing £5 per head Bids.
The following bids were presented to the Approval Panel:
a. Vauxhall
b. Long Lane
c. Dr Mangarai
d. Dr’s Hegde and Jude
e. Brownlow
f. Mere Lane
g. Woolton House
h. Edge Hill
1

i. Fir Tree
j. Stoneycroft
4

Process
CM explained the process of the Health Ageing Bids and the process information
sent out to practices. A further 13 bids have been received, however they are not at
the stage of being presented to the Approvals Panel due to some technicalities.
They are being reviewed and returned to the Practices for further information.
An oversight group is being set up to look at applications for Social Isolation and
comprises of a representative from the finance department, Scott Aldridge, Jim
Cuthbert, Michelle Urwin and a Local Authority representative.
MW stated that if the CCG are dealing with vulnerable adults then CRB checks will
need to be undertaken and the CCG will need to take on the costs of this as
allowable costs in each individual bid
JL stated that the safeguarding team member on the oversight group should be
Helen Smith who will support the group on CRB processes, safeguarding and
training.
 Action: Cheryl Mould to contact Helen Smith
DA queried the definition of housebound. CM said that this has been asked
previously and there is a definition and a policy and the CCG have been doing some
work on this, however interpretation will be different between practices and provider.
MW stated that she would like the definition of “housebound” to be included in the
evaluation and would like clarification on what version of the definition has been
used in individual bids
 Action: Cheryl Mould to follow up on the version of definition in the
process and ensure a clear definition is included in the evaluation
process
DA queried how we arrived at the figure of £5 per head. CH stated that this was
clarified on Page 1 of the Framework and it was in line with the NHS England
Planning Guidance for 2014/15.
CM stated that there is an email trail around the approvals of Healthy Ageing and
this will be reviewed by Jim and Cheryl in September who will bring it all together
and build in an evaluation
CM stated that that framework details all the relevant information of practice
population figures, LES/DES allocations and costs, however the Approvals Panel
summary sheet includes only the practice name, total of budget and cost of bids.
MW suggested that the Approvals Panel form should include extra columns for
• Number over 75
• Any Risk Identified
• Verified by the Healthy Ageing Team and date
 Action: CM to update Summary Form
2

KS highlighted her concerns and stated that the bids are for £5 per head per
practice population and this is a notional budget which does not take account of the
differences in numbers of vulnerable 75plus in individual practices, therefore, we
may be widening inequalities across the city. MW acknowledged that this is an
important point, and queried if we should proceed with the original submission
deadline date of 19th September 2014 for bids, Then follow up on those that have
not submitted a bid by this date, to ensure we have captured all practices and
afforded them an opportunity to apply.
CM stated that the email sent out states that they have up to £5 per head and
confirmed that we have had additional bids in that have gone over the budget limit
as their population has a higher percentage of over 75s. A number of emails have
been received in respect of the process and have questioned the funding allocation.
and all all practices will be given the opportunity to make further applications if they
have additional over 75s based on the new clarification of funding guidelines. MW
raised her concern on the appearance of inequity. KS raised concern that we will
be raising inequality based on the way that the initial process has been
implemented.
MW suggested that the Approvals Panel consider the bids today and CM write to all
the practices to say that we are concerned that we are not fully reaching, those in
need and therefore if you want to amend your original bid based on the vulnerable
and over 75s then to resubmit the bids. All will then be considered at a future
Approval Panel, whether it is a revised bid or a new bid.
MW stated that the letter sent out should include that the amended budget
availability and includes clear steps, but ensure it is not an open ended budget and
the envelope is open only for vulnerable 75 year olds plus adults.
Discussion ensured with regard to the old process and the new process and the
judgement of the numbers of vulnerable 75s and those under 75s who are not
vulnerable.
 Action: CM to draft the letter and sign the letter (Action). The letter will
need to include that if the practice has not submitted a bid then you
need to contact us immediately.

5

Bids
The Approvals Panel considered the bids as follows:
a) Vauxhall Primary Health Care
This will be a neighbourhood bid with the Brownlow Practice
Approved
b) Long Lane Medical Centre
Approved
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c) Dr Mangarai, Speke Neighbourhood
Approved
d) Dr Hegde and Jude’s Practice
Approved
e) Brownlow Group
Approved
f) Mere Lane Group Practice
Part of social Isolation bid with Anfield Neighbourhood ( to come)
Approved
g) Woolton House
Overbudget by £15 (fifteen). It was noted that the population is higher in comparison
with other practices
Approved ( including the extra £15)
h) Edge Hill
Approved
i ) Fir Tree
Approved
j) Stoneycroft
Also working on an isolation bid ( to come)
Approved
MW acknowledged that the Approvals Panel noticed anomalies in practice budgets
due to practice size and populations, therefore confirmed the Panel’s earlier decision
that new enlarged bids could be submitted by practices for the Approvals Panel to
consider.
MW suggested that it would be useful to receive where we are in total number of
practice and geographical spread so we can assess if there are any gaps. Once all
bids received, we will go back to practices that have not put in a bid and include how
many are over 75s and those that are in nursing homes from those practices that did
not put in a bid.
 Action: CM to gather the information requested re practice size and
geographical spread.
MW stated that the CCG will need to know the information that practice are going to
supply for evaluation and this will be useful to bring for information to the next
Approvals Panel.
MW stated that the evaluation support should be a cost allowable in the bids (for
example 1% of the bid).
 Action: CM to provide details in relation to the evaluation data for the
next Approvals Panel
4
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Any Other Business
Winter Pressures
CM discussed Winter Pressures and asked if the CCG will be doing anything with
primary care and are we going to go about this within a process or framework
MW confirmed that she is in favour of doing something, however needs to reflect the
winter pressures overall. Targeting in the same way as last year is not favourable,
and should make sure it reflects what new programmes we will have put in place by
the time winter is here, i.e. the reablement centre, the urgent care work, GP on the
road, etc. We need to ensure that we add value for this winter..
DA stated that it would be worth considering reviewing what was spent last year
(costed) and what we have planned to spend on this year. Can something be
included to demonstrate the evidence of what was successful, and what we are
doing now that will have an impact.
KS stated that the Governing Body will need to receive a paper to show the
investment proposals and what has been spent/agreed. KS confirmed that those
that seemed to show an improvement were the winter care homes and the
dedicated children’s services.
CM acknowledged that there are some elements of fatigue in the system of winter
planning both in competing for bids and actually undertaking the extra work that is
expected in the bids.
After discussion it was agreed to offer all practices who currently offer 70
appointments up to another ten GP appointments per week( ie 80 per week) to be
paid on invoice on delivered appointments. The additional capacity will run from
October to end of March 2015.
MW suggested that we may need to explore the capacity of GPs to deliver the extra
appointments but this is a good trial from October 2014 to March 2015. If it is
successful it maybe that we include it as a regular event in the GP Spec v3/4.
CM stated that a lot of work that has been going on concerning the new Spec and
this could be included in the new specification. KS suggested that each practice is
asked if they can manage the extra capacity, above the core services they deliver.
 Action: CM to develop plan and process for General Practice to increase
capacity during Winter
It was agreed that capacity will be discussed at the Informal Governing Body
meeting on 15th August 2014.
 Action: CM/KS to discuss at the Informal Governing Body Meeting on
15th August 2014
Date of next meeting:
Tuesday 26 August 2014 12 noon - 1:00pm
Room 1 – Arthouse Square
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