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1 Introduction
In March 2018 the CCG Governing Body approved One Liverpool: the city’s
integrated, place-based strategic plan, 2018-2021.
One Liverpool is a whole-system plan; setting out how partners will come together to
deliver improved health in our city and to establish integrated services to better meet
people’s needs and to ensure that our local health and care system is financially fit
for the future.
Partners have come together around three main aims: a radical upgrade in
population health and prevention; integrated community services; and
sustainable and standardised acute and specialist services.
The Liverpool health and care system is committed to an integrated partnership
approach to deliver improvements across all settings of care; embedding prevention,
self-care and early intervention; transforming community services to enable people
to get the care they need, when they need it, taking into account their social and
economic needs and ensuring that our hospital and community services offer
consistently high quality services that are fit for the future.
Our ongoing principles are for our plans to be all-age and incorporate parity of
esteem for mental health with physical health. We will also tackle the unacceptable
health inequalities experienced in the city especially amongst the vulnerable and
disadvantaged groups.
The One Liverpool Plan set out our high level strategic aims. This document sets out
detailed operational plans for 2018/19, to be implemented this year, all of which will
contribute to the achievement of our shared One Liverpool ambitions for better
outcomes, better services and maximising the value of our resources.

2 Background
The One Liverpool Plan was informed by a refreshed Joint Strategic Needs
Assessment, which provided a detailed understanding of the health needs of the
people of Liverpool, which in turn is the basis for the first One Liverpool operational
plan. The deliverables in the 2018/19 operational plan are designed to respond to
the city’s key health needs:





Liverpool has a growing and ageing population. Over the next ten years plus,
the largest population increase is predicted in people aged 65 and over;
Too many children face a difficult start in life, with adverse experiences in early
life often shaping a child’s future;
Liverpool is persistently one of the most deprived areas of the country;
Deprivation is strongly associated with poor health outcomes, from childhood
through to old age. We also have significant health inequalities between
Liverpool and the UK as well as within our city;
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Our biggest killers are Cancer, Cardio-Vascular Disease and Respiratory
Disease;
The biggest source of illness and poor wellbeing is due to poor mental health;
People in Liverpool live shorter lives than the national average, and spend a
quarter of their life living in poor health;
The number of people with Long term conditions in Liverpool is above national
levels for, with many people undiagnosed.





The 2018/19 operational plans are also focused on overcoming the barriers to
consistently high quality care, to enable the health and care system to meet the
different needs of individuals and communities.

3 One Liverpool Vision, Aims and Objectives
One Liverpool represents a whole-system vision, with all partners having a key role
to play in delivering our objectives:
Partners in Liverpool will come together to create a ‘One Team’ ethos and a
place-based system change for better health, reduced inequalities and
maximising the impact from our shared resources
Our Aims
One Liverpool has three transformational themes:
•

A radical upgrade in population health and prevention

•

Integrated community services, bringing communities to life

•

Sustainable and standardised acute and specialist services

Our Objectives
1. Commission for better health outcomes;
2. Deliver high quality, safe and responsive health services;
3. Reduce health inequalities;
4. Ensure maximum value from available resources;
5. Evidence-based and evaluated for maximum impact.

We will do this through effective clinical leadership, system collaboration and public
participation
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Outcome Ambitions
We will continue to strive for ambitious improvements in health outcomes for the
people of Liverpool. Our ambitions are to:
1. Reduce Avoidable and Early Deaths
2. Increase Healthy Years of Life
3. Reduce health inequalities
4. Improve Quality of Life and Ability to Self-care
5. Reduce Demand for Hospital Services
6. Establish Seamless, pro-active care; integrating services across health and
social care
7. Improve the quality of services and the experience of care
8. Achieve parity of esteem between mental and physical health
9. Ensure children have a good start in life
10. Ensure a financially sustainable health and care system for the city
In implementing the One Liverpool plan, health and social care organisations in
Liverpool have a ‘One Team’ ethos, uniting primary care, social care, community,
physical and mental health services and the voluntary sector.
This Operational plan sets out what we will deliver together in 2018/19, guided by
this clear vision, aims and objectives.

4 National Policy Context and 2018/19 NHS Operational Planning
Guidance
The NHS Five Year Forward View (5YFV)1, published in October 2014, set out the
key opportunities and challenges facing the NHS and the need to take a longer term
approach to planning to ensure the NHS remains clinically and financially
sustainable.
The NHS planning Guidance: ‘Delivering the Forward View: NHS Shared Planning
Guidance 2016/17 – 2020/21’ 2 tasked health and care systems to develop placebased plans. In March 2017 NHS England published The Next Steps on the NHS
Five Year Forward View, which provided further clarity and focus on particular areas
of care – cancer, mental health and GP access; the need to manage demand and
ease pressure on hospitals, with a focus particularly on supporting frail and older
people. The One Liverpool Plan and the 2018/19 Operational Plan is informed by
and incorporates the strategic approaches and must-dos set out in the Next Steps.
1

https://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/03/NEXT-STEPS-ON-THE-NHS-FIVE-YEARFORWARD-VIEW.pdf
2
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The NHS Operational Planning and Contracting Guidance 2017-193 reaffirmed these
national priorities and set out the financial, planning and business rules for both
2017/18 and 2018/19. The guidance required CCGs to enter into two year provider
contracts and deliver a two year operational and activity plan.
A refresh of the two-year planning and contracting guidance, Refreshing NHS Plans
for 2018/194, published jointly by NHS Improvement and NHS England in February
2018, set out requirements to build on the progress made in 2017/18 and protect
investment in mental health, cancer services and primary care in line with the
available resources and agreed plans. This means a continued commitment to deliver
the cancer waiting time standards, achievement by every CCG of the Mental Health
Investment Standard and General Practice Forward View commitments, consistent
with the expectations already set out in the 2017-19 planning guidance.
The detailed 2018/19 National Goals and Deliverables are at Appendix 1.

5 One Liverpool Operational Delivery Plans for 2018/19
The 2018/19 Operational Plan has been developed through a review of clinical and
non-clinical interventions that have the capacity to deliver high impact change, to
contribute to the achievement of our outcome ambitions. Partners in Liverpool have
jointly undertaken a robust process to identify our operational delivery priorities for
2018/19. The process is:








Informed by national policy and guidance;
Responsive to local priorities and pressures;
Evidence-based;
Measurable, with impacts modelled and aligned to One Liverpool objectives;
Co-produced, with involvement from NHS commissioners and providers, local
authority partners, the voluntary and community sector and wider stakeholders;
Achievable, with all schemes assured for readiness, with clear delivery
milestones and allocated resources;
Aligned with financial plans.

The review incorporated the Commissioning for Value approach which is designed to
make the NHS’s money go as far as possible and improve patient outcomes. The
review followed a three stage, evidence-based methodology, of ‘Where to look’,
‘What to change’ and ‘How to change’ which provides a robust process for service
redesign and prioritisation.
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https://www.england.nhs.uk/wp-content/uploads/2016/09/NHS-operational-planning-guidance201617-201819.pdf
4
https://www.england.nhs.uk/wp-content/uploads/2018/02/planning-guidance-18-19.pdf
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Potential schemes were ranked against a set of criteria, including alignment with
national or local strategy and need, quality improvement, health outcomes, activity
impact, affordability, sustainability and value.
All schemes to be considered are detailed in a Project Initiation Document (PID form1), which provides consistency in the gathering and recording of information and
data. The PID also captures quality and equality impacts and risks. This high degree
of rigour in developing the priorities in our operational plan provides a sound basis
for effective performance management of delivery. We intend to establish a
Programme Management Office (PMO) to oversee delivery across the Liverpool
health and care system, ensuring that delivery milestones are achieved, that
resources are in place, risks managed and outcomes and other benefits are
measured.
The process of identifying and prioritising operational delivery plans for 2018/19 has
been conducted jointly by commissioners and providers, with co-ordination by the
Liverpool Provider Alliance and oversight from the Liverpool Integrated Partnership
Group. This co-production of operational plans is unprecedented and represents a
new level of collaboration by partners across the Liverpool health and care system.
This is important because success in delivering improvement is dependent upon the
whole system pulling together around the same set of priorities and aligning our joint
resources for delivery.
These new partnership arrangements also signal a transition by Liverpool CCG
towards becoming a strategic commissioner, with our role being to plan services for
our population based upon health needs, setting outcomes and holding providers to
account for delivering those improvements together.
The 2018/19 operational deliverables are set out in the following sections,
categorised by the One Liverpool aims of prevention, community services and
hospital services. In reality, many of our delivery plans overlap and will have impact
across settings of care. We will manage these dependencies to ensure that we do
not create silos, which would contradict our objectives for seamless, integrated care
organised around individuals not organisations.
In the narrative of this plan we have not detailed every scheme as this runs into
multiple distinctive schemes of varying scale. The full operational plan for 2018/19 is
set out at Appendix 2. This comprehensive plan is the product of the prioritisation
and co-production process we have undertaken as a system. It demonstrates the
golden thread in each scheme; the key deliverables and timescales for
implementation; the modelled impact and outcomes; new investment if required; and
how each scheme contributes to achieving the aims and objectives of the One
Liverpool plan in this year.
The sections below provide a narrative overview of some of the key schemes we will
deliver this year.
7

5.1 Radical Upgrade in Population Health and Prevention
The One Liverpool Plan made a strong commitment to tackling poor health; reducing
preventable death; adding more years of healthy life and reducing health
inequalities. Partners recognise that good health and wellbeing are about more than
good healthcare. A good start in life, education, decent work and housing and strong,
supportive relationships are even more important – this was the call to action for the
health and care system, our partners and the city’s population.
We also believe that a life-course approach is central to this aim, recognising that
health outcomes in early childhood play a significant part in health outcomes in
adulthood and older age.
The One Liverpool strategy for prevention integrates the Liverpool Mayoral Inclusive
Growth Plan, the aim of which is to harness the support of local businesses,
employers and residents to maximise the value of the Liverpool Pound and to see
the distribution of work, prosperity and opportunity spread more fairly.
The 2018/19 operational plans for a radical upgrade in population health are:

These priorities incorporate programmes to be led by the Liverpool City Council
(LCC) public health teams as well as a number of other programmes that will be
delivered in partnership between NHS, LCC and voluntary sector partners. In
2018/19 we will develop these partnerships and test our commitment to devoting a
greater emphasis on population health and prevention.

8

Population Health and Prevention priorities for 2018/19 include:
Healthy Weight: There is system commitment to support the implementation of the
city’s healthy weight strategy and for all NHS partners to sign up to the Liverpool
Local Government Declaration on Healthy Weight to tackle growing rates of obesity.
Partners, as employers and in delivering services to our population, can have an
influential role to play in supporting people to address issues around obesity.
Deliverables include:
Engaging with the local food and drink sector to influence responsible retailing,
promoting healthier food and drink options, and reformulating and reducing the
portion sizes of high fat, sugar and salt;
Local commercial partnerships with the food and drink industry to promote
healthy weight in local communities;
Reviewing provision in public buildings, including hospital, to make healthy foods
and drinks available and affordable and to limit access to high-calorie, lownutrient foods and drinks;
Local authority to consider supplementary guidance for food takeaways,
specifically in areas around schools and public places;
Protect our children from inappropriate marketing by the food and drink industry
close to schools; promotions within schools and at events on local authority
controlled sites;
Support the health and well-being of local authority and NHS staff to create a
culture and ethos that normalises healthy weight.

0-19 Pathway: This is a key programme of action for the first critical 1001 days, with
partners working together to maximise school readiness. The city’s aim is for all our
children to be safe, healthy, active and happy; that they have a voice and to
demonstrate our ambition by becoming a UNICEF Child friendly City.
Smokefree Liverpool: As a system we will work together to deliver an ambitious
tobacco control strategy to reduce smoking levels in the city, which although rates
have fallen in recent years, we still lag behind the national average. In 2018/19 we
will implement a scheme to reduce smoking in pregnancy and after birth and to
support people to stop smoking during their time in hospital, including training NHS
staff in brief advice and interventions. A Smokefree Homes programme will also be
developed.
Physical Activity and Sport: Evidence tells us that we can increase healthy life
expectancy in the city if more of us are active. Liverpool has had a successful
physical activity programme in place for the last three years which has seen activity
levels and participation in sport increase. We will continue to implement schemes in
2018/19 in line with the Liverpool Active City Strategy, with more targeted activity to
reach deprived communities and disadvantaged groups, in partnership with the
9

VCSE sector. We will continue the Fit for Me campaign to be targeted at children and
young people and we will work closely with schools to encourage 30 minutes of
activity or sport for all children every day.
Making Every Contact Count: In 2018/19 we will establish programmes to train and
support health and care staff, initially for those delivering cancer pathways.

5.2 Integrated Community Services, Bringing Communities to Life
The One Liverpool Plan set out the city’s ambition for effective and resilient
community services, for all ages - children, young people and adults; with a shift of
hospital services to care delivered closer to home and providing more upstream
support to keep people well.
Partners are signed up to a shared community model of care for the integration of
community based health and social care services, with a focus on prevention, selfcare and making the most of the community assets we already have in the city.
Implementation of the model is talking place through the establishment of integrated
teams bringing together community nursing, primary care, social care, mental health
and other professionals to deliver a joined-up approach to the delivery of care. Our
plans include the transformation of primary care through greater collaboration, with
GPs working “at scale” as part of the integrated community model of care.
In addition to high quality community services for all, our plans also address the
needs of people with complex needs, through the development of co-ordinated care
and more specialist and targeted support. We will also deliver more specialist
services out of hospital settings closer to home, with hospital specialists working with
community care teams to ensure people are getting timely specialist access and
assessment.
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The diagram below sets out the community services priorities partners will deliver
together in 2018/19:

5.2.1 Community Care Teams
An integrated multidisciplinary approach is the key focus of the Liverpool Community
model which over the last year has led to the establishment of Liverpool’s placedbased Community Care Teams (CCTs) in each of the cities twelve neighbourhoods.
CCTs work proactively by targeting individuals at increased risk of poor outcomes,
taking a whole person view and offering a multi-agency response not just to health
issues but also addressing underlying non-medical factors influencing health and
wellbeing.
In 2018/19 delivery plans for the development and embedding of CCTs are to:
Redesign the workforce to support integrated place based community services;
Evaluate proactive community care with service users and community care
teams;


Roll-out of a new model of community care teams - developing integrated
pathways for each of the city’s 12 neighbourhoods, with specific priorities based
upon each neighbourhood’s needs;
Specify the role of hospital specialists in community care teams;
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Review all community service specifications, ensuring services are integrated
and of high quality, safe, effective and person-centred;
Implement the care home model across Liverpool in a phased approach,
including expansion of the Community Geriatric service;
Establish a consistent approach and processes at the interface of acute and
community services, ensuring seamless care through an integrated community
reablement and assessment service (ICRAS).

5.2.2 Children’s Neighbourhood Model of Care
The One Liverpool plan highlighted the critical importance of a good start in life for
the city’s children, from pre-birth through to doing well at school. Our ambitions to
focus on the early years align with the aims of the Liverpool Mayoral Growth Plan to
invest in our future citizens by supporting them to enjoy the best quality of life and to
fulfill their potential.
Many risk factors and health conditions in children have social origins and are mostly
preventable, while the treatment of rare conditions requires better access to
specialist services and expertise. A proactive approach is also needed to support
children with long-term conditions. Closer working between primary and secondary
services will unify clinical care, while integrated working with local authority and
VCSE partners will sharpen the focus on the child’s learning and development
needs. Through collaboration, clinical services will be able to ensure that the child’s
learning and social needs are met, while still providing excellent clinical care.
2018/19 delivery plans will focus on establishing a comprehensive neighbourhoodbased network of family focused services, each supported by integrated teams of
skilled children’s workers. The model proposes building on the success of
collaborative approaches developed by children’s centres, enhancing the
community-based offer by integrating health services into a social model of delivery.
2018/19 will be a developmental year to build partnerships for delivery and prepare
for delivery from 2019/20.
This model will:
•
•

Align children and families services with adult community care to ensure a ‘life
course’ approach, with clear pathways at the point of transition to adult services;
Provide clear points of access and a more streamlined response to high quality
child health and wellbeing expertise in the community;
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•

•
•
•
•

Provide accessible early help across the continuum of need, from universal
preventive approaches to more targeted help for families experiencing complex
and multiple difficulties;
Establish a system that supports families in keeping children healthy and
accessing the right care in the right place;
Enable the refocusing of resources from crisis intervention to prevention;
Ensure that the children’s community workforce has the right skills and expertise;
To embed a ‘Whole Family’ approach where services are based on the
knowledge of the individual, the family, and the community and involve families
as partners in building capacity and resilience.

5.2.3 Social Prescribing
The One Liverpool Plan highlighted that good clinical care accounts for 20% of what
makes us healthy. Deprivation is strongly associated with poor health outcomes
across all ages and Liverpool is one of the most deprived areas in the country.
Social prescribing is intended to address the needs of people experiencing
deprivation, isolation and exclusion and poor mental health. Evidence suggests that
a social prescribing system integrated into Liverpool primary and community care
services could improve health outcomes, promote self-care and recovery, enabling a
shift in focus from 'what's wrong - to what's strong'; from illness - to wellbeing and
quality of life.
While there are several such schemes in operation in Liverpool, they are small or
specialised. We will scale up our social prescribing offer, targeted at people who
experience social and economic hardship, illness and mental distress. Each
neighbourhood will have access to an integrated social prescribing offer. The social
prescribing care-pathway for each neighbourhood will be clear and simple and have
'no wrong door'. 2018/19 delivery plans for social prescribing include:
Neighbourhood link-workers: Each neighbourhood will be supported by a team of
at least three trained and skilled link workers, a non-clinically trained person who will
build rapport with patients, and help them to achieve their personal health and wellbeing goals. Their role is to motivate and support, which may include accompanying
the person part of the way on their ‘wellbeing’ journey. Link workers may also identify
local gaps in meeting the specific requirements or interests of an individual and work
within neighbourhoods to encourage the creation of new groups and services that
respond to local needs.

13

Neighbourhood Collaboratives: We will establish neighbourhood collaboratives –
a space where local community and voluntary sector organisations can work
alongside the health and social care leadership in each neighbourhood to develop
partnerships focused on meeting local health and wellbeing needs. Each
Collaborative will be supported by a community development worker who will involve
local people and groups. They will support public health improvement; connect to
initiatives for training, volunteering, employment, jobs and social enterprise; basic
skills in literacy, numeracy and IT; access to apprenticeships; support for debt,
housing, domestic abuse and English for speakers of other languages.
Growing the Five Ways to Wellbeing: We will support the voluntary, community
and social enterprise sector (VCSE) to develop their health and well-being offer. We
will work with the sector to support the sustainability of their services and to be fully
involved as part of a whole-system approach to improving wellbeing.
5.2.4 Primary Care
General practice is the bedrock of effective community provision in Liverpool, but it is
under strain due to increasing demand and acuity; all this at a time when it is
undergoing substantial change to meet the needs of the new model of care. The One
Liverpool plan sets out a direction of travel for practices to work “at scale” as part of
an integrated community model of care. This can only be achieved by developing a
better mix of skills, recruitment and retention of the primary care workforce. 2018/19
delivery plans for primary care include:
Local Quality Improvement Scheme (LQIS): The LQIS remains fundamental to the
delivery of high quality general practice. The 2018/19 LQIS scheme will address
access to diagnostics; reduction in inequalities by focusing on particular groups and
improving health outcomes through targeted clinical priority schemes.
Enhanced Access: We are committed to improving access to GP services and
ensuring effective connections to other services so patients receive the right care in
the right place. A new model will be introduced to extend access for patients during
weekdays, weekends and bank holidays, providing appointments 7 days a week.
This model has the following features:
•

•
•

Availability of additional same day GP appointments at Primary Care Hubs,
enabling increased access to routine and urgent primary care seven days a
week, and a single access pathway for adults and children.
City wide remote/telephone appointments available in-hours to support primary
care capacity for same day appointments.
Increased integration with urgent care services including 111, GP Out of Hours,
Walk in Centres and A&E.
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Workforce Strategy: In 2018/19 we will implement a workforce strategy to
strengthen the general practice workforce and address immediate workforce
pressures as well as building a workforce able to deliver the Liverpool Community
model of care. In 2018/19 we will increase the number of doctors in general practice
by implementing GP retention schemes; attracting GPs to return to practice and
participating in the International GP Recruitment Programme. We will also increase
the number of other health professionals including clinical pharmacists, mental
health therapists and physician associates, as well as strengthening the general
practice nursing workforce.

5.2.5 Urgent and Emergency Care
Patients accessing urgent care in Liverpool are faced with a confusing offer of walkin centres, minor injuries units, GP practices offering core and extended service and
A&E departments. The One Liverpool Plan set out the city’s strategic intentions to
establish urgent and emergency care pathways that are accessible and which
provide the right care in the right place, first time; from self-care and communitybased services through to Accident & Emergency (A&E). Our plans to achieve these
aims are informed by national specifications for the transformation of urgent care,
which incorporate enhanced GP access and a standardised offer in the form of
Urgent Care Treatment Centres (UTCs), combining both walk-in access and booked
appointments, as an alternative to A&E. 2018/19 operational delivery plans for
urgent care include:
•

A review of urgent care need across the city to be undertaken to determine the
best model of urgent and emergency care services for Liverpool, taking into
account local need and the national strategy for Integrated Urgent and
Emergency Care which requires a consistent and standardised offer. This
developmental focus in 2018/19 may lead to service change proposals that would
be implemented in 2019/20.

•

Integrated urgent care 111; a new service which will build upon the success of
NHS 111 in simplifying access for patients. This integration will see urgent care
services collaborating to deliver high quality, clinical assessment, advice and
treatment, with shared standards and processes. The 111 number will be the
single telephony access point. As part of this the development of a Clinical
Assessment Service (CAS) will ensure patients are able to access clinicians,
both experienced generalists and specialists, such as Dental Nurses, Mental
Health Nurses and Palliative Care Nurses. GP Out of Hours and 111 services
15

will be combined, and multidisciplinary clinicians added to the integrated working
model.

5.2.6 Community Digital and Self-Care

Liverpool is a leader in digital care designed to empower people to manage
their conditions and improve outcomes. Locally, people are already using
apps and online services to view parts of their medical records, manage
repeat prescriptions, manage long term conditions, book appointments, speak
to a health care professional, access NHS 11 services and monitor our
activity, diet & lifestyle. We see digital care as an essential component of the
community model of care; enabling pro-active care and new interactions with
community health professionals.
2018/19 operational delivery plans for community digital and self-care include:
Digital Patient Access and Self Care Systems: In 2018/19 we will establish
the Digital No Wrong Door, which will enhance the ability of people to interact
with the local and national NHS digital offer. In the first year it will provide
improved digital navigation of the local NHS system, including websites and
health apps. In future years it will provide a single point of access for citizens
to interact digitally with health & social care providers. Digital No Wrong Door
will be a recognised mobile app and online offer that brings together digital
initiatives across our health & social care economy.
Telehealth: In Liverpool 25% of us have one or more long-term conditions,
which are a major source of NHS demand and cause misery for patients if not
managed properly. Telehealth is a supported self-care programme which
helps patients to manage their chronic conditions at home. Liverpool is an
international exemplar in telehealth, with over 5,300 patients having used this
service. Evidence has demonstrated that the programme can reduce
emergency admissions by 22%- 32% for patients with above average risk of
hospital admission and that 90% of patients reported feeling more in control of
their condition. In 2018/19 we will significantly scale up access to telehealth to
4-5,000 patients a year and use the new system to support new clinical
pathways and conditions.
5.3 Improving Pathways of Care
The NHS England Next Steps on the NHS Five Year Forward View provided
strategic direction for the main national service improvement priorities from 20172019 including cancer, primary care, mental health and learning disabilities. In
addition, the One Liverpool Plan identified strategic service improvement priorities to
address the main causes of illness and early death in our city, including cardiovascular and respiratory disease.
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Liverpool CCG has followed the Commissioning for Value methodology which
incorporates NHS RightCare, the NHS England programme committed to delivering
the best care, maximising value and improving patient outcomes. RightCare data,
along with locally developed evidence, has highlighted where there is variation in
outcomes and activity, to inform the development of shared priorities for
improvements in planned care which form part of our operational delivery plans for
2018/19.
Although the pathways we have prioritised for improvement in 2018/19 span all
settings of care – from prevention through to specialist services, we have presented
them within community services in the context of the operational plan. In
implementing these schemes we will ensure that change is integrated and effective
across all settings of care. The diagram below sets out our priorities for improving
pathways of care partners that partners will deliver together in 2018/19:

5.3.1 Mental Health
Poor mental health and wellbeing is a significant cause of ill health in Liverpool,
affecting people of all ages. The NHS Five Year Forward View identified mental
health as a priority, with an ambition to achieve parity of esteem between mental
health and physical health care. In 2016 the Five Year Forward View for Mental
Health (FYFVMH) 6set out key objectives for adult mental health, focusing on
5
6

https://www.england.nhs.uk/rightcare/wp-content/uploads/sites/40/2017/01/cfv-liverpool-jan17.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/02/Mental-Health-Taskforce-FYFV-final.pdf
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improving access to psychological therapies; improving crisis care; meeting the
physical health care needs for people with serious mental illness; improving access
to individual placement support and integrating physical and mental health.
The One Liverpool vision is for a mental health system in Liverpool focused on
empowerment, self-care and recovery, with services that are responsive and
accessible for people when needed. To do this Liverpool will have an integrated
system, working as one across the NHS, social care and the VCSE sector, adopting
a bio-social approach to reflect the complex health needs of our population and
reflective of the fundamental change we want to see between services and the
people who use them.
Liverpool CCG has made a commitment to achieving the mental health investment
standard in 2018/19, which enables the establishment of new or expanded
programmes to support people in the city with mental health issues, including those
in crisis and people living with moderate mental health issues.
2018/19 priorities for people in mental health crisis:
Core 24 hour mental health liaison services: to be established in our two adult
acute hospitals, taking a systematic approach to Mental Health Act assessments
in order to reduce the number of people attending A&E, and to improve the
experience for those patients who do attend. It is estimated that a quarter of all
patients admitted to hospital with a physical illness also have a mental health
condition that, in most cases, is not treated while the patient is in hospital. The
service will be from a multidisciplinary team including mental health nurses,
psychological therapists, occupational therapists and social workers, led by a
consultant liaison psychiatrist. The service will diagnose and prescribe, and
deliver brief psychotherapeutic interventions.


Crisis Resolution Home Treatment: ensuring crisis response services are in
place in the community to support people and to prevent unnecessary hospital
admissions, delivered through a rapid response either in a crisis centre,
emergency department, or patient’s home, 24 hours, 7 days a week.
Early intervention in psychosis: supporting people who experience psychosis
to recover. People experiencing a first episode of psychosis should have access
to a NICE-approved care package within 2 weeks of referral. Getting help early
gives someone experiencing psychosis the best chance of improvement. Early
intervention teams already provide support for people between the ages of 14
and 35. This will be expanded in 2018/19 to those between 14 and 65, and those
who appear to be at increased risk of developing psychosis.
Individual Placement Support: In 2018/19 we will increase access to Individual
Placement Support for people with severe mental illness, with access to
employment specialists. This will enable a doubling of people accessing
employment support by 2020.
18

Mental health is an integral part of the city’s community model of care. We will
integrate mental health services in all of the city’s neighbourhoods, with an offer of
proactive care for patients with complex and ongoing needs. Mental health services
will integrate with community, primary care and VCSE services to support people to
stay well, with greater support for GPs to lead delivery of multi-disciplinary mental
health provision in primary care. 2018/19 priorities for people Common Mental
Health Issues include:
Improving Access to Psychological Therapies ((IAPT): The service delivers
support for adults with anxiety and depression. In 2018/19 further investment will be
allocated to support the recruitment of additional staff to improve access. There will
be an increased emphasis on access for specific groups, including people with longterm conditions, people who are unemployed, BAME groups and older people. We
will also integrate psychological therapies into primary care.
Primary Care Liaison Service: We will develop the existing service of specialist
mental health practitioners working with primary care and other partners to increase
the number of people with serious mental illness who receive annual health checks.
They will also provide a key role in ensuring that mental health is a key component of
any changes in primary care services.
Adult Attention Deficit Hyperactivity Disorder (ADHD) Support: This scheme will
address problems in accessing assessment, diagnosis, treatment and support for
adults with suspected ADHD through a process of pathway redesign, which will
integrate ADHD support into secondary mental health services and primary care.
Additional investment in 2018/19 will enable the service to reduce waiting times while
the pathway is developed. The service will also work with children and young
people’s services to develop a transition pathway.
Children and Young People’s Mental Health
Mental disorders represent the single largest category of burden of ill health in
children adolescents and young adults, hugely outweighing the onsets of other
health care related problems. Demand for mental health provision for children and
young people is high in Liverpool.
Children and young people’s mental health services are delivered collaboratively by
the NHS and the VCSE sector through the CAMHS pathway, guided by the principle
of early help with a focus on early intervention and preventative services, whilst
ensuring specialist services are able to meet need.
Our offer needs to be one of ‘no wrong door’ - meaning that access to services
needs to be straightforward, timely, joined up and integrated for families and
professionals alike. In line with the all-age model of community care, Mental Health
and Emotional Wellbeing services will be integrated into neighbourhoods, further
developing the psycho- social model of delivery. 2018/19 priorities for people
Children and Young People’s Mental Health:
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Liverpool CAMHS Partnership: This service is a collaboration of 3rd Sector and
NHS Mental Health services providing co-ordinated, integrated and neighbourhoodfacing services across 3 levels: specialist CAMHS, early help, mental health
promotion and resilience building. The Liverpool model is recognised as a standard
of good practice nationally. A wider Partnership exists as part of the Mental Health
and Emotional Wellbeing Partnership Board which has representation from Social
Care, Education, Families programme, Targeted Youth Support, Police, Probation,
fire and Rescue and Primary Care. During 2018/2019 our commitment is to
undertake a whole-system review of CAMHS, the outcome of which to be
implemented as soon as is practicable. In the meantime, in 2018/19 we will allocate
additional investment to increase capacity to ease the pressure from growing
demand.
Additional investment will also be made in the mental health crisis service to
promptly support children and young people who are in crisis and to reduce the need
for admission into in-patient units. Additional investment will increase the hours of
operation and increased A&E liaison.
Autism Spectrum Disorder (ASD): In 2018/19 we will increase the capacity of ASD
services for children and young people to increase access and reduce waiting times.
We will also review the current diagnostic pathway.

5.3.2 Learning Disabilities
People with learning disabilities experience poor health outcomes and die at a
younger age than the general population. This is partly as a result of a failure to
identify people and their needs and to respond with tailored, proactive care. This is
clearly unacceptable and addressing these inequalities must be a priority for the
Liverpool health and care system. Our priorities for addressing need for people with
learning disabilities are informed by the national Transforming Care programme
which is about improving health and care services so that more people can live in the
community, with the right support, close to home. 2018/19 priorities for people with
learning disabilities include:
Health Checks: We will increase access to primary care and ensure that people
with learning disabilities receive timely and effective care and treatment and we will
meet the target for people with learning disabilities to receive an annual health
check, from the current rate of 56% to 74%. We will do this by increasing knowledge
and skills in primary care and ensuring consistency of care across GP practices. We
will integrate care for people with learning disabilities into our community model of
care.
Transforming Inpatient Care: In line with the national Transforming Care
Programme, we are already working with local delivery partners to reduce reliance
on specialist inpatient care for adults with a learning disability or autism who have
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behaviour that challenges, to establish a community-based model of care. Current
guidance indicates a target of 7-8 inpatient beds for Liverpool patients, which we
aim to achieve by the end of 2018/19. Any savings made from reducing inpatient
care will be reinvested in local community provision.
We will also invest in an enhanced positive behavioural service to assess and treat
people with severe and enduring challenging behaviour, integrated into the
community model of care, in-reach to hospital placements and we will improve
transition from child to adult services.
Intensive Support Team: In 2018/19 we will establish an intensive support team
within the community learning disability team with resources, skills and capacity to
respond to acute patient needs and prevent admission to specialist hospitals. The
team will also help to facilitate the discharge of patients currently detained in
specialist hospitals.

5.3.3 Cancer
Cancer is Liverpool’s biggest killer and cancer incidence is increasing due to an
ageing population and because more people are being referred and investigated with
symptoms that are suspicious of cancer. We also know that over 40% of cancers
could be prevented by changes in lifestyle. Liverpool has a low uptake of cancer
screening, but if we could increase rates we could prevent some cancers; detect
more cancers early and improve survival. The NHS Five Year Forward View
identified cancer as a priority, and a national strategy ‘Achieving world class cancer
outcomes; a strategy for England, 2015-20’ 7set out a number of recommendations to
achieve improved outcomes.
The One Liverpool Plan set out how partners will work together to improve cancer
care and prevention. We have identified a range of cancer programmes to be
delivered in 2018/19 that will contribute to the achievement of national requirements
and address local need. 2018/19 priorities for cancer include:

Healthy Lung: The Liverpool Healthy Lung Programme (LHLP) has been running
since April 2016, starting in neighbourhoods with the highest lung cancer incidence
and poor respiratory health. High risk populations are invited to a lung health clinic
where assessment involves a calculation of risk of lung cancer. People who trigger a
threshold are invited for a chest CT scan. LHLP is generating a positive stage shift
in lung cancer diagnoses- without the programme typically 70% of lung cancers in
Liverpool are diagnosed late stage, whereas in areas operating with LHLP 70%+ of
lung cancers detected are at early stages and treated with curative intent. The
programme is also finding high numbers of previously undiagnosed COPD.
Everyone attending clinic also benefits from lifestyle advice/referrals, such as
smoking, exercise. In 2018/19 we will invest additional funds to revisit year one GP
neighbourhoods in Picton, Speke, Everton, Norris Green to offer the service to the
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https://www.england.nhs.uk/wp-content/uploads/2016/10/cancer-one-year-on.pdf71-75 population in
these neighbourhoods. The service is also being delivered in City Centre, Kensington, Walton and Belle
Vale. This scheme is making a tangible impact in reducing health inequalities in the city.

Vague Symptoms Clinic: a new service to be piloted at the Royal Liverpool and
Aintree hospitals, for patients who don’t fit a two week cancer pathway because their
symptoms are potentially a sign of cancer but don’t fit a clear pathway, or the patient
may not be able to wait two weeks and is at risk of emergency admission. The
service will be piloted and evaluated in 2018/19.
Risk Stratified Follow Up: National strategy requires providers to move to a risk
stratified follow up model for post cancer treatment. Current practice is that follow up
is undertaken face to face in hospital for all patients. In 2018/19 we will implement a
system where patient suitability for an alternative is assessed and suitable patients
are offered the new model of follow up and surveillance.
Lynch Syndrome: NICE guidelines identify that all people diagnosed with bowel
cancer should be tested for Lynch Syndrome, which is a factor in the development of
bowel cancer. Those at high risk will join a surveillance programme. Testing for
Lynch syndrome is to be piloted and commenced during 218/19.
Cancer Pathway Redesign: Cancer pathways and delivery of 62 day targets are
very challenging. In 18/19 we will have a strong focus on lung; colorectal; prostate;
head and neck; and upper GI pathways. We will work as a system to reduce the
length of the pathway, including diagnostics, to improve performance and to achieve
referral to diagnosis targets.
Recovery Package: It is important that people living with and beyond cancer in
Liverpool are able to access wellbeing services as they are at high risk of having
unmet needs. The current service offer within Liverpool does not always meet the
wider needs of people affected by cancer. Evidence suggests that providing services
to support people to address health and wellbeing can improve health outcomes. In
2018/19 we will continue to improve uptake in access to these services.
Cancer Diagnostics: A step change in time from referral to report is required in
cancer diagnostics to deliver improved 62 day cancer performance and planned care
targets, with a particular focus on 6 week diagnostic targets, in addition to preparing
for 2020 delivery of the new 28 day target for cancer diagnostics. There is a need to
increase capacity, as demand for cancer diagnostics continues to increase. In
2018/19 we will make available investment to increase capacity in the most
challenged areas of performance, with a review of longer term needs to take place to
inform plans for sustainability from 2019/20.
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5.3.4 Cardio-Vascular Disease (CVD)
The One Liverpool plan identified CVD as one of the biggest killers in our population,
despite the fact that mortality has improved over recent years. Evidence highlights
that proactive and preventative care such as cardiac rehabilitation has a significant
impact on health outcomes and healthcare utilisation and should be invested in to
ensure we have sustainable services. As a system we will work together to
maximise the value and impact of existing cardiology resources.
As with all pathway development we will look for opportunities to integrate clinical
specialist input so that people can be treated closer to home. Provider Alliance
partners will work together to create shared care pathways through close working
between the core NHS providers in Liverpool, developing our capability to plan care
pathways prospectively as a system rather than reactively as individual providers.
CVD priorities for 2018/19 include:

Cardiology Prescribing: We will maximise value from CVD prescribing budgets to
directly reinvest savings to improve CVD pathways. In 2018/19, savings from drug
price reductions will be reinvested in CVD improvements; for example in cardiac
rehabilitation. The better the prescribing budget is managed, the more investment
providers will have available to develop community cardiology services, to improve
patient care and relieve the burden on acute based services. All 2018/19 investment
in cardiology schemes will be funded from savings within this service line. This
model for supporting improvement will be tested through CVD programmes with the
aim to replicate the approach in future years for other pathways.

Chest Pain: The Liverpool has high numbers of people admitted to hospital with
chest pain. This scheme will put in place a cardiologist at the front door of A&E to
provide a better service for patients, including expert assessment and a diagnosis,
which will enable more people to avoid unnecessary admission or to receive the right
treatment quickly.
Integrated Heart Failure Service: In 2018/19 we will operationalise the Integrated
Heart Failure One Stop Service across the organisational boundaries of four
providers and primary care, to deliver a high quality community service, with in-reach
into hospital services. The service will improve patient’s experience of care, provide
access to early diagnosis, reduce unnecessary hospital admissions, support selfmanagement, as well as improving care for patients at end of life.
Healthy Imaging Platform: Having secured national estates & technology
transformation funding, in 2018/19 we will develop a platform for the sharing of
diagnostic images across settings of care, including primary care. Tests such as
ECGs and ECHOs will no longer be duplicated, thereby improving patient care and
reduce avoidable waste in the system.
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Diabetes Prevention: Liverpool will roll out the National Diabetes Prevention
Programme in 2018/19. Liverpool has for some years supported practices to identify
people with pre-diabetes. Practices will now be able to refer to a service which offers
an evidence-based long-term behaviour change programme offering education and
exercise to support people to reach/maintain a healthy weight; increase their
physical activity; and make healthier food choices.
Hypertension Management: Liverpool is estimated to have 117,000 people who
have hypertension, however only 73,000 are known. In 2018/19 we will roll-out a
system-wide population approach to increase early detection and better
management of blood pressure. The scheme will additionally involve identification of
those with unmet need and the development of targeted plans to improve their
access to preventative care and support.

5.3.5 Respiratory Disease
Respiratory disease accounts for a large proportion of the gap in life expectancy
between Liverpool and the England average. The most preventable risk factors in
respiratory disease are tobacco use, exposure to indoor and outdoor pollutants,
allergens and occupational exposure.
There is considerable variance in how respiratory patients are supported and their
conditions managed, so there is great potential for patients to be supported in a
much more proactive and consistent manner and for a much higher proportion of
people to be diagnosed with Chronic Obstructive Pulmonary Disease (COPD) and
Asthma. Our priorities for respiratory disease in 2018/19 include:
Integrated Cardiac and Pulmonary Rehabilitation: The clinical effectiveness and
cost effectiveness of pulmonary rehabilitation and cardiac rehabilitation is well
established, with an approach that encourages a greater uptake of rehabilitation and
behaviour change. There are a number of commonalities between cardiac and
pulmonary rehabilitation; including exercise physiologist input, lifestyle advice and
long term physical activity support. In 2018/19 we will commence the process to
establish an integrated service, with the required investment to be released from
prescribing savings.
Integrated Community Clinics for Asthma: Currently asthma is diagnosed in
primary care, where GPs only have access to spirometry objective testing to support
diagnosis. NICE guidance recommends Asthma is diagnosed in specialist nurse-led
primary hubs with training and clinical supervision from a respiratory consultant. In
2018/19 we will commence the programme to establish this multi-disciplinary
service, as well as working together as a system to reduce the number of people
who require emergency care.
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5.3.6 Planned Care
A large proportion of our allocated budgets are spent on planned care, which
incorporates all non-emergency treatments, often those which are referred to by a
GP. Our aim is to review planned care services provided both within community and
hospital settings in order to address local variation in the quality of care, to ensure
that local referral processes follow best practice and national guidelines and that we
are maximising the value of the NHS pound. The process to identify priorities for
planned care improvements are informed by opportunities for improved outcomes
and efficiencies signposted in local NHS RightCare data as well as locally-based
evidence. Priorities for planned care improvement in 2018/19:
Advice and Guidance: In 2018/19 we will implement a national 2 year CQUIN for
Advice & Guidance, which requires providers to set up and operate advice and
guidance for non-urgent GP referrals, allowing GPs to access consultant advice prior
to referring patients in to secondary care.
Gastroenterology: In Liverpool gastroenterology referrals and endoscopy rates are
an outlier when benchmarked with other comparable health systems, although it is
recognised that the city has a higher than average rate of colorectal cancer and
alcohol related issues which contribute to this activity. In 2018/19 we will implement
a scheme to improve decision making in primary care with clear clinical pathways for
common conditions such as dyspepsia, IBS, abnormal LFTs etc. We will also
implement a Referral Assessment Service to allow more robust triage of clinical
referrals. For liver conditions we will develop methods to track patients with Liver
disease in primary care and provide treatment interventions earlier in the pathway.
Musco-skeletal Care (MSK): This represents a number of schemes designed to
improve care and reduce unnecessary treatment. The current level of joint injections
activity in secondary care is high and not always cost effective. In 2018/19 we will
implement the criteria based treatment policy to address this. We will participate in a
service review across Cheshire and Merseyside involving the 3 spinal units to
determine future service provision. Finally we will address the current variation in
prescribing related to MSK conditions.

5.3.7 Prescribing
Prescribing is the single biggest intervention in healthcare, with 11.3 million
prescriptions issued per year in Liverpool, representing £90 million pounds per year
and a growth rate of 5% per year on average, due to an ageing population; chronic
disease and multi-morbidity; higher and new drugs. Our improvement aims are
primarily patient and quality focused around chronic disease management, reducing
harm caused by medicines and reducing medication waste. As well as improving
care and safety, we will deliver significant savings which balance the impact of
growing demand. Any investments for improvements will be funded from savings
within the prescribing programme. Our prescribing priorities for 2018/19 include:
25

Pain Management: Pain prescribing, including opioids, is a significant and health
issue and an increasing cost pressure. There is little evidence that opioids are
effective as a long term treatment for chronic pain, and they present risks for
patients. Our intention is to reduce the use of medication and improve patient
outcomes by addressing people’s physical, psychological or social needs. In 2018/19
we will establish a pain management pathway and supporting services in tertiary,
secondary and primary care, funded through a reduction in prescribing costs with
savings reinvested into a community based holistic pain management service.
Direct Patient Ordering: This scheme, which has already been piloted in one area
of the city, will see patients ordering their repeat prescriptions directly from their GP
and practices no longer accepting requests for repeat prescriptions via community
pharmacists, with exceptions for patients who receive their medication in a blister
pack and those who need community pharmacy support. This change will help
ensure that all patients get the right medication, in the right quantities, at the right
time and it will reduce medication waste, with savings reinvested into other areas of
prescribing improvement.

5.4 Sustainable and Standardised Acute and Specialist Services
In order to achieve clinical and financial sustainability for our hospital system we
have to identify further ways to deliver better hospital services at lower cost and
address a range of clinical challenges, particularly with regard to workforce capacity
and skill shortages. The One Liverpool plan set out our strategic intentions to ensure
we sustain good hospital services. Trusts in the city have a good track record of
providing high quality care but there is variation in quality and duplication in delivery.
Our aim is to eliminate unwarranted variation and ensure patients receive
consistently high standards of care from all providers.
The city’s hospital providers are collaborating in multiple ways for future
sustainability and to improve services. The operational plan details a large number of
schemes across a range of specialties and at the interface with community services,
involving planned care and prevention. The specific priorities for delivery in 2018/19
detailed below are of particular importance to commissioners:
A single service for adult orthopaedics surgery: North Mersey CCGs have led a
review of orthopaedic services delivered by the city’s two adult acute trusts. A single
service model has been developed, intended to reduce variation and improve patient
care, also enabling solutions to the fundamental shared challenges around improving
outcomes, ensuring that the system has the right workforce capacity, skills and
financial sustainability. The proposal is for an elective orthopaedic centre on the
Royal Liverpool’s Broadgreen site to enable delivery of high quality and high volume
services, sub-specialist service delivery and for orthopaedic trauma, including spinal
trauma, to be delivered from the Aintree site. Services and pathways will be
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standardised to best practice, with unwarranted variation eliminated. The new model
will reduce waiting times and length of stay, delivered and supported by a combined
consultant rota. The deliverable for 2018/19 is for commissioners to make a decision
on the final business case following a public consultation which took place in 2017.
The new model would be mobilised in conjunction with the expected opening of the
new Royal Liverpool Hospital in 2019/20.
Review of women’s and neonatal services: North Mersey commissioners have
led a review of services provided by Liverpool Women’s Hospital. The case for
change is primarily driven by the need to address critical clinical risks and to ensure
future clinical sustainability. The review identified four shortlisted options and a
preferred option - a new hospital for women’s and neonatal services co-located on
the new Royal Liverpool Hospital campus. Due to the significance of the required
capital investment, further assurance was required by NHS England regarding the
financial and economic case. The deliverable for 2018/19 is to conduct a formal
public consultation on these proposals, which will inform a decision on the future of
these services.
Looking forward to 2019/20 there will be a pipeline of new acute service change
priorities following the anticipated merger of the Royal Liverpool and Broadgreen
University Hospital Trust and Aintree University Hospitals FT. This new
organisational form will be an enabler for future clinical service changes to deliver
significant patient benefits as well as supporting financial sustainability.

6 2018/19 Operational Plan Activity Impact
Commissioners are required to submit a full suite of operating plan returns
demonstrating performance targets for NHS constitutional standards and other
operational measures. We have modelled the expected growth in activity between
2017-18 Forecast Outturn and 2020-21, and the expected impact of those schemes
in the operational plan that will have an impact on managing demand.
One-year (2018-19) and three-year (2018-19 to 2020-21) waterfall charts and tables
showing the growth and the impact of each programme on each area of activity is at
Appendix 3.

7 Financial Investment
NHS England and Improvement published updated planning guidance in February
2018 with additional funding provided to CCGs’ in order to support delivery
requirements. Liverpool CCG received £6.269m for the 2018/19 financial year
The North Mersey ‘Acting as One’ contractual agreement stated that should
additional resource be received by commissioners that NHS providers should
reasonably expect a transparent approach towards the allocation of these resources.
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It is proposed to divide the additional allocation into two equal shares, with 50% of
the additional allocation directed to Liverpool’s NHS ‘Acting as One’ providers for the
2018/19 financial year to support dealing with increases in demand and required
activity levels.
The remaining 50% (£3.1m) of the CCG allocation will be invested in operational
plan schemes informed by the prioritisation process we have undertaken, which
identified Mental Health, Cancer and Learning Disabilities as the priority areas for
investment. The £3.1 million will be allocated as follows:

Scheme
Child and adolescent mental health (CAMHS)

Investment
£500,000

Mental Health – to be allocated in agreement with
providers to deliver a range of schemes in the plan
Learning Disabilities – to be allocated in
agreement with providers to deliver a range of
schemes in the plan
Cancer Pathways and Prevention

£1,500,000

Cancer Diagnostics
Children’s Dietetics service
Total

£250,000
£89,339
£3,133,310

£447,971

£346,000

8 Conclusion
The 2018/19 operational plan sets out how we will deliver schemes to improve
health, improve services and maximise value in the first year of implementing the
One Liverpool Plan. The operational plan is ambitious in its scale and scope, which
is necessary in order to achieve the ambitious outcomes of One Liverpool.
2018/19 is the first year in which health and care providers in Liverpool can
demonstrate their renewed commitment to collaboration for delivery, to do the right
things for our population.
For the CCG 2018/19 will see the organisation transition to becoming a true strategic
commissioner with a focus on setting outcomes and holding to account, with
providers identifying the ways and means to achieve them.
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9 Plan Appendices
Appendix 1 - 2018/19 National Goals and Deliverables
The NHS already has two-year priorities, set out in the 2017 Planning Guidance and the Next Steps on the NHS Five Year Forward View. This Annex sets out the
deliverables for 2018/19.
Mental Health
Overall Goals for 2017-2019
We published Implementing the Mental Health Forward View in July 2016 to set out clear deliverables for putting the recommendations of the independent
Mental Health Taskforce Report into action by 2020/21. The publication of Stepping Forward to 2020/21 in July 2017 provides a roadmap to increase the
mental health workforce needed to deliver this. Making parity a reality will take time, but this a major step on the journey towards providing equal status for
mental and physical health. These ambitions are underpinned by significant additional funding for mental health care, which should not be used to supplant
existing spend or balance reductions elsewhere.
Deliverables for 2018/19
Additional funding has now been built into CCG 2018/19 allocations to support the expansion of services outlined in this planning guidance and the specific
trajectories set for 2018/19 to deliver the Five Year Forward View for Mental Health. Progress to be made against all deliverables in the Next Steps on the NHS
Five Year Forward View and the Implementing the Mental Health Forward View in 2018/19 with all CCGs and STPs required to:
 Each CCG must meet the Mental Health Investment Standard (MHIS) by which their 2018/19 investment in mental health rises at a faster rate than their
overall programme funding. CCGs’ auditors will be required to validate their 2018/19 year-end position on meeting the MHIS.
 Ensure that an additional 49,000 children and young people receive treatment from NHS-commissioned community services (32% above the 2014/15
baseline) nationally, towards the 2020/21 objective of an additional 70,000 additional children and young people. Ensure evidence of local progress to
transform children and young people’s mental health services is published in refreshed joint agency Local Transformation Plans aligned to STPs.
 Make further progress towards delivering the 2020/21 waiting time standards for children and young people’s eating disorder services of 95% of patient
receiving first definitive treatment within four weeks for routine cases and within one week for urgent cases.
 Deliver against regional implementation plans to ensure that by 2020/21, inpatient stays for children and young people will only take place where
clinically appropriate, will have the minimum possible length of stay, and will be as close to home as possible to avoid inappropriate out of area
placements, within a context of 150-180 additional beds.
 Continue to increase access to specialist perinatal mental health services, ensuring that an additional 9,000 women access specialist perinatal mental
health services and boost bed numbers in the 19 units that will be open by the end of 2018/19 so that overall capacity is increased by 49%.
 Continue to improve access to psychology therapies (IAPT) services with, maintaining the increase of 60,000 people accessing treatment achieved in
2017/18 and increase by a further 140,000 delivering a national access rate of 19% for people with common mental health conditions. Do so by supporting
HEE’s commissioning of 1,000 replacement practitioners and a further 1,000 trainees to expand services. This will release 1,500 mental health therapists to
work in primary care. Approximately two-thirds of the increase to psychological therapies should be in new integrated services focused on people with comorbid long term physical health conditions and/or medically unexplained symptoms, delivered in primary care. Continue to ensure that access, waiting
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time and recovery standards are met.
Continue to work towards the 2020/21 ambition of all acute hospitals having mental health crisis and liaison services that can meet the specific needs of
people of all ages including children and young people and older adults; and deliver Core 24 mental health liaison standards for adults in 50% of acute
hospitals subject to hospitals being able to successfully recruit.
Ensure that 53% of patients requiring early intervention for psychosis receive NICE concordant care within two weeks.
Support delivery of STP-level plans to reduce all inappropriate adult acute out of area placements by 2020/21, including increasing investment for Crisis
Resolution Home Treatment Teams (CRHTTs) to meet the ambition of all areas providing CRHTTs resourced to operate in line with recognised best practice
by 2020/21. Review all patients who are placed out of area to ensure that have appropriate packages of care.
Deliver annual physical health checks and interventions, in line with guidance, to at least 280,000 people with a severe mental health illness.
Provide a 25% increase nationally on 2017/18 baseline in access to Individual Placement and Support services.
Maintain the dementia diagnosis rate of two thirds (66.7%) of prevalence and improve post diagnostic care.
Deliver their contribution to the mental health workforce expansion as set out in the HEE workforce plan, supported by STP-level plans. At national level,
this should also specifically include an increase of 1,500 mental health therapists in primary care in 2018/19 and an expansion in the capacity and capability
of the children and young people’s workforce building towards 1,700 new staff and 3,400 existing staff trained to deliver evidence based interventions by
2020/21.
Deliver against multi-agency suicide prevention plans, working towards a national 10% reduction in suicide rate by 2020/21.
Deliver liaison and diversion services to 83% of the population.
Ensure all commissioned activity is recorded and reported through the Mental Health Services Dataset.

Cancer
Overall Goals for 2017-2019
Advance delivery of the National Cancer Strategy to promote better prevention and earlier diagnosis and deliver innovative and timely treatments to
improve survival, quality of life and patient experience by 2020/21.
Deliverables for 2018/19
 Ensure all eight waiting time standards for cancer are met, including the 62 day referral-to-treatment cancer standard. The ‘10 high impact actions’ for
meeting the 62 day standard should be implemented in all trusts, with oversight and coordination by Cancer Alliances. The release of cancer
transformation funding in 2018/19 will continue to be linked to delivery of the 62 day cancer standard.
 Support the implementation of the new radiotherapy service specification, ensuring that the latest technologies, including the new and upgraded
machines being funded through the £130 million Radiotherapy Modernisation Fund, are available for all patients across the country.
 Ensure implementation of the nationally agreed rapid assessment and diagnostic pathways for lung, prostate and colorectal cancers, ensuring that
patients get timely access to the latest diagnosis and treatment. Accelerating the adoption of these innovations helps meet the 62 days standard ahead of
the introduction of the 28 day Faster Diagnosis Standard in April 2020.
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Progress towards the 2020/21 ambition for 62% of cancer patients to be diagnosed at stage 1 or 2, and reduce the proportion of cancers diagnosed
following an emergency admission.
Support the rollout of FIT in the bowel cancer screening programme during 2018/19 in line with the agreed national timescales following PHE’s
procurement of new FIT kit, ensuring that at least 10% of all bowel cancers diagnosed through the screening programme are detected at an early stage,
increasing to 12% in 2019/20.

 Participate in pilot programmes offering low dose CT scanning based on an assessment of lung cancer risk in CCGs with lowest lung cancer survival rates.
 Progress towards the 2020/21 ambition for all breast cancer patients to move to a stratified follow-up pathway after treatment. Around two-thirds of
patients should be on a supported self-management pathway, freeing up clinical capacity to see new patients and those with the most complex needs.
All Cancer Alliances should have in place clinically agreed protocols for stratifying breast cancer patients and a system for remote monitoring by the end
of 2018/19.
 Ensure implementation of the new cancer waiting times system in April 2018 and begin data collection in preparation for the introduction of the new 28
day Faster Diagnosis standard by 2020.
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Primary Care
Overall Goals for 2017-2019
Stabilise general practice today and support the transformation of primary care and for tomorrow, by delivering General Practice Forward View and Next Steps
on the NHS Five Year Forward View.

Deliverables for 2018/19
Progress against all Next Steps on the NHS Five Year Forward View and General Practice Forward View commitments. This
includes all CCGs:
 Providing extended access to GP services, including at evenings and weekends, for 100% of their population by 1 October 2018. This must











include ensuring access is available during peak times of demand, including bank holidays and across the Easter, Christmas and New Year
periods.
Delivering their contribution to the workforce commitment to have an extra 5,000 doctors and 5,000 other staff working in primary care. CCGs
will work with their local NHS England teams to agree their individual contribution and wider workforce planning targets for 2018/19. At national
aggregate level we are expecting the following for 2018/19:
• CCGs to recruit and retain their share of additional doctors via all available national and local initiatives;
• 600 additional doctors recruited from overseas to work in general practice;
• 500 additional clinical pharmacists recruited to work in general practice (CCGs whose bids have been successful will be expected to
contribute to this increase);
• An increase in physician associates, contributing to the target of an additional 1000 to be trained by March 2020 (supported by HEE);
• Deliver increase to 1,500 mental health therapists working in primary care.
Investing the balance of the £3/head investment for general practice transformation support.
Actively encourage every practice to be part of a local primary care network, so that there is complete geographically contiguous population
coverage of primary care networks as far as possible by the end of 2018/19, serving populations of at least 30,000 to 50,000.
Investing in upgrading primary care facilities, ensuring completion of the pipeline of Estates and Technology Transformation schemes, and that
the schemes are delivered within the timescales set out for each project.
Ensuring that 75% of 2018/19 sustainability and resilience funding allocated is spent by December 2018, with 100% of the allocation spent by
March 2019.
Ensuring every practice implements at least two of the high impact ‘time to care’ actions.
In all practices, delivering primary care provider development initiatives for which CCGs will receive delegated budgets, including online
consultations.
Where primary care commissioning has been delegated, providing assurance that statutory primary medical services functions are being
discharged effectively.
Lead CCGs expected to commission, with support from NHS England Regional Independent Care Sector Programme Management Offices,
medicines optimisation for care home residents with the deployment of 180 pharmacists and 60 pharmacy technician posts funded by the
Pharmacy Integration Fund for two years.
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Urgent and Emergency Care

Overall Goals for 2017-2019
Redesign and strengthen the urgent and emergency care system to ensure that patients receive the right care in the right place, first time.
Deliverables for 2018/19
 Ensure that aggregate performance against the four-hour A&E standard is at or above 90% in September 2018, that the majority of
providers are achieving the 95% standard for the month of March 2019. Also Trusts are expected to improve on their performance each
quarter compared to their performance in the same quarter the prior year in order to qualify for STF payments.
 Implementation of the NHS 111 Online service to 100% of the population by December 2018.
 Access to enhanced NHS 111 services to 100% of the population, with more than half of callers to NHS 111 receiving clinical input during
their call. Every part of the country should be covered by an integrated urgent care Clinical Assessment Service (IUC CAS), bringing together
111 and GP out of hours service provision. This will include direct booking from NHS 111 to other urgent care services.
 By March 2019, CCGs should ensure technology is enabled and then ensure that direct booking from IUC CAS into local GP systems is
delivered wherever technology allows.
 Designate remaining UTCs in 2018/19 to meet the new standards and operate as part of an integrated approach to urgent and primary care.
 Work with local Ambulance Trusts to ensure that the new ambulance response time standards that were introduced in 2017/18 are met by
September 2018. Handovers between ambulances and hospital A&Es should not exceed 30 minutes.
 Deliver a safe reduction in ambulance conveyance to emergency departments.
 Continue to make progress on reducing delayed transfers of care (DTOC), reducing DTOC delayed days to around 4,000 during 2018/19,
with the reduction to be split equally between health and social care.
 Continue to improve patient flow inside hospitals through implementing the “Improving Patient Flow” guidance6. Focus specifically on
reducing inappropriate length of stay for admissions, including specific attention on ‘stranded’ and super stranded’ patients who have been in
hospital for over 7 days and over 21 days respectively.
 Continue to work towards the 2020/21 deliverable of all acute hospitals having mental health crisis and liaison services that can meet the
specific needs of people of all ages including children and young people and older adults; and deliver Core 24 mental health liaison
standards for adults in 50% of acute hospitals, subject to hospitals being able to successfully recruit.
 Ensure that fewer than 15% of NHS continuing healthcare full assessments take place in an acute setting.
 Continue to progress implementation of the Emergency Care Data Set in all A&Es (Type 1 and Type 2 by June 2018; and Type 3 by the
end of 2018/19).
 Increase the number of patients who have consented to share their additional information through the extended summary care record to
15% and improve the functionality of e-SCR by December 2018.
 Implement a proprietary appointment booking system at particular GP practices, 50% of integrated urgent care services and 50% of
UTCs by May 2018, supported by improved technology and clear appointment booking standards issued by December 2018.
 Continue to rollout the seven-day services four priority clinical standards to five specialist services (major trauma, heart attack,
paediatric intensive care, vascular and stroke) and the seven-day services four priority clinical standards in hospitals to 50% of the
population.
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Transforming Care for People with Learning Disabilities

Overall Goals for 2017-2019
Our goal is to transform the treatment, care and support available to people of all ages with a learning disability, autism or both so that they can lead longer,
happier, healthier lives in homes not hospitals.
Deliverables for 2018/19
All Transforming Care Partnerships (TCPs), CCGs and STPs are expected to:
 Continue to reduce inappropriate hospitalisation of people with a learning disability, autism or both, so that the number in hospital reduces at a national
aggregate level by 35% to 50% from March 2015 by March 2019. As part of achieving that reduction we expect CCGs and TCPs to place a particular
emphasis on making a substantial reduction in the number of long-stay (5 year+ inpatients).
 Continue to improve access to healthcare for people with a learning disability, so that the number of people receiving an annual health check from their GP
is 64% higher than in 2016/17. CCGs should achieve this by both increasing the number of people with a learning disability recorded on the GP Learning
Disability Register, and by improving the proportion of people on that register receiving a health check.
 Make further investment in community teams to avoid hospitalisation, including through use of the £10 million transformation fund.
 Ensure more children with a learning disability, autism or both get a community Care, Education and Treatment Review (CETR) to consider
other options before they are admitted to hospital, such that 75% of under 18s admitted to hospital have either had a pre-admission CETR or a
CETR immediately post admission.



Continue the work on tackling premature mortality by supporting the review of deaths of patients with learning disabilities, as outlined in the National
Quality Board 2017 guidance.

Maternity

Overall Goals for 2017-2019
Continue to make maternity services in England safer and more personal through the implementation of the Better Births.
Deliverables for 2018/19
 Deliver improvements in safety towards the 2020 ambition to reduce stillbirths, neonatal deaths, maternal death and brain injuries by 20% and by 50% in
2025, including full implementation of the Saving Babies Lives Care Bundle by March 2019.
 Increase the number of women receiving continuity of the person caring for them during pregnancy, birth and postnatally, so that by March 2019, 20% of
women booking receive continuity.
 Continue to increase access to specialist perinatal mental health services, ensuring that an additional 9,000 women access specialist perinatal mental
health services and boost bed numbers in the 19 units that will be open by the end of 2018/19 so that overall capacity is increased by 49%.
 By June 2018, agree trajectories to improve the safety, choice and personalisation of maternity.
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10. A financially sustainable health
and care system for the city

9. Ensure Children have a good
start in life

Point Of Delivery/
Definition

8. Achieve parity of esteem
between mental and physical health

Activity Impact

7. Improve the experience of care

Indicative Financial
Impact (cumulative)

6. Establish seamless proactive
care across health and social care

Desired Outcomes (KPIs)

5. Reduce demand on hospital
services

Delivery Dates

4. Improve Quality of life and
ability to self care

Key Deliverables

3. Reduce health inequalities

Scheme Description

2. Increase Healthy Years of life

GB 30-18 Appendix 2

1. Reduce Avoidable and Early
Deaths

Readiness risk RAG

Linked to Must Do delivery incl STP
plan

Scheme Name

Priority Quadrant (1 = highest)

Programme

One Liverpool Operation Plan 18/19

Right
Care
Domain

Commissi Provider

Key
Partners

Community Care Teams

Community Neighbourhood Delivery

ity - General
Liverpool’s Community Care Teams (CCTs) take an integrated
multidisciplinary approach are based in cities twelve
neighbourhoods and work proactively by targeting individuals at
increased risk of poor outcomes taking a whole person view, and
results in a multi-agency response not just to health issues but
also addressing underlying causes of the patient’s health



1. Workforce development - Redesign of an integrated place based
community workforce
2. Evaluation of proactive community care with service users and
community care teams
3. Development of integrated pathways on Liverpool in/out of CCTs
based on NBH priorities that meet the CCG outcome ambitions
4. Review all community service specifications in line with a service
review, ensuring services are integrated and of high quality, safe,
effective and person centred
5. Implementation of the care home model of care across Liverpool
in a phased approach including expansion of Community Geriatric
service
6. Establish a consistent approach/processes across acute and
Community Sector (ICRAS)

01/03/19

1. Set up multi-agency project board & PMO
2. Develop proposals for a Liverpool social prescribing model &
pathways
3. Scope and map current public sector investments in social
prescribing-related activity
4. Develop a costed business-case
5. Determine activity levels and outputs, monitoring and evaluation
framework.
6. Consult with VCSE social prescribing leadership re options a health
and well-being offer
7. Identify potential funding sources to develop a costed businesscase
8. Select six priority neighbourhoods for first wave development of
proof of concept model
9. Support neighbourhoods to develop local pathways for social
prescribing, maximising local health and well-being assets
10. Commission bespoke training course for link workers
11. Recruit new staff (n=10) to first wave neighbourhoods

15-May-18
15-Jul-18

The Liverpool Telehealth programme provides remote telemetry,
education, monitoring and support to patients living with COPD,
Heart Failure or Diabetes. To date, the programme has supported
nearly 6,000 patients, recruited from GP Practices, community
matrons and the Community Respiratory team. In 18/19 it is
planned to offer Telehealth as part of hospital discharge
packages, and also to pilot it to support other
conditions/treatments.

1. Define care plans (light touch monitoring, self-care)
2. EMIS integration
3. Telehealth pilots (PAM, Sefton CCG, Cancer, Risk stratification
4. Embed telehealth into secondary care pathways (incl RLBUH early
discharge)

01/05/2018
01-Jun-18
01-Jul-18

We are currently using apps and/or online services to view parts
of our medical records, to view A&E waiting times, to manage
repeat prescriptions, to manage long term conditions, to book
appointments, to speak to a health care professional, to access
health information, to access NHS 11 services and to monitor our
activity, diet & lifestyle. Digital No Wrong Door will be a
recognised, mobile app/online offering that brings together the
current fragmented and complex digital initiatives that span
across our health & social care economy. Featuring in this
scheme is the integration and utilisation of the patient access
platform designed to support patient held record systems and
enable online identity verification.

1. Completion of GP Solution Plan - NHS Online
2. Delivery of Readiness & Preparation Plan
3. Completion of System Wide Plan
4. Sign off of System Wide Plan
5. NHS Online Go Live
6. Deployment of System Wide Plan

G

01/06/18
31/10/18

01/03/19

01/03/19

01/03/19

1. Avoidable Emergency Admissions
2. Readmissions within 30 days
3. Delayed transfers of care from hospital (Health and Social
Care) - BCF
4. Number of Patients still at home 91 days after discharge
from re-enablement services
5. Care Home and residential admissions 6.Health-related
quality of life for people with long-term conditions - CCG 2.1
7. Proportion of people who reported that they had as much
social contact as they would like
8. People with a SMI receiving a list of health checks.
9. Proportion dying in Hospital
10. Telecare Installations
11. Numbers receiving Proactive care

£391,000 (Proactive
Care)

-391
(Proactive Care)

£206,837
(Care Homes)

-86
(Care Homes)

LCCG

Non-elective
Avoidable
admissions

    

Provider A Merseycar
e, Primary
Care, LCC,
Third
Sector



Social Model of Health

ity - Social Model of Health
For people for whom active signposting is not enough we aim to
provide access to link workers, skilled in liaising with health and
social care professionals, listening to and empowering people and
helping them to navigate the wellbeing offers in their community.
The CCG has agreed a Memorandum of Understanding with the
VCSE sector, which provides a framework for involvement and coproduction in our communities. The Provider Alliance will build
upon this with the development of a network of VCSE
organisations.



A

This project may shift into 2019/20

30-May-18
TBC
TBC
15-Jul-18
15-

Sep-18

16-

May-18

1. Demand for A & E
2. Demand for General Practice Emergency hospital
admissions
3. Secondary care referrals (MH)
4. Improvement to health and well-being
5. Numbers of referrals - health & wellbeing
6. Numbers of social px - wider determinants Conversion
rates - eg IAPT, volunteering, routes to employment,
education

       

30-Nov-18

30-Nov-18
30-Nov-18

Telehealth
Digital Patient Access

Digital

Digital

Deman
ity - Digital





YES

G

A

01-Oct-18

14-Jun-18
01-Aug-18
01-Aug-18
09-Aug-18
01-Sep-18
01-Dec-18

1. Improved quality of life and reduced depression as
measured by EQ5D and HAD questionnaires
2. Improved patient reported outcome measures of
experience and confidence
3. Reduction in re-admissions to hospital within 30 days
4. Reduced Length of Stay in acute hospital
5. Increase in the average number of patients being
monitored by Hub per WTE nurse
6. Increase in the number of Hub referrals for smoking
cessation
7. Increase in Patient Activation Measure Score
8. Reduction in Emergency admissions compared to control

£570,832 (18/19)

1. Increased utilisation of digital access services
2. Increased patent satisfaction rates from online services
3. Increased utilisation of digital self care tools

No

-274

Non-elective
Avoidable
admissions

    

No



No
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10. A financially sustainable health
and care system for the city

9. Ensure Children have a good
start in life

8. Achieve parity of esteem
between mental and physical health

7. Improve the experience of care

Point Of Delivery/
Definition

6. Establish seamless proactive
care across health and social care

Activity Impact

5. Reduce demand on hospital
services

Indicative Financial
Impact (cumulative)

4. Improve Quality of life and
ability to self care

Desired Outcomes (KPIs)

3. Reduce health inequalities

Delivery Dates

2. Increase Healthy Years of life

Key Deliverables

1. Reduce Avoidable and Early
Deaths

Readiness risk RAG

Linked to Must Do delivery incl STP
plan

Scheme Name

Priority Quadrant (1 = highest)

Programme

Scheme Description

Right
Care
Domain

Commissi Provider

Key
Partners

General Practice Specification
Enhanced Access in Primary Care
Local Quality Improvement schemes

Primary Care

Primary Care

Primary Care

Care





YES



G

G

G

The quality scheme aims to improve the quality and consistency 1. Contract commissioned
of the services offered by General Practice across the city. The
2. Contract monitoring and reporting
Liverpool Quality Scheme specification (known as GP
Specification) outlined a set of key performance indicators and
quality standards to be met by practices in order to improve the
health of patients, reduce inequalities and ensure most cost
effective use of resources. In addition, it aims to reduce the
variation in general practice in Liverpool and health outcomes.
The GP Specification has been updated each year to reflect
updated clinical guidance and ensure that is aligned with the CCG
priorities.

31/05/2018
18/19

We are committed to improving access to GP services and
ensuring effective connections to other services so patients
receive the right care in the right place. A new model will be
introduced to extend access for patients during the week, at
weekends and bank holidays providing appointments 7 days a
week. This model has the following features:

2018/19

1. Procurement of system

Yes - to be
modelled

Yes - to be modelled
Improved chronic disease management
•Improved used of alternative consultations through
use of technology
3. Improvement in patient choice
4. Reduction in variation of access
5. Increased rate of same day access
6. Improved patient experience/satisfaction
7. Demand for same day GP appointments met
8. Better use of available resources
9. Increase in level of self-care
10. Reduction in DNA’s
11. Reduction in minor in hours A&E attendance
12. Reduction in call abandon rate

Yes - to be
modelled

AED/Non-electives

No

No

1.
2.

• City wide remote/telephone appointments available in-hours to
support primary care capacity for same day appointments.
• Increased integration with urgent care services including 111,
GP Out of Hours, Walk in Centres (including future UTC’s) and
A&E.
The annual review of the specifications has been undertaken by
the CCG Clinical Lead, Commissioning Manager, Local Authority
Public Health Team and the Primary Care Programme Group. The
CCG has also engaged with the Local Medical Committee.
1. Minor surgery for Excisions, Injections and Incisions - outside of
the core GP contract requirements
2. Ankle-Brachial Pressure Index (ABPI)
3. Helicobacter Urea Breath Testing (H Pylori)
4. Prostate Hormone Injections
5. Impaired Glucose Regulation and Gestational Diabetes
6. Near Patient Testing
7. Homeless
8. Traveling Community
9. Asylum Seekers and Refugees
10. Resettlement Programme

Below are 17/18 targets. 18/19 targets and indicators to be Yes - to be modelled
agreed
1. Increase in hours appointments to 80 per 1000 weighted
population
2. Reduction in inappropriate AED attendances from 9.2 to
7.3 per 1000 weighted population (17/18 target)
3. Reduction in the antibiotic prescribing rate from 39.7 to
37.7
4. Reduction in the broad spectrum anti-biotic prescribing
rate from 3.4 to 3.3
5. Increase in the proportion of people receiving a
polypharmacy review from 71% to 80%
6. Reduction in emergency admissions for ambulatory
conditions from 9.2 to 8.5 per 1000 weighted population
7. Reduction in GP outpatient referrals to a set of
specialities from 89.1 to 66.3 per 1000 weighted population

1. Contract commissioned
2. Contract monitoring and reporting
3. Specification reviews
4. Specification engagement with the LMC

31/05/2018
18/19
20-Nov-18
08-Jan-19

No

Non-elective and
outpatients

   





  





Workforce Strategy
Estates
Releasing time for care

Primary Care

Primary Care

Primary Care

1.



YES



YES



YES

A

A

A

Development and implementation of a workforce strategy to
meet the local ambitions of the Five Year Forward View including
an increase in the no. of GP's in general practice by introducing a
range of ways to retain GP's, support GP's to return to practice
and supporting the international GP recruitment programme
Increasing the number of other health care practitioners including
pharmacists, mental health therapists, physician practitioners
and nursing by investment and supporting the General Practice
nursing 10 point plan

1. Review current workforce data to identify gaps, work with key
stakeholders to develop solutions
2. Map current 'place based' workforce data against current
population profile needs
3. Map current programmes of work being delivered by all
stakeholders to inform future working / align resources
4. Develop a workforce strategy in conjunction with wider
stakeholders

01-Jul-18

No

No

No

01-Sep-18

       

31-Dec-18

The Liverpool Strategic Estates Plan, to be developed will set out 1. Neighbourhood premises review
short, medium and long-term plans to support new models of
2. Report presented and approved
care and sustainability of the city’s health and care public estate.
All partners will work together to reconfigure our estate in
support of transformation and service change plans.

31/03/2018
19-Jun-18

Releasing Time for Care is part of the GP Forward View and is a
development programme for General Practice. Promotion to
practices to spread awareness of innovations that release time
for care and facilitate local change programmes to implement
them. It is estimated that most practices can expect to release
about 10% of GP Time

Apr-18 to Mar-19

1. Roll out of Quick start programme

1. Increased workforce

01-Jul-18

No

No

No


1. Additional GP appointments

No

No



No





g
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Cardiology Prescribing Spend
Integrated Heart Failure
Syncope

G



G

G







A

Implementation of Direct Patient Ordering will see patients
ordering their repeat prescriptions directly with their GP practice
and practices no longer accepting requests for repeat
prescriptions via community pharmacists.

1. Practice sign up and training
2.Identification and coding of vulnerable patient groups
3. Patient letter and comms
4.Stop accepting community pharmacy requests

31/05/18
25/07/18
25/07/18
29/08/18

1. 3% reduction in items prescribed

A centralised ‘Stoma Appliance Management Service’ would
mean delegating prescribing responsibilities for stoma appliances
and associated accessories to a centralised specialist service. The
service would proactively contact patients on a regular basis to
ascertain their supply needs and identify where clinical support is
required. Prescriptions would be authorised by specialist stoma
nurses and patients will be offered annual face to face appliance
reviews.

1. Gather local intelligence
2. Agree service model and specification
3. Complete pilot evaluation
4. Procurement planning
5. Procurement
6. Service mobilisation
7. Service implementation

31/07/16
31/08/18
30/09/18
31/12/18
01/01/19
30/06/19
31/08/19

1. Reduced prescribing spend
£248,000
2. Reduction in Stoma related A&E attendances / hospital
admissions
3. Improvement in quality of life reported by Stoma patients
4. Improvement in patient satisfaction

Yes

In September 2017 LCCG commissioned a pilot service for a
period of two years to manage the prescribing of Catheter
appliances which were previously prescribed in general practice known as Liverpool Urology Appliance Management Service
(LUAMS). A 12 month evaluation of the pilot service will be
undertaken in September 2018 after which a full service
procurement will be required (pending governing body approval).

1. Complete pilot evaluation.
2. Procurement planning
3. Procurement
4. Service mobilisation
5. Service implementation

30/09/18
30/12/18
01/01/19
30/06/19
31/08/19

1. Reduction in total prescribing spend for catheter
appliances
2. Reduction in catheter related A&E attendances / hospital
admission
3. Improvement in quality of life reported by catheter
patients
4. Improvement in patient satisfaction

£152,000

Yes

Reduction in cardiology prescribing spend through the incentive 1. Working with NM DoFs group to release efficiencies through the
that savings can be reinvested in cardiology redesign
prescribing redesign for investment in CVD
2. Establish and lead the HF/Prescribing redesign group and ensure
actions and performance are tightly managed
3. Develop a local trajectory for the prescribing of Sacubitrol
Valsartan
4. Assess the impact of reduced tariffs for Rosuvastatin, Ivabridine
and Ezetimibe and appropriate baselines
5. Develop a staged finance plan for utilising released surplus
6. Develop a finance and contracting approach to support this work

Mar-Sep-18

1. Reduction in Prescribing spend for reinvestment in
cardiology service redesign (Value to be modelled)

Yes - being modelled

To operationalise the Integrated Heart Failure One Stop Service
which gives access to early diagnosis of heat failure and early
specialist input into patients deteriorating in the community to
avoid hospital admission and re-admission

Mar-Sep 18

Implementation of Transient Loss Of Consciousness (TLOC) clinics
that will provide a one stop shop of specialist assessment to
people experiencing blackouts, in line with the National Service
Framework for Cardiology

1. Reduced prescribing spend

No growth (18/19)

No

Point Of Delivery/
Definition


No

Commissi Provider

Key
Partners



Prescribing spend



No

Right
Care
Domain

Prescribing spend

£110,000 (19/20)

Yes

10. A financially sustainable health
and care system for the city

Activity Impact



9. Ensure Children have a good
start in life

Indicative Financial
Impact (cumulative)

8. Achieve parity of esteem
between mental and physical health

Desired Outcomes (KPIs)

 

7. Improve the experience of care

Delivery Dates

 

6. Establish seamless proactive
care across health and social care

01/12/18
01/04/19
01/07/19
01/07/19

31/05/2018
30/06/2018

1. Working with NM Doffs group to release efficiencies through the
prescribing redesign for investment in CVD
2. Work up a costed model of provision for Heart Failure on a
population based approach - link to STP
3. Establish and lead the HF/Prescribing redesign group and ensure
actions and performance are tightly managed
4. Manage the rising costs of Entresto and develop consistent
processes in each of the 3 trusts
5. Agree a workforce plan for the development of an enhanced HF
model
6. Implement the N Mersey specification for HF

Prescribing spend
to be re-invested

5. Reduce demand on hospital
services

No

Improving the prescribing of Oral Nutritional Support (SIP Feeds) 1. Business case for CCG match funding to be approved
through implementation of the strategy which includes the
2. Recruitment - identification of a suitably qualified / experienced
recruitment of a prescribing support dietician to undertake
Dietitian to take on the role of Prescribing Support Dietitian
review and reduce cost

A

A

Yes

4. Improve Quality of life and
ability to self care

Key Deliverables

1. Reduction in analgesic prescribing costs
2. Improvement in QoL score for patients in the pain
pathway

3. Reduce health inequalities

Scheme Description

01/05/18
01/07/18

2. Increase Healthy Years of life

Linked to Must Do delivery incl STP
plan

Readiness risk RAG
G

1. Clinical stakeholder group established
2. Agreement of NM pain management strategy, aims, outcomes and
timeline
3. Single analgesic pathway agreed
4. Service specifications agreed
5. Initial savings achieved
6. Commissioning of community based services

1. Reduce Avoidable and Early
Deaths

Pain Management Pathway
Scheme Name

Priority Quadrant (1 = highest)



Catheter

Stoma

Nutritional
Management

Prescribing
Programme
Prescribing
Prescribing

Direct Patient
Ordering

Prescribing
Prescribing
CVD
CVD
CVD

A

Establishment of a North Mersey pain management pathway and
supporting services in tertiary, secondary and primary care. This
would be funded through a reduction in prescribing costs and
reinvestment of savings primarily in the development of
community based holistic pain management services



Prescribing spend













   

 



   











Prescribing spend

Prescribing spend

Apr-18 ongoing
Apr-18 to May-18
Apr-18 to Jun-18
Apr-18 to-Jun-18
Apr-18 to Jun-18

Apr-Jun 18
Apr-18 on-going
Apr-18 ongoing

1. Reduction in Heart failure emergency admissions to
£419,210 in 18/19
hospital by 225 by 31/09/2019
rising to £838,421 in
2. Reduction in 2269 bed days by 31/09/2019
20/21
3. 95% of referrals to HF clinic will be seen within 10 days
4. 90% of all referrals receive a one-stop service (including
diagnostics and diagnosis in a single appointment)
5. 100% of Heart Failure patients will receive a management
plan

-113

Non-elective Heart
Failure admissions

Apr-18 ongoing
Sep-18 onwards

1. Agreement from both acute trusts on the operational delivery
Apr - May 18
model
2. Recruitment of additional nursing staff and consultant sessions to Jun-18 onwards
manage demand in specialist service
3. Analysing the prescribing spend on epileptic drugs and considering Sep-18 onwards
the possibility of integrating into the prescribing redesign

1. Reduction in syncope emergency admissions to hospital
by 106 by 31/06/2019
2. Reduction in 119 bed days by 31/09/2019
3. 100% of referrals seen within 14 days

£36,138 in 18/19
rising to £72,277 in
20/21

-53

Non-elective
Syncope
admissions

38



YES





-1394

Non-elective chest
pain admissions

G

The rollout of the National Diabetes Prevention Programme.
1. Service procured
General practice will case find people with impaired glucose
2. Implementation of services in five Liverpool practices initially
tolerance and they will be referred to a diabetes prevention
3. Roll-out across all Liverpool GP practices
service (to be procured) which will offer an evidence based, long
term behaviour change programme focussing on education,
exercise, healthy eating, weight management etc.





Apr-18
Jul-18
2018

1. To reduce the incidence of Type 2 diabetes in individuals
referred onto the Service
2. To reduce blood glucose parameters (HbA1c or Fasting
Plasma Glucose (FPG) in Service Users at 12 months and
beyond;
3. To reduce weight of Service Users at 12 months and
beyond; and
4. To maximise completion rates of Service Users

£112,403 (18/19)

-66

£254,616 (19/20)

10. A financially sustainable health
and care system for the city

9. Ensure Children have a good
start in life

Point Of Delivery/
Definition

8. Achieve parity of esteem
between mental and physical health

Activity Impact

7. Improve the experience of care

Indicative Financial
Impact (cumulative)

6. Establish seamless proactive
care across health and social care

Desired Outcomes (KPIs)

5. Reduce demand on hospital
services

Delivery Dates

4. Improve Quality of life and
ability to self care

01-May-18
Jul-18 to Oct-18
Dec-18 to Feb-19

Right
Care
Domain

Commissi Provider

Key
Partners

Non-elective
diabetes
admissions

£427,324 (20/21)

   





   

 



 

 



Assumptions under
review

1. Cheshire & Merseyside AF management guidelines approved by
Primary Care Committee and circulated to practices
2. Alivecor devices distributed to practices
3. Automated searches developed for use in general practice to
support patient identification via GP registers
4. Review first outcomes report from early support discharge pilot
and plan options development for future commissioning
5. Optimal management of AF to NICE Clinical guideline [CG180]

Apr-18

1. Increase in the number of people > 65 who have received £21,073 (18/19)
a pulse check from 76.4% to 88%
2. Increase the proportion of people who have AF who are £42,147 in (19/20)
high risk who are prescribed an anti coag from 82% to 91%.
3. Reduce emergency admissions for stroke by 5 (0.6%
against 17/18 baseline) at an indicative value of £21,073

-5

Non-elective stroke
admissions

Roll-out of system-wide population approach to increase early
detection and better management of blood pressure. The scheme
will additionally involve identification of those with unmet need
and development of targeted plans to improve their access to
preventative care and support.

1. Bid submitted for funding to develop community-based scheme
for opportunistic testing.
2. Hypertension audit-programme developed and delivered
3. Groups with unmet need identified and plans developed to
improve access to preventative healthcare.
4. Proactive Identification of patients via GP registers
5. Development of automated searches to identify sub-optimal
management of those with known hypertension
6. Optimal management of Blood pressure to NICE Clinical guideline
[CG127]

Apr-18

1. Increase the ratio of reported to estimated hypertension £58,000 (18/19)
prevalence >0.62 (18/19)
2. Increase the number of people on a hypertension register £115,000 (19/20)
from 13.6% to 15.0%
3. Increase in people with hypertension aged <80 whose BP £173,000 (20/21)
is managed to 140/90 (NICE) - from 71% to 79% by 20/21
4. Increase in people with hypertension aged >80 whose BP
is managed to 150/90 (NICE) from 90% to
5. Reduction in Stroke, AMI and HF NEL Admissions

-17

Non-elective
admissions

1. Complete EIA, QIA, safeguarding for project delivery.
2. Clinical Leads to sign off clinical pathway and staffing model
3. Establish project PMO, governance, reporting structure and key
deliverables and milestones
4. Financial and operational delivery plan supported by Clinical leads
and provider finance teams, signed off by operational board.

1. Increase referrals to pulmonary rehab from 13.9% of
eligible population to 54.1% by 20/21
2. Maintain the % of patients completing pulmonary rehab
at 74.8%
3. Reduce the number of COPD admissions by 221
4. Reduce the number of COPD deaths
5. Increase referrals to Cardiac rehab from 55% of the
eligible population to 76% by 20/21
6. Reduction in CHD emergency admissions by 8 by 20/21
7. Reduction in CHD deaths

£112,000 (Q3 18/19)

-54 (18/19)

R

The clinical effectiveness and cost effectiveness of pulmonary
rehabilitation and cardiac rehabilitation is well established.
Despite this, uptake and completion of these programmes is low.
There is an evidence based to support providing a menu-based
comprehensive service that utilises behaviour change approaches
can increase uptake and completion, therefore reducing nonelective spend and mortality

1. Complete EIA, QIA, safeguarding for project delivery.
2. Clinical Lead and providers to sign off the clinical pathway, staffing
model.
3. Establish PMO, governance, reporting structure, key deliverables
and milestones
4. Work with CCG leads to establish an operational board (STP level),
DoF group or Provider Alliance to decide on funding priorities
5. Develop a lead provider collaborative commissioning model
(contract variation)
6. Financial investment / divestment agreed.
7. Operational delivery group established, monitoring of
implementation plan, milestones and key deliverables.

1. Improved quality of life and ability to self-care
2. Increase proportion of people with asthma who are
physically active
3. Reduce proportion of people with asthma who smoke
4. Increase the quality of asthma care (putting evidence
based NICE pathways into practice)
5. Reducing asthma urgent care activity (NEL admissions,
AED and NWAS call outs)
6. Reduce respiratory prescribing spend (primary hub
provides primary care education opportunities, impacting
on wider system prescribing gains beyond modelling
assumptions included)

£48,682 (Q4 18/19)

-146 (18/19)

£194,727 (19/20)

-538 (19/20)

R

Currently Asthma is diagnosed in Primary care, GPs only have
access to spirometry objective testing to support diagnosis.
The NICE Asthma guidance (Nov 2017) recommends Asthma is
diagnosed in primary hubs in the community following an
evidence based algorithm with access to spirometry, FeNO and
bronchial challenge testing. This proposal outlines a Specialist
Nurse-led primary hub model with training and clinical
supervision from a Respiratory Consultant.

G



1. Reduction in unnecessary duplication of diagnostic tests.

01-Mar-18

Diagnosing and managing atrial fibrillation (AF) in adults to
ensure that people receive the best management to help prevent
harmful complications, in particular stroke and bleeding by
increase the number of eligible patients requiring a pulse check
and improvement in the proportion of AF patients being treated
with anticoagulation.

G



3. Reduce health inequalities

Key Deliverables

01-Mar-18



2. Increase Healthy Years of life

Scheme Description

1. Identify a qualified project manager to implement the scheme
2. Establish suitable governance for the management of the project
3. Develop a specification for the interoperability requirements
4. Go to procurement for the requirements of the specification
5. Development work commences

   

1. Reduce Avoidable and Early
Deaths

G

Readiness risk RAG



1. Reduction in chest pain emergency admissions to hospital £534,000 in year 1
by 1397 by x date to be confirmed
(year 1 TBC)
2. Reduction in 565 bed days by x date to be confirmed

A

The development of a platform for the sharing of diagnostic
images for CVD related diagnostics

Linked to Must Do delivery incl STP
plan

Chest Pain
Scheme Name
Hypertension management



Priority Quadrant (1 = highest)

Healthy Imaging Shared
Platform

CVD
Programme
CVD
CVD
CVD

Stroke Prevention (Atrial
National Diabetes Prevention
Fibrillation identification and
Programme
management)

CVD

Implementation of a cardiology decision maker in AED for people
who present with Chest Pain

-34
-51

Respiratory
Respiratory

Integrated Respiratory community clinics for
Asthma

Integrated Cardiac and pulmonary
rehabilitation

ory





£568,000 (19/20)
-275 (19/20)
£1,024,000 (20/21)
-498 (20/21)

Non-elective
admissions for
asthma
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Enhanced Community Respiratory Team

Respiratory

The team provides management of COPD patients at risk of
exacerbation in the community Mon-Fri. The proposal is to extend
the service for Saturday and Sunday and implement a pathway
into the service from NWAS



R

1. Agree pathway between UC24 and RLBUHT (clinical cover and
governance)
2. Weekend pathway to be supported by primary care programme
leads / LMC
3. Weekend pathway to be supported by primary care programme
leads / LMC
4. EIA, QIA and safeguarding complete
5. Develop implementation plan, governance and reporting structure
with key deliverables and milestones
6. Finances released
7. Set up implementation group, reporting and monitoring.

1. Reduced emergency admissions for COPD

£33,080 (Q4 18/19)

-16 (18/19)

£141,591 (19/20)

-69 (19/20)

£248,102 (20/21)

-142 (20/21)

Non-elective
admissions for
COPD

   

 



Urgent Care

Integrated Urgent Care 111

Urgent Care

This service which will include NHS111 and GP Out of Hours
services will move from an ‘assess and refer’ care model to a
‘consult and complete’ model of service delivery.



YES

G

30-

Sep-18

31-

Dec-18

Yes

Yes

AED/Non-electives

       

31-Mar-19
30-Jun-19
30-Jun-19
30-Jun-19

1. Align AVS/CAS commissioned activity (contracts) for
LCCG/KCCG/SSCCG/S&FCCG/HCCG
2. Gap analysis of NW CAS/AVS capacity requirements to meet ARP
standards
3. Align AVS/CAS commissioned activity (contracts) for Merseyside
(including St Helens)
4. NW wide CCG agreement re CAS/AVS actions to address capacity
gap (for both 18/19 and 19/20)
5. NW wide agreement re procurement approach for 111 (contract
cessation date Oct 2020)
6. LCCG 5YFV extended hours in place
7. Merseyside wide CCG agreement re future OOH procurement
approach
8. Infrastructure/clear road map setting out steps to fully integrated
IUC delivery aligned to contract dates in place

30-Jun-18

1. Paper to LCCG SMT on current Lymphedema service provision to
gain a mandate to progress with the optimum recommendation:
2. Confirmation of footprint for service
3. Service specification updated to reflect Lymphoedema service
4. Procurement route identified
5. Procurement commencement

Apr-18

30-Jun-18
30-Sep-18
30-Sep-18

1. > 50% of callers to 111 transferred to a clinician by April
2018
2. 100% of callers requiring Primary Care appt OOH to be
directly booked by March 2019
3. >30%** of callers requiring Primary Care appt in hours to
be directly booked by March 2019 (National target)
4. Revised targets for ambulance ARP 'hear and treat' to be
confirmed during 2018/19 by NHSE

Yes

Activity Impact

Yes

Point Of Delivery/
Definition

10. A financially sustainable health
and care system for the city

Indicative Financial
Impact (cumulative)

9. Ensure Children have a good
start in life

Desired Outcomes (KPIs)

8. Achieve parity of esteem
between mental and physical health

Delivery Dates

7. Improve the experience of care

Sep-19
Dec-19

6. Establish seamless proactive
care across health and social care

31-

5. Reduce demand on hospital
services

30-

4. Improve Quality of life and
ability to self care

Key Deliverables

30-Sep-18

1. Reduction in minor attendances at A&E
2. Reduction in long waits for assessment and treatment
(improved performance against national 4hr target)
3. Reduction on conveyances to ED for ambulance services
4. Increased patient satisfaction rates from friends & family
test (patient experience)
5. Enhanced clinical quality/outcomes for patients through
access to diagnostics on site/improved pathways to/from
UTCs to Emergency Care/Primary Care/Ambulatory Care

3. Reduce health inequalities

Scheme Description

30-Jun-18

2. Increase Healthy Years of life

Urgent Care: Principles and Standard sets out the requirement for
commissioners to ensure a standardised urgent care offer to the
public, Urgent Treatment Centres will provide access to urgent
care for a local population, with services provided encompassing
those currently provided by Walk in Centres, Minor Injury Units,
GP-led Health Centres and all other similar facilities, including the
majority of those currently designated as “Type 3 and Type 4 A&E
Departments”.

1. Co-design Options Development events with Providers,
patient/public representatives and wider stakeholders, including
detailed data analysis and demand review.
2. Pre Consultation Business Case (PCBC) and Engagement &
Communications Plan developed and signed off by Liverpool CCG
Governing Body
3. NHS England assurance sought and PCBC presented to Social Care
& Health Select Committee
4. Formal public consultation, if required due to level of service
redesign/service reconfiguration
5. Development of final business case (taking into consideration
response to the consultation)
6. Final business case presented to NHS Liverpool CCG Governing
Body for approval
7. Final stage NHS Assurance
8. Social Care & Health Select Committee presented with final
business case
9. Mobilisation period
10. UTC Go Live

1. Reduce Avoidable and Early
Deaths

A

Readiness risk RAG

YES

Linked to Must Do delivery incl STP
plan

Urgent Care Treatment Centres
Scheme Name



Priority Quadrant (1 = highest)

Programme

Urgent Care

To undertake an Urgent care system review to inform the
implementation of the National specification including
Urgent Care Centres

Right
Care
Domain

Commissi Provider

Key
Partners

AED/Non-electives

       

30-Sep-18
30-Sep-18
30-Mar-18
30-Mar-18

End of Life
Lymphoedema is a chronic long term condition that occurs when
the lymphatic system is damaged, impaired or overloaded. This
results in swelling most commonly in the limbs. Marie Curie who
are the current Lymphoedema provider across Liverpool,
Knowsley, Halton & St Helens have served notice on the service
from 31 March 2019 a new sustainable model must be developed
and in place for 1 April 2019.

Apr-18
In time for
procurement

End of life

Lymphoedema



Cancer

Healthy Lung

Service to be in
place by Apr-19



19/
20

G

The healthy lung programme screens people at risk of lung cancer
to detect tumours - initially those aged 58-75. The proposal is to
revisit the neighbourhoods with the highest lung cancer incidence
and screen those aged 71-75

1. Revise specifications; engage with providers for additional
capacity
2. Vary existing contracts; recruit additional staff
3. Engage practices; invite eligible population
4. Start (subject to early decision if there is resource available to
fund)

Apr - Sep 18
Apr - Sep 18
Apr - Sep 18
01-Oct-18

Yes
1. % of patients deemed at risk of lymphoedema offered
information and education (verbal and written) by their
GPs/Community teams on lymphoedema and how to reduce
their risk
2. % of patients with a diagnosis of lymphoedema offered
more in depth information and education (verbal and
written) by the lymphoedema service to aid self care
3. Patient experience/satisfaction questionnaires: Friends
and Family Tests
4. Waiting times met and improvements demonstrated
5. Reduction in cellulitis related hospital admissions
6. % reduction in the number of GP surgery visits | GP home
visits | PN visits | DN visits HCA visits
7. Increase impact of lymphoedema treatment on a
patient’s quality of life (LYMQOL or QOL SF-36)

Yes

1. Increased proportion of lung cancers diagnosed at stage 1 No
and 2 (early stage)
2. Improved 1 year and 5 year survival rates
3. Reduced deaths from lung cancer by 20%, estimate over 5
years (LHLP started in April 2016)

No

Non-elective
cellulitis
admissions

  



   



No
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G

1. Planning and practice engagement
2. Training volunteers
3. Coordination of volunteers and practices; paperwork; process
test; recording data; signed agreements - 2 test practices
4. Further training
5. 10 practices involved, with active volunteers delivering the
intervention
6. Evaluation to be shared with Community Board

01-Jun-18
01-Jun-18
01-Jul-18

1. 10 practices engaging with the project
2. 14 volunteers engaging with the project
3. Increase in bowel cancer screening rate from 52.8% to
54%

No

No

No

   

01-Sep-18
01-Feb-19





 



 



 















01-Apr-19



YES

G

Implement vague symptom clinic in Aintree and the Royal for a)
patients who display symptoms of cancer but whose speciality
selection is not straight forward e.g. They don't fit a pathway and
b) those who may not be able to wait two weeks and are at risk of
an emergency admission to hospital

National strategy for cancer requires providers to move to a risk
stratified follow up model post cancer treatment. Non face to face
review and monitoring will replace face to face review and
monitoring for suitable patients.



YES

G

1. Recruit acute oncology nurses and band 4 coordinators at Aintree
and RLBUHT
2. Confirm referral mechanism and establish via RAS
3. Confirm medical support at Aintree for model
4. Confirm data collection via Cheshire & Merseyside steering group
5. Test service with pilot practices
6 Review of data collection process and early outcomes

01-May-18

1. Breast, prostate and colorectal teams at Aintree continue to
recruit
2. Prostate team at RLBUHT commence risk stratified follow up
3. Colorectal and breast teams at RLBUHT to continue to recruit
4. Agreed method to count and code the associated activity
consistent across the Trusts
5. Review incident versus prevalent pick up rate

ongoing

01-Jun-18
01-May-18
Jun-18

1. A reduction in cancers diagnosed via an emergency route
from 24.8% to 22.8% by 2020
2. 75% of patients managed on this pathway within 28 days

No

No

No

01-Jul-18

01-May-18

1. Proportion of single-professional outpatient attendances £15,000 (18/19)
carried out virtually (non-face-to-face)
£30,000 (19/20)

ongoing

No

Outpatients

£43,000 (20/21)

01-Jul-18
01-Jul-18



YES



YES



G

G

G

Continual increase in the number of patients who attend a) health
and wellbeing events at the end of their treatment b) are offered
and take-up the offer of holistic needs assessment c) receive an
end of treatment summary. Partners have committed to improve
uptake via the national cancer transformation funds.

1.
2.

Embed holistic needs assessment into regular practice
Develop future model for holistic needs assessment

01-Nov-18
During 2019

Delivery Dates

2018/19
2018/19

01-Jun-18
01-Jun-18

Advice on prescription specialist cancer service is funded to
December 2018 (Macmillan have funded a contract extension to
December 2018). During 2018 a decision needs to be reached if
the service will continue to be funded post December 2018. The
cancer team will also be engaging Macmillan to explore any
further options.

01-May-18
01-Jul-18
01-Nov-18

Desired Outcomes (KPIs)

1. Holistic Needs Assessments are delivered at scale
2. End of Treatment Summaries are delivered at scale

1. 250 samples as part of the pilot study
2. Improvement in GP and patient reported views

Indicative Financial
Impact (cumulative)

No

Yes

Activity Impact

No

Yes

Point Of Delivery/
Definition

No

Right
Care
Domain

Commissi Provider

Key
Partners

No

    







Outpatients

when trial approved
for recruitment
at 250 samples expected during
2019

1. 80% of people reporting an improved health and
No
wellbeing
2. 80% of people reporting an improved quality of life
3. 80% of people reporting they make an improved
contribution
4. 80% of people reporting they are free from harassment
and discrimination
5. 80% of people achieve improved economic wellbeing
6. 80% of people reporting improved personal dignity
7. Income maximisation (assessed via reported case studies)

10. A financially sustainable health
and care system for the city

Mar-18
Apr-18 to Jun-18

9. Ensure Children have a good
start in life

Outpatients

8. Achieve parity of esteem
between mental and physical health

£32,464 (Lung in
-309 (Colorectal)
19/20)
£53,099 (colorectal in
19/20)

31-

A pilot study to test the introduction of FIT testing to 'rule out'
1. Submit research paperwork
colorectal cancer and reduce the need for two week wait referrals 2. Prepare materials to ensure governance (practice agreement;
EMIS pathway)
3. Pilot in 5 practices; and highlight practices which refer greater
numbers for first phase roll out
cease when have achieved 250 samples

1. Clarify decision making process
2. Prepare options case for appropriate body
3. Operationalise contractual consequences of decision - extend,
vary or cease service

1. Deliver the 62 day wait cancer target of 85% (Feb 2018
performance 78%)

7. Improve the experience of care

Key Deliverables

Scheme Description

01-Sep-18

6. Establish seamless proactive
care across health and social care

A

01/03/2018
Dec-18
30- Sep-18

No

5. Reduce demand on hospital
services

YES

Readiness risk RAG



1. Colorectal pathway design
2. Colorectal Implementation
3. Prostate - complete review of pathway and service specification
4. Optimal lung cancer intervention design complete
5. Lung cancer intervention implementation

No

4. Improve Quality of life and
ability to self care

Pathway redesign and implementation of the following:Lung; colorectal; prostate; head and neck; upper GI

1. Increased proportion of bowel cancers diagnosed at stage Yes
1 and 2 from 50.2% to 52% by 20/21

3. Reduce health inequalities

G

01-Jun-18
01-Jul-18
01-Jul-18

2. Increase Healthy Years of life

YES

1. Test consent process - incorporate into endoscopy
2. Identify pathway for testing
3. Costed proposal to be shared with providers, CCG and spec
comm; discussions with LCL about consequences
4. Further development of model, sustainability of risk assessment
model of family members
5. Implementation of systematic testing for people diagnosed with
cancer
6. Implementation of testing for relatives of those with Lynch
syndrome

1. Reduce Avoidable and Early
Deaths



NICE guidelines identify that all people diagnosed with bowel
cancer should be tested for Lynch Syndrome and their risk
assessed via clinical genetics. Family risk should also be assessed.
Those at high risk of bowel cancer following assessment should
be on a surveillance programme

Linked to Must Do delivery incl STP
plan

Vague Symptom clinic
Risk stratified follow-up
Lynch Syndrome
Pathway redesign
Scheme Name
Recovery Package Information
FIT Testing
Advice on Prescription



Priority Quadrant (1 = highest)

Cancer

Bowel Cancer screening
Volunteer Project

Cancer
Cancer
Cancer
Cancer
Programme
Cancer
Cancer
Cancer

Employ trained volunteers in general practice who call patients
with a script and invite them to bowel screening



No
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Urgent Care and Cancer
Diagnostics

Cancer
Cancer/Planned Care





YES

G

A

Implement in 18/19:1. Aintree single point of access for urgent admissions for lung
cancer
2. Collected data on urgent cancer patients to inform ambulatory
cancer pathways within Urgent Treatment Centres: presentation;
patient needs; skills required to meet needs
3. Create project infrastructure across north Mersey to further
develop the Urgent Care Cancer strategy

1. Recruitment
2. Staff training
3. Commence pilot
4. Evaluation

Apr-18 to Aug-18
Aug-18 to Sep-18
Oct-18
Aug=19

A step change in time from referral to report is required across
diagnostics to deliver a) improved 62 day cancer performance b)
planned care targets, with particular focus on 6 week diagnostic
targets c) prepare for 2020 delivery of 28 day target for cancer
diagnostics. It is likely that some of this improvement will come
from redesign work, but there will also be a requirement to
increase capacity, as demand for cancer diagnostics is increasing.
CRUK estimate that This proposal is to offer some short term
investment in 2018/19 to increase capacity in the most
challenged areas of performance, with review of longer term
intent to take place in late 2018 to inform plans for sustainability
in 2019/20.

1. Understand issues around endoscopy and JAG accreditation
2. understand market share of waiting list that relates to Liverpool
3. Review productivity reports with providers, and construct
metrics
4. Confirm decision around investment in 18/19; communicate to
trusts
5. Issue specification for investment
6. Identify possible providers; procure; delivery of increased
capacity to tackle waiting lists
7. Review of capacity and demand from 2019 onwards to enable
decisions about 2019/20

Implementation of national 2 year CQUIN for Advice & Guidance.
The scheme requires providers to set up and operate A&G
services for non-urgent GP referrals, allowing GPs to access
consultant advice prior to referring patients in to secondary care.

1. Agree specialties with highest volume of GP referrals for A&G
implementation.

01-May-18
01-May-18
01-Jun-18

1. Reduced Length of stay in acute hospitals
2. Reduced time from admission to treatment decision
3. Improved patient experience of lung cancer
4. Improved staff experience
5. Reduced emergency admissions for lung cancer patients

£60,000 (19/20)

1. Deliver the 62 day wait cancer target of 85% (Feb 2018
performance 78%)
2. A reduction in the number of people waiting longer than
6 weeks for a diagnostics test (current 366 patients Feb
2018)
3. achievement of the 6 weeks diagnostics standard

No

TBC

Non-elective

£80,000 (20/21)



No

 















No

01-Jul-18
01-Aug-18
Aug to Dec 2018
Aug to Dec 2018

YES

30-

Jul-17

2 A&G services mobilised for first agreed tranche of specialties in
line with implementation plan and trajectory.

31-

3 A&G services operational for first agreed tranche of specialties.

31-Jan-18

Oct-17

4 A&G services operational for specialties covering at least 35% of
total GP referrals by start of Q4 and sustained across the quarter.

31-May-18

1. A&G services to cover a group of specialties responsible
for at least 35% of GP referrals by Q4 2017/18.
2. A&G services to cover a group of specialties responsible
for at least 75% of GP referrals by Q4 2018/19.
3. 80% of asynchronous responses are provided within 2
working days.
4. 92% of patients waiting <18 weeks for treatment on the
incomplete pathway

£117,000 (18/19)

-737 (18/19)

£1,054,000 (19/20)

-6,399 (19/20)

£1,171,000 (20/21)

-7,107 (20/21)

Outpatients

5 A&G services introduced in line with Q1 trajectory and
implementation plan.
31-Jul-18

G

6 A&G services introduced in line with Q1 trajectory and
implementation plan.



YES



YES

01-Apr-18

A

10. A financially sustainable health
and care system for the city

1. Link with RLBUHT to gain detailed data set for all CCG's
endoscopy referrals to identify referral trends, growth areas etc.
2. Attendance at JAG meeting April to understand identified areas
of improvement. Develop collaborative action plan following this
3. Clinical pathways developed with secondary care/ GP leads and
governance process via iConnect completed
4. Pathways uploaded into EMIS and comms to GP's
5. Support booking and clinical team in reviewing DOS/ service
structures in readiness for RAS

Right
Care
Domain

Commissi Provider

Key
Partners

Outpatients

Apr-Jun 18
01-Jun-18
Apr-Jun 18

A

Implementation of four redesigns associated with MSK:
1. Re-negotiate tariff for non-imaging Joint Injections and
implement the Criteria Based Treatment Policy (previously PLCV)
2. Spinal Surgery Redesign (STP)
3. MSK Prescribing (Opiates and Analgesics) - SEE PAIN
MANAGEMENT PRESCRIBING PROJECT
4. Implementation of a Single Point of Access (SPOA) for MCAS
referrals

9. Ensure Children have a good
start in life

-21,925 (20/21)

8. Achieve parity of esteem
between mental and physical health

-10,955 (19/20)

£5,959,000 (20/21)

7. Improve the experience of care

£2,979,000 (19/20)

22-Apr-18

6. Establish seamless proactive
care across health and social care

01/04/2018

Point Of Delivery/
Definition

5. Reduce demand on hospital
services

1. Link with RLBUHT to gain detailed data set for all CCG's endoscopy
referrals to identify referral trends, growth areas etc.
2. Attendance at JAG meeting April to understand identified areas of
improvement. Develop collaborative action plan following this
3. Clinical pathways developed with secondary care/ GP leads and
governance process via iConnect completed
4. Pathways uploaded into EMIS and comms to GP's
5. Support booking and clinical team in reviewing DOS/ service
structures in readiness for RAS

Activity Impact

4. Improve Quality of life and
ability to self care

Reduction in gastroenterology outpatient attendances and day
cases, including endoscope through implementation of dyspepsia,
IBS, Abnormal LFT, early identification of Liver disease pathways
in primary care; implementation of a Referral Assessment Service
and; implementation of advice and guidance

Desired Outcomes (KPIs)

3. Reduce health inequalities

Key Deliverables

2. Increase Healthy Years of life

Delivery Dates

Indicative Financial
Impact (cumulative)

Scheme Description

1. Reduce Avoidable and Early
Deaths

Readiness risk RAG

31-Oct-18

Linked to Must Do delivery incl STP
plan

Advice and Guidance



Priority Quadrant (1 = highest)

Scheme Name
Gastroenterology
MSK

Planned Care

Planned Care

Programme

Planned Care

Care

1. Reduction in secondary care spend (activity remains same £585,000 (18/19)
with different tariff - impact of Joint injections only)

0







  





Outpatients/day
case

23-Apr-18
April- June
01-Jun-18
April- June
Apr-June

This project may shift to 2019/20
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Criteria Based Clinical Treatment Policy (formally PLCV)
Paper Switch Off

Planned care
Planned Care





YES

G

Draft and implement policies for Criteria Based Clinical Treatment 1. Contract variation issued to providers for implementation
to reduce the volume of procedures of limited clinical value that 2. Detailed data set of non-image guided injections to be developed
are being undertaken
3. Demonstration of RAS functionality and mapping exercise for
MCAS/ Rheum referrals with providers
4. Review Q1 data for CBCT injections and identify any areas for
action
5. Identify any RBAC role change requirements for Choice team
6. Test RAS with identified GP practice to ensure appropriate
mapping of services
7. Agree Go Live date once all provider actions complete
8. Comms to GP's regarding referral process change ahead of
agreed go live date
9. Negotiations with providers to agree injection tariff and clinical
criteria
10. Notice of change to contract to be issued in line with agreed local
injection tariff and agree monitoring parameters

01-Apr-18
01-May-18

Move to full use of the e-Referral system (e-RS) for all consultantled first outpatient appointments

1 Providers should supply a plan to deliver Q2, Q3 and Q4 targets to
include:
2. 80% of Referrals to 1st O/P Services able to be received through eRS.
3. 90% of Referrals to 1st O/P Services able to be received through eRS.
4. 100% of Referrals to 1st O/P Services able to be received through
e-RS.
5. Support Trusts in preparation, planning and implementation
activities required to comply with the NHS Standard Contract by
October 2018.
6. Work with GP practices to support the necessary changes
7. Define and cascade communications to GP practices in relation to
the programme and standard operating procedures relating to the
use of e-RS
8. Ensure compliance with the NHS Standard Contract term for
exclusive use of e-RS for consultant-led first outpatient appointments
from 1 October 2018.

01-Jul-17

1. Establish pilot of teleDerm in one practice initially and
commission service to E-Rs
2. Review feedback from service once pilot patients within system,
action any amendments and roll out to further test practices
3. Clinical pathways developed from primary Care Dermatological
Society (pcds.org.uk) and sign off by GP leads
4. Upload pathways onto intranet and comms to GP's that available
5. Establish READ codes to trigger pathway as EMIS protocol
6. Test pathways and iMerseyside to upload in phases
7. Review telederm data and feedback and agree roll out plan to
remaining practices
8. Review Q1 CBCT data via Aristotle (sec care) and data from
primary care team. Identify areas requiring action

01-Apr-18

G

Dermatology

Implementation of 3 redesigns associated with dermatology:
1. Teledermatology: virtual review and consultation
2. Top 10 clinical condition pathways implemented in primary
care and emis protocols to support referral
3. Implement the Criteria Based Treatment Policy (formally PLCV)
This project may shift to 2019/20



YES

G

01-Apr-18

1. Reduction in elective spells for PLCV under category 2
(Dermatology)
2. Reduction in elective spells under PLCV category 18.3
(Varicose veins)

£97,000 (18/19)
£229,000 (19/20)
£271,000 (20/21)

-120 (18/19)
-299 (19/20)
-371 (20/21)

Outpatients/day
case

01-Jul-18
01-May-18
May-June 2018

  

















May-June 2018
May-June 2018
May- July 18
01-Sep-18

01-

Oct-17

02-

Jan-18

1. 100% of referrals managed through e-referral system

No

No

No

01-Apr-18
ongoing

ongoing
ongoing

ongoing

01-May-18

1. increase in non-face to face teledermatology attendances £79,000 (18/19)
2. decrease in face to face teledermatology attendances
£264,000 (19/20)

-458 (18/19)

Outpatients/day
case

-1528 (19/20)

01-Apr-18
01-May-18

 

01-May-18
Jun18- Aug18
01-Jul-18
01-Jul-18



R

There is a locally shared ambition to deliver the right care, at the
right time in the right place, reorganising services so that demand
is redistributed to improve outcomes. Closer working between
primary and secondary services will unify clinical care, while
integrated working with local authority colleagues will sharpen
the focus on the child’s learning and development needs.
Through collaboration, clinical services will be able to ensure that
the child’s learning and social needs are met, while still providing
excellent clinical care. The system will work together to provide
outcome-focused, child and family-centred services with a focus
on improving outcomes through delivery of integrated care
pathways, spanning community and specialist services, and using
evidence-based integrated assessments and interventions. This,
alongside the Early Help programme, has huge potential to
transform lives. The central building block will be a
comprehensive neighbourhood-based network of family focused
services, each supported by integrated teams of skilled children’s
workers. The model proposes building on the success of
collaborative approaches developed by children’s centres,
enhancing the community-based offer by integrating health
services into a social model of delivery. A delivery model,
focussing on 6 key cohorts of C&YP, is being developed

1. Establish leadership and PMO for delivery of the neighbourhood
model across all partners
2. Establish project plan with delivery milestones
3. Clarity re overall vision for the model
4. Develop risk register
5. Clarify governance arrangements

1. School Readiness
2. Brest feeding 6-8 weeks
3. Maternal smoking at time of delivery
4. antenatal assessments
5. % of children's ages 10-11 classified as overweight or
obese
6. 16-18 year olds not in education, employment or training
(NEET)
7. Children in care - number of looked after children
8. Pupil Persistent Absenteeism (15% Threshold)
9. MMR1 uptake at 2 year olds
10. Teen Conceptions Rate Per 1,000
11. A reduction in hospital admissions and shorter lengths
of stay for children with conditions such as respiratory
conditions, diabetes and epilepsy
12. A reduction in waits for neurological development,
CAMHS and SALT services

Yes

Yes

10. A financially sustainable health
and care system for the city

9. Ensure Children have a good
start in life

8. Achieve parity of esteem
between mental and physical health

Point Of Delivery/
Definition

7. Improve the experience of care

Activity Impact

6. Establish seamless proactive
care across health and social care

Indicative Financial
Impact (cumulative)

5. Reduce demand on hospital
services

Desired Outcomes (KPIs)

4. Improve Quality of life and
ability to self care

Delivery Dates

3. Reduce health inequalities

Key Deliverables

2. Increase Healthy Years of life

Scheme Description

1. Reduce Avoidable and Early
Deaths

Readiness risk RAG

Linked to Must Do delivery incl STP
plan

Priority Quadrant (1 = highest)

Scheme Name
Integrated Community Care

Children's

Programme

s

Right
Care
Domain

Commissi Provider

Key
Partners

Yes
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Dietetics

Children's
Children's

Autism Spectrum Disorder (ASD)
Child and Adolescent Mental Health Support
(CAHMS)

Children's
Children's

Transforming Care for children
and young people





G

To implement a children's nutritional management service so
they can achieve an 8 week waiting time standard and a 6 week
review date of children presenting with nutritional needs

1. Achievement of KPIs

1. Increased capacity to x
2. Achieve a waiting time of 8 weeks
2. Achieve a review time of 6 weeks

No

No

No

To increase the capacity of the children's neurodevelopmental
service so they can achieve an 18 week referral to treatment
standard for children with Autism Spectrum Disorder

1. Achievement of KPIs

1. Reduction the waits for ASD assessment from 14 months
to 18 weeks
2. Reduce the number of people waiting for an ASD
assessment from 1304 to 0

No

No

No

A

1. To increase the capacity of the CAHMS service to meet extra
demand and achieve 18 weeks referral to treatment times
2. To enhance the IT Infrastructure so all services are reporting
waiting times (currently 3 aren't)
3. To sustain the current MH crisis service which provides a) a
telephone line, b) weekday and enhanced weekend cover and c)
follow up following AED attendance



YES



YES

1. Identify costs of waiting list management with all providers where
this has been outlined as problematic
2. Identify costs of sustainability of service and reduced waiting
times
3. Identify costs of IT development with providers identified
4. Confirm investment for waiting times
5. Confirm investment for sustainability and developments
6. Implement waiting list reduction including CV sign off
7. IT infrastructure development including CV sign off
8 Implement sustainability and waiting list management plans
including CV sign off
9. Implement crisis care model
10. Develop 0 - 25 specification
11. Consultation period for 0 - 25 specification including relevant
boards/approval
12. GB and relevant boards sign off

20-Apr-18

To improve services for children and young people with a learning
disability or autism by:1. Reducing hospitalisation
2. Improved access to health care
3. Increased investment
4. Improved Care, Education and Treatment Review (CETR)
18/19 Targets are to implement a dynamic support database to
improve monitoring of people and to improve uptake of CETR
assessments

1. Risk Stratification tool agreed with Liverpool City Council
2. Database live
3. Robust multi-agency systems established around CETR
4. Pathway agreed across Cheshire and Merseyside
5. Engagement and training events across Health, Education and
Social Care

30-Apr-18
30- Jun-18
31- Sep-18
31-Oct-18
31-Dec-18

Yes
1. Reduction in Hospital admissions for this cohort
2. Increase in annual health checks for children in this
cohort 14 years and older
3. Minimum 75% of under 18s with LD/ASD or both who are
admitted to hospital (MH or LD beds) have either had a preadmission CETR or a CETR within 2 weeks post admission.

Yes

Maintenance of the current Liaison Psychiatry service operating
in the hospital general emergency departments and wards and
medical and surgical outpatients with the aim of treating the biopsychosocial needs of people presenting with both a physical and
mental health need

1. Establishment of Mental Health Programme board to oversee
implementation and progress
2. Agree 2018/19 funding arrangements
3. Develop evaluation specification for service (utilising seconded BI
resource from Merseycare)
4. Undertake full evaluation of service
5. Clinical engagement based upon evaluation outcomes
6. Implement model based upon evaluation and engagement
7. Continued monitoring and reporting through Crisis Care
Concordat, CRM/CQPG and Programme Board

May 18

1. Urgent referrals seen within 1 hour
2. All cases actioned within 4 hours
3. Reduction in emergency hospital admissions for mental
health related conditions

£128,008 (18/19)

-99 (18/19)

£255,964 (19/20)

-198 (19/20)

£726,332 (20/21)

-557 (20/21)

1. Establishment of Mental Health Programme board to oversee
implementation and progress
2. Baseline audit of CRHTs
3. Review staged plan to address any gaps identified against
prescribed standards, agree finalised timescales
4. Provider to take forward stages 1 and 2 to achieve
standardisation, consistency and efficiencies
5. Sign-off to progress to stages 3/4 (Extension of service and move
to full fidelity)
6. Continued monitoring and reporting through Crisis Care
Concordat, CRM/CQPG and Programme Board

May 18

A

G

20-Apr-18

1. Reduced waiting times
2. Reduced presentations at AED
3. Reduced emergency admissions
4. Improved data reporting

£125,620 (Q3 18/19)

-128 (18/19)

£165,466 (19/20)

-255 (19/20)

   

   

  

   

AED/non-elective

20-Apr-18

01-Jun-18
01-Jun-18
01-Jun-18

       

01-May-18
01-Sep-18
01-Dec-18
01-Feb-19
Yes

       

Core 24 AED Liaison
Crisis Resolution Home Treatment

Mental Health

Mental Health

ealth



YES



YES

G

A

Crisis Resolution and Home Treatment (CRHT) teams play manage
urgent referrals and gate keep mental health admissions to bed
based services through the provision of rapid response, intensive
input to service users in the domiciliary setting, crisis centre or
emergency department. Currently crisis and home treatment are
embedding in community mental health teams under the auspices
of a Stepped Up Care Model. The scheme is to transform this
model into an integrated crisis resolution and home treatment
team which has fidelity with the national model as part of a single
integrated preventative pathway for urgent care, in line with
recommendations of the core fidelity review carried out in 2017

Apr 18
Apr/May 18

Non-elective
admissions where
mental health
coded in spell

Apr-Sep 18
Oct-Dec 18
Jan-Mar 18

     



     



Ongoing

1. Increase the proportion of admissions to acute wards that No
were gate kept by the CRHT teams (QA) from 91.2% in Q3
17/18 to 97%
Further dates to be 2. Increase the proportion of patients on CPA who were
confirmed
followed up within 7 days after discharge from psychiatric
inpatient care (QA) from 89% in Q3 17/18 to 95%

No

No

44

YES



YES



YES

People experiencing a first episode of psychosis should have
access to a nice-approved care package within 2 weeks of referral
(MH5YFV). The current service is only delivered for people up to
the age 14-35, and should expand to include those aged 35-65 as
per NICE guidelines

May 18

Improving Access to Psychological Therapies (IAPT) (termed
Widening Access in LIVERPOOL, WAPT) is currently provided by
Merseycare and has nationally mandated targets for Access and
Recovery as well a key indicators relating to waiting times.
Investment required to support the recruitment of additional staff
to deliver increased access. Comply with national requirements
re: training for IAPT and LTC staff, to have a sufficient workforce
to support the primary care integration as per the GP 5FYF.

1. Establishment of Mental Health Programme board to oversee
implementation and progress
2. Streamline related meetings (Contract/CQPG/Operational
Meeting) to release resource
3. Decision around contract extension for 2019-20 (milestones may
alter on the basis of this outcome)
4. Develop demand and capacity planning on the basis of revised
targets and evidence from service with support from IST/NHSE
5. Engagement with service and key partners in relation to priority
areas for 2018/19 (access/employment)
6. Primary Care Engagement around re-modelling work

May 18

Increase access to Individual Placement Support for people with
severe mental illness. The scheme is both to remodel the pathway
and to increase capacity in order to meet Five Year Forward View
target of doubling the number of people with SMI accessing IPS by
2020.

1. Confirm funding arrangements in relation to 2 year
transformation funding award
2. Establishment of Mental Health Programme board to oversee
implementation and progress
3. Planning meeting with Merseycare to discuss actions and
requirements
4. Action plan for capacity and implementation to be developed and
approved (Merseycare)
5. Implementation of action plan and recruitment
6. Monitoring and review of action plan and progress to targets
7. Continued monitoring and reporting through CRM/CQPG and
Programme Board

Apr 18

1. Establishment of Mental Health Programme board to oversee
implementation and progress
2. Clinical and partner dialogue to discuss options and evidence
relating to issues and challenges (group established)
3. Confirm interim pathway and process to address backlog of
referrals and discharges
4. ?
5. Refresh impact assessments where appropriate
6. Business Case Sign-off (options)
7. Capacity planning (dependency upon 5 above)
8. Action Plan Finalised (dependency upon 5 above)
9. Capacity planning (dependency upon 5 above)
10. Process to ensure Quality and activity monitoring of service in
place with reporting of progress
11. Continued monitoring and reporting through ADHD steering
group, CRM/CQPG and Programme Board

May 18

1. Establishment of Mental Health Programme board to oversee
implementation and progress
2. Planning to be informed by outcome of national bid for resources
3. Formal evaluation of need and detailed business case, dependent
upon 2 above
4. Realignment of Crisis Care Concordat meetings to ensure
consistency with programme board
5. Consider evidence base for activity and unmet need
6. Develop specification, outcomes monitoring and implementation
plan with provider
7. Implementation of revised service (dependency on bid/business
case)
8. Continued monitoring and reporting through Crisis Care
Concordat, CRM/CQPG and Programme Board

May 18

1. Establishment of Mental Health Programme board to oversee
implementation and progress
2. Agree reporting requirements for 2018/19
3. Engagement with Primary Care Leads around future service
requirements
4. Wider consultation with Primary care around future proposed
model
5. Negotiation with Merseycare around proposed model and
contract
6. Implementation of new model and development of monitoring of
service
7. Continued monitoring and reporting through CRM/CQPG and
Programme Board

May 18

A

Address problems in accessing assessment, diagnosis, treatment
and support for adults with suspected ADHD through a process of
pathway redesign



A

Mental Health Triage car
Primary Care Liaison

Mental Health

Mental Health

The scheme involves Police Officers and Mental Health
Practitioners working together when responding to people in
crisis. Pilot evaluation showed success, scheme to be
mainstreamed





G

G

For the last 4 years there has been a collaborative working CQUIN
in place to enhance the management of mental health and comorbid physical and mental health problems within primary care.
The Primary Care Liaison Service (specialist and experienced
mental health practitioners) works with primary care and other
partners to support the delivery of the Mental Health 5 year
Forward View to increase the number of annual health checks for
people with SM and works with partners to deliver integration of
the mental and physical health agenda within
locality/neighbourhood/primary care settings

Jun 18 ongoing

1. Increase the number of people receiving EIP
2. Achievement of the % of patients receiving a care
package within two weeks of the first episode of psychosis
standard of 53%

£71,000 (18/19)

-102 (18/19)

10. A financially sustainable health
and care system for the city

9. Ensure Children have a good
start in life

8. Achieve parity of esteem
between mental and physical health

7. Improve the experience of care

6. Establish seamless proactive
care across health and social care

Point Of Delivery/
Definition

5. Reduce demand on hospital
services

Activity Impact

4. Improve Quality of life and
ability to self care

Indicative Financial
Impact (cumulative)

3. Reduce health inequalities

Desired Outcomes (KPIs)

2. Increase Healthy Years of life

Delivery Dates

1. Establishment of Mental Health Programme board to oversee
implementation and progress
2. Review/re-design service model and capacity requirements in
light of anticipated clinical audit
3. Contractual re-adjustment of funding for Acting as One
4. Designation of specific EIP budget
5. Monthly reporting and review (including quality impact and
outcomes for patients)
6. Continued monitoring and reporting through Steering Group,
CRM/CQPG and Programme Board

G

G

Key Deliverables

1. Reduce Avoidable and Early
Deaths

Readiness risk RAG

Linked to Must Do delivery incl STP
plan

Priority Quadrant (1 = highest)

Scheme Name
Early Intervention Psychosis
IAPT
Individual Placement Support
Adult neurodevelopmental pathway (ADHD)

Programme
Mental Health
Mental Health
Mental Health
Mental Health



Scheme Description

Right
Care
Domain

Commissi Provider

Key
Partners

Non-elective
admissions for
Psychosis

       

Ongoing
Ongoing

Apr 18

24th Apr 18
May-Jun 18

1. The number of people who have entered psychological
therapies (at the end of the reporting quarter) as a
proportion of prevalence to increase from 14% to 19%
2. The number of people who are "moving to recovery" to
increase from 42% to 50%
3. IAPT Waiting Times - 6 weeks to not drop below 75%
(current at 96%)
4. IAPT Waiting Times - 18 weeks to not drop below 95%
(currently 100%)

£1,100,000 (18/19)

1. Achieve trajectory in 5YFV

No

Not modelled

Based on CCG
share of national
published figure
includes
prescribing,
emergency care
and outpatients

    



    



    



     



     



Apr-Jun 18
No

No

May 18
Apr 18
Apr/May 18
May-Jul 18
May 18 ongoing
Ongoing

Apr/May 18

1. Increase in the number of people with ADHD assessed
and diagnosed
2. Decrease in the number of people waiting longer than 18
weeks to assessment

No

No

No

May/Jun 18
Jun 18
Jun 18
Jun 18
Jun 18-Sep 18
01-Jun-18
Jun 18-Sep 18
Jun 18
Ongoing

Apr-May 18

1. Reduced section 136 Admissions
2. ReducedA&E attendances
3. Reduced demand on emergency services

No

No

No

Jun/Jul 18
May 18
May/Jun 18
Jul-Sep 18
no date
Ongoing

1. Increase the proportion of pts with a SMI and received a No
HC (GP actuals) from 47.6% to 60%

No

No

Apr 18
Apr/May 18
Jun-Oct 18
Oct-Dec 18
Jan-Mar 19
Ongoing
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Eating disorder - adults
Forensic Psychology Service
Dementia Care Navigators

Mental Health
Mental Health

Mental Health

The Eating disorder service provides psychological assessment,
formulation and intervention for adults (aged 16 and over) who
are experiencing an eating disorder. The proposal is to create a
position of a specialist dietician to support treatment







1. Establishment of Mental Health Programme board to oversee
implementation and progress
2. Develop a business case for capacity to deliver improved service
quality
3. If agreed, request action plan, with outcomes, from Merseycare
to take forward
4. Continued monitoring and reporting through CRM/CQPG and
Programme Board

May 18

10. A financially sustainable health
and care system for the city

9. Ensure Children have a good
start in life

8. Achieve parity of esteem
between mental and physical health

7. Improve the experience of care

Point Of Delivery/
Definition

6. Establish seamless proactive
care across health and social care

Activity Impact

5. Reduce demand on hospital
services

Indicative Financial
Impact (cumulative)

4. Improve Quality of life and
ability to self care

Desired Outcomes (KPIs)

3. Reduce health inequalities

Delivery Dates

2. Increase Healthy Years of life

Key Deliverables

1. Reduce Avoidable and Early
Deaths

Readiness risk RAG

Linked to Must Do delivery incl STP
plan

Scheme Name

Priority Quadrant (1 = highest)

Programme

Scheme Description

Right
Care
Domain

Commissi Provider

Key
Partners

1. Reduced admissions to inpatient services
2. Reduced length of stay - inpatient services

Oct 18
Nov 18
Ongoing

 

G

Forensic Psychology Service is a highly specialised service that
provides psychological interventions aimed at reducing the risk of
offending. Currently paid for via individual funding request
process but requires a more sustainable financial model

1. Establishment of Mental Health Programme board to oversee
implementation and progress
2. Clinical engagement (Primary Care)
3. Negotiations with Merseycare and STP level discussions

May 18

Increase numbers of Dementia Care Navigators to support
patients/carers following diagnosis. Navigators are a key
resource to support patients and their carers and families through
the early stages after a diagnosis when clarity of service
availability and longer term implications remain uncertain for
those (and those important to them) who have been assessed and
received a diagnosis.

1. Establishment of Mental Health Programme board to oversee
implementation and progress
2. Work with provider and partners to develop outcome based
implementation plan for expansion of service
3. Action plan approved with clinical sign-off
4. Business Case for resources
5. Continued monitoring and reporting through Dementia Alliance,
Dementia Clinical Network, CRM/CQPG and Programme Board

May 18

1. Ten inpatient discharges by the end of 2018/19.
2. Community service specification agreed and implemented.
3. Inpatient service specification agreed and implemented.
4. Intensive support function operational within CLDT.

31-Mar-19
01-Jun-18
01-Jun-18
01-Sep-18



 

Further dates to be
confirmed

A

G

May-Sep 18

1. The number of patients diagnosed with Dementia of
those expected for the CCG prevalence should not decrease
below 66.7% (currently 70.7%).

No

No

No

   

Sep 18
Oct 18
Ongoing

This project may shift to 2019/20

LD Health Checks

Disabilities

Transforming Inpatient Care for Learning Disabilities - Behaviourist Model

Transforming Inpatient Care for Learning
Disabilities

Learning Disabilities
Reduced reliance on specialist inpatient care for people with LD
by implementation of a community based model of care



YES

A

A significant number of expensive and long hospital stays could be 1. Complete impact assessment
prevented with timely access to an enhanced positive behavioural 2. Complete options appraisal
service.
3. Capacity plan
4. Confirm Referral Pathway
5. Establish quality and outcomes monitoring
6 Clinical sign off
7. Business case sign off
8. Service operational





YES

31-May-18
31-May-18
30-Jun-18
30-Jun-18
30-Jun-18
30-Jul-18
30-Jul-18
18-Sep-18

1. Reduction in specialist inpatient beds from 10-15 per
million to 7-8
2. Increased number of discharges of patients detained
under MHA in specialist LD hospital
3. Reduction in the number of individually commissioned
Out of Area LD hospital placements
4. Reduction in number of (re)admissions to specialist
hospital settings.
5. Reduction in length of stay of inpatients in specialist
hospital settings
6. Increased number of joint-funded cases with Liverpool
City Council
7. Increased number of personal health budgets

£1,084,577 (18/19)

No

No

£3,885,397 (19/20)



Yes

1. Reduction in specialist inpatient beds from 10-15 per
million to 7-8
2. Reduced length of stay in specialist learning disability
hospital placements.



LD placements

  

A

Implementation of LD development facilitators in primary care to
implement a primary care development plan aimed at ensuring
that people with learning disabilities receive timely and effective
care and treatment.
G



1. Agree action plan
2. Establish reporting pathway
3. Implement 12 month communication plan
4. Business case sign off
5. Recruit liaison staff
6. Role out online training package.
7. Deliver training events.

18-Apr-18
18-Apr-18
30-May-18
30- Jun-18
31- Aut-18
30-Jun-18
30-Oct-18

1. Increase the number of people on LD registers
2. Increase the number of people with Learning disability
receiving an annual health check from 56% to 74%
3. Increase the quality of health checks
4. Reduce hospital admissions
5. Increase life expectancy of people with LD
6. Increase Health Action plans
7. Increase LD Liaison activity

No

No

No
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The proposal is to create an intensive support team function
within the community learning disability team so that they have
the necessary staff, skills, resources and capacity to respond to
acute patient needs and prevent admission to specialist LD
hospitals



A

LeDeR
Supported Living Service
Implementation of the self care framework
Patient Activation Measure

Self Care

1. Implement new community service specification
2. Agree clear remit of intensive support team with local delivery
partners
3. Agree staffing model with Mersey Care
4. Recruit staff (phased)
5. Intensive support team operational (phased)

01-Jun-18
01-May-18
01-May-18
01-Jun-18
01-Sep-18



YES





19/
20

A

A

1. Funding agreed
2. Contract Variation Agreed
3. Recruitment of Care Coordinator
4. Operational

1. Reduction in specialist inpatient beds from 10-15 per
£997,249 (18/19)
million to 7-8
£3,885,397 (19/20)
2. Reduction in the number of individually commissioned
Out of Area LD hospital placements
3. Increased number of community care packages
maintained that would have otherwise deteriorated
4. Increased number of patients discharged from hospital
and still in community accommodation after six months and
12 months

Yes

10. A financially sustainable health
and care system for the city

9. Ensure Children have a good
start in life

8. Achieve parity of esteem
between mental and physical health

7. Improve the experience of care

6. Establish seamless proactive
care across health and social care

Point Of Delivery/
Definition

5. Reduce demand on hospital
services

Activity Impact

4. Improve Quality of life and
ability to self care

Indicative Financial
Impact (cumulative)

3. Reduce health inequalities

Desired Outcomes (KPIs)

2. Increase Healthy Years of life

Delivery Dates

LeDeR is a nationally derived programme to review all deaths of 1. Identify suitable resource
those with a Learning Disability. There is a clearly defined process 2. Undertake review training
overseen by The University of Bristol, whereby upon notification 3. Allocation of reviews
of death, Bristol will send patient levels details to a 'Local Area
Contact' within each CCG who will then assign the case to a
previously trained local reviewer. The scheme has been
implemented without additional resource and so currently being
delivered at limited scale and often in addition to the reviewer's
full time role, this has resulted in a significant backlog of cases to
be reviewed.

Specialist learning disability nurse led care-coordination for
complex inpatients not returning to Liverpool.
Build capacity in the community team for care-coordination of
complex individuals returning to community living.
Effective clinical risk management.
Support people with complex needs and risk profiles to live in the
community.
Ensure input into discharge planning.

Self Care

Key Deliverables

1. Reduce Avoidable and Early
Deaths

Readiness risk RAG

Linked to Must Do delivery incl STP
plan

Scheme Name

Priority Quadrant (1 = highest)

Programme
Learning

Transforming Inpatient Care for
Learning Disabilities - Intensive support
team for LD

Scheme Description

Right
Care
Domain

Commissi Provider

Key
Partners

LD placements







1. Number of reviews completed

   

01/05/2018
01-May-18
01-Jul-18
01-Sep-18

 

Reduced Length of Stay in acute and community hospital

   

In November 2017, Mersey Care provisionally served notice on
this scheme due to rising cost pressures as a result of European
Working Time Directives. As a result of ongoing discussions a
decision has now been made to extend this scheme during
2018/19 whilst redesign and reprocurement plans are developed
to support the eleven service users, each of whom currently have
an individual tenancy and package of care in place.

1. Development of individual patient plans that meet health need
2. Redesign of staffing model in line with health and wellbeing need
3. Realignment of staffing resource
4. Consultation with patients and families
5. Consultation with staff (Mersey Care)
6. TUPE implications and planning
7. Potential reprocurement of individual packages of Care

The Self Care Framework is set of evidence based concepts and
approaches that, if implemented appropriately, will support the
population to Self Care. The framework is designed to be used to
support the review of service readiness to Self Care and support
planning and implementation for service change to enhance
support for Self Care. The associated service specification and
outcomes / reporting requirements document should be varied
into contracts alongside service review, where appropriate, to
ensure that we are monitoring implementation and outcomes.

1. Refreshed promotion of the self care framework with the provider 01-May-18
alliance
2. Provider alliance to identify key priority service delivery areas for 01-Jun-18
review and application of the framework
3. Supported implementation of the framework
Jun18 and ongoing





01-May-18
01-May-18
01-May-18
01-May-18
01-Oct-18
01-Oct-18
01-Oct-18

The Patient Activation Measure is a validated and reliable,
1. Support providers to implement PAM
internationally researched tool that assesses an individuals
2. Identify opportunities for implementing PAM as part of
knowledge, skills and confidence to Self Care. Liverpool CCG are commissioned service
currently part of the NHS England PAM programme until 2020/21
and have access to a number of funded licences. There are a
number of projects that are currently active; respiratory
pathways, Neurotriage service, Telehealth and recent expression
from Merseycare around the behaviourist role.

On-going
On-going

To drive and co-ordinate large scale delivery of the tobacco
control strategy to reduce smoking prevalence and exposure to
second-hand smoke. The top priority for 18/19 is to reduce the
number of women who smoke in pregnancy.

1. Apr 18
2. Apr 18
3. Apr 18
4. Nov 18



Each of the concepts and approaches to Self Care contained No
within the framework have associated outcomes to be
measured. These can be found in the associated service
specification and reporting document.
Overall, the benefits and outcomes measured would outline
a population that was engaged, enabled and activated to
Self Care with our frontline services demonstrating effective
methods of providing information, education and support to
achieve this.

No

No

No

1. Improvement in PAM score and ability to self care

No

 

     

 

 

No



Smoke Free

Smoke Free Liverpool

on



YES

G

1. Increase referrals of pregnant smokers into smoking cessation
services through delivery of NICE PH Guidance 26: Stopping Smoking
in pregnancy and after childbirth.
2. Increase the number of people supported to quit smoking through
implementation of NICE PH Guidance 48 Smoking cessation: acute,
maternity and mental health services by NHS Trusts.
3. NHS Staff trained to provide brief advice and referrals to specialist
services.
4. Smoke-free homes programme developed.

1. Reduction in smoking at time of delivery to 11% for 18/19
(baseline of 13.9% Q3 17/18 rolling annual figure).
2. Reduction in smoking prevalence in adult population to
17% for 18/19 (baseline of 18.9 % in 2016).

 





Maternity LCCG
&
Reproduc
tive
Health
Cancer
LCC
Respirato
ry
CVD

Provider
Alliance

All NHS
Communit
y and
Acute
Providers
Housing
Association
s
private
Landlords
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YES



YES

Alcohol

3. Q4 2019
4. Q4 2019

G

To increase participation in physical activity and reduce sedentary
behaviour amongst Liverpool residents and support the
implementation of the Liverpool Active City Strategy 2014-2021
vision to become the most active city. This will also include more
targeted activity with vulnerable disadvantaged communities and
groups who do not meet the CMO recommended levels of
physical activity. A priority for 2018/19 is to deliver Liverpool
Active Promise - physical activity strategy for children and young
people. There are important synergies with the scheme to
address air pollution around the development of active travel
plans for work and school.
G

1. Liverpool statement advocating for Minimum Unit Price approved
by partners.
2. Influence
Licensing decisions within the confines of Licensing Act 2003;
training of community groups to support them to make
representations against Licensing applications.
3. Increased incentives in student union and city centre bars to
consume low and non-alcoholic drinks (Student Alcohol Research
Preventative Action).
4 Implement Drink
Less Enjoy More campaign to reduce sale of alcohol to drunk people.
5. Enforce Hospital Watch near RLBUHT and Aintree Hospital to
reduce sales of alcohol to patients.
6.Reduction
in sales of super-strength alcohol at off-licences located near
temporary accommodation.
7. Increase brief interventions in primary care and use of Drink Less
Feel Good tool.

1. Mar 2019
2. Apr 18
3. Sept 2018

1. Deliver the Liverpool Active Promise for children and young
people.
2. Every School
to provide 30mins of physical activity every day in addition to the
2hrs of PE per week.
3. Implement Girls Active
(Peer lead) initiatives in schools.
4. Deliver phase 3 of the
Fit for Me Campaign targeted at children and young people to raise
awareness of the benefits and the local offer.
5. Development of active travel plans by NHS trusts, LCC and schools.
6. Launch the Mayoral Active Sports Fund which will support 20 VCS
led projects.
7. Launch and Delivery community development and capacity
building programme working in partnership with a range of
stakeholders across 23 different sport and physical recreate
activities.
8. Delivery of PAS Hearing Impairment Initiative.
9. Deliver the Rock n Roll Marathon, HSBC Let's Ride event and
legacy programmes.
10. Deliver of 12 PAS awareness session for clinicians to increase
brief advice and referrals to specialist services and pilot PAS
Prescription Pad in the Anfield and Everton GP Neighbourhood.
11. Evaluate Exercise for Health and 4ever active schemes and
implement new service specification April 2019.

1.July 18
2.Sept18
3.Nov 18
4.Jan19
5. TBA
6. May 18
7. June 18
8. July 18
9. Sept 18
10. July 18
11. March 19

1.NHS Trust Plans and KPIs signed off and compliance report
completed

1. June 2018

10. A financially sustainable health
and care system for the city

9. Ensure Children have a good
start in life

8. Achieve parity of esteem
between mental and physical health

Commissi Provider

2. Reduction of alcohol specific hospitals admissions per
100,000 age-sex weight population

Provider
Alliance

All NHS
Communit
y and
Acute
Providers
Children's
Centres,
Schools,
local
businesses

Gastroent LCC
erology
CVD
Cancer

Provider
Alliance

Universitie
s, All NHS
Communit
y and
Acute
Providers
Local
Businesses

Cancer
LCC
Respirato
ry
CVD
Gastroent
erology
Mental
Health
Musculos
keletal
Trauma &
Injury
Neurologi
cal

Provider
Alliance

All NHS
Communit
y and
Acute
Providers,
PAS
Providers,
National
Governing
Bodies of
Sport,
Thurs
Sector,
Education

Cancer
LCCG
Respirato
ry
CVD
Gastroent
erology
Mental
Health
LCC

Provider
Alliance

All NHS
Communit
y and
Acute
Providers,
Cancer
alliance

5.Apr -Dec 18



6. Apr 2018
7. Apr-June 18

1. Number of people engage in PAS initiatives and major
sporting events
2. Increase in the number of 0-5 year olds achieving a
minimum of 180 active mins per day
3. Increase in the number of 5-18 year olds achieving a
minimum of 60 active mins per day
4. Increase in % adults (aged 19 years+) physically active
(150 mins or more per week)



5. Reduction in the % of adults physically inactive (less than
30mins per week)

Increase in numbers of brief advice/interventions and
referrals to specialist support services

no

no

3. June 2018

4. Sept 2018
4.Implementation of cancer pathway MECC monitoring system.
5. TBA

Key
Partners

Cancer
LCC
Respirato
ry
CVD
Gastroent
erology
Mental
Health

4.Oct 2018

3.Complete MECC training of new staff cohort within cancer
pathways

G

Right
Care
Domain



1. Increase in identification and brief advice and referrals to
specialist services

2.Quarterly reporting of Trust KPIs from Q2 18/19

YES

7. Improve the experience of care

1. By December 2027, reduce the percentage of children in
Reception who are overweight and obese as measured by
the NCMP from 26.8% to 22.8% or lower.
2. By December 2027, reduce the percentage of adults ages
18 years and older who are obese from 64.6% to 60%
3. Increase the proportion of the population who eat 5
portions of fruit and vegetables per day from 48.2% to at
least 63%
4. Reduce salt intake from 8-10g/day (national value) to the
WHO target of 5g/day for adults and between 1 and 5g for
children depending on age.

2. Sept 2018



6. Establish seamless proactive
care across health and social care

5. Reduce demand on hospital
services

Point Of Delivery/
Definition



Develop & implement making every contact count (MECC)
plans in NHS and LCC and across sectors

Making Every Contact Count

Chronic Disease Prevention

Physical Activity & Sport (PAS)

YES

2. Q1 2018

Activity Impact

A

Implement the Liverpool Alcohol Strategy 2016-2021.
18/19 priorities are to reduce the availability and affordability
of alcohol and encourage reduced consumption. Ongoing
work includes influencing licensing decisions



1. Q1 2018

Indicative Financial
Impact (cumulative)

4. Improve Quality of life and
ability to self care

1. LCC and NHS Trusts sign up as partners to lead implementation of
the LA Healthy Weight Declaration.
2. Each organisation to develop and deliver action plan to deliver
healthy weight strategy.
3. NHS Trusts to demonstrate:
a)that there are no price promotion, advertisements or stocking of
sugary drinks and HFSS foods at checkouts
b) healthy options are available day and/or at night
c) compliance with national standards/criteria on sugary drinks,
confectionery and pre-packed sandwiches
4. Assessment of Progress against healthy weight action plans

Desired Outcomes (KPIs)

3. Reduce health inequalities

Commit to Local Government Declaration on Healthy Weight and
drive forward implementation of Liverpool Healthy Weight
Strategy.
Action on: fast
food retailer density, healthy vending machines, healthy catering
policies including clear labelling, portion control, price
promotions, advertising, sponsorship, awareness-campaigns,
education and provision within early years and school settings
and staff health and mental wellbeing.

Delivery Dates

2. Increase Healthy Years of life

Key Deliverables

1. Reduce Avoidable and Early
Deaths

Readiness risk RAG

Linked to Must Do delivery incl STP
plan

Scheme Name

Priority Quadrant (1 = highest)

Programme

Healthy Weight



Scheme Description





5.MECC training to be embedded in LCC induction programme.
6. TBA
6. MECC cross-sectoral plan currently in development.
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Suicide Prevention Training

G

1. June 2018
2. 2020/21
3. March 2019
4. March 2019
5. March 2019
6. Aug 2018
7. Nov 18
8. March 19

1. Increase Breastfeeding initiation and maintenance.
2. Reduction in children with decayed, missing or filled teeth
at age 5.
3. Increase in EHATs.
4. Improve school readiness at age 5.
5. Reduce maternal smoking at time of delivery.
6. Reduce childhood obesity at reception

Strengthen and integrate pathways and delivery-system across
child, young person and family health system to support holistic
family-centred working.

1. Delivery of new model with agreed PB-19 specification as part of
Integrated community model.
2.
Priority pathways reviewed and strengthened with new ones
established where appropriate
3.
Continued improvements in HV performance against mandated
contacts
4. Strengthening
the early help offer through increased multi-agency engagement
5. Implementation of school health profiling led by school nurses

1. Sept 2018
2. March 2019
3. March 2019
4. March 2019
5. Sept 18

1. Reduction in rates of infant mortality, low birth weight
and premature birth
2.
Improved school readiness.
3. Reduction in children overweight or obese age 10-11
years.
4. Reduction in 16-19 year olds not in employment,
education or training.
5. Reduction in teenage pregnancy.
6. Reduction in hospital admissions for self-harm in children
and young people.
7. Increase in EHATs opened

To support the delivery of LCC and LCR Strategic Plans to address
air pollution through system leadership, development of travel
plans including active and low carbon travel opportunities to and
from health facilities, workplaces and schools (walking, cycling,
public transport), move to cleaner vehicles. There are synergies
with programmes and schemes to establish care closer to home
and physical activity strategy.

1. Development of LCC/NHS Active Travel Plans for April 2019.
2. Review of NHS fleet and development of plans for cleaner fleet. 3.
Develop and deliver air population awareness raising programme,
including campaign and website.
4. Delivery of School's Education Programme

1. TBA
TBA
3. June 2018
4. Sept 2018

(1) To protect people and reduce incidents and outbreaks from
vaccine-preventable diseases and reduce demand on the health
and care system from outbreaks; (2) to address inequalities in
access to population vaccination and screening programmes.

1. Develop and implement Liverpool locality plan to identify
1. Apr 18
inequalities in immunisation and develop targeted interventions to 2. Apr 18
reduce inequalities.
2. Strengthen 3. Apr 18
vaccination arrangements through schools to ensure that children
who have previously missed out on their routine vaccinations are
protected.
3. Address access issues with
breast cancer screening programme.

To provide staff training to support the implementation of the
Liverpool Suicide Prevention and Self Harm Strategy

1.
2.
3.

Training cascaded by existing 76 trainers to 3000 staff
Training plan agreed for Children and Young People Workforce
Learning from the suicide audits reflected in system plans

To reduce deaths from drug- misuse through collaborative work
across partners to address complex health needs of aging drugusing cohort, roll-out naloxone provision in the community to
reduce risk of death from opiate overdose, targeted work with
those at high risk, e.g. following release from prison and
strengthened arrangements to respond to emerging drug threats.

1. Broaden Naloxone provision to vulnerable groups (700 packs). 2.
Learning from drug-related panels reflected in amended procedures.
3. Access to COPD and stop smoking support strengthened. 4. Drug
information system established.
5. Reprocure
residential and community rehabilitation services. 6. Increase in
numbers moving into structured treatment in the community
following release from prison.

10. A financially sustainable health
and care system for the city

9. Ensure Children have a good
start in life

8. Achieve parity of esteem
between mental and physical health

7. Improve the experience of care

6. Establish seamless proactive
care across health and social care

5. Reduce demand on hospital
services

4. Improve Quality of life and
ability to self care

3. Reduce health inequalities

2. Increase Healthy Years of life

1. Reduce Avoidable and Early
Deaths

Point Of Delivery/
Definition



Right
Care
Domain

Commissi Provider

Cancer
LCC
Respirato
ry
CVD
Maternity
&
Reproduc
tive
Health
Gastroent

LCC and
externally
commissi
oned
agencies

Maternity
&
Reproduc
tive
Health

 

LCC

 

LCC, CCG,
NHS
Maternity
and
Children's
providers,
LSCB

Cancer
LCC
Respirato
ry
CVD

LCC

All NHS
Communit
y and
Acute
Providers

Maternity NHSE
&
Reproduc
tive
Health
Cancer
Respirato
ry
CVD

Primary
Care
Merseyca
re NHS
Acute
Providers

PHE
CCG
LCC
All NHS
Communit
y and
Acute
Providers
Childrens'
Centres

Mental
Health

Provider
Alliance

LCCG,
CAMHS,CH
AMPs,
PHE,Crisis
Care
Concordat.
C&M
Suicide
Prevention
Board

Provider
Alliance

LCC, LCCG,
NHS E,
Primary
care, JMU,
PHE,
Merseycar
e.
Addaction,
RLBUHT,
HMP



  

Q1 2018





2

LCC

Sept 2018

1. Apr 18
2. Apr 18
3. Oct 18
4. Oct 18
5. Sep 18
6. Mar19



 

1. Reduction in drug-related deaths

Respirato LCC
ry
LCCG
Mental
Health







LCC, LCCG,
all NHS
Communit
y and
Acute
Providers

Provider
Alliance



1. Increased vaccination coverage and reduction in
variation.
2. Increased breast cancer screening coverage and
reduction in inequalities in screening access.

Key
Partners

LCC, CCG,
NHS
Maternity
and
Children's
providers,
LSCB



2. 1. The development by 2025 of a city where walking,
cycling, electric vehicles and clean fuels will dominate and
from which polluting traffic will be discouraged.

Q3 2018

G

Activity Impact

    

1. Establishment of Strategic Leadership Group and underpinning
Sub Groups
2. BFI Accreditation
status amongst all maternity, antenatal and early years providers.
3. Increase in the number of local businesses signed up to the
Breastfeeding Welcome Scheme.
4.
Improving family nutrition through increasing uptake of Healthy
Start Scheme and healthy introduction of solid food
5. System integrated to increasing early help take up.
6. Implementation of ACE pilot.
7. See
Smokefree Liverpool Programme.
8. develop
toolkit for delivery of health messages for 0-1 and 1-2

G

A

Indicative Financial
Impact (cumulative)

Desired Outcomes (KPIs)

Build and implement programme of action for the first critical
1001 days to:
- review and strengthen breastfeeding, healthy eating and oral
health interventions;
support transition to parenting for those exposed to Adverse
Childhood Experiences;
improve targeted support around abuse and neglect;
- improve system for responding to the perinatal wellbeing and
mental health needs of families and the developmental needs
of infants;
- reduce maternal smoking in pregnancy.

G

G

Delivery Dates

Use of behavioural insight to understand the target population 1. Develop and launch a central public facing website - Live Your Life June 2018 (Phase 1) Improved public awareness and population supported to
and inform the advice and support offered to support people Well to provide information to support people make healthy lifestyle
make lifestyle choices.
make healthy lifestyle choices.
choices.
2.Deliver behaviour insight
and change campaigns to support intervention schemes - see
deliverables under individual schemes.

P
r
o
t
e
c
t
i
o
n

First critical 1001 days
Air Quality

Integrated Prebirth to 19 programme



H
e
a and
Population vaccination
l
screening programmes
t
h
Reduction in deaths from drug
misuse

Readiness risk RAG

Linked to Must Do delivery incl STP
plan

Scheme Name

Priority Quadrant (1 = highest)

Programme

To engage with the population on
public health priority issues
First critical 1001 days
Prebirth to 19 programme

A

Key Deliverables

Scheme Description

49

Sexual health programme

A

Redesign of sexual health system to develop integrated model 1. Development of new integrated model.
2.
of prevention and treatment. Strengthen and integration of
Explore feasibility of collaborative commissioning options across
pathways and delivery system.
Cheshire and Merseyside.
3.
Priority pathways reviewed and strengthened (contraceptive, STI
and HIV testing and treatment, abortion)
4.
Evaluate teenage pregnancy programme and implement
recommendations.

1. May-Sept 18
2. Apr-Oct 18
3. Apr-Oct 18
4. Apr-June18

1. Increase in STI testing and improved chlamydia detection
2. Reduction in unplanned pregnancies including increased
rate of reduction in teenage pregnancy
3. Reduction in terminations
4. Reduction in late HIV diagnoses

  

Maternity LCC
&
LCCG
Reproduc NHS E
tive
Health



Provider
Alliance
Brook
BPAS
Sahir
house

LCC, LCCG,
NHS E,
Primary
care, LPC,
PHE,
Merseycar
e, RLBUHT,
Third
sector,
Schools
and youth



1. Complete NHSE assurance process
2. Complete approval process
3. Complete Public consultation
4. Development and approval of Decision Making Business Case

Orthopaedics



G

The proposal is a consolidation of the orthopaedic departments at 1. Approval of Final Business case
the Royal Liverpool and Aintree Hospital trusts into a single
2. Develop a framework for clinical and corporate governance.
service with dedicated elective and trauma units. The proposed 3. Formal approval of revised care pathways and operational
model would be a two-site option with
delivery models
Orthopaedic trauma, inpatient service delivered at AUH
4. Recruitment to enabling workforce posts
Elective inpatient activity undertaken at Broadgreen
5. Completion of the theatre and ward infrastructure improvement
Hospital
programme
ENT inpatient activity would be transferred from BGH to AUH.
6. Staff consultation and engagement
Outpatient clinics (fracture and elective) would not change and 7. Staff education and training programme
both Accident and Emergency Departments would deliver trauma 8. Clarification of data capture, recording and reporting processes
care..
9. Communications plan and ongoing service user engagement
activities
10, Implementation of new model

31-May-18
Jun-Jul 18
Jun-Jul 18
By Oct-18
By Oct-18
By Oct-18
By Oct-18
By Oct-18
By Oct-18
01-Nov-18

Quality KPIs
Reduction in short notice cancellations
Improved RTT performance
Improved elective length of stay
Improved trauma length of stay
Achieve BPT for #NQF
Compliance with BOAST 4 guidelines for open lower limb
fractures
Productivity KPIs
Theatre session utilisation
In-sessions theatre utilisation
Number of joints per theatre list
% patients ‘not fit for BGH’
Efficiency KPIs
T&O spend
Safety KPIs
Surgical readmissions
Surgical complications
Patient Experience KPIs
Friends and Family Test

To be confirmed in
final business case



10. A financially sustainable health
and care system for the city

9. Ensure Children have a good
start in life

8. Achieve parity of esteem
between mental and physical health

To be confirmed in
final business case

G

7. Improve the experience of care

The safety of women’s and neonatal services provided by
the Trust will be improved, via:
Services which meet national and local clinical guidelines
Reduction in clinical risk
Reduction in over-occupancy in the neonatal unit
Improved staff satisfaction regarding the delivery of
services
Improved clinical outcomes for patients
Reduction in staffing and transport costs relating to patient
transfers
Reduction in backlog maintenance risks
The quality of women’s and neonatal services provided by
the Trust will be improved, via:
Increased patient satisfaction
Increased staff satisfaction
A reduction in regulatory oversight and intervention
Improvements in the CQC rating at the Trust
Improved diagnostic capabilities
Improved ward facilities which meet national standards
Increased parental accommodation
Optimised patient flows
The financial sustainability of the Trust will be improved,
via:
Rationalisation of optimisation of corporate workforce
Avoidance of an increase in CNST premiums required to be
paid by the Trust
Reduction in facilities management costs
More efficient use of space within the hospital

Point Of Delivery/
Definition

6. Establish seamless proactive
care across health and social care

30-Jun-18
01-Sep-18
31-Dec-18
31-Mar-19

Activity Impact

5. Reduce demand on hospital
services

Indicative Financial
Impact (cumulative)

4. Improve Quality of life and
ability to self care

Desired Outcomes (KPIs)

3. Reduce health inequalities

Delivery Dates

Hospitals

Liverpool Womens Review

The reconfiguration of women's and neonatal services currently
delivered by LWH at the Crown street site to address issues with
clinical standards and service co-dependencies This phase of the
project is to conduct a public consultation on proposals and to
develop and gain approval for Decision making business case.

Key Deliverables

2. Increase Healthy Years of life

Scheme Description

1. Reduce Avoidable and Early
Deaths

Readiness risk RAG

Linked to Must Do delivery incl STP
plan

Scheme Name

Priority Quadrant (1 = highest)

Programme

s

Right
Care
Domain



 

 



Commissi Provider

Key
Partners
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Appendix 3 – 2018-2021 Activity Plan
First Outpatient Attendances (Acute)

First Outpatient Attendances (Acute)
190,000

One-year Impact
Growth
8,551
Planned Care Advice & Guidance -708
TeleDermatology
149
Respiratory Adult Asthma
-65
Double Count
59

185,000
180,000
175,000
170,000

178,506

165,000
160,000
17-18 FOT

Growth

Planned
Care

Respiratory

DoubleCount

18-19 Plan

Three-year Impact
Growth
Cancer
Colorectal
Planned Care Allergy
Advice & Guidance
TeleDermatology
Gastro
Respiratory Adult Asthma
Double Count

First Outpatient Attendances (Acute)
647
11,960
19,138
1,074

185,849

178,506

262

19,138
-647
-108
-7,078
496
-5,270
-262
1,074
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Follow-Up Outpatient Attendances (Acute)

Follow-Up Outpatient Attendances (Acute)
370,000
365,000

One-year Impact
Growth
16,794
Planned Care TeleDermatology
-607
Risk Adjustment
615

360,000
355,000
350,000
345,000
340,000
335,000

350,569

330,000
325,000
320,000
17-18 FOT

Growth

Planned Care

Risk
Adjustment

18-19 Plan

Follow-Up Outpatient Attendances (Acute)
390,000
380,000

Three-year Impact
Growth
Cancer
Colorectal
Planned Care Allergy
TeleDermatology
Gastro
Risk Adjustment

87
12,788

370,000

31,290

615

368,984

360,000

330,000

350,569

350,000
340,000

31,290
-87
-241
-2,025
-10,523
615

320,000
17-18 FOT

Growth

Can cer

Planned
Care

Risk
20-21 Plan
Adjustment
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Day Case and Elective Spells (Acute)

Day Case & Elective Spells (Acute)
69,000
68,000

One-year Impact
Growth
2,437
Planned Care PLCP -120

120

67,000

2,437

66,000
65,000
64,000
63,000
17-18 FOT

Growth

Planned Care

18-19 Plan

Day Case & Elective Spells (Acute)
72,000

Three-year Impact
Growth
Cancer
Colorectal
Planned Care MSK
PLCP
Gastro

297

70,000
68,000

3,941

3,941
297
-360
-371
-6,147

6,878

66,000
64,000
62,000
60,000
17-18 FOT

Growth

Can cer

Planned Care

20-21 Plan
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Non-Elective Spells (Acute)

Non-Elective Spells (Acute)
71,000

105

70,000

241
746

1,869

69,000

103

436

148

68,000

65,000

68,568

66,000

69,737

67,000

64,000
63,000

Non-Elective Spells (Acute)
75,000

763
73,000

2,012

71,000

452

65,000
63,000

68,568

69,000
67,000

910
89

103

436

70,642

5,761

One-year Impact
Growth
Respiratory
Enhanced CRT
Pulmonary Rehab
Adult Asthma
CVD
AF (Stroke Adm)
Cardiac Rehab
Diabetes
Heart Failure
Syncope
Community
Care Homes
CCTs
Telehealth
Mental Health EIP
Core 24
Double Count
Risk Adjustment

1,869
-16
-52
-37
-5
-2
-69
-113
-53
-86
-381
-279
-82
-66
103
436

Three-year Impact
Growth
5,761
Respiratory
-122
Enhanced CRT
Pulmonary Rehab -494
Adult Asthma
-147
CVD
AF (Stroke Adm)
-14
-11
Cardiac Rehab
Chest Pain
-1,394
Diabetes
-262
Heart Failure
-225
Syncope
-106
Community
Care Homes
-86
-545
CCTs
Telehealth
-279
Mental Health EIP
-82
-370
Core 24
Paediatric Asthma
Childrens
-89
Double Count
103
Risk Adjustment
436
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A&E Attendances (All Types)

Accident & Emergency Attendances (All Types)
348,000
347,000

76

188

346,000

743

741

346,883

3,777

345,000

102
115

344,000

342,000
341,000

343,385

343,000

340,000

Accident & Emergency Attendances (All Types)
356,000
354,000

534

352,000
350,000

336,000

343,385

344,000

338,000

102

741

854

352,588

346,000

340,000

1,028

11,438

348,000

342,000

510

One-year Impact
Growth
3,777
Respiratory
-16
Enhanced CRT
Pulmonary Rehab
-32
Adult Asthma
-28
CVD
AF (Stroke Adm)
-5
Cardiac Rehab
-1
Diabetes
-69
Heart Failure
-113
Community
Care Homes
-86
CCTs
-381
Telehealth
-276
Mental Health EIP
-82
-33
Core 24
102
Double Count
Risk Adjustment
741

Three-year Impact
Growth
11,438
Respiratory
-122
Enhanced CRT
-300
Pulmonary Rehab
-112
Adult Asthma
CVD
AF (Stroke Adm)
-14
Cardiac Rehab
-9
Diabetes
-262
Heart Failure
-225
Community
Care Homes
-86
-545
CCTs
Telehealth
-276
-82
Mental Health EIP
Core 24
-192
Childrens
Paediatric Asthma
-854
Double Count
102
Risk Adjustment
741
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