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1 Foreword
In 2018 the Liverpool health and care system co-produced an integrated strategy - One
Liverpool - setting out how together we will develop integrated services that respond to
population, community and individual needs. One Liverpool is all age, and unites commissioners
and providers across primary care, social care, community, physical and mental health services,
acute and specialist services and the voluntary and independent sector. Our intention is to
harness our collective efforts for better population health and better services, organised around
three main aims: a radical upgrade in population health and prevention; integrated community
services; and sustainable, standardised acute and specialist services.
The 2019/20 One Liverpool Operational Plan represents the second year of delivery of our
collective efforts to commission and provide services differently, with greater collaboration
between organisations and further integration of services in order to reduce the health inequalities
that leave the vulnerable and disadvantaged in our city with a poorer experience of care, fewer
years of healthy life and earlier death.
New partnership structures and alliances were introduced in 2018/19 to facilitate greater
integration, through joint commissioning between the CCG and Liverpool City Council and
providers working across organisational boundaries, doing the right thing for our population.
The One Liverpool Operational Plan sets out the commissioning and delivery priorities for the year
ahead. It outlines what we will do to support the One Liverpool strategy and also reflects the joint
commissioning intentions of the CCG and Liverpool City Council.
2019/20 is a transitional year in which the city’s health and care providers will further develop
collaboration and take on leadership for delivering a defined programme of transformation, with
delivery by the Liverpool Provider Alliance, which brings together all the city’s health, social care
and voluntary sector providers.
The deliverables in this year’s plan also incorporate projects that span the North Mersey
population and the Cheshire and Merseyside Health and Care Partnership geography, reflecting
the need for collaboration beyond the city and the benefits of sharing of best practice with
commissioners and providers across the whole region.
The One Liverpool Operational Plan is underpinned by strong performance management to track
our progress in translating the ambitions of the One Liverpool Strategy into measurable
improvement in services and health outcomes for the people of Liverpool.

Jan Ledward
Chief Officer NHS Liverpool CCG
Senior Responsible Officer for One Liverpool
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2 Executive Summary
During 2018/19 Liverpool CCG with partner organisations delivered a number of projects ranging
from upscaling telehealth where we over performed on our plan for roll out of new installations to
healthy lung where we increased our cancer detection. Our operational plan for 2019/20 builds on
this success whilst drawing upon key national guidance including the NHS Long Term Plan and
the NHS Operational and Planning Guidance for 2019/20.
This operational plan doesn’t list the entirety of CCG business but seeks to include:




Key projects that we are undertaking jointly with Liverpool City Council (LCC) and where
there is additional investment this year
Programmes where we are supporting the wider health and care system
Financial and performance positions for 2019/20

Our key deliverables where new investment has been identified are summarised in the table
below.
Population Health
and Prevention
 CURE pilot inpatient smoking
cessation support
 Exercise for
health
 Smoke Free Start
to Life

Integrated Community Services



























Integrated Cardiac and Pulmonary
Rehabilitation
Integrated Community Respiratory Clinics for
Asthma
Enhanced Community Respiratory Team
Bereavement by suicide support service
Sexual Assault and Abuse Support Service
Transgender Pathway
All ages Integrated Care Teams
Multiple and Complex Needs
Refugee and Asylum seeker health
Social Innovation
Community Geriatrician
Falls Pick-up Service
Lymphoedema service
Mental Health Crisis Resolution Home
Treatment service
Mental Health Crisis Resolution Section 12 App
Mental Health Triage Car
Mental Health Advocacy
Adult ADHD pathway
CAMHS Primary Care Liaison
CAMHS Online Counselling
CAMHS Whole School Approach to Mental
Health and Wellbeing
Infant Feeding Pathway
General Practice Specification
Prescribing Self Care
Prescribing Stoma Appliance Management
service
Self-Management and Coping for Arthritic Pain
through Exercise (ESCAPE Pain)

Sustainable Acute and
Specialised Services
 Syncope (Transient Loss
of Consciousness Clinic)
 Integrated Heart Failure
service
 Acquired Brain Injury
Case Manager
 Healthy Imaging Shared
Platform
 Criteria Based Clinical
Treatment Policy
 Fracture Liaison Service
 CAMHS Crisis service
and AED liaison
 CAMHS Eating Disorders
Service
 CAMHS 18-25 Mental
Health provision including
Transition
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As well as these new investments there are other important areas of work that we will be
undertaking in 2019/20:
Quality & Safety
We recognise our responsibility in ensuring commissioned services are of good quality, safe and
focus on continuous improvement. We will be developing and implementing a new quality
assurance strategy that supports this and is aligned to the NHS England Quality Assurance
Framework. Central to the strategy will be three key themes of:


Creating a just and learning culture



Ensuring continuous improvement and reducing variation



Embedding quality within the commissioning cycle

As well as the strategy we will continue to ensure we are compliant with our statutory safeguarding
responsibilities and deliver against the special educational needs and disabilities improvement
plan in response to the Written Statement of Action (WSoA).
Support to the Wider System
We play a key role in supporting the wider health and care system by working with Liverpool City
Council and across both Merseyside and the Cheshire and Mersey area. The projects we will be
involved in and in some cases lead on in 2019/20 will include:






Stroke – Developing an outline service proposal across Cheshire and Mersey
National Diabetic Prevention Programme – We are part of a national programme to support
people at high risk of developing diabetes
Urgent Care Review – Review of urgent care provision from extended access in primary
care and development of urgent treatment centres to looking at how the 111 service can be
better aligned to local services
Cancer - Working in partnership with the Cheshire and Merseyside Cancer Alliance to
improve pathways that support detection and diagnosis through to recovery

Finance & Procurement
The CCG financial plan will supports the delivery of our operational plan objectives. Our total inyear allocation of £939m covers our anticipated expenditure values for 2019/20 as well as allowing
for new investment of around £7.8m to meet our mental health investment standard and to help
operationalise our key deliverables.
We have also committed to improving our efficiency programme through the delivery of cash
releasing efficiency savings of £13.8m.
The CCG will also be mobilising procurements across a range of services including:





Digital and Innovation
Medicine Management
Mental Health
Primary Care
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A full breakdown of the procurement plan can be found in the appendices.
Performance
As part of the CCG Improvement and Assessment Framework (IAF) the CCG is expected to
demonstrate achievement of key national standards. Working with partners in order to understand
the drivers for improvement we have set stretching trajectories that will bring us back into
compliance during 2019/20.
The table below shows the trajectories that the CCG has submitted to NHS England for 2019/ 20
against key national standards.
Standard
Referral to Treatment Times – Incomplete Pathways
Patients waiting >52 weeks
Waiting List Size Management – (number of pathways)
Diagnostics Waits
Cancer 2 week waits
Cancer 62 Day

Target
92%
0
31480
<1%
93%
85%

Achievement Date
March 2020
September 2019
March 2020
November 2019
July 2019
March 2020

More detailed trajectories against these indicators can be found in the appendices.
In addition to the performance trajectories the CCG is required to submit expected activity levels.
We have modelled the expected growth in activity for 2019/20 which can be seen in the waterfall
charts in the appendices. We are expecting to see growth across all activity lines.
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3 Introduction
In March 2018 the CCG Governing Body approved One Liverpool: the city’s integrated, placebased strategic plan, 2018-2021. It set out our high-level strategic aims. This document sets out
our operational plans for 2019/20, which will contribute to the achievement of our shared One
Liverpool ambitions for better outcomes, better services and maximising the value of our
resources. During 2019/20 Liverpool CCG has committed to a review of One Liverpool to reflect
our place based approach to planning, commissioning and delivery of services in Liverpool.
We have worked with partners to develop this operational plan and we are beginning to move from
the more traditional disease and pathway specific plans to look at population health and
segmentation to drive improvements in the outcomes we are looking to have an impact in.
Segmentation aims to categorise the population according to health status, health care needs and
priorities. This approach recognises that groups of people will have things in common that will
influence the way they interact with health and care services. To improve health outcomes, service
user experience as well as efficiency and care costs, we need to respond to the needs of different
population segments in different ways. This model will be further refined to reflect the wider
determinants of health and their impact on people’s health and wellbeing. Utilising a population
health approach.
We know that people move between severity of illness and also between segmentations. Our
operational plan has been developed in recognition of this with a number of projects aimed at
supporting people outside of an acute setting. Whilst this approach still requires further
development, this change in focus will help improve outcomes for our population and will be
particularly evident in our work with the provider alliance.
This approach has the following benefits:






An individual’s holistic needs are put at the centre of service design and delivery
Heath and care outcomes are optimised by designing services that meet full patient need
as appose to parts of their care
Efficiency is improved by moving away from a setting approach thereby reducing
fragmentation, duplication and the temptation to over-specialise
Patient experience will also improve due to treatment of the whole person
Services have the potential to become more integrated, if collaboration, information sharing,
and pooled budgets can be realised across all services in a segment

As well as changing our approach towards population health the CCG will also continue to evolve
in 2019/20 in response to the development of new care models, as set out in the Long Term
Plan. NHS organisations are increasingly working together as system partners rather than
operating from an organisational focus.
The wider determinants of health are the most important driver of whether we are healthy or not.
Improving population health requires coordinated, systematic and coherent efforts across the four
pillars of a population health system: the wider determinants of health, our behaviours and
lifestyles, an integrated health and care system, and the places and communities we live in. Each
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of the four pillars for population health is essential for improving Liverpool’s health and we will
have to act on what will make a difference on health outcomes. We recognise partial solutions are
no longer an option.
Achieving this vision will require the marshalling, systematically and at scale, of all the forces that
contribute to the population’s health. That will rely on the contribution of the NHS and local
partners, but will also go far beyond them and will challenge the way the existing resources are
committed in Liverpool, aiming at creating health and well-being through the entire business of the
city. We will work towards changing the culture of the city and strive to build a city that is more
conducive to good health.
Liverpool is establishing a place-based system of care, articulated in the One Liverpool Plan.
Commissioners and providers in the city are committed to greater collaboration and further
integration of services to address the pressures we face and to better meet the needs of our
population. With this greater focus on collaboration and integration there is a need to re-define the
boundaries between the role of commissioners and providers and transform the CCG into a
strategic commissioner.
In becoming a strategic commissioner Liverpool CCG intends to position itself at the forefront of
providing proactive and credible senior leadership to the system in supporting this evolution; to
achieve this the organisation's operating model, structures and associated staffing resources have
been reviewed with the view that a significant portion of the 'tactical commissioning' activities will
move from being delivered by the CCG in isolation to a more integrated delivery model in
partnership with other NHS providers, the local authority, primary care networks and voluntary and
third sector organisations.

4 Key Deliverables
Our plan has been informed by a diverse range of intelligence including:





Joint Strategic Needs Assessment
RightCare commissioning for value packs
Trajectories for key outcome metrics
National drivers and priorities

The CCG is also subject to a yearly assessment from NHS England where we have to
demonstrate improvements across the four domains of better health, better care, sustainability and
leadership. There are fifty-six indicators that range from smoking at time of delivery through to
emergency admissions. These are publicly available and can be found on the My NHS website.
Our plan has been created to help achieve the improvements necessary to meet these standards.
The projects that we aim to deliver have also been shaped by partner organisations including local
authority and the voluntary and community sector. Where necessary each project has also
undergone quality and equality impact assessments before making the final plan and impact and
outcomes have been modelled to understand the benefits we expect to see realised when we
come to review our progress against this plan. These can be seen in the appendices.
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A developing infrastructure for Commissioning and Delivery
2018/19 moving into 2019/20 has seen the increasing coordination and collaboration in
commissioning health and care services in the city through a commitment to an integrated
approach to commissioning. 2019/20 signals this through the coordination in the commissioning
of services that meet the needs of those that require it and reflects the breadth of commissioning
activity across the system whether this is led by LCCG or LCC that is coproduced with providers,
those who use services and wider community including the community voluntary sector.
Our approach to development will fall into three key phases:
•

Phase 1: Relationships, meaningful stakeholder engagement, build on existing work
programme priorities, strengthen commissioning & governance arrangements, build on the
evidence, best practice, lessons learnt to identify future opportunities to improve outcomes
and maximise spend.

•

Phase 2: System wide strategic planning. Develop commissioning intentions for 2021 and
system outcome measures

•

Phase 3: Development of a single plan, alignment of resources - setting out the basis for
long term joint commissioning

As well as strengthening joint commissioning arrangements with LCC we will also be continuing
our transformation to becoming a strategic commissioner during 2019/20. As part of a whole
system transformation, it is necessary for CCG’s to evolve their role and structure as organisations
to meet the needs of the wider system and continue to operate as an architect of the changing
health and care landscape. In moving to strategic commissioning, we will:
•

Have a greater focus on outcomes

•

Develop plans based on population health, driven by business intelligence

•

Improve delivery through relationships with providers

•

Develop models for contracting for outcomes

A key delivery partner for this plan will be the Provider Alliance a key component of which will be
the establishment of Integrated Community Care Teams and Primary Care Networks.
The Liverpool Provider Alliance brings together Health, Social Care, Third Sector and Housing
providers to use resources collectively to deliver new, integrated models of care designed to
improve the health and wellbeing of our communities. Providers will work together to reduce
fragmentation of care for people with complex comorbidities, ensuring the person is at the centre
of our decision making.
The plan supports the delivery of ambitions set out in our One Liverpool strategic plan in
addressing our city’s biggest health challenges:


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;
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The number of people who live their lives with a complex range of physical or mental health
conditions is increasing;
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;
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, with
many people undiagnosed.

The following section describes some of the projects that we are making additional investments in,
that we will be delivering in alignment to our One Liverpool aims and to tackle the challenges
described above. A full breakdown of projects can be found in the appendices.

4.1 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.
Whilst public health is a local authority responsibility, we have recognised that a greater
focus on prevention is required if we are to continue to have sustainable services in the
future. Part of the CCG response to this has been the investment in projects that aim to help
the prevention of illness and in doing so improve outcomes for our citizens.
The CURE project is to deliver a 12-month pilot at Royal Liverpool and Broadgreen and
Aintree Hospitals reflecting the Ottawa smoking cessation model within acute care for inpatients. The aim is to reduce the impact of re-admission, healthcare utilisation & mortality.
CURE is an acronym which describes an approach to smoking cessation as an acute
treatment for inpatients to enable the change required to make a meaningful impact on
longer term cancer rates:
C – CONVERSATION: have the right conversation every time
U – UNDERSTAND: understand the level of addiction
R – REPLACE: replace nicotine to prevent withdrawal
E – EXPERTS & BEST EVIDENCE-BASED TREATMENT: for all patients
The CCG is supporting large scale delivery of the Liverpool tobacco control strategy to
reduce smoking prevalence and exposure to second-hand smoke. The Liverpool Smokefree
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Home Programme pilot will include multiple interventions delivered in partnership with
housing, children's centres, schools, fire and rescue and NHS service partners. This will be
supported by an insight driven social marketing campaign. The programme will also support
the implementation of NICE guidelines by incorporating an innovative risk perception
intervention as part of the smoking in pregnancy pathway in Liverpool Women's Hospital, to
reduce smoking at time of delivery rates among the highest risk groups.
Use the current available evidence base for exercise referral and the findings of the
Exercise for Health evaluation, to implement a re-designed referral, induction, practitioner
support and activity offer to increase the number of referrals and retention levels amongst
people aged 40+ with long-term health conditions. Referrals would be made via primary care
under existing agreements and via secondary care through a new agreement to enable
additional healthcare professionals to refer patients.

4.2 Integrated Community Services
The One Liverpool Plan set out the city’s ambition for effective and resilient primary and
community services, for all; with a shift of hospital services to care delivered closer to home
and providing more upstream support to keep people well. Developing relationships with
citizens, Integrated Community Care Teams and Primary Care Networks are a key
component of this.
A new relationship with citizens and communities: is new a city wide approach to
engagement with citizens and communities that recognises the assets of individuals and
communities in promoting wellbeing. Working with LCC, this is a whole system programme
that will ensure we effectively engage and respond to the voices of our communities and
citizens. This will be delivered through an inclusive and joined up approach to developing a
greater understanding of the communities and citizens we all collaboratively serve, and
through integrated workforce development programmes, we have a common and collective
approach to service design and delivery by adopting asset based approaches and effective
engagement and co-production with communities. This will build on the established
neighbourhood model, working with neighbourhoods across the city and support the social
Innovation model being developed within the community and voluntary sector. The
implementation during 2019/20 will focus on supporting access to community based activities
and organisations that build and develop thriving communities.
Integrated Community Care Teams (ICCTs) will be developed to support neighbourhoods
and primary care networks of between 30,000 - 50,000 population. This model will support
cross organisational and sector boundaries bringing together professionals from a number of
disciplines to support patients with multiple conditions. The CCG has invested in the
development of these teams which have prioritised frailty and complex needs as the two
areas where initial support could be offered in this new model of care. This cohort of patients
would cover some of our most vulnerable patient’s including those with mental health,
neurodevelopmental diagnoses and physical disabilities.
Some of the early work to be undertaken will start to reduce dependency on acute services
with support and care being aimed at preventing hospital admissions. The focus will also be
on improving the patient journey from a hospital setting back into the community creating a
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much smoother flow through the hospital and increase the number patients recovering in
their usual place of residence.

A new model of care
Primary Care Networks (PCNs) will continue to be established during 2019/20 as the CCG
continues to embed its population-based approach across the city. The NHS Long Term Plan
(Jan 2019) outlined the need to establish fully integrated community-based health care
through the development of integrated multi-disciplinary teams serving a population of 3050,000. This has now been reinforced with the new GP 5 Year Framework and the
development of PCNs. Central to this is a commitment to a life course approach and the
need to radically upgrade our approach to prevention and population health, enhanced care
being provided closer to home, enabling a stepped change in levels of self-care linked to
behavioural change, earlier intervention and supported by risk stratification and population
segmentation as well as enhanced access to integrated services, particularly for the frail,
those with long term conditions and those with mental ill-health.
Our integrated community care teams have been designed around natural communities
within the city, but also reflect where individuals are registered with a general practice, which
we consider to be the cornerstone for effective care co-ordination. We will deliver high quality
community services, with GP practices working together “at scale” in collaboration with other
providers. Success in delivering the community model will be predicated on general practices
collaborating to deliver for a population
PCNs will become an essential building block in the delivery of an integrated system. As part
of the operational plan delivery the CCG will continue to facilitate discussions between the
network of networks to ensure the CCG’s strategy is reflected in the aims and objectives of
the PCNs. The new GP contract will be an essential framework to understand, interpret and
support the PCN’s.
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19/20
Investment

Annual
Payment
Rate

Paid To

2019/20
Period
Covered

First Payment
Date

List Size

Payment

Detail

£1,056,778

12 mths

Network
Participation
Payment

£1.76

Practice

April 2019 March 2020

26th July 2019

600,442
(19/20
estimate)

Core PCN
Funding

£1.50

Network

April 2019 March 2020

26th July 2019

539,988

£809,982

12 mths

Network

July 2019 March 2020

26th July 2019

539,988

£208,165

9 mths

Dependent on
start of
employment

Estimate 12
networks c.
45,000 people
each

£863,076

£37,810 +
£34,113 per
network

Clinical Director
Contribution

£0.51

Staff
Reimbursements

Dependent
upon Role

Network

July 2019 March 2020

£2,938,001
Funding for PCNs in 2019/20

Key milestones in the development of the PCNs and their delivery will be:





Developed detailed local plan by July 2019. This includes a baseline assessment of
population needs, describes the networks priorities and intentions, and the outcomes
it seeks to achieve
To meet the requirement to complete at least two of the GP Forward View High Impact
Actions
To deliver against five of the new network service specifications that will be in place
from April 2020, and to have plans in place by the end of 2019-20

Social Innovation relates to developing new ideas to tackle social problems or meet social
needs. It may be a new product, service, initiative, organisational model or approach to the
redesign and/or remodel of services. We will seek to implement a social innovation model
focussing on the needs of people within Liverpool and Sefton neighbourhoods, by providing a
single front door to a range of health enhancing and supporting services within the areas of
Health Protection and Proactive Care; Anti-poverty; Wellbeing; Economic Inclusion; Rapid
Response and Crisis Resolution and Workforce Development.
Life rooms are a good example of these services coming together. Life Rooms is a service run
by Mersey Care NHS Foundation Trust, a mental health and community Trust. The Life Rooms
attempts to improve mental wellbeing by providing community ‘hubs’ where people can be
supported to access the opportunities that are right for them. The Life Rooms offer:
• Recovery College: Free courses to support wellbeing
• Pathways Advice: Support and guidance in relation to next steps, including support to into a
number of different community partners who provide help in many different areas including
housing, debt and employment
• Volunteering: Support into volunteering opportunities
• Peer support: 1:1 supportive conversation with a peer support worker (someone with lived
experience of mental distress)
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An individual may access any number of these services. The Life Rooms also act as a
community resource, providing a safe environment and IT, cafe and library facilities.
Anyone who visits the Life Rooms can use these resources. Anyone can access the Life
Rooms. People that come to the Life Rooms include Mersey Care service users and carers,
people being referred from primary care or public or third sector organisations, and the general
public.
Mental health services have seen continued increases in investment by the CGG and it
remains a priority for the Liverpool health and social care system. 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-psycho-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.
A full list of projects within the plan can be found in the appendices here are a few examples
of the projects will be undertaking:
Mental Health Crisis: Liverpool CCG, with partners, is working to support improvements in
crisis services and through the Crisis Care Concordat, how the varied crisis response services
as a whole work together as a system to ensure they are responsive to the needs and risks for
those in crisis.
Crisis Resolution Home Treatment (CRHT): Further developing the crisis response service
in place in the community to support people and to prevent unnecessary hospital admissions.
This is delivered through a rapid response either in a crisis centre, emergency department, or
patient’s home, 24 hours, 7 days a week. The service will have a multidisciplinary team
including mental health nurses, psychological therapists, occupational therapists and social
workers, led by a consultant psychiatrist.
Changes in CRHT will have implications for the Core 24 hour mental health liaison
services, established in our two adult acute hospitals, which takes 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. Both services are working
closely, and it is anticipated this close work will continue into the future.
Merseyside Police and Mersey Care have successfully introduced a Triage Car for the North
Mersey area (similar vehicles operate in the Knowsley/St. Helens and Wirral areas also).
Building on that work, and close working with NWAS and British Transport Police, there are
plans to improve the service in 2019/20 to ensure this mobile response to people in crisis is
further strengthened based around the evidence gained through operational evidence.
NHS LCCG is working with colleagues across Cheshire and Merseyside to strengthen
access, using a digital solution, to Section 12 Doctors, a key element of the assessment
process for people in crisis who require an assessment.
Early Intervention in Psychosis (EIP): supporting people who experience psychosis to
recover. People experiencing a first episode of psychosis should have access to a NICEapproved care package within 2 weeks of referral. Getting help early gives someone
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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 2019/20
to recognise some of the specific challenges faced in Liverpool as a major urban area as well
as looking at evidence-based improvements in the service.
Improving Access to Psychological Therapies (IAPT):
The service delivers support for adults with anxiety and depression. Further investment,
following major investment in 2018/29 will be allocated to support improvements in the
service. There will be an increased emphasis on access for specific groups, including people
with long term conditions, people who are unemployed, black, asian and minority ethnic
(BAME) groups and older people. We will also work to integrate psychological therapies with
Long term conditions services.
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.
Non-statutory community issue-based advocacy
Statutory advocacy providers, support groups and health and social care services have
identified unmet need for people who need non-statutory advocacy, with community support
providers reporting that their service users are in ever increasing contact with Department of
Work and Pensions (DWP), benefits assessors, food banks etc in order to make ends meet.
Capacity in voluntary sector organisations has proven insufficient to fill the gap, leaving their
service users without adequately trained and experienced staff to accompany them to care
reviews, benefit assessments, appeals, tribunals etc, resulting in less favourable outcomes
impacting negatively on their health outcomes. This scheme will be commissioned jointly
with Liverpool City Council and focussed to concentrate on the gap in the spectrum of
advocacy provision available to people vulnerable to social exclusion and mental ill health.
Dementia
Liverpool City Council and Liverpool Clinical Commissioning Group joint dementia strategy
covered the time period 2014-2018. Dementia Action Liverpool as leaders in the field of
dementia advocacy, have worked with health and social care commissioners to undertake a
review of the city’s progress against this strategy, identifying good practice and any areas for
improvement. Following engagement with over 300 people living with dementia and their
carers the Alliance provided a comprehensive report and recommendations.
Key objectives include ‘An updated Dementia Health Needs Assessment, increased
dementia diagnosis rates, joint personalised care planning (potentially including Personalised
Health Budgets), improved post diagnostic support linked closely to social prescribing,
options to re-engage with the voluntary and community sector particularly around the needs
of BAME communities and other disadvantaged groups, improved respite offer for carers,
suitable accommodation reducing premature reliance on residential and nursing care homes
and improved responses to crisis’.
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A suite of KPIs, quality assurance measures and system wide outcomes is under
development, governance arrangements are being established and a detailed 3-year
programme plan is being worked up. In year (2019/20), a review of the Dementia Navigator
Service is scheduled with the view to increasing capacity and strengthening integrated
working with Primary Care, at practice, neighbourhood and network level.
In addition to this the CCG is working closely with the Local Authority to support the Joint
Suicide Strategy, including specific work to support those bereaved by suicide. Other
joint work includes the development of Local Authority commissioned Day Opportunities
services and the promotion of independence through Personal Health Budgets.
A key aim for the all age mental health approach is to improve, where possible, prevent and
support early intervention in order to prevent mental health issues escalating for individuals
and provide support for those impacted by circumstances or life events. Specific work around
support services for those affected by sexual violence is planned for 2019/20.
Supporting those with a caring responsibility
Carers play a vital role in our communities and caring is a fundamental part of family life. But
carers are too often unseen, their role comes with responsibilities and complex emotions
hard to fully understand until we are asked to be, or become reliant on, a carer ourselves.
Yet, without the support of carers, our health and social care system would struggle to
provide the level of care and support that vulnerable people need to continue living in their
own homes and communities. Reflective of these issues a new integrated all-age carers
strategy has been published. It outlines the LCC and the CCG’s vision of Liverpool becoming
a carer friendly city over the next five years. It outlines a whole system, whole family
response to supporting the health and wellbeing of all carers in Liverpool; reducing the
negative impact of caring and enabling carers to lead fulfilled, independent lives alongside
their caring role. Key elements of the implementation plan include:








Build communities in which caring is noticed, recognised understood and valued
Ensure all carers are equally recognised and supported, and where at every turn
carers are communicated with and receive practical support in their day-today caring
role
Ensure carers receive early help through up-to-date, easy to understand, age
appropriate, easy to access information that is consistently communicated
Ensure all processes identify, recognise and value carers; involve them in the
planning of care; and provide support that recognises and supports the needs of the
whole family, is joined up, easy to navigate and delivers best outcomes for all
involved.
Ensure there is a range of services available to reduce the negative impact of caring
on carers’ own health and wellbeing; and that they are supported to build and maintain
their physical and emotional resilience.

Recognising the needs of those with complex lives is a significant programme of work
that involves an integrated provision response. This is dependent, however, on the
coordinated approach to commissioning of services that are able to respond to the
specific needs of those with a range of physical and mental health issues, often alongside
Page 16 of 59

substance misuse, are homeless or at risk of becoming homeless and a possible offender
history. Projects will include Intensive Support Services, participation in MDTs within
neighbourhood teams. The continuation of provision of services at Labre House will
continue alongside planning for a comprehensive service offer at one city centre location.
LCC will identify capital to support this development.

4.3 Acute and Specialist Services Sustainability
In order to achieve clinical and financial sustainability for our hospital system we have to
identify further ways to deliver better hospital services whilst addressing 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. Our
aim through the operational plan is to work towards eliminating unwarranted variation and
ensure patients receive consistently high standards of care from all providers.
Women’s and Neonatal Services
The CCG, in partnership with other North Mersey CCG commissioners and working with NHS
providers, conducted a review of women’s and neonatal services, driven by the changing and
increasingly complex needs of patients and the clinical risks inherent in the delivery of services
on an isolated site. A Pre-Consultation Business Case (PCBC) set out four options:
1. Relocate women’s and neonatal services to a new hospital building on the same site as the
new Royal Liverpool Hospital (the preferred option)
2. Relocate women’s and neonatal services to a new hospital building on the same site as
Alder Hey Children’s Hospital
3. Make major improvements to Liverpool Women’s Hospital on the current Crown Street site
4. Make smaller improvements to the current Crown Street site
The preferred option was endorsed by the Northern England Clinical Senate panel, which
confirmed the strong clinical case for change. Regulators endorse the clinical case but the
proposal has been challenged in obtaining approval for the required capital funding.
The next steps in 2019/20 are for the system to set this proposal in the context of a wider
strategy for acute and community services for integration and the optimal use of our shared
estate.
In 2019/20 we intend to move to a formal public consultation in order to move to the next stage
in the journey which is needed to address the increasing clinical risks and to ensure that the
city can retain these acute and tertiary services for women and children.
Aintree University Hospital NHS FT and Royal Liverpool and Broadgreen University
Hospitals NHS FT
The CCG will have a role to play in the oversight of the merger between Aintree and Royal
Liverpool and Broadgreen hospitals. The main benefits for the merger can be summarised as:
Quality – Improvements in the quality, safety and/or access to clinical services
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Workforce – Benefits to the workforce including development opportunities and added
capacity and resilience
Operational – Benefits related to operating efficiency, for example less time required to
complete administrative processes
Financial – Quantitative benefits and synergies such as economies of scale or reduction in
duplicative contacts and services
The CCG will continue to seek assurance on the delivery of the merger plans as well as the
impact measures the hospitals are aiming to achieve. We will also monitor the impact on
patient care as the plans continue to be implemented.
The CCG also has a number of projects have been included in the operational plan to support
sustainability in acute services:
Healthy Imaging Platform: Having secured national estates & technology transformation
funding, 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 reducing avoidable waste in the system.
Integrated Heart Failure Service: In 2019/20 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 self-management, as well as improving care for
patients at end of life.
Acquired Brian Injury: A case manager will be appointed to support providers in helping
ensure that patients are placed in the most appropriate setting to support their recovery. This
will help improve the patient journey and flow through the hospital and reduce unnecessary
stays in hospital.

5 Supporting the Wider System
The CCG remains a key partner in the wider health and care system and we will continue to
support neighbouring CCGs and regional NHS England teams to deliver their objectives in
2019/20.
National Diabetic Prevention Programme (NDPP) – Healthier You
Liverpool CCG is part of the third-wave roll-out of this programme which is now operational across
the whole of England. It is a service offering anyone at high risk of developing diabetes (HbA1c in
the range of 42-47 mmol/mol) support to lose weight, make healthier food choices, increase
activity and manage stress. The programme is commissioned directly by NHS England with one
provider for Cheshire & Merseyside. All CCGs are committed to work with partners to implement
and ensure delivery of the programme including:
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Deliver sufficient referrals
Integrate into local referral pathways
Implement marketing and monitor activity and adjust delivery plans accordingly
Participation in Cheshire and Mersey (C&M)-wide governance of the programme

NHSE recently announced that in the next iteration of the contracts it will double capacity for this
programme and extend it to include people with other CVD risk. For C&M, this will be with effect
from August 2020.

Stroke
The CCG has been involved in the development of the Outline Service Proposal for the Stroke
Services Workstream of the C&M-wide CVD Programme. We are supporting this programme and
our Chief Officer has been identified as the Senior Responsible Officer for this.
The proposal has been prepared for consideration by the C&M Health & Care Partnership, its
place-based membership and constituent health organisations. It includes clinically agreed
models of care alongside the emerging scenarios/options for the reconfiguration of acute stroke
services in North Mersey, Mid Mersey and Cheshire & Wirral planning footprints and the
development of gold standard Integrated Community Stroke Teams (including embedded
emotional wellbeing and psychology) across the region.
Liverpool’s innovative model for stroke rehabilitation, which embeds emotional wellbeing and
psychological support within the early supported discharge model, alongside life after stroke
support, has led to being asked to lead development of the psychology model for the National
Stroke Programme. That model is also being used in the development of a plan for emotional and
psychological support for people with other neurological conditions; this is being led by the Neuro
Science Programme Board of the C&M health and care partnership.
The Stroke Association are working closely with NHS England’s team on development of the
National Stroke Plan. In Liverpool we have commissioned them to deliver six-month reviews for
all stroke patients using a nationally-recognised standardised tool. This offers the patient a holistic
assessment where unmet needs are identified and supported. Our performance on delivery of
these reviews increased from 19% of eligible patients in 2016-17 (when it was delivered by
hospital teams) to 82% in 2018-19. This work has drawn keen interest from the National Medical
Director for NHS England and we will look to build on this success in 2019/20.
Cancer
We will continue to be an active collaborator with partners in the Cheshire & Merseyside Cancer
Alliance, with a work programme to:




Implement optimal pathways, including colorectal, lung, prostate, oesophago-gastric, and
head and neck; so patients are seen and diagnosed more quickly if there is a suspicion
they have cancer
Increase the proportion of cancers diagnosed at an early stage, particularly lung cancers,
and cervical, bowel and breast cancers through increased screening uptake
Improve the patient experience for people living with and beyond a diagnosis of cancer,
through the development of the ‘recovery package’ to support people to access information
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and services to support them during their cancer care and improve wellbeing; testing
models to offer this to all patients
Redesign services to maximise the capacity and skills available to quicken the time to
diagnosis and treatment; including testing new models of assessment for suspected cancer
(e.g. use of Faecal Immunochemical Test -FIT in suspected colorectal cancer; vague
symptoms MDT) and risk stratified follow up pathways
Workstreams are also reviewing imaging, endoscopy and pathology strategy across the
Cheshire & Merseyside partnership
Encouraging the collaboration of all partner CCGs in shaping the contract with Clatterbridge
Cancer Centre and service developments for non-surgical oncology in Cheshire &
Merseyside, and close working with NHS England specialised commissioning to do this

More locally across North Mersey we will be:





Active in developing the North Mersey approach to urgent care and cancer and
strengthening pathways to provide care for older people through increased links with
specialist older peoples teams. This involves close partnership working with the A&E
Delivery Board sub group to redesign pathways of care (including ambulatory pathways for
people experiencing complications of cancer, or cancer treatment) and the end of life care
network.
Increasingly collaborative in our approach to service redesign across North Mersey,
working well with partner CCGs on performance, pathway redesign, quality and service
reconfiguration
Coordinating the North Mersey partnership, to act as the multi professional, cross
organisational group which is leading the delivery of the cancer agenda and speaking with a
united voice for cancer across the system. This group champions unified clinical standards
to eliminate variation and drive up quality; encourages and promotes partnership working
across organisations; takes collective responsibility for delivery of priorities in the National
Cancer strategy, and for development and delivery of an optimal cancer model of care for
North Mersey.

Urgent and Emergency Care Review
The CCG began to undertake a system wide review of urgent and emergency care during
2018/19. This review is nearing completion and the next phases of the project will be delivered
during 2019/20. The diagram shows the next steps of the review.
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Case for Change
Mar -19 to Apr - 19

•
•
•
•

•
•
•
Model of care
Apr-19 to May 19 •

Options
Development &
Appraisal
Apr-19 to May-19

•
•
•
•
•

•
•
Consultation & •
Engagement •
June 19

Clinical
Operational
Financial
National and local strategies

Describe the ideal model
Principles of the model
Clinical standards
Clinical dependencies

Long list of options developed
Options Appraisal Framework agreed (criteria & scoring mechanism)
Long list assessed using agreed Options Appraisal Framework
Consider known fixed points/constraints in the system
Short list of options developed

Pre-consultation feedback/Formal Consultation
Public communication & media handling plan agreed
Staff involvement plan
Clear information on range of options being tested

• Pre-consultation business case
Business Case • Final Business Case to support decision making process
& Approval
June 19

6 Quality and Safety
The Health and Social Care Act (2012) mandated that CCGs seek to ‘secure the continuous
improvement in the quality of commissioned services. The CCG has developed a quality
assurance strategy that helps frame this mandate which is to be carried out within the context of
the commissioning cycle to ensure it underpins our planning decisions. One of the enabling aims
of the quality assurance strategy for the CCG identifies specifically the requirements to embed
quality into the commissioning processes, this spans the whole cycle from using impact
assessments when developing projects to ensuring quality measures form part of the review
stage.
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The quality strategy outlines our commitment to continuous improvement and driving down
variation.
As well as this there are areas of additional focus in 2019/20 that the CCG will be looking to
continue to develop. These are summarised here.

6.1 Safeguarding
As a statutory responsibility we will continue to:


Support the implementation and development of national and local safeguarding
arrangements in accordance with guidance, learning from reviews and the Local
Safeguarding Children Board (LSCB) and Merseyside Safeguarding Adults Board
(MSAB), improvement plans and priorities. This will include implementing the Children
and Social Work Act- Wood Review and the Kennedy Review. The new Multi-Agency
Safeguarding Arrangements (MASA) -Children’s Safeguarding- came into place on 1st
April 2019



Implementation of guidance and improve quality in practice in relation to Harmful
Practices, with an increased focus on Modern Day Slavery.



Support the Provider Trusts work plans to improve the quality of transition
arrangements.



Maintain organisational oversight of safeguarding concerns relating to health funded
residents raised within the care home sector as part of The Safeguarding Care Home
Standard Operating Procedure in partnership with the Local Authority.



Ensure that the CCG is compliant with statutory safeguarding responsibilities
requirements; including the oversight and management of progression against action
plans for section 11 scrutiny, NHSE assurance and other safeguarding frameworks i.e.
MSAB chapter 14 audit tool.



Ensure statutory duties for safeguarding are implemented in general practice

6.2 Special Educational Needs and Disabilities (SEND)
The Liverpool SEND area inspection took place in January 2019. Liverpool received a
Written Statement of Action (WSoA) contained in the Ofsted/CQC report of the inspection
dated. In response a joint improvement plan has to be developed by Liverpool City Council
and all partners. However, the lead agencies who have statutory responsibility for the plan
are Liverpool City Council and Liverpool CCG. The overarching joint priorities for action are:
-

The need for leaders to act with pace and consistency in making necessary improvements
The improve and ensure quality and timeliness of Education Health and Care Plans in
compliance with NICE guidelines and the SEND Code of Practice 2016
Develop and demonstrate joint commissioning arrangements
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We will look to make improvements in a number of areas highlighted in the WSoA specifically:
Deliverable/s
Children and their
 Health commissioned
families/carers will receive
services will complete
education, health and care
the health element of
provision (EHCP) that meets
the EHCP within the 6their needs in a timely and
week timescale
personalised way.
 Health commissioned
services will improve
the quality of
information provided
within EHCP
Children with Attention Deficit  Commission services
Hyperactivity Disorder will
with capacity to meet
experience a coordinated and
unmet need in adult
high quality transition from
population
children to adult services
Children with a
 Commissioned
potential/confirmed diagnosis
pathways will operate
of Autistic Spectrum Disorder
effectively and
(ASD) will have improved
efficiently
health outcomes
 Families will be able to
navigate services with
ease
Children aged 14-25 years
with a learning disability (LD)
will have an annual health
check



Children will have access to
equipment that meets their
needs in a timely way



Children in special schools
will receive a high-quality
school nursing service offer
that meets their needs
All children and families with
SEND with SEND will have
access to a personal health
budget







Measure/s
1. KPI on 6-week performance built
into monthly reporting system via
quality schedule

2. Quarterly quality assurance
audits

1. Access times for ADHD services
2. Improved patient/carer
satisfaction measures
1. Access times for ASD services
2. Improved parent/carer
satisfaction rates

1. Improvement in health check
Improve uptake of LD
uptake rates (those aged 14-25)
annual health check in
those aged 14-25 years 2. Improved number of patients
with a health action plan
3. Improved children/carer
satisfaction rates
1. Waiting times for equipment
Improve access times
2. Waiting times for wheelchairs
for equipment
Improve access times
for wheelchairs
Revise the specification 1. Specification finalised
for special school
nursing and implement 2. Specification implemented
Develop and deliver on
personalisation

1. Improved rates of PHBs of
children and families
2. Improved quality of life
measures
3. Improved satisfaction rates

6.3 Equality and Diversity
There is clear evidence that people’s health outcomes, their access to health and wellbeing
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services and experiences are affected by their age, gender, race, sex (gender reassignment),
sexual orientation, and religion/belief and socio economic status. The CCG has set revised
equality objectives to identify and address inequality across the city and support the delivery
of the operational plans aims, objectives and ambitions.
Due regard
The CCG has a legal obligation to pay ‘due regard’ to eliminate discrimination, advance
equality of opportunity, foster good community relations (public sector equality duty, Equality
Act 2010) and reduce health inequalities (Health & Social Care Act 2012). “Due regard”
means that the CCG decision makers have to give advanced consideration of a proposal
before a decision has been made. The commissioning priorities identified in the operational
plan will therefore be underpinned by a robust process which identifies and addresses
inequality via commissioning planning, and equality impact assessments.
Equality Objectives and Equality Delivery Systems 2
The CCG’s has set revised equality objectives (2019 to 2023) to:





To make fair and transparent commissioning decisions
To improve access and outcomes for patients and communities who experience
disadvantage
To improve the equality performance of our providers through collaboration and
partnership working
To empower and engage our workforce

The Equality Objectives plan was developed as a direct result of the CCGs leadership to
implement the equality delivery systems 2 (EDS2) toolkit across all NHS provider Trusts
who operate in Merseyside. This integrated approach means all NHS organisations are
tackling the same key issues and ‘barrier’s to strive to improve access and outcomes for
people who share protected characteristics and people who experience socio- economic
disadvantage. This work is an example of how the CCG in developing into strategic and
tactical commissioner.
Key Objectives such as the implementation of a unified transgender pathway form part of
the operational plan and will support key priorities including: Self-care, Cancer care,
Learning disabilities and mental health, urgent and emergency care and primary care, as
well improving ambitions around prevention, health inequalities, children and young people.
Progress against the Equality Objective Plan will be closely monitored and managed

7 Research, Innovation and Digital
Liverpool remains a leader in digital care designed to empower people to manage their conditions
and improve outcomes. We continue to recognise digital care as a key component in addressing
the health needs of our population and our work in 2019/20 will include:
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EMIS Procurement
Nationally, CCG’s are required undertake a procurement under the new GPIT Futures
framework to ensure GP practices have a contracted clinical system provider from 1st
January 2020, when existing contractual arrangements cease. Specification development
work has begun with an expected commencement date in quarter 3 of 2019/20 for the
procurement process. Contracting must be completed by 1/1/2020.



GMS contract requirements
The five-year framework for GP contract reform to implement the Long-Term Plan published
in January 2019 sets out plans to enable practices and patients to benefit from a number of
specific digital technologies between 2019/20 and 2021/22. These practical changes, along
with other commitments outlined in the framework, will help to solve the big challenges facing
general practice, in particular workforce and workload, improved access, enable widespread
access to “digital first” services with patients and their carers supported to better manage
their health.
These include:











From April 2019, requirement for electronic ordering of repeat prescriptions and
using electronic repeat dispensing for all patients for whom it is clinically
appropriate
By July 2019 all practices will ensure at least 25% of appointments are available
for online booking
From October 2019, practise will register a practice e-mail address with Medicines
and Healthcare products Regulatory Agency (MHRA) Central Alerting System
(CAS) and have a system in place to monitor this and action alerts
By April 2020, all practices need to have an up to date and informative online
presence
By April 2020, practices will provide all patients with access online to
correspondence
By April 2020, practices will no longer use facsimile machines for either NHS or
patient communications
From April 2020, all patients will have online access to their full record and new
registrants will have full access to prospective data from April 2019
By April 2021, all patients will have the right to online and video consultation

NHS App
A number of practices in Liverpool took part in the testing of the NHS App and Liverpool
CCG, along with practices across Cheshire & Merseyside are switched on to enable
patients to use the full functionality that the NHS App currently provides.
Over the coming months our delivery partner Informatics Merseyside will work with
practices to prepare for the national public advertising campaign that is scheduled for
autumn 2019. Practices need to inform their staff, prepare their systems and inform their
patients about the NHS App and the functionality it offers.
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GPIT refresh - agile workforce
A significant primary care IT refresh is taking place during 19/20 to ensure that all IT
equipment in primary care is fit for purpose and compliant with the need to move away from
legacy windows operating systems by January 2020. This opportunity has been used to
provide laptops for clinical staff to operate differently, supporting both agile and primary
care network-based demands on the workforce in addition to accommodating new
technologies. This work is set for completion by Jan 2020.



Infrastructure investment plan
The 5-year infrastructure investment plan will be completed by August 2019 (however will
require constant updating to account for changing needs and income). This plan provides
the structure necessary to identify and deliver IT infrastructure performance, security and
development requirement for the future needs of the system. This activity is critical in
particular for cyber security and meeting the future needs of primary care.



Remote telemetry
Provide the technology to enable the Mersey Care Telehealth Hub and other providers to
explore the usage of Telehealth remote monitoring for:
 Frail elderly people in Care Homes
 Earlier hospital discharge of COPD and HF patients
 Mental health patients
 Remote triage and teleconsultations for Outpatients appointments
 Support of Telehealth trials in neighbouring areas



Liverpool Internet of Things and 5G Projects
Collaborate to identify and trial further Health use cases to take advantage of the new
networks across the city



Re-procure the Joint Telecare Service with LCC
Improve integration of the service with other falls initiatives and best use of the available
falls data

We will also be refreshing our research and development strategy outlining how we will continue to
lead research within the health and care system, work collaboratively with NHS partners and
academic partners on joint programmes. A strategic framework for the management of Research
Capability Funding (RCF) will also be developed. The framework will encompass key priority
areas for the CCG and support joint working for the purposes of research. The aim of this
approach is to further enable the CCG to work on the ethos of looking after the whole community.

8 Financial Plan
The financial plan has been develop to manage the delivery of our control total position.
Indications remain that subject to 2019-20 actual expenditure being broadly in line with planned
values (with any additional expenditure being able to be managed within the 0.5% contingency)
and delivery of the CCG’s Cash Releasing Efficiency Savings (CRES) requirements of £13.8m
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that the CCG should be in a position to deliver against its control total position for the financial
year.
A revised ‘Acting as One’ contract agreement for the North Mersey system also reduces system
financial risk, albeit it does include some tolerances for marginal payment for both under / over
activity performance that would need to be managed.
A key feature of the 19-20 plan is that around £7.8m of new investment is available to support
delivery of Mental Health Investment Standard, the ‘place based’ plan (from H&CP contribution)
and other non-recurrent performance improvement and service developments.
Key Aspects of the CCG’s 19-20 Financial Plan are highlighted here:
2019/20 Resource Allocation
The updated 2019/20 resource limit assumptions for the CCG are as per the below table including
a comparison with the 2018/19 financial year. Resource Allocation updates to the plan are shown
below.
Notified Recurrent Allocation

2018/19
£ 000’s

2019/20 Final
£ 000’s

a) Programme Baseline Allocation

802,026

846,875

Allocation
Growth
£ 000’s
44,849 (5.59%)

(249)

(2,268) *1

(2,019)

633

633

(29)

(29)

0

b) Primary Care Co-Commissioning

75,041

78,259 *2

3,218

c) Running Cost Allocation

10,506

10,508

2

Total Notified Recurrent Allocation

887,295

933,978

46,683

3,588

5,766 *3

2,178

890,883

939,744

48,861

i) Identification Rules
ii) Additional Ambulance Contract Allocation
iii) Other Recurrent – A4C

Non-Recurrent Allocations
Total In-Year allocation

*1 – Adjustment for Specialised Commissioning Identification Rules
*2 – (£2.32m) Adjustment to Delegated Primary Care Allocation in respect of centrally funded
clinical negligence scheme for General Practice (CNSGP)
*3 - £10m drawdown less £4.2m C&M H&CP (0.5% contribution)
Expenditure Assumptions
Anticipated Expenditure Values for the financial year are shown as per the below table, reflecting
final contract agreement and being in line with the methodology agreed by the CCG Governing
body on the 12th March 2019.
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Area of Programme Expenditure

£m

Acute

477.7m

Mental Health

92.5m

Community

91.6m

Continuing Care

41.4m

Primary Care Co-Commissioning

78.3m

Other Primary Care

21.6m

Other Programme

33.0m

Prescribing

88.3m
£924.3m

This results in the following percentage levels of expenditure, which has been impacted upon by
the changes to national tariff and activity growth assumptions in line with NHS England Planning
Guidance.

2%

4%

Acute
10%
Mental Health
Community

8%
4%

52%

10%
10%

Continuing Care
Primary Care CoCommissioning
Other Primary Care
Other Programme

Resource & Applications
The table below shows the additional resources available to the CCG in 2019-20 financial year
(the CCG received ‘programme allocation growth’ equivalent to 5.59% as per the resources
section above) and the ‘application’ of those resources in line with requirements of NHS England
planning requirements including national tariff uplifts, activity growth assumptions and delivery of
the Mental Health Investment Standard.
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19/20
19/20 CCG Allocation Changes (inc delegated primary care)

£46.7m

19/20 Tariff Uplift

(£31.7m)

19/20 Prescribing Increases

(£3.5m)

Activity Growth (Demographic & Performance)

(£18.0m)

Additional Mental Health Investment

(£3.3m)

Identified CRES Assumptions

13.8m

Other Adjustments (Coding & Counting, Service Transfers, Part year Effect
of Investments)

(£4.0m)

Additional Investment Resources

£0m

Cash Releasing Efficiency Savings (CRES)
The CCG’s financial planning assumptions requires savings of the value of £13.8m in order to
deliver its control total position. The planned savings areas are detailed in the table below and are
a combination of both recurrent and non-recurrent initiatives.

£

Rec / Non-Rec

Prescribing

2,664,979

Recurrent

NPFIT

1,529,318

Non-Recurrent

Running Costs

800,000

Recurrent (Part Non-Rec)

Digital Programme

149,446

Recurrent

Community / Intermediate Care

188,345

Recurrent

Contracts

673,571

Recurrent

Continuing Healthcare

952,451

Recurrent
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Clinical Leads

453,028

Recurrent

AQ Contribution

178,346

Non-Recurrent

HCP Contribution

1,200,000

Non-Recurrent

High Cost Drugs (Adalimumab & Others) *

3,225,581

Recurrent

Estates Void / Utilisation

200,000

Recurrent

Enhanced Services

507,800

Recurrent

Demand Management

401,843

Recurrent

Slippage on Planned Investments

718,139

Non-Recurrent

13,842,856

Each saving area is tracked on a monthly basis using the established methodology, with any
variation flagged with the identified savings lead. In order for the CCG to meet its financial
performance duties, any under-delivery of savings will need to be addressed by further CRES
extensions or additional mitigations.
Mental Health Investment Standard (MHIS)
The MHIS is a requirement for CCGs to increase investment in Mental Health services in line with
their overall increase in allocation each year.
With regards to the MHIS in 2019/20, Liverpool CCG’s allocation growth was 5.59% with an
additional 0.7% investment being required of each CCG to comply with the standard. This
therefore required the CCG to increase its 2018-19 comparative expenditure by a total of 6.29%
and as displayed in the table below
2018-19 FOT

6.29%

19-20 Required
Expenditure

Mental Health (Adults &
Childrens)

£104.7m

£6.6m

£111.4m

LD & Dementia

£17.7m

£1.1m

£18.9m

£122.5m

£7.7m

£130.2m
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It is worth noting that 19/20 Tariff Impact / Demographic Contract Growth needs to be taken into
account as part of the required £7.7m increase with the impact of these changes being around
£4.5m of additional expenditure, requiring the CCG to invest an additional £3.2m of in service
developments to ensuring the CCG exceeds the MHIS in 2019-20.
Additional Investments
The financial plan for 2019-20 (and partly as a result of wider national and regional financial flows
e.g. H&CP Contributions and 18-19 CCG Incentive Schemes) has enabled the CCG to create
additional investment resources for the 2019-20 financial year in the area below.
Recurrent

Mental Health Investment Standard Requirements

£3.2m

Transformation Fund (H&CP Place)

£1.7m

CCG Incentive Scheme Impact

NonRecurrent

£2.85m

9 Corporate Risk
The CCG is committed to maintaining an organisational culture that ensures risk management is an
integral part of everything it does. Risk management is embedded into all management systems
and corporate planning; including the setting of strategy and objectives. All ‘One Liverpool’ project
proposals for 2019/20 will include (and adhere to) corporate risk management methodologies. Our
integrated risk management and Assurance Framework ensures that there is sufficient, continuous
and reliable ‘evidential assurance’ of the delivery of our objectives and effective internal systems of
control to manage major risks to organisational success.
Liverpool CCG adopts a ‘three-lines of defence’ approach to risk management. This model provides
the Governing Body and the CCG’s Senior Leadership Team (SLT) three clear line functions to
ensure continued oversight of mitigation plans and assurances of the effectiveness of internal
systems of control:
1. First line– senior lead officers/committees that ‘own’ individual risks and have
responsibility for implementing controls and the timely delivery of mitigation plans;
2. Second line – the CCG’s corporate function which specialises in risk management and
oversees the risk management process, identification of assurance and monitoring of
compliance;
3. Third line – independent assurance received from internal/external audit that the
organisation’s risk management and Assurance Framework sufficiently meets NHS
requirements, is visibly used by the Governing Body and effectively aligns all risks to its
strategic and operational objectives.
Page 31 of 59

The CCG’s risk management process is illustrated in the diagram below:

Step 1 – Identify Risks

Step 2 – Analyse Risks
Step 5 – Monitor
and Review
Step 3 – Evaluate Risks

Step 4 – Treat Risks

Liverpool CCG’s Risk Management & Assurance Framework consists of the following key
components:


Committee/departmental/programme risk registers – to capture operational or
programme delivery related risks and monitor the application/success of controls;



Corporate Risk Register - captures high/severe risks to the delivery of the CCG’s
operational objectives;



Governing Body Assurance Framework (GBAF) - robustly aligns risks to the
achievement of strategic objectives;



CCG Corporate Issues Log – records those risks which have been ‘realised’ and
where immediate corrective/recovery actions are required. This method has been
developed to ensure closer scrutiny of NHS Constitutional Standards
underperformance, failures to achieve compliance with statutory requirements and
where the quality of commissioned services have fallen below acceptable standards.

The Governing Body retains overall oversight of the Corporate Risk Register, GBAF and Issues
Log as a standing agenda item (Integrated Risk & Assurance Report) for each formal bi-monthly
meeting. In addition, the Governing Body is continually sighted on provider performance risk
through the Corporate Performance Report (CPR) which is also a standing agenda item at each
bi-monthly Governing Body meeting.
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Whilst Liverpool CCG’s focus has traditionally been on risks, controls and assurances within the
organisation, due to the increasing number of integrated commissioning arrangements and joint
working, we have adopted a wider focus which crosses organisational boundaries and has
increased the scope and frequency of reporting.
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10 Appendices
Appendix 1 - 2019/20 National Goals and Deliverables
This Annex sets out the deliverables for 2019/20.
Mental Health















By March 2020 IAPT services should be providing timely access to treatment for at least 22% of those who could benefit (people
with anxiety disorders and depression).
At least 50% of people who complete IAPT treatment should recover.
At least two thirds (66.7%) of people with dementia, aged 65 and over, should receive a formal diagnosis.
At least 75% of people referred to the IAPT programme should begin treatment within six weeks of referral.
At least 95% of people referred to the IAPT programme should begin treatment within 18 weeks of referral.
At least 56% of people aged 14-65 experiencing their first episode of psychosis should start treatment within two weeks.
At least 34% of children and young people with a diagnosable mental health condition should receive treatment from an NHSfunded community mental health service, representing an additional 63,000 receiving treatment each year.
By March 2021, at least 95% of children and young people with an eating disorder should be seen within one week of an urgent
referral.
By March 2021, at least 95% of children and young people with an eating disorder should be seen within four weeks of a routine
referral.
Continued reduction in out of area placements for acute mental health care for adults, in line with agreed trajectories.
At least 60% people with a severe mental illness should receive a full annual physical health check.
Nationally, 3,000 mental health therapists should be co-located in primary care by 2020/21 to support two thirds of the increase
in access to be delivered through IAPT-Long Term Conditions services
Nationally, 4,500 additional mental health therapists should be recruited and trained by 2020/21.
The further deliverables for mental health must also be delivered during 2019/20, most notably for:
 perinatal mental health;
 all age crisis and liaison services;
 50% of early intervention in psychosis services graded at level 3; and
 reducing suicides.

Cancer














At least 93% of patients who receive an urgent GP (GMP, GDP or Optometrist) referral for suspected cancer should have their
first outpatient attendance within a maximum of two weeks.
At least 93% of patients with breast symptoms who receive an urgent GP referral for suspected cancer should have their first
hospital assessment within a maximum of two weeks.
At least 96% of patients should wait no more than one month (31 days) for their first definitive treatment, from the date a
decision to treat is made, for all cancers.
At least 94% of patients should wait no more than one month (31 days) for subsequent treatment, from the date a decision to
treat is made, where the treatment is surgery.
At least 98% of patients should wait no more than one month (31 days) for subsequent treatment, from the date a decision to
treat is made, where the treatment is drug treatment.
At least 94% of patients should wait no more than one month (31 days) for subsequent treatment, from the date a decision to
treat is made, where the treatment is radiotherapy.
At least 85% of patients receiving an urgent GP (GMP, GDP or Optometrist) referral for suspected cancer should wait no more
than two months (62 days) for their first definitive treatment, for all cancers.
At least 90% of patients with an urgent referral from an NHS cancer screening programme should wait no more than two
months (62 days) for their first definitive treatment.
Implement human papillomavirus (HPV) primary screening for cervical cancer across England by 2020
From September 2019, all boys aged 12 and 13 will be offered vaccination against HPV-related diseases, such as oral, throat
and anal cancer
Extend lung health checks (already piloted in Manchester and Liverpool)
From 2019, we will start the rollout of new Rapid Diagnostic Centres (RDCs) across the country
Implement a stratified approach for follow up for breast cancer in 2019 and prostate and colorectal cancers in 2020 (expanding
to all cancers which are clinically appropriate in 2023). From 2019, we will begin to introduce an innovative quality of life metric
– the first on this scale in the world – to track and respond to the long-term impact of cancer

Referral to Treatment Times







Building on the expectation that providers will deliver March 2019 waiting lists at the March 2018 level, all providers to reduce
their waiting list during 2019/20.
No patient will wait more than 52 weeks for treatment.
Every patient waiting 6 months or longer to be contacted and offered the option of care at an alternative provider
Implement agreed standards as set out in the Clinical Standards Review to be published in spring 2019.
No more than 1% of patients should wait six weeks or more for a diagnostic test.
Ensure patients will have direct access to MSK First Contact Practitioners

Primary Care
Healthcare Partnership/ICSD must develop a primary care strategy that includes:




local investment in transformation with the local priorities identified for support;
PCN development plan; and
local workforce plan which supports the development of an expanded workforce and multidisciplinary teams and sets out the
strategy to recruit and retain staff within primary care and general practice.

In addition to this the CCG will ensure the completion of audits that cover:





primary care commissioning and procurement activities;
primary care contract and performance management;
primary care financial management; and
governance of all primary medical care delivery.

Urgent and Emergency Care






The existing NHS Constitution standards remain in force until new clinical standards for urgent and emergency care are set out
in the Clinical Standards Review, to be published in spring 2019, tested in the first half of the year, and implemented from
October 2019.
Ambulance services should ensure they meet ambulance response time constitutional standards as set out below:
o Category 1: 7 minutes (mean), 15 minutes (90th centile)
o Category 2: 18 minutes (mean), 40 minutes (90th centile)
o Category 3: 120 minutes (90th centile)
o Category 4: 180 minutes (90th centile)
No one arriving by ambulance should wait more than 30 minutes from arrival to hospital handover.

Learning Disabilities and Autism










Reduction in reliance on inpatient care for people with a learning disability and/or autism (CCG-funded) to 18.5 inpatients per
million adult population by March 2020
Reduction in reliance on inpatient care for people with a learning disability and/or autism (NHS-England funded) to 18.5
inpatients per million adult population by March 2020.
At least 75% of people on the learning disability register should have had an annual health check.
CCGs are a member of a Learning from Deaths report (LeDeR) steering group and have a named person with lead
responsibility.
There is a robust CCG plan in place to ensure that LeDeR reviews are undertaken within 6 months of the notification of death
to the local area.
CCGs have systems in place to analyse and address the themes and recommendations from completed LeDeR reviews.
An annual report is submitted to the appropriate board/committee for all statutory partners, demonstrating action taken and
outcomes from LeDeR reviews.
Expand the STOMP-STAMP programmes to stop the overmedication of people with a learning disability, autism or both by
2023/24
Continue to reduce the number of people with a learning disability, autism or both in inpatient care

Maternity









Start to implement an enhanced and targeted continuity of carer model to help improve outcomes for the most vulnerable
mothers and babies
Offer all women who smoke during their pregnancy, specialist smoking cessation support to help them quit
Support work to achieve a 50% reduction in stillbirth, maternal mortality, neonatal mortality and serious brain injury by 2025
By spring 2019, every trust in England with a maternity and neonatal service will be part of the National Maternal and Neonatal
Health Safety Collaborative, supported by Local Learning Systems
Roll out the Saving Babies Lives Care Bundle during 2019
Maternity digital care records are being offered to 20,000 eligible women in 20 accelerator sites across England, rising to
100,000 by October 2019
Continue to work with midwives, mothers and their families to implement continuity of carer so that, by March 2021, most
women receive continuity of the person caring for them during pregnancy, during birth and post-natally
All maternity services that do not deliver an accredited, evidence based infant feeding programme, such as the UNICEF Baby
Friendly Initiative, will begin the accreditation process in 2019/20

CURE pilot

Prevention

The overall objective of the CURE
project is to deliver a 12 month pilot at
the Royal and Aintree Hospitals
reflecting the Ottawa smoking cessation
model within acute care for in-patients,
with the aim of reducing the impact of
re-admission, healthcare utilisation &
mortality.
CURE is an acronym which describes an
approach to smoking cessation as an
acute treatment for inpatients to enable
the change required to make a
meaningful impact on longer term
cancer rates:
C – CONVERSATION: have the right
conversation every time
U – UNDERSTAND: understand the level
of addiction
R – REPLACE: replace nicotine to
prevent withdrawal
E – EXPERTS & BEST EVIDENCE-BASED
TREATMENT: for all patients

1. Steering group established
2. Trusts Clinical & Project lead identified
3. Baseline review of current practice and service
configuration
4. Agree KPIs
5. Draft Service Spec
6. Develop KPIs monitoring & impact evaluation
framework –
Consider external evaluation commission?
7. Agree Service Model
8. Clinical Effectiveness Group
9. Contract variation
10. Recruitment process commence mid-April
11. Trust comms and engagement plan
12. Pathways, protocols, IT system in place
13. Staff training plan and roll out of online to
commence
14. CURE staff team in place
15. CURE staff team initial core training
16. CURE implementation phase 1 LIVE (test
process, with key cohorts)
17. CURE full implementation Live

Mar-19
Apr-19
Apr-19
Apr-19
May-19
May 19
May-19
May-19
May 19
Jun-19
May-19
May-19
May-19
Jul-19
Aug-19
Aug-19
Oct-19

Oct-19

Desired Outcomes (KPIs)

Impact

-Smoking quit rate > 20% and
8 and 12 weeks

Reduction in non-elective
admission of 435, indicative tariff
£566,302 and associated AED
attendances (£67,630)



Acute Services Sustainability

Milestone
Delivery
Dates

Integrated Community Services/Primary
Care

Key Deliverables/Milestones

Population Health and Prevention

Project

Implementation date

Scheme Name

Programme

Appendix 2 –2019/20 Operational Plan

Exercise on Prescription
Smoke Free Start to Life
Integrated Cardiac and
pulmonary rehabilitation

Prevention
Prevention
Respiratory

Use the current available evidence base
for exercise referral and the findings of
the Exercise for Health evaluation, to
implement a re-designed referral,
induction, practitioner support and
activity offer to increase the number of
referrals and retention levels amongst
people aged 40+ with long-term health
conditions, living in Liverpool. Referrals
would be made via primary care under
the existing agreement and via
secondary care via a new agreement to
enable additional healthcare
professionals to refer patients.
Large scale delivery of the tobacco
control strategy to reduce smoking
prevalence and exposure to secondhand smoke. The Liverpool Smokefree
Home Programme will include multiple
interventions delivered in partnership
with Housing, Children's Centres,
Schools, Fire and Rescue and NHS
service partners, and will be supported
by insight driven social marketing
campaign. The programme will also
support the implementation of NICE
Public Health Guidance by incorporating
an innovative Risk Perception
intervention as part of the Smoking in
Pregnancy pathway in Liverpool
Women's Hospital, to reduce Smoking at
Time of Delivery rates among the
highest risk groups.

The clinical 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 non-elective spend
and mortality

1. Steering Group established
2. Review research recommendation and
performance data
3. Agree new model of delivery
4. IT system in place and e-referral developed
5. Agree KPI and impact evaluation framework,
service specification
6. Commissioning independent evaluation
7. Rebrand Exercise for Health, develop
communication and evaluation plan
8. Service review complete and staff appointed
9. Roll out of staff training
10. Full launch of new scheme
1. Establish a steering group of partners to develop
the Smokefree Homes programme
2. Develop and commission an evaluation
framework for the Smokefree Homes Programme
3. Develop a Communications Plan
4. Identify staff at LWH to be trained, establish
locations and implement the risk perception
intervention
5. Pre intervention baseline for the Smokefree
Homes work established
6. Risk Perception training completed initial s
7. Smoke free homes policy launched in the Speke
area
7. Commence the use of the Risk Perception Tool in
partnership with LWH and Smokefree Liverpool
8. Additional Smokefree Homes activities all
developed and implemented to underpin the
Smokefree homes approach
9. Review use of the risk perception tool and revise
as appropriate
10. Conduct 6-month analysis post launch of the
Smokefree Homes Programme and the Risk
Perception tool
11. Receive final Smokefree Homes evaluation
reply
1. Financial and operational delivery plan
supported by Clinical leads and provider finance
teams, to be signed off by operational board.
2. Mobilisation including integration of the 3 teams
commences
3. Mobilisation complete

Mar-19
Mar-19
Apr 19
May 19
Q1 19/20
Q1 19/20
Q1 19/20
Jul 19
Jul 19
Sep 19

Decrease the % of adults who
are physically in active Increase
the % of adults who are
physically active
Decrease the % of adults who
are physically in active



Sep-19

Jun-19

Reduce smoking ta time of
delivery from 12.9% to 11%
Reduce adult prevalence of
smoking from 15.5%

Jun-19
Jun-19
Jun-19
Sep-19
Sep-19
Sep-19
Dec-19
Dec-19



Jun-20

Dec-19
Mar-20
Jun-20

 

May 19
May-19
Mar-20

< 75 Cardiac mortality (One
Liverpool); 3 cardiac deaths
avoided by 20/21
< 75 Respiratory Mortality (One
Liverpool); 147 COPD deaths
avoided by 20/21

Reduction in COPD admissions
by 222 at indicative tariff of
£456,332






Enhanced Community Integrated Respiratory community clinics
Respiratory Team
for Asthma
Transgender pathway
All Age ICTs

Respiratory
Respiratory
Planned Care
Community Neighbourhood Delivery

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.
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

1. Develop implementation plan, governance and
reporting structure with key deliverables and
milestones
2. Start mobilisation in alignment with prescribing
efficiencies
3. Partial mobilisation complete

The proposal is to commission a primary
care led model via GP with Interest
(GPwI) with direct referrals from GPs.
The service proposes to manage and
support patients and families whilst they
wait for a GIC appointment; this
includes identifying patients already
waiting as well as undertaking the
referral process for new patients
seeking access to gender identity
services. Following an initial
consultation, the GPwI will directly refer
(where needed) patients to any
additional services

Milestones & Timescales being developed

Implementation of a dedicated
Integrated Care Team co-ordinator role
to achieve better co-ordination of
Integrated Community Care teams with
a view to proactively managing patients
in the community to achieve improved
outcomes

Milestones & Timescales being developed

Jul-19

Reduced asthma / inhaler
prescribing spend
Reduced NEL asthma admissions
Reduce Asthma AED activity
Reduce Asthma bed days

Sep-19
Mar-20

Reduction in asthma admissions
by 147 at indicative tariff of
£93,594



Mar-20


1. Develop implementation plan, governance and
reporting structure with key deliverables and
milestones
2. Start mobilisation in alignment with prescribing
efficiencies
3. Partial mobilisation complete

Jul-19
Sep-19
Mar-20

Mar-20

Reduce the number of COPD
admissions
-16 by Mar-19
-53 by Mar-20
-53 by Mar-21



Reduction in COPD admissions
by 53 at indicative tariff of
£107,511






Increased trans patients
receiving appropriate medical
care and treatment
Delivery of pathway in 18 weeks




Increase in people with a serious
mental illness who have received
a list of physical checks
Reduction in proportion dying in
hospital
Increase in proportion dying in
home
Increase in the last 24 months
the total number of patients
who died in their preferred place
of death
Increase in Social care reported
quality of life Increase in Health-related
quality of life for people with
long-term conditions
Increase in Proportion of carers
who reported that they had as





Implement Carer Passport and CQC
Quality Markers for Primary Care
Multiple and Complex
Needs - Extension of
Homelessness LES
Refugee & Asylum Seeker Health

Community Neighbourhood Delivery

Community
Neighbourhood Delivery

Carers

much social contact as they
would like
Decrease in permanent
admissions to residential and
nursing care homes
Increase in Number of patients
still at home 91 days after
discharge from re-ablement
services

Pilot a carer passport scheme (aligned to
the CQC Quality Markers for Carers in
Primary Care) across GP practices to
provide a consistent strategic approach
to the identification, communication
and support of carers.

Investment in existing Homelessness LES
run by Brownlow Group practice. Work
on future model will take place during
19/20.

1. Agree GP practices to be included in pilot based
on data analysis
2. Contact GP practices and schedule initial
meetings
3. Recruit post holder
4. Co-design model and agree pathway
5. Evaluate pilot
6. Develop business case to implement city wide
sustainable business case

1. LES to be costed
2. Proposal approved at Finance Committee
3. CV & Implementation

Mar-19
May 19
July-19
Nov-19
Mar 20
Mar-20
Mar-20

Apr-19
May-19
May 19
May-19

To enable existing and multiple
providers, led by Primary Care 24 as the
provider of the main service, to:
•Work together to co-produce an
integrated model that meets
requirements and increases capacity;
• Facilitates alignment of existing
services as appropriate to the new
model offering retraining to staff where
necessary
• Enables data-flows in order to monitor
impact on activity as per plan
• Develop a framework based on the
Doctors of the World model to enable

1 Set up development group to oversee design
process
2 Consult on model with clinicians and service
users and other expert informants
3 Identify and prepare existing services for
decommissioning or realignment to support new
model
4 Agree clinical & workforce assumptions
underpinning capacity and demand calculations so model can be costed
5 Finalise service model and costs
6 Determine whether for new services using most
appropriate procurement route
7 Begin transition to new model
8 Recruit to new posts

April 2019
July 2019
Oct 2019
Oct 2019
Oct 2019
Dec 2019
March
2020
March
2020

Mar-20

Increase number of carers (of all
ages) registered and supported
within primary care
The proportion of carers with a
long term condition who feel
supported to manage their
condition
Improve carer-reported quality
of life
Increase in the number of carers
who find it easy to find
information about support

Reduction in negative impact of
caring on carers physical and
mental health and wellbeing.

Improved care for homeless and
complex lives population

Reduction in complex admissions
by 736 at indicative tariff of
£1,095,365 and associated 1,740
AED attendances at cost
£233,992









The implementation of the Social
Innovation model focussing on the
needs of people within Liverpool and
Sefton neighbourhoods, by providing a
one front door to a range of health
enhancing and supporting services
within the areas of Health Protection
and Proactive Care; Anti-poverty;
Wellbeing; Economic Inclusion; Rapid
Response and Crisis Resolution and
Workforce Development

Social Innovation

Community Neighbourhood Delivery

input into health services from
volunteer clinicians and practitioners

1, Pilot regular attendance of 3rd Sector reps at
ICTs in 4 neighbourhoods
2. Review learning from pilots and expand to 12
neighbourhoods
3. Develop targeted communications with all
stakeholders
4. Map current 'connector' landscape
5. Identify agreed role for Link connectors
6. Align resource holders and staff teams to Social
Innovation model
7. Establish Link Connector teams
8. Review digital strategies and platforms across
health system
9. Pilot scaling up of programmes for frail people &
people with complex needs in 3 sample
neighbourhoods
10. Extend anti-poverty project into pilot areas in
secondary care (MH, Children and YP and
Respiratory
11. Investments in place to ensure full
neighbourhood access to wellbeing offer
12. Involve the support of employers and
businesses to the health agenda
13. Develop & pilot Social Innovation education
and awareness resource
14. Develop strategic comms strategy
15. Formal appointment of 3rd sector facilitator
and accountable body
16. Define evaluation framework

Sep-19
Oct-19
Jun-19
Jun-19
Jun-19
Jun-19

- Reduced demand
- Improved Health and Wellbeing
- Improved self-care and
recovery

Apr-19
May-19
onwards
May-19
onwards
May-19
onwards
May-19
onwards
May-19
onwards
Apr-Sep
19
Mar-19
onwards
Apr-19
ongoing



Dementia Strategy
Suicide Prevention
Preventative Day
Services

Older People
Mental Health
Mental Health

The Dementia Forward View is a joint
health and social care strategy for
Liverpool that sets out priorities for
improving the dementia pathway from
prevention through to end of life care.
The aim, as decided by those living with
dementia and their carers is 'To enable
people with dementia and their carers
to live as well as they can with the
condition, at whatever stage of the
illness and wherever they live.' Key
objectives include ‘increased dementia
diagnosis rates, joint personalised care
planning (potentially including
Personalised Health Budgets), improved
post diagnostic support linked closely to
social prescribing, options to re-engage
with the voluntary and community
sector particularly around the needs of
BAME communities and other
disadvantaged groups, improved respite
offer for carers, suitable
accommodation that reduces premature
reliance on residential and nursing care
homes and options for an improved
response for people experiencing a
crisis'.
To work closely with the Local Authority
to develop a refreshed suicide
prevention strategy for Liverpool. This
close working will reflect the CCGs
responsibility for commissioning crisis
care services but go beyond this to
reflect the issues that those at risk of
suicide are not always known to services
and that risk factors arise from many
wider issues which can be influenced.
Re-commissioning of existing
preventative day services across the City

1. Finalise the Dementia Forward View
2. Develop Implementation Plan
3. Establish governance arrangements
4. Deliver as planned
5. Realise Benefits

1. Establish suicide strategy group (LCC)
2. Consider existing suicide strategy and identify
areas for update
3. Refresh strategy (LCC)
4. Launch and awareness (LCC)

1. New contracts awarded
2. Contract mobilisation
3. New contracts operational

July 19
July 19
August 19
2019 2022
2020
onward

Increased Demetria diagnosis
rates
Max 6 week wait from GP
referral to assessment
Post Diagnostic Support (PDS)
services offered to all with a
positive diagnosis
Max 8 week wait to PDS Group
Contact from Navigator Service
within 14 days of diagnosis
PDS is compliant with NICE
guidance as per baseline
assessment
Patient Reported Outcomes
Measures agreed and reported
Annual Care plans completed
and reviewed

Apr 19
May-Aug
19
Sep-Oct
19
Dec-Jan
19/20

1.
01/10/19
2. October
to Dec
3.
01/01/20

Implementation of multi-agency
suicide prevention strategy to
support those in crisis by
1/9/2020.
Zero Suicide. Reduction
admissions for self harm.
Increase in the numbers of
people accessing specialist
bereavement support post
suicide.
Adult social care outcomes
framework (ASCOF). ASCOF 1A.
ASCOF 1I ASCOF 4B: ASCOF 3A:
Jan-20

Need to identify from the
Dementia Data Catalogue

 





Community Geriatrician
Falls Pick up Hospital avoidance car

Community Neighbourhood Delivery
Community Neighbourhood Delivery

This scheme is to support developments
in community frailty care and
reablement services in Liverpool. The
scheme aims to provide specialist
Consultant Geriatrician support to
patients, carers and clinicians caring for
patients with clinical markers of frailty
and frailty syndromes in community
settings, as opposed to a Community
Geriatrician role that is predominantly
secondary care facing.
The vision is too keep people living
safely in their usual place of residence
for longer by positively maximising
independence supported by carers,
families, communities and services.
When people do need care, this will be
responsive, of high quality, based on
personal needs and delivered seamlessly
across health and social care.
It is recognised that this scheme will be
an innovative development in Liverpool
which will move the Community
Geriatrician Resource from secondary
care into the Community Service
provider.
The Falls Pick Up service/hospital
avoidance car would be a combination
of a Paramedic and Occupational
Therapist being available between 84PM ,5 days week, responding to NWAS
calls for falls and responding to the
patient and offering immediate support
services. The overarching aim is to
reduce the number of NWAS call outs in
response to patients who have fallen at
home and the subsequent need for
ambulance conveyance to AED and
potential hospital admission. The Falls
pick up service would respond to a call
within 30 minutes of a fall to uninjured
clients in their home & reduce the
number of calls to NWAS; supporting
people quickly to prevent ‘long lies’ and
deterioration.

1. Meeting with community provider to discuss
CG Resource
2. Report submitted to Community Executive
Team on proposal
3. Business case and investment approved
4. Development of CG/admin post JD for
community
5. Recruitment process start
6. Recruitment process complete
7. Finance released to provider/contract variation
8. Start of 2 community geriatrician posts
9. Implementation plan developed of community
frailty/care home model aligned to Integrated
Community Care Teams

1. CBI Modelling of Liverpool Investment and
Outcomes expected
2. Investment Approved
3. Initial Meeting with provider - NWAS
4. Decision on contracting mechanism
5. Commission/procure Service
6. Develop project plan
7. Develop recruitment plans
8. Start Recruitment process
9. Establish Project Group
10. Implementation of project - Go Live

Mar - 19
Mar-19
April -19
Apr - 19
May-19
June – 19
July – 19
Sept – 19
Sept/Oct 19



Apr-19
Apr-19
Apr-19
Apr-19
May-19
May-19
May-19
Jun-19
May-19
Oct-19



Enhanced Health in Care Homes
Bereavement by Suicide
Sexual Assault and Abuse Support

Older People
Mental Health
Mental Health

Enhanced Health in Care Homes (EHCH)
is the implementation of a clinical model
for Care Homes with the key elements
of:
(1) GP - Enhanced primary care support
(2) Workforce training and development
(3) Integrated Care Team - MDT in reach
- Reduce Clinical events
(4) High quality EOL anticipatory care
planning
(5) Digital/ credible alternative to 999
This work is being led under the
provider alliance frailty priority area

1. Work to identify 7 priority care homes based on
available data for phase one roll out
2. Comms and engagement with care homes
3. Implementation of model - phase one

Suicide has significant impact for those
directly affected, as well as emotional
impact there are often practical and
financial implications also issues that
impact on those bereaved by suicide.
Evidence exists of a significant waiting
list in Liverpool for those bereaved by
suicide and that existing bereavement
services do not meet the needs of those
affected by suicide. Whilst a peer
support group (SOBS) does exist, this
does not provide a therapeutic service
for those who require support and, who
may also be, at risk, due to the impact of
the suicide.
Liverpool’s Sexual Assault and Abuse
Support Service (RASA)
The service’s aim is to provide a
seamless aftercare service to survivors
of sexual assault or rape within
Merseyside that enables them to cope
with their trauma and to recover as fully
as they are able, within and outside of
any criminal justice process. It offers
community based advisors who deliver
practical and emotional support and/or
counselling and well-being services for
all survivors regardless of age, gender,
sexuality, race, ability or any other
characteristic.
Currently funded by LCC. Currently
negotiating with LCC around this area
and working across LCC and LCCG
commissioned services is a possible
option.

1. Develop joint approach with Local Authority
2. Seek expressions of interest from existing
providers
3. Allocate resources for 18-month Pilot
4. 1st October

May 2019
June 2019
July 2019

1. Improving the Health &
Wellbeing of Residents within
Liverpool Care Homes

Jul-19

2. Reduce NWAS 999 calls &
conveyances from Care Homes
by 20% over 2 years

 

3. Increase by 10% people dying
in their usual place of residence
over 2 years.

May 19
Jul 19
Sep 19
Oct 19

Reduced impact of suicide on
families



1. Meet with Police Commissioners to discuss
options
2. Attend contract meeting to discuss service
delivery and monitoring
3. Proposals for possible service changes and closer
working

May 19
Jul 19
Aug-Dec
19

Increases in numbers of people
accessing support for sexual
violence.





Positive Behavioural
Support Organisation and
Workforce Development

Commissioning Strategy and Pathway design:
Knowledge and understanding, Self-assessment,
Pathway Design, Strategy Development

31/12/19

01/04/19

31/03/20

31/03/2020

Decrease reliance on specialist
inpatient care



Organisation and Workforce Development engagement with providers, senior leader
awareness, actioning planning and training delivery

Lymphoedema

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.

Crisis Resolution Home Treatment

Learning Disabilities
Community Neighbourhood Delivery
Mental Health

Positive Behavioural Support
Commissioning Strategy, Pathway,
Organisation and Workforce
Development (Liverpool and Sefton)

1. Agreement with neighbouring CCGs to be part
of contracting for the Lymphoedema service
2. Procurement route for transfer of existing
Lymphoedema service identified
3. Strategic commissioning service specification for
Lymphoedema service developed and agreed
4. Improvement plan and associated investment
for improvement of Lymphoedema care in
Liverpool community services agreed with Mersey
Care
5. Amendments to Liverpool community nursing
services service specification to support
Lymphoedema improvement plan
6. Lymphoedema service with new provider

May 19
Jun 19
Jun 19
Jul 19

Aug 19
Apr 20

Apr-20

Crisis Resolution and Home Treatment
(CRHT) teams 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
project is to transform this model into
an integrated crisis resolution and home
treatment team which has fidelity with

1. Establish KPIs for service
2. Agree further monitoring requirements relevant
to review of crisis care
3. Service fidelity assurance review complete
4. Assurance review of service operating protocols
(SOPs) complete
5. CRHT service provision/position and further
requirements 19/20 agreed.
6. Service KPI review complete

Apr-19
May-19
May-19
Jun-19
Aug-19
Feb-20

% 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
% 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
Patient experience/satisfaction
questionnaires: Friends and
Family Tests
Waiting times met and
improvements demonstrated
% reduction in cellulitis related
hospital admissions
% decrease in cellulitis episodes
% reduction in the number of GP
surgery visits | GP home visits |
PN visits | DN visits HCA visits
Number of healthcare
professionals offered and taken
up education and training of
lymphoedema
Increase impact of
lymphoedema treatment on a
patient’s quality of life (LYMQOL
or QOL SF-36)
MH Community Teams Activity
Proportion of admissions to
acute wards that were gate kept
by the CRHT teams (QA) 91.23%
(Q3 17/18) 97% 2018/19
Fidelity of Service Achievement
of Green for 39/39 Measures
11/39 39 31st March 2019
Overall Fidelity Score 97/195
June 17 195 31st March 2019

Reduction in emergency
admissions for cellulitis by 298 at
indicative tariff of £717,449





Crisis Resolution
section 12 App
Mental Health
Triage car
Mental Health
Advocacy
Adult ADHD Pathway

Mental Health

Mental Health

Mental Health

Mental Health

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

S12 Solutions pilot functionality allows
registered s.12 doctors to login to the
app or website, update their availability
for MHA assessments and manage their
contact information. AMHPs login and
search the doctor directory via
availability, location, specialism,
employer type and languages spoken,
then contact the appropriate doctors via
the app.
The project involves Police Officers and
Mental Health Practitioners working
together when responding to people in
crisis. Pilot evaluation showed success,
scheme to be mainstreamed. Next
phase is implementation of follow up
pathway

1. Agree across Cheshire and Mersey Footprint
and sign off project timescales
2. Initial set up complete
3. Licences for all AMHPs, doctors and other
necessary users in place
4. Claim form submission, appraisal and payment
process revised

Mar 19
May 19
Jun 19

1. Agree specific funding profile and resource
requirements
2. Review service requirements and options for
improvement
3. Agree new service offer and reporting
requirements

Apr-19
Jun-19
Jun-19

This project proposes an assessment of
the unmet need arising from the lack of
community-based wellbeing advocacy
as a basis for renewed emphasis on its
provision as part of the vision for future
prevention services being developed
between Liverpool CCG, community
health services and Liverpool City
Council. It is proposed that any future
provision conforms to local standards
for the provision of one-to-one
advocacy in order to assure quality, and
to monitor and evaluate eventual
provision in terms
A project to address problems in
accessing assessment, diagnosis,
treatment and support for adults with
suspected ADHD through a process of
pathway redesign including
• Work across Cheshire and Mersey
footprint to ensure consistency of
approach and economies of scale
•integration of ADHD support into

1. Establish joint action meeting with Liverpool
City Council lead
2. Develop framework to assess unmet need and
rescope provision
3. Develop new outcomes framework and service
scope
4. Establish process for joint commission with
Liverpool City Council
5. Align procurement of service with procurement
of LCC day opportunities
6. Mobilisation start
7. Mobilisation complete

Apr-19
May 19
Jun-19
Jun-19
Jun 19

1. Agree capacity and demand model with clinical
provider with activity levels against increased
investment
2. Agree increased capacity with third sector
provider with activity/outcomes against increased
investment
3. Contract variations agreed and signed
4. Mobilisation of revised pathway

Jun 19

Jun-19

Response Times
Service Activity levels
Reduced AE Attendance
Reduced NE Admissions
Reduced LOS for MH Patients



Increased capacity and access
Reduced section 136
Better experience for patients



- Reduced inequalities
- Independence
- Improved health outcomes

Sept-19
Dec 19

Apr-19
Apr-19
Apr-19
Jun 19



Increased contract level to meet
demand
Reduction of the waiting list to
18 weeks
Achievement of NICE guidance

 

Infant Feeding Pathway

Children's

Child and Adolescent
Child and
Child and Adolescent Mental
Mental Health Support
Adolescent
Health Support (CAMHS)
(CAMHS)
Mental Health
Green Paper
Support (CAMHS)
Online
Primary Care Liaison
Trailblazer/Whole
counselling
school approach to
MHEWB

“mainstream” secondary mental health
services and primary care
• Locating screening, diagnosis and noncomplex treatment in community
settings
• Access to primary care based expertise
• A waiting list initiative to clear backlog
• Work with children and young
people’s services to develop a transition
pathway
• Continue to support psychosocial
interventions

Primary Care Liaison

Online counselling

Green Paper Trailblazer/Whole school
approach to MHEWB

1. Identify need
2. Agree Re-alignment of current funding and
specifications with Alder Hey CAMHS
3. Agree stakeholder group to develop model
4. Agree Specifications and CVs (Alder Hey & YPAS
5. Recruit Workforce
6. Start to Review Model and Activity
7. Complete Review of Model and Activity
7. Revise and Agree Contracts for 2020/2021

Feb -19
Jun-19

1. Identify Need
2. Submit Paper to FPCC
3. Agree procurement process and timescales

Oct-18
May-19
Jun-19

1. Expression of Interest for Green Paper 2019/20
wave

Jun-19
Jul-19
Sep-19
Dec-19
Mar-20
Mar-20

Mar-20

Increased capacity in CYP MH MHIS
Achievement of CYP Access
target
Improved access through
reduced waits

Reduced waits for therapeutic
support

Increased capacity in CYP MH MHIS
Achievement of CYP Access
target
Improved access through
reduced waits
Achievement of CYP Access
target
Improved access through
reduced waits

Reduced waits for therapeutic
support






Jun-19

May-19

May-19






Reduction in emergency
admissions for CYP
Reduced waits for therapeutic
support






This focuses on the implementation of
an integrated infant feeding pathway for
the 0-6-month age group, and their
families, via a multi-agency community
based infrastructure. Capacity will be
created, both to support families in
locality based hubs (including children's
centres), and to ensure that expertise is
established across out of hospital 'bases'
within community teams. More
targeted, timely and consistent
interventions can be mobilised,
alongside diagnostic processes, thereby
reducing unnecessary specialist
appointments in inappropriate

1. Establish Funding
2. Recruit to post
3. Train new post holder
4. Agree governance
5. Start Implementation of pathway
6. Implementation complete

Mar-19
May-19
May-19
May-19
May-19
May-20
May-20

1. Reduction in hospital based
activity, including follow ups by
CNS - by 25% in year 1 and by
50% in year 2
2. Reduction in unnecessary
prescribing costs
3. Reduction in AED attendances
4. Improved patient / family
experience
5. Reduction in referrals to
specialist services, including
paediatricians







General Practice Specification

Primary Care

environments. This approach will not
only reduce hospital based activity, but
will support a reduction in unnecessary
prescribing and ensure the best
targeting of expertise and resources,
based on assessed need. There will be
continued telephone support for
families and implementation of an
advice line for health visitors, facilitating
shared care. In addition, this scheme
will create capacity to provide support
to the relevant paediatric wards and the
AED, facilitating prompt discharge and
sign-posting to more appropriate
services.
An enhanced specialist nurse
infrastructure will underpin the
implementation of a clinical pathway
and will also enable the coordination of
training and expertise required across
multiple agencies (HVs, GPs, WiC, AED,
children's centre staff, Early Help teams)
to deliver on this care approach.
The Liverpool Quality Improvement
Scheme (GP Specification) has been in
place since 2011. The specification was
developed to improve the quality and
consistency of General Practice across
the city, in order to improve the health
of patients, reduce inequalities and
ensure most cost effective use of
resources. In addition, through
additional investment, its aim was to
reduce the variation in service provision
across general practice in Liverpool. An
evaluation of the previous iterations of
the GP specification that the
Specification supported Liverpool in
improving services, it didn’t reduce
variation between the better off and the
more deprived parts of the city and may
have contributed to widening
inequalities as practices in less
challenging areas were able to improve
quicker. As a result, the 2019-21
specification will focus on variation in
delivery of services, and variation in
outcome for patient populations

1. Development of target setting methodology
2. Review of draft specification by SLT
3. Sign off of draft specification by Primary Care
Commissioning Committee
4. Consultation with LMC
5. Sign off of specification by Governing body
6. Launch of specification to membership
7. Specification live

Apr-19
Apr-19
May-19
Jun -19
Jun-19
Jun-19
Jul-19



01-Jul-19





Self Care
Stoma

Prescribing
Prescribing

In March 2018 following national
consultation NHS England (NHSE)
released guidance on prescribing for 37
conditions advising CCGs that NHS
prescriptions should not generally be
offered for these conditions (with
general exceptions).Liverpool Medicines
Optimisation Committee (MOC) were in
agreement that a proposal to
implement NHSE guidance for all 37
conditions in Liverpool had the potential
to widen health inequalities and create
additional pressure on General Practice.
However the group also felt that that
prescribing should not continue for
certain conditions where treatment is of
limited value and symptoms tend to
resolve by themselves or with homely
remedies. This project will also help to
deliver self-care messages to patients
and promote the use of community
pharmacies for advice on minor
conditions. The group therefore agreed
the recommended proposal would be to
implement the guidance for a number of
the conditions (16) where treatment is
deemed to be of limited clinical value
and work with NHSE to revise CaTC
accordingly, but to continue to prescribe
for other conditions
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.
A key aspect of the service model is that
patients will still be able to choose
which community pharmacy or
dispensing appliance contractor (DAC)
dispenses and delivers the items of their
prescription.

1. Sign off proposal at Liverpool Medicines
Management Committee
2. Complete Equality Impact Assessment
3. Seek CCG organisational approval to proceed
with MOC proposals - PCCC
4. Develop and sign off plan for local public
consultation
5. Period of public consultation (12 weeks)
6. Review outcomes of public consultation and
report to board
7. Develop public comms strategy for self -care
treatment of minor conditions
8. Launch public comms campaign for self -care
treatment of minor conditions
9. Launch primary care policy on prescribing for
the 16 conditions dependent on outcomes of
public consultation

Nov-19
Nov-19
Mar-19
May-19
Jun-Aug
19
Oct-19
Oct-19

Reduction in primary care
prescribing spend for the 16
proposed conditions £1.3M
Increase in public ability to selfcare for minor conditions

Dec 19
Jan-20



Jan-20


1. Confirm partner CCGs and identify project leads,
2. Local Intelligence
3. Approval to proceed
4. Market Engagement complete
5. Modelling complete
6. Procurement Planning complete
7. Procurement starts
8. Procurement complete
9. Service Mobilisation starts
10. Service Mobilisation complete
11. Service Implementation

Mar-18
Mar-18
Jan-19
June 19
Aug 19
Aug 19
Aug-19
Dec 19
Jan-20
Mar-20
Apr-20

Apr-20

Reduction in total prescribing
spend for Stoma appliances
Reduction in Stoma related A&E
attendances / hospital
admissions
Improvement in quality of life
reported by Stoma patients
X % of patients surveyed are
satisfied with the service
X % of patients report an
improvement in ordering and
support with their stoma
appliances









SDM &
ESCAPE Pain
Personal Health Budgets/Direct Payments

Self Care
Personalisation

A rehabilitation programme, 'Enabling
Self-management and Coping for
Arthritic pain through Exercise' (ESCAPEpain), combines education, selfmanagement and coping advice with an
exercise regimen tailored to address
each patient's needs. The programme is
delivered to small groups of 6 to 8
patients, as opposed to normal
individual physiotherapy.

A cross-cutting project to accelerate the
uptake of personal budgets and
implement more personalised models of
care and support (e.g. Individual Service
Fund etc). To meet the Care Act 2014,
local authorities should offer a personal
budget to all individuals with eligible
assessed needs and the government’s
preferred mechanism for personal
budgets is Direct Payments. In
addition, under NHS Long Term Plan,
NHS must significantly ramp up the roll
out of personal health budgets over the
next five years.

1. Project Group convened
2. Stakeholder engagement complete
3. Service Specification for SD/ESCAPE Pain service
complete
4. Identify and implement appropriate
commissioning steps

1. Creation of new joint post of Integrated
Personal Budgets Manager to lead the project.
2. Commission a 12 month pilot service to test
out benefits of independent support planning
for young people preparing for adulthood and
adults with complex needs in relation to
uptake of integrated personal budget
3. Commission a 12 month pilot service to test of
the impact of the provision of external, user
led, information on Direct Payments on the
uptake of Direct Payments within a specific
neighbourhood

Apr-19
May-19
Jun-19
Jul-19

Jul-19

101/08/19
01/07/19

Reduction in the number of
primary hip replacements
Primary hip replacements will
reduce by 27% from baseline by
end of Year 3 403 in 2018/19
293 31/03/2021
Reduction in the number of
primary knee replacements
Primary hip replacements will
reduce by 24% from baseline by
end of Year 3 510 in 2018/19
387 31/03/2021
TBA - based on IASCOF 1C(parts
1a, 1b, 2a, 2b)
PLUS NHS Targets




01/08/19



Syncope
Integrated Heart
Failure
ABI Rehab manager

CVD

CVD

CVD


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
To operationalise the Integrated Heart
Failure One Stop Service which gives
access to early diagnosis of heart failure
and early specialist input into patients
deteriorating in the community to avoid
hospital admission and re-admission
Funding of a case manager for the
Merseyside and Cheshire Complex
Rehabilitation pathway. An NHS England
Rehabilitation case manager has been
appointed across the region since
September 2016 as decision-making on
funding for this patient group has been
identified as an area for improvement.
He has drafted a standard operating
procedure (SOP) which dds in the role of

1. Agreement from both acute trusts on the
operational delivery model
2. Recruitment of additional nursing staff and
consultant sessions to manage demand in specialist
service complete
1. Agree a workforce plan for the development of
an enhanced HF model
2. Implementation of the N Mersey specification
for HF complete

Complete
Sept-19

Reduced admissions for syncope
Sep-19

Reduction in syncope admissions
by 106 at indicative tariff of
£72,277 and associated AED
attendances (£12,223)




Apr-19
Sep-19

Reduced admissions for heart
failure
Sep-19

May-19
May-19
May-19
Jul-19
Jul-19



Reduction in chest pain
admissions by 225 at indicative
tariff of £838,421 and associated
AED attendances (£4768)




1. Explore with NHS England best place for hosting
of role - previously sat within C&M Rehab Network
but may be more appropriate in NHS E.
2. Agree job description
3. Advertise role
4. Appoint to role
5. Identify average length of stay and costings
related to delayed transfers of care from rehab
settings in 2018-19
6. Identify average length of stay and costings





Reduction in beddays and
Delayed transfers of care (not
quantified)



Jan-20





Healthy Imaging
Shared Platform
Fracture Liaison Service

Criteria Based Clinical
Treatment
Policy (formerly PLCV)
Crisis Service and MH AED
liaison

CVD
Planned care
Community Neighbourhood Delivery
Child and Adolescent Mental
Health Support (CAMHS)

a case manager and associated benefits:
a) The case manager would ensure
patients are placed either in the NHS
commissioned beds or in the private
sector b) This decision would be
informed by a robust set of clinical data.
The development and implementation
of a platform for the sharing of
diagnostic images for CVD related
diagnostics

related to delayed transfers of care from rehab
settings in 2018-19 during postholder's
appointment to evaluate impact of post
7. Should evaluation of impact be positive, build
case for permanent funding for role
1. Identify preferred supplier
2. Development work commences
3. Platform goes live

1. Reduction in unnecessary
duplication of diagnostic tests.

Draft and implement policies for Criteria
Based Clinical Treatment to reduce the
volume of procedures of limited clinical
value that are being undertaken

Work being carried out by CSU. Currently waiting
for implementation plan

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

A Fracture Liaison Service (FLS) is a
multidisciplinary service, which aims to
systematically identify, investigate,
initiate treatment and integrate care for
all eligible patients, over the age of 50
within a local population who have
suffered a fragility fracture; with the aim
of reducing their risk of subsequent (or
secondary) fractures.
The proposal is the commissioning of an
FLS for the patient population of NHS
Liverpool Clinical Commissioning Group
(CCG), which primarily attend either the
Royal Liverpool Hospital or Aintree
Hospital.
Crisis Service and MH AED liaison

1. Investment approved
2. Set up collaborative project team across
secondary, community and primary care
3. Develop FLS pathway utilising resource from
Royal Osteoporosis Society resource
4. Determine activity levels and outputs,
monitoring and evaluation framework
5. Identify and procure data
management/equipment
6. Align existing staff
7. Start recruitment process
8. End recruitment process
9. Investment to providers
10. Service implementation
1. Hold Crisis Workshop
2. Identify need and agree model
3. Confirm Sefton Funding contribution
4. Agree Specification & CV (Alder Hey and Mersey
Care)
5. Start Workforce recruitment
6. Start to Review Model and Activity
7. Complete workforce recruitment
8. Complete Model and Activity review
7. Revise and Agree Contracts for 2020/2021

Feb-20



Apr–19
Apr–19

- Reduced falls
- Reduced hip and vertebral
fractures
- Improved diagnosis of
osteoporosis

Sep19
Sep 19
Sep 19
Sep 19
May–19
Jul-19
Jul-19
Mar-20

Feb-9
Mar-19
May-19
Jun-19
Jul-19
Dec-19
Mar-20
Mar-20
Mar-20


Reduction in hip and vertebral
fracture admissions by 17 at
indicative tariff of £114,838



Mar-20

Increased capacity in CYP MH MHIS
Achievement of CYP Access
target

Reduction in emergency
admissions for CYP

 

Mar-20



Eating Disorders Service
18-25 youth MH provision incl
Transition

Child and Adolescent Mental
Health Support (CAMHS)
Child and Adolescent Mental
Health Support (CAMHS)

Eating Disorders Service

18-25 youth MH provision incl Transition

1. Identify need
2. Confirm Sefton Funding contribution
3. CV in place to meet demand
4. Start workforce recruitment
5. Start Model and Activity review
4. Complete Workforce recruitment
5. Agree stakeholder group for opportunities to
develop All-Age-Pathway
6. Complete Model and Activity review
7. Revise and Agree Contracts for 2020/2021

Oct-18
May-19
Jun-19
Jul-19
Dec-19
Mar-20
Mar-20
Mar-20
Mar-20

1. Identify need
2. Confirm Transition post funding
3. Agree Specification and CV (YPAS 18-25 YMH) &
(Alder Hey & Mersey Care - Transition Post)
4. Start Workforce recruitment
5.Start Model and Activity review
6. Complete workforce recruitment
7. Complete Model and Activity review

Oct-18
May-19
Jun-19

Increased capacity in CYP MH MHIS
Achievement of eating disorder
access targets

Reduction in emergency
admissions for CYP
Reduced waits for therapeutic
support

 

Mar-20



Jul-19
Dec-19
Mar-20
Mar-20

Mar-20

Increased capacity in CYP MH MHIS
Achievement of CYP MH Access
targets
Improved access through
reduced waits

Reduction in emergency
admissions for CYP
Reduced waits for therapeutic
support



 

Appendix 3 – Procurement Plan

Appendix – 4 Performance Trajectories

Measure
RTT Incomplete Pathways
Waiting List Size*
RTT 52 Week Waits
Diagnostic Waits
Cancer - 2-week Wait
Cancer - 62-day Wait
IAPT Roll Out

Standard
92.0%
31,482
0
1.0%
93.0%
85.0%
4.75% Q1-3
5.50% Q4

Apr
86.5%
32,911
3
3.6%
89.0%
79.8%

May
87.1%
32,950
3
3.4%
92.0%
79.6%
4.00%

Jun
87.5%
32,931
3
3.2%
92.5%
80.0%

Jul
88.0%
32,523
1
3.0%
93.0%
80.8%

Aug
88.5%
33,028
1
2.5%
93.1%
81.6%
4.75%

Sep
89.0%
32,486
0
2.0%
93.0%
81.4%

Oct
89.5%
32,679
0
1.5%
93.1%
82.2%

Nov
90.0%
32,021
0
1.0%
93.0%
83.0%
4.75%

Dec
90.5%
31,749
0
1.0%
93.1%
84.0%

Jan
91.0%
31,169
0
1.0%
93.0%
84.4%

Feb
91.5%
31,285
0
1.0%
93.1%
84.8%
5.50%

Mar
92.0%
31,480
0
1.0%
93.0%
85.2%

Appendix 5 – 2019-2020 Activity Plan
Total Referrals

Total Outpatient Attendances

Elective and Day case Spells

Non-Elective Spells (Acute)

A&E Attendances (All Types)

