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1. Introduction 
 
1.1 Knowsley CCG has long been committed to integrated care and in 2013 it 

introduced a five year strategy covering the period 2014/15 to 2018/19. The 
strategy was developed in consultation with stakeholders and set out both the 
CCG vision and the approach to its delivery. It identifies that the patient must 
be at the centre of everything that the CCG  does and the vision is:- 

  
“To enable a healthier, happier population with a better quality 
of life, a reduction in health inequalities and improved access to 
healthcare, when required, as close as possible to home”  
 

1.2 The CCG is committed to strengthening relationships with the local population 
through patient participation groups at GP practices, Health Watch, the 
borough’s engagement forum and Partnership Boards. It is through these 
partnerships with clinicians, patients and the wider community that the CCG 
aims to meet the considerable challenges ahead.  

 
1.3 Many steps have been taken to progress the strategy although the publication 

of The NHS Five Year Forward View (FYFV) resulted in a requirement for it to 
be reviewed. The FYFV provides a blue print for future health service 
provision and identifies a triple aim of:-  
 

 Better health; 

 Transformed quality of care delivery; 

 Sustainable finances. 
 

1.4 The FYFV supplements planning by individual organisations with planning on 
a wider health and social care system basis via the  Sustainability and 
Transformation Plan (STP).  

 
1.5 The STP is a long term plan covering all areas of CCG and NHSE 

commissioned activity. It is the umbrella plan which holds underneath it a 
number of local plans and covers integration with Local Authorities. It also 
includes plans to ensure system wide; financial sustainability, demand 
management, efficiency and provider productivity.  

 
1.6 The NHS Planning Guidance for 2017/19 identifies the next steps that CCGs 

need to take to move forward over the next two years. These steps include 
nine national “must-dos” for each local system .  

 
1.7  The guidance contains the following key messages: 
 

 The task for NHS leaders is to implement the FYFV.    

 STPs should be the route map for how the NHS and its partners 
make FYFV a reality. 

 Individual organisations cannot deliver in silos.  

 There is a need for system wide changes to improve efficiency and 
quality.  
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1.8 The purpose of this document is to:- 

 

 Describe the Knowsley context within the STP commissioning landscape; 

 Review the  progress made against the 2015/16 Operational Plan; 

 Review and set out the case for change as against the local and national 
priorities;  

 Describe the approach of the CCG to prevention; 

 Describe the approach of the CCG to improving quality and safety; 

 Discuss how the CCG will take forward the General Practice Forward View 
(GPFV) , 

 Identify how the CCG will improve the experience of patients with cancer, 
those with long term conditions and those who access services via the urgent 
care pathways.  

 Explain how the Mental Health anf Learning Disability plan will be progressed.  

 Set out the finance and activity implications of the plans; 

 Describe the key enablers, including technology opportunities; 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

5 
 

2 About Knowsley  
 
2.1 The Population  
 
2.1.1 The Borough of Knowsley is the second most deprived in the country, with 

high levels of unemployment and health inequalities compared with the rest of 
England.  It faces the continuing and deepening challenges presented by an 
ageing demographic and unhealthy lifestyles along with significant areas of 
deprivation which impact negatively upon population health. 
 

2.1.2 These factors create a growing prevalence of ill health which is driving 
demand for services and it is vital both that health outcomes are improved and 
responsible health behaviours are encouraged.  
 

2.1.3 Population characteristics: The population of Knowsley is relatively static 
with minimal growth in resident and registered population forecast in the 
immediate future, as per Table 1 below. 
 

Table 1:  2017 2018 2019 Growth 2017-19 

Resident 146,300 146,450 146,650 0.2% 

Registered 161,017 161,076 161,173 0.1% 

 
2.1.4 Although the population is relatively static, it is ageing significantly, and   

projections for the long term anticipate that growth amongst the elderly will 
continue, as shown in the Table 2 below. This demonstrates a 41% increase 
in adults aged over 65 by 2030 and a 66% rise in the population over 80 yrs.  

 

2.1.5 Although life expectancy in Knowsley has gone up in recent years, it remains 
lower than the national average and healthy life expectancy remains a 
significant issue. Knowsley has the 6th lowest healthy life expectancy rate in 
England for males, at 56.9 years and the 10th lowest for females at 57.5. 

 
2.1.6 Population health and wellbeing: The borough has high levels of 

unemployment and social deprivation, impacting negatively on population 
health.  Knowsley residents have a high prevalence of smoking, alcohol 
consumption, inactivity or obesity and these lifestyle factors lead to high rates 
of diseases such as cancer, heart disease and respiratory disease. Mental 
health issues, particularly depression are also prevalent. 

 
2.1.7  In short, the population comprises of significant numbers of people with 

complex needs, disabilities and multiple long term conditions, many of whom 
are highly dependent on health and social care services.  

Table 2: 2016 2030 Growth  Growth % 

Population aged over 
65 

24000 34000 10000 41% 

Population aged 80 6000 10000 4000 66% 
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2.1.8 Reliance upon Adult Social Care: The latest population census indicates 
that some 3,000 older adults are supported by Adult Social Care in the 
borough and according to the CCG Spend and Outcomes Tool,   spend per 
head on adult social care in Knowsley in 2016, is £365. The national average 
is £264 per head. This is expected to increase as the population over 65 
increases. 

 
2.1.9 Permanent admissions to residential and nursing care homes in those aged 

65+ in Knowsley are around 874 per 100,000 population. This is distinctly 
higher than the England (651) and the North West (756) ratios. The average 
age at admission to permanent care is 83.1 and almost half of those admitted 
had dementia. 

 
2.1.10 In addition the population comprises of some 18,000 unpaid carers, equating 

to 12.2% of the population. Over 3,500 of these carers are aged 65 and over. 
 
2.1.11 Population demand for healthcare: Individuals with long term conditions, 

such as heart disease, respiratory disease and diabetes are the most frequent 
users of care services, accounting for 50% of all GP appointments and 70% of 
all inpatient bed days in Knowsley. 

 
2.1.12 Demand for mental health services is also high and Knowsley spends more 

than its comparative neighbours on mental health services. Spend on mental 
health disorders for Knowsley is £148 per head compared to the regional 
average of £132 per head.. 

 
2.2 About NHS Knowsley CCG  
 

2.2.1 The CCG has now been in existence for 4 years and covers a geographical 
area from Kirkby in the North to Halewood in the South. It encompasses the 
towns of Huyton, Prescot, Whiston, Cronton and Knowsley Village, sharing 
the same boundaries as Knowsley Metropolitan Borough Council (KMBC).  It 
is responsible for commissioning most acute hospital, mental health and 
community services available to the residents of the borough. It is also 
responsible for commissioning primary care under delegated authority from 
NHS England. The commissioning budget for 2016/17 is £291.3 million.  

 
2.2.2 It was formed to deliver a new way of commissioning health services in the 

borough and is engaging with and listening to local people, using clinical 
knowledge and close working relationships with patients and partners in order 
to improve services.  Patients are at the heart of all that it does and the CCG 
strives to involve them in decisions, especially those involving the design and 
commissioning of services including procurement and awarding of contracts. 
The CCG is committed to strengthening relationships with the local population 
through existing groups and forums, the voluntary and third sector, 
Healthwatch Knowsley, Patient Participation Groups (PPGs) at GP practices 
and the Health & Wellbeing Engagement Forum.   

 

2.2.3 The CCG recognises the importance of the wider determinants of health and 
social care and how education, employment, the environment, public health, 
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economic prosperity, housing, sport and leisure impacts on the health and 
wellbeing of the local population. It takes an active role in developing and 
maintaining a strong and effective Health & Wellbeing Board and it is also an 
active member of the Knowsley Strategic Partnership Board. 

 

2.3  How The CCG Engages With Its Population 
 
2.3.1 The CCG believes that patients are at the centre of everything it does and the 

vision is:- 

  “To enable a healthier, happier population with a better 
quality of life, a reduction in health inequalities and 
improved access to healthcare, when required, as close as 
possible to home”. 

2.3.2 To this end, the CCG  wants local people to feel heard, listened to and cared 
for. The vision, values and CCG strategy were developed in consultation with 
stakeholders, including, patients and the public. This means that the local 
population has been involved in shaping the commissioning agenda. 

2.3.3 The CCG  aims  to involve the public in decision-making and its constitution 
now  includes a Lay Member for Patient and Public Involvement along with  
Healthwatch Knowsley representation at several levels of the organisational 
governance system. 

2.3.4 In order to ensure that the public feel that they and their contribution are 
valued, the CCG has also worked to make the Governing Body meetings 
accessible and understandable. Governing Body meetings are preceded by a 
public briefing session and followed by an open forum for questions at the end 
of each meeting. The Accountable Officer has also been available to meet 
with members of the public. This has elicited positive feedback from the public 
and ensured that meetings are well attended. 

2.3.5 The CCG and KMBC has invested jointly in engagement training and 
development activity and the purpose of this investment was to empower staff 
and stakeholders alike, to improve the quality of the engagement 
conversation. 

2.3.6 The CCG will continue to engage with the public as it seeks to continue to 
transform services through stakeholder events and the Knowsley Engagement 
Forum. To this end a detailed communication and engagement plan has been 
developed . The approach and tools detailed in the plan are being used to 
ensure all stakeholder groups – commissioners, providers, senior managers, 
staff and members of the community, are  engaged to the maximum degree 
possible .  

2.4 The CCG Contract Architecture  
 
2.4.1 This is complex in that the local geography means that there are distinctly 

different flows of patients between several providers which is different from 
other CCGs and leads to additional complexity in terms of the number of 
contracts and the need to ensure effective relationships with many different 
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provider organisations. 
 

2.4.2  The CCG holds a number of annual contracts with a range of acute, mental 
health and community providers of NHS services. The main NHS providers 
are:- 

 
a) St Helens & Knowsley Teaching Hospitals NHS Trust; 
b) Aintree University Hospitals NHS Foundation Trust; 
c) 5 Boroughs Partnership NHS Foundation Trust; 
d) Liverpool Women’s Hospital NHS Foundation Trust;  
e) Royal Liverpool & Broadgreen Hospitals NHS Trust; 
f) Alder Hey Children’s Hospital NHS Foundation Trust ; 
g) Merseycare NHS Trust. 

 
2.4.3 The CCG is also an associate to the contract with North West Ambulance 

Service NHS Trust (NWAS), co-ordinated by Blackpool CCG for CCGs in the 
North West.  

 
2.4.4 Table 3 overleaf summarises the main parties that the CCG contracts with 

across NHS acute providers, independent sector providers, ambulance 
providers, community providers and mental health providers. 
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3 The Knowsley Sustainability and Transformation Landscape 

 
3.1 The Planning Footprint 

3.1.1 Knowsley CCG is part of a transformation footprint covering the whole of 
Cheshire &  Merseyside (C&M) and a Sustainability and Transformation Plan 
(STP)  covering this area is in the process of being developed. As depicted in 
Figure 1 below, the national planning landscape can be viewed within three 
levels.  

Suppliers / Providers

 2017/18 Total

Annual Budget 

£ 

St Helens and Knowsley Hospitals NHS Trust 62,450,806         

Aintree University Hospitals NHS Foundation Trust 31,943,898         

Royal Liverpool and Broadgreen University Hospitals NHS Trust 19,962,586         

Liverpool Women's NHS Foundation Trust 7,203,175            

Alder Hey Children's NHS Foundation Trust 5,468,320            

Central Manchester University Hospitals NHS Foundation Trust 91,778                  

Liverpool Heart and Chest Hospital NHS Foundation Trust 1,617,250            

* Southport and Ormskirk Hospital NHS Trust 1,718,000            

Warrington and Halton Hospitals NHS Foundation Trust 210,058               

* Wirral University Teaching Hospital NHS Foundation Trust 169,597               

Walton Centre 811,444               

Wrightington, Wigan and Leigh NHS Foundation Trust 120,611               

Total Acute 131,767,523       

Fairfield 1,085,516            

Spire Liverpool 2,494,842            

Total Inedpendent Sector Acute 3,580,358            

North West Regional Ambulance incl 111 6,733,907            

Total Ambulance 6,733,907            

Bridgewater Community Foundation Trust 714,479               

Knowsley MBC 546,888               

North West Boroughs Foundation Trust incl AQP est 20,482,559         

Liverpool Heart and Chest Hospital NHS Foundation Trust - 

Respiratory & CVD Community Services 4,135,774            

Aintree University Hospitals NHS Foundation Trust - Diabetes 453,731               

Specsavers - Hearing Tests 384,800               

Total Community 26,718,231         

North West Boroughs Foundation Trust 17,532,750         

Merseycare Foundation Trust 5,149,167            

Total Mental Health 22,681,917         

Total Contracts 191,481,936       

* Contracts to be signed
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3.1.2 The STP plan can be viewed as a Level 3 plan in that it covers the  whole of 
Cheshire &  Merseyside. It is a composite of the plans of  3 groups of 
neighbouring CCGs known as “Local Delivery Systems”  (Cheshire & Wirral, 
Alliance & North Mersey). The LDS plans can be viewed as Level 2 plans and 
the CCG has a legitimate role to play in both the North Mersey and Alliance 
LDS. The plans being developed locally within each borough can be viewed 
as a Level 1 plans.   

Figure 1 levels of planning  

 

3.2 The STP Plan  

3.2.1 Cheshire & Merseyside is a hugely diverse area covering some of the richest 
and poorest parts of the UK. Health outcomes are closely related to levels of 
deprivation and this is reflected in below England average life expectancy for 
many local communities. Despite progress in reducing smoking prevalence, 
school age obesity and hip fractures there are still many challenges for  the  STP 
including:- 

  high rates of diseases associated with ageing, including 
dementia and cancers 

  high rates of respiratory disease  

 early years and adult obesity,  

 high hospital admissions for alcohol,  

 poor mental health and wellbeing  

 high rates of teenage conceptions.  
 

3.2.2 Across the region there are also significant financial challenges, either at 
individual organisational level or across whole economies and at the same time, 
there are significant pressures on health and social care budgets. Continuing 
with current models of care provision will result in a financial gap of £908m by 
2021 if nothing is done and a radical change in delivery models  is required. 

3.2.3 The emerging plan is effectively the blueprint to accelerate the implementation 
of the FYFV across C&M and its core purpose is to 

“…. create sustainable, quality services for the population of 
C&M.” 
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3.2.4 The plan includes a portfolio of 20 programmes, each with clear objectives, 
scope and emerging governance structures. It aims to deliver economies of 
scale, learning and collaboration through the a ”one C&M approach” and 
identifies three priorities:- 

 
3.2.5 Priority 1 To Improve the health of the C&M population by: 

 

 Improving the provision of care in the community (i.e.outside of 
hospital) 

 Promoting physical and mental well being 
 

Improving the provision of care services delivered outside of hospital :is 
essential in order to transform the system and move towards both lower cost 
and higher quality delivery. Improving the support for self care, better and 
more proactive care in the community at a C&M scale will help to reduce  
demand on acute services and three high impact areas will be the focus of 
attention: 

 Referral management 

 Medicines management 

 CHC 
 

Promoting physical and mental well being: will help reduce the need for 
people to access care via better prevention and  three population based 
prevention projects have been developed to deliver reductions in : 

 

 Alcohol related harm  

 High Blood Pressure 

 Antimicrobial resistance (AMR) 
 

The estimated benefit  of the first two of these projects is shown in Table 4 
below. This demonstrates a net potential benefit for the STP of some £11.2m 
and £7m respectively by 20121 

 

 

 

 

Table 4 Prevention scheme potential benefits 

 
Alcohol 

Blood 
Pressure  

Total benefit 
(2021) 

Gross benefit  £13.65m £9.5m £23.15m 

Investment required  £2.45m £2.5m £4.95m 
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LDS Net benefit 
• C&W 
• Alliance  
• NM 

 
£4.7m  
£3m  
£3.5m 

 
£2.8m  
£2m  
£2.2m  

 
£7.5m 
£5m 
£5.7m 

Total STP net 
benefit (2021) 

£11.2m £7m  £18.2m 

 

AMR will produce a  more long term impact and its core aim is to ensure that 
every Trust, Community Trust [including non-medical prescribers] and CCG 
has an AMR action plan. 

3.2.6 Priority 2 Improve the quality of care in hospital settings by: 
 

 Reducing the variation of care across C&M; 

 Delivering the right level of care in the most appropriate setting 

 Enhancing delivery of mental health care 
 

There remains a need for C&M to undertake an STP wide review of clinical 
services, to reduce variation and determine future options for hospital 
configuration. Through taking a pan-C&M approach it is expected that 
unwarranted variation can be reduced and quality improved. This in turn will 
ensure that the  right level of care is delivered in the most appropriate setting. 

 

Enhancing delivery of mental health care: The plan identifies that mental 
disorder is responsible for the largest proportion of the disease burden in the 
UK (22.8%), which is larger than cardiovascular disease (16.2%) or cancer 
(15.9%).  In England, if you have a serious mental illness, you are twice as 
likely to die before the age of 75 years and on average, you will die 15-20 
years earlier than other people. Cheshire and Merseyside also has a high 
prevalence rate of dementia. 

 

The plan assumes that additional funding to support the transformation of 
mental health services will be made available to ensure that: 

 

 Additional psychological therapies are made available 
so that more people with anxiety and depression can 
access treatment in primary care; 

 More high-quality mental health services for children 
and young people are made available;  

 Capacity is expanded so that more people experiencing 
a first episode of psychosis  begin treatment with a 
NICE-recommended package of care within two weeks 
of referral; 

 Access to individual placement support for people with 
severe mental illness in secondary care services is 
increased; 

 Community eating disorder teams are expanded; 

 Suicide rates are reduced; 
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 Mental health access and quality standards including 
24/7 access to community crisis resolution teams and 
home treatment teams and mental health liaison 
services in acute hospitals are  delivered; 

 Baseline spend on mental health services is increased 
to deliver the Mental Health Investment Standard. 

 Dementia diagnosis rates are maintained  and have due 
regard to the forthcoming NHS implementation 
guidance on dementia; 

 Out of area placements for non-specialist acute care  
are eliminated by 2020/21. 

 
3.2.7 Priority 3 Optimise direct patient care  by 

 

 Reducing the cost of administration 

 Creating more efficient clinical support services 

 

Reducing the cost of administration: requires the STP to move towards  
longer term transformation and strategic planning via collaborative productivity 
in order to deliver cost effective, efficient and commercially sustainable Back 
Office operations. The Carter Review made clear that traditional efficiencies 
and cost improvement programmes can only be delivered by organisations 
working more collaboratively to realise the productivity and service 
improvement opportunities which lie beyond organisational boundaries. 
Projects can be described in two ways: 

 

 Transactional savings leveraging economies of scale and best in 
class approaches and models across the patch 

 Procurement at category level, then built up to a cluster approach 
at LDS and then STP level 

 

Creating more efficient clinical support services: requires the STP to 
deliver sustainable Clinical Support services across the footprint. The Carter 
Review, and indeed Lord Carter’s review of pathology services some 15 years 
ago, demonstrated that there is still a significant potential saving if these 
services are consolidated on a regional basis. There are a range of future 
collaborative models are being considered across the different support 
services in C&M, ranging from, for instance, setting up a single wholly owned 
subsidiary organisation for manufacturing and dispensing medicines, to 
outsourcing dialysis services to a satellite dialysis provider. 

 
3.2.8 A number of clinical programmes have been introduced to help progress the 

strategic priorities. These are : 
 

 Neuroscience; 

 Cardiovascular disease (CVD) 

 Learning disabilities 

 Urgent Care 

 Cancer 
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 Mental Health 

 Women’s & Children’s 

 GPs and primary care 

 
3.2.9 In addition there are also  five further infrastructure  programmes that are 

intended to enable change: 
 

 Changing how we work together to deliver transformation. 

 Finance 

 Workforce 

 Estates and facilities 

 Technology, including Digital 

 Communications and Engagement 

3.2.10 The strategic programmes that will drive transformation across C&M are not 
new or particular to C&M. They are issues that health economies have tackled 
over many years but often failed to address. Delivery of the STP plan will 
happen in the organisations that make up the LDS and the CCG will actively 
contribute to the North Mersey and the Alliance LDS.  

3.3 The  North Mersey LDS Plan 

3.3.1 The North Mersey LDS represents the inner city conurbation of Liverpool, 
South Sefton and Knowsley, with a population of 778,000 people. It is one of 
the most complex health systems outside London; with 10 provider trusts, 
including two major adult acute trusts, a renowned children’s hospital and real 
strength in specialist services. The  commissioning landscape is represented 
by four CCGs (Liverpool, South Sefton, Knowsley and Southport & Formby), 
three local authorities – Liverpool, Sefton and Knowsley and NHS England 
Specialised Commissioning.  

3.3.2 The North Mersey plan builds upon and joins-up established transformation 
programmes; including Shaping Sefton, Healthy Liverpool and the Knowsley 
Health and Social Care Transformation Programme . The North Mersey ‘Plan 
on a Page’ is illustrated in figure 2 below. It resonates strongly with the STP 
Plan. 
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Figure 2 The North Mersey ‘Plan on a Page’ 

 

 

3.4 The Mid Mersey/Alliance LDS Plan 

3.4.1 The Alliance LDS serves approximately 900,000 residents in the boroughs of 
Knowsley, Halton, St Helens, and Warrington. The population is relatively 
stable with an estimated growth of c1.7% over the next 5 years. However it is 
estimated that the number of people aged 65 and over will increase by 9.5% 
over the same period while growth in the over 85s is estimated to be c24%. 

3.4.2 The Alliance LDS has aligned its transformational work streams and delivery 
structure to mirror that of the STP and  the plan represents options and 
models of transformation across the geographical patch that have been 
developed by the member organisations. They are still subject to wider 
engagement and where necessary formal consultation with stakeholders. The 
Alliance Plan on a Page is shown in Figure 3 below. This identifies a saving 
plan of over £100m by 2021 involving; Prevention at Scale, Out of Hospital 
Care/ demand Management  and Back office Collaboration.  
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3.4.3 Successful delivery of transformation this size requires good governance 
which enables decision making, strong leadership and a robust PMO 
approach.  Each LDS already has its own Governance arrangements that will 
underpin the STP, and be responsible for the delivery of local programmes of 
work.  

 
3.4.4 It is plainly evident from the above that there is mutuality  between   STP and 

LDS plans and as will be seen from the following sections of this document, 
this interdependence is taken to another level within the CCG 2 year plans.  
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4 CCG Progress Made in 2016/17  
 
4.1 CCG Improvement and Assessment Framework 

4.1.1 As previously described the CCG vision is to enable a healthier, happier 
population with a better quality of life, a reduction in health inequalities and 
improved access to healthcare, when required, as close as possible to home.  

 
4.1.2 It has made excellent progress over the last 2-3 years in relation to improving 

services for patients with long term conditions and managing urgent care 
demand. The  rigor which it applies in using a programme management office 
(PMO) approach to delivering its  objectives is testimony to the fact that the 
CCG Improvement and Assessment Framework (IAF)  currently rates the 
CCG as “Good” across all five of its domains with an overall rating as “Good”. 

4.1.3 The CCG is proud of its IAF rating and has worked collaboratively with KMBC 
and other partners in order to achieve it. Throughout 2015/16 considerable 
time and effort was invested in refining and developing both the Operational 
Plan and the Knowsley Health & Social Care Transformation Programme. The 
Programme represents  the local plan to transform “Out of Hospital” services 
and it is a fundamental part of the Operational Plan which itself formed the 
basis upon which the IAF rating was achieved.  

4.1.4 The purpose of this section is to provide an update with regard to 
implementation of the Plan and the Programme  thus far in 2016.  

4.2 The Knowsley Health & Social Care Transformation Programme. 

4.2.1 The Transformation Programme builds upon previous work which improved 
services for patients with long term conditions. This includes:- 

 Cardiovascular disease (CVD): implementing the Community CVD 
service which includes the management of a range of cardiovascular 
conditions as well heart failure, stroke and cardiac rehabilitation.  

 Diabetes:  developing a comprehensive pathway based model of 
diabetes care. 

 BCF Schemes: This pooled budget has been used to support a range 
of initiatives designed to avoid admissions and/or reduce length of stay. 
In 2016 the CCG and Local Authority formed a view that schemes 
which were previously managed via a “BCF workstream” should be 
mainstreamed and that the BCF should be seen as a funding 
mechanism rather than a specific work stream. However a rigorous 
Section 75 governance framework remains in place and c£3.2m from 
the pooled budget has been invested  in the Transformation 
Programme during the year. 
 

4.2.2 The Transformation Programme has facilitated the implementation of two 
significant, cross-cutting pieces of work in 2016  : 
 

 The locality model for integrated health and social care.  

 Improving support to people in nursing homes. 
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4.3 Locality model for integrated health and social care: This uses a multi-
specialty, case management approach and has a focus upon the highest 
volume users of services. The model involves GPs working closely with 
teams across primary care, community care, social care and the voluntary 
sector. This approach improves quality by building upon local knowledge of 
the patient and their needs as multi-professional teams work directly with 
individuals and their carers.  

 
Four localities have been identified and the model is being piloted in the  
Kirkby locality. Early results indicate that GP practices have been able to 
reduce duplication of effort and improve access for patients.  

 
4.4 Improving support to people in nursing homes: People who reside in 

Care Homes and Nursing Homes within the borough have been identified as 
high volume users of services who are particularly at risk of requiring 
unplanned hospital admission. The majority of these residents are likely to 
be living with multiple and complex conditions and it is clear that these 
residents will benefit from a more holistic and effective ‘case management’ 
approach. The Programme has identified an additional Care Home and 
Nursing Home “virtual locality” and the needs of these residents are now 
being met via the MDT  approach described above.     

 
These two  pieces of work provide  a solid foundation upon which the 
Transformation Programme will seek to further improve out of hospital care 
over the next two years.  

 
4.5 The Operational Plan and Progress With The FYFV Must-Do’s 

 
4.5.1 The Operational Plan highlighted a strong synergy between the CCG priority 

areas and the nine  FYFV must-do’s, seven of which relate directly to the 
CCG. Progress made in relation to these seven to date in 2016 is shown 
below: 

  
1 Return the system to aggregate financial balance. 

 
The  CCG submitted a financial plan in early 2016  to achieve a 1% surplus 
assuming that  a £12.5m QIPP target is delivered and that cost pressures do 
not exceed the reserves set aside to meet them. As it stands the CCG is 
forecasting that the financial plan will be delivered. 

 
2 Develop and implement a local plan to address the sustainability and 

quality of general practice, including workforce and workload issues. 
 
Primary care delivery in its current form is unsustainable due to increasing 
demand, an ageing workforce and the relatively high number of small 
practices within the borough. Early in 2016 the CCG completed the 
development of its plan to achieve a more sustainable, effective and efficient 
primary care service which is aligned to the needs of the registered 
population. This plan is a sub-set of the Transformation Programme, with a 
number of key areas of work; 
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a) Practice Collaboration 

 

The GP membership agreed to work together in the  four locality groups  and 
Kirkby is the pilot to implement the new model. There is evidence that the 
model has improved the quality of care for high volume users although there 
is clearly more work to be done to reduce variation and drive up quality, for 
example  recognising and addressing variation in blood pressure, improving 
identification of unregistered disease etc. The model is soon to be  extended 
into West Knowsley. 

b) Improving the Quality of Referrals  

 

This project was implemented in November and aims to improve the quality of 
referrals into secondary care, reducing inappropriate referrals and subsequent 
wasted time and resource.  

 
c) Extended Access to Primary Care – 7 day services 

 

The CCG was successful in delivering this objective with the support of 
additional funding which was made available via  the Prime Ministers Access 
Fund. The hours available for enhanced access were extended to create 
additional capacity and choice in the evenings and at weekends. An enhanced 
urgent home visiting service has also been introduced. This is being  provided 
by a blend of GPs and Nurse Practitioners.  
 
d) Medicines management 

 

The CCG has continued to drive a reduction in waste during 2016 and the 
Medicines Management Team (MMT) has worked with local health economy 
prescribers, practices and local Trusts to continue to optimise medicines use. 
A continuous programme of work has been in situ throughout 2016 including a 
Knowsley wide Medicines Waste Campaign.  Focus groups and meetings with 
the public and community pharmacy have also taken place. 

 
The MMT have ensured that GP practices have safe and effective systems for 
managing repeat prescriptions and have provided practices with training 
where this has been required. Funding has been secured from NHS England 
to invest in increasing EPS usage with a particular focus on increasing the 
usage of electronic repeat dispensing service (eRDS).   

   
Whilst prescribing costs have historically risen by c4.8% year on year, the 
expected impact of the above is that cost growth will be contained within 2.5% 
this year.  

 
A programme of Antibiotic Stewardship has also been launched at practice 
level,  including audit and education to reduce inappropriate antibiotic 
prescribing.  Practices are currently auditing their antibiotic prescribing and 
education is planned with the aid of an ‘antibiotic expert’ GP in October 2016 
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for all GPs. MMT Practice pharmacists are also undertaking systematic 
reviews of medication within care homes as a pilot within the Care Home 
project.   

 
The on-going Work Plan for 2016-17 includes a programme of work in 
collaboration with Practice Clinical Prescribing Leads including the 
management of poly-pharmacy in the elderly. This work is intended to 
increase patient safety, reduce the risk of hospital admissions and reduce 
falls. Other work includes the following:-   
 

o Respiratory prescribing – utilising Pan Mersey COPD and 
asthma guidelines in order to deliver additional c£100k savings 
this year. 
 

o Developing an action plan in line with the Cheshire & Merseyside 
Anti-Microbial Resistance strategy. This includes public facing 
campaigns and as well as work done as part of the primary care 
quality premium.   
 

o Blood Glucose Test Strips – Working with diabetes CRG and 
community diabetes service to decide on a reduced list and 
actively switch patients to this list.  Estimate savings £50 - £70k 
this year. 
 

o To reduce the number of medicines not taken as intended and 
ensure patients have sufficient information to support taking 
medicines; 
 

o To reduce hospital admissions by optimising medicines use, 
ensure appropriate monitoring and review and prevent adverse 
reactions to medicines; 

 
3  Ensure the delivery of four hour access standards for A&E and 

ambulance waits 
 

Improving the management of urgent care demand has been a specific 
objective for several years and A&E attendance rates continue to be well 
managed although there has been some growth in unplanned admission at 
the main secondary care  providers. Despite all of the good partnership work 
in situ to manage urgent care demand 4 hour performance and the associated 
ambulance turnaround times have remained extremely challenged during 
2016. It is clear that there are a number of system wide issues which need to 
be addressed by the whole system as we move forward.  

The Transformation Programme was and remains the local foundation stone 
upon which local plans to make improvements are based although, in terms of 
whole system management,  the CCG is an active member of both the North 
Mersey and Mid Mersey A&E Delivery Boards/ System Resilience Groups and 
operational groups. It has also contributed to the development of the Cheshire 
and Merseyside Urgent and Emergency Care Network (UECN). 
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4 Ensure improvement against and maintenance of the NHS Constitution 
standards that more than 92% of patients on non-emergency pathways 
wait no more than 18 weeks from referral to treatment, including 
offering patient choice. 

 
The CCG has continued to achieve referral to treatment standards on a 
consistent basis and commissions enough activity to deliver the standard.  

 
5 Ensure delivery of the NHS Constitution 62 day cancer waiting 

standard, including adequate diagnostic capacity; continue to deliver 
the constitutional two week and 31day cancer standards and make 
progress in improving one-year survival rates by delivering a year-on-
year improvement in the proportion of cancers diagnosed at stage one 
and stage two; and reducing the proportion of cancers diagnosed 
following an emergency admission 

 
In terms of the constitutional, the CCG consistently achieves the two week 
standard although it has  remained slightly outside of the 31day cancer 
standards. Analysis of breaches indicate that the problems are predominantly 
around communications between providers and the newly appointed Cancer 
Manager now oversees the following actions:- 

 

 Participation in monthly conference calls with NHS England  in 
order to address system-wide issues.   

 Monthly clinician to clinician telephone calls between the CCG and 
providers to discuss breaches in detail.   

 The CCG GP Lead attends the STHK cancer Priority Treatment 
List (PTL) meetings, which informs the CCG on delays in specific 
pathway and referrals and enables the development of improved 
referral pathways.   

 Quarterly Cancer breach analysis reports being presented to 
commissioners at the Clinical Quality Performance Group (CQPG) 
meetings with all providers.  They include thematic analysis and 
associated action plans.   

 
6 Achieve and maintain the two new mental health access standards:  

More than 50%of people experiencing a first episode of psychosis will 
commence treatment with a NICE approved care package within two weeks of 
referral; 75% of people with common mental health conditions referred to the 
Improved Access to Psychological Therapies (IAPT) programme will be 
treated within six weeks of referral, with 95 % treated within 18 weeks.  

Continue to meet a dementia diagnosis rate of at least two thirds of the 
estimated number of people with dementia. 
 
Despite working very closely with the Mental Health provider the IAPT service 
has not met the required standard and the national intensive support team 
has been commissioned to help to address this.  
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The CCG has met  dementia diagnosis rates consistently throughout the year. 
 

7  Ensure the delivery of actions to transform care for people with learning 
disabilities, including implementing enhanced community provision, 
reducing inpatient capacity, and rolling out care and treatment reviews 
in line with published policy 

 
The CCG has a strong track record of success in terms of delivering the 
national Transforming Care programme and has continued to so through 
throughout 2016. 
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5 The Case for Change In Knowsley  

5.1 The population and demographic characteristics of the Knowsley borough are 
consistent with those across the wider STP footprint and it is clear that 
demand for health and social care services will continue to rise within an 
environment of  extreme budgetary constraints. This means that the CCG has 
to transform the way that services are provided and it has identified the 
following high level reasons to change:- 

 The need to deliver financial sustainability: 

 Workforce challenges 

 The need to embrace technology 

 Factors identified within the JSNA 

 National evidence 

5.2 Finance and sustainability: The CCG is forecasting a do-nothing five year 
deficit of £20.3m by 2020 and  it is clear that there will not be enough cash in 
the system  to expand services to meet demand. Delivering services in the 
future requires radical change and it is against this backdrop that the 
Transformation Programme was developed.  

 
5.3 Workforce: The CCG is facing not only an ageing population but also an 

ageing workforce. Along with many other parts of the country it is struggling to 
attract young talent and a growing percentage of the workforce is approaching 
retirement age, particularly in primary care.  It is inevitable that there will be 
skills shortages over the next five years in primary care and the CCG will 
need to find innovative  solutions to address this. This is discussed in more 
detail in Section 9 below. 

 
5.4 Technology : There are a range of technologies that have been developed 

over recent years to improve health care provision across the country 
although the uptake of these within the borough is low. Examples of 
technological advancements being introduced elsewhere in the country 
include: 

 

 Improving service efficiency through remote and mobile working 
technologies.  

 The use of to remote monitoring technology that enables vulnerable 
and at-risk individuals to be and feel secure on their own in their 
home  

The lack of uptake of new technologies in the borough is causing continued 
inefficiencies, delays in information exchange and frustration for both the 
public and service providers. The CCG recognises that there are significant 
opportunities to further embrace technological advancements on many levels. 

5.5 The Knowsley Joint Strategic Needs Assessment:The Knowsley Joint 
Strategic Needs Assessment (JSNA) is a key source of local information and 
a new JSNA was recently completed.  The Health and Wellbeing Board  
considered the following 13 priority areas of need which were identified within 
the consultation: 
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a) Cancer; 
b) Cardiovascular disease; 
c) Respiratory disease; 
d) Obesity; 
e) Smoking; 
f) Alcohol; 
g) Mental health (including dementia); 
h) Older people (independent living/reducing residential care); 
i) Domestic abuse; 
j) Children at risk and need; 
k) Employment; 
l) Housing; 
m) Supporting individuals with learning disabilities. 

 

5.5.1 Many of these areas of need have been identified at STP and LDS level and 
after much discussion the Health and Wellbeing Board  agreed that all 13 
areas required action. However,  in recognition of genuine capacity and 
capability constraints it was agreed that the Board would work to progress two 
over-arching objectives: 

 Mental Health & Wellbeing 

 Healthy Lifestyles 
 

Again this is consistent with the wider STP and LDS direction. 
 
5.6 National Evidence   

There are a broad range of nationally available evidence tools which the CCG 
has drawn upon to develop its 2016/17 objectives. Although some of the 
evidence provided via these tools is dated in that some of the information 
does not reflect recent service improvements, they do remain a valuable 
source of reference. These tools include:- 

a) NHS Atlas of Variation 
b) CCG Levels of Ambition Atlas 
c) Public Health England (PHE) Spend and Outcome Tool 
d) Rightcare Commissioning for Value Pack 

 
5.6.1 The following sections summarise the key points from these evidence 

sources. 
 

a)  NHS Atlas of Variation 

The Atlas uses published data for the entire NHS in order to highlight 
unwarranted variation. It is designed to help commissioners to focus upon the 
quality of care provided by NHS organisations. A review of the Knowsley data 
validates local intelligence and needs assessments which have found that 
rates of respiratory diseases, cardiovascular diseases (including diabetes), 
cancer and mental illness are high.  
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The Atlas points to some areas for further investigation, and potentially 
indicates where improvements could be made, for example: 

 Respiratory: Admission rates for COPD and asthma in adults are 
amongst the highest in England. Additionally the proportion of 
people with COPD receiving an influenza immunisation is relatively 
low. Increasing uptake in primary care may help to improve 
outcomes and reduce admission rates. 

 Cardiovascular disease: Mortality rates for coronary heart disease 
are high. The Atlas rates the quality of stroke care against Sentinel 
Stroke National Audit Programme (SSNAP) standards as poor, 
indicating that local services covering the whole pathway of care do 
not meet the highest standards. Also, the percentage of people 
known to have atrial fibrillation (AF) who were prescribed 
anticoagulation prior to a stroke is relatively low at 38.3%, 
indicating the under-use of oral anticoagulants and an opportunity 
to prevent strokes if more people with AF could be diagnosed and 
prescribed an anticoagulant.  

 Diabetes: The relative risk of major limb amputation is high, as is 
the relative risk of hospital admission for heart failure for patients 
with diabetes. 

 Cancer: Mortality from cancer in people aged under 75 is amongst 
the highest in the country and late presentation is a key issue 
impacting on outcomes. Also, there is unwarranted variation in the 
use of some diagnostics, in particular very high use of barium 
enema procedures, which indicates potential quality and 
productivity opportunities. 

 Mental health: The Atlas identifies that the mortality rate among 
adults aged 18–74 years who have been in contact with mental 
health services (in the last three years) was over 3 times greater 
than that among the general population of the same age who have 
not been in contact with mental health services. In the borough of 
Knowsley, this mortality rate is 4.92 times greater, which indicates 
significant room for improvement.  

 Learning disability: The prevalence of people with a learning 
disability aged 18 years and over is amongst the highest in England 
with a rate of 7.2 people per 1000. 

 Neurological: The CCG rate of emergency admission for epilepsy in 
people aged 18 and over is in the worst quintile nationally 

 Obesity and physical inactivity: The CCG has high rates of obesity 
and physical inactivity. 

 Alcohol: Alcohol related admissions are in the highest quintile 
nationally. 

 
b) CCG Levels of Ambition Atlas 

The CCG Levels of Ambition Atlas provides benchmarked performance on a 
suite of key performance indicators relating to: 
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 Reducing potential years of life lost (PYLL) due to causes 
amenable to healthcare (worst quintile). In Knowsley, the main 
contributors to PYLL are amenable cancers, cardiovascular 
diseases and respiratory diseases. 

 Improving the quality of life for people with long term conditions 
(LTC) (worst quintile). Self-reported quality of life for people with 
LTC is amongst the lowest in England. 

 Reducing the amount of time spent unnecessarily in hospital (worst 
quintile). The CCG performs relatively poorly across a range of 
indicators relating to admissions for ambulatory care sensitive 
conditions, and performance has been deteriorating since 2011/12 
for unplanned hospitalisation for chronic ambulatory care sensitive 
conditions, and for unplanned hospitalisation for asthma, diabetes 
and epilepsy in under 19s. 

 Increasing the proportion of older people living independently at 
home. Knowsley performs relatively well on this measure (middle 
quintile).  

 
c) Public Health England (PHE) Spend and Outcome Tool 

The Spend and Outcome Tool (SPOT) gives NHS organisations in England 
an overview of spend and outcomes across key areas of business known as 
programme budgets. This supports understanding of the overall relationship 
between spend and outcomes, by identifying areas of significant variance 
which are likely to require more in-depth analysis and which may point to 
areas where the efficiency and effectiveness of services could be improved.  

The data for Knowsley indicates that for the majority of programme budgets, 
spend versus outcome falls within one standard deviation, meaning that 
variation in terms of spend and outcome is within expected bounds. The 
SPOT recommends that where programmes or outcomes fall more than one 
standard deviation from the mean, further investigation may be warranted. On 
this basis, three programme areas fall between one and two standard 
deviations as follows: 

 Respiratory – Higher Spend, Worse Outcome 

 Gastrointestinal – Higher Spend, Worse Outcome 

 Social Care – Higher Spend, Better Outcome  
 

In terms of areas where the CCG appears to be an outlier on outcomes (as 
distinct from spend versus outcome), the following themes emerge: 

 Cancers: Cancer mortality and potential years of life lost 

 Endocrine: Diabetes and a foot examination and risk classification; 
Diabetes with dietary review 

 Mental Health:  % new depression with assessment of severity; % 
new depression with further assessment of severity; People in 
contact with Adult Mental Health services. 

 Circulation: Varicose veins, EQ-5D, Health Gain 
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 Respiratory System: COPD prevalence; Register of patients with 
COPD; % COPD with FeV1; Mortality from respiratory disease 
<75yrs, DSR, persons and males. 

 Gastrointestinal: Mortality from liver disease, <75 yrs, DSR, 
persons and males. 

 Maternity: Register of women on contraception; % Breast feeding 
prevalence at 6-8 weeks. 

 LTC: Average health status (EQ-5DTM) for adults with a LTC 
 

d) RightCare Commissioning for Value Pack 

The RightCare Approach and Commissioning for Value packs(CfV)  support 
CCGs to reduce unwarranted variation by  using indicative data to identify 
opportunities for transformation. The approach supports CCGs by identifying:-   

 Where to look – using Commissioning for Value packs and 
benchmarking tools. This involves triangulation of data to identify 
which 
programmes offer the best value opportunities. 

 What to change – an approach to using service reviews to identify 
what needs 
changing and building the case for change. 

 How to change – driving through changes with clinical leadership 
and business process re-engineering techniques. 

The CFV pack produced in January 2016  identified five headline areas 
itemised below, based on both spend and outcome. A significant productivity 
opportunity was identified across all five areas and in terms of outcomes 
requiring further investigation, the following issues were highlighted: 

 Musculoskeletal –a review of outcomes in relation to knee and hip 
replacements is required and there are also opportunities to 
improve osteoporosis treatment. 

 Genitourinary – potential improvement opportunities in relation to 
the management of, and prescribing for, patients on the Chronic 
Kidney Disease register.  

 Circulation –potential improvements in the management of patients 
with coronary heart disease, atrial fibrillation, stroke and transient 
ischaemic attacks (TIA).  

 Cancer – improved breast and bowel screening uptake could 
produce significant benefits, as could ensuring that first definitive 
treatment is received within two months of urgent GP referral. 

 Trauma and injuries – Rates of injuries due to falls in people aged 
65+ are particularly high.  

 
CFV packs were refresh in October 2016  and the new pack indicates that 
there may also be service improvement opportunities in the following three 
areas:  
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 Respiratory  

 Gastro-intestinal  

 Mental health 

 
Knowsley CCG is currently in wave 2 of implementation which commences in 
January 2017.  The RightCare approach will be used to inform the work of the 
Transformation Programme work-streams and the approach will be 
embedded within the business processes of the organisation. The importance 
of clinical leadership and  provider and partner engagement will be key to 
success.  

 
5.7 Summary 

Putting the financial imperative and the need to manage demand to one side, 
the case for change in Knowsley is unequivocal and consistent with that 
across the wider C&M footprint. The evidence highlights a consistent range of 
clinical challenges These are: 

 Cancer 

 The management of long term conditions including respiratory 
disease, cardiovascular disease, diabetes and stroke  

 Mental health and Learning Disabilities  

 Care of older people 
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6 The CCG Priorities And The  National Priorities 

6.1 In addition to the  demographically derived priorities the Planning Guidance  
has continued with the must-do’s and the pre-existing Government Mandate. 
It makes it clear that NHSE, NHSI, Health Education England, the Care 
Quality Commission, Public Health England, NHS Digital and NICE will work 
together with local government  to support STP and LDS  to deliver their aims. 
In addition NHSE will use its single oversight framework to look at individual 
CCG performance against their own objectives and the national priorities. The 
Must-do’s and the Government Mandate are shown below:- 

 
Table 5 The National Must Do’s 
 

1. STPs 

 Implement agreed STP milestones, so that you are on track for full achievement by 
2020/21.  

  Achieve agreed trajectories against the STP core metrics set for 2017-19. 

 

2. Finance 

 Deliver individual CCG and NHS provider organisational control totals, and achieve 
local system financial control totals. At national level, the provider sector needs to be 
in financial balance in each of 2017/18 and 2018/19. At national level the CCG 
sector needs to be in financial balance in each of 2017/18 and 2018/19.  

 Implement local STP plans and achieve local targets to moderate demand growth 
and increase provider efficiencies.  

 Demand reduction measures include: implementing RightCare; elective care 
redesign; urgent and emergency care reform; supporting self care and prevention; 
progressing population-health new care models such as multispecialty community 
providers (MCPs) and primary and acute care systems (PACS); medicines 
optimisation; and improving the management of continuing healthcare processes.  

 Provider efficiency measures include: implementing pathology service and back 
office rationalisation; implementing procurement, hospital pharmacy and estates 
transformation plans; improving rostering systems and job planning to reduce use of 
agency staff and increase clinical productivity; implementing the Getting It Right First 
Time programme; and implementing new models  
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3. Primary Care 

 Ensure the sustainability of general practice in your area by implementing the 
General Practice Forward View, including the plans for Practice Transformational 
Support, and the ten high impact changes.  

 Ensure local investment meets or exceeds minimum required levels.  

 Tackle workforce and workload issues, including interim milestones that contribute 
towards increasing the number of doctors working in general practice by 5,000 in 
2020, co-funding an extra 1,500 pharmacists to work in general practice by 2020, 
the expansion of Improving Access to Psychological Therapies (IAPT) in general 
practice with 3,000 more therapists in primary care, and investment in training 
practice staff and stimulating the use of online consultation systems.  

 By no later than March 2019, extend and improve access in line with requirements 
for new national funding.  

 Support general practice at scale, the expansion of Multispecialty Community 
Providers or Primary and Acute Care Systems, and enable and fund primary care to 
play its part in fully implementing the forthcoming framework for improving health in 
care homes 

4. Urgent And Emergency Care 

 Deliver the four hour A&E standard, and standards for ambulance response times 
including through implementing the five elements of the A&E Improvement Plan.  

 By November 2017, meet the four priority standards for seven-day hospital services 
for all urgent network specialist services.  

 Implement the Urgent and Emergency Care Review, ensuring a 24/7 integrated care 
service for physical and mental health is implemented by March 2020 in each STP 
footprint, including a clinical hub that supports NHS 111, 999 and out-of-hours calls. 

 Deliver a reduction in the proportion of ambulance 999 calls that result in avoidable 
transportation to an A&E department. 

 Initiate cross-system approach to prepare for forthcoming waiting time standard for 
urgent care for those in a mental health crisis. 

5. Referral To Treatment Times And Elective Care 

 Deliver the NHS Constitution standard that more than 92% of patients on non-
emergency pathways wait no more than 18 weeks from referral to treatment (RTT).  

 Deliver patient choice of first outpatient appointment, and achieve 100% of use of e-
referrals by no later than April 2018 in line with the 2017/18 CQUIN and payment 
changes from October 2018.  

 Streamline elective care pathways, including through outpatient redesign and 
avoiding unnecessary follow-ups. 

 Implement the national maternity services review, Better Births, through local 
maternity systems. 
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6. Cancer 

 Working through Cancer Alliances and the National Cancer Vanguard, implement 
the cancer taskforce report.  

 Deliver the NHS Constitution 62 day cancer standard, including by securing 
adequate diagnostic capacity and the other NHS Constitution cancer standards.  

 Make progress in improving one-year survival rates by delivering a year-on-year 
improvement in the proportion of cancers diagnosed at stage one and stage two; 
and reducing the proportion of cancers diagnosed following an emergency 
admission.  

 Ensure stratified follow up pathways for breast cancer patients are rolled out and 
prepare to roll out for other cancer types. 

 Ensure all elements of the Recovery Package are commissioned, including: 
o all patients have a holistic needs assessment and care plan at the 

point of diagnosis; 
o a treatment summary is sent to the patient’s GP at the end of 

treatment; and 
o a cancer care review is completed by the GP within six months of a 

cancer diagnosis. 

7. Mental Health 

 Deliver in full the implementation plan for the Mental Health Five Year Forward View 
for all ages, including: 

o Additional psychological therapies so that at least 19% of people 
with anxiety and depression access treatment, with the majority of the 
increase from the baseline of 15% to be integrated with physical 
healthcare; 

o More high-quality mental health services for children and young 
people, so that at least 32% of children with a diagnosable condition 
are able to access evidence-based services by April 2019, including 
all areas being part of Children and Young People Improving Access 
to Psychological Therapies (CYP IAPT) by 2018; 

o Expand capacity so that more than 53% of people experiencing a 
first episode of psychosis begin treatment with a NICE-recommended 
package of care within two weeks of referral. 

o Increase access to individual placement support for people with 
severe mental illness in secondary care services by 25% by April 2019 
against 2017/18 baseline; 

o Commission community eating disorder teams so that 95% of 
children and young people receive treatment within four weeks of 
referral for routine cases; and one week for urgent cases; and 

o Reduce suicide rates by 10% against the 2016/17 baseline. 

 Ensure delivery of the mental health access and quality standards including 24/7 
access to community crisis resolution teams and home treatment teams and mental 
health liaison services in acute hospitals.  

 Increase baseline spend on mental health to deliver the Mental Health Investment 
Standard.  

 Maintain a dementia diagnosis rate of at least two thirds of estimated local 
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prevalence, and have due regard to the forthcoming NHS implementation guidance 
on dementia focusing on post-diagnostic care and support. 

 Eliminate out of area placements for non-specialist acute care by 2020/21. 

8. People With Learning Disabilities 

 Deliver Transforming Care Partnership plans with local government partners, 
enhancing community provision for people with learning disabilities and/or autism.  

 Reduce inpatient bed capacity by March 2019 to 10-15 in CCG-commissioned beds 
per million population, and 20-25 in NHSE-commissioned beds/million population. 

 Improve access to healthcare for people with learning disability so that by 2020, 75% 
of people on a GP register are receiving an annual health check.  

 Reduce premature mortality by improving access to health services, education and 
training of staff, and by making necessary reasonable adjustments for people with a 
learning disability or autism.  

9. Improving Quality In Organisations 

 All organisations should implement plans to improve quality of care, particularly for 
organisations in special measures.  

 Drawing on the National Quality Board’s resources, measure and improve efficient 
use of staffing resources to ensure safe, sustainable and productive services. 

 Participate in the annual publication of findings from reviews of deaths, to include the 
annual publication of avoidable death rates, and actions they have taken to reduce 
deaths related to problems in healthcare.  

 
 
Table 6 The Government Mandate  
 

1. Through better commissioning, improve local and national health outcomes, 
particularly by addressing poor outcomes and inequalities. 

1.1: CCG Performance • Consistent improvement in performance of 
CCGs against new CCG assessment 
framework. 

2. To help create the safest, highest quality health and care service. 

2.1: Avoidable Deaths And Seven Day 
Services 

• Roll out of seven day services in hospital to 
100% of the population (four priority clinical 
standards in all relevant specialities, with 
progress also made on the other six 
standards), so that patients receive the same 
standards of care, seven days a week.  

• Achieve a significant reduction in avoidable 
deaths, with all trusts to have seen 
measurable reduction from their baseline on 
the basis of annual measurements.  

• Support NHS Improvement to significantly 
increase the number of trusts rated 
outstanding or good, including significantly 
reducing the length of time trusts remain in 
special measures.  
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• Measurable progress towards reducing the 
rate of stillbirths, neonatal and maternal 
deaths and brain injuries that are caused 
during or soon after birth by 50% by 2030 
with a measurable reduction by 2020.  

• Support the NHS to be the world’s largest 
learning organisation with a new culture of 
learning from clinical mistakes, including 
improving the number of staff who feel their 
organisation acts on concerns raised by 
clinical staff or patients.  

• Measurable improvement in antimicrobial 
prescribing and resistance rates 

2.2: Patient Experience • Maintain and increase the number of 
people recommending services in the 
Friends and Family Test (FFT) (currently 88-
96%), and ensure its effectiveness, 
alongside other sources of feedback to 
improve services. 

• 50-100,000 people to have a personal 
health budget or integrated personal budget 
(up from current estimate of 4,000). 

• Significantly improve patient choice, 
including in maternity, end-of-life care and 
for people with long-term conditions, 
including ensuring an increase in the number 
of people able to die in the place of their 
choice, including at home. 

2.3: Cancer • Deliver recommendations of the 
Independent Cancer Taskforce, including: 

• significantly improving one-year survival to 
achieve 75% by 2020 for all cancers 
combined (up from 69% currently); and 

• patients given definitive cancer diagnosis, 
or all clear, within 28 days of being 
referred by a GP. 

3.  To balance the NHS budget and improve efficiency and productivity. 

3.1: Balancing The NHS Budget Overall 2020 goals: 

• With NHS Improvement, ensure the NHS 
balances its budget in each financial year. 

• With the Department of Health and NHS 
Improvement, achieve year on year 
improvements in NHS efficiency and 
productivity (2-3% each year), including from 
reducing growth in activity and maximising 
cost recovery.  
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4.To lead a step change in the NHS in preventing ill health and supporting people to 
live healthier lives. 

4.1: Obesity And Diabetes Overall 2020 goals:  

• Measurable reduction in child obesity as 
part of the Government’s childhood obesity 
strategy. 

• 100,000 people supported to reduce their 
risk of diabetes through the Diabetes 
Prevention Programme. 

• Measurable reduction in variation in 
management and care for people with 
diabetes. 

4.2: Dementia • Measurable improvement on all areas of 
Prime Minister’s challenge on dementia 
2020, including: 
• maintain a diagnosis rate of at least two 

thirds;  

 increase the numbers of people receiving a 
dementia diagnosis within six weeks of a 
GP referral; and 

 improve quality of post-diagnosis treatment 
and support for people with dementia and 
their carers. 

5. To maintain and improve performance against core standards  

5.1: A&E, Ambulances And RTT • 95% of people attending A&E seen within 
four hours; Urgent and Emergency Care 
Networks rolled out to 100% of the 
population. 

• 75% of Category A ambulance calls 
responded to within eight minutes. 

• At least 92% of patients on incomplete non-
emergency pathways to have been waiting 
no more than 18 weeks from referral; no-one 
waits more than 52 weeks. 

6. To improve out-of-hospital care. 

6.1. New Models Of Care And General 
Practice 

• 100% of population has access to 
weekend/evening routine GP appointments.  

• Measurable reduction in age standardised 
emergency admission rates and emergency 
inpatient bed-day rates; more significant 
reductions through the New Care Model 
programme covering at least 50% of 
population. 

• Significant measurable progress in health 
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and social care integration, urgent and 
emergency care (including ensuring a single 
point of contact), and electronic health record 
sharing, in areas covered by the New Care 
Model programme. 

• 5,000 extra doctors in general practice. 

6.2: Health And Social Care Integration • Achieve better integration of health and 
social care in every area of the country, with 
significant improvements in performance 
against integration metrics within the new 
CCG Improvement and assessment 
framework. Areas will graduate from the 
Better Care Fund programme management 
once they can demonstrate they have moved 
beyond its requirements, meeting the 
Government’s key criteria for devolution. 

• Ensure the NHS plays its part in 
significantly reducing delayed transfers of 
care, including through developing and 
applying new incentives.  

6.3: Mental Health, Learning Disabilities 
And Autism 

Overall 2020 goals: 

• To close the health gap between people 
with mental health problems, learning 
disabilities and autism and the population as 
a whole (defined ambitions to be agreed 
based on report by Mental Health 
Taskforce).  

• Access and waiting time standards for 
mental health services embedded, including: 

o 50% of people experiencing first episode of 
psychosis to access treatment within two 
weeks; and  

o 75% of people with relevant conditions to 
access talking therapies in six weeks; 95% in 
18 weeks. 

7. To support research, innovation and growth. 

7.1: Research And Growth • Support the Department of Health and the 
Health Research Authority in their ambition 
to improve the UK’s international ranking for 
health research. 

• Implement research proposals and 
initiatives in the NHS England research plan. 

• Measurable improvement in NHS uptake of 
affordable and cost-effective new 
innovations. 
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• To assure and monitor NHS Genomic 
Medicine Centre performance to deliver the 
100,000 genomes commitment.  

7.2: Technology • Support delivery of the National Information 
Board Framework ‘Personalised Health and 
Care 2020’ including local digital roadmaps, 
leading to measurable improvement on the 
new digital maturity index and achievement 
of an NHS which is paper-free at the point of 
care. 

• 95% of GP patients to be offered e-
consultation and other digital services; and 
95% of tests to be digitally transferred 
between organisations. 

7.3 Health and work • Contribute to reducing the disability 
employment gap. 

• Contribute to the Government’s goal of 
increasing the use of Fit for Work 

 
6.2 The Knowsley CCG plan will focus upon the above along with:-  

 the previously described clinical challenges, 

 the  workforce issues to be addressed in primary care, 

 the management of both elective and urgent care  demand,  

 the need to ensure financial sustainability.  
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7 The Prevention Agenda in Knowsley  
 
7.1 As previously discussed the borough is the second most deprived in the 

country and the CCG and its partners recognise that demographic factors and 
health behaviours are a significant underlying cause of preventable ill health.  

 
7.2 Risk Factors 

7.2.1 Smoking: Smoking is the largest preventable cause of death in the UK and it 
is estimated that 32% of adults smoke in Knowsley, higher than Merseyside  
(28%) and England (20%). In routine and manual workers prevalence is 
higher again at 32% in Knowsley (Annual Population Survey, 2015). Female 
smoking rates are higher than for males, which goes against the national 
trend: female rates are estimated at 35% against males at 30%.  

 Of note is the difference in trends in some major smoking related diseases for 
men and women. For example, lung cancer incidence is rising steeply in 
women and only marginally in men. Since 2004 new cases have risen by 48% 
in women. Furthermore, estimates suggest that respiratory disease causes 
nearly one third of the gap in life expectancy between Knowsley women and 
England women.  

 
 In relation to maternity, smoking at time of delivery is also a key challenge but 

one where progress has been made. The latest data shows that the rate was 
19.4%, down from 27.7% in 2007/2008.  

 Locally, smoking is strongly correlated with deprivation. Indeed work done 
with Merseyside Fire and Rescue Service suggests that in Merseyside 75% of 
the variation in smoking prevalence is explained by deprivation. Whilst 
methods used for estimating smoking rates locally do differ and produce 
different results there are some signs that smoking prevalence is reducing.  

7.2.2 High Blood Pressure: Most cases of high blood pressure (90% or more) are 
preventable. Whilst high blood pressure is a common risk factor for 
cardiovascular disease (myocardial infarctions, stroke, renal disease and 
dementia), the risk factors are mainly lifestyle related. High salt intake, poor 
diet, sedentary behaviour and smoking are all major contributory factors.   

There are 23,557 people recorded as having high blood pressure on 
Knowsley GP registers. However, across England as a whole  it is estimated 
that only c55% of are actually registered. This means that a further 16,600 
people in Knowsley may have high blood pressure but do not know it and are 
therefore not able to access effective interventions.  

Good management involves lowering blood pressure into normal ranges and 
also addressing cardiovascular risk and any complications in bodily systems 
(e.g. heart, kidneys and eyes). Estimates suggest that under half of those with 
hypertension have been diagnosed and are controlled with their blood 
pressure within recognised targets. 

7.2.3 Obesity: The proportion of Knowsley residents categorised as overweight is 
41% (2013/14) with 29% categorised as obese. This is slightly better than the 



 

38 
 

England average. Females are more likely to be obese, and obesity peaks in 
the age groups 45-64 according to the JSNA.  

Obesity is a risk factor for a number of conditions and is strongly linked to 
cardiovascular disease, some cancers and other conditions such as 
osteoarthritis and sleep apnoea. Obesity and age are also  the major risk 
factors for diabetes. 

Obesity in children is also a concern with levels at reception year the 3rd 
highest in the North West. This increases to the 2nd highest when obesity 
levels are measured again at year 6.  

Local health surveys suggest lower than the regional average intake of fruit 
and vegetables. Similarly, physical activity rates are below the Merseyside 
average for adults. Physical activity is positively associated with being in 
employment and men are more likely than women to engage in moderate 
intensity activity.  

7.2.4 Alcohol: During 2014/15 there were an estimated 4,182 alcohol related 
hospital admissions in Knowsley. This is a rate of 1,917 per 100,000 of 
population, significantly higher than the North West and England. Since 
2009/10 there has been a 13% increase in admissions, however, the gap 
between Knowsley and England is narrowing. In Knowsley it is estimated that 
there are 11,357 increasing risk / hazardous drinkers and 4,539 higher risk / 
harmful drinkers.   

7.3 Wider determinants of health 

7.3.1 The places where we live and work are governed by a wide range of social, 
economic and environmental factors which have a significant impact on our 
health and wellbeing.  These are referred to as the wider determinants of 
health or 'the causes of the causes', and determine the extent to which a 
person has (or lacks) the physical, social and personal resources to achieve 
goals, meet their needs and deal with changes to their circumstances. 
Knowsley experiences significant ill health and health inequalities resulting 
from the wider determinants of health. Tackling the wider determinants of 
health is therefore important in preventing of ill health.  

7.3.2 Deprivation: 59% of the population live in “Super Output Areas” which are 
classified as the most deprived in the country. This poses significant 
challenges, with high levels of health inequalities compared with the rest of 
England.  

7.3.3 Employment: Fewer residents in Knowsley are economically active or in 
employment compared to England. Average earnings are around £44 per 
week less than England and almost twice as many residents claim an out of 
work benefit compared to the rest of England. The overall unemployment rate 
is 7.7%, with youth unemployment (16-24) approximately 21.5%. The highest 
concentrations of those out of work are to be found in the most deprived areas 
of the borough, i.e. Stockbridge, Page Moss and Longview, Kirkby Central 
and Northwood. 
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7.3.4 Housing: Housing can have an impact on mental health, accidents and 
physical health conditions e.g. respiratory illnesses. 10.4 % of households 
(6500 people) live in fuel poverty, increasing vulnerability to health problems, 
particularly during the winter months. 

7.3.5 Social isolation: Nearly 6000 residents over 75 live  alone in Knowsley and 
this is projected to increase by 11% by 2020. Levels of car ownership fall 
short of the national average and 37% of residents have no access to a car or 
van (compared to national 25%). Older people and those from more deprived 
areas are less likely to have access to this type of transport. 

7.4 Learning disability: Knowsley has high levels of learning disability known to 
authorities (7.6 per 1,000 of population) compared to the North West (4.6) and 
England (4.3), and has the highest prevalence of learning disability in the 
Liverpool City Region. Employment rates for people with LD are very low, and 
there are higher than regional and national average rates for referrals to adult 
safeguarding. Evidence suggests people with LD have lower life expectancy, 
with the most common causes of death being respiratory disease and CVD. 
Anecdotally there are concerns around barriers experienced by people with 
regard to access to services in particular preventative activities such as 
screening and health checks. 

7.5 Prevention initiatives:  

7.5.1 The CCG works closely with the KMBC Public Health and Adult Social care 
teams on a range of prevention initiatives and is committed to continued 
partnership working. These include 

7.5.2 NHS Health Checks: NHS Health Checks, commissioned by partners in 
public health, are a major prevention programme and aim to identify 
undiagnosed diseases. They are a first step in the identification of risk and 
must be followed by appropriate interventions. The CCG will continue to 
support primary care delivery of the health checks programme. 

7.5.3 Integrated Wellness Service: This service works with individuals on their 
health and wellbeing priorities then provides referral through to a number of 
interventions such as health trainers, community cooks, smoking cessation 
services etc. This is a key initiative which the CCG and partners believe will 
have a significant impact upon obesity and other lifestyle related conditions. 
The CCG will also seek to ensure that any new clinical pathways that are 
introduced include prevention measures and that front-line staff are trained 
and capable of performing brief interventions  

7.5.4 Making Every Contact Count: The CCG will continue to work closely with 
local providers to improve the approach to MECC. If necessary it will use 
contractual levers within the NHS standard contract to do this.  

7.5.5 Cardiovascular disease and hypertension: The CCG is actively engaged in 
the work being undertaken across Cheshire and Merseyside on a strategy to 
reduce the burden of high blood pressure. At a local level work has 
commenced on improving the identification of high blood pressure through 
community based campaigns (know your numbers) and a local group is being 
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established to drive this forward. The CCG and its cardiovascular clinical 
reference group will develop an action plan to continue to  improve detection 
and reduce variation in treatment outcomes. 

7.5.6 Respiratory disease: Smoking cessation services are commissioned by 
public health and the CCG is committed to ensuring that referral to smoking 
cessation is a key part of clinical pathways.   

7.5.7 Cancer: The Health and Wellbeing Board recently hosted a six month early 
detection campaign locally to raise awareness of signs and symptoms of 
cancer and address fatalistic attitudes locally. In addition a screening post 
jointly funded by NHS England and the CCG will work over the next 12 
months to increase uptake across all three cancer screening programmes, 
working with local practices, providers and the community. The CCG has 
signed a memorandum of understanding with NHS England to support a two 
year screening uptake plan and will continue to support this into  2017-19. 

7.5.8 Alcohol: Along with referral into support services the CCG will support 
Borough wide initiatives such as dry January.  The CCG fund a Hospital 
Alcohol Liaison Service at both Aintree University Hospitals NHS Foundation 
Trust and St Helens and Knowsley Teaching Hospital NHS Trust  which works 
to ensure that people who present at the hospitals as a result of their alcohol 
use receive prompt referral and treatment from the community alcohol service 
on discharge. The aim is to improve healthy behaviour and  avoid possible re-
admissions.  

7.5.9 Falls: Public health commission a comprehensive assessment service which 
provides initial interventions to reduce the risk of falls in high risk older people. 
This evidence based programme also works across front line staff to widen 
the skill base of staff in falls prevention and also provides a postural stability 
programme to reduce admissions for falls. The CCG is seeking to integrate 
falls prevention into pathways of care and supports the widespread training of 
staff in falls prevention.  

7.5.10 Working well: KMBC has an award winning working well programme which 
aligns well with the 5YFV focus on workforce. Working Well encourages 
businesses to invest in 6 standards: Healthy Eating, Physical Activity, Alcohol 
reduction, Smoking Cessation, Mental Health & wellbeing and Health & 
Safety.  
 

7.6 Figure 4 on the following page provides a single page summary of the key 
issues identified within this section and the preceding section summarising the 
evidence. It shows how wider determinants of health and risk factors feed into 
the nature of the health challenges that are faced by Knowsley. 
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Figure 4: Evidence overview 
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8 Quality & Safety 
 
8.1 The Quality Assurance Framework  
 
8.1.1 The quality and safety of care are the foundations upon which the CCG vision 

is built and it has developed a Quality Assurance Framework in order to 
assure itself that it has in place a continuous quality and safety improvement 
cycle. This cycle has a  focus upon the recommendations of the Keogh and 
Francis Reports, Berwick and Cavendish Reviews and the Berwick Report.  

 
8.1.2 The Quality Committee which has been established as part of the CCG 

constitution, is responsible for overseeing the delivery of the Quality 
Assurance Framework. In seeking to ensure that the Quality Assurance 
Framework becomes embedded the Quality Committee identified a number of 
priority areas including:- 

 

 Service User Experiences of Care 

 Safeguarding 

 Continuing Healthcare And Complex Care For  Adults And Children 

8.1.3 Service User Experiences of Care: As per the Francis recommendations, 
the  introduction of  a system for capturing Service User Experiences of Care 
is one of the key deliverables identified within the Quality Assurance 
Framework. In order to do this effectively the Quality Committee has 
established a series of Quality Inspection Visits involving all providers. The 
purpose of these visits is  to listen to patients and staff in order to capture first-
hand their experiences of care.  The visiting team membership includes local 
Healthwatch and Patient Group representatives and visits include: 

 

 Acute Services; Ward Areas and Operating Departments;  

 Community Services, including District Nursing services;  

 Out of Hours Medical Services; 

 Walk-in-Centres; 

 Mental Health Services, including Inpatient Units and Assessment 
Teams;  

 Intermediate Care Centres. 
 

The visiting teams offer feedback to providers and this two-way dialogue 
provides an opportunity for the CCG to work in partnership with providers in 
order to help them to further develop their own true and open managerial and 
professional culture. 

 
8.1.4 Safeguarding: the Quality Assurance Framework aims to take forward the 

recommendations of  the report “National Advisory Group on the Safety of 
Patients in England, A Promise to Learn – a Commitment to Act, Improving 
the Safety of Patients in England”. This post Mid Staffs report states that:- 

 
“….The only conceivably worthy honour due to those harmed is to 
make changes that will save other people and other places from 
similar harm. It would add tragedy to tragedy if the nation failed to 
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learn from what happened, and to put those lessons to work. 
Without ever forgetting what has happened, the point now is to 
move on…..” 

 
Again this task is the responsibility of the Quality Committee and in terms of 
moving on,  the following Safeguarding priorities have been identified:- 

 
Children’s Safeguarding:  
 

 Child Sexual Exploitation.  

 The voice of the child: to ensure that the views of the child 
have influenced care plans.  

 Neglect 

 Joint Strategic Needs Assessment of Children and Young 
People: focus upon Domestic Violence across all agencies 

 Children Looked After including Adoption:  to improve 
outcomes which are poorer than children in the general 
population.  

 Early Help Assessment for Families: to engage early 
intervention services with families  

 Improving pre-birth risk assessments and information sharing:  
 

Adult Safeguarding:  
 

 Safeguarding adult’s assurance framework (SAAF): The SAAF 
will continue as a vehicle for strengthening and improving 
safeguarding practice across all health providers.  

 Domestic Abuse: case reviews have identified inconsistent 
responses to concerns and disclosure of domestic abuse.  

 Developing a safeguarding culture: that focusses on the 
personalised outcomes desired by people with care and 
support needs who may have been abused. This ensures that 
‘making safeguarding personal’ is a key operational and 
strategic goal.  

 Mental Capacity Act (MCA) /Deprivation of Liberty Safeguard 
(DoL): case reviews have identified poor and inconsistent 
application of the MCA and DOL safeguards. The Law 
Commission will publish new national guidance in the coming 
year which will assist in guiding practice. 

In order to make sure that progress is made the CCG Safeguarding service 
works closely with Public Health colleagues and other stakeholders to embed 
safer practice.  This includes raising awareness and statutory reporting of 
FGM and Modern Day Slavery. Work will also continue to further establish the 
most effective management of the Multi Agency Safeguarding Hub (MASH). 
This was formed to enable partners to make informed decisions as to the risks 
to vulnerable children and adults and to enable them to decide on the 
appropriate course of protective action. 
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In addition, the CCG commissioning process ensures that safeguarding is a 
specific component of all newly awarded service contracts.  

8.1.5 Continuing Healthcare And Complex Care For  Adults And Children: The 
Quality Assurance Framework has a clear emphasis upon the needs of local 
residents who require Continuing Healthcare (CHC)  and since in-housing the 
CHC service the CCG has developed a highly skilled team of clinicians which 
aims to meet the needs across a range of client groups in the following way:- 

 the provision of robust and timely assessments and review,  

 supporting care providers to increase the quality of care 
provided,  

 completion of CTR reviews,  

 completion of retrospective reviews,  

 management of disputes and review of high cost packages of 
care. 

8.1.6 It is clear that no part of the care system can develop in isolation and in taking 
the Framework forward the team are working closely with partners to ensure 
that patients are seen within the 28 day assessment for CHC and Funded 
Nursing Care (FNC)  criteria as referenced in the National Framework for 
NHS CHC & NHS FNC (revised, 2012).   The team also ensures that the 
principles of the Mental Capacity Act (2005) are adhered to including the 
undertaking of a Best Interest Assessment on those occasions when an 
individual may  lack capacity. This often requires a case management 
approach to ensure that all aspects of care are managed and planned, 
supporting improved patient, family and carer experience.  
 

8.1.7 Over the next two years the CCG will continually review the  progress made 
with regard to embedding the Framework, evaluate capacity constraints and 
look for investment opportunities. It is recognised that further work is needed 
to meet the requirements of the Transforming Care Strategy and LeDer 
Programme and this remains high on the CCG agenda. 

 
8.2 Personal Health Budgets: The CCG is committed to increasing the number 

of PHBs for individuals eligible for CHC and expanding its offer to other 
individuals and patient groups where it is considered they would benefit.   

A ‘Personal Budgets for Health & Social Care’ engagement forum has 
recently been established which includes the CCG, KMBC, Healthwatch and 
members of the public. This has provided insight in to the benefits of having a 
personal budget alongside some of the challenges faced by people who 
currently have or want to have them.  

Work is currently underway within the CHC Team to update policies 
underpinning PHBs alongside a review of governance arrangements and a 
training programme. This will ensure that appropriate systems and processes 
are in place to support the work around expansion of PHB’s. 
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9 Primary Care  
 
9.1 The General Practice Forward View 
 
9.1.1 In April 2016, NHS England published the General Practice Forward View 

(GPFV) , a document which sets out NHS England’s proposals to relieve 
pressures in general practice, and harness the opportunities from the current 
shift towards groups of practices working together. The document identifies 4 
key areas of challenge for primary care across the country; Workforce, 
Workload, Practice Infrastructure and Care Redesign, and also identifies an 
investment plan to enable change.  

 
9.1.2 Workforce Issues: The GP Forward View sets out how it will focus on 

increasing capability and capacity in general practice between now and 
2020/21 and aims to double the rate of growth in the primary care medical 
workforce over the next five years. This will involve an increase in GP training 
recruitment, to deliver an additional 5,000 additional doctors working in 
general practice by 2020/21. In addition, there will be a minimum of a further 
5,000 other staff working in general practice, including an extra 3,000 mental 
health therapists, plus clinical pharmacists  

 
9.1.3 Workload Issues: Were identified by the 2015 BMA Survey as the single 

biggest issue of concern to GPs and their staff. The GP Forward View 
identifies a number of issues which are driving this workload, and 
recommends how these will be addressed. Issues include:- 

 
i.  Managing demand –it is estimated that up to 27% GP appointments 

could potentially be avoided through better co-ordinated working, and 
there will be a focus on assisting patients in managing a greater 
proportion of minor, self-limiting illnesses for themselves.  

 
ii. Increasing practice resilience – a sum of £40 million has been identified 

nationally to help develop a practice resilience programme.  
 

iii Improving the interface between hospitals and general practice – 
including the following:  

• Changes to local access policies under which patients who do not 
attend an outpatient clinic appointment are not automatically 
discharged back to their GP for re-referral.  

• Certain types of onward referrals will also be enabled  
• Discharge summaries and outpatient clinic letters will be 

electronic.  
• Results of clinical investigations and treatments will be notified to 

patients in a cost-effective and appropriate manner (for example 
by telephone)  

• Requirement for providers to supply medication on discharge from 
inpatient or day case care, for a minimum of seven days (unless 
a shorter period is clinically necessary)  
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iv. Increased automation – The GP Forward View specifically highlights the 
benefits of software solutions which can automate common tasks. It is 
anticipated that practices will have access to the new automation 
function in 2017/18  

 
v. Quality Outcomes Framework (QOF) – a review is being undertaken of 

QOF in order to develop  local alternatives, and for team-based funding 
for practices opting in to the voluntary MCP contract.  

 
9.1.4 Practice infrastructure: The GP Forward View identifies £900 million capital 

expenditure plan over five years. This will be used for the development of 
primary care estate, and for the improved provision of IT services in general 
practice. One of the key outcomes from this investment will be to ensure that 
primary care is paper-free by 2020. This includes delivering improved online 
self-management services, and achieving full interoperability across IT 
systems. 

 
9.1.5 Care Redesign: The document commits to a redesign of general practice 

through the provision of extra capacity. This will include the provision for 
groups of local practices and other local providers to collaborate to offer 
improved in hours and out of hours services. It is intended that there will be  
integration of extended access with out of hours and urgent care services, 
including a reformed 111 service and Clinical Hubs  

 
9.1.6 It also describes the introduction of the new Multispeciality Community 

Provider (MCP) contract from April 2017. This will be based on the GP 
registered list, but which fully integrates a wider range of services, in whatever 
mix is best suited to the needs of the registered population. In addition, a  new 
national “Releasing Time for Patients” programme will be expected free up 
10% of every GP time across the country. This will focus on gathering and 
spreading successful examples of what has worked well, using the Ten High 
Impact Actions, supporting practices to redesign services, and building 
leadership capability.  

 
9.2 How Knowsley CCG Will Deliver The GP Forward View 
 
9.2.1 During 2016/17 the CCG has developed a plan to achieve sustainable high 

quality general practice for this and future generations.   
 
9.2.2 The plan sets out three key areas for action:- 

 Workforce issues, 

 Workload and rising demand 

 The service delivery model required to meet increasing demand and 
deliver sustainable high quality general practice. 

 
9.2.3 Workforce: As shown in figure 5 below, there are 75 Practice Nurses in 

Knowsley with 33 (44%) aged 50 or above (not accounting for those of 
unknown age).  
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A similar picture is seen in the GP workforce; of the 123 GPs in Knowsley 49 (41%) 
are aged 50 or over and 74 (60%) work full time. 
 
It is therefore essential that the CCG works with practices to redesign the workforce. 

 
Figure 5: Primary care workforce age distribution 

 
 
9.2.4 Workload and Rising Demand: Capacity and demand modelling in primary 

care both locally and nationally is difficult due to a lack of data although as 
described in Section 2 above, the Knowsley demographic includes significant 
numbers of people with complex need and multiple long term conditions. The 
majority of practices in Knowsley are currently contracted to offer 
approximately 70 GP appointments per 1000 population as per PMS contract 
requirements. As shown in Table 7 below this equates to c586,000 face to 
face contacts per year assuming a registered population of c161,000. 

 
Table 7 Demand Assumptions  

Year 2016 

Consultation rate 70/1000 

Registered Population 161,000 

Annual face/face 
consultations offered 

586,000 

 
 

In terms of demand growth rates,  research recently carried out by the Kings 
Fund which analysed 30 million patient contacts from 177 practices found that 
face to face consultations grew by more than 15 per cent between 2010/11 
and 2014/15. Applying this 15% growth rate over the next five years Table 8 
shows that demand for face to face consultation could rise from 70/1000 to 
79/1000.  This indicates a need to deliver c 75,000 additional face to face 
contacts by 2021. 
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Table 8 Growth assumptions  

Year 2016 2021 

Consultation rate 70/1000 79/1000 

Registered Population 161,000 161,000 

Annual face/face 
consultations offered 

586,000 661,000 

Growth  75,000 

 
National evidence indicates that 40 per cent of patients who contacted their 
practice for an appointment wanted to see or speak to someone on the same 
day, with 10% wanting to see someone the next day. In addition more than 
75% of the public wanted to see or speak to a GP rather than another 
member of the primary care team.  

 
In summary there is strong evidence to suggest that demand will increase as 
the population ages over the next five years and the CCG will need to find 
alternative and innovative ways to meet this demand within the available 
resources. 

 
9.3  Primary Care Re-design  
 
9.3.1 The CCG plan for the development of high quality, sustainable general 

practice describes a 5 year journey and includes a number of areas of  focus 
as shown in figure XX below. These are at various stages of maturity and 
each is discussed below.  

 
 

Figure 6 Sustainable High Quality Care 
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9.3.2  Enhancing quality: This will be achieved through the production and 
subsequent achievement of quality standards as well as the use of 
appropriate quality improvement tools and techniques and effective 
performance management. Clinically led quality standards will be agreed 
during 2016/17 with implementation planned for 2017/18. Standards will be 
reflective of best practice, inclusive of CQC requirements and other national 
quality standards. They will also ensure compliance with safety requirements 
including safeguarding.   

 
Quality improvement will be measured using numerous tools that may include 
point-of-care prompts, predictive risk modelling, benchmarking and peer 
review as well as patient surveys and other feedback. 
 
Each tool will include self-assessment and benchmarking in order to 
understand variation in quality. A taxonomy will be adopted to help 
understand practice variation and prevent taking an over simplified view.  
 

9.3.3 Contract and quality assurance: Contract performance indicators, 
performance against quality standards, data describing the use of medicines 
and other services and patient experience data will be viewed together to 
assure practice performance .  A primary care dashboard is currently being 
tested to capture a view of performance at a practice and a locality level. The 
approach will be open and transparent with reports formed at individual 
practice level and locality levels shared with all.  
 

Using a defined data set from various sources practices will be given an 
overall rating informed by their achievement. Practices will be individually 
scored and a ranking will be applied to inform the level of assurance gained. 
Those with high scores and ranking can expect a “light touch” process. Those 
who score the highest will be asked to support practices to learn from their 
experience. Those with lesser scores and ranking can expect more robust 
contract monitoring. Practices will be supported to improve with target setting 
and deadlines.  
 

9.3.4 Investing in general practice: There is a history of significant investment in 
general practice infrastructure in Knowsley with additional resource gained 
through, for example, the Prime Minister’s Challenge Fund. General practice 
has benefitted from substantial capital investment and services generally 
operate from bespoke buildings of high quality that support the future model of 
primary care. 

 
A bid to the transformation fund for general practice IT funding has recently 
been made and if successful, this will build on the solid foundations in place 
and help bring the vision for high quality future services closer to reality.   
 

The CCG’s locally developed Primary Care Quality Premium (PCQP) rewards 
quality improvement. Any future investment over and above core funding will 
build upon local core services and will be in keeping with national guidance for 
re investment of any PMS premium funding. 
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9.3.5 New models and forms of general practice: New models of primary care 

will be explored with general practices and the CCG will look to commission 
fewer, larger practices as collaborative models which will have: 

 

 The ability to offer an extended range of services in primary care, 
including rapid and extended local access  

 A focus on population health management to address inequalities  

 A scale to enable new forms of care for people with complex comorbidity 

 Capacity to offer career options and development for professional and 
other staff 

 Scale to permit peer review and the development of strong clinical 
governance infrastructure. 

 
9.3.6 Primary care as a provider: The concept of primary care as a provider 

supports the delivery of new models of care. New contract forms are being 
created and a multispecialty community provider (MCP) contract is due for 
release shortly. The potential development of a suitable MCP model will form 
part of future discussions with GPs as the cornerstone of any community 
based provider.  

 
9.3.7 Education, Training and Workforce: Moving forward the workforce will be 

required to adapt and diversify as it seeks to satisfy the demand that will be 
placed upon general practice in the future. Learning from others, working with 
national bodies and working with partner practices the CCG will look to 
enhance generic roles in general practice that can add to “first responses”.  

 
To manage the demands being placed upon the workforce and react in a co-
ordinated way, the CCG has developed a primary care workforce sub-group 
which reports to the primary care committee. This is clinically led with the 
membership engaging colleagues to steer workforce development. Working in 
partnership with practices the CCG will, through this sub-group, proactively 
help to identify training needs and commission solutions.  

 
Through regular assessment of need the clinical and non-clinical workforce 
will be equipped with the skills and knowledge required to deliver future care 
at the required standard. This will alleviate pressure and allow GPs to 
concentrate upon providing services only they can provide.  

 
9.3.8 Continued adoption of new ways of working: In line with national policy, 

linking with the digital road map and reflecting good practice the use of 
technology will be increasingly deployed to enhance services and improve 
access. As described above the CCG recently bid to the Primary Care 
Transformation Fund to accelerate the required IT developments to support 
the existing infrastructure.    
 

Patients will be offered the choice of electronic appointments and 
prescriptions, and greater support for self-care through the use of health apps 
and telecare. Alternatives to face-to-face appointments, including video calls 
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will also be explored to improve access and give patients choice of how they 
receive care. 
 

9.3.9 Medicines Optimisation: The use of medicines and the processes of 
prescribing is a key indicator of performance and quality in general practice. 
Medicines come with significant cost, risks and benefit for primary care and 
patients, and therefore medicines management will always be in focus and 
play a central role in the provision and evaluation of high quality sustainable 
general practice. 
 

A Medicines Management Strategic Plan has recently been prepared which 
describes a 3 year vision for medicines, prescribing and optimisation across 
Knowsley. The priority is to support people to remain in their own home, 
particularly those with long term conditions and those living in care homes. 
The CCG’s Medicines Management Team (MMT) will ensure that, through 
robust medicines optimisation, there will be 'a person centred approach to 
safe and effective medicines use. Shared decision making will be applied to 
use the best available evidence to guide decisions about the care of the 
individual patient 

 
Medicines management will be delivered across Knowsley via a hub and 
spoke locality model. The hub will house core functions such as Medicines 
Information, Hospital Interface, Antibiotic Stewardship and Controlled Drugs. 
The spokes will provide support to prescribers within the Localities and each 
locality will have a GP Prescribing Champion. In recognition of the changing 
balance in the GP workforce, there will be a greater use of nurse and 
pharmacist prescribers, enabling GPs to focus on patients with more complex 
medical needs 

 
On an STP footprint the MMT will be actively involved in the pan-Mersey 
Formulary, supporting GP practices to prescribe to the Formulary 
requirements and informing and shaping its contents.  

 
9.3.10 Engaging stakeholders and the public in planning: the CCG will engage 

the public and stakeholders with regard to the plan and its implementation. A 
communication and engagement work stream will be in place which will be 
responsible for ensuring appropriate information sharing and involvement of 
the general public and stakeholders. The approach will go beyond statutory 
and legal duties and will be inclusive, comprehensive and robust.  This will 
include signposting new services, promoting non-traditional consultation 
methods and promotion and continued development of the self-care agenda.  

 
9.3.11 Implementation: This programme of work will be delivered in conjunction 

with a wide range of other CCG priorities and change programmes and it will 
be managed in a co-ordinated way as part of the CCG programme 
management office way of working.  
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10 Improving Cancer Services  
 
10.1 The Incidence of Cancer 

 
10.1.1 Cancer is responsible for nearly 1 in every 3 deaths in Knowsley and in total, 

there were over 1,300 deaths due to cancer between 2013 and 2015 
(approximately 434 per year). Of these, 654 were under the age of 75 and the 
premature mortality rate (death rates under 75 years of age) for cancer was 
185.2 per 100,000 population. This is higher than England (141.50), the North 
West (156.5), Knowsley’s Statistical Neighbour Group (169.8) and the 
Liverpool City Region (171.0)  

 
10.1.2 Based on Knowsley GP registers within the Quality and Outcomes Framework 

(QoF) for 2014-15, the prevalence of cancer (the number of people who have 
cancer at this time) was about 1 in 43 people compared with 1 in 48 
nationally. Identifying and treating cancer in its early stages remains the most 
powerful way to give people the best possible chance of survival. According 
to the Independent Cancer Taskforce, diagnosing more cases early could 
save up to 11,000 lives a year in England alone. 

 
10.2 The Screening Programme in Knowsley 

10.2.1 Three programmes for cervical, bowel and breast cancer are delivered to 
different population groups and in different ways:  

 
10.2.2 Cervical screening: Women aged 25 to 49 are invited for cervical screening 

every three years and women aged 50 to 64 every five years. About 6000 
Knowsley women are screened each year.Currently screening uptake in 
Knowsley is 73.1% against a target of 80%.  

 
10.2.3 Breast screening: Breast screening is for women aged between 50 and 70 

who are invited for screening every three years. Women are sent an 
appointment either at a mobile or fixed site, which are provided by two local 
hospital trusts. About 11,000 Knowsley women are screened each year. 
There is currently a trial expanding the screening cohort to cover women aged 
between 47 and 73. Currently, breast screening uptake in Knowsley is 64% 
against a target of 70%.  

 
10.2.4 Bowel screening: Bowel screening is offered to men and women aged 

between 60 and 75 every two years, as long as they are registered with a GP. 
Invitations and the processing of the samples is provided by a hub in Rugby. 
Currently uptake in Knowsley is 49.7% against a target of 60%. A new 
additional Bowel Scope Screening is starting in Knowsley (as part of a 
Merseyside-wide roll out).  

10.3 Improving Screening Uptake 

10.3.1 Early intervention and improved screening uptake are amongst the top 
priorities for the CCG and they are a predominant feature within the JSNA. 
The Health and Wellbeing Board recently hosted a six month early detection 

https://www.cancerresearchuk.org/sites/default/files/achieving_world-class_cancer_outcomes_-_a_strategy_for_england_2015-2020.pdf
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campaign which was co-created with local residents and health professionals 
from across the borough. The campaign which ran between February and 
May 2016 connected with over 120 organisations including;  Healthwatch 
Knowsley, Age UK and  Knowsley CCG Practice Staff Forum along with local 
businesses as part of the Working Well Programme. Nine street team events 
resulted in direct engagement with over 4,500 face to face interactions with 
local residents and a social media presence generated a reach of over 
800,000.  Two press opportunities also generated a potential reach of over 
100k in readership.  

10.3.2 The campaign was well received by local residents and is recognised across 
the borough as a brand. During a recent brand recognition evaluation, over 
56% of respondents from Huyton and 63% of respondents from Kirkby said 
they recognised the brand.  78% of Huyton respondents and 82% of Kirkby  
respondents stated that the campaign did or would encourage them to visit 
their GP.  

 
10.3.3 Whilst it is difficult to determine causality, referrals for urgent suspected 

cancers under the two week referral criteria show an increase compared to 
the previous year following the launch of the campaign 

 
10.3.4 The Knowsley Council Overview and Scrutiny Board has also agreed that 

cancer screening uptake should form the basis of a review topic to be 
examined in more detail by a Working Group under the Wellbeing theme. 
Those involved in the group included the CCG cancer leads, both clinical and 
managerial, the Liverpool Breast Screening Unit, local learning disabilities 
nurse, the national hub for bowel screening, Cancer Research UK and NHSE 
Mersey Screening & Immunisation team. Local residents also provided 
valuable insight into patient journeys through the screening programmes. 
Particular attention was paid to identifying coverage amongst vulnerable or 
‘hard to reach’ groups. The Working Group made 14 recommendations which 
were endorsed by the Overview and Scrutiny Board in April 2016.  

 
Overview & Scrutiny Recommendations: The recommendations, and 
where appropriate the progress being made are shown below  :  

 
Recommendation 1 :That a health equity audit be carried out to understand 
health inequalities in cancer screening and to inform future working across 
partners to address inequalities.  

 
This audit was commenced in October 2016 and 
recommendations are  currently awaited. 

 
Recommendation 2: That NHSE, Knowsley CCG, Public Health and 
Provider organisations agree clear roles and responsibilities around 
screening, including the role of programme boards and responsibility to act on 
poor uptake and quality issues in the programmes.  
 

Discussion between NHSE, Public Health and the CCG 
remains on-going to address this. 
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Recommendation 3 :That GPs be actively encouraged by NHSE and CCGs 
as the leads for Primary Care Quality, to make the promotion of cancer 
screening a priority.  
 

Action has been taken with all practices and there is now a 
greater awareness of  current coverage / uptake rates by 
practice /locality . A full progress report is also being developed 
for regular consideration at the Primary Care Committee. 

 
The CCG also remain in liaison with the NHSE with local area 
team and CRUK to further develop the Primary Care Cancer 
Champion model and ensure that other aspects of national best 
practice are taken forward locally.  

 
Recommendation 4 :That NHSE works with the CCG and Public Health to 
provide quarterly practice level data to practices, linked to “top tips” for 
improving uptake.  
 

As per the above, the progress report will  practice level data to 
practices, linked to “top tips” 

 
Recommendation 5: That commissioners learn from best practice and past 
good practice in Knowsley, and neighbouring authorities where screening 
uptake has increased and incentivise participation in such interventions.  
 

Liaison with screening co-ordinators at neighbouring CCGs has 
taken place  in order to learn from their successes. Further 
work with CRUK also on-going re formalising the Cancer 
Champions structure. 

 
Recommendation 6: That the Council, CCG and NHSE support and work 
with the bowel screening providers to ensure population-wide roll out of the 
programme in Knowsley as soon as possible and support and endorse the 
introduction of FIT testing in the faecal occult blood testing screening 
programme.  

 
The CCG is now aligned with the Aintree and Royal Liverpool 
bowel screening units to gain overview of roll out of bowel 
scope screening. In addition Practices will also be involved in 
1st wave of St. Helens & Knowsley Hospitals bowel scope 
screening unit going live.   

 
Recommendation 7:That all providers explore further opportunities to 
influence uptake such as working with practices to promote their endorsement 
of the programmes.  
 
Recommendation 8:That the Bowel Screening Centre should explore the 
ability of practices and others to distribute bowel cancer screening kits 
opportunistically.  
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The CCG has engaged with the Director of Bowel Hub and a 
mechanism for GPs to request kits for non responders is 
currently  being trialled. This will be rolled out early in 2017. 
 

Recommendation 9 :That the Bowel Cancer Screening Centre considers and 
test the use of patient leaflets at different parts of the pathway to support 
uptake.  
 

FIT tests will be rolled out in April 2018  
 

Recommendation 10: That the breast screening service re-considers the use 
of out of hours/ weekend appointments for women to encourage uptake.  

 
The Screening & Immunisation Team are currently reviewing 
the Breast Screening unit operational policy. 

 
Recommendation 11 :That the Council continues to actively play its health 
promotion role in relation to screening.  

 

The CCG has engaged with the Council lead to discuss options 
to improve cancer screening awareness. Work is on-going  to 
take forward a training plan for care home staff to improve 
cancer screening awareness 

 

Recommendation 12:That work continues in identifying how public sector 
partners, such as the Fire and Rescue Service, can be trained to promote 
screening and assist in making appointments or requesting screening kits.  

 
The Fire, Safe and Well Project went go live in Autumn 2016. 
This involves  fire safety advocates promoting  screening and 
assisting  in making appointments or requesting screening kits.  

 
Recommendation 13 :That an evaluation of the 12 month cancer screening 
co-ordinator post is undertaken with consideration given by commissioners to 
extending the post further.  

 

Discussion is underway within the CCG and Public health team. 
 

Recommendation 14: That local and national cancer screening campaigns 
are supported and welcomed. 

 

The CCG has been involved with current local campaigns and 
is engaged with all C&M projects within 2 year cancer plan . 

 
In addition to the above work on improving screening uptake rates the CCG  
has also developed a 4 year strategic plan for cancer services as discussed 
below. 
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10.4 The 4 Year Plan for Cancer Services 

 
10.4.1 The 4 year strategic plan for cancer services seeks to: 

 
• increase the proportion of cancers diagnosed at stage 1 or 2; 
• increase the proportion of cancers staged; 
• improve one-year survival rates; 
• ensure patients receive a definitive cancer diagnosis within 28 days 

of GP referral. 
 
10.4.2 The plan comprises the following core elements: 
 

Planning and commissioning cancer services: Utilising guidance and good 
practice, alliances, networks, clinical reference groups and other partnerships 
to inform its commissioning activities.  
 
Outcome and quality measures: Identifying key success measures to 
monitor improvements in cancer prevention, diagnosis, treatment and 
aftercare. 

 
Preventing cancer: Working with public health, CCG member practices and 
other partners, tackling those factors that increase the likelihood of being 
diagnosed with cancer  

 
Early detection / screening: Improving screening uptake, ensuring good 
understanding and embedding of 2015 NICE guidelines and developing wider 
health workforce to help identify early cancer symptoms. 
 
Access to diagnostics: Ensuring fast and accurate diagnosis once there is 
suspicion of cancer. 
 
Treatment: Access to fast, efficient and appropriate treatment following 
diagnosis.  

 
Living with and beyond cancer: Ensuring appropriate support following a 
cancer   diagnosis, to the patient, their families and carers. 

 
62-day cancer waiting time standard: The CCG will continue to work with 
partners through the two local System Resilience Groups and the Cheshire 
and Merseyside Strategic Cancer Network to ensure that the national 62 day 
standard from urgent referral to the commencement of treatment is delivered.  

 
10.4.3 The CCG will also play an active role in the STP Cancer Alliance and 

successful implementation of the plan  will require the involvement of and 
engagement with a wide range of stakeholders including patients, their 
families and carers; providers; other commissioners and the public at large.   
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11 Long Term Conditions 
 
11.1 Prevalence 

 
11.1.1 There are some 2,000 residents who have been identified as regular and 

intensive users of health and social services within the borough and the 
previous sections of this document clearly articulate the challenge of 
transforming systems of care for these residents. Many have complex needs 
and one or more long term medical or mental health conditions  and finding 
the most effective ways of supporting these residents to obtain the greatest 
quality of life whilst living with these conditions continues to be a fundamental 
objective for the CCG. 

 
11.1.2 In order to achieve this objective  the CCG, the Local Authority and other 

partners are all committed to working together as, quite simply, this is the right 
thing to do. The borough is also actively using the national Long Term 
Conditions QIPP approach as a methodology to facilitate improved 
collaboration. This approach is based upon 3 key principles: 

 

 Risk Profiling 

 Integrated Community Teams: 

 Self-care and shared decision making 
 

11.2 Risk Profiling: Use of validated risk profiling tools alongside clinical insight to 
understand the needs of the population and identify/better manage those at 
high or medium levels of risk. 

 
11.2.1 As described in section 5 above, the CCG uses a broad range of nationally 

available evidence tools to understand the needs of the population. Although 
some of the evidence is dated they remain a valuable source of reference. 
Their use has enabled the CCG to identify the regular and high intensive 
users of services and this in itself facilitated the development of the Health 
and Social Care Transformation Programme. 

 
11.3 Integrated Community Teams: This is a fundamental component of the 

Transformation Programme . The aim is to create a functionally integrated 
care team at a locality level  in order to provide a single contact point for 
patients and carers. Each patient will have a ‘key worker’ who co-ordinates 
their care and acts as the point of contact. 

 
11.3.1 The primary aim is to improve services for patients with long term conditions 

and as discussed in section 4 above these teams are being implemented at 
locality level with an additional “virtual nursing home” MDT and supporting 
clinical service. The impact of the locality model and newly commissioned 
Nursing and Care Home MDT service  from April 2017 onwards is an 
expected reduction in AED attendances of some 750 per year and emergency 
admissions of c600 per year. This equates to a QIPP saving of around 
£970,000 per year.   
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11.4 Self-care and shared decision making: Empowering patients to maximise 
self-care, self-management and choice, through shared decision making.  
This requires a cultural shift for both patients and clinicians whereby the 
importance of self-care and patient education are truly understood.  

 
11.5 Much of the emphasis of the Transformation Programme is geared towards 

self-care and shared decision making and many of the combined CCG and 
Local Authority schemes which were previously labelled as “Better Care Fund 
(BCF) schemes” also have this emphasis. National guidance is clear that the 
BCF will remain for the next 2 years and the component parts of the £29m 
BCF budget this year are shown in Table 10 below. 

 
Table 10 BCF Pooled Budgets 2016/17 

 
 LA Contribution CCG  Contribution Total 

Mental Health Services £1,430,380 £873,280 £2,303,660 

Community Support Services £4,747,900 £2,797,440 £7,545,340 

Disability Services £12,226,670 £7,329,980 £19,556,650 

Total Pool £18,404,950 £11,000, 700 £29,405,650 

 
11.6 As previously described,  the CCG and Local Authority have agreed that 

schemes which were previously managed via a “BCF workstream” should be 
mainstreamed and that the BCF should be seen as a funding mechanism,  
within a rigorous Section 75 governance framework rather than a specific 
work stream. This approach is working well and  information with regard to 
some of the schemes either  in situ or in advanced stages of planning, which 
are supported by the BCF and which have an impact upon self-management 
and/or hospital admission avoidance is provided below:-  

 

 Early supported discharge schemes – This  involves the 
creation of an integrated multi-disciplinary hospital discharge 
team to ensure that patients who are medically ready for 
discharge  from hospital do not experience a delay in their 
onward pathway journey.  

 Preventing admission and enabling timely discharge - 
This scheme is intended to avoid unnecessary admissions. 
Where admission cannot be avoided, it is intended that 
comprehensive support, rehabilitation and reablement will be 
provided in order to allow patients to return to their normal 
place of residence and retain their place in the community as 
soon as possible. 

 The Knowledge hub - Providing easy access to information 
and advice about services within Knowsley that impact upon 
health and wellbeing and how to access them. This scheme is 
intended to introduce community navigators and a directory of 
services, empowering local people to make the right choices 
about local services to meet their needs. 

 An Urgent Care Response Team: The aim of this team is to 
support patients currently managed in the community to 
remain in that setting, where clinically safe and appropriate, for 
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as long as possible. This team will provide additional 
intervention to the patient at a ‘point of crisis’ which might 
currently result in an admission to hospital.  It will work closely 
with the locality MDT and its aim is to prevent avoidable 
hospital admission. 

 Increased Community Care capacity:  The CCG 
understands that an increase in community bed based 
capacity may be required if the Integrated Discharge and 
Urgent Care Response teams are to perform at optimal levels. 
It is therefore considering options around the provision of a 
step-up/step-down service within the borough. Work is on-
going in partnership with providers to identify the optimum 
model.  

 Services to support independent living: Commenced during 
2015/16 and scheduled for completion during mid 2017, this 
scheme introduces a future model for Services to Support 
Independent Living. Its aim is to enable  local people to safely 
remain in their own home longer through timely access to a co-
ordinated set of services that meets local people’s with 
seamless delivery from the patient’s perspective. 

 
11.7 The CCG notes that KMBC is currently reviewing its Health & Social Care 

portfolio and at this stage no assumptions are made in terms of the outcome 
of this review.  

 
11.8 Community Respiratory Disease Service  

 
11.8.1 In addition to the above  the CCG has commissioned a full Community 

Respiratory Disease Service (CRDS) which is due to reach maximum impact 
in early 2017. This has been  commissioned from Liverpool Heart and Chest 
Hospital NHS Foundation Trust and builds upon the highly successful 
community Chronic Obstructive Pulmonary Disease (COPD) service already 
in situ. The CRDS will include other respiratory conditions that can be safely 
managed within the community for example;  community acquired pneumonia, 
bronchiectasis,  asthma and interstitial lung disease (ILD). New patients 
referred into the CRDS will gain access to the full range of services, 
dependent upon their clinical need.  These include: 

 
a) Diagnostic Physiological Measurement and Annual Spirometry 

Review 
b) Consultant-led MDT Management Clinic 
c) Psychotherapy 
d) Pulmonary Rehabilitation and Breathlessness Support 
e) Home Oxygen Service – Assessment and Review 
f) Rapid Response:  Clinical Triage, Specialist Respiratory Nurse and 

Physiotherapist Service 
g) Community Respiratory Physiotherapy 
h) Early Supported Discharge and Admission Avoidance 
i) Symptom Control and Management, Palliative Care / End of Life 
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11.8.2 Additional primary care and community education will also be available, which 
will provide formal and informal education for primary and community care 
clinicians and nursing home staff. 

 
11.8.3 The CRDS will also have a positive impact upon the care pathway for follow 

up appointments in secondary care  after an acute episode of illness. The new 
pathway provides for follow up by community teams, reducing the need for 
follow ups in secondary care. The CCG will continue to work closely with 
LHCH to ensure that the effect of this consultant-led community service is 
exploited to the full.    
 

11.9 The CCG expects that the combined impact of the initiatives described in this 
section, along with  the Health and Social Care Transformation Programme 
which  has been designed as the spearhead  to drive these changes, will 
make substantial improvements to patient care. The Health and Social Care 
Transformation Programme is consistent with the national Long Term 
Conditions QIPP approach in that it focuses upon the provision of access to 
better patient centred services in the right locations which are able to respond 
quickly to the needs of patients and their carers.   

 
11.10 As described in section 14 below the combined impact of the Transformation 

Programme, the BCF schemes and the other commissioned schemes 
discussed above is that non-elective demand will be managed within a growth 
assumption of c2.5% over the next two years. This fits within the CCG 
affordability envelope and is also consistent with STP assumptions. 
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12 Urgent Care -  Improving The Patient Experience  
 
12.1 Strategic Context and System Performance 

12.1.2 Improving the patient experience for those in need of urgent care has been a 
specific objective for several years and it is disappointing that, despite all of 
the good partnership work in situ to deliver a good patient pathway,  4 hour 
performance and the associated ambulance turnaround times have remained 
extremely challenged throughout 2016. The CCG acknowledges that this level 
of performance represents a very poor patient experience and is committed to 
doing all that it can to improve the situation. 

12.1.3 It is clear that there are a number of system-wide issues which need to be 
addressed as we move forward and  in terms of whole-system management,  
the CCG is an active member of both the North Mersey and Mid Mersey A&E 
Delivery Boards. It has also contributed to the development of the Cheshire 
and Merseyside Urgent and Emergency Care Network (UECN) which is 
overseeing the network response to the new national urgent care  must-do’s. 
These are described in Table 11 below. 

Table 11 Urgent Care National Must do’s 

Deliver the four hour A&E standard, and standards for ambulance response 
times including through implementing the five elements of the A&E 
Improvement Plan.  

By November 2017, meet the four priority standards for seven-day hospital 
services for all urgent network specialist services.  

Implement the Urgent and Emergency Care Review, ensuring a 24/7 
integrated care service for physical and mental health is implemented by 
March 2020 in each STP footprint, including a clinical hub that supports NHS 
111, 999 and out-of-hours calls. 

Deliver a reduction in the proportion of ambulance 999 calls that result in 
avoidable transportation to an A&E department. 

Initiate cross-system approach to prepare for forthcoming waiting time 
standard for urgent care for those in a mental health crisis. 

 

12.1.4 Progress cannot be achieved in isolation and the CCG will continue to play a 
lead role in the UECN attempts to take forward  these must do’s at system 
level.  As part of its role within the A&E Delivery Boards the CCG is also 
working closely with local partners action the five elements of the A&E 
Improvement Plan. These are to :- 

 introduce primary and ambulatory care screening in A&E;  

 increase the proportion of NHS 111 calls handled by clinicians;  

 implement the Ambulance Response Programme;  

 implement SAFER and other measures to improve in-hospital flow; 
and  

 implement best practice on hospital discharges to reduce Delayed 
Transfers of Care (Discharge to Assess, Trusted Assessor etc.) 
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12.1.5 From a local perspective, the Transformation Programme remains the 
foundation stone upon which plans are based as those residents with Long 
Term Conditions  are, by default the highest users of urgent care services. 

12.2 Local Urgent Care Demand.  

12.2.1 AED Attendances: In 2016/17 the total number of attendances at secondary 
care   A&E departments generated by Knowsley registered patients is 
forecast to be approximately 132,586. This equates to a 3.8% reduction 
compared to the previous year. Although this is good news the CCG 
recognises that too many residents still access urgent care via hospitals 
rather than in the community. 

12.2.2 WIC Attendances: The CCG currently provides 3 walk-in facilities each of 
which is designed to provide easy access to care seven days per week. They 
are intended to provide support to primary care and also reduce the public 
reliance upon on the secondary care A&E departments for this type of service. 
In the medium to long term it is intended to review the provision of these 
facilities although this can only happen once the positive impact of the 
Transformation Programme has been evidenced. The activity in the three 
WICs is shown below in table xx. This shows that overall there is forecast to 
be a 3.6% increase in attendances to the walk-in centres within Knowsley 
since 2014/15.  

Table 12 Urgent Care at the WICs 

Facility 2014/15 2015/16 
2016/17 

forecast 

Halewood 20,303 
20,817 

(+2.53%) 
22,159 

(+6.45%) 

Huyton 26,904 
27,793 

(+3.30%) 
28,722 

(+3.34%) 

Kirkby 26,356 
25,021 

(-5.07%) 
25,335 

(+1.26%) 

Total 73,563 
73,631 

(+0.09%) 
76,216 

(+3.51%) 

 

12.3 Non elective (NE) Admissions:  

12.3.1 Discussion with regard to NE admission is complicated by the fact that there 
have been coding changes agreed within the system which make year-on-
year comparison difficult. Table 13 strips out these changes and shows the 
admissions generated by Knowsley residents since 2014/15. This shows that 
there was a reduction in 2015/16 compared to the previous year although 
growth is forecast to be around 3% this year. This confirms that there remains 
much work to do to meet the urgent care needs of the population.  
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Table 13 NE Admissions 

 2014/15 2015/16 
2016/17 

forecast 

NE Admissions 23517 
23157 

(-1.53%) 

23867 

(+3.1%) 

 
12.4 Length of Stay (LOS) 

12.4.1 Non-elective Length of Stay (LOS) for Knowsley registered patients (excluding 
those with a zero length of stay) is 3.4 days for acute specialties. The average 
length of stay has decreased slightly year on year, despite significant growth 
in the number of admissions with a length of stay of 3 or more days (34.8% 
more in 2016/17 than in 2015/16).   

12.4.2 There are two core factors which contribute to extended LOS, the first of 
which is the availability of high quality ambulatory care services either within 
the hospital or in the community. 

12.4.3 The CCG is  currently in the worst quintile for a range of indicators relating to 
ambulatory care sensitive (ACS) conditions and work is on-going with the two 
acute providers to further develop ACS clinical pathways within AED. In 
addition,  should the on-going work with providers result in a decision to 
introduce a step up/step down  facility, this will enable the development of  
extended ACS pathways.  

12.4.4The second factor is the complexity of the patient’s condition, particularly for 
those who are elderly and suffering from any number of complex co-
morbidities.  These intricacies can make discharge planning and onward 
clinical pathway management  very difficult as several different professionals 
and clinicians each with their own different clinical perspectives are brought 
together to co-ordinate future care. 

12.4.5 The CCG has taken action  to alleviate this problem, for example via the 
introduction of the  Early Supported Discharge Team  and national Delayed 
Transfer of Care (DTOC) data compares the borough favourably. The CCG 
also works closely with providers to use a “home-first” approach and to  
implement best practice on hospital discharges. However, there remain 20-30 
Knowsley residents being cared for within an acute secondary care setting on 
any given day who could be cared for in an alternative community 
environment. It is  intended that the  step-down option offered via the 
community assessment  facility will facilitate this. This will enable the patient 
journey to be planned and managed in a way which does not include 
unnecessary hospital stay where “home-first” is not an option. 

12.4.6 The combined impact of the above along with the continued embedding of the 
Transformation Programme is expected to improve the patient experience for 
those who access services via the urgent  care system. It is expected that this 
will include improvements in whole-system performance again the national 4-
hour mandate.  
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13 Mental Health and Learning Disabilities  
 

13.1 Prevalence 

13.1.2 Mental disorder is responsible for the largest proportion of the disease burden 
in the UK (22.8%), which is larger than cardiovascular disease (16.2%) or 
cancer (15.9%).  One in four adults experience at least one diagnosable 
mental health problem in any given year. Mental health problems represent 
the largest single cost of disability in the UK.  The cost to the economy is 
estimated at £105 billion a year – roughly the cost of the entire NHS.  In 
England, if you have a serious mental illness, you are twice as likely to die 
before the age of 75 years.  On average, you will die 15-20 years earlier than 
other people. 

13.1.3 In addition, people with long term illnesses suffer more complications when 
they also develop mental health problems, increasing the cost of care by an 
average of 45%.  For example, £1.8billion additional costs in diabetes care 
are attributed to poor mental health.   

13.1.4 Two thirds of people with mental health needs are seen in primary care. Local 
GP registers indicate that 9 out of the 12 CCGs in Cheshire and Merseyside 
have a higher number of adults with depression than the England average.  
The number of people on Cheshire and Merseyside GP registers with severe 
mental illness is also higher than the England average and over 50% of 
Cheshire and Merseyside CCGs have been flagged for having a high 
prevalence rate of dementia. 

 
13.2 The 4 Year Plan for Improved Mental Health & Wellbeing 

 
13.2.1 Improving services for patients with mental health problems is a national 

must-do, it features as a priority in the STP and  both LDS’. It is also one of 
two priorities identified by the Knowsley Health and Wellbeing Board and the 
CCG has developed a 4 year plan aimed at delivering improvements in the 
mental health and wellbeing of local people and parity of esteem between 
mental and physical health services by 2020. Key planned activities include:- 

 
13.2.2  Key planned activities include:- 

a) Single point of access to Mental Health services; access to the mental 
health system in Knowsley is complicated with multiple providers across 
health, social care and other sectors. Whilst the longer term plan is to seek 
to simplify the system, in the short term it will commission a single point of 
access into all mental health services. This will be irrespective of provider 
and will be used for health care professionals and other practitioners. It will 
also be used by those who seek self-referral into services.   The single 
point of access will provide a single point of information as well as 
assessing and meeting the needs presented by individual patients. This will 
ensure rapid response and onward referral, as appropriate. 

The initial phased roll out of the service is imminent with full capacity by 
June 2017 



 

65 
 

b) Transformed out of hospital mental health provision: This is strongly 
linked with the locality MDT approach. Design and specification has 
recently been completed with procurement and mobilisation planned during 
2017/18. The service will include a consultant led, community based 
provision, providing timely access to mental health services for acute and 
chronic conditions.  
 
As part of this development the CCG has worked with 5Boroughs 
Partnership Mental Health Foundation Trust (5BP) to devise a new 
approach to supporting patients with Personality Disorder (PD). These 
patients  can pose a challenge to the existing services, utilising a 
disproportionate amount of time and a large number of bed days. The new 
approach promotes the development of skills and builds resilience. It will be 
implemented within the parts of the Borough covered by 5BP from April 
2017.  

 
c) Improved Access to Psychological Therapies (IAPT): The local provider 

of IAPT services is 5BP and the CCG has worked closely with 5BP over the 
last 12 months to support the provider to improve performance with regard 
to access and recovery rates. The IAPT Team and Clinical Lead are 
continuously looking at methods to promote the service and increase 
visibility in the Borough and in addition,  the CCG and 5BP recently met 
with the NHSI  Intensive Support Team (IST). The IST made a number of 
improvement recommendations and an action plan is now in place which is 
monitored though the contracting review mechanism. Currently a Contract 
Performance Notice remains in place. 
 

d) Crisis Care (incorporating the requirements of the Crisis Care 
Concordat): The CCG commissions a psychiatric liaison service at Whiston 
Hospital which is provided by 5BP. During the daytime hours it consists of 3 
teams differentiated by the age of the patient (CYP, Adult, Older Persons). 
Out of hours there is a single service response to all age requests. The 
service includes  mental health nursing, psychiatry, psychology and 
specialist CAMHS and Older Age Practitioners. This enables the team to 
offer brief interventions to patients who then can be referred to other 
services. This has been particularly effective for people who attend AED. 
 
As part of the Knowsley and St.Helens Crisis Care Concordat 
Implementation Group, both CCGs were awarded additional funding to 
improve the current “Place of Safety”  provision across both boroughs. The 
funding will enable the CCGs to reinstate a Place of Safety in St.Helens and 
make improvements to the existing facility at Whiston AED. This should 
ensure that Custody Suites are not used as a Place of Safety. The two 
CCGs have also co- commissioned a street triage service.  

 
 

e) Adult mental health: community, acute and crisis care:   Out of area 
placements: The CCG has worked closely with 5BP to develop a pan 
borough approach to reducing out of area placements. The intention is to 
significantly improve the patient and family experience of inpatient care by 
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reducing the number of occasions where an inpatient bed cannot be found 
locally. Contract negotiations to establish a risk share to incentivise the 
provider are complete and it is anticipated that there will be a reduction in the 
use and costs of non-specialist acute mental health beds from quarter 4 
2016/17.  This will be embedded throughout 2017/18. 
 

f) Early Intervention Psychosis (EIP): The CCG has 2 EIP providers; 5BP 
and Merseycare, and  investment into the providers to increase capacity and 
skill mix to deliver the Early Intervention Psychosis waiting time standards 
has recently been agreed. In terms of 5BP provision, services have recently 
improved and it is expected that this will continue. It is expected that 
performance will be maintained  throughout 2017/18 
 
In terms of Mersey Care provision, the CCG has made additional investment 
with the provider although the provider was unable to agree additional 
funding with other CCGs with a result that services to this client group in 
Kirkby remain sub-optimal.   This is being addressed at NHSE North Region. 

 
13.3 Children and Young People’s Mental Health Services  

 
13.3.1 Knowsley CCG is committed to transforming mental health services for 

Children and Young People (CYP).  Ensuring emotional wellbeing and 
positive mental health is a priority for both Knowsley CCG’s Governing Body 
and for the Knowsley Health and Wellbeing Board.  

 
13.3.2 As a Borough, Knowsley has developed a ‘Mental Health and Wellbeing 

Group’ to oversee the development and delivery of mental health priorities for 
the population of the Borough. This will assure the alignment of action plans 
including the Children and Young Person Mental Health Transformation Plan 
which is in the process of being refreshed for 2017. 

 
13.3.3 The CCG has begun to make progress locally in improving access to services 

and support and to continue to work through the Transforming CAMHS Plan. 
Working collaboratively with other Mid Mersey CCGs (Warrington, Halton and  
St.Helens),  a new Eating Disorder Service that is compliant with all national 
guidance which will be mobilised during January – March 2017. A requirement 
in the contract will be that the service is part of a Quality Assurance Network. 
The service will fully utilise the allocation from the NHSE. 

 
13.3.4 In terms of CYP-IAPT, the CCG is a core member of the CYP-IAPT 

Partnership Strategic Group that oversees the delivery of CYP service 
improvements across the Mid Mersey area.  The Group oversees the 
objectives of CYP-IAPT service improvements and supports the embedding of 
principles of CYP-IAPT.  Resolving the long-standing workforce issues is key 
to this and the Group is working collaboratively to agree an approach to a 
sustainable model of CYP-IAPT.  
 

13.3.5 As part of the collaborative service requirement with specialised 
commissioning around Tier 4 CAMHS the CCG has established engagement 
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with the relevant leads at NHS England and will support the review and 
development of Tier 4 provision. 

 
13.3.6 Knowsley will be utilising the THRIVE approach to the delivery of CYP mental 

health. This approach is being developed in partnership with key partners and 
stakeholders with a focus on outcomes and the engagement of children and 
young people in designing services. This involves the promotion of mental 
health and wellbeing with emphasis on early identification and intervention to 
preventing problems becoming entrenched.  
 

13.4 Transforming Care (Learning Disabilities) 

13.4.1 The CCG has a strong track record of success in terms of delivering the 
national Transforming Care programme and will continue to seek to ensure 
that fewer patients with a learning disability remain in hospital unnecessarily. 
The programme comprises 5 areas: 
 

a) Empowering individuals – giving people with learning disabilities and / 
or autism, and their families, more choice and say in their care. 

b) Right care in the right place – ensuring that we deliver the best care 
now, including a new approach to care and treatment reviews, whilst 
redesigning services for the future. 

c) Regulation and inspection – tightening regulation and the inspection 
of providers to drive up quality of care. 

d) Workforce – developing the skills and capability of the workforce to 
ensure high quality care. 

e) Data and information – making sure the right information is available 
at the right time for the people that need it, and continuing to track and 
report progress. 

 
13.4.2 The Cheshire and Merseyside Transforming Care Partnership Board 

oversees the implementation of the programme and this has established the 
work programme. This has created a strong platform for future 
implementation. 
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14 Activity  

14.1 Activity Plans - Overview 
 
14.1.2 The CCG has built on the work undertaken last year to validate baseline data 

and further refine its assumptions about underlying growth rates in hospital 
activity. This analysis was based on both Secondary Uses Service (SUS) 
activity data and Service Level Agreement Manager (SLAM) finance data. 
Within the NHS England planning templates that accompany this narrative 
plan, activity is grouped into Points of Delivery (PODs); Table 14 below 
summarises forecast outturn (FOT) for 2016/17 and also the underlying 
growth assumptions by POD in a ‘Do nothing more’ scenario for the next two 
years. This scenario acknowledges the impact that well-established specialist 
community services have had on planned and unplanned care demand in 
secondary care in recent years, and assumes this impact will continue over 
the period of this planning round. 

 
Table 14 FOT and  Underlying growth by POD 

POD  Description 
FOT 

(2016/17) 
Growth 

(2017/18) 

Growth 
(2018/19) 

E.M.8 
Consultant led first outpatient attendances 
(specific acute) 

 
-1.8% 

 
2.6% 2.5% 

E.M.9 
Consultant led follow-Up outpatient 
attendances (specific acute) 

 
-0.4% 

 
1.1% 1.1% 

E.M.10a Elective ordinary admissions (specific acute) 
 

1.3% 
 

0.2% 0.2% 

E.M.10b Elective daycase admissions (specific acute) 
 

3.5% 
 

5.7% 5.4% 

E.M.10 Total elective admissions (specific acute) 
 

3.2% 
 

4.9% 4.7% 

E.M.11 Total non-elective admissions (specific acute) 
 

3.1% 
 

1.9% 1.9% 

E.M.12  
A&E attendances (excluding planned follow-
ups) 

 
-3.8% 

 
-2.1% -2.2% 

 
14.1.3 Growth has been calculated based on straight line trajectories, with 

adjustments made to baseline data to account for any step changes in growth 
(e.g. counting and coding reclassifications, change in reporting by providers 
etc.) to give a more realistic ‘Do nothing more’ position for 2017/18 and 
2018/19. 
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14.1.4 In some instances, 2016/17 forecast outturn is not in line with the straight line 
trajectory forecast for that year, leading to growth rates in the NHS England 
planning template that differ from those stated above.  These differences are 
explained in the relevant POD breakdowns below. 

 
 

14.1.5 First Outpatient Attendances:  2016/17 forecast outturn is currently 
estimated to be lower than the straight line trajectory would suggest as shown 
in chart 7 below.  This is due to an unusually low level of attendances in July 
2016 compared to the same month in the previous two years (as evidenced in 
chart 8).   

 
Chart 7 First outpatient attendances 

 
 
 

Chart 8 Monthly Comparison 

 

14.1.6 Adjusting for the July anomaly, forecast outturn would be within 0.16% of 
outturn calculated by trend analysis and therefore supports the accuracy of 
the expected trend for years 2017/18 and 2018/19 of a ‘Do nothing more’ 
position. 
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14.1.7 Follow-up outpatient attendances: Commissioning of secondary care 
dental activity changed responsibility from CCGs to NHS England in 2016/17.  
To account for this, underlying growth has been calculated year on year by 
excluding dental treatment function specialties to allow comparison of activity 
from 2014/15 to date. Underlying growth in follow-up attendances is an 
increase of 1.1% year on year when adjusted for changes in dental 
commissioning as per chart 9 below. 

 
 Chart 9 

 

14.1.8 Elective ordinary spells: Trend analysis indicates a relatively consistent 
level of ordinary admissions (0.2% growth year on year).  For the basis of this 
planning round, 2014/15 data has been excluded from straight line trajectory 
calculations as it would lead to an unrealistic downward trend trajectory.  It is 
assumed current levels of ordinary admissions will continue in subsequent 
years. 

Chart 10 

 

14.1.9 Day Cases: 2016/17 forecast outturn is currently in line with trajectory, 
supporting the accuracy of the calculated ‘Do nothing more’ trend.  The 
change in commissioning arrangements for secondary care dental treatment 
has been accounted for in day case growth calculations. The growth seen 
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here is in line with previously submitted plans.  In 2016/17, growth occurred 
due to outpatient procedures moving to a day case setting. In addition to 
underlying growth, counting and coding changes at Royal Liverpool and 
Broadgreen University Hospitals NHS Trust (RLBUH) are expected to add to 
the forecasted 2017/18 and 2018/19 outturn. This has been included in the 
assumption. See Chart 11 

Chart 11 

 

14.1.10 Non-elective admissions: In 2016/17, non-elective activity increased due 
to the reclassification of Emergency Decision Unit (EDU) activity at Alder Hey.  
Adjusting baseline data to account for this gives underlying growth of 1.9% 
year on year. This can be seen in charts 12 and 13 below. 

Chart 12 
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Chart 13 

 

14.1.11A&E attendances (excluding planned follow-up attendances):A&E 
attendances generated from within the borough have  decreased consistently 
over the last 2-3 years over the past few years although the picture is 
complicated by a number of coding and classification changes which have 
been apparent since January 2016. At this point in time there was a  transfer 
of responsibility of the Nutgrove Villa WIC from 5 BP  to St Helens and 
Knowsley Teaching Hospitals NHS Trust.  Previously all WIC activity had 
been reported under the NHS Knowsley CCG commissioner code.  Since the 
transfer to reporting by STHK, activity is now reported by the responsible 
commissioner for where the patient is registered. 

14.1.12Adjusting historic data to reflect the current method of allocating activity  
shows a reduction year on year of 2.1%. 

Chart 14 
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14.2 QIPP Schemes To Manage Demand 

14.2.1 As described earlier in this document the CCG has a number of well-
established specialist community services in place to reduce planned and 
unplanned demand in secondary care.  These include:  

 The community Respiratory Service provided by Liverpool Heart 
and Chest Hospital NHS Foundation Trust (LHCH), recently 
expanded to support a number of additional respiratory conditions; 

 The community CVD Service also provided by LHCH; 

 The community Diabetes service provided by Aintree University 
Hospitals NHS Foundation Trust.  

14.2.2  As the CVD and Diabetes specialist community services have been in place 
for a number of years, it has been assumed that the impact is already realised 
within the historic data, and that reducing activity further would be double-
counting the expected impact of the services on secondary care.  However, 
the community respiratory service has recently been extended to support 
additional diagnoses and as a result further reductions in emergency 
admissions are included in the 2017/18 and 2018/19  forecast outturn. 

14.2.3 In addition a number schemes which are being delivered via the Health & 
Social Care Transformation Programme will also have an impact on demand 
for both planned and unplanned secondary care activity. These are discussed 
in detail  elsewhere in this document and include: 

 Introduction of systems to support more effective referral processes 
between primary and secondary care; 

 Improving support to nursing homes; 

 The  Locality MDT model 

14.3 The impact of QIPP Schemes  by POD 

14.3.1 Expansion of the community respiratory service: The rollout of the 
community respiratory service to cover a broader range of conditions from 
June 2016 is expected to impact on outpatient attendances and emergency 
admissions in 2017/18 and 2018/19. Table 15 shows the business case 
estimated impact: 

Table 15 The Impact Of The Community Respiratory Service 

Point of Delivery 
Activity 

Reduction 
(2017/18) 

Financial 
opportunity 
£ (2017/18) 

Activity 
Reduction 
(2018/19) 

Financial 
opportunity 
£ (2018/19) 

Consultant Led First 
Outpatient Attendances 

(specific acute) 
263 37,609 - - 

Consultant Led Follow-Up 
Outpatient Attendances 

(specific acute) 
263 19,725 - - 

Non-elective admissions 205 304,220 320 474,880 

Total 731 361,554 320 474,880 
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14.3.2 Improving referral quality: Benchmarking data from Better Care Better 
Value (BCBV) and Right Care both indicate significant opportunities for 
efficiencies. BCBV identifies an opportunity of £1.2m if the CCG achieved 
efficiencies at the level of the England median. Meanwhile Right Care 
identifies significant savings opportunities within elective care  for specialties 
such as T&O and gastroenterology, from which it can be inferred that an 
opportunity exists in outpatients for these and other specialties. 

The RQ  scheme is currently being rolled out in 2016/17 and part-year effect 
reductions have been considered when calculating the forecast outturn for 
2016/17.  Based on full implementation from the beginning of December 
2016, a reduction of 1,864 1st outpatient attendances has been anticipated 
from the 16/17  forecast outturn.  The assumed reduction of 1st outpatient 
attendances is 4,288 in 2017/18 and 8,576 in 2018/19 from the ‘do nothing 
more’ growth calculation.  

Normal First/Follow up assumptions are based upon an  average 2.2/1 ratio 
although for this planning submission, a more conservative 1:1 assumption is 
made.  

Additional assumptions have also been made with regard to Procedures of 
Lower Clinical Priority (PLCP). These  are those procedures which are felt to 
either be mainly cosmetic interventions, low-volume and high-cost complex 
procedures, procedures that are relatively ineffective, or effective but where 
there are more cost effective alternatives that should be tried first.  The RQ 
scheme will ensure the consistent application of the PLCP policy leading to an 
assumed reduction in outpatient and day case activity illustrated in Table 16. 

Table 16 The Impact Of RQ and PLCP  

Point of Delivery 
Activity 

Reduction 
(2017/18) 

Financial 
opportunity £ 

(2017/18) 

Activity 
Reduction 
(2018/19) 

Financial 
opportunity £ 

(2018/19) 

First Outpatient 
Attendances 

4,384 626,912 4,384 626,912 

Follow-Up  
Attendances 

4,384 328,800 4,384 328,800 

Elective 
Admissions - Day 

cases 
426 315,240 426 315,240 

Total 9,194 1,270,952 10,160 1,270,952 

 

14.3.3 Improving support to nursing and care homes:  Approximately 800 non-
elective admissions originated from nursing and care homes in the borough in 
2015/16.  Through the implementation of the nursing and care homes 
scheme, it is projected that reductions of 250 non-elective admissions and 
300 A&E attendances will be achieved. Similar care home projects 
undertaken in other parts of the UK have achieved between 25% and 35% 
reductions in non-elective admissions in the first full year after delivery and 
these targets fall within that range. These reductions are also planned to 
occur again in 2018/19, see Table 17.  
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Table 17 The Impact Of The Nursing and Care Home Project 

Point of 
Delivery 

Activity 
Reduction 
(2017/18) 

Financial 
opportunity £ 

(2017/18) 

Activity 
Reduction 
(2018/19) 

Financial 
opportunity £ 

(2018/19) 

Non-Elective 
Admissions 

250 371,000 250 371,000 

A&E 
Attendances 

300 25,800 300 25,800 

Total  396,800  396,800 

 

14.3.4 Rollout of locality based out of hospital model: As described in detail in 
section 4 above, the CCG has begun to  roll out the locality model which aims 
to provide alternatives to admission for those patients at highest risk of 
admission. Expected reductions in A&E attendances and emergency are 
identified in Table 18: 

Table 18 The Impact Of The Locality Model 

Point of 
Delivery 

Activity 
Reduction 
(2017/18) 

Financial 
opportunity £ 

(2017/18) 

Activity 
Reduction 
(2018/19) 

Financial 
opportunity £ 

(2018/19) 

Non-Elective 
Admissions 

330 489,720 330 489,720 

A&E 
Attendances 

430 36,980 430 36,980 

Total  526,700  526,700 

 

14.3.5 The combined impact by POD of the QIPP schemes is shown in Table 19 

below 

 

Table 19 The Combined Impact Of The QIPP Schemes 

Point of Delivery 
Activity 

Reduction 
(2017/18) 

Financial 
opportunity £ 

(2017/18) 

Activity 
Reduction 
(2018/19) 

Financial 
opportunity 
£ (2018/19) 

Consultant Led First Outpatient 
Attendances (specific acute) 

4,647 664,521 4,384 626,912 

Consultant Led Follow-Up 
Outpatient Attendances 

(specific acute) 
4,647 348,525 4,384 328,800 

Total Elective admissions 426 315,240 426 315,240 

Non-Elective Admissions 785 1,164,940 900 1,335,600 

A&E Attendances 730 62,780 730 62,780 

Total 11,235 2,556,006 10,824 2,669,332 

 

14.3.6  Growth rates by POD post QIPP  impact are summarised in Table 20 and the 
following waterfall charts also provide a pictorial representation of the impact 
of the  QIPP schemes upon the “do nothing more” scenario. 
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Table 20 Growth Rates By POD Post QIPP  Impact 

POD  Description 
Growth 

(2017/18) 

Growth 
(2018/19) 

E.M.8 Consultant led first outpatient attendances (specific acute) -1.3% -4.5% 

E.M.9 
Consultant led follow-Up outpatient attendances (specific 
acute) 

-1.0% -2.0% 

E.M.10a Elective ordinary admissions (specific acute) -0.3% 0.3% 

E.M.10b Elective daycase admissions (specific acute) 6.0% 3.6% 

E.M.10 Total elective admissions (specific acute) 5.1 % 3.2% 

E.M.11 Total non-elective admissions (specific acute) -1.9% -2.6% 

E.M.12  A&E attendances (excluding planned follow-ups) -2.1% -2.7% 

 

Chart 8
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Chart 9

Chart 10
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Chart 11 

 
Chart 12 
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15 Finance  

15.1 Overview 

15.1.1 This chapter summarises the CCG’s resource allocation, spending plans, 
target surplus and QIPP savings requirement.  It represents the second 
year of a 5 year financial strategy for the CCG. This will contribute to the 
Sustainability and Transformation Plan (STP) being developed across 
Cheshire and Merseyside covering the period from 2016-2021.  

 
15.1.2 The plans include the impact of funding the Better Care Fund (BCF) in 

2017/18. Work is on-going to provide detailed budget plans funded by the 
BCF linked to key outcomes. The BCF will be managed via a pooled 
budget arrangement hosted by the KMBC and the overall CCG contribution 
is £13.64m for 2017/18. 

 
15.2 Allocation 

15.2.1 The starting point for CCG budget setting is the money provided by NHSE 
– the allocations that allow NHS services to be commissioned. CCG 
allocations for 2016/17 to 2020/21 were announced in early January.  They 
consist of a 3 year fixed allocation and a further 2 years of indicative 
allocations, meaning the notified allocations for 2019/20 and 2020/21 may 
be subject to change.  NHS England (NHSE) has stated that it may review 
allocations where there are significant changes to populations, payment 
currencies and commissioning responsibilities. 

 
15.2.2 Table 10 shows Knowsley CCG’s allocations for the 5 year period.  This 

shows that the core Programme Allocation (excluding delegated co-
commissioning) will increase by 1.9% growth (£5m) in 2017/18 dropping to 
1.7% (£4.6m) in 2018/19. Funding growth for 2017/18 is just below the 
average for CCG’s, as Knowsley is over its “fair share” target allocation. 
The CCG’s core allocation of £266.6m is based on an estimated registered 
population of 162,615. NHSE has applied a weighting to this figure to factor 
in morbidity, age and gender to arrive at a fair shares target allocation. 
Knowsley’s allocation has historically been in excess of this value.  The 
relatively low level of growth received in 2017/18 has moved the CCG 
closer to its fair shares target allocation, so that by the end of 2017/18 the 
CCG is 5.0% above target. The relatively low level of CCG funding growth 
over the rest of the 5 year planning period means that there is little scope 
for NHSE to adjust distances from target, therefore Knowsley’s core 
programme allocation ends 2020/21 5.4% above target. 

 
15.2.3 Since the allocations were announced the CCG has learned that some 

budgets which were funded from additional in-year non-recurrent 
allocations in 2016/17 are effectively now to be funded from allocation 
growth.  This includes Children & Young Peoples Eating Disorders 
(£0.104m). 
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15.2.4 Growth in delegated Primary Medical Care funding is 1% (£0.3m) for 
2017/18, which remains at 1.0% for the period up to 2020/21. This reflects 
the fact that the CCG is calculated to be 27.1% over target on primary care 
funding which explains the reduced level of growth going forward, 
significantly below the national average, so that by 2020/21 it is only 20.1% 
over target. The CCG is required to meet the nationally negotiated contract 
changes from within its growth allocation, which amounts to £0.449m, in 
essence the growth in Primary Care contracts is higher than allocation 
growth and must therefore be consumed within the overall plan.  Additional 
funding has been made available nationally to support implementation of 
the GP Forward view and sustainability of Primary Care.  The CCG has 
been successful in its bid for GP Access Funding of £6 per head (£1.07m) 
which will grow to £9 per head by 2019/20. 

 
15.2.5  NHSE have also identified proxy spending on specialised commissioning 

for each CCG. The figures are an estimate as only half of the specialised 
services spend can be allocated accurately on PbR activity back to GP 
practices and their CCG. This is a notional allocation and it is not therefore 
included in the CCG’s Annual Budget. However it understood that more of 
the funding and the costs associated with specialised services will transfer 
back to CCGs over time. The notional allocation of £49.6m suggests that 
the CCG is 4.1% over target on specialised services consistent with 
previous years. 

 
15.2.6  The final allocation is the Running Cost Allowance (RCA) provided to CCGs 

to fund their management and administrative functions. The amount each 
CCG receives is determined by its GP registered population constrained to 
the Office of National Statistics (ONS) population estimates for member GP 
practices. Over the next 4 years the amount each CCG will get per head of 
population falls due to the growing number of people in the country. This 
means that where a CCG’s population grows more slowly than the national 
average (as in Knowsley) then the RCA received will fall. As a 
consequence over the 5 years to 2020/21, the CCG’s RCA will decline by 
0.6% from £3.291m in 2016/17 to £3.271m. CCG’s are expected to 
accommodate additional commissioning responsibility, pay awards and 
incremental drift from within this allocation so in real terms the reduction is 
more significant than it might first appear. 
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Table 10: Knowsley CCG Allocations  
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15.3 NHS England Guidance for CCGS 

15.3.1 NHSE operational planning guidance issued in September 2016, outlined 
the key planning assumptions or “business rules” which CCG are required 
to be apply to support delivery the Five Year Forward View.  

 
15.3.2 This year the planning guidance covers a two year period to enable 

commissioners and providers to plan over a longer period; this is also 
expected to generate a system wide approach achieving the goals of the 
FYFV through collaborative working across a wider footprint.  
Commissioners are required to deliver an in-year break-even position, 
which for Knowsley CCG means retaining a cumulative planned surplus of 
1%, as in 2016/17. Contract values for Acute, Mental Health and 
Community providers have been agreed for the two year period. 

  
15.3.3 Commissioners are also required to plan to hold 0.5% (£1.3m) of the 

programme allocation non-recurrently which must remain ring fenced. The 
CCG can plan to spend a further 0.5% of its overall allocation including 
delegated Primary Care (£1.6m) non-recurrently within its financial plans. 
As in previous years commissioners are also required to hold a contingency 
of 0.5%, to meet unforeseen cost pressures. This means that Knowsley 
CCG holds a contingency reserve of £1.5m. 

 
15.3.4 The planning guidance sets out 9 “must do’s” for each health economy. 
 
15.3.5 The consultation on the Payment by Results (PbR) tariff proposed a 2.1% 

pricing uplift and 2% efficiency challenge (deflator) for 2017/18 (although 
some tariffs will also reflect a 0.8% increase in Clinical Negligence Scheme 
for Trusts (CNST) subscription rises). This reflects NHSI and NHS 
England’s assessment of cost inflation including the effect of employer 
pension contribution increases. Contracts payable under PbR will move to 
the new HRG4+ grouper which is reflected in agreed contract values.  

 
15.3.6 At a national level, the development of STP plans and the supporting 

Sustainability and Transformation Funding will continue into 2017/18. The 
bulk of this money (£1.8 billion) will be passed directly to NHS Trusts if they 
deliver plans to achieve key NHS Constitution targets on A&E 4 hour waits 
and 18 week waiting times, whilst meeting financial out-turn control totals. 
Looking to the longer term the STP’s are expected to develop plans to 
show how health economies can become financially sustainable. 

 

15.4 Budget Summary 

 

15.4.1 The summary of the  2017/18 budget, using the latest guidance is set out in 
Table 11 below. It shows that the CCG is able to achieve a 1% surplus 
assuming its QIPP target is achieved and that cost pressures do not 
exceed the reserves set aside to meet them. 
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Table 11: 2017/18 Annual Budget 

 

 

15.4.2 Acute budgets have been based primarily on the most recent forecast 
financial out-turn for each trust plus the effect of the new tariff prices for 
2017/18. Contracts have been agreed with all main providers including the 
respective increases for HRG4+ and application of IR rules and anticipated 
activity growth. In addition, £0.6 million has been added to reserves to 
manage the risk of activity over performance in year.  

 

Recurrent

Non 

Recurrent Total

£000's £000's £000's

Allocations

Core Programme Base Allocation 261,768 438 262,206

Co-Commissioning Primary Care Base Alloc 30,140 30,140

Running Cost Allowance 3,271 3,271

Growth Core 1.9% 5,012 5,012

Growth Co-commissioning  1% 301 301

Return of Surplus 2,788 2,788

Total Programme Resources Available 303,280 438 303,718

Programme Expenditure

Acute 145,884 1,758 147,642

Mental Health 24,520 23 24,543

Community 29,660 5 29,665

Continuing Care 22,087 22,087

Primary Care (inc Prescribing) 38,391 244 38,635

Primary Care Co-Commissioning 29,984 29,984

Other Programme 4,713 4,713

Other Reserves 5,483 5,483

QIPP target (7,171) (2,401) (9,572)

Total application of funds (Programme) 293,552 (371) 293,181

Running costs 3,154 117 3,271

Total Application of spend (inc running costs) 296,706 (254) 296,452

Business Rules

0.5% Non Recurrent (Ring Fenced) 1,334 1,334

0.5% Non Recurrent Reserve 1,638 1,638

Contingency Reserve (0.5%) 1,505 1,505

Planned in year Surplus/(Deficit) 5,068 (2,280) 2,788

1.0%

3.2%

2017/18 Annual Budget

Planned in year Surplus/(Deficit) %

QIPP as a % of Programme Resources
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15.4.3 The prescribing budget has been set at 2016/17 outturn, adjusted for the full 
year impact of Category M drugs reduction, plus a net 1% growth (5% 
inflation less 4% efficiency saving) which recognises recurrent and 
uncontrollable cost pressures within the budget.  

 
15.4.4 The assumption around delegated primary care services is that the entire 

allocation, including growth funding, will be spent. The CCG is not required 
to deliver a surplus on its co-commissioning allocation but must set a 1% 
non-recurrent reserve and ½ contingency per NHSE business rules. With 
regard to the 1% non-recurrent reserve, the CCG is not expected to ring-
fence 0.5% as with the other Programme allocation and can spend the full 
1%. 

 
15.4.5 Continuing care budgets are largely made up of the Better Care Fund (BCF) 

and Pooled Budgets with the Council. At present they are set at the 
recurrent forecast out-turn value as at November 2016, plus 1.1% 
(£0.25m).  There is uncertainty regarding the Funded Nursing Care (FNC) 
prices payable to nursing home providers in 2017/18 which will need to be 
managed within the overall financial envelope. The CCG will work with 
KMBC to strengthen existing governance arrangements in respect of 
services funded via pooled budgets in 2017/18 to improve value for money 
and contribute to partner savings plans. A notional cost saving of £0.250 
million has been applied to the CCG element of the pooled budget linked to 
anticipated cost reductions for health care packages. 

 
15.4.6 The overall budgets are based on the anticipation that the CCG will deliver a 

planned surplus of £2.788 million equivalent to the surplus carried forward 
from 2016/17, resulting in an in year break-even position. 

 
15.5 Contracts 

 
15.5.1 Contract values have been agreed with key Acute, Community and Mental 

Health providers and the majority of contracts have been signed with the 
exception of Southport & Ormskirk Hospital NHS Trust and Wirral 
University Teaching Hospital NHS Foundation Trust. All contracts include 
the CCG’s estimated growth (at STP level assumptions) and relevant 
reductions for QIPP schemes. 

 
15.5.2 In support of the system wide approach to managing sustainability, the CCG 

has signed up to the North Mersey “Acting As One” contracting agreement 
which means the CCG has fixed value contracts in place with the following 
providers in 2017/18 and 2018/19: 

 
a) Aintree University Hospitals NHS Foundation Trust  
b) Royal Liverpool & Broadgreen Hospitals NHS Trust  
c) Alder Hey Children’s Hospital NHS Foundation Trust  
d) Liverpool Women’s Hospital NHS Foundation Trust  
e) Liverpool Heart & Chest Hospital NHS Foundation Trust  
f) Liverpool Community Health NHS Trust  
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g) Merseycare NHS Foundation Trust  
h) The Walton Centre NHS Foundation Trust  
 

15.5.3 The agreement is based on 2016/17 outturn +1% (after adjustment for the 
effect of HRG4+ and IR). The contract values built in to operational budgets 
are reflective of this assumption. The “Acting As One” agreement allows 
commissioners and providers to work together to implement 
transformational change and reduce costs within the local health economy. 
The contractual arrangement enables the CCG to cap the risk of growth 
and subsequent over-performance beyond reasonable planned levels as 
well as mitigating the risk associated with pricing changes under HRG4+. In 
addition this also allows immediate delivery of £1.2m of QIPP savings built 
in to the plan in 2017/18. The total contract value with North Mersey 
providers is approximately £71m (49%) of the CCGs total acute contract 
values.  

 
15.5.4 The arrangement does limit the CCGs ability to release any further 

efficiency savings from the provider contracts until after 2018/19, however 
this is deemed to be an acceptable trade off to enable cost savings to be 
released at provider level to generate system wide savings and a focus on 
delivery of system transformation plans.  

 
15.5.5 Remaining contracts are expected to operate under PbR rules over the 2 

year period. The largest contract being St Helens and Knowsley Hospitals 
(approx. £62m after QIPP) which includes a significant price increase 
under HRG4+ of approximately £1.7 million and a further increase of £0.7 
million due to the impact of IR rule changes. The estimated difference 
between the IR allocation adjustment and the cost of activity built in to the 
plan is £0.2 million, the CCG has received confirmation from Specialised 
commissioning that an in year adjustment will be made via the contract to 
ensure this is a cost neutral adjustment. Final notification of the adjustment 
value is still awaited. 

 

 
 
 

15.6 QIPP 
 

15.6.1 The plans as presented require the CCG to deliver £9.6 million of QIPP 
savings excluding tariff price and efficiency.  The high level QIPP schemes 
are listed in table 13.  The key drivers in relation to the QIPP have been: 

 
a) Expansion of the Community Respiratory Service 
b) Planned 2017/18 impact of the Community Cardiovascular Service 
c) Introduction of systems to support more effective referral processes 

between primary and secondary care 
d) Improving support to nursing homes  
e) Introduction of the transforming Out of Hospital Health & Social care 

programme (Locality working) 
 



 

86 
 

Table 13: QIPP Plan  

 
 

 15.6.2  In 2017/18 and beyond the CCG will be required to deliver ambitious QIPP 
savings if it is to succeed in delivering the transformational plans outlined in 
the Operational Plan. The scale of this challenge should not be 
underestimated.  The CCG is tightening its QIPP approach and grip in 
2017/18 to a focus on the NHS RightCare methodology and a more 
structured project management approach. This will include working closer 
with partners in the local delivery system and wider STP to implement the 
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level 1 & 2 QIPP programmes to realise the potential savings. The CCG will 
develop a focused work plan which will strengthen the governance and 
financial management associated with QIPP delivery and the overall 
financial targets. The delivery of current QIPP schemes, the RightCare 
programme and any new QIPP schemes will be overseen by an executive 
level steering group.  

 
15.6.3 Each QIPP scheme has a clinical lead and all schemes are currently being 

put through a check and challenge process to ensure the necessary level of 
due diligence is applied. The most significant QIPP schemes included in 
the plan are the full year effect of the schemes implemented in 2016/17. 
The steering group will be tasked with identifying further QIPP opportunities 
which will support delivery of the Five Year Forward View and contribute to 
overall financial sustainability in our health system. 

 
15.7 Reserves 

 
15.7.1 A detailed breakdown of the programme reserves excluding delegated 

primary can be found in table 14 overleaf.  These are currently £7m for 
recurrent reserves, £3m for non-recurrent reserves (including the required 
0.5% non-recurrent ring fenced).  

 
15.7.2 The reserves reflect commissioning plans and developments, as well as the 

need to put aside specific sums to mitigate cost pressures and risks.  It 
should be noted that 50% of the reserve for non-recurrent expenditure (1%) 
has to be confirmed as fully uncommitted at the start of the financial year.  
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Table 14: Reserves 

 
 

15.8 RUNNING COSTS 
 

15.8.1 The CCG must ensure that its management costs remain within the 
specified Running Cost Allocation (RCA). Within that allocation, the CCG 
must budget for all management and administrative costs not deemed to be 
about clinical quality including those services provided by the Midlands and 
Lancashire Commissioning Support Unit (MLCSU) or shared with other 
CCGs.  

 
15.8.2  CCG staff budgets have been based on 2016/17 salary levels and relevant 

increments. The pay budget includes an estimated 1% pay award together 
with 0.08% employer’s pension contribution increases. A general reserve of 
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£0.17m has been set aside within RCA to cover increases over and above 
those estimated at budget setting.  

 
15.8.3 Historically, the CCG has operated well within the running cost allowance. 

However the further reduction of £0.02m in 2017/18 will make this more 
challenging. 

 

 
15.9  Risk assessment and mitigation  

 
15.9.1 There are a number of significant financial risks to the CCG inherent in this 

budget particularly given the scale of the QIPP plan and availability of 
contingency reserves. There are number of risk carried forward from 
2016/17 in respect of acute contract performance, prescribing and the 
pooled budgets which will also need to be managed within the overall 
budget for 2017/8.   

 
15.9.2 Whilst some of the QIPP schemes will deliver savings at CCG level, a 

number of the schemes are dependent upon changes to clinical pathways 
across the wider health economy which requires engagement and 
acceptance of change across multiple organisations. This increases the risk 
of delay in implementation and delivery of the planned savings, however, 
the CCG is fully engaged in the STP and Local Delivery System and will 
continue to play its role in implementing the plans at the agreed pace. The 
plans to enhance the governance and reporting of QIPP/Right Care delivery 
will also mitigate the risk of slippage against these plans. 

 
15.9.3 In addition there are the usual challenges to financial balance, where 

spending is driven by variable levels of activity - PbR, prescribing and CHC 
being the main ones. 

 

16 Enabling Change 
 
16.1 Enabling Change – Programme Management Office Approach 

16.1.1 The CCG is confident that the Health & Social Care Transformation 
Programme  will enable progress to be made in addressing many of the long 
standing issues prevalent within the borough. This confidence is in part based 
upon the fact that the CCG has invested in and augmented its planning 
system though the introduction of a Programme Management Office (PMO) 
and use of Programme Management techniques. A key feature of this 
approach is the identification and mitigation of risks associated with service 
transformation and new models of delivery. Other key tasks for the PMO 
include:- 

 Monitoring of progress against the delivery of the CCG objectives, 
including the nine must-do’s.  

 Ensuring that system changes maintain or improve the quality and 
safety of patient services. 
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 Reconciliation of finance and activity plans with actual. 

 Ensuring that service re-design plans contribute to the efficiency 
savings programme; 

 Ensuring that local plans link with and support the STPs. 

16.2 Outline work plan 

16.2.1 The CCG is delivering a series of projects in order to achieve its 
commissioning obligations. The projects are at various stages of delivery and 
sit beneath each of the CCG’s core themes of Primary Care, Mental Health, 
Cancer, LTCs and Urgent Care. The strategic work plan is a high-level view of 
all CCG project activity up until the end of 2019.  It shows specific projects 
that the CCG believe are required to deliver its commissioning obligations. 

16.2.2 The next steps will focus on ensuring that all prioritised projects are initiated 
correctly and in line with the process set out by the PMO. This will include 
developing the Project Management Plan for each priority project and 
conducting a second phase of prioritisation based on resource availability, 
affordability and deliverability / risk. 

 

16.2.1 Year one of the high level work plan is included overleaf. 
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17 Technology 

17.1 Opportunities 

17.1.1 The lack of uptake of new technologies in the borough is causing continued 
inefficiencies, delays in information exchange and frustration for both the 
public and service providers. The CCG recognises that there are significant 
opportunities to further embrace technological advancements on many levels. 
These include:-  

 Shared Care Records 

 Remoe Working 

 Assistive Technologies 

17.1.2 Shared care records   - Truly integrated care processes rely upon on the 
sharing of care records and information. Enabling professionals to access the 
same information, view diagnostics and results etc. increases the background 
knowledge of the MDT as it manages care. 

 
17.1.3 Remote working – The CCG is considering opportunities to improve 

efficiency for those professionals who work in the community by extending 
remote working opportunities. It is intended to release the time of community 
professionals to enable them to provide more care. This would impact district 
nurses, social workers or occupational therapists who need access to care 
records when visiting individual homes. Currently travel and administrative 
time is wasted by professionals having to travel to central offices to collect 
paperwork, input data and update records etc.  

17.1.4 Assistive technologies - The CCG is also seeking to maximise the 
opportunities presented via assistive technology. It is recognised that assistive 
technology is being used to improve the safety and independence of 
vulnerable individuals at home in many places across the country. Examples 
include;  

i. Remote monitoring and notification systems, allowing clinicians 
to monitor the condition of patients without needing to make a 
home visit;  

ii. Alarm systems for persons and homes, that enable individuals 
suffering from dementia or other limiting conditions to remain in 
their home in safety;  

iii. ‘Brain in hand’ devices that support individuals with autism or 
other neural conditions to manage daily tasks with no help or 
supervision; and many other safety, care and communication 
devices.  

 
17.1.5 These technologies are evidence based in that they have improved the safety 

and security of vulnerable people, allowing a much more cost effective care 
system in which hospital admissions and expensive care packages have been 
reduced. The CCG is making a clear commitment to embrace technological 
potential as it develops it short, medium and long term plans. 
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17.2 IM&T Plan 
 
17.2.1 The CCG strategy identifies the innovative use of information technology as a 

key delivery vehicle to achieve its vision and strategic aims. The CCG’s IM&T 
plan, developed by local clinicians, health and IM&T professionals, is framed 
around the following work streams: 
 

 Patient communications and engagement 

 Integration, interoperability and data sharing 

 Primary care informatics development 

 Technical infrastructure 

 Referral support 

 Intelligence strategy 
 
17.2.2 These are focused primarily on improving the IM&T infrastructure in primary 

care. Within this, the use of Prime Minister’s Access Challenge Fund (PMAF) 
monies is enabling the CCG to bring forward the introduction of new 
technology and devices and also improve access using new or increasing 
range of channels.  

 
17.2.3 The CCG works collaboratively with CCGs and Trusts across Mid Mersey, 

supported by a shared service for Health Informatics. The aim is to deliver a 
common infrastructure, interoperability and information sharing. Contractual 
incentives such as CQUINs have been aligned with this goal, e.g. electronic 
discharge transfers.    

 
17.2.4 CCG member practices are fully engaged in the IM&T programme, through 

the Clinical Lead for IM&T, Clinical Membership Forum, and Practice 
Managers network.  

 
17.2.5 The CCG is also working with Knowsley Council on data sharing to support 

delivery of the Better Care Fund plan, and the Council is committed to 
participate in the development of the Local Digital Roadmap. 

 
17.2.6 Research locally has identified that digital inclusion in Knowsley is lower than 

national averages, arising from a skills gap, motivation and affordability 
issues. The Knowsley Partnership, which includes the CCG, has developed 
the Knowsley Digital Inclusion Strategy focussing on motivation, skills, 
access, channel shift, and growth to address this.   

   
17.3 Digital Maturity 
 
17.3.1 Existing primary care infrastructure including CCG wide adoption of a 

common clinical system (EMIS Web), summary care record, electronic 
document management, electronic prescribing, GP2GP transfer and back-
scanning of historic e-Lloyd George records, together with potential 
developments in mobile working and voice recognition currently being piloted, 
provide a strong foundation for paper-free working and information sharing. 
There is a need to work with some practices to support them to maximise the 
benefits and use of the technology available. 
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17.3.2 All practices are signed up to the Cheshire and Merseyside tiered information 

sharing framework, and the majority to the iLINKs information sharing 
framework. Access to the GP record, with consent, has been rolled out to 
local Acute and Community Trusts. Further work is also underway to 
determine the best option to facilitate GP to GP system access to facilitate 
weekend and extended hours working across localities.  

 
17.3.4 All practices offer online appointment booking and repeat prescription 

services and additional support has been provided to enable practices to 
implement online access to records. The PMAF has also enabled public and 
patient engagement in practices to be further developed. Work will also 
continue with the Council through its digital skills programme, to boost 
awareness, take up, and usage of digital technology.  

 
17.3.5 Investment is also being made in free public wi-fi in GP practices and in a 

Knowsley Health App providing information on how to access online services 
and a link, a virtual consultation via links to the Choose and Book symptom 
checker, and access to a local directory of services. Further development 
decisions will be made in 2016/17 following analysis of take up and user 
feedback.   

 
17.3.6 Electronic discharge transfers, and electronic ordering and reporting for 

pathology and radiology tests have been implemented by all local Acute 
Trusts and the  community providers have implemented a new clinical system. 
In addition, NPfIT monies are being used to enable better data sharing, e-
discharge systems and extension of e-referrals.  

 
17.4 Local Digital Roadmap 

17.4.1 The CCG is also represented on the North Mersey iLINKs Board. CCGs 
across Merseyside, with Liverpool CCG as lead, have agreed to a Local 
Digital Roadmap footprint covering Liverpool, South Sefton, Southport and 
Formby, Knowsley, St Helens and Halton CCG areas. This will build on 
existing relationships and progress, in particular the iLINKs Information 
Sharing Framework, strategic discussions with IT suppliers, contractual 
arrangements with provider Trusts, and local authority partnerships. 

 
17.4.2 The Merseyside Local Digital Roadmap was completed in June 2016 and this 

features prominently within the Sustainability and Transformation Plan.  It is 
based upon further developing digital maturity across the wider footprint. This 
includes a plan  to address gaps in individual organisation infrastructure and 
technological options to deliver system interoperability over the 5 year 
timescale. The CCG IM&T Strategic Plan is consistent with this. 

 

 

 

 


