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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 8TH DECEMBER 2015 AT 1PM
BOARDROOM, THE DEPARTMENT, LEWIS’S BUILDING
RENSHAW STREET L1 1JX
(lunch to be provided at 12.30pm)

Part 1:

Introductions and Apologies

1.1

Declarations of Interest

All

1.2

Minutes and action points from the meeting
on 10th November 2015

Attached
All

1.3

Matters Arising

All

Part 2:
2.1

Updates

Feedback from Committees:

Report no: GB 84-15

 Primary Care Commissioning Committee –
17th November 2015
 Finance Procurement & Contracting Committee
- 24th November 2015
 Healthy Liverpool Programme Board –
25th November 2015
 Quality Safety & Outcomes Committee 1st December 2015

Dave Antrobus
Dr Nadim Fazlani
Tom Jackson
Dave Antrobus

2.2

Feedback from CCG Network – 2nd December 2015 Report no: GB 85-15
Katherine Sheerin

2.3

Chief Officer’s Update

Verbal
Katherine Sheerin

2.4

NHS England Update

Verbal
Clare Duggan

2.5

Public Health Update

Verbal
Dr Sandra Davies
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2.6

Update from Health & Wellbeing Board(3.12.15)

Part 3:

Performance

3.1

CCG Performance Report

Part 4:

Strategy and Commissioning

4.1

Public Health Annual Report

Part 5:

Governance

5.1

The Future of the CCG Network

6.

Questions from the Public

7.

Date and time of next meetings:

Verbal
Dr Nadim Fazlani

Report no: GB 86-15
Stephen Hendry

Report no: GB 87-15
Dr Sandra Davies

Report no: GB 88-15
Katherine Sheerin

Tuesday 12th January 2016 at 1pm Boardroom, The Department
For Noting:
 Primary Care Commissioning Committee – 15th September 2015
 Quality Safety & Outcomes Committee – 20th October 2015
 Healthy Liverpool Programme Board – 21st October 2015
 Finance Procurement & Contracting Committee – 27th October 2015
Exclusion of Press and Public: that in view of the confidential nature of the business to be
transacted, members of the public, press and non voting members be excluded from the
meeting at this point.
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Report no: GB 84-15
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 8TH DECEMBER 2015
Title of Report
Feedback from Committees
Lead Governor
Senior Management
Team Lead

Report Author(s)

Summary

Recommendation

Impact on improving
health outcomes,
reducing inequalities
and promoting
financial
sustainability
Relevant Standards
or targets
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Dr Nadim Fazlani, Dr Rosie Kaur, Dave Antrobus,
Prof, Maureen Williams
Cheryl Mould, Head of Primary Care Quality &
Improvement, Tom Jackson, Chief Finance Officer,
Jane Lunt, Head of Quality/Chief Nurse, Katherine
Sheerin, Chief Officer
Cheryl Mould, Head of Primary Care Quality &
Improvement
Tom Jackson, Chief Finance Officer
Jane Lunt, Head of Quality/Chief Nurse
The purpose of this paper is to present the key issues
discussed, risks identified and mitigating actions
agreed at the following committees:
 Primary Care Commissioning Committee –17th
November 2015 (incl. Primary Care Quality SubCommittee 29th September 2015)
 Finance Procurement & Contracting Committee 24th November 2015
 Healthy Liverpool Programme Board – 25th
November 2015
 Quality Safety & Outcomes Committee - 1st
December 2015
This will ensure that the Governing Body is fully
engaged with the work of committees, and reflects
sound governance and decision making arrangements
for the CCG.
That Liverpool CCG Governing Body:
 Considers the report and recommendations from the
committees
As per each Committee’s Terms of Reference
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMISSIONING COMMITTEE
TUESDAY 17TH NOVEMBER 2015 AT 10AM – 12PM
ROOMS B & C CHILDWALL NEIGHBOURHOOD HEALTH CENTRE
AGENDA
Part 1: Introductions and Apologies
1.1

Declarations of Interest

All

1.2

Minutes and actions from previous meeting on
15th September 2015

All

1.3

Matters Arising
1.3.1 Terms of Reference - membership

MA 1.3.1
Katherine Sheerin

Part 2: Updates
2.1

Primary Care Quality Sub-Committee Feedback

PCCC 19-15
Dr Rosie Kaur

Part 3: Transition Issues
3.1

Primary Care Commissioning Transition Plan
between NHS England and Liverpool CCG
6 month progress report

PCCC 20-15
Cheryl Mould/
Tom Knight

Part 4: Performance
4.1

Liverpool Quality Improvement Scheme (GP
Specification) 2014/15

PCCC 21-15
Dr Rosie Kaur

Part 5: Strategy & Commissioning
5.1

Liverpool Quality Improvement Scheme 2016-17
(GP Specification)

PCCC 22-15
Dr Rosie Kaur

Part 6: Governance
None
5.
6.

Any Other Business

ALL

Date and time of next meeting:
Tuesday 15th December 2015 Boardroom The Department
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Primary Care Commissioning
Committee

Key issues:
1. Transition Plan – 6 month progress
report.

Meeting Date: 17th November 2015

Chair: Dave Antrobus (apols, KS in Chair)
Vice Chair: Katherine Sheerin

Risks Identified:

Mitigating Actions:

• Continued support/resources from NHS
England.

• Provide an updated Memorandum of
Understanding at the next committee.

• That the transition plan is not fully
implemented by April 2016.

• Outstanding issues/risks mitigated
during the remainder of the transition
period as per guidance.
.

2. Liverpool Quality Improvement
Scheme 2016/17.

• Ensure the governance process is
robust to manage conflict of interest.

• Finance, Procurement & Contracting
Committee to confirm procurement
route and assess value for money.

Recommendations to NHS Liverpool CCG Governing Body:
1. Note the Terms of Reference have been amended (see attached)
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Liverpool Clinical Commissioning Group
Governing Body Primary Care Commissioning Committee
Terms of Reference
Role of the Committee
1. The Committee has been established to enable the members to make collective decisions on the
review, planning and procurement of primary care services in Liverpool under delegated
authority from NHS England.
2. In performing its role the Committee will exercise its management of the functions in accordance
with the agreement entered into between NHS England and Liverpool CCG, which will sit
alongside the delegation and terms of reference.
3. The functions of the Committee are undertaken in the context of a desire to promote increased
co-commissioning to increase quality, efficiency, productivity and value for money and to
remove administrative barriers.
4. The role of the Committee shall be to carry out the functions relating to the commissioning of
primary medical services under section 83 of The NHS Act.
5. In line with CCG statutory duty to promote quality improvement in Primary Care, this
committee will oversee all commissioning of General Medical Services in the city. (Update
17.11.15)
6. This includes the following:
•

GMS, PMS and APMS contracts (including the design of PMS and APMS contracts,
monitoring of contracts, taking contractual action such as issuing breach/remedial
notices, and removing a contract);

•

Newly designed enhanced services (“Local Enhanced Services” and “Directed Enhanced
Services”);

•

Consideration of local incentive schemes as an alternative to the Quality Outcomes
Framework (QOF);

•

Decision making on whether to establish new GP practices in an area;

•

Approving practice mergers; and

•

Making decisions on ‘discretionary’ payment (e.g., returner/retainer schemes).

7. The CCG will also carry out the following activities:
a) To plan, including needs assessment, primary
medical care services in Liverpool;
b) To undertake reviews of primary [medical]
care services in Liverpool;

32

Page 4 of 16

c) To co-ordinate a common approach to the
commissioning of primary care services
generally;
d) To manage the budget for commissioning of
primary [medical] care services in Liverpool;
e) To drive the continuous improvement of
primary care, considering issues such as
workforce, training and development and
changes to models of care in order to deliver
the ambitions of the Healthy Liverpool
Programme. (Update 17.11.15).

Geographical Coverage
8. The Committee will comprise the Liverpool CCG area only.
Membership
9. The Committee shall consist of:
Chair - Lay Member (patient engagement)
Lay member (Governance)
Chief Officer - Vice Chair
Chief Finance Officer
Chief Nurse
4 GPs
Head of Primary Care Quality & Improvement (update 17.11.15)
Co-opted non-voting members:
HealthWatch
Health and Wellbeing Board
Governing Body Practice Nurse
Governing Body Practice Manager
LMC representative
GP Advisor
Advisory non-voting members:
Head of Primary Care Quality and Improvement
Head of Contracting and Procurement
Deputy Chief Finance Officer
Interim Director of Public Health (update 21.7.15)

Meetings and Voting
10. The Committee will operate in accordance with the CCG’s Standing Orders. The Secretary to
the Committee will be responsible for giving notice of meetings. This will be accompanied by
an agenda and supporting papers and sent to each member representative no later than 5
days before the date of the meeting. When the Chair of the Committee deems it necessary in
light of the urgent circumstances to call a meeting at short notice, the notice period shall be
such as s/he shall specify.
11. Each member of the Committee shall have one vote. The Committee shall reach decisions by a
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simple majority of members present, but with the Chair having a second and deciding vote, if
necessary. However, the aim of the Committee will be to achieve consensus decision-making
wherever possible.

Quorum
11. 5 voting members . (Updated 17.11.15)
12. Where the chair or any member of any meeting of the Primary Care Commissioning
Committee has a personal interest, previously declared or otherwise, in relation to the
scheduled or likely business of the meeting, they must make a declaration and the deputy
chair will act as chair for the relevant part of the meeting. Where arrangements have been
confirmed for the management of the conflict of interests or potential conflicts of interests in
relation to the chair, the meeting must ensure these are followed. Where no arrangements
have been confirmed, the deputy chair may require the chair to withdraw from the meeting or
part of it. Where there is no deputy chair, the members of the meeting will select one.
13. Any declarations of interests, and arrangements agreed in any meeting of the Primary Care
Commissioning Committee will be recorded in the minutes.
14. Where more than 50% of the members of a meeting are required to withdraw from a meeting
or part of it, owing to the arrangements agreed for the management of conflicts of interests or
potential conflicts of interests, the chair (or deputy) will determine whether or not the
discussion can proceed.
15. In making this decision the chair will consider whether the meeting is quorate, in accordance
with the number and balance of membership set out in the CCG’s standing orders. Where
the meeting is not quorate, owing to the absence of certain members, the discussion will be
deferred until such time as a quorum can be convened. Where a quorum cannot be
convened from the membership of the meeting, owing to the arrangements for managing
conflicts of interest or potential conflicts of interests, the chair of the meeting shall consult
with Lay Member (Governance) of the Governing Body on the action to be taken.
16. This may include:
a)

requiring another of the CCG’s committees or sub-committees, the CCG’s
Governing Body or the Governing Body’s committees or sub-committees (as
appropriate) which can be quorate to progress the item of business, or if this is not
possible,

b)

inviting on a temporary basis one or more of the following to make up the quorum
(where these are permitted members of the Primary Care Commissioning
Committee) so that the CCG can progress the item of business:
i)

a member (s) of a Governing Body of another Clinical Commissioning Group.

These arrangements must be recorded in the minutes.
17. In any transaction undertaken in support of the Clinical Commissioning Group’s exercise of
its commissioning functions (including conversations between two or more individuals, emails, correspondence and other communications), individuals must ensure, where they are
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aware of an interest, that they conform to the arrangements confirmed for the management
of that interest. Where an individual has not had confirmation of arrangements for managing
the interest, they must declare their interest at the earliest possible opportunity in the course
of that transaction, and declare that interest as soon as possible thereafter. The individual
must also inform either their line manager (in the case of employees), or the Lay Member
(Governance) on the Governing body of the transaction.
18. The Lay Member (Governance) of the Governing Body will take such steps as deemed
appropriate, and request information deemed appropriate from individuals, to ensure that all
conflicts of interest and potential conflicts of interest are declared

Frequency of meetings
19. The Committee shall meet monthly in the first instance and frequency of meetings will be
agreed thereafter.
20. Meetings of the Committee shall:
a) be held in public, subject to the application of 20 (b);
b) the Committee may resolve to exclude the public from a meeting that is open to the public
(whether during the whole or part of the proceedings) whenever publicity would be
prejudicial to the public interest by reason of the confidential nature of the business to be
transacted or for other special reasons stated in the resolution and arising from the nature
of that business or of the proceedings or for any other reason permitted by The Public
Bodies (Admission to Meetings) Act 1960 as amended or succeeded from time to time.
21. Members of the Committee have a collective responsibility for the operation of the Committee.
They will participate in discussion, review evidence and provide objective expert input to the
best of their knowledge and ability, and endeavor to reach a collective view.
22. The Committee may delegate tasks to such individuals, sub-committees or individual members
as it shall see fit, provided that any such delegations are consistent with the parties’ relevant
governance arrangements, are recorded in a scheme of delegation, are governed by terms of
reference as appropriate and reflect appropriate arrangements for the management of conflicts
of interest.
23. The Committee may call additional experts to attend meetings on an ad hoc basis to inform
discussions.
24. Members of the Committee shall respect confidentiality requirements as set out in the CCG’s
Constitution.
25. The Committee will present its minutes to Cheshire and Merseyside Team (NHS England) and
the governing body of Liverpool CCG each month for information, including the minutes of any
sub-committees.
26. The CCG will also comply with any reporting requirements set out in its constitution.
27. It is envisaged that these Terms of Reference will be reviewed periodically, reflecting experience
of the Committee in fulfilling its functions. NHS England may also issue revised model terms of
reference from time to time.
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Accountability of the Committee
28. The Committee will at all times act in accordance with the CCG Standing Orders and scheme of
delegation and ultimately accountable to the Governing Body.
Decisions
29. The Committee will make decisions within the bounds of its remit.
30. The decisions of the Committee shall be binding on NHS England and Liverpool CCG.
31. The Committee will produce an executive summary report which will be presented to
Cheshire and Merseyside Team (NHS England) and the governing body of Liverpool CCG
each month [or longer] for information.
Date and Review
These Terms of Reference were approved by the NHS Liverpool CCG Governing Body on 13th
January 2015.
Review date: January 2016 or sooner if required.
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES
Meeting Date: 29th September 2015

Sub-Committee: Primary Care Quality SubCommittee

Chair: Dr Nadim Fazlani
Vice Chair: Dr Rosie Kaur

Key issues:

Risks Identified:

Mitigating Actions:

1. Integrated Musculoskeletal Service
Redesign Model.

•

That the clinical model does not deliver
a full integrated service.

•

To ensure that all aspects are included
in the service specification.

•

That the model is not clear regarding
triage and patient pathway.

•

Clinical Lead to review model and
provide an update at the next
committee.

That the proposed changes to the
scheme are not supported by member
practices..

•

City wide member event scheduled
October.

•

Liverpool Quality Improvement Scheme
presented at LMC in October and
November.

•

Liverpool Quality Improvement Scheme
is shared with all member practices in
advance of the event for
comment/feedback.

2. Liverpool Quality Improvement Scheme •
(GP Specification 16/17).

Recommendations to NHS Liverpool CCG Primary Care Commissioning Committee:
1. To note the key issues and risks.
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FINANCE, PROCUREMENT AND CONTRACTING COMMITTEE
TUESDAY 24TH NOVEMBER 2015
10:00AM – 12:30PM
ROOM 2 – LEVEL 3, THE DEPARTMENT, LEWIS’S BUILDING
AGENDA
1.

Welcome and Introductions

All

2.

Declaration of Interests (form available)

All

3.

Minutes and action notes of previous meeting
held on 27 October 2015

Chair

4.

Mental Health 3rd Sector Payments

Report no:FPCC64-15
Alison Ormrod

5.

CAHMS Briefing Paper

Report no:FPCC65-15
Lisa Nolan/Jane Lunt

6.

Urgent Care Under-Performance Analysis

Report no:FPCC66-15
Chris Buckels

7.

Interim Provider – Dr D

Report no:FPCC67-15
Scott Aldridge

8.

PTS Procurement

Report no:FPCC68-15
Ian Davies

9.

HLP – Urgent Care GP Scheme/Alder Hey
Children’s Hospital GP In A & E and Acute
Waiver

Report no: FPCC69-15
Ian Davies/Sara Naylor

10. Information Governance Update

Report no:FPCC70-15
Bev Bird/Alison Ormrod

11. Finance and KPI Report update

Report no:FPCC71-15
Alison Ormrod

12. Contract Approach and Financial
Envelope 2016/17

Report no: FPCC72-15
Alison Picton/Saha
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13. Financial Control Evaluation Assessment

Report no: FPCC73-15
Tom Jackson

14. Haemto-oncology

Verbal Update
Katherine Sheerin

15. Specialised Commissioning Update

Verbal Update
Tom Jackson

16. Any Other Business

All

Date of next meeting(s):
2015 monthly meetings:
4th Tuesday of the month
12:30pm
Tuesday 22 December 2015
10am-12.30pm
Tuesday 26 January 2016
10am-12.30pm
Tuesday 23 February 2016
10am-12.30pm
Tuesday 22 March 2016
10am-12.30pm

39

10am –

Room 2 – Arthouse Square

Room 2, Level 3, Lewis’s Building
Room 2, Level 3, Lewis’s Building
Room 2, Level 3, Lewis’s Building
Room 2, Level 3, Lewis’s Building
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Finance, Procurement
& Contracting Committee

Key issues:

Meeting Date:
Tuesday 24 November 2015

Risks Identified:

Chair: Dr Nadim Fazlani

Mitigating Actions:

1. Extension to existing SLA’s • Extending contracts where
with
voluntary/community
procurement had already been
feeder organsiations.
waived.

• FPCC to review list of all fiscal
agreements held by CCG and
add in agreement end dates to
ensure all reviewed appropriately
• No single year pilots to be
established so they can be
reviewed after year one and then
procured.
2. Underperformance for Urgent • Underperformance of contract
• Basis of plans understood
Care against Plan in Contracts
• Further report on whole urgent
2015/16
care system to be presented to
CCG
3. IG Update
• SIRO and Caldicott Lead not • Roles of staff reviewed & updated
connected into core CCG work
• Staff to undertake IG training
• Quarterly multi discipline IG
Steering
Group
meetings
arranged
Recommendations to NHS Liverpool CCG Governing Body:
1. To note the above issues, risks and mitigating actions.
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Healthy Liverpool Programme Board
Wednesday 25 November 2015
3:00pm to 4:30pm
Room 1, 3rd Floor, The Department
AGENDA

1.

Welcome and Introductions

T. Jackson

2.

Minutes of the last meeting

T. Jackson

3.

Risk Register review

All

4.

Programme Highlight reports (attached)

SRO’s

5.

PMO update (paper)

C Hill

6.

Clinical Assembly update (agenda attached)

C Hill

7.

Blueprint Document - verbal update

C Hill

8.

Senior Programme Leadership Structure

KS

9.

Any Other Business

All

10.

Date and time of next meeting – Wednesday 23rd December,
3pm to 4.30pm, Meeting Room 1, 3rd Floor, The Department

Apologies
Maurice Smith
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee:
Health Liverpool Programme

Meeting Date
Wednesday 25th November 2015

Chair:
Tom Jackson

Key issues:

Risks Identified:

Mitigating Actions:

1.

Healthy Liverpool Risks

•

Poor management of programme risks
would threaten the successful delivery
of Healthy Liverpool.

•

2.

Development of the Healthy
Liverpool PMO

•

A complex programme without an
appropriate PMO model to support
delivery, risks poor co-ordination,
ineffective resourcing, inefficiency and
ineffective delivery

•

3.

Healthy Liverpool leadership

•

Unclear or unstable leadership could
threaten the delivery of the
programme.

•

The board conducted a focused
review of the Healthy Liverpool risk
register, assessing scores,
reviewing for gaps and agreeing
two risks to be added to the CCG
Corporate Risk Register.
The Programme Board approved a
proposal for an appropriate PMO
model to meet the needs of the
programme, along with a clear
delivery plan to shape the further
development of the PMO.
A proposed leadership structure for
the remainder of the programme, to
March 2018, was supported by the
Programme Board. The structure
reflects the need for dedicated
leadership and the changing
environment in which we operate.

Recommendations to NHS Liverpool CCG Governing Body:
1. To note that two new Healthy Liverpool risks have been added to the CCG Risk Register.
2. To note that a defined model for a Healthy Liverpool PMO has been identified and an action plan agreed to develop the PMO.
3. To note that a Healthy Liverpool managerial leadership structure has been endorsed by the programme board.
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QUALITY SAFETY AND OUTCOMES COMMITTEE
TUESDAY 1ST DECEMBER 2015 3PM TO 5PM
ROOM 2 THE DEPARTMENT
AGENDA
1.

Welcome & Introductions

ALL

2.

Declaration of Interests

ALL

3.

Minutes and Action from 20th October 2015

Chair

4.

Matters Arising

5.

Trust Contract Quality - Early Warning Dashboard

QSOC 39-15
Kellie Connor

6.

Reporting from Clinical Quality & Performance Groups

QSOC 40-15
Kellie Connor

7.

Intermediate Care System – Quality, Safety and
Management

QSOC 41-15
Jacqui Campbell

8.

CCG Safeguarding Annual Report

QSOC 42-15
Esther Golby/
Helen Smith

9.

Management of Allegations Policy and Procedures

QSOC 43-15
Ann Dunne

10. Risk Register

QSOC 44-15
Jane Lunt

11. Healthy Liverpool Engagement Update

QSOC 45-15
Dave Antrobus

Date & Time of next meeting
Tuesday 2nd February 2016 3pm to 5pm Meeting Room 2 The Department
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Quality, Safety & Outcomes
Committee
Key issues:
1. CCG Safeguarding Training

2. Safeguarding

Meeting Date: 1st December 2015

Chair: Dave Antrobus

Risks Identified:
• CCG compliance threshold for
mandatory training Level 1 for both
Adults and Children not met threshold
of 95%.

Mitigating Actions:
• HR have an action plan to address this.
•

Mandatory training is available as elearning

• LSCB have raised concerns re
Liverpool Community Health re
engagement in Early Help and Multiagency meetings

•

Chair of LSCB writing to TDA and LCH
Chief Executive.

•

Public Health as commissioners of the
service will work via the CQPG,
Collaborative Forum re improvement
work.

Recommendations to NHS Liverpool CCG Governing Body:
1. Note the issues and the actions to mitigate risks.
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Report no: GB 85-15
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY

Title of Report
Lead Governor

TUESDAY 8TH DECEMBER 2015
Feedback from Merseyside Clinical Commissioning
Groups Network
Dr Nadim Fazlani, Chair

Senior Management
Team Lead

Katherine Sheerin, Chief Officer

Report Author

Katherine Sheerin, Chief Officer

Summary

The purpose of this paper is to present the key issues
discussed, risks identified and mitigating actions
agreed at the Merseyside CCG Network on 2nd
December 2015.
This will ensure that the Governing Body is fully
engaged with the work of the Merseyside CCG
Network and reflects sound governance and decision
making arrangements for the CCG.
That Liverpool CCG Governing Body:
 Considers the reports and recommendations
from Merseyside CCG Network

Impact on improving
health outcomes,
reducing inequalities
and promoting
financial sustainability
Relevant Standards or
targets
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By working collaboratively with CCGs across
Merseyside we will ensure that opportunities are
maximised for Liverpool patients and the
consequence of commissioning services understood
and managed.
Standards of Good Governance
Putting Patients First 2014 – 16
Everyone Counts: Planning for Patients 2014/15

JOINT CHESHIRE & MERSEYSIDE CCG NETWORK
Wednesday 2nd December 2015
Chief Officers PreMeet - 12.00 pm to 12.45 pm
Lunch 12.45 pm
Network Meeting: 1.00 pm – 4.00 pm
Civic Suite, Runcorn Town Hall
Heath Road, Runcorn, WA7 5TD
Time

Item
No

13.00

Item

Verbal/Rep
ort

Lead

Welcome & Introductions

Verbal

Simon Banks

Verbal

Simon Banks

13.05

15/165

Notes & Actions from 4th November 2015

13.15

15/166

Alder Hey Presentation

13.45

15/167

Cheshire & Merseyside Women’s &
Children’s Services Partnership

Verbal

Simon Banks

13.55

15/168

Urgent & Emergency Care Network

Verbal

Cliff Richards

15/169

Discussion – System Leadership
• Working with Local Authority Leaders
• ‘Mega Plan’
• Future Governance of Merseyside CCG
Network

Paper

ALL
ALL
Katherine Sheerin

14.05

Presentation

TBA

14.35

15/170

Devolution Update

Verbal

Steve Cox

14.50

15/171

Contracts & Planning 2016/17

Verbal

Tom Jackson/Jon
Develing

15.10

15/172

Health & Work Paper

Paper

Steve Cox

Apologies Steve Cox – Julie Abbott is attending
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: CCG Network

Meeting Date: 2 December 2015

Chair: Simon Banks

Key issues:

Risks Identified:

Mitigating Actions:

1. Paediatric Rehabilitation

•

•

Collective approach across CCGs (as
with adult rehabilitation).

•

Service model to be considered as part
of Children’s and Maternity Vanguard.

•

Simon Banks to lead.

•

That the CCG Network is disbanded
and replaced by a formal Committee in
Common across Liverpool City Region.

2. Scope and responsibilities of the CCG
Network

Gaps in service provision resulting in
unnecessary hospital stays and poorer
outcomes for children.

•

That commissioning opportunities are
not maximised leading to potentially
unworkable services.

•

That CCGs are not effectively involved
in discussions regarding health and
social care devolution.

Recommendations to NHS Liverpool CCG Governing Body:
1. To note the progress regarding joint working across CCGs.
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Report no: GB 86-15

NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 8th DECEMBER 2015
Title of Report

CCG Corporate Performance Report

Lead Governor

Dr Nadim Fazlani

Senior Management
Team Lead

Stephen Hendry, Acting Head of Operations and
Corporate Performance

Report Author

Stephen Hendry, Acting Head of Operations and
Corporate Performance

Summary

The purpose of this paper is to report to the
Governing Body key aspects of the CCG’s
performance in delivery of quality, performance and
financial targets for month 7 (October) 2015/16.

Recommendation

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

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

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

NHS Outcomes Framework 2015/16;
The Forward View Into Action: Planning for
2015/16;
CCG Assurance Framework 2015/16

Page 1 of 22
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LIVERPOOL CCG PERFORMANCE REPORT DECEMBER 2015
1.

PURPOSE

The purpose of this paper is to report to the Governing Body key aspects of the CCG’s
performance against delivery of quality, performance and financial targets for the
financial year 2015/16.

2.

RECOMMENDATIONS

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

3.

BACKGROUND

The CCG is held to account by NHS England for corporate performance against
delivery of key indicators within the CCG Outcome Indicator Set (NHS Outcomes
Framework 2015/16) and operational standards expected from the NHS Constitution.
For the financial year 2015/16, the CCG also has to demonstrate how it is to fulfil the
vision set out in the NHS Five Year Forward View whilst continuing to deliver high
quality and timely care for the people of Liverpool.
The CCG therefore has to be assured that the services we commission are delivering
the required quality standards and that any risks and issues relating to service quality
and patient safety are identified; with positive action taken to address areas of suboptimal performance.
The CCG has established robust governance frameworks and committee structures in
order to monitor performance and provide assurance to the Governing Body that key
risks to the organisation are being identified and effectively managed. For example,
the Quality, Safety and Outcomes Committee has responsibility for quality and
performance issues within its commissioned services, whereas the Finance,
Procurement and Contracting Committee has responsibility for financial monitoring and
contract activity.
Performance for the financial year 2015/16 will provide a summary of CCG
performance in relation to the NHS Outcomes Framework 2015/16 (including newly
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introduced Mental Health access waits quarterly indicators) and performance analysis
against key Public Health/local outcomes; providing the Governing Body with an
integrated report structure which maps progress against statutory reporting
requirements and measurement across the priority programme areas of Mental Health;
Healthy Ageing; Long Term Conditions; Children; Learning Disabilities, Urgent Care
and Cancer. Due to the way in which these indicators are measured, a high proportion
of these elements will be reported on a quarterly and annual basis, by exception or as
and when key data is made available/refreshed.
Due to a combination of the realignment of publication dates for certain areas of
performance data and transitional arrangements in place with the current CSU provider
for corporate performance reporting, the timing and accuracy of some data flows
continue to present issues in terms of maintaining the consistency and continuity with
previous reports presented this financial year. The CCG Business Intelligence (BI)
Team continue to work closely with CSU and healthcare providers to ensure the
stability of key information areas. The structure, content and presentation of the
Corporate Performance report will continue to develop in 2015/16 with the aim of
presenting the Governing Body with an accurate and robust level of measurement
against ‘constitutional’ performance objectives and improved health outcomes for the
people of Liverpool.
This report is based on the published and validated data available as at 30th
September 2015. As a consequence of the timing of submissions to meet NHS
Liverpool CCG’s governance reporting and data schedules, this report updates the
Governing Body with a combination of data up to the end of August and/or September
2015.
4.

NATIONAL PERFORMANCE MEASURES

NHS Liverpool CCG is committed to ensuring that patient rights under the NHS
Constitution are consistently upheld. National Performance Measures are reflective of
the key priority areas detailed in the NHS Outcomes Framework 2015/16 and include
measurements against Quality (including Safety, Effectiveness and Patient
Experience) and Resources (including Finance, Capability and Capacity). In addition to
analysing local performance against these indicators, CCGs are expected to achieve
improvements against indicators across the five domains as detailed in the NHS
Outcomes Framework and NHS Operational Planning Measures 2015/16 which
represent the high-level national outcomes the NHS is expected to be aiming to
improve.
Headline commentary is provided below to draw the Governing Body’s attention to
specific areas of performance which represent risks to delivery, and to the relevant
assurances on internal control measures in place to mitigate those risks.
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4.1 NHS Constitution – Access & Waiting
4.1.1 Good Performance
Indicator
Referral To Treatment
Incomplete pathway (18
Weeks)
Referral to Treatment
Incomplete pathway (52
Weeks)

GREEN

Narrative
Liverpool CCG’s performance in October 2015 remains at ‘Green’
across both RTT measures. Despite Liverpool achieving zero
tolerance against 52 week standard in October 2015, one patient
waited more than 52 weeks in August 2015 (University of Leicester
Hospital).
18 weeks standard - At provider level all Trusts are achieving the
92% threshold for patients waiting no more than 18 weeks in
September 2015*. Provisional data for October 2015 shows further
improvements against this measure are likely to be made.
52 week standard - All providers have achieved the 52 week
standard in September 2015*, however provisional data reported for
October 2015 shows that Alder Hey have reported one breach
relating to spinal (commissioned by NHS England). In this case the
clock was ‘stopped’ at pre- admission in error and the Trust has since
put measures in place to prevent similar errors from occurring in
future.
*Commissioner level data is historically published one month ahead of
provider level data.

Indicator
Diagnostics - Percentage
of Patients waiting for
more than 6 weeks for a
diagnostic test (target –
1%)

GREEN

Narrative
CCG performance against diagnostics remains below the 1%
threshold in October 2015 (this represents the sixth consecutive
month).
At provider level, September 2015* performance is also positive with
all providers achieving below the 1% plan for patients waiting no
more than 6 weeks for diagnostic test.
Provisional (non-validated) data reported for October 2015 indicates
that Liverpool Heart and Chest Hospital failed the 1% threshold; with
9 patients waiting more than 6 weeks for a diagnostic test (the CCG
is currently awaiting commentary from the provider in terms of actual
position and mitigating actions).
*Commissioner level data is historically published one month ahead
of provider level data.
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Indicator
A&E Waits - % of
patients who spend 4
hours or less in A&E
(cumulative) 95%
threshold

GREEN

Narrative
Performance against the 95% A&E Target (all types) for September
2015 remains above 95% with the CCG achieving 95.07%.
With exception of Aintree Hospital all providers achieved the 95%
A&E target in September 2015.
Despite improved performance earlier on the year Aintree Hospitals
reported a further deterioration in performance during September
2015 with 898 patients waiting more than 4hrs in A&E. Preliminary
data for October 2015 indicates that the Trust has seen a further
reduction in performance.
Data reported by Alder Hey for October 2015 shows a reduction in
performance at 85.9%. The Trust has experienced a sustained
increase in ED attendances since moving to the new hospital site;
currently running at a rate of 16% over their ‘seasonal norm’ which, in
patient numbers, is an increase of 713 attendances in-month.

Assurance on CCG control measures
Alder Hey has conducted an analysis of A&E attendances and found that the increased numbers are
not converting to admissions. As a result the Trust is developing further plans to manage demand
within the A&E department. An agreement has also been reached that the Trust can include
Smithdown Rd Walk-in Centre activity in their denominator (including this activity brings Alder Hey
performance to 90.6% for all types which is still below the 95% target)

Indicator
Ambulance Response
Times.

GREEN

Narrative
CCG performance continues to be achieved in September 2015
against the following national standards;
•
•
•

Red 1: 8 minute response 83.6% against 75% target
Red 2: 8 minute response 80.8% against 75% target
All Reds: 19 minute response 96.5% against 95% target
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4.1.2 Areas for improvement
Indicator
Cancer Waiting Times
(All measures)

Amber

Narrative
At CCG Level, 8 out of the 9 cancer standards have been achieved.
One LCCG patient referred from a NHS screening service for a first
definitive treatment waited more than 62 days (September 2015).
Liverpool Heart and Chest Hospital failed two out of the nine
standards in September 2015:
•

Maximum two month (62-day) wait from urgent GP referral to
first definitive treatment for cancer - the Trust performed below
the 85% threshold in September 2015 at 76.9%. Of the 13
patients referred, three waited more than 62 days for treatment.

•

Maximum 62-day wait for first definitive treatment following a
consultant’s decision to upgrade the priority of the patient (all
cancers) The Trust performed below the 85% threshold in
September 2015, achieving 77.8%. One patient waited more than
62 days.
Assurance on CCG control measures
As previously reported, Liverpool Heart and Chest Hospital have experienced longstanding issues
around lung pathways. Performance is both regularly reviewed by the Trust and the Lung Pathway
group, which continues to work at network level to critically review and analyse lung pathways and
promote best practice. The Lung Pathway Group has also maintained a focus is on reducing the ‘time
to decision to treat’ and understanding the variation across the network in relation to speed of referral.

4.2 CCG Outcomes Framework - Helping People to Recover from Episodes of Ill
Health or following Injury
4.2.2 Areas for improvement
Indicator
Stroke – (% of patients
spend at least 90% of
their time on a Stroke
Unit (Target 80%)

Red

Narrative
Local data has historically been submitted by providers at CCG level;
however providers have now aligned their internal metrics in line with
The Sentinel Stroke National Audit Programme (SNNAP). Therefore,
data included within this report and future reports will be taken from
SSNAP and reported quarterly. Complete Q1 2015/16 data reports a
slight reduction in performance by 6.3%, (77.1% reported in Q1
2015/16 compared to Q4 14/15).
*Q2 2015/16 update will be included in the January 2016 Corporate
Performance Report

Assurance on CCG control measures
The Royal Liverpool has experienced an unusually weak level of stroke performance in the last
quarter which the Trust aims to address with a Remedial Action Plan. System wide pressures (in
addition to an increase in delayed discharges) have impacted on their ability to maintain patient flow.
A Stroke Transformation Project is implementing a new model (ahead of the new hospital site) which
includes the shift of specialist re-enablement into the community.
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4.3 IAPT Access, Recovery Rates & Referral to Treatment Times (RTT)
4.3.1 Areas for improvement
The following information is presented as an ‘exception’ report outside of the Quarterly
Reporting Schedule for IAPT measures:
Indicator
IAPT -% of people who
receive psychological
therapies (Access Quarterly Measure
3.25%)

RED (Q2) –
IAPT - % of people who
finish treatment having
attended at least two
treatment contacts and
are moving to recovery
(Recovery plan of 50% Quarterly)

Narrative
The ‘Talk Liverpool’ Contract commenced service delivery of Step 2 and
Step 3 IAPT interventions on 1st April 2015. Key Performance Indicators for
the service were based on national IAPT standards of:
•

Access – 15% of the prevalent population can access the service
per annum (this amounts to 12,900 people for Liverpool);

•

Recovery – 50% of people who access the service will achieve
recovery

At the time of drafting the Service Specification there were no national
standards for waiting times and a local KPI was therefore set (4 weeks for
people to enter treatment and 4 weeks for those who ‘stepped up’ from Step
2 to Step 3 treatments). The National Waiting Time Standards introduced by
the Department of Health are indicated in the table dashboard.
At the time of the transfer to Talk Liverpool, the waiting list was measured at
2,944 patients across the following treatment areas:
Assessment
Step 2
CBT
Counselling and other therapies
Total

RED (Q2)
Referral - % of patients
who received their first
treatment appointment
within 18 weeks of
referral (Target 95%)

RED (Q2)

871
698
620
755
2944

Since commencement of the contract the service has not met local or
nationally mandated access standards. As at the end of October 2015
(Month 7) Access performance is at 6.72% (a shortfall of 1,750 patients)
whilst Recovery is at 38%. Since the transfer of the contract however, the
waiting list has reduced by 511 patients (likely to be as a result of the data
cleansing of the list). Waiting times to access the service are low, with
patients usually undergoing an assessment within 10 days (achieving the
local performance indicator).
The CCG also reports IAPT performance against the ‘new’ 6 week/18 week
waiting time standards to NHS England. The latest in-month performance
data (Month 7) shows that both measures are currently being met:
•
•

75% of people into treatment within 6 weeks – Achieving 91.84%
95% of people into treatment within 18 weeks – Achieving 99.21%

A full breakdown of the current waiting list and average waiting times can be
found in Appendix 3.
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Assurance on CCG control measures (IAPT)
Prior to contract commencement and during transfer discussions took place both regarding the CCG
funding a waiting list initiative to address the inherited backlog and reduce waiting times for the service
(a further £200k was secured from national funding). Following these discussions the Talk Liverpool
service submitted an action plan to the CCG which detailed how the backlog would be cleared. An
agreement was reached whereby the CCG would pay on a ‘cost per case’ basis for activity (over and
above that required by the contract) until the inherited backlog was cleared.
To date, the service has failed to meet the contracted activity levels and therefore no waiting list
monies have been paid. The CCG continues to address under-performance through established
contract mechanisms and a revised Remedial Action Plan (RAP) agreed between the Talk Liverpool
Service and commissioners. Key elements of the RAP include:
•
•
•
•
•
•

•

•
•
•
•
•
•

Robust capacity and demand modelling to ensure sufficient resources at each step to provide
contract activity, clear the backlog and ensure the service is sustainable moving forward;
Increase in staffing at Step 2 and Step 3 (commenced November 2015). Three PWPs and six
CBT therapists have been recruited with further recruitment expected;
Sub-contracting arrangement in place with ‘Listening Ear’ to clear backlog for counselling
(commencing early December 2015);
Robust clinical and case management to ensure therapists are complying with the clinical model
and clinical time is used to full capacity;
Individual staff performance reports to ensure staff are meeting the required activity levels;
Introduction of a centralised booking system to ensure next appointment is booked with
therapist following assessment (providing continuity of therapist). This also ensures clinical time
is used to maximum effectiveness and avoids ‘hand-offs’ between clinicians;
Widening of group therapies including; Stress Control (up to 100 participants at any group),
Living Life to the Full (30-40 participants), with smaller-sized ‘Behavioural Activation’ and ‘Worry’
Groups;
Stress Control Groups at LJM, Hope and Liverpool Universities in November 2015 and February
16 (these are identified as ‘peak’ stress times for students);
Stress control groups to be facilitated with Job Centre Plus and at Job Centre facilities in Edge
Hill, Toxteth and Everton with potential to roll out LLTTF courses;
Direct access to CCBT and Talk Liverpool staff encouraged and offered where appropriate
(referrals to the sub-contract ‘Self Help Therapies’ have been low);
Reducing inappropriate referrals that take unnecessary capacity from service delivery;
Additional training for staff following skills audit;
Participation in the NHSE IAPT Leadership Programme and Analyst Networks to gain training
and support.

The implementation and sustained delivery of the Remedial Action Plan continues to be monitored and
assured via regular Contract Review Meetings.
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4.4 NHS Outcomes Framework - Ensuring People Have a Positive Experience of
Care
4.4.1 Good Performance
Indicator
Mixed Sex
Accommodation – zero
tolerance of breaches

GREEN

Narrative
There were no Mixed Sex Accommodation breaches reported in
October 2015. A total of three breaches have been reported year-todate against Liverpool CCG patients.
At provider level, four breaches were reported by Liverpool Heart
and Chest Hospital. These breaches are a continuation of the trend
of recent cases occurring on the Critical Care Ward where a
shortage of beds has prevented patients from being transferred onto
other wards.

Assurance on CCG control measures
The Trust has experienced continued issues with patient flow out of Critical Care (which were initially
reported to the LHC Board in May 2015). Financial penalties will continue to be applied where
appropriate. Trust progress against the Remedial Action Plan is monitored monthly at Clinical
Performance and Quality Group (CPQG) meetings.

4.5 Health Care Acquired Infection (HCAI)
4.5.1 Areas for Improvement
Indicator
Incidence of Healthcare
Acquired Infections –
MRSA
Monthly plan tolerance
of 0; Annual plan of 0
for 2015/16

RED

Narrative
Although no cases of MRSA were reported in October 2015, 6 cases
have been reported year to date against the National Zero
Tolerance measure.
At provider level, Liverpool Women’s Hospital reported one MRSA
case in October 2015.
For the Year to date, Royal Liverpool, Aintree Hospital, Liverpool
Women’s and Alder Hey have all reported one or more cases of
MRSA.
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Assurance on CCG control measures
The case reported by Liverpool Women’s Hospital was allocated to St Helens CCG. A robust Post
Infection Review (PIR) was conducted by the Trust with Liverpool CCG fully involved in the review
process. A copy of the final PIR will be shared with St Helens CCG once completed.

Indicator
Incidence of Healthcare
Acquired Infections –
C.difficile
Monthly plan tolerance
of 12 Annual plan of 138
for 2015/16

Narrative
A total of 16 new cases of C.Diff were reported in October 2015,
bringing the year-to-date total to 90 cases. The October 2015 total of
16 cases exceeds the CCG monthly plan tolerance of 12, receiving
a rating of ‘Red’.
Of the 16 cases reported in October 2015, 7 were reported as ‘Acute
Acquired’ and 9 reported as ‘Community Acquired’.
A change in the local Health Protection Team (HPT) database
means that the allocation by Trust of these cases is no longer
available.

RED

Cdiff cases reported by provider for October 2015 (and Year-toDate:
Provider
Royal
Liverpool
Aintree
Hospital
Liverpool
Heart and
Chest
Alder Hey
Mersey
Care

October
2015
5 new cases

YTD
Actual
21

Plan

3 new cases

28

27

0 new cases

3

2

0 new cases
0 new cases

2
1

0
0

26

Assurance on CCG control measures
The CCG continues to take a multi-faceted approach to tackling C.diff which includes a strong focus
on Antimicrobial Prescribing in the community. All C.diff Root Cause Analysis (RCA) reports sent to
the CCG undergo a thematic analysis; in particular where cases are attributed to the community so as
to target interventions and remedial/composite action plans accordingly. C.diff Panels are consistently
scheduled throughout the calendar year. Liverpool CCG continues to work collaboratively with South
Sefton CCG to support.
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4.6 NHS Outcomes Framework - Enhancing Quality of Life for people with long
term conditions
4.6.1 Good Performance
Indicator
Dementia Diagnosis –
Estimated diagnosis
rates

Narrative
Dementia diagnosis rates for October 2015 remain above the 70%
threshold at 79.9%.

GREEN

5. INTEGRATED PERFORMANCE OUTCOMES INDICATORS
Integrated CCG Outcomes Indicators have been developed from NHS Outcomes
Framework and Public Health indicators and are intended to provide clear and
comparative information on progress against local priorities for quality improvement
and to demonstrate where the CCG is achieving gains in health outcomes for the
population of Liverpool. Data for these outcomes are generally refreshed on a quarterly
basis and are therefore not included in this report.
6.

CCG QUALITY PREMIUMS

The Quality Premium will be paid to Liverpool CCG in 2016/17 to reflect the quality of
the health services we commission, improvements in health outcomes and reduction in
health inequalities during 2015/16. Payments will be made based on CCGs’
achievement of the following measures, which cover a combination of national and
local priorities. An updated Quality Premium Dashboard will be included in the January
2016 Corporate Performance Report, with the Quarterly reporting schedule for the
remainder of the financial year as follows:
• Q3 2015/16 - February 2016 Governing Body;
• Q4 2015/16 - May 2016 Governing Body (includes final position for measures
where CCG can provide a final position)
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7.

NHS TRUST CLINICAL QUALITY AND NHS CONSTITUTIONAL RIGHTS

In line with the recommendations of the National Quality Board (NQB) the Quality,
Safety and Outcomes Committee have established a Quality ‘Early Warning
Dashboard’, the purpose of which is to provide the CCG with a robust system to
identify issues and risks relating to patient quality and safety; particularly for those
areas identified by the NQB as potential indicators of quality and safety issues. The
dashboard covers all NHS Trusts within the Merseyside area and includes Risk
Profiles for each organisation issued by the Care Quality Commission (CQC) and
Monitor Risk and Financial Ratings.
Where risks have been identified they will be actively managed through established
CCG governance arrangements and overseen by the Quality, Safety and Outcomes
Committee, relevant Clinical Performance and Quality Group Meetings and through
collaborative commissioning arrangements with other Merseyside CCGs.
7.1 Care Quality Commission and Monitor Warning/Issue Notices &
Inspections
Where providers are not meeting essential standards, the CQC has a range of
enforcement powers to protect the health, safety and welfare of people who use the
service (and others, where appropriate). When the CQC propose to take enforcement
action, the decision is open to challenge by the provider through a range of internal
and external appeal processes. The following updates are provided in relation to recent
CQC inspection activity locally:
7.2 CQC Inspections of Liverpool GP Practices
A total of seven Liverpool practices underwent scheduled CQC inspections in October
2015. Of these seven inspections, four inspection reports have been published by the
CQC:
7.2.1 Abercromby Health Centre – Overall rating ‘Good’
The CQC carried out an announced comprehensive inspection at Abercromby Family
Practice on 8th October 2015. Overall, the practice was rated as ‘Good’ with an area of
‘Outstanding’ practice noted in relation to the close working arrangement with the
Patient Participation Group which ensured that patient views were acted upon. The key
findings of the report are summarised as follows:
• The practice received a ‘Requires Improvement’ rating for safety. The inspectors
commented that clinical performance of locum GPs could be more effectively
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•
•
•
•
•
•

monitored and risk assessments for the safety and welfare of staff were not
complete;
Inner automatic doors had not been re-installed following refurbishment, making
it difficult for patients who use wheelchairs or prams to access the building;
It was noted that the practice served a diverse population group and
approximately 20% of patients did not speak English;
The practice was in the process of re-evaluating the appointments system;
There was an element of outstanding practice in that the practice worked closely
with their PPG to ensure they acted on patient views;
The practice must increase the monitoring of the clinical performance of locum
and trainee GP’s and ensure all staff adequately completes their induction and
refresher training;
The practice was asked to consider making information available in the waiting
room and on practice website about support groups for patients; especially
carers and how to make a complaint.

The full inspection report can be downloaded from the Care Quality Commission
website at http://www.cqc.org.uk/sites/default/files/new_reports/AAAE3118.pdf

7.2.2 Rutherford Road Medical Centre – Overall Rating ‘Good’
The CQC carried out an announced comprehensive inspection at Rutherford Medical
Centre on 8th October 2015. Overall the practice was rated as ‘Good’ and received a
rating of ‘Good’ across all Key Lines of Enquiry of safe, responsive, effective, caring
and well-led. The key findings of the report are summarised as follows:
• Good systems were in place to ensure incidents and significant events were
identified, investigated and reported;
• Patient’s needs were assessed and care was planned and delivered in line with
best practice guidance;
• Patients spoke positively about the practice and its staff. They said they were
treated with compassion, dignity and respect and were involved in their care;
• Patients said they found it easy to make an appointment with a named GP;
• There was clear leadership structure and staff felt supported by the
management;
• The practice proactively sought feedback from staff and patients which was acted
on.
The full inspection report can be downloaded from the Care Quality Commission
website at http://www.cqc.org.uk/sites/default/files/new_reports/AAAE3260.pdf
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7.2.3 Aintree Park Group Practice – Overall Rating ‘Good’
The practice underwent an announced comprehensive inspection on 15th October 2015
(which included the branch surgery at Oriel Drive Liverpool L10 6NJ). The practice
received an overall rating of ‘Good’ and received an ‘Outstanding’ rating for services
being well-led. For this element, the inspectors commended the practice on its’ clear
vision and strategy, systems to monitor and improve quality and identify risk and
patient and staff engagement. The key report findings are summarised as follows:
• The practice also received outstanding ratings for people whose
circumstances make them vulnerable, including those with a learning disability
(the practice also gave examples of care where vulnerable patients had been
additionally supported to access tests and treatment) and for people
experiencing poor mental health and dementia. It was noted that Aintree Group
Practice monitors patients in nursing homes on a monthly basis to establish
which patients are subject to a deprivation of liberty safeguards (DoLS).
• The practice was considered clean and had good facilities including disabled
parking and access, hearing loop and translation service;
• There was an ethos that safety was everyone’s responsibility at the practice. It
used every opportunity to learn from internal and external incidents to support
improvement. Information about safety was highly valued and was used to
promote learning and improvement;
• Information about services and how to complain was available for patients;
• The practice sought the patients views about improvements that could be made
to their service (including having a PPG in place);
• There was strong leadership with a desire to use to use innovative approaches to
deliver patient care.
The full inspection report can be downloaded from the Care Quality Commission
website at http://www.cqc.org.uk/sites/default/files/new_reports/AAAE3119.pdf

7.2.4 Garston & West Speke Health Centre – Overall Rating ‘Good’
The CQC carried out inspections of the practice’s two sites at 32 Church Road,
Garston Liverpool L19 2LW and Blackstock Hall Road, Speke, Liverpool L24 3TY on
22nd October 2015. The inspection undertaken at the Garston site was a re-visit
following an initial inspection in February 2015 which was made in response to an
issue of concern. Following this inspection, the CQC issued two Requirement Notices
as a result of our findings and requested an action plan. The October 2015 inspection
of the West Speke site was, however the CQC’s first visit to the premises. Following
the October 2015 inspection of both sites the practice received an overall rating of
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‘Good’ and it was noted that the provider had met the Requirement Notices issued and
had made improvements in quality assurance processes. The key report findings are
summarised as follows:
• The provider had met the requirement notices and made improvements in Quality
assurance processes;
• A local medical director had been recently appointed to oversee the clinical
governance of the practices;
• There were systems in place to mitigate safety risks including analysing
significant events and safeguarding;
• The practice used a pharmacy advisor to ensure the practice was prescribing in
line with current guidelines;
• The practice was asked to review storage of emergency drugs at West Speke to
allow easy access;
• The practice should revisit the register of patients with learning disabilities to
ensure care plans are up to-date.

The full inspection report can be downloaded from the Care Quality Commission
website at http://www.cqc.org.uk/sites/default/files/new_reports/AAAE3121.pdf

7.3 CQC Hospital Monitoring Intelligence Reports
The CQC developed this set of indicators through consultation and testing to replace
Quality Risk Profiles. ‘Intelligent Monitoring’ uses a set of indicators for monitoring
risks to the quality of care and measure outcomes that have a high impact on people
who use services (and relate to the five key questions that are asked during CQC
inspections, namely are services safe, effective, caring, responsive, and well-led?
The CCG, through individual Clinical Quality and Performance Groups (CQPGs)
maintains a focus on those areas that are not included in the Quality Schedule and
are highlighted within the Hospital Monitoring Intelligence Reports. Each report
contains a dashboard which provides a rating of ‘risk’ or ‘elevated risk’ to the five key
questions. The most recent dashboards were published in 29th May 2015 (which
were subsequently reported to the Governing Body in the July 2015 Performance
Report). Summaries of updated dashboards will be presented to the Governing Body
as and when new Hospital Monitoring Intelligence Reports are made available.
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8.

CCG FINANCIAL POSITION

The financial statements for the month ended 31st October 2015 showed an under
spend against budget totalling £1.7m. As at 31st October 2015 the CCG total allocation
was £851.7m, of which £62.3m is in respect of Primary Care Co-commissioning. Total
Running Cost Allowance is £10.4m and the remaining allocation relates to programme
funding. No significant risks to the achievement of the planned £14m surplus have
been identified in the year to date.
The summary position is described in the tables below:

Operating Cost Statement - 31st October 2015
YEAR TO DATE POSITION
Annual
Budget
£'000

Year to
Date
Budget

Actual

£'000

£'000

Variance
£'000

Variance
%

Total
Allocation

851,727

474,415

474,415

0

0.00

Total
Programme
Costs

827,254

460,278

458,738

-1,540

-0.34

Running
Cost
Allowance

10,429

5,945

5,764

-181

-3.14

Total
Expenditur
e

837,683

466,222

464,502

-1,721

-0.37
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The

Better Payment Practice Code targets have been achieved for both NHS and Non
NHS:

9.

SUMMARY

Where performance is at variance to plan action is underway with Trusts to deliver
corrective action to improve performance in 2015/16 with contractual levers utilised to
support improvements. These improvements are actively led by CCG Clinicians.

Stephen Hendry
Acting Head of Operations & Corporate Performance
2nd December 2015
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APPENDIX 1 - CCG CORPORATE PERFORMANCE DASHBOARD
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APPENDIX 2 - PROVIDER CORPORATE DASHBOARD
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Appendix 3 – IAPT Waiting List Breakdown (as at 31st October 2015)
Intervention

Assessment

0-4
4-6
6 to 18
Over
weeks
weeks
Weeks
18
(Local (National (National weeks
target) target)
Target)
322
27
28
3

Total

380

Step 2

379

157

100

54

690

CBT

228

111

307

8

654

Couples therapy

4

1

8

3

16

Psycho-educational
Groups

2

0

1

0

3

Computerised CBT

2

1

0

0

3

Counselling

99

64

312

212

687

1036

361

756

280

2433

Total

Although patients may ‘enter’ treatment quickly (as per the IAPT definition) there
are longer waits for ‘second’ treatments, as evidenced in the table above.
Average waiting times for the service are detailed in the table below:
Assessment

10 days

Step 2, one-to-one
treatment

10-12 weeks daytime
Up to 35 weeks evening

Step 3 Treatment s

12-15 weeks

Step 3 Counselling

Up to 30 weeks
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Report no: GB 87-15
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
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Title of Report

Annual Report of The Director of Public Health 2014 to
2015.

Lead Governor

Dr Nadim Fazlani, Chair

Senior Management
Team Lead

Katherine Sheerin, Chief Officer

Report Author

Dr Sandra Davies Director of Public Health

Summary

The purpose of this paper is to present the Director of
Public Health’s Annual Report for 2014/15.

Recommendation

That Liverpool CCG Governing Body:
 note the report and to consider the
recommendations contained within it.

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

The report comments on the health inequalities that exist
within the population of Liverpool, and discusses some of
the mechanisms in place to understand and reduce
inequalities within the population and when compared to
England and Wales.

Relevant Standards
or targets

None
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Annual Report of The Director of Public Health 2014 to 2015.
1. PURPOSE
The purpose of this report is to present the Director of Public Health’s
Annual Report for 2014/15.
2.

RECOMMENDATIONS
Members of the Governing Body are asked to note the report and to
consider the recommendations contained within it.

3.

BACKGROUND
It is a statutory requirement for the Director of Public Health of a local
authority to produce an annual report on any relevant aspects of the health
and wellbeing of the population of the Local Authority area. The content of
the report is determined by the Director of Public Health. The Local
Authority has a separate statutory requirement to publish the report.
The report comments on the health of the Liverpool population for
2014/15, and makes the continued case for prevention of ill health at a
population level.
Liverpool still suffers some of the worst ill health in the country, and the
report reflects on this, but also discusses some of the highlights reported
in that year, showing improvements in some key health outcome areas.
In the light of growing evidence, the report discusses the return on
investment in prevention programmes, and outlines the growing national
support for investing further in public health programmes.

4.

Equality Implications/Equality Impact Assessment
The report comments on the health inequalities that exist within the
population of Liverpool. It discusses some of the mechanisms in place to
understand and reduce these inequalities both within the population and
when compared to England and Wales.

5.

SUPPORTING PAPERS
Annual Report of The Director of Public Health 2014 to 2015.
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Dr Sandra Davies
Director of Public Health
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ENDS
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Foreword
Prevention, Prevention, Prevention.
That is the message that everyone was giving out in 2014/15, a
message that we as a Public Health Department in the Local Authority,
embrace with great delight. Duncan Selbie from Public Health England
stated "It is critical that we direct our effort and resource to prevention
and early intervention and no-one is better placed to do this than Local
Authorities" and Simon Stevens from the NHS said in his Five Year
Forward View "the future health of millions of children, the sustainability of the NHS, and
the economic prosperity of Britain all now depend on a radical upgrade in prevention and
Public Health". My Public Health Annual Report for 2014/15 is therefore a focus on the
importance of prevention in tackling some of the poorest health outcomes in the country.
There is a clear economic case for preventing ill health, and a societal one as well, but still
collectively we find it hard to move towards a prevention focused approach to health and
wellbeing.
Public Health is in the business of arguing for a focus on prevention at a population level.
We saw that with Smoke Free legislation and we have been reaping the benefits of
reduced smoking prevalence and ill health from smoking and second hand smoke for
many years. While many of the actions that need to be taken can only happen at a
national level, there are many things that we can, and should do, at a local level.
Sometimes, as with Smoke Free, national action will grow from local action.
So this report is making the case for the return on investment that prevention brings —





For every £1 invested in stop smoking there is a £2 return
For every £1 spent on cardiovascular disease prevention (smoking, obesity,
physical activity) there is an £11 return
For every £1 spent in HIV and Aids prevention there is a £4 return
And for every £1 invested in MMR vaccination there is a £13 return.

But that return is not just financial. As well as saving the NHS and social care money down
the line, it also improves health outcomes for the population and reduces the suffering
caused by long term illnesses.
We all know that famous saying from Erasmus "Prevention is better than Cure"; it is better
for Countries, better for Cities, better for Communities and better for individuals. We must
use this message in the coming years to ensure widespread support for prevention of ill
health beyond Public Health systems, so that action can be taken when and where it is
needed to stop the tide of preventable ill health that we see every day in our Communities.

Dr Sandra Davies
Director of Public Health
2
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I am delighted to present this Public Health Annual Report for 2014/15
in what has been yet again a productive and successful year in terms of
our achievements.
This report is about preventing ill health and promoting positive health,
so that those who live or work in Liverpool can live longer, healthier
better quality lives.
The transfer of Public Health from the NHS to Local Authorities in 2013
was to help ensure that all parts of local government, as well as the NHS, work together
effectively to address those broader determinants of health, and in doing so, improve
health and reduce health inequalities.
Now we are well into the second year since the transfer of Public Health responsibilities, it
is an appropriate time to review the work we are doing in Liverpool on improving those
important broader determinants. Although the continuing period of austerity brings tough
challenges to this work, it can also act as catalyst for change. It is ever more important that
we recognise the role that all parts of the system can play in keeping us healthy.
Liverpool City Council has a deep seated commitment to enhancing and improving the
Health and Wellbeing of the population we serve. We continue to deliver effectively on our
Public Health programmes and we continue with our strong advocacy for a 'Fairer,
Healthier, Happier' Liverpool and a strong commitment to overseeing its success.
Finally, I would like to thank our Public Health colleagues for their continual hard work and
determination to reduce health inequalities in the city.

Councillor Roz Gladden
Cabinet Member for Adult and Children's Social Care and Health

3

79

Public Health Highlights for 2014/15


Liverpool's overall index of multiple deprivation ranking has improved from 2nd most
deprived local authority in England to 7th most deprived between 2010 and 2015.



The proportion of Liverpool children defined as living in poverty has fallen steadily in
recent years, although a third remain in poverty.



Life expectancy has continued to improve for both men and women and is now at
76.2 years and 80.5 years respectively.



Liverpool has seen a 10% reduction in its annual number of deaths over the last
decade, compared with a 1% reduction nationally.



The city's infant mortality rate is now below the national rate after being significantly
higher a decade ago.



Premature mortality for all causes of death as well as the main diseases of cancer
and cardiovascular disease has fallen over the last decade. The cancer and
cardiovascular rates have decreased faster than seen nationally.



Alcohol related hospital admissions (broad measure) in the city have plateaued in
recent years. In 2013/14 Liverpool was ranked 13th highest out of 326 local
authorities compared to 2nd highest in 2008/09.



Between 2008/09 and 2013/14 there was a 6% reduction in the Liverpool rate of
alcohol related admissions (narrow measure) despite there being an overall
increase in the national rate of 5%.



There has been a significant reduction in the rate of alcohol specific admissions
among under 18 year olds; over the last five years the Liverpool rate has fallen from
173.3 per 100,000 to 48.6 per 100,000 population, a rate of reduction three and a
half times greater than the reduction nationally.



After several years of increasing levels of excess weight in children, over the last
year the proportion of 4-5 year olds defined as having excess weight fell from 29%
to 25% and the proportion of 10-11 year olds stabilised at 39%.



Over the last decade smoking prevalence has fallen from a high of 35% to 22% in
2014.



The number of teenage conceptions continues to move in the right direction, and
over the last decade has fallen from 45 conceptions per 1,000 girls to 34 per 1,000.



Hospital admissions for injuries to children aged 0-14 years have more than halved
over the last ten years, and the admissions rate is now the same as for England.
For 0-4 year olds the rate is significantly below the national average.

4
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Chapter One: Introduction
Since the global financial crisis in 2008, it has become apparent that there is less money
available for health and care, although demand is growing. Our national health services,
Healthcare, Social Care and Public Health, are having to find better ways of working to
make the most of the available funding.
However, this will not be enough to make our health services sustainable for ourselves
and future generations. This has led to a national and global call for a greater focus on
prevention at population level, so that people are able to live healthier lives and there will
be less need for such intensive health and care provision.
There is now a growing understanding that healthcare determines less than half of our
health, with environment, socio-economic circumstances, behaviours and genetics as the
other major drivers. The proportion of each driver making up the whole of health has been
the subject of several studies with varying results best expressed by a 'fuzzy pie chart'
which shows the range of different values that have been suggested for each driver and
their interaction. There is preventive action that can be taken to make a difference for all
the drivers. Although some will seem easier to address than others, action on any driver
can have an effect on the rest, even though the change may be very small and may not be
apparent for a very long time.

1

Figure 1: Health Determinants (Harris-Roxas 2014)

It is variation in experience across these drivers that will result in disparities in health
outcomes for populations. Such variation can blight people's lives, often having a
cumulative effect across the whole of a person's life course, and in populations resulting in
inequalities that can persist across generations. However, Whitehead and Dahlgren (2006)
contend that these variations are:
1

www.slideshare.net/benharrisroxas/
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systematically produced; they do not happen randomly but show a consistent social
gradient
socially produced and are therefore avoidable and can be changed. As Whitehead
and Dahlgren2 state, 'No law of nature, for instance, decrees that the children of
poor families should die at twice the rate as that of children born into rich families.'
unfair or, inequitable.

A fairer experience of health for the population requires a 'levelling up', so that everyone
has the same opportunities to achieve their natural health potential and access to good
healthcare when needed. Tackling health inequalities requires addressing those
determinants of health; of how and where people grow, learn, live and work and their
relationships, lifestyles and responsibilities. People should not die early or live with illness
and disability because of avoidable inequities. Reducing health inequities and improving
population health is therefore 'everybody's business' and we must work together to
achieve a 'step change' in health gain for the city.
We need to focus more on prevention to limit the demands and relieve the pressure on
health and social care services, but more importantly, to reduce the time people live with ill
health and to maximise their life potential. Considerable work has been done to identify
evidence based preventive interventions that can improve population health and wellbeing
for both current and future populations. This is important to increase health equity,
recognising that system changes will need to be driven through wider determinants to
make them sustainable into the future.
Population prevention
Ideally, to maximise positive results from preventive action, the population being
addressed would be equitable to start with, but this will not be the case, as the health of
children born now will have been influenced by the health of parents and previous
generations. Equally, we cannot concentrate all resources on new generations while
current generations live out the consequences of their own generational inheritance and
circumstances. What we can do is increase preventive action across our whole population
to improve people's lives while emphasising preventive action from the beginning of life as
it will have the greatest cumulative effect over the whole life course.
Prevention in health is usually described as:






Primordial – which seeks to address the socio-economic and environmental
determinants of health to prevent ill health at a very early stage and mostly before
risk factors for individuals are present, e.g. being able to live in an energy efficient
home.
Primary – which aims to prevent disease or injury before it occurs by preventing
exposures to hazards, altering unhealthy or unsafe behaviours and increasing
resistance to disease or injury, e.g. encouraging physical activity through play for
young children.
Secondary – which applies measures to detect disease or injury that has already
occurred by treating those conditions as soon as possible, helping people to

2

Whitehead, M. &and Dahlgren, G. (2006) Concepts and Principles for Tackling Social Inequities in Health:
Levelling Up Part 1, World Health Organization, Regional Office, Copenhagen. Available from:
http://www.euro.who.int/en/health-topics/health-determinants/socialdeterminants/publications/2007/concepts-and-principles-for-tackling-social-inequalities-in-health
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prevent recurrence, and enabling people to return to their original health and
function, e.g. breast cancer screening programme.
Tertiary – which aims to lessen the impact of an ongoing illness or injury that has
lasting effects by helping people to manage their long term, often complex health
problems to enable them to live their lives at the best possible capacity, e.g.
treatment and care for heart failure.

Prevention as investment
There are many interventions that can deliver preventive action and one of the dimensions
that is used for decision making on which interventions to introduce is the associated
economic benefits and costs. There is considerable evidence on the costs of ill health both
to the individual and society, the monetary value of specific interventions and the individual
and population benefits of improvement in health and wellbeing. Prevention is considered
overall to be cost-effective in that health outcomes are more favourable in the long term
than costly treatment and care, but specific interventions may not be immediately 'cost
saving' to the health and wellbeing system. It is also very important to understand that
health has a value for each of us; allowing us to achieve what we want to be and do
throughout life. However, investing in preventive action is mostly undertaken at population
level designed to enable everyone to have the opportunity to achieve a good level of
health.
This year's Report is designed to highlight the significance of preventive action for
improving health and reducing health inequalities and inequities in Liverpool. The intention
is to demonstrate the importance of Liverpool's population being able to live healthy,
fulfilling lives and thereby reducing the demands upon the health and social care system.
The Report will consider these issues across the life span with the need to put a much
greater emphasis on prevention so that our population will be sustainable into the future.
The first chapter will explore why this is so important for the Liverpool population.

7
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Chapter Two: Liverpool Lives
In recent years there has been increasing understanding that bringing Liverpool's life
expectancy at birth3 nearer to the England and Wales average (closing the gap) needs
action on health inequalities to 'level up' the health and wellbeing of the population and
increase health equity. There will always be natural variation in the health of populations,
but where unjust conditions affecting health exist that could be addressed, they are termed
health inequities.
Over the last decade Liverpool's life expectancy ranking in comparison to other areas in
England has not significantly improved. For females we have moved from having the 3rd
lowest to the 7th lowest life expectancy, but for men our ranking has worsened from 4th to
3rd lowest in the country. Other areas have also improved the health of their populations,
and therefore life expectancy, at a faster rate than Liverpool. Improving the health of our
worst off populations enough to make a difference is hard as there continue to be
comparatively greater levels of vulnerability in our city than other areas, even as we
improve. The gaps in life expectancy between Liverpool and the England average have
reduced over the last fifteen years by less than five months for women and two months for
men. This rate of change is not happening at a fast enough rate to make a significant
difference between Liverpool and other areas.
Trend in Male Life Expectancy at Birth
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Figure 2 Trend in Life Expectancy at Birth: Males

The differences in life expectancy between Liverpool and the England average are 2.6
years for women and 3.2 years for men. The difference between Liverpool and the best
performing local authority (Kensington and Chelsea) is 5.7 years for women and 6.4 years
for men. Differences across the city as shown in Figure 2 above and Figure 3 below, are
even bigger, at 9.2 years for women, and 9.5 years for men. Over the last decade, the gap
in male life expectancy between the most deprived and least deprived parts of the city has
narrowed, while for women it has widened.
3

Average number of years that a newborn is expected to live if current mortality rates continue to apply
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Trend in Female Life Expectancy at Birth
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Figure 3 Trend in Life Expectancy at Birth: Females

Source: Office for National Statistics, Public Health England, Liverpool Public Health Epidemiology Team

Healthy life expectancy is often used to measure whether we are adding life to years, as
well as years to life. Healthy life expectancy is used together with life expectancy to
determine what proportion of their life people can expect to live with significant illness
and/or disability. There is an equivalent gap between healthy life expectancy results for
Liverpool and the average for England and Wales as there is for life expectancy itself and
the same need to close that gap. Liverpool's current healthy life expectancy for men is
around 57 years and for women is around 60 years, meaning that men could expect a
further 19 years of life without good health, and women 21 years.
Life expectancy and healthy life expectancy are the highest level indicators in the Public
Health Outcomes Framework for England, and also in Liverpool's Health and Wellbeing
Strategy Liverpool Sustainable City.4 The low levels of population health in our city
currently mean that extending life will result in living longer with ill health and disability.
Improving healthy life expectancy is likely to result in improved overall life expectancy
anyway, but it is very important for Liverpool people that the recent upwards trend in life
expectancy is exceeded by the rate of improvement in healthy life expectancy.
A study by Buck and Maguire (2015)5 compares recent data and data from the 2010 Fair
Society, Healthy Lives6 review of health inequalities to explore how the health equity of
areas changes over time. Looking at the relationship between income deprivation and life
expectancy they found that income inequalities have improved over time, with a greater
effect in poorer areas, but there are some areas that have persistently low or high life
expectancy associated with income extremes and Liverpool is one of these areas.

4

http://liverpool.gov.uk/media/102816/health-and-wellbeing-strategy-final.pdf
Buck D, Maguire D (21015) Inequalities in life expectancy Changes over time and implications for policy
King's Fund available from http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/inequalitiesin-life-expectancy-kings-fund-aug15.pdf
6
The Marmot Team (2010) Fair society, healthy lives Institute for Health Equity University College London
5
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For Liverpool, this highlights the magnitude of the change the city will have to make to
improve population health and health equity sufficiently to register relative to those who
have better health and can improve faster. Some indications of the difficulty of the task and
the key issues for a healthy life are shown in the tables below.
For a Healthy Start












For a Healthy Transition


Almost 6,000 births a year in the city.
Ranges from 319 births in Speke-Garston to 102
in Woolton.
Some 8.5% of babies born have a low birth
weight. This trend has been increasing.
Around 1 in 6 mothers are smokers at the time
when they give birth.
Around half of mothers initiate breastfeeding,
and fewer than a third of babies are breastfed at
6-8 weeks. Both of these figures are significantly
below national averages.
Almost all of Liverpool's two year olds have
received their immunisations.
Tooth decay amongst Liverpool's five year olds is
significantly worse than the national average.
A quarter of 4-5 year olds and 4 out of 10
children aged 10-11 years are carrying excess
weight.
Almost a third of children are living in poverty,
equating to 29,000 children.






For a Healthy Adulthood







Around 1 in 10 children experience some form of
mental disorder (5,500)
Half of children achieve 5 GCSEs grades A-C
(including English and maths).
One in twelve of Liverpool's children are not in
education, employment or training.
Levels of teenage conceptions are falling, and
there were 257 conceptions in 2013/14.
Prevalence of sexually transmitted infections is
higher in Liverpool than regionally or nationally.
Levels peak in the late teens and early 20s.

For Healthy Ageing




Almost a quarter (23%) of adults in Liverpool
smoke (88,000).
30,150 adults drink alcohol at levels of increasing
risk, with a further 11,500 drinking at high risk.
More than two-thirds of Liverpool adults are
estimated at being either overweight or obese.
Some 4 out of 10 adults are classified as being
physically inactive.
1 in 9 people have 2 or more long-term
conditions.
Prevalence of long-term conditions:
Coronary Heart Disease: 3.7%
Diabetes: 5.9%
Stroke: 1.7%
Depression: 7.1% (18+ yr olds)
Mental Health: 1.3%
Dementia: 0.6%









Life expectancy in 2011-2013:
Males = 76.2 years Females = 80.5 years
There is an 11 year gap in life expectancy
between Liverpool's most affluent and most
deprived ward.
Healthy life expectancy in 2011-13:
Males = 57.2 years Females = 59.6 years
Almost 3,000 people have been diagnosed with
dementia.
An estimated 1 in 3 older people suffer a fall
each year, and in 2013/14 there were 2,000
emergency hospital admission for falls made by
over 65 year olds in Liverpool.
Up to 16% of older people suffer from loneliness
(11,000).
Almost 26,000 older people have a long-term
illness that limits their day to day activities a lot.

The importance of increasing focus on prevention in early life while addressing the needs
of people who have not experienced such focused intervention was mentioned in the
introduction as the way to make the biggest change to the number of years people might
expect to live without illness or disability. The following chapter will look at why there
should be this focus and the impact increasing preventive action can have.
10
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Chapter Three: The Best Start in Life
Pregnancy, birth and the first 24 months of a new
child's life can be tough for every parent, but this
time period forms a critical 'window of
opportunity' when parents are especially
receptive to offers of advice and support.
Prevention and early intervention where it is
needed is never more significant than during this
window from conception to the end of the second
year, i.e. the first 1000 days.
As infants grow and develop within the
circumstances that they are born into, every
opportunity should be sought to enhance and
promote their health and wellbeing so that they
will be able to achieve their full growth and
development potential. We know that preventive
intervention in the early years is extremely cost
effective; bringing many-fold returns for society
with healthy children who can become fulfilled
and participative adult citizens able to achieve
their economic potential.
Household income and exposure to poverty and deprivation, the quality of housing and
access to health and care services will have a huge impact on a child's life chances.
Building resilience through good ante-natal care, strong
attachment, breastfeeding, positive regard and
every £1 spent on
recognition of the rights of the child as full citizens, will
improving homes to
go a long way to ensuring that all children are ready to
keep people warm,
learn by their two and a half year assessment and ready
safe and free from cold
for transition to school in their 5th year. The children of
and damp saves the
today are the adults and parents of tomorrow who will
also experience good or poor health to varying degrees
NHS £70 over 10 years
and which will have subsequent impacts on their own
children. Encouraging positive parenting and building on
parents' skills is therefore vital to create capable and successful citizens in the next
generation.
Population growth
The Office for National Statistics estimates that there are just over 89,900 children and
young people in Liverpool. This number is projected to grow by a further 5.4% over the
next decade. This would equate to an additional 4,870 children and young people by 2024.
Projections indicate the growth will be particularly in the 8–13 age group.
Infant Mortality
Infant mortality is often used as a measure of the overall health and wellbeing of the
population. In 2013 there were 22 deaths in Liverpool which occurred in the first year of
life. The long term trend is a positive one with a reduction of more than a third since 1999.
In 2013, Liverpool's infant mortality rate was 3.9 deaths per 1,000 live births, which was
below the England average (4.0) for the first time. Work is needed to reduce the gap
11
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between child deaths that occur to families in deprived areas and those in more affluent
areas.
Deprivation and Child Poverty
The biggest impact on child health in the city is from poverty and inequality. A substantial
proportion of Liverpool residents live in areas of high deprivation. Almost 45% of the
Liverpool population live within communities ranked in the 10% most deprived in England.
Less than 1% of local residents live in communities ranked in the least deprived in
England. The severity and extent of deprivation in the city has significant implications for
the health and wellbeing of children and young people as it is strongly associated with
poor health outcomes from conception through childhood to adulthood and old age.
Figures for 2013 indicate that around a third of children in Liverpool live in poverty,
equating to 25,530 children. Child poverty levels in the city are the 4th highest among the
core cities in England, and significantly above the national rate. Extensive research and
data show that children who grow up in poverty face a greater risk of poor health, being
exposed to crime and failing to reach their full potential. Within the city there is a large
variation in the extent of poverty ranging from almost 1 in 2 children in Princes Park ward
to 1 in 10 children living in Woolton ward. The challenges are huge for families with young
children who are experiencing poverty. Preventive work through early intervention and
support for these families and their communities is essential, using the best available
evidence for interventions in order to maximise their life chances.
The Healthy Child Programme that runs from pregnancy through to 19 years is recognised
as a robust, evidence based programme for delivery by health visitors and school nurses
in partnership with other services. Prevention is the golden thread through the programme
that enables practitioners to work with all families and children to anticipate future health
and wellbeing needs for children relating to their growth and development through good
parenting practices. The intention is to both prevent problems occurring and, if they do
arise, to intervene early to prevent deterioration.
Improving health behaviours
As society has become more sedentary this is having an impact on the health,
development and wellbeing of children. Prolonged sitting is thought to slow the
metabolism, which affects the body's ability to regulate blood sugar, blood pressure and
break down body fat. Studies have linked excessive sitting with being overweight and
obese, type 2 diabetes, some types of cancer, and premature death.
All children learn who they are and their place in the world
through play. Play is essential to development because it
contributes to the cognitive, physical, social, and emotional
wellbeing of children and young people. Play offers an ideal
opportunity for parents to engage fully with their children. Being
physically active every day is important for the healthy growth
and development of babies and toddlers. In the early years
activity of any intensity should be encouraged, including light
activity and more energetic physical activity.

One more child
walking to school
could pay back
£768 in costs
saved or £539 if
they cycled

Children should be encouraged to eat a wide range of healthy foods. From their earliest
days what children eat impacts on their health. The benefits of breastfeeding are
undisputed both for mothers and babies, yet only 53% of women in the city chose to
breastfeed their babies at birth and by 6–8 weeks this had reduced to 31%. Consistent
12
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messages from all front line staff are needed to normalise breastfeeding and the support of
family and friends is crucial.
Liverpool has led the way in reducing smoking behaviours but we cannot be complacent,
smoking in pregnancy impacts not only on the mother's health but on her baby growing in
the womb. Second and third hand smoke has been linked to an increased risk of sudden
infant death syndrome, glue ear and asthma.

effective smoking
prevention in schools
can return £15 for
every £1 over a
lifetime or net savings
of £391 and £1,961
per pupil per year

Synthetic data illustrating smoking prevalence among
young people has shown that Liverpool has higher than
the national average of regular smokers, aged 11-15
years and 16-17 years, although lower than average
occasional smokers, compared to England. We already
know that among adult smokers, about two-thirds report
that they took up smoking before the age of 18 and over
80% before the age of 20. The younger the person is
when starting to smoke, the worse the potential
consequences – early uptake is associated with heavier
smoking, higher levels of dependency and higher
mortality.

Young people in the city have actively campaigned against smoking. One of the most
sustainable groups D-MYST, is now an established youth movement recognised locally,
nationally and internationally.
Alcohol consumption in pregnancy can impact on foetal growth and development and can
seriously impact on the developing brain. Alcohol can be a stimulant and reduce inhibitions

13
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but it impacts on cognition and function. Alcohol can lead to young people being involved
in a range of risky and health damaging behaviours which can have long term
consequences such as pregnancy, injury to themselves and/or others and criminal
behaviours.
There is growing evidence that we can increase the
chances of favourable health and developmental outcomes
for children, particularly so for those born into vulnerable
families through planned, evidence-based and culturally
appropriate interventions during infancy and early
childhood. A focus on prevention and early intervention
especially for vulnerable families will help to ensure that
children have an equitable best start in life. We also know
that such early investment is extremely cost effective
particularly in the longer term for children to achieve their
personal and economic potential.

£1 spent on
emotional-based
learning problems
in schools can
return £50 over five
years in reduced
social costs

The key features associated with positive outcomes include:
 Intervening early, using the best available evidence, in the lives of the most
vulnerable population groups.
 Developing innovative intervention programmes on 'baby friendly' environments and
the importance of the first 1,000 days.
 Focusing on initiatives that include both parents and babies.
 Using strengths-based approaches that are inclusive and culturally responsive at
every stage of a child's progress, and that are based and developed in people's
own communities
Key Public Health Objective
To work with partners to define the environment the city needs to provide before birth and
in early years that will afford every Liverpool child the best start in life.
Recommendations





To continue to invest in children and families in the early years by developing a
coherent framework of services for families, from pregnancy through to age five,
which focus on promoting children's development and help with all aspects of family
life, and protecting the most vulnerable.
To ensure all children are ready for school at 4 and support children of school age
through joined up working across health, education and social care, ensuring
consistent messages and maximising their attendance to promote attainment.
To develop youth models of health and wellbeing with joined up services that will
engage young people in positive ways, enabling them to be competent and
confident in leading and managing their own lives and minimising risky behaviours.
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Chapter Four: Health and Care
The number of people with long term conditions in Liverpool is likely to rise as our
population ages. Unhealthy lifestyles, deprivation and wider influences on health all impact
on this trend, and the outcomes of people living with these conditions. A focus on the
effective prevention and management of long term health conditions is needed for local
people to be able to live their lives to their full potential. Doing so will not only improve the
health of our residents, but also help to reduce health and social care costs, costs to
businesses and contribute to the economic success of the city.
Burden of Disease
The increasing prevalence of comorbidities (people living with 2 or more long term
conditions) is one of the major challenges facing the health and care system. People with
multiple long term conditions require more complex care and support packages, and often
face poorer health outcomes. Nationally, the overall prevalence of long term conditions is
projected to remain relatively stable over the next 10 years, however the prevalence of
comorbidities is expected to increase by more than 50%. The Department of Health has
identified two distinct population groups at risk of comorbidity:



Younger, socially deprived populations, with greater exposure to risk factors. In
particular smoking, obesity, alcohol and physical inactivity due to challenging
personal, occupational and societal factors throughout the life course.
Older population whose comorbidity is mainly driven by increased life expectancy
and longer exposure to risk factors over the course of their life.

These different groups require very different interventions and support, with prevention
(both primary and secondary prevention) and action on the wider determinants of health
more important for the first group, and support to maintain independence and day to day
activities more relevant to the latter.

Figure 4 Prevalence of Comorbidity in Liverpool

In Liverpool, 1 in 5 people have a single long term condition (equating to roughly 92,400
people), with just over 1 in 10 people having 2 or more long term conditions (equating to
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roughly 49,500 people). The diagram above (Fig. 4) shows the percentage of people in
Liverpool with two or more long term conditions by age and deprivation.
As expected, the prevalence of comorbidity increases with age, peaking at just over 70%
for those aged between 85 and 89. However, there is a clear distinction between the most
deprived and least deprived areas of the city, with the prevalence increasing at an earlier
and faster rate among the most deprived communities. From the age of 30, the difference
in comorbidity between the most and least deprived communities becomes statistically
significant.
The impact of having multiple long term conditions on the overall health and wellbeing of
the individual varies depending on the conditions concerned. Those people with mental
health conditions experience poor health outcomes when they have additional long term
conditions, with the prevalence of mental health conditions often masking the presence of
other physical health conditions.
Self-Care
Self-care is a term used to describe a wide range of activity to encourage people (maybe
not yet patients) to take care of their own health and have a higher degree of self-reliance
and less reliance on formal services. Self-management is defined as the tasks that
individuals can undertake to improve care of the body, management of the condition,
adapting everyday activities and roles to conditions and dealing with the emotions arising
from having the condition. Self-management is considered to be one component of selfcare and is often used to describe a 'formal' programme, based on education and selfefficacy, usually in a specific disease area, for example, EXPERT for diabetes.
Self-care and self-management may take into consideration a complex range of health and
social needs. The development of a self-care model for Liverpool holds the person at the
centre and looks to support health and wellbeing in a variety of ways, depending on the
individual's needs and expectations. It will also assist families and informal carers to
support self-care for those that are cared for. The benefits of self-care are widely
documented. Evidence shows that supporting people with self-care provides both personal
and economic benefit. The NHS and care services continue to do an excellent job of
'looking after' people but now there needs to be a cultural shift from treatment to
prevention and self-care. This is going to be a long term process; change won't happen
overnight. We need to steer the health and care system to be more proactive, earlier in the
patient journey and to make support for self-care part of the norm.
We also need to mobilise the population to be able to self-care, to increase aspirations as
to what good health looks like and what it can offer. What people do in their everyday lives
largely determines their health and their need for health care. The influence of patient
behaviour on health outcomes can be seen in everything from preventing illness in the first
place through to the management of long-term health conditions. As 60%-70% of
premature deaths are caused by behaviours that could be changed, it is essential that
patients and the general public become more engaged with adopting positive health
behaviours. A key consideration is how far people are able to participate in their own
health care; do they have the knowledge, skills, confidence and motivation needed, and if
not, how do we address that need.
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Mortality
Cancer, Cardiovascular Diseases and Respiratory Diseases represent the main causes of
deaths in Liverpool, accounting for roughly two thirds of all premature deaths in the city
(those occurring under the age of 75). However, it is not just the number of deaths that
influence life expectancy, but rather the age at which they occur. A death that takes place
at a young age has a much greater impact on our average life expectancy than one that
occurs later in life.
Cancer
Cancer is the leading cause of premature mortality in Liverpool. Between 2012 and 2014
there were around 640 deaths each year from cancer that occurred under the age of 75.
The mortality rate in Liverpool is significantly above both national and regional levels and
is the second highest among the core cities, behind only Manchester. However, trends
indicate there has been a statistically significant reduction in the mortality rate in the city,
falling by just over 16% since 2001-03. In addition, the inequality gap with England has
also reduced, falling by just over 15%.

Figure 5 Directly age standardised mortality rate from Cancer for persons under 75

Cancer is the single largest cause of the gap in life expectancy between Liverpool and
England, for both males and females. If our mortality rates were the same as those
nationally, men in the city would live more than a year longer than they do today, and
women almost 10 months longer. While there have been significant improvements in
Cancer outcomes in recent years, it is important to recognise that the disease is largely
preventable. Cancer is heavily influenced by lifestyle, with research suggesting up to half
of all cancers could be prevented by changes to lifestyle behaviours such as: stopping
smoking, increasing physical activity, and reducing alcohol consumption.
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Figure 6 Leading causes of death in Liverpool 2014 persons under 75 years
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Cardiovascular Diseases
Cardiovascular Disease is a term which relates to a disease of the heart or blood vessels.
It covers a range of conditions including Heart Disease, Stroke, Peripheral Arterial Disease
and Aortic Disease. Following Cancer, Cardiovascular Diseases are the second largest
cause of premature death in Liverpool, accounting for almost 300 early deaths every year.
The mortality rate in Liverpool is significantly above national levels, and is one of the
highest among the core cities. However, trends indicate there has been a statistically
significant reduction in premature deaths from Cardiovascular Diseases, with rates falling
by more than half since 2001-03. In addition, the inequality gap with England has reduced
by more than 45% over the period. While there has been a significant improvement in
Cardiovascular Disease outcomes, with an ageing population and the current levels of
obesity and diabetes, past gains will not be sustained unless there are further
improvements in prevention.

Figure 7 Directly age standardised mortality rate from Cardiovascular diseases for persons under 75

Respiratory Diseases
Respiratory Diseases are chronic diseases affecting the airways and other structures of
the lungs. Some of the most common chronic respiratory diseases are asthma and chronic
obstructive pulmonary disease (COPD). Respiratory Diseases are the third largest cause
of early death in Liverpool, with almost 230 cases a year. The premature mortality rate in
the city is significantly above both national and regional levels and is the second highest
among the core cities, behind only Manchester. Unlike Cancer and Cardiovascular
Diseases, the mortality rate from Respiratory Diseases has remained relatively static over
recent years, falling by less than 2% over the last decade. In addition, latest figures
indicate the inequality gap with England has increased by almost a quarter.
Smoking is the most common cause of Respiratory Diseases and around 86% of COPD
deaths are attributable to smoking status. Furthermore, Respiratory Diseases often coexist
with other conditions that share tobacco smoking as a risk factor, such as Heart Disease
and Lung Cancer.
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Figure 8 Directly age standardised mortality rate from Respiratory diseases for persons under 75

Deaths Considered Amenable to Healthcare
Deaths from causes considered 'amenable' to healthcare are premature deaths that
should not occur in the presence of timely and effective healthcare. This is one of the
overarching outcome measures used to monitor the health of the local population. The rate
of potential years of life lost considered amenable to healthcare in Liverpool is significantly
higher than England, and trends indicate that the overall rate has remained relatively
stable over the past five years, both locally and nationally.

Figure 9 Potential Years of Life Lost 2009-2014

Heart disease makes up the single largest portion, accounting for just under a third of
deaths considered amenable to healthcare, with Neoplasms (Cancer) accounting for
roughly a quarter. Figures for 2012-14 indicate that the rate of years of life lost for each of
these conditions is above national levels, with levels related to Respiratory Diseases
almost double the rate in England as a whole.
20

96

Figure 10 Potential Years of Life Lost leading causes of death 2012-2014

The rate of years of life lost that are amenable to healthcare has reduced significantly for
some conditions, falling by almost a quarter for heart disease between 2009-11 and 201214. In contrast, the rate for cancer has increased by 12% over the same period.

Figure 9 Potential Years of Life Lost 2012-2014

Figure 11 Potential Years of Life Lost percentage change 2009-2014

Key Public Health Objectives
 To reduce the numbers of people living with preventable ill health and people dying
prematurely, while reducing health inequalities.
 To embed prevention with a broad population focus at all levels of health and social
care.
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Recommendations






Many of the factors influencing the development and outcomes of our major long
term conditions are preventable. There needs to be a systematic approach to
promoting and supporting healthy lifestyles in the city.
Improve access to targeted specialist lifestyle support for people with long term
conditions to improve health and reduce the risks of ill health in the future.
Early identification of health conditions can significantly improve health outcomes. It
is important that we continue to raise awareness of the signs and symptoms of
cancer in the city, and also redouble our efforts to improving the uptake of our
Cancer screening programmes.
A focus on supporting and treating the person rather than individual conditions in
isolation, addressing their full range of needs, including improving support to help
people to manage their health conditions effectively.
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Chapter Five: Living Well
The way we live our lives can present risk factors for ill health and early death. These risk
factors can have greater impact depending on our lived experience and current
environments. These risk factors include alcohol and drug use, what we eat and how much
exercise we take, tobacco harm and our sexual health. One of the strongest preventive
factors is awareness of those risk factors and the possible harm to health as well as any
protective factors. Young people are more likely to engage in 'risky' behaviour and have
less comprehension of the possible consequences for themselves and others. All of these
risk factors have a strong element of individual responsibility as they involve behaviours
that we can change ourselves, although that may be harder for some people than others,
depending on their situation. There is considerable debate about how much preventive
action national and local governments should take through legislation as people may
believe that restrictions should not be imposed. However, some of the biggest benefits to
health have come through legislation such as the requirement to wear seatbelts in cars.
Tobacco
Tobacco is the single biggest behavioural risk
factor for premature death and illness, and 18%
every £1 spent on stop
of deaths in adults aged over 35 years in
smoking services saves £10
England are estimated to be attributed to
in future health care costs
smoking. Each year, around 100,000 smokers
and health gain
die from smoking-related diseases in the UK.
Smoking is a major risk factor for multiple
diseases, such as lung cancer, chronic obstructive pulmonary disease (COPD) and heart
disease. It is also associated with cancers in other organs, including lip, mouth, throat,
bladder, kidney, stomach, liver and cervix. Smoking prevalence in Liverpool has fallen
from 35% in 2005 to 25% in 2013.
The cost to the NHS of treating smoking related illness is estimated to be £5.2 billion per
year. Smoking costs the NHS in Liverpool approximately £27 million, and there are also
additional costs to clear up cigarette related litter, smoking related fires and an estimated
cost of £24.9 million in lost productivity due to smoking related sick days. Furthermore,
smoking places a significant financial burden on families, taking money away from family
budgets, usually from those who can least
afford it. Smoking is a major cause of health
inequalities; not just because of the ill health
it causes, but also due to the amount of
money the addiction diverts from budgets. A
twenty-a-day smoker currently spends more
than £2700 per annum on tobacco and in
Liverpool around £147.5 million is spent on
tobacco products, money that residents then
cannot spend on other things, from basics
such as heating, food and clothing to days
out, holidays or savings.
Two thirds of current or ex-smokers report
that they began smoking before they were
18 years old. Young people who begin
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smoking earlier risk greater harm as they are more likely to be heavy smokers, have a
higher level of dependency, a lower chance of quitting and higher mortality. We estimate
that Liverpool has the highest smoking prevalence among young people aged under 18,
with almost 1 in 5 classed as regular smokers.
If we can reduce the number of people smoking
five minutes of advice in a
in Liverpool, we can have an impact on the
general practice setting to middleoverall health of both smokers and those who
aged smokers to stop smoking
are affected by smoking. Stop Smoking Services
are an evidence based way of supporting our
can increase stop rates and save
population to reduce smoking rates and
£30 per person for a cost of £11
Liverpool has had successful services for many
per person
years. Liverpool still has high rates of smoking in
some of our communities, in spite of the continued fall in prevalence overall, and the
continued use of the service is an important part of our tobacco control strategy. However,
in the last year we have seen a reduction in referrals into the service and this is thought, in
part, to be related to the rise in the use of e cigarettes. This is a national trend and not
unique to Liverpool, but is something that clearly needs to be addressed, given the lack of
evidence around the efficacy of e cigarettes as a stop smoking aid, their safety, their role
as a gateway into smoking tobacco and their role in re-normalising smoking. Liverpool has
worked hard this year with services, clinicians and the public to offer support to people
wanting to stop using e cigarettes as well as tobacco and shisha. These are all addictions
that no-one needs.
Alcohol
The effects of alcohol misuse can be devastating for the individual, as can be seen in the
rise of liver disease in younger adults, and widespread, from public nuisance in urban
centres to fear of accessing amenities in older people. Easy access to alcohol is one of the
promoting factors and where access is reduced, general consumption levels will fall. The
use of multiple drink offers in licensed premises and very low pricing in supermarkets
works against this. The best way of reducing easy
access is to increase the cost to the end user
every £1 spent on
through measures such as minimum price per unit.
motivational interviewing
Alcohol is now 45 per cent more affordable in the
and developing supportive
UK than it was in 1980. Alcohol misuse costs
networks for people
England approximately £21billion per year in
addicted to alcohol returns
healthcare, crime and lost productivity. Costs for
Liverpool are estimated at nearly £204 million per
£5 in social costs
year, which equates to over £200 per person.
Consumption of alcohol is highest among
young people in Liverpool and older people are
less likely to drink alcohol but those who do
drink do so more often. Around half of women
in Liverpool drink alcohol and nearly two-thirds
of men. There are estimated to be nearly
100,000 binge drinkers in Liverpool, over
80,000 increasing risk (hazardous) drinkers,
30,000 higher risk drinkers (high risk of alcohol
related illness) and over 20,000 dependent
drinkers. It is estimated that in Liverpool around
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23,000 children may be living with adults who are binge drinkers, 17,000 children may
living with adults who drink at increased risk and 2000 children may be living with adults
who are higher risk drinkers. Alcohol consumption by an expectant mother may cause
foetal alcohol syndrome and pre-term birth complications. Local research suggests that a
further risk factor is confusion about the current guidance that it is safe to drink small
amounts (one or two units a week).
Alcohol related hospital admissions are used as
a measure of the burden of alcohol on
one alcohol liaison nurse
community and health services. Between
costing £60,000 can prevent
2008/09 and 2013/14 in Liverpool there was a
97 A&E visits and 57 hospital
reduction by 6% in the rate of alcohol related
admissions saving £90,000
admissions while the rate for England increased
by 5%. Between 2006-09 and 2013-14 the rate
of alcohol specific hospital admissions among young people in Liverpool fell by more than
70% from 173.3 per 100,000 population to 48.6 per 100,000 population which is a much
faster rate of decrease than nationally.
In the five years between 2008-12 there were 414 alcohol-specific deaths, 66% of which
were males. Alcoholic Liver Disease was recorded as the underlying cause of death in
86% of deaths and 95% were persons aged under 75 years. 118 deaths were between the
ages of 40 and 49 years, 38 between 30 and 39 years and 10 were under 30 years of age.
From 2006/08 to 2011/13 alcohol specific mortality in males (DSR per 100,000 population)
increased by 8%, compared to no change nationally. However alcohol specific mortality in
females fell by 12% over the same period whilst there was no change in the national rate.
Rates of alcohol specific mortality in Liverpool are still some of the highest in England.
The association between mental health problems and substance misuse are widely
recognised. The 2002 Co-morbidity of Substance Misuse and Mental Illness Collaborative
Study7 reported that 85% of users of alcohol services were experiencing mental health
problems, 50% of those in treatment for alcohol problems had 'multiple-morbidity' and
44% of mental health service users were assessed to be drinking alcohol at increasing or
higher risk.
Substance Misuse
Drug addiction is a relatively rare but complex issue,
associated with poor health for the individual, family
every £1 spent on
breakdown, homelessness and offending. Around 1.2 million
young people's
people in England are affected by drug addiction in their
drug and alcohol
families. Nationally in 2011-12, about 9% of adults were
interventions brings
estimated to have used an illegal drug, rising to nearly 20%
a benefit of £5-£8
of 16-24 year olds. 60% use alcohol at the same time, and
7% use two or more drugs at the same time. Age of initiation
is often the strongest predictor of the length and severity of substance misuse problems
with the earliest users most likely to have the severest problems. Around 1500 deaths in
England and Wales each year relate to drug misuse. The annual cost to society of drug
misuse has been estimated to be in the region of £15.4 billion each year. In Liverpool,
there are significantly higher numbers of opiate users (heroin and/or crack cocaine) than
7

Weaver, T. et al (2002) Co-morbidity of Substance Misuse and Mental Illness Collaborative Study
(COSMIC) (Research Summary). Available from:
http://www.nta.nhs.uk/frameset.asp?u=http://www.nta.nhs.uk/publications/cosmic.html
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the national average, although numbers are reducing. Numbers of non-opiate users
(powder cocaine and other drugs) are rising generally. The rate of those injecting drugs
rose in 2011-12 but is still not significantly different to the national rate. In 2012-13, there
were just over 3100 admissions among Liverpool residents which were drug-related, an
increase of almost 10% since 2008. Between 2007 and 2011, there were 184 drug-related
deaths in the city; an average of 37 deaths per year. Almost half of the drug-related deaths
during this period were due to intentional self-poisoning (49%). Liverpool men are much
more likely to be admitted to hospital or suffer a drug-related death than Liverpool women.
People over the age of 40 accounted for about half of all drug-related hospital admissions
and deaths in Liverpool in 2012-13.
Providing methadone and sterile needles and syringes protects drug users who inject, and
their communities, from the spread of blood-borne viruses, and provides long-term health
savings. Between April 2011 and March 2012, there were 4184 people in Liverpool who
were effectively engaged in treatment for three months or more, of which 75% were opiate
users. Around 12% of the people in specialist treatment services were young people under
the age of 18 years which is higher than 9% nationally. In 2013, Liverpool had a success
rate for service users completing drug treatment and not re-presenting into treatment
within a six-month period of 7.2% for opiates and 44.6% for non-opiates compared to 7.8%
and 37.7% nationally.
Sexual Health
Sexual health is defined as an important part of physical and mental health. Essential
elements of good sexual health are equitable relationships and sexual fulfilment with
access to information and services to avoid the risk of unintended pregnancy, illness or
disease. However, sexual health also includes elements such as sexual violence and is a
risk factor for individual and population health. In 2014-2015, Local Authorities committed
to spending over £71 million (nearly a quarter of the overall Public Health Grant) on sexual
health services.
There are five key sexually transmitted infections (STIs) which are routinely monitored by
Public Health: Chlamydia, Genital Warts, Gonorrhoea, Herpes and Syphilis. Chlamydia is
the most common STI in the UK and can cause complications such as pelvic inflammatory
disease, ectopic pregnancy and tubal-factor infertility. Chlamydia often has no symptoms
so a large proportion of cases remain undiagnosed. Herpes is a long term condition with
no cure and untreated syphilis can cause serious damage throughout the body. The
overall number of diagnoses in Liverpool for these STIs increased by 6% between 2009
and 2012, and there were 5,019 new cases in the city in 2012. In 2012 there were 1,078
acute diagnoses of STIs per 100,000 population in Liverpool which was 27% higher than
the England average. The estimated costs of treating 510,000 new STI diagnoses made in
the UK in 2011 were £620 million.
Human Immunodeficiency Virus (HIV) is a virus most commonly caught through
unprotected sex or sharing infected needles to inject drugs. Acquired ImmunoDeficiency
Syndrome (AIDS) is the final stage of HIV infection, when the body can no longer fight life
threatening infections or cancers. There are currently around 640 people diagnosed with
HIV in Liverpool, however it is estimated almost 1 in 4 people with the condition are
unaware of their status. Early diagnosis of HIV improves individual prognosis and can
prevent onward transmission. Over half of patients newly diagnosed in the UK are
diagnosed late (defined as a CD4 count <350 cells per mm3) and 90% of deaths among
HIV positive individuals within 1 year of diagnosis are among those diagnosed late. There
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has been a marked improvement in the number of people with HIV in Liverpool who are
diagnosed late, from just under two thirds in 2009-11, to less than half in 2011-13.

every £1
spent preventing
teenage pregnancy
saves £11 in health
care costs

Most teenage pregnancies among females aged 17 and
under are unplanned and around half end in an abortion.
For many teenagers bringing up a child is extremely difficult
and often results in poor health outcomes for both the
teenage parent and the child. In 2012 there were 278
conceptions to under 18 year old females in Liverpool (35.7
per 1,000 aged 15-17 from 39.6 per 1000 in 2011). The
2012 England rate was 27.7 per 1000.

Healthy Weight
Childhood obesity is one of the
most serious Public Health
challenges of the 21st century.
Overweight and obese children
are likely to stay obese into
adulthood and more likely to
develop
non-communicable
diseases
like
diabetes,
cardiovascular diseases and
cancer at a younger age. NHS
costs attributable to overweight
and obesity are projected to
reach £9.7 billion by 2050, with
wider costs to society estimated
to reach £49.9 billion per year.

In 2007, it was estimated that the annual cost to
Liverpool of obesity related diseases was £84 million
Increasing access to
per year, increasing to £105 million by 2015. Obesity is
parks and open spaces
largely preventable and together with the risk reduction
for associated disease, could have considerable impact
could reduce NHS
on the life expectancy of current generations. Together
costs of treating obesity
with physical activity, diet is a major determining factor
by more than £2 billion
in risk of obesity and failure to maintain a healthy
weight. Consumption of excess calories is often linked
to the consumption of high energy foods such as fast foods and sweetened drinks which
are readily available. Eating habits established during childhood are likely to continue
through to adulthood, with family and culture having a large influence in how these habits
develop.
Children are measured in Reception Year (age 4/5) and again in Year 6 (age 10/11).
For Liverpool children in Reception Year in 2013-2014:
1.0% were measured as underweight (England 0.9%)
£1 spent on school
13.5% were measured as overweight (England 13.1%)
based community
11% were measured as obese (England 9.5%).
For Liverpool children in Year 6 in 2013-2014:
obesity prevention will
0.6% were measured as underweight (England 1.4%)
have benefits worth £7
15.4% were measured as overweight (England 14.4%)
23.6% were measured as obese (England 19.1%).
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The 2012 Active People Survey estimated 67.2% of adults in Liverpool to be overweight
(England 63.8%) and of these, 25.9% to be obese (England 23%).
Physical Activity
Physical activity has multiple benefits for physical and mental health. Physical inactivity
has been termed a 'silent killer' and is now the 4th biggest cause of death in the UK at
17%, which is one of the highest rates in the world. Physical inactivity causes twice the
number of deaths in the UK than obesity. Increasing activity can have immediate and
longer term positive effects on individual and population health. People who are sufficiently
active can live a quality life between 7–14 years longer, however, in Liverpool only 1 in 5
adults are currently active enough to benefit their health.

£1 invested in
Health Walks
could generate
£8 in social
returns

Physical activity refers to a wide range of activities including
active recreation and sport as well as the activities of daily living
such as active travel, shopping, cleaning and climbing stairs.
The composition of activities a person is involved in will change
throughout life, however, all activity is recognised as beneficial.
If 50% of people in Liverpool who now walk for 10 minutes a day
increased that to 20 minutes a day, an additional 29 lives could
be saved each year.

The national recommendation for adults engaging in physical activity is that activity should
add up to at least 150 minutes of moderate intensity activity in bouts of 10 minutes or
more. This could be the easy to remember 30 minutes on at least 5 days a week.
Moderate intensity activities should cause a small increase in breathing or heart rate, such
as brisk walking, cycling, or swimming. Only 14% of people in Liverpool aged over 16 are
regularly achieving this level of activity and 49.5% of residents aged over 16 do not take
part in any regular physical activity in a typical week.
Public Health England has estimated that increasing adult physical activity levels in
Liverpool to the recommended level could prevent 424 deaths each year, 146 Coronary
Heart Disease emergency admissions, 2,452 new diabetes cases, 55 cases of breast
cancer and 43 colorectal cancer cases. There are also considerable health benefits of
engaging in physical activity for people with long term conditions.

£1 spent on
cycling provision
saves the NHS £4
in health costs
and every mile
travelled by bike
instead of car is
worth 35 pence to
the economy

An active patient with diabetes who walks 3 hours a week is
2.5 times less likely to die of heart disease than an inactive
patient without diabetes. Patients with COPD who do 30
minutes of gentle walking each day halve their risk of an
emergency hospital admission.10% of deaths from Coronary
Heart Disease are due to inactivity but walking briskly for 180
minutes a week could reduce the risk of myocardial infarction
by 22% for men and 33% for women. Physical activity can be
an effective treatment for depression particularly when taken
in groups and active people could reduce their risk of
developing dementia by 40%. Regular physical activity at the
recommended levels could reduce the risk of osteoarthritis by
83%, reduce the risk of falls in older adults by 30% and
reduce the risk of hip fracture by 68%.
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Inactivity not only impacts on the health and wellbeing of the individual, but also places a
substantial burden on health and care services including the treatment of long term
conditions. Sport England have calculated the cost of physical inactivity to Liverpool to be
£10.8 million per year, based on the savings that could be made on cost of treating 5
major non-communicable diseases if the population achieved recommended levels of
physical activity. The saving for breast cancer would be £0.4 million, £0.5 million for
colorectal cancer, £1.6 million for cerebrovascular disease, £2.4 million for diabetes and
£5.7 million for coronary heart disease. This does not include additional costs from
musculoskeletal disease, mental health and the cost to the economy due to time off work
or increase in social care spend.
Clustering
In 2011, the Chief Medical Officer highlighted the fact that in many cases unhealthy
lifestyle behaviours cluster together. The Health Survey for England shows that
approximately 25% of those aged 16 and over report one lifestyle risk factor, 33% two risk
factors, 23% three risk factors and 12% four or more risk factors. Only 7% of adults have
no risk factors. Someone in mid-life who smokes, drinks too much, exercises too little and
eats poorly is four times as likely to die over the next 10 years than someone who does
none of those things. This clustering effect reminds us why it is so important to consider
the person in their environment and understanding how these different behaviours interact
is crucial to improving health and wellbeing.
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Wellness services
Wellness services provide support to people to live healthy lives. The wellness approach
goes beyond looking at single issue, healthy lifestyle services and a focus on illness, and
instead aims to take a whole person and community approach to improving health.
Wellness has been described as a continuum rather than an end state with seven
integrated dimensions of wellness: physical, intellectual, emotional, social, spiritual,
occupational and environmental. Services may engage with families and groups as well as
individuals. Wellness services aim to encompass and integrate both mental and physical
health and wellbeing issues. The intention is to change the relationship between service
users and health services by empowering individuals to maintain and improve their own
health and recognise that wellbeing underpins behavioural change. Wellness services
have potential to be cost effective through aligning separate services and could represent
a model for integrated working with reduced resources.
Key Public Health Objectives
 To continue to reduce the number of people who smoke, reduce the harm to
individuals and communities from the misuse of alcohol and drugs, support people
to be more physically active and halt the rise in obesity.
 To improve health and wellbeing outcomes for people with mental health problems
and promote mental wellbeing across the population.
Recommendations






To work to deliver an integrated approach to living well, and to ensure that services
link together for maximum health gain.
To continue to understand why people make the lifestyle choices that they do,
through insight and social marketing, and to develop interventions that support
positive lifestyle changes.
To continue to reduce smoking prevalence and alcohol consumption, and to
promote healthy eating and increased physical activity.
To work to improve lifestyle related health outcomes at a faster rate in our more
deprived communities to reduce health inequalities.
To engage communities and individuals around the self-care agenda and to
empower them to take control of their lifestyles.
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Chapter Six: Working Well
From April 2014 to March 2015 105,700 people (32.9%) were economically inactive in
Liverpool (not in work and not available for work) and 199,900 (60%) were in employment.
In the whole of Great Britain 22.6% of people were economically inactive and 72.7% were
in employment. In the three months December 2014 to February 2015, there were a total
of 66,880 (20.3%) claimants of out of work benefits (GB 12.5%). Of these 10,140 (3.1%)
were claiming Job Seekers Allowance (GB 2.0%) and 36,220 (11.2%) were claiming
Employment and Support Allowance or Incapacity Benefit (GB 6.3%).
Our society views working as a
social norm. There is good
evidence of the benefits to working
that impact upon health including
financial
sufficiency,
social
engagement, individual identity and
status, a framework for living and
opportunities to develop. There is
no formal definition of good work
but good quality jobs might be
expected to have adequate pay,
protection from physical hazards,
job security and skills training with
potential for progression, a good
work/life balance and the ability for
workers to participate in organisational decision making. Consequently, good quality jobs
can be protective of health and poor quality work can have adverse impacts. Furthermore,
alongside the quality of work itself the degree of stability for employment in the labour
market can create additional stresses for families. For example by 2013 there had been a
shift from full-time employment (4% decrease) to part-time employment (5.9% increase) in
Liverpool since 2009. The increase in part time employment was similar to the core cities
average but double the national average of 2.9%. Similarly, there are increasing numbers
of people employed on zero hours contracts nationally with 2014 seeing a 26% increase
(697,000 people) compared to 586,000 in 2013.8

£4,000 support to a
teenage mother which
enables her to move into
work will be repaid 20 times
over through increased tax
contributions over the life
course and reduce public
service costs by £200,000

Being unemployed is generally harmful to health, and
leads to higher rates of poor physical and mental
health which worsen over time, higher death rates,
increases in risk factors such as smoking, drinking
and physical inactivity and increases in use of health
services, medication and hospital admissions.
Increasing debt as a result of unemployment is also a
risk factor for mental and physical ill health. In
addition, unemployment can have broader impacts
beyond the individual with severe adverse effects on
family and community life. Unemployed people can
have lowered self-esteem which can affect their

8

ONS (2014) Contracts with No Guaranteed Hours, Zero Hour Contracts, 2014 Available from:
http://www.ons.gov.uk/ons/rel/lmac/contracts-with-no-guaranteed-hours/zero-hour-contracts-2014/index.html
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chances of re-employment and they may be less likely to be successful in health
interventions such as smoking cessation.
Working is generally good for individual health and wellbeing but there are still adverse
impacts of work that need preventive action to reduce or eliminate them. There are four
ways in which the nature of work can have an adverse impact on health: physical
conditions of work, psychosocial conditions at work, poor pay or not enough hours of work,
and temporary work, insecurity, and the risk of redundancy or job loss. Between 2013 and
2014, 1.2 million working people in Great Britain had an illness or condition believed to be
work related. In 2013-14 there were over 629,000 injuries at work of which 148,000 led to
more than seven days absence. 4.7 million days lost due to workplace injury and 23.5
million days lost due to work-related ill health in 2013-14 were estimated to cost the British
economy £14.9 billion.
Health in the Workplace
Three workplace interventions to improve health and prevent ill health in the workplace
are: providing support to prevent absence through work related ill health or recognise and
take appropriate action on presenteeism; providing support for those who are not in work
to overcome barriers or return to work as quickly as possible; and utilising the workplace
as a healthy setting to promote health and wellbeing for all staff and employers.
The most common work related illnesses in 2013-14 were musculoskeletal disorders and
work related stress, depression and anxiety. For some people, the desire for, or pressure
to work when unwell for fear of losing their job is becoming increasingly apparent.
Presenteeism has been defined as 'lost productivity that occurs when employees come to
work but perform below par due to any kind of illness'. For all chronic conditions, the costs
associated with presenteeism appear to be much more than the combined costs of
absenteeism and medical treatment. It has been estimated that presenteeism caused by
mental ill health in the UK has an annual cost of over £15 billion and costs 1.5 times more
than absence. Returning to work is most successful when following a plan agreed between
employer and employee as soon as possible, with appropriate support while absent and
on return to work. Being absent for only a few weeks without contact can start a path to
worklessness. 300,000 people each year fall out of work onto health related state benefits.
People with disabilities or long term health conditions have
the highest rates of unemployment in the UK with 50% of
people with disabilities employed, although jobs are more
likely to be low paid and poor quality. Young people aged 1618 years who are not in education, employment or training
(NEET) for a substantial period are less likely to find work
later in life, and more likely to experience poor long term
health. In Liverpool there
are significantly higher
BiTC Ready for Work
rates of NEET (8.2%
programme for
against
a
national
disadvantaged young
average
of
4.7%
in
2014).
people estimates social
The gap between the
returns of £3.12 for every
local and national rate
£1 invested and overall
has been reducing but nevertheless it still persists.
social impact of £3.2m for
Sustaining self-belief is difficult for both populations,
each year
which can lessen the chances of obtaining employment
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over time. There is good evidence that the longer someone is out of work the less likely
they are to return into work. Many successful projects exist across the city designed to
support people into employment. It works best when businesses recognise their role as
part of the community and with partnerships between employers, education providers,
social care and health and local third sector organisations, charities and community
groups.
Living longer means that people will have to work longer, and the growing ageing
population means that many more older people will be working with health conditions or
disabilities. Employers will need to provide age friendly working environments and have a
positive 'work friendly' approach to employing an older workforce.
A Workplace Wellbeing Charter9 was developed and
employee wellness
piloted in Liverpool in 2008 and launched in 2009. Public
Health England launched the refreshed Charter as the
programmes have been
national standard in June 2014 and it is now being
found to return between
adopted by the majority of local authorities across
£2 and £10 for
England. The Charter provides employers with an easy
every £1 spent
and clear guide on how to make workplaces a
supportive and productive environment in which
employees can flourish. It is an opportunity for employers to demonstrate their
commitment to the health and well-being of their workforce through a series of eight
wellbeing standards: Leadership; Attendance Management; Health and Safety; Smoking;
Mental health; Physical activity; Healthy eating; and Alcohol. The Charter aims to guide
organisations at all levels to start, or further engage in, promoting workplace health.
Businesses can self-assess using web resources and accreditation is undertaken by
independent assessors. Since 2011, 530 Liverpool businesses have been accredited with
the Workplace Wellbeing Charter, 78% of which are classed as Small and Medium
Enterprises.
Recommendations



9

To develop a whole system approach to maximising partnership working that
supports vulnerable groups into employment.
To encourage local businesses to commit themselves to accreditation with the
Workplace Wellbeing Charter.

http://www.wellbeingcharter.org.uk/
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Chapter Seven: Ageing Well, Ending Well
Ageing well is not just for older people. As the population of people living longer increases
rapidly, people are changing their view of how those extra years could be spent. A life
course approach to ageing now makes better sense, to the extent that young people
expecting to live longer may develop new life frameworks for work and family life.
However, living longer only becomes an opportunity for individuals and society if those
years are experienced in good health. However, we know that many people in Liverpool
are living those additional years with ill health and disability.
In 2013, Liverpool was home to approximately 70,000 people aged over 65 years, with
approximately 18,000 of these over the age of 80. The number of people over the age of
85 has increased by 10% for those aged 80-84 and 17% for those over 85. The over 65
and 85 populations are expected to grow considerably over the next twenty years.
People in the second half of life are as diverse a population as any other. There are people
who will need help in their fifties and sixties and those in their eighties who engage in the
same activities as those in their twenties. A significant
part of this variation is likely to be accounted for by the
every £1 spent on
cumulative impact of health inequities across the life
health volunteering
course. This means that the older population should not
programmes returns
be seen as an automatic burden on society, as is the
current stereotype. UK analysis in 2011 estimated that
between £4 and £10,
the costs of pensions, welfare and health care, offset
shared between
against taxation, consumer spending and other
service users,
economically valuable activities, left a net contribution
volunteers and the
to society from older people of nearly £40 billion, which
wider community
will rise to £77 billion by 2030. Healthcare costs are
highest in the years closest to end of life, which
suggests that the growing ageing population need not be dramatically more expensive
over their additional years, but that the increase in number of those dying at the same time
will have the greatest resource implications.
The WHO World Report on Ageing and Health (2015)10 takes the view that in considering
health and functioning in older age, two important concepts should be defined. The first is
intrinsic capacity, which refers to the composite of all the physical and mental capacities
that an individual can draw on at any point in time. The second is the environments the
individual inhabits and interacts with. This combination defines an individual's functional
ability, or the health related attributes that enable people to be and to do what they have
reason to value. Healthy Ageing is therefore defined as the process of developing and
maintaining the functional ability that enables wellbeing in older age. A Public Health
framework for action to promote Healthy Ageing will have the primary goal of maximizing
functional ability, both by building and maintaining intrinsic capacity and by enabling those
who suffer a decline in functional capacity to do the things that are important to them.
Risk factors for ill health among older people include injury, social isolation and mental
health problems. Falls and falls related injuries are a common and serious problem for
older people which can have a significant physical and psychological impact. The risk of
falls increases steeply with age. One in three people over 65 are estimated to fall at least
10

World Health Organization (2015) World Report on Ageing and Health Available from:
http://www.who.int/ageing/events/world-report-2015-launch/en/
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A fall and hip fracture at home
costs £28,665 which is over 100
times the cost of fitting hand and
grab rails to prevent falls

once a year, one in two when aged 80 or
over. In Liverpool falls are high with 34.4%
(24,505) of people over 65 falling each year
compared to around 30% nationally. Nearly
2000 (2.7%) of these will sustain a fracture.
The mortality rate from falls is also higher
than the national average.

Frailty develops as a consequence of age related decline in multiple body systems, which
means a person is at a higher risk of a sudden deterioration in their physical and mental
health from what might be considered minor events. Between a quarter and a half of
people over 85 are estimated to be frail. Treating frailty as a long term condition that can
be recognised as developing over several years and managed in the community has
received recent support as a preventive and proactive process rather than a reactive
response to a crisis through urgent and emergency care.
Loneliness and social isolation affect all aspects of health and wellbeing, and older people
are especially vulnerable to loneliness, due to loss of friends and family, loss of mobility or
loss of income. The Campaign to End Loneliness estimate that between 6% and 13% of
people aged 60 and over often or always feel lonely, which would equate to between 5,500
and 11,900 people in Liverpool. Over 25,000 older people were living alone in the city in
2014. Depression among older people is frequently undiagnosed and opportunities for
preventive action are missed. In 2014 13.9% of people over 65 (10,163) in Liverpool had a
diagnosis of depression compared to 11.3% in the total population.
Various functions can start to decline in mid-life including memory, reasoning and verbal
fluency, decline in walking speed and limitations in mobility that create difficulties with
activities of daily living. Mid-life is taken to be upwards from forty years but can be below
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forty for those from disadvantaged populations who are at more risk of ill health and more
than one condition (multiple morbidity). For many people changing specific risk factors and
behaviours in mid-life can reduce the risk or delay the onset of dementia, disability and
frailty in later life. Increasing resilience through improving social and emotional wellbeing
can be a protective factor together with the preventive behaviours that can benefit anyone
at any time across the life course: stopping smoking, being more active, reducing alcohol
consumption, eating healthily and maintaining a healthy weight. In Liverpool almost a fifth
of older people smoke, a fifth are obese, half do not do any moderate exercise and about
1500 people drink alcohol to hazardous or harmful levels.
In 2014 more than half of all Liverpool Clinical Commissioning Group responsible patients
aged over 65 were on a disease register for hypertension. One in five patients were on the
coronary heart disease register, one in six on the diabetes register and one in seven on
the depression register. There are an estimated 1,795 Liverpool residents living with
undiagnosed dementia as well as 3,171 patients with a dementia diagnosis, approximately
two thirds of whom are female.
The EuroHealthNet Healthy Ageing partnership suggest nine key determinants to ageing
healthily:
Education and lifelong learning

Learning throughout the life course promotes social inclusion
and better health
Employment and volunteering
Being employed or involved in voluntary activities is a good
way of maintaining health and avoiding social exclusion
Physical activity
Physical activity promotes endurance, strength, balance and
mobility
Diet and nutrition
Good eating habits and healthy foods are key to staying
healthier for longer
Social Inclusion and participation Participation in activities builds social connections and
improves wellbeing
Environment and accessibility
The environment helps determine how active older people
can be in society
New Technologies
Technologies can enable people to remain more active citizens
Access to services
Appropriate health and social services should be accessible to
all older people, helping them to lead more independent lives
Long term care
Long term care can support with self-care activities and
independent living

The WHO World Report states that Public Health action will need to be taken in four areas,
changing environments and systems to better fit the profile of the growing older population:
:
 health systems will need to be aligned to the older populations they now serve –
integrated health and care systems will need to be centred around the person and
the maximisation of their functional ability, not their calendar age
 systems of long term care will also need to be people centred and integrated,
improving quality, and developing financially sustainable ways to provide care to all
who need it
Both systems will need appropriately trained and sustainable workforces
 creating age-friendly environments – this includes action against ageism and
enabling older people to age safely in a place that is right for them, to continue to
develop personally, to contribute to their communities and to retain their autonomy
and health
36
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improving measurement, monitoring and understanding – focused research, new
metrics and analytical methods are needed for a wide range of ageing issues
including the trajectories of healthy ageing into the future

End of life
Thinking of the end of life makes many people feel uncomfortable, and they have difficulty
talking about themselves or other people dying. Public Health prevention approaches to
end of life consider the time before and after death and everyone involved.
74% of people say they would prefer to die at home, but currently 58% of people die in
hospital. In 2013 just over half of over 65 year old deaths in Liverpool were in a hospital
setting. On average, people have 3.5 admissions to hospital in their last year of life,
spending almost 30 days in bed in hospital. In economic terms, dying in hospital is costly
and good community services can reduce those costs while making a positive difference to
end of life experiences. This will be very important given the predicted rise in numbers of
older people in the coming decades.
Keeping people approaching end of life out of hospital and in the setting they prefer
requires acting early and ensuring the availability of services that work with the person at
end of life, their family and their community. GPs have a responsibility to identify those
who may be approaching the last year of life, and they and
their practice staff should ensure that this is recorded and
there are appropriate discussions and support offered to
the patient and others closely involved. An advance care
plan can be completed with the patient to ensure that their
wishes regarding their care are recorded. Making
information available as a shared record electronically
enables the patient's status to be identified correctly
across all settings of care, and improves coordination of
care around the patient. Where such systems are used,
more than twice as many people have been reported to
die at home compared with the local area.
Providing care in community settings reduces admissions to hospital at end of life. It is
important that care is provided from the patient and carer's perspectives rather than by
service definition. 24/7 services should mean that whatever service is needed is fully
available at any time. The provision of anticipatory medicines and any equipment that
might be needed can also avoid hospital admissions. If an admission is necessary,
services should work together to enable return to a community setting as soon as possible
where appropriate.
Carers make a significant contribution to end of life care in enabling people to stay out of
hospital. Informal carers for people with terminal cancer provide health and social care
worth £219 million every year. At the other end of the spectrum there are a growing
number of older people who have no informal care support at all. The proportion of time
carers spend with end of life patients, from identification, is likely to be very much higher
than that spent with health professionals, although professional input is what most people
think of in relation to end of life. Carers should have their needs assessed and their own
support plans. Support should continue after the person has died as there is a risk of the
carer's own health deteriorating. This is very important where the carer is an older person,
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to prevent crisis admissions to hospital. The 2011 Census recorded that over 9000
Liverpool people over the age of 65 provided unpaid care which is 14% of all of those aged
over 65 in the city. More than half (53%) of these carers provide care for more than 50
hours per week, which is significantly higher than the national average of 38%.
Health promoting approaches to end of life have a preventive effect as they encourage
thinking earlier in life. The National Council for Palliative Care have developed the Dying
Well Community Charter11 which encourages social responsibility for creating a good
environment for one's own and other's life ending. The Charter aims to engage
communities in the end of life so that those affected by dying and death do not feel
abandoned and socially isolated. Suggestions for action include 'death café' events where
people can come to discuss any aspect of death and dying in a supportive environment,
and developing school and workplace plans to support those affected by death, especially
unexpected death. Liverpool is one of eight Pathfinder areas implementing the Charter in
their communities.
Key Public Health Objective
To promote healthy ageing and prevent frailty.
Recommendations







11

Promote healthy living throughout the life course and into old age.
Ensure that people living with long term conditions are supported to live healthy
lives and to care for themselves in ways that help them to better manage their
condition.
Ensure that we understand the barriers to ageing well.
Continue to increase life expectancy and healthy life expectancy.
Support carers into services that can support their health and wellbeing.
Understand Public Health's role in helping people at the end of life to end their days
in their place of choice.

www.ncpc.org.uk/sites/default/files/Dying_Well_Community_Charter.pdf
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Chapter Eight: Challenges
The Challenges for 2015/16
The challenges that we take with us into 15/16 are not dissimilar to those of 14/15. This
Report started with a list of key highlights for Public Health, but we know that improving on
or maintaining some of these achievements will need a whole system approach, that
includes our communities and individuals.
Challenges for the Public's Health
Many of the lifestyle issues that we have been tackling for many years have not gone
away.


We still have issues with tobacco that we need to tackle, although our smoking rates
are still reducing in both adults and young people. Numbers of people being referred
into stop smoking services that offer the best chance of quitting alongside
pharmacotherapies, are reducing and we need to address this, as smoking is still our
biggest killer, and we still have rates as high as 50 per cent in some of our
communities. We need to continue to lobby for further understanding of the role of e
Cigarettes in quitting smoking and in the re normalisation of smoking, and call for
regulation of all products, to ensure safety and to minimise harm.



We need to continue to work to reduce the consumption of alcohol through our
treatment services, identification and brief advice programmes in General Practice and
our campaigns. We have made some progress but we need to continue to see
reductions in alcohol admissions to hospital when compared to North West and
National figures. We will continue to lobby for Minimum Unit Price for the City Region.



We are seeing a small but worrying trend towards the use of 'legal highs' particularly
in our young people, and we need to work with schools, colleges and young peoples’
addiction services to understand this trend and stop it before it becomes a bigger
concern.



Rates of obesity in adults and children are set to rise and we need to lobby for
reductions in sugar and fat in the diet, and halt the increasing rates of type 2 diabetes
that we are also seeing. We need to increase levels of physical activity in the daily lives
of children and adults through our combined partnership support for the Physical
Activity and Sport Strategy12 for the City.



Antimicrobial resistance is a major worry both locally and nationally, and we need to
support the delivery of clear messaging to the population and to health care
professionals about the effective use of antibiotics and the management of
expectations around prescriptions.

12

www.liverpoolccg.nhs.uk/Library/About_us/Publications/Liverpool%20Active%20City%20Strategy%202012
%20to%202017.pdf
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Challenges for the System


Retaining and increasing investment for Public Health is key to the delivery of a
preventive approach to health. Public Health struggles now with the level of ill
health that needs to be addressed, and while not all improvements are service
driven, we need to see effective levels of investment to keep a range of activities in
place to ensure sustainable behaviour change.



Continuing to develop a well-trained and competent Public Health work force for the
future, including the wider workforce is also key to effective delivery of outcomes.
We need to ensure that future Public Health staff understand the potential of
working from within a Local Authority, but also that people see Public Health as a
credible and worthwhile profession to pursue.



Ensuring that we continue to engage with our communities and build on assets is
something that we have not yet done enough of across the whole system. This is
essential if we are to help build healthy communities.



We need communities and the public to take a role in caring for their own health
and wellbeing, but we need to provide them with skills to understand how to do this
and what benefits this has for them.

Public Health is not short of challenges, and we need to lead on the delivery of
approaches, some old and some new, to meet these challenges head on, and to show
what impact we can have, even in a City with poor health outcomes. We have already
made inroads into those poor health outcomes, and we will continue to do so.
Our mantra is 'prevention, prevention, prevention'.

Liverpool City Council 2014
Further information on many of the topics in this report and current statistics can be found on the
Liverpool Joint Strategic Needs Assessment webpages:
www.liverpool.gov.uk/jsna
We welcome any comments or feedback on the Annual Report of the Director of Public Health for
Liverpool
Contact: healthandwellbeing@liverpool.gov.uk
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The purpose of this paper is to advise the Governing Body
of changes to the Merseyside CCG Network, and to
confirm the Governing Body’s support for the creation of
the Liverpool City Region CCG Alliance.

Recommendation

That Liverpool CCG Governing Body:
 Notes that the Merseyside CCG Network is to be
disbanded.
 Confirms support for the establishment of the
Liverpool City Region CCG Alliance as a formal
Committee in Common.

Impact on improving
health outcomes,
reducing inequalities
and promoting
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This development will maximise commissioning across
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be delivered which in particular will create sustainable
services for the future.
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This is in line with the direction set out in the NHS Five
Year Forward View.
NHS Constitution Rights
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The Future of the Merseyside CCG Network
1.

PURPOSE

The purpose of this paper is to advise the Governing Body of changes to the
Merseyside CCG Network and to confirm the Governing Body’s support for the
establishment of Liverpool City Region CCG Alliance as a Committee in
Common.

2.

RECOMMENDATIONS
That the Governing Body -

3.

•

Notes that the Merseyside CCG Network is to be disbanded.

•

Confirms support for the establishment of the Liverpool City Region
CCG Alliance as a formal Committee in Common.

BACKGROUND
The Merseyside CCG was network was established in April 2012,
originally comprising the 6 CCGs which cover Merseyside –


Halton



Knowsley



Liverpool



South Sefton



St Helen’s



Southport and Formby

Warrington and West Lancashire CCG subsequently became ‘associate’
members to reflect the patient flows across those CCGs.
The original purpose of the Network was to enable collaboration between
the Merseyside CCGs on key issues where such collaboration would
benefit the populations served. It was intended that such issues will be
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confirmed by each of the constituent CCG Governing Bodies and set out in
the Work Programme.
In terms of its mandate, it was agreed that the Network would be advisory
only with any decisions ratified by each CCG’s Governing Body.
The CCG Network has been effective in a number of ways, for example –





Collaborative commissioning arrangements for some key services – Eg
111, Neuro-rehabilition
Promoting collaboration to develop strategic direction – Eg Maternity
Services
Debating and resolving issues where a ‘united front’ from CCGs
strengthens our position, eg dissolution of Cheshire and Merseyside
Commissioning Support Unit
Hearing from key partners and influencing their direction collectively –
eg AQUA, NHSE (organisational review), Monitor, Strategic Clinical
Networks

However, the Network often got drawn into more operational issues, and
could not offer a formal collective view from CCGs.
4.

CURRENT POSITION
At its meeting in October 2015, the CCG Network debated a discussion
paper which set out options for its future governance arrangements and
scope.
Three options for governance arrangements were included as follows –
Option 1 - Remain the same
Option 2 - Establish a Committee in Common across the Liverpool City
Region (LCR) CCGs
Option 3 - Establish a Joint Committee across the LCR CCGs
Three options for the scope of the new body were also proposed –
Option 1 - Remain the same
Option 2 - Current responsibilities plus –
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Strategic Planning for health services across Liverpool City Region,
including overseeing delivery of the ‘Transformation and Sustainability
Plan’ which NHSE is expected to require.



Acting as the body to take forward discussions regarding devolution of
health across Liverpool City Region.



Co-commissioning of specialised services with NHSE



Co-commissioning services which make sense on this footprint

Option 3 - As option 2 plus formal delegation of all commissioning which
impacts on hospital services to the Network
It was agreed that each CCG would consider the options and that the
feedback would then be distilled and reported back to the CCG Network in
December, in order that new arrangements can be progressed for
implementation by April 2016.
NHS Liverpool CCG reviewed this paper at the Strategic Development
Session (October 2015) and confirmed support for Option 2 in terms of
governance and Option 2 in terms of scope.
Feedback from all CCGs was considered at the December meeting of the
Network and all other CCGs in the Network also confirmed that they would
wish to establish a Committee in Common across the CCGs, with the
scope of the work in line with option 2 above. As such, it was agreed that
the existing Merseyside CCG Network should be disbanded and the
Liverpool City Region CCG Alliance be set up.

5.

NEXT STEPS
The first meeting of the Liverpool City Region CCG Alliance (name to be
confirmed) will take place on Wednesday 6th January 2016. At this
meeting, the members will debate the Terms of Reference, work
programme and lead responsibilities.
The Terms of Reference and Work Programme will then be signed off by
each CCG in order that the LCR CCG Alliance can take forward the work.
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All key partners will be notified of the establishment of this new body in
order that it is recognised and utilised effectively.
6.

CONCLUSIONS
Given the challenges facing the NHS and facing commissioners in terms
of improving health outcomes, the system needs to align itself to maximise
delivery. By formalising working relationships across CCGs with a clear
scope of responsibilities, the collective impact is maximised which in turn
strengthens and improves health and health services for the population of
each CCG.

Katherine Sheerin
December 2015
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMISSIONING COMMITTEE
Minutes of meeting held on Tuesday 15TH SEPTEMBER 2015 at 10am
Boardroom Arthouse Square
Present:
Voting Members:
Dave Antrobus (DA)
Prof

Maureen Williams

Tom Jackson (TJ)
Dr Rosie Kaur (RK)
Nadim Fazlani (NF)
Jane Lunt (JL)
Simon Bowers (SB)
Non voting Members:
Moira Cain (MC)
Tina Atkins (TA)
Sarah Thwaites (ST)
Dr Adit Jain (AJ)
Rob Barnett (RB)
Samih Kalakeche (SK)

In attendance:
Cheryl Mould (CM)
Scott Aldridge (SA)

Rose Gorman (RG)
Alison Ormrod (AO)
Kate Warriner (KW)
Paula Jones

Governing Body Lay Member – Patient
Engagement (Chair)
(MW) Governing Body Lay Member for
Governance/Deputy Chair
Chief Finance Officer
GP Governing Body Member/Vice Chair
GP Governing Body Chair
Chief Nurse/Head of Quality
GP/Governing Body Member

Practice Nurse Governing Body Member
Governing Body Practice Manager Co-Opted
Member
Healthwatch
Out of Area GP Advisor
LMC Secretary
Director of Adult Services and Health (Health
& Wellbeing Board Non-voting Member)

Head of Primary Care Quality and
Improvement
Neighbourhood Manager - North
Locality/Local Quality Improvement Schemes
and Veteran Health Lead
NHS England
Chief Accountant
Healthy Liverpool Digital Care & Innovation
Programme | ILINKS Managerial Lead
PA/Note Taker

Apologies:
Katherine Sheerin (KS)
Sandra Davies (SD)

Chief Officer
Interim Director of Public Health
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Paula Finnerty (PF)
Tom Knight (TK)
Dyane Aspinall (DAs)

GP – North Locality Chair
Head of Primary Care - Direct
Commissioning, NHS England
Assistant Director Adult Social Care & Health,
Liverpool City Council

Public: 3
PART 1:

INTRODUCTIONS & APOLOGIES

The Chair welcomed everyone to the meeting and introductions were
made. It was highlighted that the public were in attendance but any
questions they wished to raise needed to be done via the public
Governing Body meeting in writing.
1.1

DECLARATIONS OF INTEREST
It was noted that with the inclusion of GPIT on the agenda TA and
MC from Brownlow practice had an interest in Voice Over Internet
Protocol item (‘VOIP’).

1.2

MINUTES AND ACTIONS FROM PREVIOUS MEETING ON 21ST
JULY 2015 and 21st AUGUST 2015
The minutes of the meetings on 21st July 2015 and 21st August
2015 were approved as an accurate record of the discussions.
The meeting in August was an extraordinary meeting.
The Primary Care Commissioning Committee:
 Noted the approval of the minutes.

1.3

MATTERS ARISING – Verbal
1.3.1

Interim Provider Policy: CM referred to the revised Interim
Provider Policy and Section 5 on process – the 4th
paragraph mentioned GMS/PMS or APMS contracts but
did not include practices subject to the exclusion criteria.
The revised Policy had already been agreed and was
here for noting.

1.3.2

Action Point Two –. it was noted that SD had been invited
to the meeting and included as an Advisory Member but
had sent apologies for today.
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The Primary Care Commissioning Committee:
 Noted the issues raised under matters arising.

PART 2:
2.1

UPDATES
PRIMARY CARE QUALITY SUB-COMMITTEE FEEDBACK –
REPORT NO: PCCC 14-15
RK updated the Primary Care Commissioning Committee on what
had been discussed at the Primary Care Quality Sub-Committee
on 28th July 2015:

.
• Development Plan for General practice – Primary Care
Team to offer support if staff unable to attend external
training programme – secure funding to support revalidation.
• Primary Care Quality Improvement Report – to be locality
specific, variation elimination to be key area.
The Primary Care Commissioning Committee:
 Considered the report and recommendations from the
Primary Care Quality Sub-Committee

PART 3:

3.1

TRANSITION ISSUES

TRANSITION WORKING GROUP FEEDBACK – REPORT NO:
PCCC 15-15
CM fedback to the Primary Care Commissioning Committee on
the last meeting which had taken place on 2nd September 2015:
• GMS Contracts – there was an issue around current
contracts not being up to date to reflect changes, therefore
all GMS contracts are to be amended and sent out to
practices in November 2015.
• Primary Care Support – non core services: it was agreed
with NHS England to have a framework for CCG cocommissioners therefore this was to be discussed at the
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next CCG co-commissioning Network in October to see if
CCGs could come up with a plan to mitigate risks. MW was
concerned about resources. CM responded that non core
services involved payments to General Practice and
Premises. RG commented on the huge amount of work
involved, particularly in premises issues. DA asked about
the timescale but was assured that services would only be
transferred when CCGs were in a position to deliver. A
process was required first before conversation with
delegated CCGs on what they were able to take on. DA
noted that not all CCGs had taken on delegated
responsibility. RG noted that of the twelve Cheshire &
Merseyside CCGs only four had taken on delegated
responsibility. NF added that this was not a function of
delegation but a support function which applied to everyone.
TJ reminded the committee that NHS England were still
accountable although the CCG was responsible under the
terms of delegation and asked if the CCG had the appetite to
take on responsibility for non-core services. CM referred to
the transition plan and that staff had not been allocated to
CCGs as yet from NHS England re Finance. However the
Transition Plan was for 12 months therefore this would need
to be agreed by March 2016. TJ asked for this issue to be
brought back for further discussion.

The Primary Care Commissioning Committee:
 Considered the report and recommendations from the
Working Group.

PART 4:

4.1

STRATEGY & COMMISSIONING

GENERAL
PRACTICE
INFORMATION
TECHNOLOGY
INVESTMENT PROPOSAL – REPORT NO: PCCC 16-15
SB presented a paper to the Primary Care Commissioning
Committee with an investment proposal to address a funding
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deficit which outlined local core requirements for consideration in
the area of General Practice Information Technology.
He
highlighted the gap between historic spend and external allocation
and that the delivery of high quality innovation around GP IT was
at risk. The investment proposal was to continue to fund areas
considered locally as business as usual to operate GP IT in
primary care:
• Out of Hours IT Service Desk: facility for GP practices to access
IT support services between the hours of 6PM – 8AM. In Hours
services between 8AM and 6PM are covered through Core
allocation
• Community of Interest Network: Local network connecting all
GP practice with local health provider organisations, providing
network connections and the flow of information across the
local economy
• Internet Protocol (IP) Telephony Service: Voice over Internet
Protocol (VOIP) core GP telephone systems for patients to
access GP services for 38 GP practices
• Integrated Clinical Environment (ICE) System licences: System
to enable electronic requesting and reporting of diagnostic tests
between primary, secondary and community care
• Patient Arrivals and Touch Screen system licences:
maintenance of technology in GP practices to facilitate
electronic booking in for patients and digital health promotion
screens
• Mobile Solutions: technology to enable GP practice to access
systems remotely from patients homes, care homes or other
remote locations
• Gold Standards Information Management & Technology (IM&T)
in Primary Care Support: scheme to support the development of
GP practices to meet a Gold Standard level of IM&T
• EMIS Web Licences (Extended Primary Care Services): Core
Clinical system for a number of extended primary care services
including minor surgery, Ankle Pressure Brachial Index (ABPI),
diabetes and others
• GP Practice Websites to enable patients to understand details
about their practice and enable access to online booking of
appointments, requesting of prescriptions and access to online
GP records.
The finance required was just under £1m per year and the
proposed option was for the CCG to fund the gap.
The Primary Care Commissioning
commented as follows:

Committee

members
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• MC noted that it would be a step back not to fund and asked
if other CCGs have the same issue. KW noted that
historically more than the current configuration had been
funded.
• MW noted that the short term funding was non recurrent but
after that was recurrent therefore it needed to be discussed
at the Governing Body rather than Finance Procurement &
Contracting Committee and that this funding was to maintain
the status quo – development funding would require a new
independent Business Case.
• TJ felt that the paper was clear and helpful but the remit of
this committee was not to approve the funding and it did
need to be discussed at Finance Procurement & Contracting
Committee for approval and a sign off on the procurement
route. MW reinforced that even so the decision still needed
to be signed off by the Governing Body.
• AJ asked if all practices received these services i.e. mobile
working. KW responded that it did vary but 40 practice for
example used the CCG to provide their website whilst others
sorted this themselves.

The Primary Care Commissioning Committee:
• Noted the contents of the report
• Recommended the non recurrent funding allocation for
2015/16
• Recommended the recurrent funding allocation from
2016/17.
• Recommendations above were subject to the appropriate
approval process i.e. the proposal to go to Finance
Procurement & Contracting Committee and then Governing
Body.

4.2

PRIMARY CARE COMMISSIONING PERFORMANCE REPORT
– REPORT NO: PCCC 17-15
SA presented the key aspects of the CCG’s performance in the
delivery of Primary Care Medical services quality, performance
and financial targets for 2015/16. He highlighted:
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• National Performance Measures – Liverpool CCG had a
target to be in the top five in the country therefore was
looking at how to improve on the 87% scoring in the General
Practice Patient Survey.
• Friends & Family Test – a requirement of the GP contract
from April 2015 for Liverpool CCG. 30% of practices not
submitting data every month therefore looking to benchmark
reporting systems across the country and the Primary Care
Team were working with practices in this area.
• Patient Participation Groups – all practices to have one by
the end of the year, work was ongoing to provide support to
practices to achieve this.
• Antibiotic Prescribing – this had increased and the CCG had
identified high prescribing practices who would receive
support from the Medicines Optimisation Team and the
Public Health England Stewardship project to target and
reduce risk.
•

Local Quality Premium – physical health checks for Mental
Health patients – target the bottom 25 practices to be up to
40.7% by March 2016.

•

Diabetic and Nine Care Processes – aim was for the bottom
25 practices to deliver 63.8% (there had been an increase
in delivery for the bottom 25 practices) and this fitted in with
the work around reducing variation. RK noted that the
Primary Care Quality Framework had demonstrated an
improvement from 58% to 65%.

•

Primary Care Quality Framework – this reported quarterly to
the Primary Care Quality Sub-Committee and informed the
locality/neighbourhood plans. There had been improvement
in 44% of the indicators therefore the focus for the current
year was around variation. The report compared 2013/14
with 2014/15, overall twelve indicators had improved in the
past twelve months and this would be reported to the
Primary Care Quality Sub-Committee.

•

GP Specification Validation Committee had met over a three
day period in July 2015. 73 practices had submitted
evidence, five practices had not met the standards, three
had appealed and had been visited by AJ and SA. DA
asked for clarification around members and that it was
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Governing Body GPs not to be included on the voting
membership rather than Governing Body members. A full
report would be presented to the Primary Care
Commissioning Committee.
•

Clinical Audit of Local Enhanced Services had taken place –
action plans had been developed and re-audit would take
place in 6 months.

•

Health Checks for patients over 40 without a Long Term
Condition – 3,026 invites sent (2.6% of eligible population),
1,607 checks completed (1.7%).

•

Complaints – General Practice complaints not yet a CCG
responsibility therefore there was nothing to report.

•

Contract Extensions: 12 month extension agreed for five
APMS practices, interim providers required for seven
between August 2015 and March 2016. Queen’s Drive
Surgery (not SSP) interim provider required and
procurement was underway – assessment to be undertaken
and contract awarded October 2015 to go live 2nd November
2015 (currently caretaker provider in place).

•

PMS to GMS contracts - NHS Liverpool CCG had 11 PMS
practices at the start of 2015-16 with five practices having a
PMS Premium. On the 1st October 2015 four practices were
switching to GMS, four practices had indicated that they did
not want to switch mid-year for accounting purposes as the
process requires three months to complete. The remaining
practices were still discussing their options with their
accountants. Further update to be provided in the next
report.

•

There were four contract variation for new partnership and
one contract variation for a practice where a partner had left.
There was a practice where one partner had taken 24 hour
retirement but had returned to the practice.

•

Boundary Changes – none to report.

•

Care Quality Commission – to date 29 practices had
received visits, three were in special measures. From
October 2015 the Care Quality Commission would change
the way they supported CCGs and Liverpool would have two
dedicated inspectors.
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•

Dr Dharmana Special Measures Inspection – review
meeting took place in July 2015 – outcome still awaited.

•

SSP Princes Park – report published August 2015 (overall
rating of “inadequate” and placed into Special Measures.
The CCG was working with the Practice, Care Quality
Commission and SSP to deliver the action plan and to move
the practice out of special measures.

•

Finance – AO noted the small over spend forecast for the
year to date of £113k. There was additional funding to the
CCG of £500k from NHS England.

DA commented that the Performance Report was extremely
comprehensive and thorough and that the support from the
Primary Care Team was a real bonus, other CCGs would struggle
to support their GPs in the same manner. JL noted the role of the
Quality Safety & Outcomes Committee in maintaining quality
particular around healthcare acquired infections.
RK raised the issue around how to provide assurance around the
discussion being had at the Primary Care Quality Sub Committee
and feed back to Localities. SB felt that the important issues
needed to be identified and then decide what the committee
needed to be informed on. CM noted that the Primary Care
Quality Sub-Committee received comprehensive quarterly reports
and maybe it should be reporting by exception here.
MW asked how variation would be taken into account for the work
on seven day access and should it feature on the Risk Register. It
was noted that it was on the Risk Register.
The Primary Care Commissioning Committee:
 Noted the performance of the CCG in delivery of
Primary Care Medical commissioned services and the
recovery actions taken to improve performance
4.3

PRIMARY CARE COMMISSIONING RISK REGISTER
REPORT NO: PCCC 18-15

–

DA presented the Primary Care Commissioning Risk Register to
the committee for noting of the contents and mitigating actions. It
was noted that this was a work in progress and might look quite
different in a few months’ time.
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RK referred to section 4.1 of the report – new risk CO-COM 12
which should read “Increased volume of prescribing for LTCs
“(Long Term Conditions). JL noted that risk 12 should refer to
special measures. RB referred to new risk CO-COM 14 and
wanted to know how practices could have been confused over
what they were signing up to re the Out of Area Direct Enhanced
Service. SA noted that some practices had signed up to every
Direct Enhanced Service
and registered every temporary
registration as “out of area”.
It was noted that the risk for every practice being fit for purpose for
the Care Quality Commission assessment meant for every
practice to be in a favourable position.
The Primary Care Commissioning Committee:
 Noted the content of the report and the mitigating actions.

PART 5:

GOVERNANCE

There were no items for discussion.

6.

ANY OTHER BUSINESS
None

7.

DATE AND TIME OF NEXT MEETING
Tuesday 20th October 2015 – 10am to12pm Boardroom Arthouse
Square
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
QUALITY SAFETY & OUTCOMES COMMITTEE
Minutes of meeting held on Tuesday 20th October 2015 at 3pm
Room 2 4th Floor Arthouse Square
Present
Dave Antrobus (DA)
Jane Lunt (JL)
Fiona Lemmens (FL)
Rosie Kaur (RK)
Donal O’Donoghue (D’OD)
In attendance
Cheryl Mould (CM)

Esther Golby (EG)
Dianne Goncalves (DG)
Susan Norbury (SN)
Denise Roberts (DR)
Kerry Lloyd (KL)
Alexis Macherianakis (AM)
Thomas Powell (TP)
Paula Jones
Apologies
Katherine Sheerin (KS)
Mavis Morgan (MM)
Margaret Goddard (MG)
Tony Woods (TW)
Shamim Rose (SR)
Tony Woods (TW)
Kellie Connor (KC)

Chair/Lay Member
Head of Quality/Chief Nurse & Vice
Chair
GP Governing Body Member
GP Governing Body Member
Secondary Care Consultant

Head of Primary
Improvement

Care

Quality

&

Deputy Designated Nurse Safeguarding
Children – Safeguarding Service
Designated Nurse for Adult
Safeguarding
Designated Nurse Safeguarding Adults
Clinical Quality & Safety Manager
Deputy Chief Nurse
Public Health Consultant
5th Year Medical Student
PA/Minute taker

Chief Officer
Patient Representative
Named GP for Safeguarding
Healthy Liverpool Programme Director –
Community Services and Digital Care
GP Governing Body Member
Head of Strategy & Outcomes
Clinical Quality & Performance Manager
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1.

WELCOME & INTRODUCTIONS
The Chair welcomed everyone to the meeting including Thomas
Powell an intercalating 5th Year Medical Student studying for a masters
in Law and Healthcare who wanted to gain experience of health
governance, and the newly appointed Designated Nurse for Adult
Safeguarding Dianne Goncalves.

2.

DECLARATIONS OF INTEREST
None

3.

MINUTES AND ACTIONS FROM 18TH AUGUST 2015
The minutes from the meeting held on 18th August 2015 were
approved as an accurate record of the discussions which had taken
place.

4.

MATTERS ARISING NOT ALREADY ON THE AGENDA:
4.1

It was noted that Action Point One further report back to NHS
England from the CCG re the monitoring following the Liverpool
Community Health Quality Review six months’ on would be
brought to the next meeting.

4.2

Action Points Two and Three – DR updated the Quality Safety &
Outcomes Committee regarding Aintree Clinical Laboratories:

i. all GP practices had been written to to enquire whether
any instances of patient harm had been identified, so far
40% had responded but no instances of harm identified.
There would be a follow up communication to chase up
the practices who had not responded.
ii. An independent review had identified 55 examples to be
taken forward. A regular panel had been set up to do
this and the Terms of Reference had been agreed by
the Chief Officers. CM noted that the CCG Primary
Care Team could offer support in this area.
4.3

Action Point Five – KL noted that the final version of the
Liverpool CCG Quality Strategy 2015-2017 had been sent to the
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September 2015 Liverpool CCG Governing Body and would be
uploaded to the CCG website.

5.

4.4

Action Point Six – DA noted that the reporting from the Clinical
Quality and Performance Groups should be via reporting
template/summary style rather than simply attaching the minutes.
The Chief Nurse agreed that this would be provided at the next
meeting.

4.5

DA requested an update on the re-procurement of the
Commissioning Support Unit services. JL responded that there
were two providers in the process – once the result was ratified
by all the CCGs and their partners in the process then the
successful organisation would be informed by the end of
October/beginning November 2015 for the contract to be up and
running by February 2016. In response to a query from RK she
noted that was not on the Risk Register as it was not perceived
to be a risk.

CARE HOME SECTOR – QUALITY AND SAFETY OVERVIEW –
REPORT NO: QSOC 33-15
KL presented a paper to the Quality Safety & Outcomes Committee
to provide an overview of the care home sector in Liverpool and the
programmes of work that were delivered to monitor the quality and
safety of the care provided. People were staying longer in our care
homes and the question was raised about were they being admitted
too early. The Care Quality Commission was the regulator for the
sector and in October 2014 the way in they regulated was made more
robust. Care homes were rated on were they safe, effective, caring,
responsive and well led. The Care Homes Programme Group linked
to Healthy Liverpool would oversee the development of a new clinical
model, improvements to quality and safety monitoring, market
oversight and shaping, improvements to the integrated approach to
funding care and development and integration of digital and assistive
technology.
Safeguarding was a hosted service (within Halton CCG for the
Merseyside CCGs) but the North West Commissioning Support Unit
provided Continuing Healthcare service to the CCG – joint working
was required with Liverpool City Council re quality and compliance.
The North West Commissioning Support Unit had a Clinical Quality
Co-ordinator working with Liverpool City Council.
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The Integrated Dashboard Tool (Appendix C) had been put together
by the Liverpool City Council Business Intelligence
Team/Commissioning Support Unit and Safeguarding Team and
included Healthwatch data. Page two gave an overview with the top
ten worst performing care homes. Page three gave a breakdown by
individual care homes. The information was in the public domain via
the Care Quality Commission website.
DA enquired if relatives were completely aware of the significance of
a care home being suspended from new admissions. RK enquired as
to what the process was then from that point to improve the status to
being able to take new admissions. KL responded that there would
be a clear action plan put in place which would be closely monitored.
JL drew the committee’s attention to the Care Homes Task & Finish
Group which would consider these issues and how to move forward
including the possibility of a joint unit with Liverpool City Council,
Liverpool CCG looking at quality and Liverpool City Council providing
contractual oversight. However this would be influenced by the
Commissioning Support Unit re-procurement. CM noted that the
medical model had been presented to the Governing Body and that a
comprehensive approach to the commissioning of care homes was
required.
JL noted that most care homes residents were funded by public
sector funding and so it was vital to ensure that the homes were fit for
purpose – a model was required that encompassed smaller , family
run establishments/charitable organisations and also used public
sector assets to support them thus providing longer term
regeneration. The Liverpool Safeguarding Adults Board would be
looking at the sector for its 2016/18 priorities.
 Noted the content of the report
 Requested updates as required

6.

TRUST CONTRACT QUALITY – EARLY WARNING DASHBOARD
– REPORT NO: QSOC 34-15
DR presented the Early Warning Dashboard to the Quality Safety &
Outcomes Committee and highlighted:
• MRSA – since the paper had been written there had been a
further case at Alder Hey (3rd) for a non-Liverpool patient. The
Risk Register had been updated. Alder Hey reported two cases
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of C Difficile in July 2015, these were not Liverpool patients.
Liverpool Community Health provided intermediate care bed
base and two patients for Liverpool were reported with C
Difficile. Each MRSA case reported was subject to a Post
Infection Review. A local target for 2016/17 was to be created.
• Mixed Sex Accommodation – Liverpool Heart & Chest Hospital
was a regular underperformer and work was on-going with the
Trust via the Quality Team, the issues were around step down
from ITU.
• Care Quality Commission – the Mersey Care report had been
published on the Care Quality Commission’s website, overall
rated as “Good” but for some areas action plans were in place.
These would be discussed at the Clinical Quality &
Performance Group later in the week and the Action Plans’
progress would feed back into the Quality Safety & Outcomes
Committee. The Alder Hey report was awaited and would also
be fed back to the Quality Safety & Outcomes Committee once
published.
The Quality Safety & Outcomes Committee members commented:
• DA referred to page three of the report and noted that the
wording should be ‘more cases than anticipated’ for healthcare
acquired infections rather than ‘planned’ . He also noted that
the table on page seven was repeated on page eight.
• DA referred to the issue around staff satisfaction/morale at
Liverpool Community Health and the high sickness rate, no
doubt influenced by the uncertainty around the management
structure. DR responded that the Clinical Quality &
Performance Group had requested a breakdown of sickness by
discipline and was asking for mitigation. JL emphasised that
the trust had been through a very turbulent period. DA still had
concerns around the neighbourhood structure and was assured
by DR that the area of organisational development was
something which would be picked up by the Liverpool
Community Health Collaborative Forum.
• DA referred to the figures on page 158 of the papers pack on
VTE Risk Assessments commenting that the data in the tables
did not relate to the data in the charts. KL agreed to take this
back to the commissioning support unit for clarification.
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The Quality Safety & Outcomes Committee:
 Noted the performance of the CCG in delivery of key
national performance indicators and the recovery actions
taken to improve performance.
7.

SAFEGUARDING SERVICE REPORT - REPORT NO: QSOC 35-15
EG and SN presented the Safeguarding Service Report to the Quality
Safety & Outcomes Committee which provided assurance that
Liverpool CCG was discharging its duties in relation to safeguarding
children and adults, updating the committee in relation to adult and
children’s safeguarding and an analysis of the Safeguarding Key
Performance Indicators Quarter 1 data received from commissioned
health services. There was also a briefing in relation to care homes,
Female Genital Mutilation and Prevent and an update on children’s
and adults reviews and safeguarding activity. She highlighted:
• Liverpool Community Health: the safeguarding children’s policy
and procedures were in the process of being updated but there
was concern over the lack of notification. Lack of
understanding of safeguarding duties was probably related to
staff sickness levels, there was a decrease in safeguarding
level 1 compliance re training, this had previously been
increasing so the “blip” needed investigation. There was limited
assurance around Looked After Children but this was still
quarter 1 data and weekly reports were being produced. This
was being monitored by the Collaborative Commissioning
Forum and there was now a Designated Nurse for Looked After
Children so it was expected that Quarter 2 would show
improvement.
• Liverpool Community Health: re adult safeguarding the policy
submitted did not reflect changes in legislation following the
Care Act. The trust was only level 2 compliant re training but
procedures were in place for November/December 2015.
• Mersey Care: overall the trust had demonstrated reasonable
assurance re safeguarding children and all policies had been
ratified. There was a slight decrease in training compliance for
safeguarding children levels 2 and 3 but an action plan had
been received in how they would rectify this. For adult
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safeguarding they were level 1 compliant only and just missed
achieving level 2, a plan was in place to rectify this also.
Overall all indicators and partnership working were good.
There was not much evidence of engagement with the Early
Help Agenda. No information had been received around
MCA/DoLs but this was probably only a “glitch” as previous
information had been good.
• Aintree: safeguarding policies had been submitted but evidence
was required of ratification process and date. Training
compliance for levels 1 and 2 had not been met.
• Alder Hey: safeguarding policies had been submitted although
the adult policy was still draft and evidence was required of the
ratification process. Safeguarding training compliance had
reduced for levels 2 and 3 although level 1 had increased.
Since the report was written assurance of significant
improvement for Quarter 2 had been received for all staff to
receive mandatory compliance training for the move to the new
building so significant improvement was anticipated for Quarter
2. There was limited engagement with Early Help and Looked
After Children processes. In response to concerns voiced by
DA, JL noted that the trust was subject to a Contract query
Notice to ensure that it moved forward re adult safeguarding.
• Liverpool Women’s Hospital: limited assurance re partnership
working and lack of data to mitigate against the nil submission.
A query had been sent back to the trust on this. The
Supervision policy was still in draft and this was being picked
up via the Contract meetings. Training for levels 1 to 3 was
below Care Quality Commission compliance. Safeguarding
adults training had been reviewed and an updated package
was to be rolled out from September 2015. This would be
monitored formally by the Clinical Quality & Performance
Group.
• Liverpool Heart & Chest: a number of policies were
outstanding. The Safeguarding Adults policy required review to
ensure it was Care Quality Commission Compliant. The
Children’s policy was not compliant with Working Together
2015 statutory guidance. The trust was fully compliant across
levels 1 to 3 re safeguarding adults training and compliant in
MCA training. The safeguarding supervision policy still was
outstanding.
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• Royal Liverpool Hospital: safeguarding services underwent a
review three months ago with a significant action plan produced
which identified a need to increase staffing in the children’s
component of the team. A number of policies were not up to
date and compliance with training achieved a level 1 for adults
only. No clear training needs analysis had been carried out for
the organisation and this had been promised for quarter 2. For
Children multi-agency engagement was low and the
Safeguarding Team were trying to obtain some response with
them around Early Help therefore assurance was limited for
both safeguarding children and safeguarding adults.
• Domestic Homicide Reviews: four cases.
• Serious Case reviews: Child N Serious Case Review published
June 2015, the conditions of the review had been presented to
the Liverpool Safeguarding Children Health sub Group and a
small Task & Finish Group had been set up to identify
safeguarding responsibilities when parental mental health
issues were identified. JL noted that the learning from the Child
N Serious Case Review would be presented to the next
meeting of the Health Sub Group to inform decisions on the
commissioning of services.
• Serious Case reviews: Child GI – Liverpool Clinical Incident
Review Group progressed the case of a four month old baby
with multiple non-accidental injuries to a Serious Case Review
in September 2015 – this was still in progress and the review
outcome would be brought back to the Quality Safety &
Outcomes Committee in due course.
• Critical Case Review Family J – 18 years of neglect in the
family, overview author withdrawn from process and another
author being recruited by the Liverpool Safeguarding Children
Board.
• Critical Case Review HAM – Terms of Reference for Critical
Case Review agreed by the Critical Incident Group.
• Three additional referrals made to the Critical Incident Group –
decision on whether to make into Serious Case Reviews would
be made and reported back in due course to the Quality Safety
& Outcomes Committee.
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• Female Genital Mutilation : there was a mandatory requirement
to report cases to the Police from 1st October 2015. A pathway
was being agreed which the Named GP for Safeguarding for
Liverpool was taking to the Local Medical Committee - progress
would be reported back in due course.
• Quality Review of patients accessing Intermediate Care: a
Liverpool GP had highlighted concerns to the Safeguarding
Team – the Safeguarding Service would provide an overview
report. KL asked about a paper around the funding of
Intermediate Care units and it was confirmed that this would be
brought to the next Quality Safety & Outcomes Committee
meeting.
• Care Homes: six were currently suspended on Merseyside from
taking new admissions. Three had nursing beds:
o Care Home A – Care Quality Commission notice of
proposal sent to the owner who had appealed, outcome
awaited.
o Care Home B – had not challenged warning notices from
the Care Quality Commission – residents being
reassessed to move to alternative sites due to extensive
refurbishment.
o Care Home C – suspension in place following Care
Quality Commission rating of inadequate – working to an
action plan.
o Further care home requested to attend a Management
call in by the Local Authority, since then Manager and
Deputy Manager resigned and there was significant use
of agency staff. The recent Care Quality Commission
inspection was yet to be published.
TP asked how often the Care Quality Commission inspected
care homes. JL responded that this depended as an
establishment needed to come to their attention before a visit
was prompted, creating a reactive approach to quality issues in
Care Homes.
•

Transitional Care Review: two patients with highly complex
needs had accessed adult services following many years with
children’s services and a review was to be undertaken around
transition.
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•
•

Multi Agency Safeguarding and Procedures – to be launched
by the Local Authority.
PREVENT: Royal Liverpool Hospital, Liverpool Heart & Chest
Hospital, Liverpool Women’s Hospital, Liverpool Community
Health, Aintree Hospital, Mersey Care and Alder Hey were
required to submit Prevent compliance data to the Home
Office each quarter. FL asked about the timescale for
completion of the work as it would take a long time to get
around to all GP practices and this was mandatory. JL noted
that the Named GP for Safeguarding for Liverpool was looking
at how training could be delivered possibly by e-learning for
practices.

The Quality Safety & Outcomes Committee:
 Noted and accepted the content of the report

8.

MANAGEMENT OF ALLEGATIONS POLICY AND PROCEDURES
– REPORT NO: QSOC 36-15
This item was deferred until the next meeting as the Policy had not
been sent with the explanatory paper. The Safeguarding Team
apologised for the omission.
The Quality Safety & Outcomes Committee:
 Noted that this item was deferred until the next meeting.

9.

SERIOUS INCICENT FRAMEWORK 2015- REPORT NO: QSOC
37-15
DR presented a paper to the Quality Safety & Outcomes Committee
to inform on the Serious Incidents Framework 2015 and to highlight
the impact of implementation for the CCG. Liverpool CCG was the
coordinating commissioner for seven trusts and therefore received
Serious Incident reporting from all to performance manage if they
related to Liverpool patients or not. The categories themselves had
changed and previously were not fit for purpose and integrated to the
NHS England categories. STEIS (the vehicle for reporting issues)
should only ever have been a temporary measure. All Serious
Incidents needed to be reporting with 48 hours (two working days)
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and scoped within 72 hours with a report to the commissioner after 72
hours. This had not been happening both locally and nationally due
to lack of capacity within trusts or providers, the scoping had been
done but there was no time to write up the report and get agreement
on how to progress. The timescale for the investigation had been
changed from 45 days to 60 days which was positive.
For providers the extension was good but the reduction in categories
had caused confusion as to where for example the death of a patient
fitted. NHS England did not have a definitive list of what incidents
should be subject to STEIS but were being asked to create one and
would come to the Quality Safety & Outcomes Committee for
approval once developed.
For CCGs the changes would be beneficial with improved levels of
completion of reports within the timescale without extensions being
requested. Incidents could be linked together for one Action Plan
with STEIS being updated continuously by providers increasing the
focus on learning and improvement. However on the negative side
the 72 hour reporting deadline would never be met and the
requirement to provide feedback within 20 days was also challenging.
There was also organisational reputational risk to the CCG due to the
high volume of incidents requiring management. JL emphasised that
the challenge to Liverpool CCG was substantial in comparison to
other CCGs as it was the co-ordinating commissioner for seven
trusts. FL noted that this should be flagged at the CCG Network. JL
suggested that there could be a more co-operative approach taken
across the CCGs with clinical input from other CCGs where
appropriate.
DA was concerned about a potential backlog and how to deal with it.
KL noted that a message had been sent out via the online Bulletin
asking for clinicians to review for a potential fee of £60 per case. CM
commented that the bulletin did not reach everyone and the Primary
Care Team could be used as a point of contact into practices via
Jacqui Waterhouse. JL added that this was not restricted to GPs
alone, it could be a hospital consultant but might need to be from a
different trust to the one named in the incident being considered.
This would be flagged up on the reporting template to the Governing
Body to be then raised at the CCG Network. DR noted that ultimately
all clinical reviewers would need to receive Root Cause Analysis
training. TP suggested that this could be incentivised by including it
as part of Continual Professional Development. CM suggested the
use of the sessional rate of £300.
Page 11 of 13
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The Quality Safety & Outcomes Committee:
 Noted the contents of the report
 Noted the changes and challenges in reporting and
process
 Approved the exploration of a way forward to address the
meeting of timescales
10. RISK REGISTER – REPORT NO: QSOC 38-15
The Quality Safety & Outcomes Committee considered the committee
Risk Register. The comment was made that Alder Hey Hospital
seemed to have a large number of risks which did not change. DR
mentioned the impact of staffing recruitment (only one consultant in
Ophthalmology) which was cause. KL noted that this was on the
Action Plan being monitored by the Clinical Quality & Performance
Group however RK responded that this mitigating action was not clear
on the Risk Register.
FL referred to the Royal Hospital four hour wait performance risk – at
the last Contract Review meeting the contract query was closed as
they had achieved targets for quarter 2, however since then things had
got worse but the action plan had been completed and the contract
query closed. With regard to Safeguarding EG noted that there was a
meeting with the Royal regarding the activity query raised about
safeguarding data. FL asked how this related to safeguarding issues
with other organisations and how to risk rate them. EG responded that
the Alder Hey risk had been downgraded for Children’s Safeguarding
but not Adults. It was noted that Vaccinations & Immunisations had
been placed on the Risk Register and DA asked for this to be
highlighted to the Governing Body on the reporting template as it was
still a CCG risk, also to note that the Risk Register was being updated
globally.
The Quality Safety & Outcomes Committee:
 Noted the content of the risk register and on-going actions
against medium and high risk areas.
 Added any additional risks identified at the meeting.
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11.

ANY OTHER BUSINESS – DATES FOR 2016
The dates proposed for 2016 were agreed with a need to take a
view nearer the time on the December date.

12.

DATE AND TIME OF NEXT MEETING
Tuesday 1st December 2015 – 3pm to 5pm
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Minutes of the Healthy Liverpool Programme Board
Room 2, 4th Floor, Arthouse Square
Wednesday 21st October 2015 1:00pm – 3:00pm
Present:
Members
Tom Jackson (Chair)
Kathrine Sheerin
Dr Nadim Fazlani
Carole Hill
Dr Janet Bliss
Ian Davies
Jane Lunt
Tony Woods
Sue Lavell
Dave Antrobus
Dr Simon Bowers
Dr Maurice Smith
Sandra Davies
Jackie Dobbins
Julie Byrne

Chief Finance Officer / Integrated Programme SRO
Chief Officer
GP / Governing Body Chair
Integrated Programme Director
GP/ Governing Body Member / Clinical Director, Community
Programme Director, Hospitals and Urgent Care
Chief Nurse / Head of Quality / Governing Body Member
Programme Director, Community and Digital
Programme Management, Office Manager
Lay Member / Patient Engagement / Vice Chair
GP / Governing Body Member /Clinical Lead, Digital
GP / Governing Body Member /Clinical Lead, Living Well
Director of Public Health / Programme Director, Living Well
Programme Support Officer
PA / Minutes

Apologies:
Fiona Lemmens
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GP / Governing Body Member / Clinical Lead Hospitals &
Urgent Care

1.0 Welcome, Introductions and apologies
1.1 Chair welcomed all, introductions were made around the table and apologies were
noted as above.
1.2 There was no delegation of interest.
2.0 Minutes of the last meeting (17th September 2015)
2.1 T Jackson addressed the actions from the last meeting.
3.1 – A meeting has been scheduled each month with the SRO’s.
3.5 – A meeting has been scheduled with C Hill and S Davies to review the
programme leadership for Living Well.
4.2 – All Bain staff sessions have been organised.
4.5 – PMO office to look at formalising a process paper for the CiC.
2.2 The minutes were agreed as an accurate record of the 17th September 2015 meeting.
3.0 Programme Highlight Reports
3.1 Living Well – M Smith updated the Board on the recent activity regarding Living Well.
In relation to the risk register, M Smith highlighted that they still have not received the
read codes from Emis, this has been escalated to Kate Warriner. The delay is with
Emis, S Bowers to contact Emis’s CEO to resolve this.
3.2 S Davies said a meeting had been arranged with herself and C Hill to discuss and
address the issues around the future SRO role for Living Well. Also highlighted was
concerns around commercial investment and it was recognised the need to have clear
boundaries for both the CCG and Liverpool City Council when looking for commercial
opportunities.
3.3 The Rangers programme has now been arranged. The Children and young people’s
participation group has also been set up and the first meeting is scheduled for the 16th
October, feedback from the session will be updated at the next Programme Board.
3.4 In contact with City Planners at Liverpool City Council regarding the signage for
Walking and cycling.
3.5 Digital – S Bowers updated the Board. The information sharing framework has been
signed off by all organisations. Good positive feedback has been received. Now into
the implantation phase.
3.6 The digital maturity tool has been signed off and will be piloted by two GP practices.
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3.7 The Interoperability roadmap to implement the data sharing framework has been
developed and agreed in principle by stakeholders.
3.8 T Woods highlighted that the submission deadline for the Liverpool test bed bid is the
4th November. An update regarding the bid will be available at the next Programme
Board. ACTION: Update on the Liverpool Test Bed bid.
3.9 Community – The community model was very well received at the Clinical Leads
session held on the 1st October.
3.10 The Community Clinical Summit has been scheduled for the 27th November at Aintree
Racecourse. The agenda for this event is currently being developed.
3.11 Urgent Care – I Davies highlighted the risk around supporting resources. Following
no internal applications received for the Programme Manager 8b post, this was
advertised twice via NHS Jobs. Further interviews are scheduled for the 20th October;
interim support is being sought for the time being. The three 8a roles, two have now
been internally recruited with start dates at the beginning of November.
3.12 Looking at delivery and implementation of the SDC. A meeting has been scheduled
with the 7 day primary care team to discuss interface with development of Urgent
Care Centres and also the future role of the current walk in Centres.
3.13 Following the last Committees in Common meeting, it was suggested I Davies meet
with Karl McCluskey who is the Director of Strategy at South Sefton CCG to discuss
Aintree catchment and also Southport and Ormskirk area.
3.14 Hospitals – I Davies said the Hospital Team had a productive meeting with NHS
England around neonates, a workshop is currently being arranged to discuss further.
3.15 Cardiology is going well, waiting to hear back from Glenn Russell, this will be picked
up at the Hospital’s Transformation Board this week.
3.16 A meeting has been arranged with Paul Fitzpatrick Director of Estates at Aintree
University Hospital and a site options workshop is also being scheduled by the
hospital team.
3.17 The Non-Executive Directors event has also been re-arranged for the 15th January
2016. K Sheerin said that all Trust Boards have now been updated regarding the
Healthy Liverpool Programme and more was needed to be done to update the NonExecutive Directors. C Hill said Helen Shaw Director of Communications at the RLUH
was commencing her new secondment role with us next week and Helen could lead
on this piece of work. ACTION: H Shaw to lead on the Non-executive Directors
Event.
3.18 Engagement – D Antrobus confirmed the programme was on schedule. The alcohol
engagement has gone live and reports to the event on the 19th November with
Liverpool City Council.
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3.19 Communications – The Blueprint document is currently being prepared for design
and printing.
3.20 Planning for communication requirements for the forthcoming Mayoral Summit in
November 2015.
4.0 Blueprint Document Update
4.1 C Hill informed the Board that the Blueprint document is currently being prepared for
design and printing, with new photographs, case studies and clinical quotes. The
document will be circulated to this Board and will be presented in time for the Mayoral
summit.
5.0 Decision Making Process
5.1 C Hill presented a paper on Liverpool CCG’s decision making process.
was reviewed by the Board. Three decision routes have been identified:
•
•
•

The paper

Project requiring formal options appraisal and modelling due to formal
consultation assurance route, or because decision represents a very significant
investment.
Significant decisions, which are not major service reconfigurations, but
represent high financial investment or a level of risk.
Other decision, representing lower financial investment or risk

5.2 There are 107 projects on the programme plan and for each of these projects they will
go through the Bain Decision Effectiveness Tool. This will ensure each decision will
go through a robust process and governance.
5.3 S Bowers had concerns about putting 107 projects through the Bain process. C Hill
said the Bain approach is better in the long run and people will see the benefits. T
Jackson said that more assurance is required around the Bain process. It was
suggested to have this item on the agenda for the next Programme Board. It was
also suggested to assign a route for each of the options. ACTIONS: Bain Decision
Effectiveness Tool to be an agenda item at the next Programme Board Meeting.
6.0 Programme Plan
6.1 The programme plan was taken as read and there were no further questions.
7.0 Engagement Update
7.1 The engagement update was covered in agenda item 3.
8.0 Clinical assembly update
8.1 The date for the Community Clinical Assembly is Friday 27th November, invites have
been sent out to the relevant attendees (around 160 invited). The team are currently
working on the agenda, but it is proposed that the morning session will be
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introductions and presentations and the afternoon session will be workshops relating
to the four quadrants of the Community model.
8.2 K Sheerin asked “what we want to get out of this event”. The goal is for people to buy
into the overall model and say what the priorities should be. And to go away from the
event to say they fully understand the new community model.
9.0 Risk Register Review
9.1 It was agreed for the next Programme Board that the Programme Plan and Risk
Register Review be put at the beginning of the agenda. ACTION: Programme Plan
and Risk register to be put at the beginning of the agenda for the next
Programme Board.
10.0 Any Other Business
10.1 I Davies informed the Board that there was a Royal Collage of Surgeon Conference
taking place on the 10th November 2015 at Haydock Park.
11.0 Date and Time of Next Meeting
11.1 Date and time of the next meeting – Wednesday 25th November 3pm – 4.30pm,
Room 1, 4th Floor, Arthouse Square.
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FINANCE PROCUREMENT AND CONTRACTING COMMITTEE
TUESDAY 27 OCTOBER 2015 10:00am – 11:00am
ROOM 2 ARTHOUSE SQUARE
FINAL MINUTES
Members
Dr Nadim Fazlani (NF)
Maureen Williams (MW)
Dave Antrobus(DA)
Katherine Sheerin (KS)
Tom Jackson (TJ)
Tina Atkins (TA)
In Attendance
Ian Davies (ID)

Chair/GP
GB Member - Lay Member
GB Member – Lay Member
Chief Officer
Chief Finance Officer
GB Member - Practice Manager

Carol Hughes (CH)

Programme Director – Hospitals &
Urgent Care
Head of Contracts and Procurement
Interim Deputy Chief Finance Officer
Head of Programme Finance
Interim Chief Accountant
Intelligence Management (on behalf
of Tim Caine)
PA/Minute Taker

Apologies
Dr Maurice Smith (MS)

GP/GB Member

Derek Rothwell (DR)
Alison Ormrod (AO)
Phil Saha (PS)
Kerry Jenkinson (KJ)
Chris Buckels (CB)

1
Welcome and Introductions
Introductions were made and all welcomed to the meeting.

2
Declarations of Interest
None declared.

1
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3
Minutes of the previous meeting held on 6 October 2015
The minutes of the meeting were agreed as an accurate record, subject
to the following amendments:
Front page: Tina Atkins title to be amended to Practice Manager
Page 7:

DA wanted confirmation that Virgin Media had no direct
connection with Virgin Health. Minutes to be amended to
make clear that we do not receive any services from Virgin
Health.

Page 12:

Minutes to reflect the discussion which took place and
amended to include: NF confirmed that the Committee
were comfortable accepting MU robust answers to the
issues raised. The Committee confirmed they were now
reassured.

NF highlighted the importance of logical following of minutes to
accurately reflect discussion which took place prior to conclusion. In
response TJ noted that the paper lacked clarity as the paper was not
succinct and there was a lot of challenge for that paper. He also noted
that it was a learning point to ensure that papers are fit for purpose prior
to submission to the committee.
Following discussion it was agreed that the notes were accurate in terms
of the complexity of discussion and how the committee arrived at the
decision and that there was a need for the Chair to summarise both
issues and how decisions were arrived at.
Committee member to also read minutes prior to meetings to check they
accurately reflect discussions and that they logically come to the
decision agreed by the committee based on the evidence in the minutes
and documents.
 The Committee approved the minutes.

2
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Actions from the meeting held on 6 October 2015
Item 1: Mental Health Clustering:
A series of discussions is taking place across commissioners
and with Merseycare around how to take this forward. A piece
of work is also being pursued with South Sefton CCG and
Merseycare.
 Action: Update to be given at the December 2015
meeting.
Item 4: 3b10 CLAHRC Matched Funding:
This is in hand.
Item 8: Haemo-Oncology:
Paper approved by Governing Body in October 2015.
All other actions have been completed.
4
Contract Waivers Summary (FPCC60-15)
A report was presented by DR to update on the procurement waivers
approved in Quarters 1 and 2 of the 2015/16 financial year.
DR noted that procurement regulations require that Commissioners
consider the most appropriate way of procuring services on a case by
case basis and highlighted that the possible procurement options
identified within the current LCCG policy were:
1. Contract Management: when an existing contract is in place, in order
to secure incremental changes/improvements to services or to
address under performance as an alternative to procurement;
2. Any Qualified Provider: Which would ordinarily be used when looking
to increase choice in elective care services for patients.
3. Competitive tendering to appoint provider(s)
4. Appointing a provider(s) without competition (single tender action)
3
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DR advised that for any procurement decision that has a competition
element a tender waiver would be produced.
Two waivers had been approved between April and September 2015.
These related to:
Patient Opinion - 2 year contract at £46.5k per year, signed off in
August 2015.
Prior to procurement of the Patient Opinion Service
market research had been carried out which identified that a suitable
alternative provider was not available.
Health Trainers for Digital Health – Service extended for up to 12
months to ensure procurement could be done and service delivered.
MW asked whether there was an indication of any further waivers. In
response DR advised that a response is awaited from teams about
status, advice and next steps.
That Liverpool CCG Finance, Procurement and Contracting
Committee:
 Noted the contents of the report and the 2 waivers
highlighted.
5. CONTRACTS – MONTH 5 UPDATE: (FPCC 61-15)
A report was presented by DR who highlighted the following areas:
• Forecasted underspend to be 0.3% below planned contract finance
levels at the end of 2015/16 (-£1.6m)
• Provider performance and under performance currently forecast at
£1.6m (-0.3%) under performance
• Contractual position highlighted unplanned care under performance
by £2.8m and Planned Care over performance at £718K

4
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Trust Performance indicated:
RLBUHT: under performance against contract with Urgent Care and
high cost and specialist over performing. Critical Care is currently under
performing and is an area under debate with the trust.
• A re audit of non-elective short stay admission coding has not yet
occurred due to the Terms of Reference (TOR) not being agreed. A
review will be undertaken in December and a recommissioning review
is being undertaken to check that changes requested have been
implemented. Money was withdrawn from RLUBHT after a review
highlighted incorrect coding.
AINTREE: Forecast over performance of £954k (1.3%) at month 5; main
contributors being planned care, day cases, outpatient first attendance,
outpatient procedures and high cost and specialist excluded drugs.
• Excluded drugs forecast of £294k over performance and £198k for
Gastroenterology has been queried by South Sefton CCG with a
report being provided in future months to understand excluded drugs.
• Activity is expected to be over £1m.
LIVERPOOL WOMEN’S HOSPITAL: Under performance at £884k
(2.3%) against contract plan for 2015/16.
• Over performance in high cost and specialist is due to Adult High
Dependency Unit critical care.
• A re-coding audit has been commissioned and completed and errors
found last year have been identified and rectified, with no errors
identified for this year.
• LWH is saying that births are down within Liverpool. It was noted that
information is provided 7 – 9 months in advance and all of the
information was available when doing contract rounds.
5
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ALDER HEY: Under performance of £653k mainly due to emergency
care of £421k.
• Under reporting of activity due to introduction of the new Electronic
Patient Record system. Flexibility in data agreed to ensure patient
records are correct.
• Variances throughout the year against plan to reflect the move to the
new hospital.
• Activity is being monitored with details awaited following the move.
Over performance is expected to reduce due to the recommendation
for flexible activity due to the move.
ST HELENS & KNOWSLEY: Over performance of £637k is forecasted.
This relates mainly to planned activity where day cases at £610K and
this is being constantly monitored.
SPIRE: Currently under performing. Spire does not see any changes in
activity to the end of the year and is expecting delivery at contract value.
LIVERPOOL HEART AND CHEST: £250K under performance identified
against plan all year, partly due to over performance in urgent care
displacing elective care overall.
• Contract last year at £55m was £700k less than the previous year
and is still estimated to be less than contract value.
MERSEYCARE: Mental Health Payment Systems
• Mersey Care Trust are keen to move to a new mental health payment
system as per the national guidance and have put forward proposals
for a rebased activity plan and local price for each cluster which
requires analysis by CCG.
6
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• Meeting to be arranged with Accountable Officer to look at resources
required for this so CCG can have confidence in the methodology of
the planning and costing proposal.
DR advised that Teresa Clarke is leading on this to ensure data is
available to support the progression of this work as currently the CCG
feels there are gaps in assurances.
LIVERPOOL COMMUNITY
highlighted in the MOA.

HEALTH:

Working

through

issues

• Notification received from LCH that new referrals for paediatric
speech and language therapy (SALT) will cease temporarily. LCCG
Programme Leads are working with LCH to develop an appropriate
action plan to address this.
MW commented that this was a comprehensive and clear report. MW
stressed how upsetting it was to see a change in SALT and asked for
consideration to be given to where this should come for a more clinical
debate and to consider the impact on children’s lives as the existing
provision is appalling.
In response, DR advised that money has been identified to support
providers and a meeting will be arranged to identify why this service is
not being supplied.
Following discussion it was noted that services currently being provided
are not meeting the needs of children in Liverpool and it was agreed that
the forum for discussion should be the informal board.
Liverpool CCG Finance, Procurement and Contracting Committee:
 Noted the contents of the report and supported the ongoing
investigation of contract issues by officers of the CCG.

6. FINANCE AND KPI UPDATE (Report FPCC 62-15)
AO provided an update on the Finance, Contracts and KPI and
highlighted the following:
7
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• Underspend for the Acute Sector was noted together with
overspend on Continued Health Care for adult and children
services and primary care prescribing.
• Overall position has dropped from Green from an underspend of
£6m to underspend at the end of September of £1.7m. This is due
to looking at reserve position and profiling reserves and activity
around investments planned for this year.
• Planned surplus of £14m is still expected to be met.
• Cash against target is down showing a balance sheet reduction in
accounts payable from £57m to £47m this month.
• Debtors highlighted at £428k for September, £399k of which is due
from the City Council.
• Creditors for September at £40.607k some £38.1m in respect of
NHS organisations and £1.9m for local organisations of which
£114k is overdue and currently under investigation.
 The Committee noted the report.
7. SPECIALISED COMMISSIONING UPDATE:
TJ highlighted that 2 services had been de-classified as specialist
commissioning – Neurology Orthopaedics and Specialist Wheelchairs
and will be back dated from April 2015.
It is anticipated that Bariatric and possibly Renal will be de-classified as
specialist commissioning from next year.
TJ advised that a lot of discussion has taken place with April 2017
anticipated as a date to co-commission specialised service for CCGs.
An exercise will be undertaken around Identification Rules (algorithm to
define whether something is specialist or not) and a problem with the
new tariff was highlighted.
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LCCG is pushing for place based allocation forumulas following CSR.
The imminent allocation proposals should go to the NHS Commissioning
Board in December.
It was noted that Liverpool and Manchester had submitted rival bids in
relation to Congenital Heart Disease which has historically been a
Paediatric service. The adult service is provided by the same
consultants with 100 adult cases per year for Central Manchester and
400 cases being done by Alder Hey. The impact of that work not being
done by Alder Hey is considerable from both a financial and a welfare
perspective.

8. Any other Business:
8.1 Living Wage:
TJ advised that as part of the Social Value Strategy the Living Wage has
been adopted by LCCG at £7.80 per hour.
Work has been done to look across the city at staff directly employed by
the NHS which equates to 880 people at a cost of £275k.
Various discussions have been held with providers who are largely
supportive of this and are looking to pursue the possibility of promoting
this.
The Living Wage Foundation minimum rate is £7.85 per hour (as from
November 2015 it has now increased to £8.25) and the view is to use
non re-current funding. This does not include Primary Care.
MW commented that this was a brilliant opportunity to be consistent and
to highlight social value.
NF noted that practices would need to be
asked to do this in discussion with LMC.
KS advised that payment of the living wage for primary care as part of
the GP Specification would need to be considered.
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8.2 Update re Interim Provider:
DR confirmed that an interim provider will be appointed re Dr D
Dharmana. Response is required by the 18 November 2015 and
evaluation will be done prior to the next Primary Care Clinical
Commissioning Committee (PCCC). It is expected that the new provider
will commence 1 January 2016.
A request was made to consider virtual approval prior to commencement
of the new service on 1 December.
 This was agreed by the Committee
9. DATE OF NEXT MEETING:
Tuesday, 24 November 2015
10.00am – 12.30pm
Room 2 The Department, Lewis’s Building,
Liverpool, L1 1JX
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