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Foreword

Partners across Cheshire and Merseyside have been working together over the last 4 months to develop further
the blueprint we set out in June to accelerate the implementation of the Five Year Forward View (5YFV) for our
Communities. We have come together to address head on the challenges we articulated then: that people are
living longer, but not always healthier, lives; that care is not always joined up for patients in their local community,
especially for the frail elderly and those with complex needs; that there is, as a result, an over-reliance on acute
hospital services that often does not provide the best setting for patients; that there is a need to support children,
young people and adults more effectively with their mental health challenges. At the same time, there is
enormous pressure on health and social care budgets.

We are clear that these issues require us to think much more radically about how best to address the problems
we face together, otherwise we will fail to support the needs of our Communities into the future. This document
summarises the plans developed to-date to address these challenges across all our different communities in
Cheshire and Merseyside and fall into 4 common themes:

A support for people to live better quality lives by actively promoting the things we know have a really positive
effect on health and wellbeing;

A working together with partners in local government and the voluntary sector to develop more joined up models
of care, outside of traditional acute hospitals, to give people the support they really need in the most
appropriate setting;

A designing an acute care system for our communities that meets current modern standards and reduces
variation in quality;

A making ourselves more efficient by joining up non front-line functions and using the latest technology to
support people in their own homes;

Much of this work is already underway at local level but there is also still much to do. The role of the
Sustainability and Transformation Plan (STP) for Cheshire and Merseyside (C&M) is to co-ordinate our efforts,
ensuring we promote the best ideas and expertise to provide for the needs of the whole Region in the future.




Executive Summary

Our submission in June identified the key challenges
faced by the Cheshire and Merseyside (C&M) STP,
including:

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

high rates of respiratory disease;
early years and adult obesity;

high hospital admissions for alcohol;

To To Do Po

poor mental health and wellbeing; and
A high rates of teenage conceptions.

Furthermore our analysis confirmed that across the
region there are significant service and financial
challenges, either at individual organisational level or
across whole economies. Health and social care
services have grown and developed over time in
fragmented, uncoordinated ways that do not meet the
changing needs of our Communities. At the same
time, there are significant pressures on health and
social care budgets. Both these issues mean that we
will fail to meet the future needs of our population and
provide the standard of care they deserve without a
radical change in current delivery. Continuing with
current models of care provision will result in a gap in
our finances of £908m by 2021 across the Region if we
do nothing. This challenge has narrowed from the
£999m in our June submission, reflecting the fact that
some cost reduction plans are already being delivered
in 2016/17, which is year 1 of the 5 year plan, and the
remaining gap now reflects the four year period
2017/18 1 2020/21.

We are clear on the ambition we have for the
patients, staff and population of the C&M STP

Our core purpose is to create sustainable, quality
services for the population of C&M. This is effectively
our ambitious blueprint to accelerate the
implementation of the Five Year Forward View (5YFV)
across C&M.

Sustainable means delivering services within the
amount of finance made available to C&M for the
provision of health and social care.

Quality means services that are safe, and deliver
excellent clinical outcomes and patient experience.

We have devised a portfolio of 20 programmes, each
with clear objectives, scope and emerging governance
structures i some are further ahead than others in
developing their detailed plans.

The LDS programmes are the delivery vehicles that
deliver the principles, guidance and clinical models
developed across the other programmes. To
effectively deliver the strategy it is important that this is
well understood to avoid duplication of effort.

This STP provides a platform for the key themes and
direction that we are taking in order to deliver our
goals. It draws on much of the work that is already
underway across the three LDSs, and aims to deliver
additional scale economies, learning and collaboration
through the focus on a one C&M approach to those
activities where additional scale can brina benefits
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Maximising opportunities

If it can be done at STP level we assume that is where
the greatest benefit can be achieved i but we are
acutely aware that many initiatives require a more local
flavour so they will be designed and delivered locally.

All too often really good strategies are developed with

clear benefits that arendét ul
poor implementation. The start of successful

implementation starts with a clear, detailed plan which

is monitored through its various stages.

The key themes we are pursuing

Investment in improving the resilience of services

delivered outside of hospital settings (primary care,

social care, community care, mental health) is

essential for us to transform our system and move

towards both lower cost and higher quality care

delivery.

By improving the support for self care, better and more
proactive care in the community and addressing the

wider determinants of health at a CM scale, we can

better address peoples need for care and the

associated demand on acute services.

There remains a need for C&M to undertake an STP

wide review of clinical services, to reduce variation and
determine future options for hospital configuration.

Through taking a pan-C&M approach we can reduce
unwarranted variation and improve quality.

A first step will be to identify how acute care is

performing under its current configuration. This will

enable effective and well informed decisions to be

made and will help to identify areas of focus and

opportunity.

Our vision for collaborative productivity is to deliver

cost effective, efficient and commercially sustainable

Back Office operations.

Delivery happens at LDS level, and in the

organisations that make up the LDS so it is important

that the LDS6s have a clear s
implementation of the STP programmes, as well as

delivering on their own portfolio of change and
transformation.

What stage are we at now?

The Cheshire and Merseyside Sustainability

Programme (STP) is still at a developmental stage. We

are in the design phase of a programme that will help

to create healthier NHS services across Cheshire and
Merseyside for future generations.

We know that these changes ca
and that they shoul dnot. Some
havendt changed much in over

unrealistic to expect them all to be suitable for a
growing, aging, online population with changing
expectations and needs.
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1 - Our starting point

Our previous submission in June demonstrated a convert them from sound ideas into robust plans.

sound understanding of our issues, and a clear

strategy for going forward

Our work since June has been focussed on the

devel opment of these 6sound i
pl anso

Our submission in June identified the key challenges
faced by the Cheshire and Merseyside STP, including:
A high rates of diseases associated with ageing,

including dementia and cancers;

high rates of respiratory disease;
early years and adult obesity;

high hospital admissions for alcohol;
poor mental health and wellbeing; and
high rates of teenage conceptions.

We have created a portfolio structure that brings
together twenty distinct, but interrelated programmes
of work. Each of these programmes has developed
clear objectives, is in the process of agreeing its
governance model and are developing their plans for
delivery. Each is at a different stage of maturity and
this STP submission reflects this.

To o Too T To

Furthermore our analysis confirmed that across the
region there are significant financial challenges, either Our strateaic STP proarammes aim to provide
at individual organisational level or across whole uidanc e?n clearp rig cioles about hO\?v we will tackle
economies. Thedo not hingd affor (fadcw(f |q V. Bﬂapllj. & doidrit:
. . our key issues’across the STP ootgrlnt.
faced by the Cheshire & Me_rsey3|de health economy 1. Improving the health of the C&M population
's forecast to be _£908m. This chal_len_ge has narrowed 2. Improving the quality of care in hospital settings
from the £999m in our June submission, to £908m 3 Optimise direct patient
driven by the gap now reflecting the fact that some ' a)p Reduced adpministration costs
cost reduction plans are already being delivered in b) Effective clinical support services
2016/17, which is year 1 of the 5 year plan, and the PP
remaining gap now reflects the four year period

2017/181 2020/21. These programmes are supported by eight clinical

programmes looking to improve the way we deliver:
4. Neyroscience; .

Og, Sdarl{diovcgsgu%rkdise%sne (ECVIS)d °
6. Learning disabilities
7. Urgent Care
8. Cancer
9. Mental Health
100 Womendés & Childrenods
11. GPs and primary care

Clearly C&M isnbét going t
addition to the work already underway within our three
Local Delivery Systems (LDS) we identified the
strategic STP priorities that would make our health

and care system sustainable in the near medium and
long term:

not hi ngo.

1. Improve the health of the C&M population

(prev pous 'y re fe r. red to Ililereoarlje%vglgrggpamrhﬂeg tﬂa?ﬁjgpg?tearther?able
and 6Prevend) omyat Scale .
the above programmes:

A Promot_mg phy5|cal_ a_md mental yvell being 12. Changing how we work together to deliver this
A Improving the provision of physical and mental

care in the community (i.e.outside of hospital) trgnsformanon.
2. Improve the quality of care in hospital settings 13. Finance
' P q y P 9 14. Workforce

(previously referred to variation &
improving quality in support of hospital
reconfigurationd6 ) by :

A Reducing the variation of care across C&M;

A Delivering the right level of care in the most
appropriate setting

A Enhancing delivery of mental health care

3. Optimise direct patient care (previously referred
to as Productive back office and clinical support
services collaboration) by

A Reducing the cost of administration
A Creating more efficient clinical support services

155 EstBtbs At failidd 9
16. Technology, including Digital
17. Communications and Engagement

Delivery of these programmes is at LDS level, each of
which has a programme of work delivering
improvements locally:

18. North Mersey

19. The Alliance

20. Cheshire and Wirral

The overarching purpose of these programmes is
to deliver on our purpose of creating sustainable, 4
quality services for our population.

After the existing LDS plans were modelled we
forecast a surplus of £49m by 2021. However, these
plans required further analysis and challenge to
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2 - Our Cheshire & Merseyside strategy

We are clear on the ambition we have for the
patients, staff and population of the C&M STP Each programme is at a different point of maturity,
and this is reflected in the later sections of this plan.
As with any portfolio this is not unusual and there is
no reason to get them all to the same place.
However, there is an overarching process that each
programme will go through and that the PMO will use

to help assess progress.

Assess and Desien Sustain &
Initiate g Review

Our core purpose is to create sustainable, quality
services for the population of C&M. This is
effectively our ambitious blueprint to accelerate the
implementation of the 5YFV across C&M.

Sustainable means delivering services within the
amount of finance made available to C&M for the
provision of health and social care.

Quality means services that are safe, and deliver
excellent clinical outcomes and patient experience.

Doing the right things

The 20 programmes that form our delivery portfolio
have been chosen as a direct consequence of the
issues faced by C&M, and with a clear end goal in
mind. These were noted in Section 1 and are
regularly communicated by way of the graphic below:

a

&
-

- Programme Board |
l 4. Neuroscience Chris Harrop | 1. Demand management |
and prevention at scale 18. North Mersey ‘
. | Programme Board Sponsor: Jerry Hawker
lij. CVD Jane Tomkinson [ 2 4 l PMO | LDS
\ / NP |
\ Programme Board | . — SRO Katherine Sheerin ‘
ll 6. Learning Disabilities 2. Reducing variation &
/. improving quality through
Steering Group hospital reconfiguration .
l[ 7. Urgent Care SystemA!Ul'!W‘UHVI!T—TJ | Sponsor: Simon Constable y | 19. The Alliance
< | PMO LDS
ll 8. Cancer Andrew Cannell Ganoes:Alllencen | 3a. Reducing cost through |
" 4 ‘back office’ collaborative \ SRO Simon Banks 2
| Steering Group | productivity
|,9. Mental Health Sheena Cumiskey | R
\Sponsor. Nikhil Khashu y
Programme Board ] . ) \
L[.m Women’s & Childrenst_—'k_—'_Simon Ban : 3b. Reducing cost through 20. Cheshire & The Wirral
‘clinical support services’
SteeringGroup | | collaborative productivity | PMO LDS
[ 11. GP 5YFV Glen Colema Sponsor: Tracy Bullock

13. Finance

\

14. Workforce

Sponsor: Louise Shepherd

Enablers

15. Estates and Facilities

16. Technology, including Digital

17. Communications & Engagement

SRO Jon Develing

12. Changing how we work together to deliver the transformation

J
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2 - Our Cheshire & Merseyside strategy

Clarity on responsibility

The LDS programmes are the delivery vehicles that
deliver the principles, guidance and clinical models
developed across the other programmes. To
effectively deliver the strategy it is important that this
is well understood to avoid duplication of effort.

This STP provides a platform for the key themes and
direction that we are taking in order to deliver our
goals. It draws on much of the work that is already
underway across the three LDSs, and aims to deliver
additional scale economies, learning and
collaboration through the focus on a one C&M
approach to those activities where additional scale
can bring benefits.

There are no budgets or quality standards held at
STP level. Changes will directly impact organisations
at level 1, with level 2 LDS plans providing oversight
of progress, and, over time, a consolidated view of
performance measures.

We have been really clear on the role of people at
STP level, ensuring we are not duplicating effort.

Level 1 STP has a focus on:

AEconomies of Scale i what can be done at STP to
create additional economies

AX-LDS learning i how can each LDS learn from
each other

ANational benchmarking i how is the STP doing
compared to national benchmarks

ASTP wide system design i design once, deliver
locally i e.g. ACO/ACS framework

AGovernance i agreeing and managing an STP
wide approach

AAssurance i provision of assurance to STP lead,
and ultimately NHSE

APerformance i responsibility for meeting and
reporting against STP wide control totals

ACommunications and engagement i consistent
delivery of overarching key messages

Level 2 LDSs also have a clear role to play:

AL ocality strategy i how this works in the LDS

ADetailed delivery plans - development and delivery
of LDS plan

AMonitor progress i regular monitoring of plan
AReporting to STP i progress reporting to STP
AFinancial control i managing impact on finances

across LDS.

At Level 1 the responsibility is well known around
meeting financial and quality standards. Currently it is
only at Level 1 that a budget can be impacted. Level
1 organisations also have a clear responsibility to
manage communications within their organisation
and to their Boards/Governors.

LDS plans;

level 2

Organisation plans;
level 1

Maximising opportunities

Our approach to delivering improvements is that
opportunities will be designed and delivered at the
highest level of our triangle.

If it can be done at STP level we assume that is
where the greatest benefit can be achieved i but we
are acutely aware that many initiatives require a more
local flavour so they will be designed and delivered
locally.

The emergence of an
focus on organisational delivery at level 1 or their
need for financial balance.

STP pl an
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2 - Our Cheshire & Merseyside strategy

All too often really good strategies are developed with

clear benefits that arendédt wultimately achieved due
poor implementation. The start of successful

implementation starts with a clear, detailed plan

which is monitored through its various stages.

Managing a portfolio of 20 programmes is a
significant undertaking and the dependencies
between them need to be effectively managed.

Managing dependencies across the portfolio

With twenty programmes of work there are many
interdependencies that need to be carefully
managed, such as:

A Effective management of demand on our
healthcare system will influence the future
configuration of where and how services are
delivered,;

A Future hospital service configurations will be
driven by clear clinical strategies that place
patients at the heart of any redesign;

A Very few changes can be made without the
implicit inclusion of the Workforce, Estates and
IM&T programmes

Section 6 will look in more detail at how the STP will
deliver the transformation required.



Our challenges

NHS

This STP does not capture everything that we are doing as a health and care economy. Instead it focuses on the
priority areas of focus that we believe will have the greatest impact on health, quality and finance.

STP Interventions

Cheshire and Merseyside face
different challenges as a
consequence of its geography

The C&M system

Demand for health and is fragmented The cost of delivering

care services is and demographics. There is resulting in health and care
increasing therefore unacceptable duplication and services is increasing
variation in the quality of care confusion

and outcomes across C&M

Our priorities and areas of focus

The impact of our plans

Improve the healt.h of the C&M Improve thg quallty of carein Optimise direct patient care
population, hospital settings
la. improving the
provision of 2b. Delivering
physical and the right level of
mental care Itn the care in the most
communi _ :
(i.e.outside)gf - P 2a. Reducing 22tairr?p'rI::IZ 3a. Reducing the
hospital) physical and the variation of 9 . 9
mental well care across CLEIE, e
AAgree framework being caM dellvterlyhof " administration
to deliver via . mental hea - 3b. creating
ACOs Asr(iigraersysmg ACommon care Av(ag::?(;ff:, more efficient
A _ . standards, AC duced clinical support
Managing prevention & the policies and ommon reduced agency cervices
demand across wider guidelines standards, e
boundaries determinants of across po!:;:lf_s and AConsolidated ACpqsolidated
AJoint health organisations eP e Procurement clinical support
issioni C&M level across functions i services
commissioning APan c&Mm at organisations at UGS U &1
and delivery Alcohol Strategy || A standardised C&M level integrated
models i care across . S Gt
APan C&M High ASOPs and high Mgmt. function
ACOmmunity risk BP Strategy pathWayS level service
stratification b|ueprints for
AGP Federations, specialist
Primary Care at services
scale
A Reduction in A&E attends and non-
elective admissions
A Reduced elective referrals
A Reduced emergency bed days, Almproved clinical outcomes and A x-organisation productivity and
and length of stay reduction in variation efficiency savings
A Reduced re-admissions Almproved performance against A Reduced duplication
A Early identification and intervention clinical indicators A Reduction in temporary staff
A Delivery of care in alternative dependency
settings
A Increased use of capitation-based
and outcomes-based payments

ance and Leadership - Changing how we work together to deliver the transformation

Programme Delivery Structure
Communications and Engagement

Enablers i IM&T; Estates; Workforce




Introduction

We previously referred to this programme as
6Demand Managementd and
Investment in improving the resilience of services
delivered outside of hospital settings (primary care,
social care, community care, mental health) is
essential for us to transform our system and move
towards both lower cost and higher quality care
delivery.

By improving the support for self care, better and
more proactive care in the community and
addressing the wider determinants of health at a CM
scale, we can better address peoples need for care
and the associated demand on acute services.

What are the objectives

A To maximise the benefits that C&M can gain from
the i mprovement to its

A To provide the guidance and principles upon
which the work around demand management and
prevention will be delivered at LDS level.

Why is this programme important?

The current challenges makes integration and
consolidation across organisational boundaries a
necessity. The NHS five year strategy sets out the
ambition for this and local government leaders are
keen to take a leading role in the integration agenda.
Leading health economies are moving in this
direction and they are delivering real reductions in
hospital admissions; better population health through
prevention; and 10-20% cost savings.

Integrated care is what service users want to have,
what providers want to be able to deliver and what
commissioners want to pay for. It allows social and
health care to work together in a joined up way that
improves the outcomes for individuals and the
experience for service users and professionals.

Another important feature of the population health
PIDs that have been developed is that as well as
supporting the development of benefits over the next
5 years directly (from reduced hospital admissions /
attendances etc), they will also play a crucial role in
supporting the sustainability of the current STP. For
example, by not addressing the real behavioural
problems that excessive drinking can run the risk of
creating future problems and dilute the positive
impact that the current set of interventions are
expected to have.

NHS

2.1 - Improve the health of the C&M population

What is the scope of the work

° Ir%rgroe\}/ih/geth% E)rcl)w%i(r)]n oﬂnttegraﬁecd %r,mgr)(/) and

community, health and social care (i.e. Out of

Hospital)

1. A substantial range of schemes & interventions
which can be broadly categorised as Prevention,
CCG Business efficiencies (QIPP) and new Out
of Hospital initiatives.

2. Promoting physical and mental well being to
reduce the need for people to access care.

3. Developing an STP wide methodology and
structure for tackling unwarranted variation in
demand for care services and enabling effective
delivery of the first two objectives.

What is the structure of the programme?

d.o phrde 8TPipreverdian sdnemmad will e delivered
atLDS Level::
A Alcohol Harm Reduction
A High Blood Pressure
A Antimicrobial resistance

2. Three high impact areas help manage demand,
delivered at LDS level:
A Referral management
A Medicines management
A CHC

3. Development of integrated primary and
community, health and social care

4. Create a framework for the development and
implementation for Accountable Care approaches
(name of the chosen vehicle may be different but
they are nationally known as ACOSs)

The first phase of the programme has focussed on
helping each LDS develop their plans and to verify
the opportunity. This will now be taken forward at
LDS level leaving the work at STP to focus on
creating a framework to support development of
ACOs and supporting the accelerated implementation
(delivery) of high impact demand management
initiatives (e.g. Right Care).

How will the change be lead?

9AftSSYy hQaSINI} o/l
Allianceg Leigh Thompson/Colin Scales
Cheshire & Wirrad Tracy ParkePriest
North Merseyq Tony Woods

[ 201 t¢TBR @ Qi

Andrew Davies, Urgent Care CCT

Members:

Jerry Hawker

'at {



2.1 - Improve the health of the C&M population

Current Position
Management of demand

There is a strong symmetry across all three LDS

plans and a further opportunity to share best practice

andreduceinter-L DS vari ati on. NHS Engl andds
referral management audit (template) suggests

significant variation across three of the LDSs with

respect to implementation of the eight high impact

changes.

The high impact change areas being adopted across

the LDSs include:

A Medicines management (£66.6m)

A Referral management i implementation of eight
demand management high impact changes for
elective care (£61.5m)

A Implementation of Right Care (£42.5m)

A Continuing healthcare (£16m)

(indicative values)

These are predominantly flagged as business as
usual efficiencies within CCG plans.

Prevention

Three population based prevention projects have

been developed to support reductions in Alcohol _ Blood Total'

abuse / harm, blood pressure and antimicrobial Prevention Alcohol | o cure benefit

resistance (AMR). (2021)
. . o o . I nefi £13.65m £9.5m £23.15m

The first two have identified benefits including Gross benefit

reduced hospital admissio :

i mpacto where appropriate rS‘E"I('JIZi|rr(1e\(/jestment £2.45m £2.5m £4.95m

related violence). AMR will produce more long term

impact. Net benefit at

All are key to the longer term sustainability of the STP ,I&DE:EV\(/eI £4.7m £2.8m £7.5m
i.e. doing nothing runs the risk of increasing our A Alliance £3;n £2.m £5.m
challenge post 2021. A NM £3.5m £2.2m £5.7m

The blood pressure team have identified a number of Total STP net

benefit scenarios associated with the level of benefit (2021) £11.2m £7m £18.2m
increases in diagnosis rates. The table below shows

the low end estimated net benefits i.e. based on a 5%

increase BP diagnosis being achieved i these could

be as high as £9.1m if the higher rates are achieved

of 15%.

Delivery plans for these projects are noted overleaf

10
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2.1 - Improve the health of the C&M population 7 alcohol prevention
and High Blood Pressure Plans

Establish a system wide leadership approach through the establishment of a CM cross-
sector working group(s), networks and collaborations

Detailed business case worked up

Develop and continue to risk register

Develop and implement a stakeholder engagement and communications

Establish a data/outcomes working group

STP demand reduction
(alcohol) steering group

Develop multi-agency approachesto supportc hange resi stant drink
Ensure the provision of best practice multidisciplinary alcohol care teams in all acute

hospitals

Review pathways and commission outreach teams

Enhanced support for high
impact drinkers

Facilitate local agreements with GPs, pharmacy and midwifery to screen patients with staff
offering brief advice and referring to local specialist services as required.

Ensure screening and advice for Making Ever Contact Count includes evidence based
alcohol IBA, and brief interventions such as high BP, smoking cessation, diet and physical
activity.

Large scale delivery of
targeted Brief Advice

Do o[> o[> >

e

Ensure all Emergency Departments across Cheshire and Merseyside collect and share
enhanced assault data to the optimum standards.
A Ensure North West Ambulance Services record call outs related to alcohol and share this
data with relevant local partners
A Ensure local partners collaborate to ensure efficient use of data and considerations of
improvements, including:
A Targeting interventions to prevent violence and reduce alcohol-related harm
A Targeting police enforcement in hotspot areas
A Use of intelligence in the license review process and targeting alcohol licencing
enforcement

Detailed business case write up
Risk register write up
Stakeholder engagement and communication plan developed

Effective population level
actions

STP demand reduction (BP) steering group

System leadership approach is ensured in the delivery of the C&M
strategy

Systematic triangulation and review of cross-sector patient safety
measures is embedded into strategy dashboard

SR NES S

System Leadership approach

)

Population approach to prevention Develop healthy local policy

A Link with community pharmacies, community partners and voluntary
BP awareness raising campaigns sector partners and inform patients and communities of key messages

A Roll out MECC across primary and secondary healthcare settings,
Making Every Contact Count at scale community pharmacies and with non-clinical community partners

A Increase availability of BP machines and Ambulatory Blood Pressure
Monitoring to meet local need

Blood pressure equipment

A Develop education and training programme that utilises Sector Led

Primary care education and training programme s
Improvement principles

. R A Increase uptake of Medicine Use Reviews and New Medicines Services
Medicines Optimisation on antihypertensive medicines

11
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2.1 - Improve the health of the C&M population 7 antimicrobial

resistance
Project

Ensure every Trust, Community Trust [including non-
medical prescribers] and CCG has an AMR action plan

Implement back up prescribing for the treatment of
upper respiratory tract infections

Engagement

Ensure AMR awareness, stewardship and training is
delivered to all prescribers, non-medical prescribers
and health care workers

Support public facing media campaigns to aid and
inform about Antimicrobial Resistance

Implementation of AMR and Stewardship education at
the primary and secondary level

Identify a dedicated Community Microbiologist function
to support AMR Stewardship

Identify an Antimicrobial Stewardship Lead GP

Ensure that every secondary care trust is implementing
PHE Start Smart i Then Focus toolkit

Ensure that every GP Practice is implementing
TARGET (Treat Antibiotics Responsibly, Guidance,
Education, Tools) (best practice recommendations)

Ensure every Trust and CCG has an Antimicrobial
Pharmacist and ensure that they are provided with
sufficient protected time to fulfil this role

Ascertain assurances that community antimicrobial
formularies are confluent with secondary care
antimicrobial formularies and obtain assurances that
community antimicrobial formularies are used by
primary care prescribers

Milestones

A Obtain assurances that every trust has an AMR action plan
A Obtain assurances that every trust has an Antimicrobial Stewardship
Committee
A Implement Back Up Prescribing via Practitioner-Centred Approach or
Patient-Centred Approach
A Audit post implementation:
Establish whether implementation in Accident and Emergency
Departments, Walk-In Centres, Out Of Hours and with Non-
Medical Practitioners is required. Consistency can be
achieved by harmonising access to GP records.
A Prior to implementation, establish whether Healthwatch should
be involved.
A Pharmacy:
A Ensure consistent messages are given by all prescribers and
all pharmacists.
A Ensure pharmacies support the AMR strategy as appropriate
A Care Homes:
A Establish whether the Care Home Hygiene Award Scheme
needs scaling up
A Target all prescribers (medical, non-medical, pharmacists) and
consider including AMR in yearly mandatory training
A Ensure that training addresses and meets the PHE Antimicrobial
prescribing and stewardship competencies
A Local authorities and CCGs engage with any national or international
AMR campaigns and plan local activities to promote the initiative
A Utliset he f-Beg@d 6reesource produced by
encourage a generational change in the attitude to the use of antibiotics
A Ensure protected sessions are available and establish whether these
can be enhanced to a more proactive and accessible clinical advisor
service for GPs and other antibiotic prescribers in the community
A Establish how this resource can be identified and secured, assuming
that the role doesnd6t exist alrea
A Obtain assurances that every trust has implemented the tool kit,
including a ward-focused antimicrobial team
A Obtain assurances that every GP Practice has implemented the tool kit
A Obtain assurances that every trust has a dedicated Antimicrobial
Pharmacist
A Primary and secondary care formularies should dovetail
A Obtain assurances that Community Antimicrobial Formularies exist

and include information regarding Antimicrobial Resistance
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2.1 - Improve the health of the C&M population

1. Improving
the health of

the C&M

Development of ACOs

ACOG6s ar e o rspodipthe developmemnt
of a standardised care model for non-acute care
across the C&M Footprint that includes Primary,
Community, Mental Health & Social Care with a view
to driving & managing demand and pursuing
population health management. We might want to
look at this as a way of enhancing care for medically
unwell and frail patients in particular, by integrating
organisational arrangements, sharing clinical and
financial risk across the system

Ambition - There is significant variation in the
progress made on developing ACOs across the STP;
most are at an elementary stage. St Helens has
made the most progress having commissioned
advisors to consider the options for an accountable
care management system. Further work is required in

most localities to fully define the vision and outcomes.

Care Model - Greater focus could be paid on
ensuring primary care is at the centre of care models
and ACOs are built on GP registered lists.
Additionally, processes to engage primary care need
to be determined. In parts of the system there is
some ambition to build the ACOs around
multispecialty community providers. The connection
between ACOs and already established/proposed
care models in some areas needs to be clearer e.qg.
the Caring Together programme in Eastern Cheshire.

Oct-Dec
2016

population

ACOs*

*or other variations thereof

Delivery Model - There is significant variation in the
form of ACOs being proposed and developed across
the STP. For instance, i
care management systemb
in others a o6partnership
areas there is no defined operating model agreed and
no delivery plans in place for implementation.

Capabilities - Learning should be shared as much as
possible by those areas who are leading in the
development of their ACOs. The process to
understand the capabilities required for the
successful implementation of an ACO is in place in
some areas. Further work is required on the
approach to sharing accountability amongst partners
include risk and gain sharing.

There needs to be a real focus on the development of
an STP wide framework to help design the right ACO
model for each locality.

Each locality is at a different state of maturity i the
potential plan below is an indicative view of the
process and timeline that a more mature locality
might aspire to.

Jan-Mar
2017-2018

Output

Details of work s

Complete readiness

Design framework for development of
assessment

an ACO

C&Mm

Agree the ACO
concept with providers
and commissioners

n
i
0

Establish contracting
and commercial
arrangements

Develop the target
operating model,
business plan and
financial case

ACO

Build and implement

framework for <>
ACOs agreed

Plans

There are a number of next steps to follow on from
the work:

A Need to agree the relevant priorities of the
projects and the associated investments.

A There is an immediate need to agree how
benchmarking intelligence will be provided and
utilised by end November.

A Each LDS should review existing plans against
business intelligence to strengthen activity and
financial modelling and assure schemes against
benchmarked evidence to ensure that plans are
targeted appropriately, by end November.

A The STP should identify a way to support each
LDSP to stress test its business efficiencies
(QIPP) schemes due to the significant financial
variation, by end November.

A Develop a framework document to provide

structured support to fast track potential exemplar

ACOs and provide STP wide guidance and
principles.

Much of this is to be delivered as part of the LDS
plans, and features in their delivery plans, highlights
of which are overleaf.
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2.1 - Improve the health of the C&M population

Each LDS has plans that will tackle demand, enhance prevention, bring care closer to home and radically
improve out of hospital care, the highlights of which are shown below. Full details are in each LDS plan that is
within the supporting documents.Bypr ovi di ng coordination, guidance,
learn from each other and C&M will achieve areater economies of scale.

The
Alliance

Cheshire
& Wirral

Integration of Out of Hospital Provision in North Mersey (Draft)
Towards an Accountable Care System

Aol 2007

i) Transaction of Community Services to new provider arrangements

) Establish governance arrangements for Community Partmership Boards
(borcugh based arrangements)

W) Full imegration of Multi-dsciplinary Community Care Teams

Agnd 2018

i) Comtractusl integration of social care, general practice and mental health
components

#) Outcomes based monitoring for Community Partnersivg Boards

) IMegrated COMMISSIONING arrangerents

Aol 2019
) Further integration of sernvices inchuding voluntary sector and a<ute
sts
ance arrangements for North Mersey out of hospital
ship deveiop

mplementation of single contract for Out of Hospital
s North Mersey
e3 based contact inmtroduced
@l model for Accountable Care System for North Mersey

Alliance LDS — Out of Hospital Transformation

P rogrammes
- Demand .
Out of Hospital Care Prevention at scale Mental Health
Management

Single Point of A single point of open
Access access and referral

alEmal Providing seven day
Integrated services
Community Teams Hypertension

Supporting effective
Anti-microbial discharge from
community care

Self-care
resistance
Care Homes/Frail

Care path for
Elderly P 2

personality disorder
[ Commissioned via accountable care systems models at scale across the Alliance ]
2016 2017 2018
October — December January — December T _
Full design of schemes and Implementation including pilots B E— 'e' ——
llective delivery i and evaluation

The core C&W ambitions by 2020/21 are:

Do Do oo Do Po e Do oI

Implement Cheshire and Merseyside Wide Prevention strategies in Hypertension, Alcohol, and AMR.
Implement Cheshire and Wirral wide prevention strategies for Respiratory conditions and Diabetes.
Implement Cheshire and Merseyside Wide Neurology, Cancer and Mental Health Programmes.

Implement a Gain Share agreement with NHSE for specialised commissioning

Embed integrated community teams by 2017/18 that include General Practice, Social Care and Community
Services that will manage demand effectively throughout Cheshire and Wirral.

Implement high impact demand management initiatives identified by NHSE through our current and ongoing
QIPP Programme.

Implement measures to reduce CHC expenditure by £8m

Encourage and deliver better management of primary care prescribing (through self-care, over the counter
status, repeat prescriptions)

Continue to implement and optimise the benefit of sharing clinical information through the Cheshire (and Wirral)
Care Record.

Establish an approach to deliver Accountable Care Organisations across Cheshire and Wirral.
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2.2 - Improve the quality of care in hospital settings - overview

Introduction consequences. This will be underpinned by
We previously referred to this programme as the very best evidence base and specialist
6Reducing variation and i mpr expdrtiteg qual ity to support
hospital reconfigurationo. A Pilottothenbe expanded through all the

specialities.
There remains a need for C&M to undertake an STP 2. Reducing variation in outcomes
wide review of clinical services, to reduce variation A Clinical effectiveness is at the heart of the
and determine future options for hospital programme to reduce variation in clinical
configuration. Through taking a pan-C&M approach practice and outcomes across C&M.
we can reduce unwarranted variation and improve A Existing programmes of work such as
quality. Advancing Quality (AQ) and Getting it Right

First Time (GIRFT) will be strengthened,
A first step will be to identify how acute care is standardised and harmonised.
performing under its current configuration. This will A Intra-hospital as well as inter-hospital
enable effective and well informed decisions to be variation will be considered
made and will help to identify areas of focus and A Workforce issues through people as well as
opportunity. There is a strong need for a service line- processes will be standardised or harmonised
by-service line review of the current acute care at STP level to manage system as well as
model, in order to generate the evidence and data cultural issues through the assistance of
required to inform an explicit decision to be taken on Health Education England, the North West
the locations of acute provision based through Leadership Academy and the Advancing
analysis of future patient flows. Quality Alliance (AQUA).

A An overarching principle will be achieving
What are the objectives even modest improvements at scale over the
A To maximise the quality of care delivered in whole C&M and reducing the variation that
hospital settings. exists.

A To provide the guidance and principles upon
which work around hospital services will be
delivered at LDS level.

Why is this programme important?
There is a wide variation of the quality of care across How will the change be lead?
C&M 1 this is not acceptable and our population

should expect the same quality service and outcomes Sponsor: Simon Constable
wherever they live in C&M.
Hospital care is expensive i we should only be

treating people in hospital when it is evidenced that Members:  Alliance- Ann Marr

their outcomes will be better by treating them there. Cheshire & Wirral David Allison

Improving care is at the forefront of our STP N Mersey- Steve Warburton/Fiona Lemmens

ambitions, and delivering effective, safe and efficient [ 201 t-TBR2 @Q

care in hospital settings is a core principle. Andrew Davies, Urgent Care CCT
{AY2Y .lylaz 22YSy 9

What is the scope of the work
There are two STP Level projects:

1. Technical solutions for the C&M system:
A Critical decisions developed by specialist and
technical expertise which exists already in the
clinical networks or Vanguards for new
models of care (e.g. Urgent and Emergency
Care and Womendés and Childrends Health)
A Agree the best clinical models across C&M
and their detailed specification, which will
include access issues, consideration of co-
dependencies and the un-intended
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To date, this thinking has largely been driven at the
LDS level with little consideration of hospital
reconfiguration across the C&M-wide footprint.

However, we believe there is benefit and the financial
imperative to undertake this thinking at C&M level to
deliver a consistent clinical service across the STP
footprint.

We recognise that the current acute configuration
within this footprint is unsustainable. This is perhaps
most evident in Cheshire. The number of tertiary
providers in Merseyside presents an atypical challenge
and opportunity as well.

Given the importance and sensitivity of this area, our
first task is to instigate a service by service review of
the acute care model.

This will be a single programme of work that will run in
parallel to the emerging LDS-led reviews and work
undertaken by the NW Specialised Commissioning
team.

Our view is that the definition and specification of the
local District General Hospital will be sustainably
supported through a network of specialist provider
services, making a virtue
of tertiary centres. This big idea is underpinned by
health and social care integrated at the core.

The review will be undertaken rapidly with an outcome
on the direction of acute provision being available for
the next stage of consultation by March 2017 (subject
to further discussion and agreement).

Work is underway with AQUA to identify from an
international and national evidence base the areas in
which reduced variation would give the maximum
potential in addressing the quadruple aims of the 5YFV
across the whole of C&M. The output of this work is
expected in late 2016. In addition one of the early
scoping pieces of work across the STP through the
local delivery systems is to identify where there are
already plans implemented or in train to reduce
variation and/or implement hospital reconfiguration, to
ensure that outputs and outcomes are known,

Nov - Jan

Phase 1 i Evidence generation &
research

A Agree methodology & plan

A Formalise governance (clinical and non-

clinical)
A Carry out service line reviews
A Capture and organise evidence

NHS

2.2 - Improve the quality of care in hospital settings 7 delivery plans

understood and assessed and adopted at pace and
scale utilizing a range of clinical, managerial, patient
and other change agents and supporting systems that
are already in place.

The engagement strategy for this workstream is critical
to its success in delivering against the quadruple aims
of the 5YFV. The approach, with the appropriate level
of programme management support and resource to
oversee the progress of engagement, is to utilize
existing networks of clinicians across primary and
secondary care, other staff across the health and care
system, and patients and carers to create a dialogue in
the design of the priority work programmes (utilizing
the intelligence identified above as an input) and
identify, at a range of levels, change agents who have
experience and are motivated to influence at a range of
levels. So in addition to the necessary scoping of
areas of focus for this workstream both in terms of
existing improvement work in the STP area, and
national/ international evidence base, we will undertake
a piece of scoping around the existing engagement
fora in order to enable face to face discussion about
areas of focus. We see the STP Clinical Congress as
a key engagement mechanism for clinical engagement
aBrﬁ; wi[%

and within LDS level. We will also, in conjunction with
the STP workstream area around ways of working,
explore the possibility of digital collaborative platforms
to maximize engagement.

This review will focus on how acute provision will
synergistically work within the construct of a demand
management system (and potential ACO-driven
environment), as well as embracing new technology
such as tele-tracking to create individual control
centres capable of having visibility across multiple
providers who exist in a networked way. The review
will consist of 2 phases of work as shown below:

Jan - Apr

Phase 2 1 Analysis & outputs
Design options for future acute care
provision
Build strategic outline case for each
option including benefits and Rol
Agree method for option selection
Prepare for review
Create delivery roadmap

Slisting efvbries Brificiand, falidlidry &0 hor
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2.2 - Improve the quality of care in hospital settings i LDS plans

Whilst there is clear benefit in developing this thinking at STP level there remains a great deal of similar work
across the three LDSs, supported by work in the cross cutting clinical programmes that will also inform potential
solutions.

The highlights from the LDS plans shown below are designed to drive out variation, improve standardised levels
of care and configure hospital services in a way that best provides efficient quality care.

North Mersey

A more granular plan is included inthe NM LDSplan.bui It from well established pl ¢
Liverpool 6.

OBC for Royal Liverpool & Aintree

merger, including proposals for SCTlgEtE arErpeT = Complete adult acute

single service reconfiguration 18. _Adlflt acute singl_e service reconfiguration
Hospital Service Implement Orthopaedics & Upper SEIIEE THIL Bl e Implement LWH

Gl single service and single Cancer commence 18/19, reconfiguration
Reconfiguration MDTs Complete commissioner

Decision on configuration of review of S&O services - Implement S&0O
women'’s and neonatal services— March 18 reconfiguration

June 17

Review of Services at Southport & Ormskirk NHS Trust

NHS Southport & Formby CCG will lead a review of the services provided by Southport and Ormskirk NHS
Trust, the outcome of which is to ensure long term clinical and financial sustainability and to meet the particular
needs of this population. The review process will be conducted by a multi-stakeholder partnership that will
develop a case for change which will inform plans for the future of these services.

A Process, Governance and Stakeholder Mapping (Jan-March 2017)

A Case for Change (April-June 2017)

A Pre-consultation engagement (July-September 2017)

The Alliance

The Alliance has developed a vision for hospital reconfiguration, and started to develop a range of options. A
plan for the assessment and design of these services will be completed by December.

M
L
: D Lower Acuity/
P C
prmarycor | Complex Cae
Sl Es = || Escalation Lower Acuity/ Escalation Higher Acuity/ Escalation )
| Complex Care Complex Care Tertiary Highest
. - ] Aecuity/
Primary Care De- Lower Acuity/ De- Higher Acuity/ De- Sl Complexity
v Gl SComplex Care eI Complex Care escalation
!

Primary Care

| Acute Care: Reducing Variation and Improving Quality

Lower Acuity/
Complex Care

Self Care & Responsibility

I
I
|
NWAS Support
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2.2 - Improve the quality of care in hospital settings i LDS plans

Whilst there is clear benefit in developing this thinking at STP level there remains a great deal of similar work
across the three LDSs, supported by work in the cross cutting clinical programmes that will also inform potential
solutions.

The highlights from the LDS plans shown below are designed to drive out variation, improve standardised levels
of care and configure hospital services in a way that best provides efficient quality care.

Cheshire and Wirral

C&W have a short term plan to rapidly address variation and reconfigure hospital services across Cheshire and
Wirral

Hospital Services in Eastern Cheshire

The Caring Together programme is a well-established transformation programme within Eastern Cheshire. The
programme aims to improve the health and wellbeing of the local people by implementing enhanced integrated
community care supported by clinically and financially sustainable hospital services.

Extensive modelling work has been completed and indicates that transforming just one segment or service of the
local health and social care economy will not be sufficient to address the challenges the economy is now facing.
Instead a system-wide solution is needed. The Caring Together Programme Board met with system regulators
(NHS England and NHS Improvement) on 17 October 2016 and agreed to complete financial modelling on two
care model options.

The two options are based on clinical and financial sustainability of hospital services at East Cheshire Trust,
taking into account clinical dependencies and the impact these options have on the development of enhanced
proactive community care for the local population.

Options for the future of high risk general surgery are currently under review and The CCG is working with East
Cheshire Trust to assess compliance of the Healthier Together standards from April 2017.

The modelling of Options 1 and 2 including capital requirements and potential impacts of tariff plus
payments/MFF will be completed by the end of 2016 with the findings being presented to the Caring Together
Programme Board and NHSI/NHSE for a final decision in early 2017.
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