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Executive Summary
Background to engagement
NHS Liverpool Clinical Commissioning Group (LCCG) is responsible for planning and buying local health
services, including hospital and community based services. LCCG is leading a programme, Healthy Liverpool,
which aims to transform health within the city. Previous discussions with Liverpool communities have
confirmed 5 priority areas for change: General Practice (GP) and Community Services, Hospitals, Urgent Care,
Living Well and Digital. From January to March 2016 a range of engagement activities were co-ordinated by
LCCG to gather feedback for the next stages of planning. This covered topics of Living Well - Physical Activity;
GP and Community Services; Life Circumstances Affecting Health; Hospital Services; and Urgent Care. Digital
issues were incorporated in several of these topics.
In order to fully understand the implications of creating such a shift, a number of public engagement activities
were held across the five themes:

Priority area
Physical Activity
GP and Community services
Life Circumstances Affecting Health
Hospital Services
Urgent Care

Number of
survey
responses
925
1,090
322
1,385
384

Number of participants
involved in community
engagement events
~2,100
2,069
979
1,741
25

Number of
engagement
partners
13
10
10
8
1

Voluntary, community and social enterprise (VCSE) organisations were commissioned to conduct
engagement activities with a wider variety of people in Liverpool (see Appendix 1 for list of VCSE
organisations). There were 4,106 responses across the five surveys and engagement activities involved
almost 7,000 people (some of these people will have taken part in more than activity or completed multiple
questionnaires). The Public Health Institute, LJMU, have provided support in analysing the engagement
findings.

The wider influences on health
Engagement activities revealed that people generally had good awareness of the wider issues which affect
health and wellbeing and the social determinants of health. For example, those who participated in the Life
Circumstances discussion suggested lifestyle, stress and social connections as very important influences on
health. Those who completed the Life Circumstances survey indicated that physical activity, group activities
and hobbies, affordable/healthy eating and finance and debt advice were all important types of support that
could help people stay healthy.
Almost all (93%) of Life Circumstances survey respondents felt it would be helpful or very helpful for the GP
to refer them for wider support, particularly to help address some of the wider issues that affect health such
as lifestyle (diet and exercise), poverty financial issues, social exclusion and loneliness and housing. It was
also suggested that it would reduce mental and psychological ill-health, reduce the reliance on medication
and save the NHS money. Discussion groups agreed and felt this was particularly important for people who
would not actively seek out support. Some felt this would depend on the relationship they had with their GP.
A quarter of survey respondents had seen a health trainer and two-thirds found the health trainer support to
be helpful or very helpful. Discussions around the role of health trainer were positive, with many feeling it
would ease the pressure on GPs and Accident and Emergency departments (A&E). Black and minority ethnic
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groups were particularly enthusiastic about health trainers if they spoke the same language and they were
able to talk to someone about social and psychological issues in their language.
The Life Circumstances survey also asked whether respondents had concerns about funding community
organisations to provide support to prevent ill health and support recovery; just over half had no concerns.
Reasons included being confident these services improve health by addressing wider determinants and
thinking community organisations are effective and cost-effective.

Use of health services
Findings from three engagement topics (GP and Community, Urgent Care and Hospital Services) show that
GPs were the most commonly used health service, with almost all of survey respondents attending their GP
at least once in the year. In contrast, just over half had visited a hospital. Around one-third of GP users were
attending to discuss a one-off injury or issue, with another third visiting to manage a long-term condition.
The GP and Community survey and Hospital Services survey revealed very few people used walk-in centres,
more people used GP surgery. This was echoed in the Urgent Care survey, where most people were aware of
A&E at Liverpool Royal Hospital, and much less aware of the South Liverpool Walk-in Centre in Garston or
the GP out of hours service.

GP appointments and access
For most participants the GP is still the face of the NHS and the service people use most often and will choose
first in most circumstances. The GP and Community survey revealed that same day access to GP was
important for those surveyed and 62% agreed with the proposed system to speak to a GP or nurse over the
telephone prior to arranging an appointment, even if it meant not seeing their own GP or travelling to a
different health centre (a quarter said they would rather wait to see their own GP and 7% would not travel to
a different centre). People had concerns about continuity of care, seeing a male doctor when it was felt
inappropriate or language barriers. This suggests reassurances would be required around this, should the
system be implemented. Some respondents in discussion groups admitted they had resorted to A&E or
hospital because it was easier than waiting for a GP appointment. Most survey respondents indicated they
would be interested in seeing a GP at weekends/evenings at a health centre that may be different from their
usual GP surgery.
The Urgent Care survey revealed that service use had mainly been Monday to Friday during the day. The most
commonly used out-of-hours service was a walk-in centre, with 16% using the walk-in after 6.30pm on a week
day or at the weekend.
Urgent Care respondents were asked about the highest rated services, based on their experience; the
chemist/pharmacy was rated highest, followed by nurse at GP surgery. Lowest rated were GP out of hours
and NHS 111.

Hospital care in the community
Priorities about treatment were covered in two surveys. Across both, those asked how they would feel about
seeing a specialist in a local health venue rather than a hospital generally felt happy with this; just over a third
felt seeing a specialist was more important than location and just less than a third felt it was more convenient
to get support in a local venue. Having the highest standard of treatment and being seen by the most
appropriate staff was considered more important than the location.
Although people were receptive to receiving care in the community, almost all respondents felt it was
important specialist medical teams collaborate and connect to other services that can support them.
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Discussion groups raised concerns regarding the effectiveness and organisation of this system, particularly in
terms of ensuring continuity of care.
People felt that if they were supported within a community venue, ‘communication and coordination
between the different specialists’ was vital, followed by ‘specialists supporting GPs and their community care
teams to understand their needs better’.
The GP and Community survey and Hospital Services survey enquired about follow-up and outpatient
appointments. Most (72%) felt that a GP surgery or health centre would be the best place for tests to be
carried out and for a follow-up or outpatient appointment. However, when asked about seeing specialists in
the community rather than at a hospital 22% preferred the reassurance of a hospital visit. This suggests that
information to support awareness and assurances should be provided to patients, should this be
implemented. Small numbers of respondents suggested community venues would be appropriate for tests
to be carried out (4%) as this was viewed as easier and cheaper to get to. Those who preferred the GP/health
centre felt it was easier to get to, less time was needed for an appointment and they did not need to travel.
Those with long term conditions and cancer were more likely to want to be treated in a hospital rather than
in the community. Respondents with learning disabilities valued continuity of care; seeing the same
consultant or doctor was more important than the venue.
Just over half of respondents supported the idea of not always going to the nearest hospital and
acknowledged that the coordination of services between hospitals may be required to raise standards of care,
however, some raised concerns about travel time and only wanting to go to their nearest hospital. Most
common methods of travel to hospital were by car or bus. Over half would be prepared to travel 15-30 minutes.
The most common time when participants would be prepared to travel to appointments was the off-peak
time of 9.30-15.30 on weekdays, with only 26% saying they would prefer to travel for appointments at
weekends.

Support for people with long term conditions
For the GP and Community survey and Hospital Services survey, most of those who had a long term condition
wanted to receive general health support at their GP surgery or health centre. Most said they would like
routine, ongoing support or when they have a problem with their condition during daytime hours (8am6.30pm) and out of hours (6.30pm-8am). For out of hours support, most people with long term conditions
valued getting an appointment with their own GP as the most important priority.
People with long term conditions within the Life Circumstances discussion groups felt that GPs do not support
them in wider social and psychological issues. Respondents with long term conditions (or with
family/friend/care with a long term condition) within the Life Circumstances engagement were asked what
guidance they received from medical and healthcare professionals. Most common guidance related to
physical activity, connecting with people going through similar experiences, finding a local group or new
hobby and affordable, and healthy eating.

Mental health support
Mental health support within general practice was discussed within the GP and Community survey and
Hospital Services engagement; with almost two-thirds of those with a long term condition feeling they would
value support about worry or depression. Ethnic minority groups felt mental health support needed to be
easier and quicker to access, with some feeling cultural specific services and promotion were required to raise
awareness and support for people with mental health problems.
Those who responded to the Physical Activity engagement were very aware of the link between mental
health and physical activity, with two-thirds feeling that group activities with friends generates the most
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mental health improvement. While there was varying levels of knowledge amongst community engagement
groups of the physical benefits of physical activity, the awareness that it benefitted one’s mental health was
almost unanimous.

Physical activity
The most common form of physical activity amongst survey respondents was walking, followed by
housework. There were differences in people’s understanding of the term physical activity. Most people felt
that formal activities such as running, cycling, gym, football and sport counted most towards being physically
active. Fewer people consider activities such as housework and gardening as physical activity. Older people
viewed chores and daily activities as physical activity, whereas young people viewed this as being formal,
organised sport.
A quarter of survey respondents were active on every day of the week, and around a third were active on
three or less days per week. The lack of understanding of what counts as physical activity may have influenced
these findings. However, people need to be supported to become more physically active. Although many
were aware of its importance for health, many felt that barriers such as time, motivation, lack of access to
facilities, lack of awareness about available facilities, lack of free time (especially women), not have friends or
family who take part, and cost were stopping them from being more physically active.
Respondents cited benefits to health as the most important factor to encourage them to be more active, and
low intensity activities were seen as the easiest to fit into their everyday lives. Over half of respondents
thought incentives would encourage uptake of physical activity. Things such as free gym memberships,
sports kit, free sessions and free transport and monetary incentives were discussed.
Older people discussed barriers such as their long term health conditions limiting the activities they could do,
social isolation and lack of knowledge about what was appropriate for their abilities/age. South Asian women
were concerned about their clothing being inappropriate for sport and their religion limited their willingness
to engage in mixed activities (especially swimming). Free time for South-Asian women who had childcare
responsibilities was a barrier to physical activity.

Telephone/technology
The GP and Community survey and Hospital Services survey enquired about the use of technology and
telephones to support health care. Almost half of people surveyed said they would have preferred to discuss
an issue over the telephone rather than visit their GP, walk-in, health centre or hospital, although 39% of GP
and Community respondents indicated it would not have been better. Reasons for not wanting to talk to a
medical professional on the phone included needing a physical exam or treatment or having difficulties using
the telephone; and some respondents stated they just prefer face-to-face interaction. Discussion groups
raised concerns regarding reliability of diagnosis over the phone and continuity of care (particularly for
minority groups, older people and those with long term conditions). Older participants, those with disabilities
and those who spoke English as a second language generally preferred face-to-face interaction. There was
relatively low support for the use of other technologies and this was rated very low down in terms of health
care support preferences.
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Recommendations
Physical activity
1. Participants were very aware of the link between physical activity and mental health, i.e. that physical
activity improves mental health and that those who are experiencing mental ill health are unlikely to
engage in physical activity. LCCG could capitalise on the understanding of the link between physical
activity and mental health in the promotion of physical activity and ensure mental health messages
are as prominent as messages about weight, disease risk and life expectancy.
2. Promotion needs to shift the understanding so that people do not assume “physical activity” needs
to be high impact exercise. When people think of “physical activity” they think of formal activities like
sport, gyms, swimming etc. but the types they can see themselves doing are low intensity.
3. People need support to increase their levels of physical activity. LCCG could investigate ways to
overcome barriers to physical activity such as lack of time, limited funds, difficulty accessing/travelling,
childcare, no awareness of what is available, not having the confidence to try something new and not
having anyone to go with.
4. People need the option to do physical activity that is culturally appropriate and appropriate for
people with disabilities. It is particularly important to offer women only options, childcare facilities and
options where women can wear dress appropriate to their religion. People with learning disabilities also
require particular support and appropriate services. Funding services through local, trusted faith and
community groups may promote uptake.
5. Explore other options for incentives and rewards for increasing physical activity. Just over half of
survey respondents felt incentives and a reward system would encourage people to become physically
active which indicates incentives may not be effective for everyone. Also consider piloting schemes where
people are offered free gym memberships, free sports kit, free sessions and free transport.

GP & community services
6. Increase opportunities for same day access to GP. Generally people were happy to travel to another
practice if needed but a core group of people (especially older, minority ethnic groups, those with
disabilities and long term conditions) want to only see their own GP so patients prefer to have a choice.
7. Work with general practice to improve appointment systems to reduce frustration for patients. Online
booking is not appropriate for all patients so offering different ways of booking same day appointments
is needed. Working with patients to find out the merits of different systems is important.
8. Pilot schemes where patients travel to nearby GP services for an out-of-hour appointment. Patients
were generally happy to travel to another surgery if it meant they could see a GP at the weekend or in the
evening.
9. Explore how out-of-hours GP services can be accompanied by a close and easily accessible pharmacy
so that patients can collect medication and do not have to wait till the next day until a pharmacist is open.
10. Offer telephone consultations but do not make them mandatory. Some people were in favour of
telephone consultations but some participants, especially older people, ethnic minority groups and those
with long term conditions were reluctant to use technology and prefer to communicate face-to-face.
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Wider determinants of health
11. Pilot schemes for GPs to refer patients for additional support for the wider issues that can influence
health such as debt, social support, diet, exercise, loneliness/isolation, housing etc. There was strong
support for this system and LCCG could fund health trainers or community organisations to deliver this
support. Any utilisation of community groups would need to properly funded and patients reassured this
was not diverting funds away from core NHS services.
12. Explore options for funding community organisations/health trainers to support patients in languages
other than English, especially important to provide culturally appropriate support for Muslim women.

Hospital services
13. Hospital specialists and consultants could offer appointments in a community venue or GP surgery.
However, patients want to be given an option as some participants, especially those with cancer, long
term conditions and learning disabilities, want the reassurance of a hospital visit.
14. If cared for by GP in combination with hospital specialists LCCG should implement robust systems to
ensure there is good communication and coordination. This systems needs to be communicated to
patients to reassure them and reduce anxiety.
15. Any further engagement activities about hospital services need to be clear on the proposed plans
and changes that will be experienced by patients. There was confusion and frustration amongst
participants and very little understanding of how hospital services are currently coordinated and
commissioned with little understanding of how things could change.
16. Further engagement may be needed on whether hospital services can be combined and participants
travel further to get specialist care. Participants were divided on whether they would be happy to travel
to hospitals further away from their home even if it increased quality of care. However, LCCG needs to be
aware that most people would prefer to travel a maximum of 15-30 minutes.

Urgent Care
17. There is little awareness of opening times or what services are offered at walk-in centres compared to
out-of-hours general practice. Further promote the walk-in services and when it is appropriate to use
this service instead of GP or A&E.
18. There was lower awareness of urgent care services and when it is appropriate to use them in BME groups.
LCCG could target promotion of urgent care services at BME groups to reduce inappropriate use of
A&E and increase use of walk-in centres.
19. Promote use of community pharmacies as a first point of call for minor illnesses and injuries. Pharmacies
were highly rated by participants but are underutilised.

Mental health
20. Mental health services should be made easier to access without long waiting times. Referrals to
services need to be made easier with more support available for low level support.
21. Mental health and wellbeing services should be culturally appropriate, LCCG could explore providing
support from counsellors/mental health workers who speak other languages.
22. People with long term conditions need further support for their mental health and the wider social
impacts of their conditions. Patients felt GPs focus on the physical side of health and further support is
needed.
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Section 1.

Introduction

1.1 Background to Healthy Liverpool second phase engagement
Text for this section was provided by NHS Liverpool CCG.
NHS Liverpool Clinical Commissioning Group (LCCG) is made up of all the GP Practices in Liverpool. It is
responsible for planning and buying local health services - this includes hospital and community based
services. NHS Liverpool CCG is leading a programme, Healthy Liverpool, which aims to transform health
within the city. The plan has been part of ongoing discussions with Liverpool communities over the last two
years and has 5 priority areas: Hospital Services - Creating a co-ordinated service approach across the city’s hospitals which
maximises clinical staff skills, other resources and expertise to improve the quality of services
available to patients and improve health outcomes and efficiency.
 Community Services – Improving GP and other non-hospital services and the way they interact to
improve access, serve patients better and enable more care closer to people’s homes where
appropriate
 Living Well - Supporting people to become healthier and more physically active
 Urgent Care - To deliver an urgent and emergency care route that is recognisable and clear to patients,
the public and health care professionals that delivers the right care, in the right place first time.
 Digital Innovation - Ensuring all our services make best use of developing technologies.
From January to March 2016 Liverpool communities were asked to comment on the next stage of Healthy
Liverpool planning and in more detail about each of these areas.
NHS Liverpool CCG has a legal duty to involve patients and members of the public in developing policies,
planning, designing and commissioning services and to demonstrate how their views have influenced
decisions. NHS Liverpool CCG must also comply with the Equality Act 2010.
NHS Liverpool CCG is committed to these processes and has mechanisms in place for ensuring engagement
is carried out in an appropriate way, that equalities implications are understood and that both inform decision
making.
This report describes engagement undertaken and the findings to inform development of Healthy Liverpool
and associated improvement plans.

1.2 Aims of Healthy Liverpool second phase engagement
Text for this section was provided by NHS Liverpool CCG.
Each area had separate aims for the engagement period.

1.2.1 Community Services Engagement Objectives
a) Understand how the population of Liverpool and other key stakeholders feel about addressing social
influences on health and wellbeing, particularly a neighbourhood collaborative approach, social
prescribing, centres of wellbeing and health trainer and peer support approaches, in order to shape
this aspect of the programme.
b) Understand the expectations and needs of the Liverpool population in regard to GP access and
increasing access to 7days a week including ascertaining reaction to proposals for locality hubs in
order to shape the final proposals for this change.

Introduction - 8

c) Understand the views of Liverpool people regarding the delivery of care closer to home and the shift
of various diagnostics and treatment services to community settings.
d) Understand how best to take forward the mental health service model including reactions to
proposals and prioritisation.
e) Understand how patient experience and outcomes can be improved for people with Learning
Disability from GP and community care, health checks and hospital care.

1.2.2 Urgent Care Engagement Objectives
a) Better understand who is using urgent care services, why and what they want from services
b) Understand how 7 day access to primary care GP services might reduce demand for urgent care in
other settings and how people respond to proposals for this.
c) Understand how people feel about urgent care centres.

1.2.3 Hospital Programme Engagement Objectives
a) Understand how Liverpool people feel about a co-ordinated service approach across the city to create
one team and service for specialist areas.
b) Understand how Liverpool people feel about hospital specialists working more closely with
Community Care Teams and others.
c) Understand attitudes to travelling for care and use of digital healthcare.

1.2.4 Physical Activity Engagement Objectives
Aims
a) To understand the barriers to PAS and how to best engage with people in PAS especially with the
most vulnerable and inactive groups.
b) To work with people to influence and shape existing and new innovative initiatives and services that
will meet their needs and support them to increase their PA levels.

Objectives
1. Increase understanding of CCG role and intent and raise awareness of Healthy Liverpool, particularly
the Living Well goal.
2. Raise awareness and understanding of the benefits of physical activity and the amount of physical
activity needed to benefit health.
3. Understand what people think of as constituting physical activity and attitudes towards physical
activity.
4. Understand the barriers to being active that people currently face and how this varies for different
groups of people.
5. Understand what changes or support would motivate people and enable greater physical activity and
how this varies for different people.
6. Understand how people receiving treatment or recovering from cancer feel about physical activity as
part of recovery, what types of activity would be most attractive, what support to increase/maintain
physical activity they would like and where..
7. Understand how people perceive the role of mental health and wellbeing in enabling/inhibiting
people to be more physically active.
8. Understand experiences of how physical activity can best improve/sustain mental health and the
interdependency between these.
9. Understand if there are particular types/approaches to physical activity which are more beneficial for
mental health and wellbeing e.g. group activity.
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10. Understand how to increase lifelong participation in physical activity
11. Understand whether incentivising physical activity and/or wellness schemes would be supported by
people and if they would be likely to increase physical activity and if so what kinds of incentives
12. Ensure diverse communities of Liverpool consider proposals and improve content so that they are
appropriate to support reduction in health inequalities
13. Make the engagement activity a positive experience for health and wellbeing
14. To identify individuals/groups who may wish to be involved in further discussion

1.2.5 Digital Engagement Objectives
It was originally intended to discuss person held health records in this period of engagement however this
was delayed while national issues affecting this were resolved. Engagement for community and hospital
services included issues of using technology and sought to understand how people feel about this.

1.3 The population of Liverpool
Liverpool local authority (same footprint as NHS Liverpool CCG) is home to 478,600 people 1 . The most
common age group is 16-39 with 39% of the population falling in this group. There are 70,100 people aged 65
and over (15% of the population; figure 1.1). Just under half the population (49.52%) are female; 50.48% are
male.

Population

Figure 1.1 age of Liverpool residents
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Eighty six per cent of the population of Liverpool are white British, 3% are mixed race and 2% are black African
(table 1.1). Seventy one per cent of the population in Liverpool are Christian, 18% have no religion and 3% are
Muslim.

1

Liverpool City Council (2016). Table P6: 2015 Population by Age Band (All Persons) ONS mid-year estimates. Available from
https://liverpool.gov.uk/council/key-statistics-and-data/data/population/
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Table 1.1 Ethnic distribution in Liverpool 2
Ethnic group
White
Mixed
Asian/ Asian
British

Black/ Black
British
Other

White British & Irish
White Other
Mixed
Indian
Pakistani
Bangladeshi
Chinese
Other Asian
Black African
Black Caribbean
Other Black
Arab
Other Ethnic Group

Table 1.2: Religion of Liverpool population3
Per cent of
population
86.3%
1.4%
2.5%
1.1%
0.4%
0.2%
1.7%
0.7%
1.8%
0.3%
0.5%
1.2%
0.6%

Religion
Christian
Buddhist
Hindu
Jewish
Muslim
Sikh
Other religion
No religion
Religion not stated

Per cent of
population
71.0
0.4
0.5
0.5
3.3
0.1
0.2
17.7
6.2

2

Liverpool City Council (2014) Table P5: Population by Ethnic Group 2011. ONS 2011 census data. Available from
https://liverpool.gov.uk/council/key-statistics-and-data/data/population/
3
ONS (2012) 2011 Census: Religion, local authorities in England and Wales. www.ons.gov.uk
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Section 2.

Methodology

2.1 Engagement activities
The text for this section was provided by NHS Liverpool CCG.

2.1.1 Survey distribution
For each of the five areas a survey was developed to help gather Liverpool communities’ views regarding the
issues. Surveys were distributed to partner organisations for circulation, emailed widely to previous
participants, NHS staff and to voluntary and community partners for circulation. In addition community
organisations working directly with LCCG shared and supported completion of the surveys. Praxis also
assisted in gathering views by engaging people in health care settings in one-to-one interviews to complete
the questionnaires. The survey was available on-line on LCCGs website and was available in a variety of
formats and translated in to various other languages. All questionnaires can be viewed in the appendices.

2.1.2 Community engagement partners
NHS Liverpool has a network of community organisations who support LCCG’s aim of engaging widely and
hearing from the diverse communities across Liverpool. The Social Value and Engagement team at LCCG
invited relevant VCSE partners to make proposals for engaging their communities in each of the topic areas.
A total of 35 local community organisations were involved in sharing information and asking for views in their
communities. Activity undertaken included community events and discussions, film making, role plays,
forum theatre and physical activity days. See Appendix 1 for description of the community engagement
partners.

2.1.3 Additional data sources
LCCG also organised nine public events as set out below to share information and seek views from Liverpool
communities. Discussions were framed around the engagement questions and all discussions were written
up for each topic area. At the majority of events participants also had an opportunity to vote on the key
questions for that topic.
Engagement topic
Date of event Venue of event
Community Services – Social Model & GP/Care Closer
26.02.16
Oakmere Community
College
Community Services – Social Model & GP/Care Closer 18.02.16
Quaker Meeting House
(PPG)
Community Services – Social Model & GP/Care Closer
02.03.16
Quaker Meeting House
Community Services – Social Model & GP/Care Closer
10.03.16
Toxteth Town Hall
Hospital Services
16.03.16
Alt Valley
Hospital Services
03.03.16
Kensington Fields
Hospital Services
25.02.16
Quaker Meeting House
Urgent & Emergency Care
17.03.16
Quaker Meeting House
Urgent & Emergency Care
18.03.16
Bridge Chapel Centre
LCCG also made extensive use of social media and traditional media to share information and publicise the
opportunity to participate. The most viewed Facebook items were Animation (1,650 views, 16% completed),
Urgent and Emergency Care Vox Pop (751 views, 27% completed), Digital Care and Innovation Vox Pop (471
views, 31% completed) and Hospital Services Vox Pop (449 views, 31% completed). On YouTube the most
popular videos were Animation (942 views) and We share because we care (973 views). People engaging with
Facebook were mainly female (77%) and Twitter had 3,500 impressions a day (number of times users saw the
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tweet on Twitter). For more information see Appendix 2. Examples of the animations can we seen at
www.liverpooltalkshealth.info/healthy-liverpool.
Mental Health is an important priority for LCCG and during this engagement phase, the Mental Health
Consortium held a large stakeholder event to discuss the new mental health model for Liverpool. The
recommendations from this engagement are reported in section 4.3.12 and the full report on this event is
provided in Appendix 3.

2.2 Analysis
2.2.1 Surveys
Paper surveys were entered onto spreadsheets at LCCG or Praxis. The five separate data files containing
cleaned paper and online survey data were sent to Public Health Institute securely. Each survey was cleaned
further and analysed.
For each dataset full postcodes within the north-west region were mapped to CCG area. Any postcodes from
outside the region were not allocated to a CCG and were recorded as unknown/no answer. Incomplete
Liverpool postcodes (i.e. L8) were allocated to Liverpool CCG area if all of that postcode fell within the LCCG
boundary. Postcodes that crossed boundaries (i.e. L9 is split between NHS South Sefton and NHS Liverpool
CCGs) were not allocated a CCG.
Each survey was analysed separately. Respondents may have answered more than one survey and answers
were not linked across the surveys. Data analysis was conducted in SPSS Version 23 using descriptive
statistics for the quantitative questions. Thematic analysis was conducted on the open text questions and
these are presented with illustrative quotes. Survey responses were copied directly from the survey (paper
and online); in order to ensure meaning was not changed no corrections were made to any spelling or
grammatical mistakes on the quotes.
All figures and tables using survey data are labelled with the exact question from the survey to ensure
transparency of reporting. In the figures and graphs percentages are presented as of those who answered the
question; those who provided no response to a particular question are excluded from the analysis of that
question.

Equality and diversity
For each questionnaire four key questions were examined to understand if there were differences between
groups based on protected characteristics (Equality Act 2010). These questions were identified by LCCG and
this information can be used to inform any future equality impact assessments. Only seven of the nine
protected characteristics were monitored on the survey; pregnancy/maternity and marriage/civil partnership
status were not collected. The respondents were grouped into simplified categories to allow comparison:









Lesbian, gay and bisexual (LGB) respondents compared to heterosexual respondents
Black and minority ethnic groups compared to all white British respondents
Females compared to males
Comparison between age groups – ages combined to analyse
o 25 and under
o Aged 26-64
o Aged 65 and over
Respondents with a religion compared to those with no religion
Respondents with disability compared to those with no disability
Respondents who were assigned a different gender at birth compared to cis-gendered respondents
(those who are the same gender now as the gender they were assigned at birth)
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2.2.2 Community engagement partners
All of the VCSE groups were required to complete a reporting template that outlined their engagement
activities and the data that they collected from these activities. One reporting template was completed for
each priority area about which they had conducted engagement activities. These templates formed the main
part of the data analysis.
Each chapter includes a table of participant demographics for those involved in the community partner
engagement activities. These figures were provided by the engagement partners. The tables include the total
number engaged and those broadly within each demographic group. Numbers will not tally as participants
may align to more than one group (e.g. women and religion).
A thematic data analysis approach was undertaken; the data were broadly analysed in terms of the five
‘Healthy Liverpool Priorities’. Each of the templates was read by a researcher who highlighted the key points.
Another researcher checked this for consistency and applied a basic coding strategy that used the five
priorities as the primary codes and then used sub codes to identity further themes within these primary codes.
This was written up and was then read by the first researcher to check for consistency. Any additional material
provided by the community groups was also noted and taken into consideration if it provided any additional
value to the data from the VCSE templates.
The data provided through the VCSE activities posed several issues in terms of analysis. Firstly, because the
various VCSE groups used different activities in terms of how they engaged with their participants (e.g. films,
voting keypads, and one-to-one interviews) very different types of data were produced. This meant that it
was challenging to provide a consistent analysis method for the data. Secondly, the way the data was
presented was inconsistent across the different VCSE engagement groups; some groups provided very
detailed reports with quotes, their synopsis of the discussions and attachments and other groups provided a
brief write up of the key findings and activities. Furthermore, some of the VCSE groups also included a write
up of the questionnaires that they collected and interspersed this with discussion findings. We have tried to
keep this separate as it was included in the main survey analysis but there could have been some overlap if
this had not been made clear enough. Some of the VCSE groups provided much more in-depth data with
quotes from participants and for this reason they may have been cited more in the data analysis. The overview
findings are from all groups included in the activities about that topic, the large number of quotes from a
minority of organisations is due to how data was reported.

2.2.3 Other data
Learning disability engagement
As part of a wider engagement exercise LCCG commissioned three community groups to engage with people
with learning disabilities on the key topics of Healthy Liverpool. Due to the timeframe and scale of this
engagement exercise full analysis of this data will be conducted separately. For this report a brief synopsis of
the key findings of this exercise is included in a box at the end of each relevant chapter.
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Sections 3 - 7: Findings (divided into theme)
This findings section is divided into five chapters based on the priority areas for engagement. Each of the
chapters begins with an overview of the key findings and information on the demographics of those who took
part in the survey and engagement partner group discussions. The full findings in each chapter include the
feedback from all engagement activity.
The five priority areas are:
Section 3 - Physical Activity
Section 4 - GP and community services
Section 5 - Life circumstances affecting health
Section 6 - Hospital services
Section 7 – Urgent Care
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Section 3.

Physical Activity

Picture 1: Community engagement event at Al Ghazali Multi-cultural Centre.
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3.1 Physical Activity Key Findings
Background to engagement
Physical activity is known to be an important factor in improving physical and mental health and reducing the
risk of various health conditions. LCCG aimed to understand a range of responses to physical activity in order
to influence plans for improving physical activity to better respond to community need, particularly
vulnerable and minority groups. Liverpool City Council carried out market research in the wider community
in order to also shape joint plans between LCCG and LCC to increase physical activity in the city.
The survey was completed by 925 respondent, of which 642 (87% of those who provided information) were
resident in NHS Liverpool CCG. Over 2,100 participants took part in discussion groups with 13 VCSE
engagement partners.
Understanding what is physical activity
 Survey showed that more active formal activities such as running, cycling, gym, football and sport
were the activities most people thought counted towards being physically active. The gentle everyday
activities such as gardening, housework and things people do as part of their job were considered
physical activity by fewer people. Interestingly, walking was the most commonly chosen activity in
question 1 so although this is gentler and part of everyday activity it is still thought of as physical
activity.
 Older people in the community engagement groups saw chores and daily activities as physical activity
but many other groups across many cultures believed physical activity is more active things that raise
your breathing rate. Younger people tended to think of physical activity as formal, organised sport not
every day active tasks.
 Some participants whose first language was not English had difficulty with the term ‘physical activity’
but understood the word ‘exercise’ – however they then equated exercise with sport or gym like
activities.
 Need to shift understanding of what is physical activity
Current levels of physical activity:
 A quarter of survey respondents were physically active 7 days a week, however a third were physically
active three or fewer days per week.
 Walking is the most common current physical activity (77% of respondents) followed by housework
(56%); formal sport and exercise were done by fewer people.
Understanding of the benefits of physical activity
 The survey showed people strongly agree that physical activity is good for mental health/wellbeing,
an important part of being healthy and important to maintain a healthy weight. When combining
agree and strongly agree categories, healthy weight becomes the most important way survey
respondents describe the benefits of physical activity.
 Generally those involved in community engagement understood why physical activity is important.
BME groups, especially older groups, had a lower knowledge of the benefits of physical activity.
Barriers and motivators to physical activity
 The survey mainly focused on motivators and encouraging people to take up physical activity rather
than focusing on barriers. More information about barriers were covered by the community
engagement activities.
 The most common factors that influence survey respondent’s level of physical activity included free
time and motivation. Other important factors were having friends who are active, lifestyle and prices
of activities are too high.
 The physical activity that survey respondents were most likely to see themselves doing were mainly
low intensity activities that people do as part of their everyday lives and lower intensity sports,
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including; walking for leisure; taking the stairs; gardening/housework/DIY; low intensity exercise
classes; and swimming.
 The survey respondents were given open text space and asked what appealed and what did not appeal
about a variety of activities. For physical activity to be appealing people need; a variety of options for
activities and session times to fit in around their busy lives; activities to be inexpensive; activities that
provide the opportunity to either engage independently or with friends and family; and for there to
be childcare provision at activity sites. In addition, low impact and intensity activities are more
appealing to people who are older, have injuries or illnesses or have low confidence concerning their
fitness.
 Factors that would help people become more active included finding ways to fit activity into daily
routine, being able to do activities with friends and family and improvements in local area. The factors
that the fewest people chose were access to childcare, competitions and incentives and prizes (further
discussion of incentives below).
 Group activities appealed to almost three quarters of survey respondents. However when all
participants were asked about what kind of groups appealed there was a lower agreement on which
groups would help – groups for people with similar wants and needs appealed to the most people
(42%) followed by women only groups (30%) and family based groups (27%).
 Despite most survey respondents stating physical activity is good for mental health, the most
important factor to encourage people to take up or keep up physical activity was benefits to their
physical health (n=312), followed by benefits to their mental health (n=142).
 Walking, and using stairs more often were seen as the easiest and most likely activities people would
do. Swimming was third highest activity that people see fitting into their life.
 Barriers discussed by community groups included:
o Lack of access to leisure centres/facilities – due to proximity, transport or cost
o Lack of knowledge of the activities available
o Lack of free time, especially for women with children.
o Parks not being clean, appealing or safe for walking
o Not having friends or family who were not involved in physical activity
o Lack of confidence, low self-esteem and no belief in one’s ability to do sport.
o Older people discussed barriers such as their long term health conditions limiting the activities
they could do, social isolation and lack of knowledge about what was appropriate for their
abilities/age.
o Some sports were thought to be gender specific and some young women felt sport was not
appropriate for women and they were worried about being ridiculed.
o Specific issues were faced by BME groups:
 South Asian women were concerned about their clothing being inappropriate for
sport and their religion limited their willingness to engage in mixed activities
(especially swimming)
 Free time for South-Asian women who had childcare responsivities was a barrier to
physical activity
Incentivising physical activity
 The survey proposed the use of incentives to encourage people to take up physical activity. Support
for this was mixed with 55% of participants agreeing they are a good idea, 16% disagreeing and 29%
being unsure.
 The community groups generally thought incentives were a good idea to increase uptake of physical
activity. However they talked about broader incentives such as free gym memberships, sports kit, free
sessions and free transport, as well as monetary incentives such as rewards, voucher schemes and
discounts. Monetary incentives were thought to not be enough to overcome issues around lack of
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confidence and some middle aged and older people thought a personal trainer, gym buddy or social
support might be more effective.
Physical activity and mental health
 Survey respondents were very aware of the link between mental health and physical activity; 63%
strongly agreed and 34% agreed that being in good mental health makes you more likely to take part
in physical activity. Eighty three per cent felt that being physical active helps improve your mental
health.
 Two thirds of people felt group activities and activities with friends generates the most mental health
improvement. One-to-one support and peer support would help them become more physically active
if they were experiencing poor mental health.
 While there was varying levels of knowledge amongst community engagement groups of the physical
benefits of physical activity, the awareness that it benefitted one’s mental health was almost
unanimous. It was thought help by improving social life, reducing isolation and loneliness.
 The community engagement groups felt the options of one-to-one support or group activities were
important as people had different preferences and needs especially when experiencing poor mental
health.
Physical activity and cancer
 Knowledge around the benefits of physical activity in relation to cancer was low. When asked about the
benefit of physical activity, “helps prevent and recover from cancer” was the lowest scoring option with
only 37% strongly agreeing and 41% agreeing and 7% of respondents not answering.
 Knowledge about the benefits of physical activity during cancer recovery and treatment caused
uncertainty in community engagement participants – young people thought physical activity was
important but most groups of older people thought it might be detrimental to your physical health if you
were being treated for cancer.
 However there was agreement across community groups that physical activity could benefit those with
cancer by improving emotional and psychological health - particularly improving mood and feelings of
isolation.
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3.2 Participants
3.2.1 Demographics of survey respondents
Table 3.1: CCG area of residence for those completing surveys
CCG of residence
NHS Liverpool CCG
NHS South Sefton CCG
NHS Knowsley CCG
NHS Wirral CCG
NHS St Helens CCG
NHS Halton CCG
NHS Southport and Formby CCG
NHS West Lancashire CCG
NHS Warrington CCG
NHS West Cheshire CCG
NHS Bolton CCG
Total
No postcode provided/Out of region/Unknown

Frequency
642
42
24
19
6
5
3
3
2
2
1
749
176

Per cent of those who
answered the question
85.7
5.6
3.2
2.5
0.8
0.7
0.4
0.4
0.3
0.3
0.1
100
-

A total of 925 respondents completed the survey. Of those who answered the question or provided a valid
postcode 86% were resident in NHS Liverpool CCG (table 3.1). Less than half of the survey respondents
provided other demographic information so the information; there information below is from those who did
provide this information.

Figure 3.1: age of survey respondent
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The most common age group of respondents was between 45-64 years old (n=123; 13% of respondents who
answered the question).
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Figure 3.2: Sex of respondents

Figure 3.3: Is your gender identity the same as the
one you were assigned at birth4
Prefer not
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Prefer not
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No
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Male
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Yes
95%

Female
63%

Figure 3.4: Sexual orientation of respondents
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Figure 3.5: do you have a religion or belief?
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Prefer not
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6%

Gay/Lesbian
3%
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32%
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Religious
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Sixty three per cent of respondents who provided a sex were female, only six respondents (2%; figure 3.2)
stated their current gender was not the same as the identity assigned at birth. The majority of respondents
(n=294; 84%; figure 3.3) stated they were heterosexual with a minority stating they were bisexual (n=11; 3%)
and gay or lesbian (n=11; 3%; figure 3.4).

4

Prefer not to say option was n=1, therefore percentage rounds to 0%

Physical Activity - 21

Table 3.2: ethnicity of survey respondents
Ethnicity

Frequency

Asian or Asian
British

Black or Black
British
Mixed Ethnic
Background
Other Ethnic
Background
White

Chinese
Indian
Pakistani
Other Asian Background
African
Caribbean
Other Black Background
White & Asian
African & White
Arabic
Any other ethnic background
English British5
Irish
Polish
Other

2
2
3
5
7
3
1
3
4
3
2
256
42
2
17
6
358
567

Prefer not to say
Total
Question not answered

Figure 3.6: Do you consider yourself to have
a disability

Per cent of those who
answered the question
0.6
0.6
0.8
1.4
2
0.8
0.3
0.8
1.1
0.8
0.6
71.5
11.7
0.6
4.7
1.7
100

Figure 3.7: Type of survey completed

Prefer not
to say
3%

Yes
29%
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41%

Paper
survey
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No
68%

The majority of respondents were white British (72%; table 3.2) and 12% were Irish. Of the 313 respondents
who answered the question, 68% did not have a disability (figure 3.6). Over half of respondents (59%)
completed a paper questionnaire and 41% completed the survey online (figure 3.7).

5

Categories combined as survey had separate options for British, English, Northern Irish, Scottish and Welsh
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3.1.2 Demographics of participants involved with community engagement
partners
An overview of the participants involved in discussion groups and other events with community engagement
partners is provided in table 3.3. Eleven engagement partners engaged approximately 2,100 participants
through a variety of methods including one-to-one discussions, group discussions, focus groups and films.
The majority of the partners also distributed the survey. Due to the way the data was provided it is not
possible to separate the number of participants who completed the survey from the number who took part
in discussion groups/other engagement events. The surveys from the engagement partners are included
within the general survey results in this chapter.
In this section the information included in the discussion group feedback comes from the 10 engagement
partners. However, not all partners provided reports with direct quotes. Therefore, the quotes in this chapter
come from a minority of groups but represent the general discussions of the 11 groups.

Table 3.3: Demographics and engagement activities of those involved in community partner engagement
Organisation & engagement
methods used
Bradbury Fields
Focus groups
One to one discussion

Cobalt Housing
Small group discussions

Kaalmo Youth Development
Small group discussion
Event

WHISC
Small discussion groups

Participants that they engaged with

54 participants:
BME communities -20
People with disabilities/sensory impairment – 34
Older people- 54
52 participants:
Men – 5
Women – 18
Older people- 13
Children and young people – 29
People experiencing isolation – 10
Single parents - 2
192 participants:
Men – 9
Women – 9
BME communities -192
Children and young people – 86
Religious belief groups – 104
70 participants:
LGBTIQ – 4
BME communities – 37 (12 Somali, 17 Yemeni, 1 Iraqi,1 Eastern
European, 1 Chinese, 2 Mongolian, 1 Black African, 1 Caribbean, 1
Pakistani)
People with learning disabilities – 5
People with long term conditions – 2
People with mental health issues – 7
Religious belief groups - 33
Refugees and Asylum seekers – 3
Mothers of young children – 10
People experiencing poverty – Most respondents
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Single parents – 1
Women Reach Women
Small group discussions
Film
Events
Photos

233 participants:
Men – 61
Women – 172
BME communities – 233 (137 Bangladeshi, 51 Pakistani, 32 Indian,
13 Siri Lankan)
People with long term conditions –105
Children and young people – 29 (Girls aged 10- 18)
Religious belief groups – 233
People with addiction problems – 50 (smokers)
People experiencing poverty- 50

Alt Valley Community Trust
Small group discussion/focus
groups
Events- Wellbeing Wednesdays

357 participants:
Men – 155
Women – 202
LGBTIQ – 14
Pregnant women - 236
BME communities -40
People with learning disabilities – 6
People with disabilities/sensory impairment – 10
People with long term conditions – 43
People with mental health issues – 5
Older people- 24
Children and young people – 18
Religious belief groups - 209
Breckfield & North Everton Neighbourhood Council
Focus groups
672 participants:
One to one discussion
Men – 109
Women – 83
People with learning disabilities – 18
People with disabilities/sensory impairment – 1
People with long term conditions – 64
People with mental health issues –19
Older people- 74
Children and young people – 32
People with addiction issues – 23
People experiencing poverty – 114
Current users of the service – 135
Genie in the Gutter
Small group discussions
35 participants:
One to one discussion
Men – 26
Film
Women – 9
Events
LGBTIQ – 2
Photos
People with learning disabilities – 4
People with long term conditions – 30
People with mental health issues – 33
Older people- 1
Mothers of young children – 2
Victims of abuse – 21
People with addiction issues – 33
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Homeless people – 5
People experiencing poverty – 34
People experiencing social isolation- 27
Single parents – 4
Healthiness LTD
Small focus groups
Events

Irish Community Care
Small group discussions
One to one discussions
Survey
Photos

Merseyside Polonia
Small group discussions
Events
Film
Photos

Positive Futures North Liverpool
Small discussion groups
Events
Photos

302 participants:
Men – 85
Women – 213
People with learning disabilities – 37
People with mental health issues – 40
Older people- 123
People with addiction issues – 23
People experiencing social isolation – 40
Carers - 22
Total number of participants not given 6
Men – (50?)
Women – (50?)
BME communities - 120
People with long term conditions – (40?)
People with mental health issues – (40?)
Mothers of young children – (20?)
Victims of abuse – (5?)
People with addiction issues – (20?)
People experiencing poverty – (85?)
People experiencing social isolation – (60?)
Traveller communities – (20?) 147
Single parents – (15?)
Carers – (10?)
113 participants:
Women – 89
Pregnant women - 2
BME communities - 113
People with learning disabilities – 3
People with long term conditions –3
People with mental health issues – 5
Mothers of young children – 19
People experiencing social isolation – 30
353 participants:
Women – 353
People with learning disabilities – 3
Children and young people – 353
Children & young people in care/other vulnerable groups – 5

6

Unclear from feedback report exact number of people involved in Irish Community Care activities – these numbers are from their
plans.
7 The number has been taken from information entered in the ‘Reporting outcomes of the engagement activities’ section of the report.

Physical Activity - 25

Voice of Nations
Small group discussions
One to one discussions

35 participants:
Men – 10
Women – 15
BME communities - 33
People with mental health issues – 4
Older people- 2
Children and young people – 8
Religious belief groups – 25
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3.3 Findings
3.3.1 People’s understanding of what is physical activity
Figure 3.8: For each of the activities below, please tell us which you think count towards being physically
active?
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The most common activity that survey respondents thought counted towards being physically active was
walking (n=810). The more formal, strenuous activities such as running (n=739), cycling (n=727), swimming
(723), gym (n=718) and football (n=716) were other activities most people thought counted towards being
physically active (figure 3.8). The gentle everyday activities such as gardening, housework and things people
do as part of their job were considered physical activity by fewer people.
Those in the community group discussions felt activities that were done at a ‘leisurely pace’ or that did not
raise breathing rate were not considered to be physical activity, such as housework, cooking or gardening.
Interestingly this understanding or definition of physical activity was seen across cultures (Merseyside Polonia,
South Asian men, and Indian and Bangladeshi females from Women Reach Women). However there were
some older respondents (such as people from BNENC) that saw daily activities and chores as physical activity,
while most younger people (especially children and teenagers) felt only formal or organised sports and gym
like activities constituted physical activity. Views surrounding whether other daily activities were physical
activity, such as walking upstairs or carrying shopping home (which was seen as a weight bearing exercise by
individuals at Bradbury Fields) varied. However, again, the older generation tended to see these sort of
activities as physical activity. Those whose first language was not English from Women Reach Women had
difficulty with the term ‘physical activity’ but understood the word ‘exercise’, again equating it to sport or
gym like activities.
By informing individuals of the benefits of even daily activities such as gardening and walking this encouraged
some people at ALT Valley Community Trust to take part in these activities even more; shifting the view of
physical activity to highlight the importance of gentle exercise might encourage more people to start doing
physical activity.
Physical Activity - 27

3.3.2 Current levels of physical activity
Figure 3.9: Taking into account all activity you do, how many days a week are you physically active?
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The most common number of days physically active was seven days a week (n=227; 25%) however 34% were
physically active on three days or fewer per week (figure 3.9).

Figure 3.10: On those days you are active, how many minutes are you usually active for?
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Figure 3.11: What sort of things do you currently do that are physically active?
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Walking is the most common current physical activity (77% of respondents; figure 3.11) followed by
housework (56%); formal sport and exercise were done by fewer people. Amount of time spent physically
active was reasonably evenly spread, with the most common amount of time being more than 60 minutes
(29%).

3.3.3 Understanding of the benefits of physical activity
Figure 3.12: Do you think physical activity is…
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Survey participants strongly agree that physical activity is good for mental health/wellbeing (69%), an
important part of being healthy (68%) and important to maintain a healthy weight (68%). When combining
agree and strongly agree answers healthy weight becomes the most important factor (96%) for survey
respondents (figure 3.12).
In general, the communities involved in the engagement were aware of the health benefits of physical activity,
however some understood more than others. Benefits listed ranged from physical (lowers cholesterol, weight,
blood pressure), to social (helps with issues such as isolation and loneliness) to issues of improved self-esteem,
image and confidence.
However there were some groups, such as those from Women Reach Women (specifically Bangladeshi
women and older people) that lacked this knowledge and understanding, with comments such as:
“They (GP’s) tell you do exercise, do exercise, but what do I do? How do I do it? I’m not
going to the gym, it’s not for me, I’ve never been in my life and I don’t plan to either…and
why do I need to do exercise, what for? But he keeps telling me to do it…. But he should tell
me how to do it, how long for, and how... will that help my diabetes, what do I do for high
blood pressure? The same?” (Women Reach Women)
“Why is it important to do exercise, I don’t understand why, nobody tells you why. How
does it work? The doctor should tell you more about it” (Women Reach Women)
Sir Lankan women had similar views and lack of understanding and knowledge, and many South Asian men
were dubious about the extent to which the recommended physical activity could deliver the health benefits
they were told it could. Conversely, the younger generation of Bangladeshi females (girls aged 10 – 18) had
high levels of knowledge of physical activity’s health benefits.

3.3.4 Barriers and motivators to physical activity
Figure 3.13: What kind of things influence how much physical activity you do?
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Figure 3.14: Up to what price is acceptable per hour?
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The most common factors that influence survey respondent’s level of physical activity included free time
(n=625; 68%) and motivation (n=560; 61%). Other important factors were having friends who are active
(n=307; 33%), lifestyle (n=282; 30%) and prices of activities are too high (30%; figure 3.13). Those who
indicated that the price was too high (n= 277; 30%) were asked what was the maximum price they thought
was acceptable; 58% of respondents thought up to £3 an hour was acceptable and 34% thought between £3£5 was acceptable (figure 3.14).

Figure 3.15: What would help you become more active?
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Factors that would help people become more active included finding ways to fit activity into daily routine
(89%), being able to do activities with friends and family (73%) and improvements in local area (73%). The
factors that the fewest people chose were access to childcare (37%), competitions (38%) and incentives and
prizes (42%; figure 3.15)
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Figure 3.16: Which activities can you see yourself doing?
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Outdoor exercise e.g. Boot Camp, Buggy Fit, Green Gym, Family…

213

Exercise video at home

158

Cycle to work (full journey or at least 10 minutes of journey)

158

Use support services for advice on how to get more active

138
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The physical activity that survey respondents were most likely to see themselves doing were mainly low
intensity activities that people do as part of their everyday lives and lower intensity sports, including; walking
for leisure (n=696; 75%); taking the stairs (n=476; 51%); gardening/housework/DIY (n=449; 49%); low
intensity exercise classes (38%; =349) and swimming (n=347; 38%; figure 3.16). Survey participants were
asked to write answers to Tell us why these activities appeal to you and Tell us why the other activities did not
appeal to you. The themes that have come from these two questions were very similar so the information is
presented together.
Ease of accessibility (cost and time)
Many survey respondents noted how they lived busy lifestyles and so activities that would allow them
flexibility to fit it into their routine, or is already part of their routine were seen as preferable:
“Because they appeal to being part of my daily routine.” (Survey respondent)
“Because they're things I enjoy doing and/or they fit with the other commitments I have”
(Survey respondent)
“These are things I do already and don't need a gym membership and which I can fit into an
already busy schedule. I've joined gyms before and just never gone” (Survey respondent)
Additionally those activities that “Don't require too much time commitment” were also seen as preferable.
The cost of the activities also factored into their appeal and so those that cost less were more appealing.
“inexpensive ways to exercise and activities I already enjoy doing” (Survey respondent)
“these activities could fit well with work routine and child can come along. Also relatively
inexpensive.” (Survey respondent)
Conversely if engaging in an activity was seen as expensive then this was a barrier to either engagement or
engaging more often:
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“I like to keep active but don't always have the resources to pay for classes.” (Survey
respondent)
“I already do many of these, I walk to work each day - approx 30 mins each way and I am
active at the gym. Barriers that stop me doing more include the affordability of the correct
kit for exercise...I get through a lot of pairs of shoes walking as far as I do and proper
trainers to prevent injury etc are expensive. Safety of doing exercise/sport at night.” (Survey
respondent)
If the activity was one that they could do it with the family then it would be even more appealing as, as
mentioned, participants spoke about busy lifestyles and how they wanted to spend their free time with their
friends and family as much as possible:
“Ability to carry out with child.” (Survey respondent)
“Can be done with mates and family.” (Survey respondent)
“These are activities we currently do as a family” (Survey respondent)
In fact many listed lack of time, issues with childcare and the cost of activities to be barriers to accessing the
physical activities either at gyms or elsewhere.
Outdoor activities were popular as they were seen to be easy to work into a daily routine as well as some
people could do as a family and not cost money. For some there was a preference over outdoor activities to
indoor gym activities:
“I'm not interested in any sports. Exercising indoors doesn’t make me feel anywhere near as
good as exercising outdoors in a natural green environment.” (Survey respondent)
Some spoke about the availability and times of indoor activities and felt they needed more time options to
enable them to access them:
“I work full time so activities need to be available evening or weekend. I prefer outdoor
activities but like an indoor alternative especially in darker evening” (Survey respondent)
Others had more physical barriers or limitations due to being wheelchair bound.
Autonomy and choice
The availability of a variety of activities and sessions was seen as important to allow people to have flexibility
and options for what times they engaged in the activities. This independence and choice was seen as
particularly appealing:
“I already enjoy doing some of these activities and would like to do more. If there were
more sessions available at the times I could make I would do more. I enjoy exercise and
especially netball but most of the sessions are not near me and I need to work around
childcare and family work patterns so a more varied timetable would be appreciated, I do
have a car and will travel to different gyms for classes.” (Survey respondent)
“I am in control of when I do them so don't have to fit around anyone else” (survey
respondent)
“Can do at times to suit me.” (Survey respondent)
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Having choices also allowed them control of what kind of activity they went to (sometimes dependent on
price) and with whom:
“I already do them, they are non-competitive and not too vigorous. They do not require
partners and can be accessed with or without friends.” (Survey respondent)
“I can do them on my own and they don't cost anything, or very little.” (Survey respondent)
Having choices and autonomy also appealed to those that had injuries:
“WITH NOT BEING ABLE TO MANAGE LEGS TOO WELL, SOME OF THE ACTIVITIES ARE
NOT TOO STRENUOUS AND WOULD BE ABLE TO STOP AT ANY TIME.” (Survey
respondent)
Alternatively it was clear that some people felt that their choices of activities that they would enjoy were
limited which was deterrent from physical activity.
I think exercise should be something you enjoy, I don't feel I would enjoy some of the other
choices. (Survey respondent)
I live too far from work to walk or cycle there and would not like to try to squeeze this into
my half-hour lunch break. I don't enjoy vigorous exercise or team sports as I cannot
compete and feel disheartened. (Survey respondent)
It was also expressed that some people did not enjoy activities where their independence was challenged or
they felt intimidated and lacked control over what they did during the activity and at what pace:
I hate exercise classes and being told what to do. (Survey respondent)
“I've never been able to run. I'm not motivated by activities where people shout at you.
Unless you're already good at sport, it’s hard to get involved.” (Survey respondent)
Social aspect of the activities
As before where for some people if they could involve their family then the activity was even more appealing,
some explicitly said that it was the social aspect of the activities that appealed to them:
“benefits both social and fitness” (survey respondent)
“I like walking. I already attend a gym class 3 times per week - the social aspect is
important.” (Survey respondent)
“Interaction with others, sense of wellbeing, building up confidence” (survey respondent)
Conversely there were also those for whom having to interact with others was actually a barrier:
“i already walk; this saves me money which is in short supply. (ii) i own a cycle but have
been advised not to use it for health reasons. (iii) low/medium/high intensity activities mean
I am with other people; that un-nerves me at present.” (Survey respondent)
The appeal of low intensity activities
Low intensity or low impact activities appealed to people (especially the older generation) as they felt they
were better options due to their injuries or illnesses which they explained limited their options:
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“Arthritis in knee and issues with feet mean can only participate in low impact exercise”
(survey respondent)
“HAVE A BACK INJURY, BECAYSE OF THIS, GENTLE EXERCISE IS THE ONLY EXERCISE I
CAN DO. I DO WALK WHEN I COULD TAKE THE BUS AND WOULD DO MORE WALKING
IN THE RIGHT ENVIRONMENT EG., GREEN OPEN SPACE” (survey respondent)
“I can only do a little bit because of my knees, I love swimming yoga tia chi and a little
walk.” (Survey respondent)
“Low impact as have rheumatism and 60” (survey respondent)
Equally, the high intensity activities appeared to be particularly off putting for those that felt unfit or lacked
confidence in their fitness levels and did not want to be embarrassed in classes:
“Some of them seem for really fit people and those with lots of self-esteem and confidence.” (Survey respondent)
“Sound like I need to be healthier, wouldn't keep up, would be embarrassed” Survey
respondent)
“these are for younger fitter people” (Survey respondent)
While others felt that there was not enough provision of support from staff for those that had issues such as
lack of confidence:
“I cannot do the amount of exercise, I did (up until 2012) due to various health issues which
include severe depression, P.T.S.D. Hypotension. I would like to do a sport,
tennis/swimming but sorely lack confidence to do so I have had a fear of water and would
like to overcome that. I feel it would be beneficial if there were support services available in
these areas to enable me to participate.” (Survey respondent)
There also seemed to be an association of competitiveness with higher intensity sports or activities.
Competition was listed as something that deterred people from activities especially if they were unfit or
lacked confidence:
“My selection contains non-competitive activity which I find demotivating and
unenjoyable.” (Survey respondent)
Additional barriers
Some people had issues with the environments and facilities in which activities took place:
“In buildings like sports centre or gyms, I feel claustrophobic, they always smell of peoples
sweat. I also feel pressured by staff” (survey respondent)
“Safety is a concern for cycling - dodgy drivers and air pollution from diesel vehicles.
Cleanliness is a concern re swimming - pools seem dirty and swimming in a chlorine bath is
no fun.” (Survey respondent)
“I think it is not possible to be active here, because no green spaces in area where woman
can run in Liverpool L8.” (Survey respondent)
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“I would be in control of my environment. Also as a traveller, I would be very uneasy and
claustrophobic being inside a building for any significant time.” (Survey respondent)
Survey respondents were also asked “if you are active regularly, what motivates you to continue with this
activity? What makes it easy for you to keep up that activity?” Responses to this question were very similar to
those above whereby the following themes were mentioned: the activities themselves and their timings need
to be varied and structured so that people could fit them into their busy schedules; activities need to be
inexpensive; activities need to provide the opportunity for people to either engage independently or with
friends and family; there needs to be childcare provision at activity sites; and activities that are tailored to or
take into consideration people who are older, have injuries or illnesses or have low confidence concerning
their fitness. There were additional responses such as the importance of the absence of pain and social
support and encouragement for engagement or continual engagement in physical activity.

Figure 3.17: If there was an opportunity to take part in a group activity with other people like you would this
help you become more physically active?
No
27%

Yes
73%

Figure 3.18: Would any of the following group activities help you become more physically active?
People with similar wants and needs
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Seventy three per cent of survey respondents stated that an opportunity to take part in a group activity with
other people like them would help them become more physically active (figure 3.17). However, when all
participants were asked about what kind of groups appealed there was a lower agreement which groups
would help – groups for people with similar wants and needs appealed to the most people (n= 389; 42%)
followed by women only groups (n=368; 30%) and family based groups (n=250; 27%; figure 3.18).
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Figure 3.19: Which of these most makes you think you would like to keep up or take up being more physically
active?
Benefits to my physical health
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Benefits to my mental health
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Helping manage a long term health condition
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Opportunities to meet people/socialise
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Encouraging my children to be active
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Figure 3.20: What would be the easiest way to bring physical activity into your everyday life?
Walking and or cycling to work, school, shops or getting off
the bus earlier and walking

482

Using the stairs more often

467

Doing activities during my non-working days

324

Doing activities during my working day

300

Taking part in activities on the same day at the same time
most weeks

279

Doing activities at home e.g. gardening, activity DVDs

266

Being more active as part of the social group I am already in

221

Doing activities at the same time as my
children/grandchildren

145

Doing activity in the playground before school starts

64
0

100

200

300

400

500

Number of respondents

Figure 3.21: Thinking about your last answer, what sort of activities could you see fitting in with the settings
you have chosen?
Walking
Using stairs more often
Swimming
Going to the gym
Cycling
Doing excercise at home
Going to an indoor class e.g. aerobics, yoga
Gardening
Running
Playing sport
Dancing
Active play with children
Other
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The most important factor to encourage people to take up or keep up physical activity was benefits to their
physical health (n= 312; 34%) and benefits to their mental health (n=142; 15%; figure 3.19).
Walking and or cycling to work, school, shops or getting off the bus earlier and walking was the most common
way survey respondents thought they could bring physical activity into their lives (n=670; 72%), using the
stairs more often was also popular (n=406; 44%). Playing sport, dancing and active play with children were
the least popular (figure 3.21).
During the community discussion groups a number of barriers to exercise were raised such as cold weather,
lack of access to leisure centres or gyms (due to proximity and cost), clean parks (for walks) and lack of local
activities or knowledge of them (especially Bangladeshi women from Women Reach Women). To improve
access to leisure centres longer opening hours were suggested as well as free transport such as shuttle buses.
In addition, lack of free time was a barrier to physical activity expressed by most groups. Women particularly
face the issue of lack of childcare facilities which prevented them from engaging in physical activity outside
of their daily chores and activities (housework, walking children to school, going to work). In some South
Asian households the husbands had to start work at 5pm as they ran restaurants and take-aways which meant
the women had to be at home in the evenings to look after the children and were unable to go to evening
classes. Therefore it is not surprising that all women from Voice of Nations suggested that providing childcare
facilities (preferably free) near leisure centres or in their area would improve their chances of having free time
to engage in physical activity. Women also spoke of how they would like to be able to do activities with their
children as well.
Older people also faced particular challenges to physical activity such as health conditions (along with their
complications like pain, medication, and joint problems), social isolation and knowledge of what kind of
exercises they could do. Some worried or held the belief that physical exercises would aggravate their health
issues. Older people spoke about how they were interested in doing less strenuous exercise like walking, but
that there was lack of seating in parks or they did not have someone to go with.
Lack of variety of physical activities in the area was also a barrier, especially for girls. It was expressed by
people from Positive Futures that there was not enough activities that would appeal to girls due to certain
sports being ‘gender specific’ to boys. Girls did not want to take part in strenuous physical activities as it was
not seen as a ‘feminine thing to do’ and were afraid of being ridiculed. As explained by a young girl from
Positive Futures:
“It’s ok for lads to be sweaty…and they can just wear anything they want and no one says
anything” (Positive Futures)
Similar issues were discussed by the females from South Asian communities concerning gender issues and
females doing physical activity. Other cultural barriers to exercise were that traditional clothing worn by
South Asians was not well suited to exercise (e.g. saris and head scarves). In addition, females from this
community (especially Muslims) expressed they were either uncomfortable, or forbidden to wear sport
clothing such as shorts or swimming costumes, especially in a mixed gender setting. Again this highlights the
specific gender barriers to exercise which girls face in some communities. Suggestions for female only
activities (especially pool sessions) were suggested.
People’s social environment was also seen to affect their motivation to exercise and therefore their activity
levels. Those whose families and friends did not take part in physical activities tended not to either. As they
explained, it was either not encouraged, not seen as the norm, they feared being ridiculed (especially females
from South Asian groups) or they had no one to do activities with. This was especially seen in minority groups
(Polish and South Asian).
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Lack of confidence was also expressed by all groups. Lack of self-esteem, good body image and belief in one’s
ability to do the exercises contributed to this lack of confidence to take part in activities, especially if they
were alone. Minorities (Irish travellers, South Asians, Polish) seem to face a particular challenge in this respect
as well as older people.
Those that spoke of lack of confidence spoke about how having someone to go with them to activities would
help. This was especially true for those that did not speak English well (Polish), or felt the community did not
accept them and had experienced discrimination (Irish travellers). Culture and gender specific activity groups
(such as Muslim or Polish women) walking groups were suggested. This was felt to address their fear of
walking alone, and insecurities about their English. Again female only sessions for those self-conscious of
their body were suggested (Voice of Nations, Women Reach Women).
Although many people agreed having someone to go with as an ‘exercise buddy’ would improve their
confidence and motivation, whether having a personal trainer or doing activities in a group would be
preferable was debated. While some felt low confidence would make group activities intimidating, others felt
doing activities in a group would be motivating, especially those that struggled with social isolation (like older
people). There was a consensus however that being shown how to do exercises properly (either on a one to
one basis or in a group) did improve their confidence and therefore the likelihood of continuing physical
activity. Being made accountable through either having to go with another or being checked up on via the
phone by someone (Gennie in a Gutter did this) was also seen to increase the pressure and likelihood of
continually engaging in exercise. Having moral support and someone to go with also seemed to encourage
life-long participation as people from BNEC explained this also pressures someone to go to the gym so they
do not let the other person down.
There was also talk (Genie in the gutter) of how if they were able to go to free activities (group or one to one
training sessions) provided by organisations first, this might build up individuals’ confidence to then try a
public gym or leisure centre; provided they had motivational support (such as personal trainer or mentor)
until they felt confident to go to it alone.
To conclude, if the barriers were addressed, especially those specific to certain groups (ages, gender,
minorities) through providing the support and changes mentioned in this theme, this could increase or
promote life-long physical activity.

3.3.5 Incentivising physical activity
Figure 3.22: What do you think about reward systems to encourage people to become more active? We want
to pilot schemes that reward people for doing almost any activity. The rewards can be personal ie. Shopping
vouchers, or can be donated to community organisations or schools. Activity is recorded through apps or
smartcards and there are options for people who don’t have access to smartphones or computers.
Don't know
29%

Reward
systems are
not a good
idea
16%

Reward
systems are
a good idea
55%
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When presented with a proposed use of incentives to encourage people to take up physical activity support
was mixed; 55% of participants agreed this was a good idea, 16% disagreed and 29% were unsure (figure 3.22).
Participants in the community discussion groups discussed how incentives were generally seen as a good idea
to increase physical activity. Mostly focusing on addressing the cost and access barriers, incentives such as
free gym memberships, sports kit, free sessions, free transport, and other monetary incentives such as
rewards, voucher schemes and discounts were suggested. However there were those that felt monetary
incentives would not be enough on their own to get those that lacked confidence to go to the gym. Although
most agreed with the notion of a reward system to increase physical activity there were disagreements. For
example people from the Irish Community Trust were conflicted. People that were middle aged and older felt
that incentives like having a personal trainer, a ‘gym buddy’ or some sort of social support would be better
incentives to get those people that lack confidence to start physical activity initially. Such reports seem to
suggest that perhaps monetary incentives alongside these more support orientated incentives would be most
beneficial.

3.3.6 Physical activity and mental health
Figure 3.23: Being in good mental
health makes you more likely to take
part in physical activity
Disagree
3%

Figure 3.24: How much do you think
being physically active helps improve
your mental health?
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Sixty three per cent strongly agreed and 34% agreed that being in good mental health makes you more likely
to take part in physical activity (figure 3.23). Eighty three per cent felt that being physical active helps a lot to
improve your mental health (figure 3.24).

Physical Activity - 40

Figure 3.25: Do you think there are particular types of physical activity that generate the most mental health
improvement?
Group activity / activity with friends
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Figure 3.26: If you were experiencing poor mental health, what would help you become more active at this
time?
One to One support
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Peer Support/Meeting people also experiencing mental
health issues
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Two thirds of people felt group activities and activities with friends generates the most mental health
improvement (n= 632; 68%) followed by activity outdoors/in green space (n=431; 47%; figure 3.25). One-to-one
support (n=424; 46%) and Peer support/ Meeting people also experiencing mental health issues (n=380; 41%)
would help them become more physically active if they were experiencing poor mental health (figure 3.26).
Survey participants were asked If you were experiencing poor mental health, what physical activities, situations
or places would you avoid? Why is this? and asked to write in their answer. The majority of the comments
focused on the social settings and social interactions involved in physical activity
Some respondents highlighted the link between mental health, confidence and physical activity.
“Apathy and depression make you feel withdrawn and not likely to have the confidence to
exercise” (Survey respondent)
There was a view held by some that strenuous activity would worsen mental health due to the stress
associated with it. There were those who said that they would not engage in physical activities as they did
not wish to mix with others due to embarrassment of their mental health.
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“Anywhere that I would have to make decisions. Not wanting to mix with people.” (Survey
respondent)
“Anything involving social interaction. I'd be too embarrassed and ashamed.” (Survey
respondent)
Gyms were seen as a particular source of anxiety for people with mental health issues and were described as
“intimidating” as well as having a tendency to be busy and full of people that they would compare themselves
to:
“Activities involving crowds or showing off body parts [which might reduce or accentuate
body image issues.” (Survey respondent)
For some even the interaction of one to one training sessions was too overwhelming. There were also people
who described a fear of feeling excluded from what they perceived to be regular gym goers:
“Activities where everyone else appeared to be fit and to know everyone and I would be on
the outside” (Survey respondent)
“Clicky situations - where they make you feel not part of it or take the mickey because you
aren't at the same level” (Survey respondent)
In fact, it was clear that any situation that might encroach on individuals’ insecurities or lack of confidence
were a source of anxiety for them.
Again, competitive activities seem to be particularly off putting:
“Competitive activities, as they don't make me feel good at the best of times!” (Survey
respondent)
“Anything team related, anything too strenuous and anything with an objective mainly due
to confidence, anxieties, depression etc.” (Survey respondent)
Some explained that they were afraid of not meeting people’s expectations and letting them down which
would cause them to feel guilty:
“Team sports or activities in case I let people down.” (Survey respondent)
This was seen to cause pressure and stress making competitive activities even less attractive.
Although it would seem that people would then prefer activities that they could do on their own, there were
participants that highlighted that sometimes neither situation is ideal:
“Indoor, solo activities as they isolate you from everybody else. Conversely, group classes
with those you don't know perhaps. May force you to start comparing your performance
and physique to others in a negative way.” (Survey respondent)
“Individual activities as may not have motivation, team activities as wouldn’t want
embarrass myself or let team down.” (Survey respondent)
Conversely there were also participants who felt that the best thing for someone with mental health issues is
to engage in group activity and surround themselves with people to distract them from their issues and gain
support. In fact there were some that even stipulated that isolating one’s self was the worst thing for someone
with mental health issues to do:
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“Avoid being alone” (Survey respondent)
“Avoid solo activities. Safer in groups to offer support.” (Survey respondent)
“Avoid individual activity - group activities create good distraction.” (Survey respondent)
In fact the need for and importance of support was highlighted by many of the participants:
“Doing things that you'd feel inadequate at which could lead to embarrassment. Being with
people who show no or little empathy. Poor mental health needs supportive environments
with good people sympathetic to your and others needs.” (Survey respondent)
Interestingly, within the community discussion groups, while there was varying levels of knowledge of the
physical benefits of physical activity, the awareness that it benefitted one’s mental health seemed almost
unanimous.
Some discussion groups, such as the Irish Travellers (from Irish Community Care) discussed how physical
activity is good for one’s social life. This view was held by many others from a variety of engagement partners,
particularly in older people who felt mental health is improved by reducing isolation and loneliness. For
example the older people at Bradbury Fields, a demographic who can be particularly isolated, explicitly stated
that the support they got during their physical activities was crucial as it gave them breaks in the isolation
and loneliness they felt.
Additionally, almost all groups from BNENC mentioned that physical activity had a positive effect on other
health behaviours such as eating healthier and smoking cessation.
In addition, the social aspect of engaging in group physical activity contributed to better mental wellbeing,
however, there were differing preferences as to whether exercising alone, one-to-one with a trainer or in a
group would be best. People from Genie in the Gutter said being part of a group gave them the feeling of
belonging or being part of a community and support. Although there were those that said they preferred one
to one exercise when their mental health was not good, this can still be seen as engaging with another and
may reduce isolation. Overall the communities seem to feel exercise (particularly in groups) helps with one’s
mental health. There were those who felt it depended on the individual and that optimally people should
have options and choices of which kind of physical activities (group, one to one or alone) would benefit them
the most.

3.3.7 Physical activity and cancer
Knowledge around the benefits of physical activity in relation to cancer was low in survey respondents. When
asked about the benefit of physical activity “helps prevent and recover from cancer” was the lowest scoring
option with only 37% strongly agreeing and 41% agreeing and 7% of respondents not knowing (see figure
3.12)
Amongst community discussion groups, when it came to knowledge of the benefits of physical activity during
cancer recovery and treatment there was more uncertainty. This was particularly true for older people.
Younger people (from ALT Valley Community Trust) in general felt that people who were diagnosed with
cancer should participate in more physical activity immediately to try to get fitter and aid their recovery.
Conversely, the older persons group from ALT Valley Community Trust thought exercise would be
detrimental to one’s health if they were going through cancer treatment or recovery.
The older persons groups (from ALT Valley Community Trust) had both low levels of activity and knowledge
and awareness. Interestingly, this lack of knowledge and denial surrounding the benefits of physical activity
in cancer recovery was also shared with the older people from Bradbury Fields. However, not all groups of
older people had lower knowledge of the benefits of physical activity. For example, the group of over 50 years
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of age from Cobalt Housing were all in agreement that physical activity improved overall mental and physical
health. While all the sub groups from Genie in the Gutter (including the older group) agreed physical activity
for both those going through cancer treatments and recovery was beneficial (social, physical and spiritual).
When interviewed by Irish Community Care some of the Irish Travellers were unsure about how physical
activity aided cancer prevention. Like with mental health there were some comments made by those from
Kaalmo that the social aspect of physical activity was just as important for cancer recovery as exercise itself.
Although not specific to cancer, this notion that physical activity was detrimental to ones health if they are ill
was also held by older people in the South Asian Men’s group (from Women Reach Women). Reports from
ALT Valley Community Trust indicated that those who did regular physical activity had a better knowledge
and awareness of the benefits of physical activity in cancer recovery and wellbeing (mental and physical).
Although the physiological benefits of exercise with cancer were not generally well understood, there was
awareness of the emotional and psychological benefits, particularly concerning physical activity’s
improvement of mood and feelings of isolation. Where people differed was similar to that of mental health
and this was whether group activities or one to one sessions were better. Those that gave an answer to what
kind of activities they thought people with cancer should be doing described low impact exercise such as
walking or yoga. There was a general consensus that the type of activity would depend on the stage of cancer
or recovery someone was in, the type of cancer, and their personal preference.

3.3.8 Differences between groups with protected characteristics
Question 2. Knowledge of the benefits of physical activity
Across all groups the vast majority of respondents agreed or strongly agreed with the statements. For each
group within each protected characteristic analysis only a very small number selected disagree to the
statements (<5), due to these small numbers it is not possible to draw any conclusions about differences.
Question 5. What kind of things influence how much physical activity you do?
The analysis looked at which factors had been ticked by respondents therefore there were effectively only
two variables (yes and no) for each factor. This resulted in larger numbers in each variable so it is easier to see
any differences tan for question 2.









Sexual orientation:
o Price was an factor for 50% of LGB people compared to 30% of heterosexual respondents
o Confidence was a factor for 32% of LGB people compared to 14% of heterosexual respondents
Race:
o Price was a factor for 46% of BME respondents compared to 31% of white respondents.
Sex:
o No clear differences were seen between males and females
Age:
o Motivation was a more important factor for respondents aged under 25 (80%) compared to
those aged 26- 64 (59%) and aged 65 and above (45%).
o Lifestyle was more of an important factor for those aged under 25 (41%) than those aged 2664 (31%) and aged 65 and above (19%)
o Illness and disability was a more important factor for those aged 65 and above (34%)
compared to those aged 26-64 (34%) and those aged under 25 (5%)
Religion
o No clear differences were seen between those with and without a religion
Gender identity.
o Only 6 individuals indicated their current gender identity was different to the one they were
assigned at birth. Due to this very small number it is difficult to draw any conclusions.
Disability
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o

Disability was a more important factor for those reporting a disability (43%) compared to
those without disabilities (13%)

Question 6. What would help you become more active?
 Sexual orientation:
o Only 22 individuals identified as LGB so these findings must be interpreted with caution
o Being able to do activities with friends and family was more likely to help those who identified
as heterosexual become more active (58% indicated likely) compared to those who were LGB
(36%)
o Easy to join in group activities were more likely to help those who identified as heterosexual
(54%) compared to those who were LGB (32%)
o Incentives and prizes were more likely to help those who identified as heterosexual (50%)
compared to those who were LGB (28%)
o Getting back into sport was more likely to help those who identified as heterosexual (50%)
compared to those who were LGB (28%)
 Race:
o Having better access to outdoor green space was more likely to help BME respondents
become more physically active (64%) compared to white respondents (46%)
o Competitions were more like to help BME respondents (52%) compared to white respondents
(22%)
o Getting back into sport was more likely to help BME respondents (49%) compared to white
respondents (30%)
 Sex:
o No clear differences were seen between males and females
 Age:
o More information was likely to help those aged 65 and above (53%) and those aged 26-64
(52%) compared to those aged under 25 (36%)
o Incentives and rewards were likely to help aged under 25 (39%) and aged 26-64 (31%)
compared to those aged 65 and above (19%)
o Getting back into sport was likely to help respondents aged under 25 (59%) compared to those
aged 26-64 (29%) and aged 65 and above (23%)
 Religion
o No clear differences were seen between those with and without a religion
 Gender identity.
o Only 6 individuals indicated their current gender identity was different to the one they were
assigned at birth. Due to this very small number it is difficult to draw any conclusions.
 Disability
o No clear differences were seen between those with and without a disability
Question 7. From the list of activities below, which ones can you imagine yourself doing?
 Sexual orientation
o LGB respondents were more like to imagine themselves walking for leisure (86% compared to
71% of heterosexuals) and taking the stairs instead of the lift (68% compared to 45% of
heterosexuals)
 Race
o BME respondents were less likely so imagine themselves walking for leisure (55% compared
to 76% of white respondents), low intensity exercise class (21% compared to 46%), swimming
(21% compared to 36%), jogging or running (15% compared to 32%), taking the stairs (33%
compared to 49%) and gardening (27% compared to 50%)
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o

There were no activities that a higher proportion of BME respondents indicated they could
imagine themselves doing

o

Male respondents were more likely to imagine themselves cycling for leisure (26% compared
to 41% of female respondents)
Female respondents were more likely to imagine themselves doing a dance class (31% of
females compared to 11% of males)

Sex

o


Age
o
o
o
o
o
o





The most pronounced differences were between the respondents in the youngest and oldest
categories
Respondents under 25s more likely to imagine themselves cycling to work (54%), doing high
intensity exercise class (44%), doing outdoor exercise (33%), jog or run (59%) and sport (44%)
Under 25s were less likely to walk for leisure (54%), do a low intensity class (33%) or gardening
(31%)
Respondents aged 26-64 more likely to imagine themselves walking for leisure (74%) and
cycling for leisure (35%)
Those 65 and over were more likely to imagine themselves taking part in a low intensity class
(58%) and gardening (67%).
Those 65 and over were less likely to imagine themselves cycling for leisure (13%), cycle to
work (5%), high intensity class (11%), outdoor activity (6%), jog or run (11%), and sport (13%)

Religion
o No clear differences were seen between those with and without a religion
Gender identity
o Only 6 individuals indicated their current gender identity was different to the one they were
assigned at birth. Due to this very small number it is difficult to draw any conclusions.
Disability
o No clear differences were seen between those with and without a disability
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3.3.9 People First engagement activities with people with learning disabilities
People First Merseyside held a one day conference and collected information through:
 Group discussions
 Voting real time via electronic handsets
 Physical activity taster sessions
 Filmed interviews
People with learning disabilities (LD) have a good understanding of what physical activity is; participants
gave examples of activities and described the health benefits (losing weight, keeping fit, burning off junk
food, feeling better and meeting new people.)
Exercise makes people “feel proud”, “healthier”, “happy”, “improved confidence”, “strong” and “fitter”;
minority reported negative responses such as “tired”, “legs hurt” and “upset, if you’re on your own”.
What stops people with LD doing physical activity:
 Personal barriers
o Lack confidence, Lack independence, not liking activities, being ill, injuries and
mobility issues
 External barriers
o Financial issues, lack of knowledge, lack of local facilities
What would help people with LD engage in more physical activity?
 Knowledge and information on:
o What is available? Where are local amenities? How do you get there? Easy read
information/timetables. Support staff at leisure centres
 Financial issues
o Clearer knowledge of what things cost, more free/taster session, discount on sports
clothes, free gym passes
 Support issues
o Increasing accessibility, friends/family/support attending with them, friendlier staff,
encouragement, inclusive sessions, specific LD afternoons at gyms
Participants answered some questions on a voting pad:
 96% of people with LD said they do exercise in a usual week
 Of those who exercise:
o 13% said they exercise on their own
o 50% said they exercise with friends
o 38% said they exercise with their support worker
o 39% said they exercise in a Lifestyles gym
o 32% said they exercise in public places (e.g. parks)
o 18% said they exercised at their day service
o 11% said they exercised somewhere else

Physical Activity - 47

3.9.10 Moving On With Life & Learning engagement activities with people with
learning disabilities
Moving On With Life & Learning (MOWLL) coordinated community engagement activities with 51 people
with learning disabilities and their carers. They used focus groups, films and photographs and interviews.










The majority of participants agreed physical activity is important for fitness, health and overall wellbeing. However some people with LD cannot partake in activities of their choice due to lack of
support from staff
Some people with LD are involved in a broad range of activities which help their wellbeing and have
access to local activities.
Generational, financial/economic, support factors, communication and disability-specific factors
contribute to differences in attitudes to physical activities.
Barriers to engaging in physical activity:
o Learned experience, perceptions and disability-specific barriers are preventing people with
LD from engaging in physical activity (such as the person with Autism who will not swim if
the pool temperature isn’t right)
o Lack of practical involvement in physical activities by family and support staff may affect
motivation and engagement of person with LD
o Lack of support, software compatibility and accessibility issues may restrict people with LD
from using digital technology (e.g. Fitbit provided by the CCG) to monitor their physical
activity
o Other barriers to engaging in Physical Activity include lack of motivation, problems with
breathing, having the right help/support
Ways to improve uptake of physical activity
o Communications about physical activity with people with LD and different types of LD may
need to be adjusted/customised and be more targeted.
o Trained/qualified support is vital to the person with LD and helping them make choices
about their wellbeing and physical activity. Support staff may need to be appropriately
trained to support those affected by temperature, clothing and other internal/external
factors
o Family and/or support, particularly peer support, are key to motivation to do and access
physical activities, including addressing barriers.
o Family, Hospital, College and Day Centre work together to aid successful rehabilitation and
recovery from illness for person with LD
MOWLL reported a change in attitude by a number of self-advocates (service users) who disliked
doing exercise to wanting to do cycling, use gym equipment and 1-2-1 or group walking.
o This increase has been primarily due to having 1-2-1 support (cycling at Greenbank), peer
support (Get Active Gym at FireFit) and group support (walking as part of History Group and
Photography activities). Dramatherapy has also helped to change attitudes about being
more active.
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Section 4.

GP and Community Services

Picture 2: Engagement event at Pakistani Association

GP & Community - 49

4.1 GP and Community Services Key findings
Background to the engagement
The new community model of care aims to make the most of the city’s assets to deliver the best care and
support to improve health and wellbeing. It involves a shift away from the emphasis on hospital care to
prevention of illness, supporting self-care and providing integrated, person centred care closer to people’s
homes. The new approach will address both the social and clinical issues affecting health in our communities
and the role of families and carers.
A total of 1,090 respondents completed the survey and 2,069 participants took part in a variety of
engagement activities with ten engagement partners.

Recent health service use






The most commonly used service was the GP with 90% survey respondents attending their GP at
least once in the last year – 53% had visited a hospital and only 36% a walk-in centre.
Reasons for health service use was quite evenly split between attending to manage a long term
condition (LTC) (39%) and a one off issue/injury (33%).
The most commonly used out-of-hours service was the walk-in centre (23% had used a walk-in centre
out-of-hours at least once in the last year) and only 18% had used a GP out-of-hours or a hospital outof-hours (18%).
Discussions from the community engagement groups very much focussed on GP surgeries with very
little discussion about walk-in centres.

Telephone consultations with the GP






Forty three per cent of survey respondents indicated that it would have been better for them if they
had been able to discuss an issue with the GP on the phone rather than visit the GP, walk-in, health
centre or hospital. Thirty nine per cent indicated it would not have been better and 18% were not
sure.
o Those that did not want to discuss an issue on the phone provided further comments which
focused on preferring face-to-face interaction, needing physical examination or treatment,
only attending a service when it is important and difficulties using a telephone.
o Those who were unsure had similar reasons to those who did not want to use the telephone;
they might need physical treatment or examination, they preferred face-to-face interaction
or it would depend on their need.
In the discussion groups there was an overall preference for face-to-face rather than telephone
consultation. Some participants could see the benefit of telephone, however there were concerns
over the reliability of a diagnosis over the phone. Continuity of care was important, especially for
minority groups, older people and those with LTC, and telephone consultations might disrupt this.
Some participants felt uncomfortable discussing personal issues on the phone and were concerned
about confidentiality.
Community discussion groups were particularly concerned about how those with English as a second
language and older people would cope with telephone consultations. Cultural barriers were also
discussed.

Increasing same day access to GP


For survey respondents the order of importance for the five issues was:
1. To have an appointment with a GP on the same day you contact them
2. To see your own GP rather than a different GP
3. To be able to book an appointment with a GP in advance
4. To be able to make an appointment outside of 8am-6.30pm
5. Travel time/ease to get to see a GP
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Survey respondents were asked “We are thinking of bringing in a system where if you feel you need to
see a GP on the same day, a GP or nurse will ring you first to help understand how to deal with your
problem in the best way. If the GP or nurse felt a face-to-face appointment was necessary, they could
arrange for you to be seen or they may be able to help you by providing advice or a prescription. This
would help more people to see a GP on the same day if needed, but it may not be your own GP at your
usual surgery. Please tick one of the following statements that says how you feel about this idea”
o Sixty two per cent thought it was a good idea, 24% would rather wait and see their own GP
and 7% would not want to travel to another health centre. The respondents could only tick
one response to this question – it may be that they agreed with more than one option.
o Other comments to this question related to lacking confidence, concerns about travelling,
lacking confidence in the process and difficulty speaking to a GP/nurse when in work.
Some participants in the discussion groups did not mind the idea of ringing up and then being given
a GP appointment that may not be at their normal surgery. However, a lot of people had concerns.
These related to:
 Continuity of care and seeing a different doctor every time – however if it were urgent they
would rather be seen to sooner and were prepared to travel rather than wait for their doctor
be available.
 Seeing a male doctor when this was inappropriate in their religion/culture.
 Language barriers and wanting to see someone who has the same cultural background as
them.
There was a lot of discussion in the engagement partner groups about the frustration people felt
getting a GP appointment and how long they had to wait. Some resorted to attending the hospital
because it was easier than waiting for a GP appointment.
Survey respondents were asked “During the telephone call described above, the GP or nurse may
suggest you visit a pharmacy or provide advice so that you can manage your symptoms at home.” Almost half of respondents felt they would be happy with this, however 27% would want to see
someone face-to-face and 19% would take the advice but worry.

Out-of-hours GP services




Eighty per cent of survey respondents indicated that they would be interested in seeing a GP at
weekends/evenings at a health centre that may be different from their usual GP surgery.
For the discussion groups longer opening hours (outside of working hours) including weekends were
universally seen as a good idea.
The CCG led discussion groups felt it was important that such out-of-hours services also included
nearby provision for out of hours pharmacists so that patients would not have to wait till the next
morning to redeem their prescription.

Tests and secondary care in the community





Survey respondents who had been in hospital in the last year were asked “how they would feel about
the specialist team who provided care supporting you to manage your health at a local venue when
hospital treatment isn’t required.” Of the respondents who answered this question 37% felt seeing a
specialist was more important than location, 29% felt it was more convenient to get support in a local
venue and 22% preferred the reassurance of a hospital visit.
Eighty two per cent of survey respondents indicated that GP surgery/health centre would be the best
place for them to have tests carried out, 9% indicated a hospital and 9% a walk-in centre.
Survey respondents were asked where they would prefer to go for a follow up or outpatient
appointment – 72% chose GP surgery/health centre, 19% indicated hospital; 5% through a video call
and 4% community venues.
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o



For those who thought GP/health centres was the best option (72%) this was because they
were thought to be easier to get to, less time was needed for an appointment and you don’t
need to travel.
o The reasons for those wanting to be seen at a hospital (19%) was feeling more in control of
their LTC, easier to get to and someone else may attend with them.
o For those who wanted a video call (5%) this option would be best because they don’t need to
travel, less time is needed for an appointment and it is easier to get to.
o For those who wanted to attend a community venue (4%) they indicated this was the best
option for them before it was easier to get to, they needed less time for an appointment and
it was cheaper to get to.
Some discussion groups talked about using clinical hospital services in community venues, however
it was not always clear which types of services they were talking about. Some participants in the
discussion groups mentioned that more local community based services would benefit hospitals as it
could reduce the number of people that visit the actual hospital. Participants felt this would allow
hospitals to treat more urgent medical cases, and reduce the waiting times in the hospitals. However,
there were discussions around whether the quality of care from specialist teams at centres in the
community would be the same as it is in hospitals.

Additional support requirements



Seventeen per cent of survey respondents felt that they had particular requirements which may not
be met in a community health centre.
The most common support need was disability, followed by language. Other support needs included
services/skills that are not available in the community, illnesses and problems that require specialist
attention, language barriers and mobility and accessibility.

Support for those with long term conditions







Those survey respondents with long term conditions were most commonly seen twice a year (11%),
monthly (11%), More than twice a year (10%) or annually (9%).
For routine ongoing support with their LTC:
o The most common way respondents with long term conditions wanted to receive support
was at their GP surgery/health centre (n=512), at their GP surgery / health centre with them
working directly with the hospital specialists (n=240) or at hospital (n=201).
o The vast majority of those with long term conditions indicated that they would like routine
ongoing support 8am-6.30pm (94% of those who answered) and just over half would like
support out-of-hours from 6.30-8am (53%).
For support when they have a problem with their health:
o The most common way respondents with long term conditions wanted to receive support
when they have a problem was at their GP surgery/health centre (n=551), at their GP surgery
/ health centre with them working directly with the hospital specialists (n=309) or at hospital
(n=266).
o The vast majority of those with long term conditions they would like support 8am-6.30pm
(95% of those who answered) and almost a third would like support out-of-hours from 6.308am (63%).
The order of importance for issues relating to out-of-hours support was:
1. An appointment with your own GP
2. An appointment at another health centre supporting your area
3. An appointment via telephone or video
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Mental health support in general practice



Almost two thirds of survey respondents with a long term condition (65%) stated that they would
value support with how their condition made them feel, for example worried or depressed.
Three community engagement groups discussed mental health services; these were all minority
groups.
o Those with visual impairments described concerns and negative experiences with mental
health services such as the waiting times were too long, services were disjointed and needed
centralisation, long paper trails, and that ultimately they felt it was easier to be hospitalised.
o Those from the Polish community felt services were not accessible to their community and
self-referral should be easier to avoid A&E attendance. A Polish psychologist was requested
as well as alcohol services targeted specifically at the Polish community.
o Due to the lack of awareness and stigma surrounding mental illness, participants from both
Kaalmo and Merseyside Polonia felt that culture specific services and promotion are needed
for these communities to deal with, and raise awareness of, mental health issues.
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4.2 Participants
4.2.1 Demographics of survey respondents
Table 4.1: CCG area of residence for those completing surveys
CCG of residence

Frequency

NHS Liverpool CCG
NHS South Sefton CCG
NHS Knowsley CCG
NHS Wirral CCG
NHS Warrington CCG
NHS Halton CCG
NHS Southport and Formby CCG
NHS Vale Royal CCG
NHS West Cheshire CCG
No Answer
Total

775
19
17
3
2
1
1
1
1
270
1090

% of those who
answered question
94.5
2.3
2.1
0.4
0.2
0.1
0.1
0.1
0.1

Figure 4.1: Type of survey respondent
Website
24%

Praxis
49%

Online
27%

A total of 1,090 respondents completed the survey (table 4.1). The majority of respondents who completed
the GP survey were resident within Liverpool (95% of those who provided a valid postcode). Almost one half
of respondents completed a survey distributed by Praxis (commissioned to promote the survey), 27%
completed the survey online and 24% completed paper version (figure 4.1).

Figure 4.2: Age of survey respondent
450
400

Frequency

350
300
250
200
150
100
50
0
under 18

18-25

26-44

45-64

65-75

76+

Prefer not to say

Age group
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Table 4.2: Ethnicity of survey respondents
Asian

Black

Chinese
Mixed

Other
White

Bangladeshi
Indian
Pakistani
African
Caribbean
Other Black Background
Chinese
Asian & White
Black African & White
Black Caribbean & White
Other Mixed background
Arabic
Other Ethnic Background
White British
Polish
Other White Background
Prefer not to say
No answer
Total

Frequency
3
3
10
90
22
11
33
4
14
12
5
11
2
748
24
41
13
44
1090

Valid Percent
0.3
0.3
1
8.6
2.1
1.1
3.2
0.4
1.3
1.1
0.5
1.1
0.2
71.5
2.3
3.9
1.2

The most common age group of respondents was between 45-64 years old (35% of respondents who
provided an age; figure 4.2). The majority of respondents were white British (72%) and 9% were black African
(table 4.2).

Figure 4.3: Sex of respondents

Figure 4.4: Is your gender identity the same as the
one you were assigned at birth
Prefer
not to
say
0%

Not sure
what the
question
means
2%

Male
38%

Female
62%

No
1%

Prefer not
to say
1%

Yes
96%
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Figure 4.5: Sexual orientation of respondents
Other
Bisexual 1%
1%

Figure 4.6: Do you have a religion or belief?

Prefer not
to say
4%

Prefer not
to say
7%

Gay/Lesbian
2%
No
30%

Heterosexual
92%

Yes
63%

Sixty two per cent of respondents were female (figure 4.3) and only 8 (1%) of respondents stated their current
gender was not the same as the identity assigned at birth (figure 4.4). The majority of respondents (92%)
stated they were heterosexual with a minority stating they were gay or lesbian (n=20; 2%) or bisexual (n=12;
1%; figure 4.5).

Table 4.3: Religion of survey respondents indicating they have a religion
Frequency Per cent of those who answered the question
Christian
505
75.9
Muslim
93
14
Other
37
5.6
Buddhist
9
1.4
Prefer not to say
9
1.4
Hindu
4
0.6
Jewish
3
0.5
Sikh
2
0.3
No Answer
428
Total
1090
Almost two thirds of respondents reported having a religion or belief (63%; figure 4.6) with the most common
religions being Christianity (76%) and Islam (14%, table 4.3).

Figure 4.7: Do you consider yourself to have a disability
Prefer not
to say
2%
Yes
28%

No
70%
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Table 4.4: Disabilities reported by survey respondents
Frequency8
149
127
75
35
26
16
1

Condition
Physical disability
Long-term illness that affects your daily activity
Mental illness/distress
Hearing impairment / deaf
Visual impairment
Learning disability
Dementia

Over two thirds of survey respondents (70%) stated that they did not have a disability (figure 4.7).
Respondents were asked to tick which disabilities they had, the most common were physical disability
(n=149) and long-term illness that affects their daily activity (n=127, table 4.4).

Table 4.5: Current personal circumstances
Personal circumstances
Working full time
Parent
Long Term Condition
65+
Student
None of the above

Frequency9
378
299
297
253
78
87

Respondents were also asked if they fell into a number of life circumstances; 378 respondents were working
full time, 299 were parents, 297 had a long term condition and 253 were aged over 65 (table 4.5).

8
9

Column cannot be totalled as respondents may have reported more than one disability
Column cannot be totalled as respondents may have reported more than circumstance
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4.2.2 Demographics of discussion group participants
An overview of the participants involved in discussion groups and other events with community engagement
partners is provided in table 4.6. Ten engagement partners engaged with a total of 2,069 participants through
a variety of methods including one-to-one discussions, group discussions, focus groups and films. The
majority of the partners also distributed the survey. Due to the way the data was provided it is not possible
to separate the number of participants who completed the survey from the number who took part in
discussion groups/other engagement events. The surveys from the engagement partners are included within
the general survey results in this chapter.
In this section the information included in the discussion group feedback comes from 10 engagement
partners. However, not all partners provided reports with direct quotes. Therefore, the quotes in this chapter
come from a minority of groups but represent the general discussions of the 10 groups.

Table 4.6: Demographics and engagement activities of those involved in community partner engagement
Organisation and
Participants involved in discussion groups/ engagement
engagement methods used
events
Deysbrook Village centre
One to one discussion
Survey

Envision
Small group discussions
One to one discussion
Kaalmo Youth Development
Small group discussion
Event
Survey
Photos

671 participants
Men- 30
Women- 80
BME communities -5
People with disabilities/sensory impairment – 40
Older people- 60
People with long term conditions- 50
People with mental illness – 40
Children and young people- 70
Mothers of young children- 70
Veterans – 8
Victims of abuse- 3
People with addictions- 15
People experiencing poverty – 30
People experiencing isolation – 90
Single parents – 20
Carers – 50
46 participants
People with disabilities/ sensory impairment- 41
Carers - 5
248 participants
Men – 87
Women – 68
BME communities - 248
Children and young people – 95
Religious belief groups – 226
People with Long Term health conditions – 31
People with disabilities / sensory impairments – 59
People with mental health issues – 11
Older people – 26
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WHISC
Small discussion groups
Survey

Women Reach Women
Small group discussions

Liverpool Housing Trust
Small group discussion/focus
groups
Survey
One to one discussion
Praxis
Focus groups
One to one discussion
Survey

82 participants
Men- 1
Women - 81
LGBTIQ – 8
BME communities – 13 (Irish 1, Other white 1, Mixed 2, Black
Caribbean 2, Pakistani 3, Arab 2, Chinese 2, African 1)
People with disabilities/ sensory impairment - 11
People with long term conditions – 5
People with mental health issues – 9
Religious belief groups – 24 (Christian 14, Other 5, Buddhist 1, Muslim
4)
Refugees and Asylum seekers – 3
People experiencing poverty –
Single parents – 10
171 participants
Men – 42
Women – 129
BME communities – (69 Bangladeshi, 53 Pakistani, 19 Indian, 12 Siri
Lankan, 18 African Caribbean)
People with disabilities/sensory impairments - 14
People with long term conditions –81
Older people - 56
Children and young people – 26 (Girls aged 10- 18)
Religious belief groups – 171 (122 Muslim, 20 Hindu, 11 Sikh, 18
Christian)
Pregnant women – 10
Mothers and children – 80
Victims of abuse- 30
People with addiction problems- 42 (smokers)
People experiencing poverty- 100
People experiencing social isolation- 75
Single parents – 10
163 participants
People with disabilities/sensory impairment – 50
People with mental health issues – 30
Older people- 83

525 participants
BME – (25 Black African, 26 Afro Caribbean, 25 Eastern European not
Polish, 25 Chinese)
Men – 250
Women – 250
People with long term conditions – 100
People with mental health issues –25
Older people- 100
LGBTIQ – 5
Mothers of young children - 50
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People experiencing poverty – 150
Single parents – 50
Genie in the Gutter
Small group discussions

Merseyside Polonia
Small group discussions
Survey
One to one discussions
Events
Film
Photos

Voice of Nations
One to one discussions

10

43 participants
Men – 28
Women – 15
BME communities- 6
People with long term conditions – 35
People with mental health issues – 32
Mothers of young children – 5
Victims of abuse – 23
People with addiction issues – 35
People experiencing poverty – 37
People experiencing social isolation- 39
Single parents – 5
85 participants
Women – 85
Men - 1110
Pregnant women - 1
People with learning disabilities – 4
People with mental health issues – 3
Mothers of young children – 14
Single parents - 3
35 participants
Men – 15
Women – 20
BME communities - 30
People with mental health issues – 6
Pregnant women – 3
Mothers with young children- 15
Victims of abuse- 5
Refugees and Asylum seekers – 10
People experiencing poverty- 10
People experiencing isolation – 10
Traveller communities- 5
Single parents- 8
Carers- 4

Information provided by Merseyside Polonia – total number of participants may be incorrect.
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4.3 Findings
4.3.1 Recent health service use
Survey respondents were asked about their recent use of a variety of health services.

Figure 4.8: In the last year can you tell us how often you have visited the following?

Walk-in-centre

Hospital

GP surgery / health centre

0

100

Did not answer

200
More than 5 times

300
2-5 times

400
1-2 times

500

600

Never

Over the last year the most commonly visited health service was the GP; 90% of respondents had used it at
least once and 30% had visited 5 or more times. Just over half of respondents (53%) had visited a hospital at
least once and 36% had visited a walk-in centre (figure 4.8).

Figure 4.9: If you have used health services in the last year, was this for...
Receiving
treatment for
cancer
1%
Other
17%

No answer/not
used health
service
10%
Part of
managing a
LTC (inc.
mental
health)
39%

A one off
issue, such as
an injury
33%

The most common reason for using a health service in the last year was part of managing a long term
condition (including a mental health condition; 39%) and a third had visited for a one off issue such as an
injury.
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Figure 4.10: In the last year how often have you used the following out-of-hours (i.e. outside of 8am-6.30pm,
Monday - Friday.)

Walk-in-centre

Hospital

GP surgery / health centre

0%
More than 5 times

10%

20%
2-5 times

30%

40%
1-2 times

50%

60%

Never

70%

80%

90%

100%

Did not answer

When asked about out-of-hours service use the majority of people had not visited a GP surgery (75%), hospital
(72%) or a walk-in centre (70% out-of-hours; figure 4.10). The most commonly used out-of-hours services was
a walk-in centre; 23% had used a walk-in out-of-hours at least once. Respondents were asked “If you used a
walk in centre, was this because you could not get an appointment at a GP?” To this question 61% responded
that they had not used a walk-in, 22% responded yes and 18% responded no (data not shown). Of the 32
people who attended a CCG led discussion group and had used a walk-in centre in the last year 56% (n=18)
had used a walk-in because they couldn’t’ get an appointment with a GP (data not shown).

4.3.2 Telephone consultations with GP
Figure 4.11: If you had been able to discuss the issue on the telephone with a GP rather than visit the GP,
walk in centre, health centre or hospital – would this have been better for you?
Not sure
18%

Yes
43%

No
39%

Of those that answered the question 43% of survey respondents indicated it would have better for them if
they had been able to discuss an issue with the GP on the phone rather than visit the GP, walk-in, health
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centre or hospital. Thirty nine per cent indicated it would not have been better and 18% were not sure (figure
4.11). Of the 49 individuals who voted on this question at the CCG event 43% (n=21) voted yes, 33% (n=16)
voted no and 24% (n=12) voted not sure.
Survey respondents who indicated that it would not have been better for them if they had been able
to discuss an issue with the GP on the phone rather than visit the GP, walk-in, health centre or hospital
(n=388; 39%)
Respondents who did not want to discuss an issues on the phone provided further comments which
focused on preferring face-to-face interaction, needing treatment, only attending a service when it is
important and difficulties using telephone.

Prefer face-to-face
Some respondents did not feel that a telephone call would have been better for them because they prefer
to see their GP face-to-face. They felt that when face-to-face, they were able to explain things better and
also felt that the GP would be able to reassure them. Some also felt that a telephone call would be
impersonal and that too much could be lost over the phone.
“Telephones are impersonal and if you are getting a phone call you don't know if they
actually know you as a person - you may as well look it up on the Internet. A holistic
approach is more preferable” (Survey respondent)
“Too much could be lost without a face to face visit, life is becoming more inhumane,
please don't make my Doctors faceless” (Survey respondent)

Need treatment
Other respondents mentioned that seeing a GP face-to-face was necessary due to the issues that they may
be presenting with. They felt that talking to someone over the phone would not help with their issue, as in
some cases an examination would be needed. It was also mentioned that vital signs can be missed over the
phone.
“Because face to face the professionals can pick up things & answer questions more.
Vital signs can be missed over the telephone. For minor things it can be useful. We
shouldn't be forced to do more over the telephone & Internet.” (Survey respondent)

Only go when important/need to see someone
Some respondents stated that they only arrange to see a GP when it is important and needed. They felt
that in these circumstances a telephone call would not be sufficient and could be a waste of time.
“As I do not waste peoples time, my visit would have been important to me and not
something that could have been dealt with on the phone.” (Survey respondent)
“I have tried this before and it is not suitable as i feel they need to see me because of my
condition” (Survey respondent)
Other respondents did not feel that discussing their issues over the phone was a good idea as they didn’t
feel comfortable doing so, or were unable to due to language barriers or difficulties using the phone.
“I get anxious on the phone” (Survey respondent)
“Cannot speak good english” (Survey respondent)
“I get easily distracted when i'm on the phone -it's part of my dyslexia. I happens when i
catch sign of something and then it's hard to go back to repeat what i've just said”
(survey respondent)
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Survey respondents who were not sure if they would like to discuss their issue on the phone with a GP
rather than attend a health centre. (n=183; 18%)
The reasons for this were similar to those who did not want to use the telephone; they might need physical
treatment or examination, they preferred face-to-face interaction or it would depend on need.

Need treatment or physical examination
Some participants were unsure whether having a phone call would suffice. For some this was due to feeling
that sometimes a visit to the GP would be required, although they felt that if this was not the case that
they would be happy to use the phone.
“Because the situation at hand needs immediate attention. Why we do not want a
telephone consultation is because it is a medical condition that needs a doctor to look at
it” (survey respondent)
“I had cut my finger and was concerned it was deep and needed stitching, so not sure if a
phone consultation would have been appropriate.” (Survey respondent)

Prefer face-to-face
Some respondents acknowledged that there may be times when a telephone call would suffice, although
they mentioned that they would still like to be able to see a doctor. They felt that for information and quick
explanations a phone call would be fine but in order to be diagnosed, they would need to see a GP.
“Have done the odd tel. conversation, I'm not against it if it's something routine but i'd
rather see someone face to face.” (Survey respondent)
“I think I would prefer to see Dr who can then possibly examine me to diagnose, after all
we are not the professional, but generally a quick explanation over phone to receptionist
determines if it is necessary to visit surgery or opt for phone call !” (Survey respondent)

Depends on needs
A number of the respondents who were unsure how they would feel about having telephone consultation
selected this option as they felt that there would be times when they wouldn’t mind speaking on the phone
but that this would depend on their needs. For example if they felt that the issue was something serious or
to do with a child, then they would want to see a GP.
“Depends on what it is - if its something that might be serious or something relating to
my child I would rather visit the GP - otherwise phone be ok” (Survey respondent)
“IF IT WAS FOR RESULTS OF BLOOD TEST - THAT WOULD BE OKAY. FOR
ANHYTHING ELSE I MAY BE WORRIED OR ANXIOUS ABOUT, I WOULD PREFER TO
SEE THE DOCTOR” (Survey respondent)

In the discussion groups, overall, there was a preference for face-to-face appointments as opposed to over
phone consultations. Nonetheless benefits for the telephone consultation system were expressed, such as it
was a good alternative for those that found it hard to travel, could not leave home or for those that worked 6
to 7 days a week. Additionally it was also seen to potentially speed up diagnosis and treatments:
“It could be quicker to find out what is wrong and get the right medicine or treatment”
(Young person at Kaalmo)
However numerous concerns for this system were raised such as the reliability of a diagnosis made over the
phone without physically seeing the patient. There were concerns that symptoms could be missed and
diagnosis and treatment compromised if patients are not seen in person.
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“‘People might exaggerate what is wrong, and be given the wrong treatment as a result”
(Young participant from Kaalmo)
“not all symptoms are visible on the phone” (Young participant from Kaalmo)
Participants at Liverpool Housing Trust also pointed out that advice over the telephone may be
misunderstood by older people who were hard of hearing.
In addition, participants worried that if they had a phone consultation they would have to talk to a different
health professional that did not know their medical history and they would have to repeat their issues every
time they phoned:
“My doctor knows my problem, other doctor’s won’t know. Even if it’s on the computer I
don’t think they will still know me who I am. It’s better to see them” (Young girl from
Women Reach Women)
Continuity of relationship was important (especially for those in minority groups, older people and those
suffering from long term illness), and people preferred to speak to their own GP on the phone. However for
some, such as young people from Kaalmo said they would prefer to speak to a GP in person even if it was not
their usual GP with respondents stating: ‘because I know who I am talking to’.
There were numerous people that felt uncomfortable with discussing personal information over the phone
with someone that they did not know or could not see. Issues of confidentiality came up in minority groups
(Kaalmo and Women Reach Women) as adults expressed concerns that information might be recorded and
shared.
“I wouldn’t want to talk to someone on the phone about my personal problems. At the
doctors you’re in the room and you know it’s just you and the doctors. You don’t know who
else will be listening on the phone.” (Young girl from Women Reach Women)
In the CCG led discussion groups many people expressed concern that they would have to discuss medical
issues with reception staff and expressed dissatisfaction with receptionists. They wanted reassurance that it
would be a medical professional who conducted the triage or consultation. One of these groups felt the
negative media stories about NHS111 reduced confidence in telephone consultations.

Accessibility of telephone consultations
There were some discussion groups that strongly rejected the idea of phone consultations such as the Black
and African Caribbean and South Asian Men’s groups (From Women Reach Women) with statements such as:
“I think it would benefit the NHS, I don’t think it would be beneficial to the patients, I don’t
see any other benefits” (South Asian Men’s group, Bangladeshi, Pakistani, Indian and SriLankan)
These participants preferred to see their GP in person and stated that they would not want to receive advice
over the phone unless it was given specifically by their GP.
Young Polish people were also particularly against the notion of a telephone consultation and said that they
would rather search on the internet for information themselves than have a telephone consultation.
Again, cultural issues were raised. For example, adults from Kaalmo discussed ‘issues around the cultural
acceptance of a male/female person asking the questions’. A common cultural issue across minority groups was
language barriers where English was not their first language or was limited.
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“Not all of us can explain what is wrong in English.” (Adults in Kaalmo group)
“If they can speak Somali or Arabic, YES. Otherwise it is better for it to be face to face.”
(Adults in Kaalmo group)
“Will they arrange interpreters for people like my mum who can’t speak English, she speaks
a little, but over the phone it will be hard work. At least in person she can show with her
hand and her face how she feels and use her body language to communicate that, can you
imagine that over the phone?” (Participant from Woman reach Woman)
Participants from Liverpool Housing Trust also pointed out that there could be issues for people with
disabilities if they can't talk on the phone. The older people from this group were also more worried about
not seeing someone in person than the younger people.
There were also participants that felt that whether they would want to see a GP in person or have a
consultation over the phone depended on the ‘nature and complexity’ of their ailment and felt that ultimately
they should have a choice of which form of consultation they got.
There was also a preference to speak to a doctor over a nurse as they were viewed to be more knowledgeable.
This view was held by a majority of young women and men from the South Asian community (from Women
Reach Women).
“A doctor can make a better judgement on the phone than a nurse. Doctors have more
experience and knowledge” (A South Asian man from Women Reach Women)
Although there were these concerns, the idea of being able to get attention quickly or have an appointment
over the phone on the same day was attractive to many:
“I think just talking to them over the phone will make me feel at ease, better than having to
wait two weeks and worry about what’s wrong with you” (Young girl from Women Reach
Women)

4.3.3 Increasing same day GP access
Survey respondents were given a list of five issues relating to their priorities around GP appointments and
were asked to rank them in order of importance. To understand the relative importance, each issue was given
a score (5 for the highest through o for the lowest) and scores totalled for all respondents. The priority that
survey respondents ranked as number one is also presented in figure 4.12.

Table 4.7: Total scores for each statement based on importance for priorities relating to GP appointments
Statement on questionnaire
Score from
ranking
How important is it to you to have an appointment with a GP on the same day
you contact them?
How important is it to you to see your own GP rather than a different GP?
How important is it to you to be able to book an appointment with a GP in
advance?
How important is it to you to be able to make an appointment outside of 8am6.30pm?
How important is travel time/ease to get to see a GP?

3830
3077
2859
2110
1946
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Figure 4.12: Most important issue for respondents – the highest ranking priority.
How important is
travel time/ease to get
to see a GP?
8%

How important is it to you to be
able to make an appointment
outside of 8am-6.30pm?
6%

How important is it to you to be
able to book an appointment
with a GP in advance?
15%
How important is it to you to see
your own GP rather than a
different GP?
21%

How important is it to you to have
an appointment with a GP on the
same day you contact them?
50%

Overall, taking all scores into account, the most important issue for survey respondents was to have an
appointment with a GP on the day they contact the surgery. The two least important issues were being able
to make an appointment outside of 8am-6.30pm and ease of travel/ease to get to see the GP (figure 4.12).
The 63 participants at the CCG led discussion groups who voted for their most important issue (only one vote,
not ranking) had almost identical priorities. The only difference was the discussion group vote placed
time/ease of travel to a GP as least important (2%; n=1) and to be able to make an appointment outside of
8am-6.30pm as lower priority (n=8; 13%).

Figure 4.13: We are thinking of bringing in a system where if you feel you need to see a GP on the same day,
a GP or nurse will ring you first to help understand how to deal with your problem in the best way. If the GP
or nurse felt a face-to-face appointment was necessary, they could arrange for you to be seen or they may
be able to help you by providing advice or a prescription. This would help more people to see a GP on the same
day if needed, but it may not be your own GP at your usual surgery. Please tick one of the following
statements that says how you feel about this idea
I wouldn’t want to travel
to another health centre
7%

I would rather
wait and see my
own GP
24%

Other
7%

This is a good idea
62%

Survey respondents were presented with the suggestion and asked to indicate how they felt about it: “We are
thinking of bringing in a system where if you feel you need to see a GP on the same day, a GP or nurse will ring
you first to help understand how to deal with your problem in the best way. If the GP or nurse felt a face-to-face
appointment was necessary, they could arrange for you to be seen or they may be able to help you by providing
advice or a prescription. This would help more people to see a GP on the same day if needed, but it may not be
your own GP at your usual surgery.” Of those who answered the question 62% felt that it was a good idea and
24% felt that they would rather wait and see their own GP. Sixty seven survey respondents indicated other
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and were asked to state their feelings about these suggestions. Responses focussed on being concerned
about the travel, feeling the proposed system is already in place and working well, lacking confidence in this
system, the challenge of using the telephone when in work and preferring to see their own GP. Some
respondents were unsure of the questions and felt that more information and detail was needed to be able
to give an informed answer.
Some of the discussion groups discussed the suggestion from figure 4.13, however, the wording of the
questions and discussions prompts were not identical.
Opinion was divided and many felt it depended on the medical issue. Some participants in the discussion
groups did not mind the idea of ringing up and then being given a GP appointment that may not be at their
normal surgery. However, they felt that this was only acceptable if they didn’t see a different GP every time
and also didn’t have to travel too far. It was felt that if it was something that they had spoken to their GP
about previously, then they would like to see them, but in an emergency they would be happy to travel to see
a different GP.
“I would rather see my own GP, especially if it is something that relates to a previous issue.
However, in an emergency I would be happy to be seen as soon as possible.” (Women Reach
Women)
There were others that felt seeing their own GP was more important than same day appointments because
they did not want to talk to a stranger. Other participants felt that it this wasn’t an issue for them.
“I don’t mind, it doesn’t matter who you see. You can talk to them privately so, it doesn’t
matter who you see, it’s all private” (South Asian Girl from Women Reach Women)
In general, relationship continuity with their doctor was important for many discussion group members and
therefore seeing their own GP was preferable. However, if it were urgent they would rather be seen to sooner
rather than wait for their doctor be available and were prepared to travel.
“If it’s nearby then it just makes it easier, but if it’s serious then it doesn’t really matter, I’ll
go to another centre” (Women Reach Women)
For those with long term conditions seeing the same GP for the condition was important – they wanted
continuity of care so they did not have to discuss the same issue every attendance. However some felt they
see different GPs in their practice anyway. Overall seeing a different GP was considered more acceptable for
a one off urgent issue.
In addition, need for access to female doctors was highlighted by South Asian females in the Women Reach
Women group due to cultural or religious factors and in the CCG led discussion groups.
“My doctor is a lady, I don’t know if they will give me a lady doctor, I don’t know who I will
see” (South Asian woman from Women Reach Women)
“I feel embarrassed with a male doctor or nurse” (South Asian woman from Women Reach
Women)
“My husband wants me to see woman doctor” (South Asian woman from Women Reach
Women)
South Asian women in particular generally would rather wait up to two weeks to see their own GP if they felt
they felt known by them and had established a good relationship:
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“I have been with my doctors for over 30 years now, we’ve moved house 4 times, but I will
never change my doctor. She’s a family doctor and she knows me very well. It takes 20
minutes by car to go the surgery, but I don’t mind” (South Asian woman from Women
Reach Women)
Especially if they spoke their language and shared a similar background to them:
“My doctor is Indian, but I speak Bengali. He can explain things to me in Hindi and I
understand it, cos I’m used to watching Hindi movies, I would prefer to see my own doctor”
(South Asian woman from Women Reach Women)
“My GP is ‘appney’ (own type), he knows what problems I have being Indian, and it’s better
to have someone who can speak your language, I can explain things better to him and I feel
that I’ve been heard properly” (South Asian woman from Women Reach Women)
Young Muslim girls in particular (as well as other young female participants) expressed that it was important
for them to see a female GP, to discuss any menstrual cycle or girls’ issues, and generally they would prefer
to see a female GP:
“I prefer a female GP so I can talk about anything personal and being a Muslim it’s
important for me to be with a female GP” (Women Reach Women)
“It’s embarrassing to talk to a male doctor about girls issues” quote from which
group/organisation? (Women Reach Women)
“My religion means that I see a lady doctor, but I will also feel more comfortable speaking to
a woman” (Women Reach Women)
“You can’t talk to men about girl’s things, can you really, it’s embarrassing” (Women Reach
Women)
“I feel better with a woman doctor” (Women Reach Women)
In the discussion groups there was much discussion about the appointment systems within general practice
and dissatisfaction expressed with many practices. The CCG led discussion groups were particularly negative
about receptionists and their attitude and lack of customer service skills. Some groups felt that the phone
triage/call back system was particularly difficult for those who worked during the day and could not answer
their phone and for those with language issues/sensory impairments.
Same day appointments were generally seen as more preferable (especially if urgent), however there were
those that said they were happy to wait if they felt that their ailment was not serious or they would just go to
walk-in centres, A&E or hospitals. Some participants in the CCG led discussion groups reported often
attending Walk-in Centres because they could never get a same day appointment at their GP.
“If it’s urgent, then it’s better to go directly to the hospital. I think it will be a nuisance. You
phone up, then you have to wait for someone to ring you back, which means you really can’t
go about your everyday things because you’re waiting for a call. Once the call comes
through then they talk to you and then advice you to go here or there. What if you’re not
happy with their advice? And you just want to go to the hospital because you’re not happy
with their decision. It’s better to just go to the hospital I think” (South Asian man from
Women Reach Women)
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“It just depends on what the issue is, if it can wait, then why travel but if it’s serious then I
don’t mind travelling however long to get seen to, your health is important ”(South Asian
man from Women Reach Women)
Two of the CCG led discussion groups felt same day appointments were often not necessary but it was
unacceptable to have to wait two weeks for an appointment.
There was much frustration expressed by South Asian women (in the Women Reach Women group) with the
current appointment booking system and this frustration led some to use hospital services instead of primary
care.
“Instead of phoning the doctors I just turn up at the surgery and wait there till somebody
sees me even if it means waiting for 3 hours, I’ve tried ringing in the past, but it’s always
busy and you’re wasting your time phoning up” (South Asian man from Women Reach
Women)
“I feel like I’m going crazy sometimes when I try to book an appointment to see my doctor,
either they are too busy on the phone and you can’t get through or you have to wait two
weeks to see a doctor.” (South Asian man from Women Reach Women)
“What’s the point of ringing the surgery if you can’t get an appointment and have to wait so
many days. It’s better to go to the hospital instead. At least someone will see you there
even though it’s not an emergency” (South Asian man from Women Reach Women)
“With children it’s scary, you want someone to see them. I would like to see a doctor on the
same day even if it’s not my own doctor” (Women Reach Women)

Figure 4.14: During the telephone call described above, the GP or nurse may suggest you visit a pharmacy or
provide advice so that you can manage your symptoms at home. Please select one of the following
statements that says how you feel about this idea.
I would take the advice
but would be worried
about not seeing
somebody face to face
19%

If I ring for an
appointment I expect
to see someone face
to face
27%

Other
6%

That’s great, I would
be pleased to get the
reassurance of a GP or
nurse about this
48%

Survey respondents were asked how they would feel about the GP or nurse on the phone suggesting they
visit a pharmacy or manage their symptoms at home. Almost half of respondents (48%) felt that they would
be happy with this, 27% would want to see someone face-to-face and 19% would take the advice but worry
(figure 4.14). Fifty eight people indicated other and stated their feelings. Those respondents who stated other
felt that they still wanted to be able to see a GP if necessary, preferred to speak to their own doctor, they
already use pharmacy and would only ring the GPs if they needed to see a doctor and generally it would
depend on what the need was at that time. Sixty three participants at the CCG led discussion groups
answered this question on voting pads and were more in favour; 59% (n= 37) felt they would be pleased to get
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reassurance, 29% (n=18) would expect to see someone face-to-face and 3% (n=2) would take the advice but
worry.

4.3.4 Travelling to a GP
All discussion groups discussed travelling to the GP surgery and issues they had with this. Some participants
felt that more locally accessible (closer to home) GP services and centres would be beneficial, particularly for
those that found it difficult to travel. The CCG led discussion groups felt they would be willing to travel but
were aware not all patients had transport. Some groups (vulnerable pregnant women, asylum seekers, those
on very low incomes, those with physical disabilities) found travelling difficult and this could increase health
inequalities. One group suggested the CCG need to work with MerseyTravel to improve transport. Blue
badge parking availability was also a concern for this groups.
Cultural barriers and associated stigma around the elderly or females taking public transport by themselves
to access health care were also spoken about by South Asian women from Women Reach Women:
“People will think look at her, her family isn’t looking after her, she has to take the bus to
hospital” (South Asian woman from Woman reach Women)
“We don’t use buses, it’s not something we do, there’s always someone in the family to
drive me to the hospital or wherever I need to go” (South Asian woman from Woman reach
Women)
Therefore participants also talked about how having healthcare services within walkable distance reduced
their duties of transporting their family members. Although some would still have to accompany their elderly
parents or attend with their spouses to help with interpreting.
“No problem for me, I still have to rely on husband to take me to the doctors or hospital no
matter where it is. But better if it’s nearby” (South Asian woman from Women Reach
Women)
Nevertheless, closer to home facilities were still seen to alleviate some of their responsibilities and some felt
guilty for being dependent on their family members:
“I guess it means that there’s no need to make travel arrangements, if it’s local” (South
Asian man from Women Reach Women)
“I will still have the same problems, I need my daughter in law to go with me to do
interpreting for me. I feel uneasy having to ask her all the time, as she has housework and
looks after the little ones too. I feel like I’m a burden sometimes.” (South Asian woman
reach women)
While again, proximity of care was more important for some, others placed more value on the quality of care:
“For me it is very important that it is close to home” (Participant from Kaalmo)
“The quality of the treatment and advice is more important for me than where I see the
doctor/consultant – as long as I don’t have to travel a long way and wait a long time”
(Participant from Kaalmo)
Perceived reasonable travel time ranged from 5 minutes to up to an hour, especially if it meant a same day
appointment, however older people involved in the engagement activities at Kaalmo felt an hour was far too
long to travel for health care. On average, participants were willing to travel 15-30 minutes for healthcare.
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4.3.5 Out-of-hours GP service
Figure 4.15: We are thinking of making a few health centres open for longer hours e.g. 8am-8pm 7 days a
week. Would you be interested in seeing a GP at weekends / evenings at a health centre that may be different
from your usual GP surgery?
No
20%

Yes
80%

The majority (80%) of survey respondents indicated that they would be interested in seeing a GP at
weekends/evenings at a health centre that may be different from their usual GP surgery (figure 4.15).
For the discussion groups longer opening hours (outside of working hours) including weekends were
universally seen as a good idea. This was especially seen as beneficial for those working longer hours, parents
with sick children, and those dependent on others to take them to appointments.
“It will be good if the centres are open after 7.00pm so there is more chance of seeing my
doctor” (Participant from Kaalmo)
Longer opening hours were also seen to be helpful for those that had to take their children to translate for
them:
“My surgery only has drop in appointments in the morning, my little girl has missed school
in the mornings so many times. If the centres are open then I can take her straight after
school or at weekends, it would work well for me. I don’t like her missing school time”
(Participant from Women Reach Women)
However there were concerns surrounding the standards of care if opening hours were extended:
“Having some centre open longer hours is a good thing as long as they are able to provide
the same standard of treatment” (Participant from Kaalmo)

Figure 4.16: How long would you be prepared to travel to get to this [out-of-hours] appointment?
30 - 60
minutes
6%
Up to 15
minutes
44%
15 – 30
minutes
50%

Forty four per cent of survey respondents would be prepared to travel up to 15 minutes to get to an out-ofhours GP appointment and 50% would be prepared to travel 15-30 minutes (figure 4.16).
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Out of hours care was discussed in the four CCG led discussion groups. Three of the groups questioned how
these services would be different for existing walk-in centres, what would the GP service offer differently and
felt there may not be a need for both services. One group suggested that there needed to be more awareness
raising of the current role of walk-in centres. Two groups discussed how patients need more education about
which service to use and were concerned patients would use GP out-of-hours not walk-in centres. Three
groups also discussed the need for local/close pharmacies to be open so that patients seeing a GP out of hours
can then take the prescription to the pharmacy to pick up the medication.

4.3.6 Tests and secondary care in the community/primary care
Figure 4.17: If you have been to hospital in the last year, how would you feel about the specialist team who
provided your care supporting you to manage your health at a local venue when hospital treatment isn’t
required?
No preference
12%
I prefer the
reassurance of a
hospital visit
22%

Being able to get
specialist advice
and support
easily is more
important to me
than location
37%

It would be more
convenient to get support
at a local venue

Survey respondents who had been in hospital in the last year were asked how they would feel about the
specialist team who provided care supporting them to manage their health at a local venue when hospital
treatment isn’t required. Four hundred and fifty respondents indicated they had not been in hospital in the
last year. Of the 583 people who answer this question 37% felt seeing a specialist was more important than
location, 29% felt it was more convenient to get support in a local venue and 22% preferred the reassurance
of a hospital visit (figure 4.17).

Figure 4.18: We are considering providing a wider range of tests in the community. If you were having tests
carried out where would be the best place for you to have these?
Walk in
Centre
9%
Hosptial
9%

GP surgery /
health centre
82%

Eighty two per cent of survey respondents indicated that a GP survey/health centre would be the best place
for them to have tests, 9% indicated a hospital and 9% a walk-in centre (figure 4.18).
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Some discussion groups talked about having more clinical hospital services in the community, however it was
not always clear which types of services they were talking about. Some participants in the discussion groups
mentioned that more local community based services would benefit hospitals as it could reduce the number
of people that visit the actual hospital. Participants felt that this would allow hospitals to treat the more
urgent medical cases, and reduce the waiting times in the hospitals. However, there were discussions around
whether the quality of care from specialist teams at centres in the community would be the same as it is in
hospitals:
“My elderly father had stroke and has stoma, I’ll be concerned if he will still get good
treatment as in the hospital” (South Asian man from Women Reach Women)
“If you went into hospital and the same team that would see you there, will it be the same
team that come out here?” (South Asian man from Women Reach Women)
“How will they decide who comes out to the community and will the doctors be good
doctors, not ones not good enough to work in hospitals?” (South Asian man from Women
Reach Women)
“My elderly mother has lots of problems, diabetes, high blood pressure, kidney problems, I
think for her it will be better to go to the hospital appointments, the doctors there will know
better” (South Asian man from Women Reach Women)

Figure 4.19: Where would you prefer to go for a follow up or outpatient appointment?
Community Venue
4%
Through a
video call
e.g. skype,
facetime
5%
Hospital
19%

GP surgery/
health centre
72%

Survey respondents were asked where they would prefer to go for a follow up or outpatient appointment –
72% chose GP surgery/health centre, 19% indicated hospital; 5% through a video call and 4% community
venues (figure 4.19).
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Table 4.8: Preferred follow up or outpatient venues and reasons for choice
Respondents preferring follow-up or outpatient appointment at GP/health centre (753 individuals; 72%)
Easier to get to
Less time needed for appointment
Don’t need to travel
Feeling more in control of my own long term condition
I can attend independently
Cheaper to get to
Someone else may be able to come with me
Other
0

100

200

300

400

500

600

Frequency

Other included comments on:

An appropriate place to receive results
Some respondents felt that a GP surgery or health centre was somewhere confidential and appropriate to
receive test results. They felt that this was somewhere that they could discuss their results and talk to
someone who has all of their medical notes in front of them.
“Confidentiality and revealing the results of tests in an appropriate place are highly
important to me.” (survey respondent)
“I do not think it is appropriate to have medical discussion via video/skype nor do I feel it
appropriate to be having them in a non-medical setting e.g. community venue” (survey
respondent)

Familiarity of surroundings
A few respondents mentioned that they found being seen at their own GP surgery would be reassuring due
to the location being familiar.
“Feel more comfortable being surrounded by my own GP surgery” (survey respondent)
“I know my own surgery and feel comfortable going there” (survey respondent)

Don’t want to take up hospital time
A number of respondents mentioned that they did not want to use up hospital time when there may be
others who need to be seen in a hospital more than they do. They also felt that being seen at their
GPs/health centre would take less time.
“If I go back to my GP it frees a space for someone who needs it at the hospital” (survey
respondent)
“Less time fussing around/ less time for doctors at the hospital to see more important
patients” (survey respondent)

Parking costs
Some respondents also mentioned that they would prefer not to be seen at the hospital because of the
costs of parking.
“More accessible on public transport and parking facilities available (without charge)”
(survey respondent)

GP & Community - 75

Respondents preferring follow up or outpatient appointment at Hospital (204 individuals; 19%)
Feeling more in control of my own long term condition
Easier to get to
Someone else may be able to come with me
I can attend independently
Less time needed for appointment
Cheaper to get to
Don’t need to travel
Other
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Other comments included:

Dependent on the reason for appointment
A number of respondents stated that their preference would be dependent on the reason for the
appointment. Some felt that if it was for a specialist consultation then it would be important to be within
that department so that they are able to see an expert.
“Depending on reason for appointment for consultation to a speciality department then
the team required will be the ones I would like to see the experts in this particular field.
Were they have all the resorces required for treatment.” (survey respondent)
“for a follow up app it would be more appropreate so nothing is missed or in case other
complications have occured” (survey respondent)
Want to see specialist
Some respondents mentioned that they would want to be seen at the hospital so that they could see
someone who specialised in the issue and who was knowledgeable. It was mentioned that it would be too
expensive to ensure that all disciplines were available at a GPs and so a hospital would be the best place to
be seen.
“I want the results of tests to be given to me by the most qualified and specialised person.
I would expect to find these in the hospitals, where they are closest to specialist
equipment.” (survey respondent)
“I'm not prepared to undermine NHS hospitals by using inappropriate local facilities”
(survey respondent)
“it is important for a consultant who is a specialist in a particular field to collate
information and make appropriate diagnosis” (survey respondent)
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Through a video call e.g. skype, facetime (49 individuals; 5%)
Don’t need to travel
Less time needed for appointment
Easier to get to
Cheaper to get to
Feeling more in control of my own long term condition
I can attend independently
Someone else may be able to come with me
Other
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Few respondents selected the other option (n=4). Those who did mentioned that they felt that it was more
convenient as they would be able to do this from anywhere.
Community venue (46 individuals; 4%)
Easier to get to
Less time needed for appointment
Cheaper to get to
Feeling more in control of my own long term condition
Don’t need to travel
I can attend independently
Someone else may be able to come with me
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Only three comments were made by respondents who selected this option; one was not relevant and two
referred to the ease of access, easy parking and convenience.

The CCG led discussion groups all discussed seeing specialists in the community. They felt that
communication needed to improve between health professionals as patients are already be repeating
themselves regarding health issues, admissions, discharge and medication changes. They did not feel the
current IT systems were sufficient to support them in the community and worried that communication would
fail. Some participants discussed how this system was already in place for some conditions and they felt it
was working well. However for one group opinion was divided; some felt hospital was a good one stop shop
with diagnostic equipment and skills and some felt attending a hospital was frightening. Seeing a specialist
in the community was thought to be more convenient and cheaper/free to park but some felt it might be
more expensive as the specialist is the one travelling.
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4.3.7

Additional support requirements

Frequency

Figure 4.20: Please tell us which requirements may not be met in a community health centre?11
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Seventeen per cent of survey respondents felt that they had particular requirements which may not be met
in a community health centre (data not shown). Respondents were asked which requirements may not be
met at a community health centre and the common additional support need was disability (n=86) and
language (n=63; figure 4.20). For those who indicated other in figure 4.20 the main reasons related to
community services lacking skills or support services, medical issues that require support and specific
professionals, language barriers (covered in the multiple choice question but then also provided as a
comment) and mobility/accessibility problems.

4.3.8

Support for those with long term conditions

Figure 4.21: If you have a long term health condition, how often do you see someone to support you with
managing your condition?
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Those survey respondents with long term conditions were most commonly seen twice a year (21%), monthly
(20%), more than twice a year (18%) or annually (16%; figure 4.21).

11 Cannot

be totalled as respondents could tick more than one option
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Figure 4.22: How would you prefer to receive ongoing routine support for your health condition? Please tick
up to 3 options12
At my GP surgery / health centre
At my GP surgery / health centre with them working directly
with the hosptial specialist
At hospital
Technology that I can use to send updates about my condition
to a trained nurse who can check how I am e.g. blood…
Dedicated telephone helpline
Through a video call e.g. skype, facetime with hospital
specialists
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Figure 4.23: For routine ongoing support, would you like this
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The most common way respondents with long term conditions wanted to receive ongoing routine support
was at their GP surgery/health centre (n=512), at their GP surgery / health centre with them working directly
with the hospital specialists (n=240) or at hospital (n=201; figure 4.22). Fewer survey respondents wanted to
receive ongoing support through assistive technology, telephone helpline or on video call. For routine support
the vast majority of those with long term conditions indicated that they would like support 8am-6,30pm (94%
of those who answered) and just over half would like support out-of-hours from 6.30-8am (53%; figure 4.23).

12

Items cannot be totalled as participants could choose more than one option

GP & Community - 79

Figure 4.24: How would you prefer to receive support when you have a problem with your health condition?
Please tick up to 3 options13
At my GP surgery / health centre
At my GP surgery / health centre with them working directly
with the hosptial specialist
At hospital
Technology that I can use to send updates about my condition
to a trained nurse who can check how I am e.g. blood…
Dedicated telephone helpline
Through a video call e.g. skype, facetime with hospital
specialists
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Figure 4.25: For support when you have a problem with your condition, would you like this
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The most common way participants with long term conditions wanted to receive support when they have a
problem with their health condition was at their GP surgery/health centre (n=551), at their GP surgery / health
centre with them working directly with the hospital specialists (n=309) or at hospital (n=266; figure 4.24)).
Fewer survey respondents wanted to receive ongoing support through assistive technology, telephone
helpline or on video call. For support when they have a problem with their condition the vast majority of those
with long term conditions they would like support 8am-6,30pm (95% of those who answered) and almost a
third would like support out-of-hours from 6.30-8am (63%; figure 4.25).

13

Items cannot be totalled as participants could choose more than one option
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Table 4.9: If you answered yes to wanting support out-of-hours, how important are each of the following to
you? The most important rated 1 and least important rated 3.
Statement from questionnaire
An appointment with your own GP
An appointment at another health centre supporting your area
An appointment via telephone or video

Score
957
623
479

Survey respondents with long term conditions were given a list of three options for types of support out-ofhours and asked to rank them in order of importance. To understand the relative importance, each issue was
given a score (3 for the highest through 1 for the lowest) and scores totalled for all participants (table 4.9).
The most important option was an appointment with their own GP and the least important an appointment
via telephone or video. Seventy eight per cent of respondents indicated the most important for them was to
have an appointment with their own GP (data not shown).
For those discussion group members with long term conditions, the main concern about telephone
conversations was whether the doctor on the phone would know what their ‘conditions’ or ‘problems’ are and
whether they would get the right medications, even though it was explained to them that the patients
information would be accessible on the computer:
“My brother is on kidney dialysis machine and has stoma, how can they help him over the
phone, it will be difficult for him, the doctors on the phone don’t really know him, on the
computer it’s just his notes of what he has. He has to explain himself all the time” (Young
girl Women Reach Women)
Many people in discussion groups talked about going to their local 'diabetes clinic' at the GPs surgery
whenever they had any problems as the health professionals there know them well and they would prefer to
be seen there rather than talk over the phone.
A few participants felt that a named contact for them to contact over the phone and talk to could aid long
term relationship building between young people and healthcare professionals, particularly for those with
long term health conditions:
“If I have problems with my asthma, then I would prefer to talk to someone that I know or
who I’m used to talking to” (Young girl Women Reach Women)

4.3.9 Mental health support in GP
Figure 4.26: Would you value support with how your health condition might make you feel sometimes…for
example if you are worried, depressed etc.…
Not sure
15%

No
20%
Yes
65%
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Almost two thirds of survey respondents with a long term condition (65%) stated they would value support
with how their condition made them feel for example worried or depressed (figure 4.26).
Three engagement partners specifically discussed mental health services with the participants at their events
(Envision Education and Enterprise Village CIC, Kaalmo and Merseyside Polonia).Those with visual
impairments described mental health services as “hit and miss” and that care and support often depended on
the post code. They listed numerous concerns and negative experiences with mental health services such as
the waiting times were too long, services were disjointed and needed centralisation, long paper trails, and
that ultimately they felt it was easier to be hospitalised. The participants from the Polish community also felt
that services should be more accessible to people in their community and felt self-referral would be helpful
as it would avoid people presenting in A&E when they were desperate. Participants from Merseyside Polonia
perceived there to be many undiagnosed ‘pathological’ members of their Polish community and explained
that there was a general lack of awareness and stigma surrounding mental health back in Poland. Due to the
lack of awareness and stigma surrounding mental illness participants from both Kaalmo and Merseyside
Polonia felt that culture specific services are needed for these communities to deal with, and raise awareness
of, mental health issues.
Individuals from the Kaalmo group wanted information on mental illness for the community to be printed in
Somali and the Merseyside Polonia felt there is a great need for a Polish psychologist in the community.
Alcohol services were also described as very much needed by the Polish community. Issues that affected
mental health such as domestic violence and alcohol problems were also brought up by the Polish community.
With the combination of the Polish men working long hours and lacking support (with their families being
back in Poland), a peer support group for young Polish mothers was thought to be a good idea.

4.3.10 Differences between groups with protected characteristics (E&D)
To understand different needs of groups with protected characteristics five key questions from the survey
were analysed by age, gender, gender identity, sexual orientation, religion, disability and ethnicity.

Question 3. If you have been to hospital in the last year, how would you feel about the specialist
team who provided your care supporting you to manage your health at a local venue when hospital
treatment isn’t required?
Analysis excluded those who gave no answer and those who indicated they had not been to a hospital in the
last year.







Age group
o Being able to get specialist advice and support easily is more important to me than location
was more important for those aged 26-64 (41%) and 65+ (38%) than those 25 and under (18)
o I prefer the reassurance of a hospital visit was less important to those aged 26-64 than those
ages 25 and under (31%) and those over 65+ (29%)
o It would be more convenient to get support at a local venue was more important For those
aged 25 and under compared to those aged 26-64 (31%) and those aged over 65+ (22%)
Gender
o No difference between males and females.
Gender identity
o Only six individuals who answered the question were a different gender to the gender
assigned at birth so analysis was not possible.
Sexual orientation
o Only 16 individuals were lesbian, gay or bisexual so analysis was not possible.
Religion
o No difference between those who were religious and not religious.
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Disability
o No difference by disability.
Ethnicity
o No difference by ethnicity.

Question 6. If you used a walk in centre, was this because you could not get an appointment at a
GP?
Analysis included only those had used a walk-in centre.








Age group
o Those 25 and under were more likely to have been unable to get an appointment (37%)
compared to 26-64 (55%) and 65+ (46%).
Gender
o Females were more likely to have been unable to get an appointment (56%) compared to
males (47%).
Gender identity
o Only two individuals who answered the question were a different gender to the gender
assigned at birth and so analysis was not possible.
Sexual orientation
o Only 10 individuals were lesbian, gay or bisexual and so analysis was not possible.
Religion
o No difference between those who were religious and not religious.
Disability
o No difference by disability.
Ethnicity
o No difference by ethnicity.

Question 7. If you had been able to discuss the issue on the telephone with a GP - rather than visit
the GP, walk in centre, health centre or hospital – would this have been better for you?









Age group
o Those 25 and under were more likely to have wanted a telephone consultation (55%) than
those 26-64 (45%) and 65+ (33%).
o Those 65+ were more likely to not want a telephone consultation (48%) than 26-64 (37%) and
25 and under (30%).
Gender
o No difference by gender.
Gender identity
o Only 6 individuals who answered the question were a different gender to the gender assigned
at birth so analysis was not possible.
Sexual orientation
o No difference by sexual orientation.
Religion
o No difference by religion.
Disability
o No difference by disability.
Ethnicity
o No difference by ethnicity.
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Question 8. Please number each of the statements in order of how important they are to you.
Select the most important statement as 1, next important as 2 and so on until you rate the least
important as 5. You will only be able to use each number once, so think carefully about the priority
you would give to each option.
The most important ranked item for each group was compared








Age group
o No difference by age - for all age groups the most important issue was ‘How important is it to
you to have an appointment with a GP on the same day you contact them?’
Gender
o No difference by gender – for males and females the most important issue was ‘How
important is it to you to have an appointment with a GP on the same day you contact them?’
Gender identity
o Only 5 individuals who answered the question were a different gender to the gender assigned
at birth and there was not one clear priority identified by these five respondents.
Sexual orientation
o No difference by sexual orientation - for all groups the most important issue was ‘How
important is it to you to have an appointment with a GP on the same day you contact them?’
Religion
o No difference by religion for all groups the most important issue was ‘How important is it to
you to have an appointment with a GP on the same day you contact them?’
Disability
o No difference by disability - for all groups the most important issue was ‘How important is it
to you to have an appointment with a GP on the same day you contact them?’
Ethnicity
o No difference by ethnicity - for all groups the most important issue was ‘How important is it
to you to have an appointment with a GP on the same day you contact them?’
o

Question 9. We are thinking of bringing in a system where if you feel you need to see a GP on the
same day, a GP or nurse will ring you first to help understand how to deal with your problem in
the best way. If the GP or nurse felt a face-to-face appointment was necessary, they could arrange
for you to be seen or they may be able to help you by providing advice or a prescription. This would
help more people to see a GP on the same day if needed, but it may not be your own GP at your
usual surgery. Please tick one of the following statements that says how you feel about this idea









Age group
o Those 65 and over were more likely to want to wait and see their own GP (27%) compared to
those 25 and under (10%).
o Those under 25 where more likely to state it was a good idea (73%) compared to those 26-64
(60%) and 65 and over (49%).
Gender
o No difference by gender
Gender identity
o Only 7 individuals who answered the question were a different gender to the gender assigned
at birth but the most common response (n=3) was I wouldn’t want to travel to another health
centre.
Sexual orientation
o No difference by sexual orientation.
Religion
o No difference by religion.
Disability
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o



Those with a disability were more likely to want to wait and see their own GP (30%) than those
without a disability (20%).
o Those with a disability were less likely to think it was a good idea (52%) than those without a
disability (62%).
Ethnicity
o No difference by ethnicity.

4.3.11 Mencap engagement with people with learning disabilities
Mencap conducted engagement activities with 18 people with learning disabilities. They used
interviews, case study examples and workshops to understand the thoughts and needs of people
with learning disabilities.
Key findings were:





GPs do not consider the mental health of people with learning disabilities and only look at
physical/medical problems. Participants felt more support was needed from counselling
services with a shorter waiting time and that the CCG needs to increase the amount of free
counselling services to reduce waiting lists.
Carers felt having appointments in the same place was important as this meant people with LD
could get used to travelling there and may eventually travel independently.
Participants did not have confidence in technology and would not want them used for
appointments. Concerns related to; weak connections during video conferencing/skype
appointments, confidence in data sharing and confidentiality and preferring face-to-face
contact.

GP & Community - 85

4.3.12 Liverpool Mental Health Consortium
recommendations

engagement feedback &

These recommendations were developed by the Liverpool Mental Health Consortium after their
engagement activities. The full report is included in appendix 3.
1) Prevention and Partnership as Commissioning Priorities:
a) Develop effective partnerships between statutory health & social care providers, & specialist
support, welfare & advice services in the voluntary sector.
b) Need to direct resources towards early help/prevention/community-based support/peer
support/social prescribing/self-care.
c) 24-Hour Crisis Line and Sanctuary House.
d) ‘No wrong doors’ and improved inter-agency communication/signposting.
e) Don’t neglect physical health & social care needs.
2) Access to Psychological Support:
a) There needs to be increased, timely access to psychological interventions for all.
b) Reduce waiting times for psychological therapies & increase the number of practitioners (including
diverse practitioner pool).
3) Access to Information:
a) Commissioners & providers across Adult & Children’s services to review existing informationsharing protocols, ensuring that the needs of service users, carers & parents for information are
met through balancing safeguards with common sense.
b) Improve localised mental health promotion and public health messages – don’t rely on national
campaigns.
4) User Involvement in Commissioning:
a) Increased use of mentors, peers & the voice of service users in planning & provision of services.
b) Service user/carer involvement should happen from the beginning of, and throughout, the
commissioning process.
5) User Involvement in Care Planning:
a) Service user/carer involvement should happen from the beginning of, and throughout, the care
planning process.
6) Data:
a) Develop standardised data collection and reporting systems for commissioned services.
b) Develop systems for the disaggregation of data by equalities groups in order to inform needs
analysis.
7) Training:
a) Training for GPs, social care & mental health professionals should be commissioned from specialist
organisations.
b) Professionals should have knowledge of local support organisations & the services they offer.
c) Signposting & information, available in a range of formats & languages.
d) GPs should make more effort to promote non-clinical approaches.
e) Improve promotion of relevant training.
8) Equality/Diversity:
a) Carry out detailed Equality Impact Assessments on all proposed re-commissioning & retraction of
services.
b) Reduce barriers around inequality, translation & interpreting.
c) Help smaller organisations to participate in the tendering & commissioning process on an equal
footing.
9) Think Family:
a) In line with Liverpool’s Early Help offer, commissioners & providers across all services to embed a
child & family-centred pathway, identifying routes in & out of services for families.
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Section 5.

Life Circumstances Affecting Health

Picture 3: Engagement activity at Pakistani Association
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5.1 Life Circumstances Affecting Health Key findings
Background to the engagement
A range of things affect our health and wellbeing, such as where we live, how much we see of other people,
financial issues and our caring responsibilities. These issues affect our wellbeing, cause ill health or prevent
people from making the best possible recovery from medical treatment. In this topic we wanted to explore
whether people felt this support might be needed and the role of the NHS to support people better in
handling these issues.
The survey was completed by 322 respondents and 979 participants took part in a variety of engagement
activities with ten engagement partners.

Awareness of wider determinants of health


There was generally good awareness of the wider issues and social determinants of health, with
participants involved in community engagement discussion groups suggesting lifestyle, stress and
social connections as very important influences on health. Those who completed the survey indicated
that physical activity, group activities and hobbies, affordable/healthy eating and finance and debt
advice were all important types of support that could help people stay healthy.

GPs and other medics referring for wider support (social prescribing)






Of the survey respondents 73% thought it would be very helpful and 20% helpful for the GP to refer
them for wider support – only 3% thought it was unhelpful or very unhelpful. This was discussed in
detail by community groups and the most common explanation given for this referral being helpful
related to the role and positon of the GP; the GP was the first service people attended when they
have a problem, the GP is trusted and knows their patients and people feel confident asking their GP
for help. Participants also thought it would help address some of the wider issues that affect health
such as lifestyle (diet and exercise), poverty financial issues, social exclusion and loneliness and
poor/insecure housing. It was also suggested that it would reduce mental and psychological ill-health,
reduce the reliance on medication and save the NHS money.
Those participants involved in the community engagement discussions thought this referral, and the
subsequent support, was important especially for those who wouldn’t actively seek out support.
However, they felt it depended on one’s relationship with the GP and felt that some GPs never raise
issues like this. Some felt it would improve their relationship with their GP if they were asked about
such issues. Some minority groups said they were unlikely to talk to their GP about these
psychological/social issues.
Some participants with long term conditions involved in group discussions felt that GPs don’t support
these wider social and psychological issues and the asylum seeker group in particular felt their GP
was reluctant to help them with these wider support issues and usually just provides medication.

Health trainers




The majority (75%) of survey respondents had not seen a health trainer. Of those that had seen a
health trainer and gave an opinion (n=76), 66% felt it has been very helpful and 22% felt it was helpful.
Survey respondents who had found the health trainer helpful commented on the trainer themselves
as knowledgeable, positive and non-judgmental.
Respondents in the community group discussions felt that generally the role of health trainer
appealed, participants also thought it would ease pressure on GPs and A&E. Minority groups were
particularly enthusiastic about health trainers if they spoke the same language and they were able to
talk to someone about social and psychological issues in their mother tongue. For all groups the skills
and relationship with the health trainer was thought to be important: they need to be warm, friendly
and non-judgemental, with good communication skills if they were to be trusted and people were to
have confidence in them. One group also suggested meeting in non-clinical settings would increase
people’s confidence in the health trainer.
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Those with long term conditions


Survey respondents with long term conditions (physical or mental health), or who had experience of
a family/friend/carer with long term conditions, were asked what guidance they were given by medics
and care professionals. The most common guidance was being physical active, connecting with
people going through similar experiences, finding a local group or new hobby and affordable, healthy
eating. Of the survey respondents who answered this question 58% thought support would be most
useful throughout the diagnosis/treatment/recovery and 34% wanted it right at the beginning.

Funding




Fifty nine per cent of survey respondents had no concerns about funding community organisations
to provide support to prevent ill health and support recovery. Reasons for this included being
confident these kind of services improve health by addressing the wider determinants of health,
thinking community organisations are effective and supportive and this system being cost effective.
Twenty six per cent of survey respondents had concerns about funding and 15% were unsure. Of
those that had concerns they mentioned lack of NHS budget and suggested that a separate funding
stream would be needed and that monies should not be diverted away from core NHS services.

Accessing information and support


When asked where survey participants would look for this kind of support the most common
response (60% of respondents) would use their GP and 43% would do an internet search. Few
participants indicated they would use websites such as LiveWellLiverpool (11%) and
WellbeingLiverpool (8%).

GP and hospital teams referring patients


At the end of the survey all survey respondents were asked “How helpful do you think it would be for
GPs and hospital teams to be able to refer patients to someone who knows about all the wider support
available and can help people understand and find what they need at that point in their lives?” Seventy
five per cent of respondent’s indicated it would be very helpful, 21% helpful and only 1% not helpful
and not helpful at all.
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5.2 Participants
5.2.1 Demographics of respondents
Figure 5.1: Type of survey completed

Online
39%

Paper
61%

Table 5.1: CCG area of residence for those completing surveys
CCG of residence
Frequency
% who answered question
NHS Liverpool CCG
195
95.1
NHS Knowsley CCG
5
2.4
NHS South Sefton CCG
4
2.0
NHS Wirral CCG
1
0.5
No Answer
117
Total
322
A total of 322 respondents completed the survey. The majority (61%; figure 5.1) of surveys were completed
on paper, usually distributed within community engagement partners. The majority (95%) of respondents
who provided a valid postcode lived within Liverpool CCG area, however, over a third (n=117) of respondents
either did not provide a postcode or provided an invalid postcode (table 5.1).
Figure 5.2: age of survey respondents
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Table 5.2: Ethnicity of those completing surveys
Ethnicity
Frequency
Percent
Asian
Bangladeshi
2
0.7
Indian
2
0.7
Pakistani
1
0.3
Black
African
62
20.4
Other Black Background
3
1
Chinese
Chinese
2
0.7
Mixed
Asian & White
2
0.7
Black African & White
4
1.3
Other Mixed background
1
0.3
Other
Arabic
4
1.3
Other Ethnic Background
1
0.3
White
White British14
204
67.1
Polish
8
2.6
Other White Background
7
2.3
Prefer not to say
1
0.3
Total
304
100
No answer given
18
Total
322
The most common age group of respondents was aged 45-64 (38% of those who provided their age). Few
respondents were aged over 76 years. The majority of respondents were either white British (67%) or black
African (20%).
Figure 5.3: sex of survey respondents

Figure 5.4: Is your current gender identity the same as the
one you were assigned at birth?
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Fifty nine per cent of survey respondents were female (figure 5.3) and 1% (n=3; figure 5.4) respondents stated
their current gender identity was not the same as the one they were assigned at birth.
Figure 5.5: Sexual orientation of survey respondents
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Figure 5.6: Do you have a religion/belief?
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Table 5.3: Religion of survey respondents indicating they have a religion
Religion
Frequency
Valid Percent
Buddhist
3
1.4
Christian
138
63.9
Jewish
2
0.9
Muslim
68
31.5
Other
4
1.9
Prefer not to say
1
0.5
Total
216
100
No answer
106
Total
322
Over two thirds of survey respondents (71%; figure 5.6) stated they had a religion and the most common
religions were Christian (n=138) and Muslim (n=68, table 5.3). The majority of participants (89%) stated they
were heterosexual with a minority stating they were gay or lesbian (n=6) or bisexual (n=4; figure 5.5).
Figure 5.7: Do you have consider yourself to have a disability?
Prefer not to
say
2%

Yes
33%
No
65%
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Table 5.4: Disabilities reported by participants
Condition
Physical disability
Long-term illness that affects your daily activity
Mental illness/distress
Hearing impairment / deaf
Visual impairment
Learning disability
Dementia
Other

No. Of survey
respondents15
44
24
19
12
11
7
1
5

Almost two thirds of survey respondents (65%; figure 5.7) stated they did not have a disability. Respondents
were asked to tick which disabilities they had, the most common was a physical disability (n=44) and long
term illness that affects daily life (n=24; table 5.4). Twenty two respondents reported more than one disability.

5.2.2 Demographics of discussion group participants
An overview of the participants involved in discussion groups and other events with community engagement
partners is provided in table 5.5. The life circumstances engagement and GP and community engagement
(section 4) were commissioned, conducted and reported together. Therefore it is not possible to determine
the exact numbers who took part in the GP engagement and life circumstances engagement, our best
estimates are detailed below.
Ten engagement partners engaged approximately 979 participants through a variety of methods including
one-to-one discussions, group discussions, focus groups and films. The majority of the partners also
distributed the survey. Due to the way the data was provided it is not possible to separate the number of
participants who completed the survey from the number who took part in discussion groups/other
engagement events. The surveys from the engagement partners are included within the general survey
results in this chapter.
In this section the information included in the discussion group feedback comes from the 10 engagement
partners. However, not all partners provided reports with direct quotes. Therefore, the quotes in this chapter
come from a minority of groups but represent the general discussions of the 10 groups.
Table 5.5: Demographics and engagement activities of those involved in community partner engagement
Organisation & engagement
Participants that they engaged with
methods used
Bradbury Fields
Focus groups
54 participants:
One to one discussion
BME communities -20
People with disabilities/sensory impairment – 34
Older people- 54
Cobalt Housing
Small group discussions
52 participants:
Men – 5
Women – 18
Older people- 13
Children and young people – 29
15

Column cannot be totalled as respondents may have reported more than one disability
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People experiencing isolation – 10
Single parents - 2
Kaalmo Youth Development
Small group discussion
Event
Survey
Photos

WHISC
Small discussion groups

Women Reach Women
Small group discussions
Film
Events
Photos

Genie in the Gutter
Small group discussions

248 participants:
Men – 87
Women – 68
BME communities - 248
Children and young people – 95
Religious belief groups – 226
People with Long Term health conditions – 31
People with disabilities / sensory impairments – 59
People with mental health issues – 11
Older people – 26
82 participants:
Men – 1
Women - 81
LGBTIQ – 8
BME communities – 13
People with disabilities/ sensory impairments - 11
People with long term conditions – 5
People with mental health issues – 9
Religious belief groups – 24 (Christian 12, Other 5, Buddhist 1,
Muslim 4)
Refugees and Asylum seekers – 3
171 participants:
Men – 42
Women - 129
BME – (Bangladeshi 69, Pakistani 53, Indian 19, Sri Lankan 12,
African Caribbean 18)
People with disabilities/sensory impairments – 14
People with long term conditions – 81
Older People- 56
Children and Young People (girls aged 10-18) – 26
Religion – (Muslim 122, Hindu 20, Sikh 11, Christian 18)
Pregnant women – 10
Mothers of young children – 80
Victims of abuse- 30
People with addiction s issues (smokers) – 42
People experiencing poverty – 100
People experiencing social isolation – 75
Single parents – 10
Carers – 50
43 participants:
Men – 28
Women – 15
People with long term conditions – 35
People with mental health issues – 32
Mothers of young children – 5
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Victims of abuse – 23
People with addiction issues – 35
People experiencing poverty – 37
People experiencing social isolation- 39
Single parents – 5
Merseyside Polonia
Small group discussions
Events
Film
Photos

Voice of Nations
One to one discussions
Survey
Small groups discussions
Film
Events
Photos

Envision
Small discussion groups
One to one discussion
Liverpool Housing Trust
Small discussion groups
One to one discussion
Survey

85 participants:
Men- 11
Women – 85
BME – 85
People with learning disabilities – 4
People with mental health issues – 3
Pregnant women – 1
Mothers of young children – 14
Single parents – 3

35 participants:
Men – 15
Women – 20
BME – 30
People with mental illness – 6
Pregnant women – 3
Mothers of young children – 15
Victims of abuse – 5
Refugees and Asylum seeker – 10
People experiencing poverty – 10
Traveller communities – 5
Single parents - 8
Carers – 4
46 participants:
People with disabilities/sensory impairment – 41
Careers - 5
163 participants:
People with disabilities/ sensory impairments – 50
People with mental issues – 30
Older people - 83
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5.3 Findings
5.3.1 Awareness of wider issues that impact health
Figure 5.8: What additional support is important to help people stay well and enjoy the best quality of life, prevent illness
and manage ongoing health condition?16
Being physically active
Finding a local group activity or new hobby
Affordable, healthy eating
Finances and debt advice
Other
Connecting with other people going through similar…
Learning / education
Meeting new friends
Programmes to help build confidence, wellbeing and resilience
Getting involved in a local project / volunteering
Employment
Handling relationships and / or family life
None of these
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Survey respondents thought support for being physically active, finding local groups and new hobbies and
affordable, healthy eating were the most important to help people stay healthy (figure 5.8). Six survey
respondents included a comment about the other support that was important – most of these fell within the
categories listed but two also mentioned housing as an important issue and one of this also talked about
general health inequalities.
Indications regarding say life expectancy show income and life changes such as a decent house
and education influence good health. Liverpool is a relatively poor city where there are great
health inequalities (survey respondent)
Participants in the community engagement were very aware of the wider issues that can influence physical
and mental health. Stress (caused by various issues such as financial concerns or social and relationship
problems) was commonly mentioned as having an adverse effect on health. Along with stress, a number of
other issues were listed as affecting ones health such as levels of education and employment, financial
problems and debt, lifestyle and behaviours (poor diet, lack of exercise, smoking, substance misuse), poor
housing, other psychosocial issues such as loneliness and isolation, mental health and a general life purpose.
As a participant from Gennie in the Gutter stated:
“if a person can find connections with others and hobbies then it gives them some kind of purpose
in life.” (Genie in the Gutter)
For the CCG led groups the issue of poverty and social exclusion was particularly important: many felt that
the government cuts to services, changes in the benefit system (including the “bedroom tax”) and increased

16

Cannot be totally as respondents could indicate more than one type of support
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unemployment/zero hour contracts were having a negative impact on people’s health. These were thought
to have directly caused increased stress, anxiety, loneliness, isolation, stigma and anti-social behaviour. They
were very concerned about the reduction in community centres and the isolation faced by many older people.
These groups also discussed lack of green spaces and unsafe neighbourhoods having an impact on the
physical activity levels of young people.
This notion of connecting with others being beneficial for one’s mental and overall health was shared by most
participants, especially those from Voice of Nations that had had to seek refuge in the United Kingdom,
whose life circumstances had been, and still were, extremely hard and had taken their toll on their health.

5.3.2 Support with wider determinants of health
Figure 5.9: How helpful do you think it would be for GPs and other medics to refer people for support with the wider
issues they are dealing with in their lives such as stress, financial issues, self-esteem, relationship problems, loneliness
etc.?
Don't
know
4%

Unhelpful
2%

Very
unhelpful
1%

Helpful
20%

Very
helpful
73%

Almost three quarters of survey respondents indicated that they thought it would be very helpful for GPs and
other medics to refer people for support with wider issues they are dealing with in their lives. Only 3% of
survey respondents thought it would be unhelpful or very unhelpful (figure 5.9).
Of the 63 participants who voted at the CCG led discussion groups 56% (n=35) felt it would be very helpful,
29% (18) felt it would be helpful, 6% (n=4) felt it would be unhelpful and six individuals (10%) were unsure.
One hundred and thirty nine survey respondents who thought it would be helpful or very helpful provided a
comment to explain their answer. The most common explanation given for this being helpful related to the
role and positon of the GP; many participants thought the GP was the first service people attended when they
had a problem, the GP is trusted and knows their patients and people feel confident asking their GP for help
“GP's are the perfect people to do this as many patients don't have any other opportunities to tell
people about how they feel. It's a missed opportunity at present”. (Survey respondent)
“some people only know of their GP for help. Knowing their GP can help with other issues non
medical” (survey respondent)
“YOUR DOCTOR IS PROBABLY THE ONLY PERSON WHO K OWS EXACTLY WHAT IS WRONG
WIH YHOU, THEREFORE IS EASIER TO SIGN POST TO RELEVANT PEOPLE/PLACES” (survey
respondent)
Many survey respondents also suggested that this would be helpful because it would address important wider
determinants of health such as lifestyle (diet and exercise), poverty financial issues, social exclusion and
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loneliness and housing. Many survey respondents suggested addressing these issues would improve mental
and physical health.
“Housing, lifestyle and so on have a great impact on health, but since my illness, I have not found
it easy to get guidance, help or advice.” (Survey respondent)
“Stress, financial and other worries, loneliness and I so,action can all have negative impact on
physical health. No point addressing symptoms if the other issues aren't addressed too. A
holistic approach is essential for recovery and general wellbeing.”. (Survey respondent)
“Stress due to financial problems is a big issue in every day life, also people being lonely.” (Survey
respondent)
Addressing mental health and psychological issues was an important concern for survey respondents too;
many people suggested referring for additional support would improve mental and physical health
“Physical Health impacts on mental health and vis versa. Improving access to health services in a
timely manner would improve mental health and reduce NHS costs in the long term.
Unfortunately, politicians do not look at long term”. (Survey respondent)
“Talking about problems may overcome depression, anxiety, lonliness” (Survey respondent)
Some survey respondents thought GPs referring for such wider issues would help reduce the reliance on
medication and be cost effective as it would reduce pressure on other NHS services. Some survey participants
also highlighted that GPs do not have the time or skills to provide the additional support that many of their
patients need.
People would put less pressure on the health service if they were more active. It would help tackle
social isolation and vulnerability and would give people something positive to do so they put less
pressure on doctors and other services. (Survey respondent)
Doctors in general don't have the time or the training to be able to counsel their patients. I believe
that refferals to other forms of support is better than handing out Antidepressants and other
forms of medication which in the long run don't deal with (survey respondent)
Survey participants who thought it would be unhelpful for GPs to refer patients for support on wider issues
provided very few additional comments (n=5). Those that did were concerned about sharing of information,
losing the relationship with their GP if they are sent to another service and the sustainability of community
groups. Only six of the survey respondents who had indicated don’t know provided comments – those that
did comment were concerned that GPs were overworked seeing people with medical problems and would
not have time to also see those with social issues. Two of these comments appeared to misinterpret the
question and presumed that this would be an additional responsibility for the GP.
In discussion groups there was strong support for the idea of social prescribing across most groups. It was
also seen to allow people who might not have actively sought out help to access certain services.
“[social prescribing] would be extremely beneficial and allow more people to access the help they
need sooner” (Participant from Genie in the Gutter)
Nevertheless there were those that felt they did not have a good relationship with their GP and therefore
would not feel comfortable enough to talk to them about social or psychological issues. In fact, most of the
participants interviewed at Gennie in the Gutter reported their GP simply did not ask about such issues or
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even ‘lacked awareness’ of them. Thus it is not surprising that there were participants that said they would
rather go to community organisations to discuss such issues. Others felt that their relationship with their GP
might be improved if their GP were to engage in social prescribing and signpost them to services or
organisations that might address these wider issues. One group felt that GPs were unlikely to engage in social
prescribing unless it was funded – they felt practices were run for profit and GPs are too focused on
pharmaceutical interventions.
Many saw potential in this system, especially if it were implemented correctly and there were clear lines of
communication between GPs, the patients, services and community organisations or agencies. There were
cultural issues mentioned, however, that would impede on the effectiveness of GP social prescribing. Not
only were language barriers mentioned by migrant groups, but for some it is simply not in their custom to
talk to a GP about social or psychological issues. As a participant from Kaalmo explained:
“they are likely to keep it in house/family”
Participants from the Kaalmo group spoke about how this was also true for those suffering with long-term
conditions, although it was recognised that solely relying on the family or community for support is not ideal:
“No – we get support from within the community for a lot of things, but not enough as our friends
and family do not know the reasons/causes” (Participant from Kaalmo group)
Again, some participants’ experiences of care from their GPs were reported to be very negative. Participants
from Voice of Nations and Liverpool Housing Trust spoke explicitly about how they or those they cared for
with long-term conditions (including cancer) had not received any support from their GPs addressing social
or psychological issues.
Two groups expressed general support for referral but not just signposting. They felt it is vital to encourage
uptake, reduce barriers to access and make it appealing. Some vulnerable people need a lot of support and
almost someone to “hold their hand” when they go.
Asylum seekers from Voice of Nations felt particularly neglected by GPs. They felt that there was no genuine
interest in their experiences, who they were, or their emotional or psychological health. They also felt that
what they told GP’s was not trusted to be the truth. They also reported that GPs simply dealt with their issues
by giving them prescriptions, especially when they tried discussing the topic of stress. This was also expressed
by two men from the BME community and one white British man in this group suffering from long-term
conditions. Based on these feelings, it is little surprise this group felt that these experiences with their GP
could be described as ‘pathetic’ and exacerbated their conditions.
Signposting and social prescribing could be especially beneficial for groups of people that need specialist
support specific to their ailment or disability that find it hard to locate and access support. For example,
people with visual impairment from Envision said that support for wider issues was hard to get and they felt
passed from ‘pillar to post’ and that this kind of support needed to be more easily accessible and faster.
Programmes or services that would promote independence and improve confidence and self-esteem were
also important especially for those that relied on others due to disabilities, such as those with visual
impairments (Envision Education and Enterprise Village CIC).
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5.3.3 Health Trainers
Figure 5.10: Have you ever had a referral from a GP to a Health Trainer?
Yes
25%

No
75%

Table 5.6: For those who had seen a health trainer – how did the health trainer support you?
Frequency
Direct advice about my lifestyle e.g. weight / alcohol
39
Made me feel more in control of my health and wellbeing
18
Referred me somewhere else
11
Something else
8
Total
76
No Answer
246

Percent
51.3
23.7
14.5
10.5
100
-

Figure 5.11: How helpful did you find this health trainer support? (76 responses)
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unhelpful
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Only one quarter of survey respondents (n=79; 25%; figure 5.10) has ever been referred to a health trainer by
a GP. Of those who had been referred and gave a reason (76 individuals) just over half (n=39; 51%; table 5.6)
had received support and direct advice about their lifestyle (e.g. weight, alcohol). Three quarters of those
who have information about their referral has found it very helpful (n=50; 66%) and 22% (n=17 had found it
helpful. Nine per cent of respondents had found it unhelpful or very unhelpful (figure 5.11).
Survey respondents who had seen a health trainer and found it helpful were asked which elements were the
most helpful. These included the health trainer themselves who were described as knowledgeable, positive
and non-judgmental. Survey respondents also liked the regular monitoring and goal setting, raising
awareness of healthy and unhealthy behaviour, the benefit of talking to someone external, the practical
support planning fitness regimes.
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Clear goal setting - took things I knew and perhaps took for granted and helped me to break
things down into more bitesize chunks so I could work on things step by step. [The health trainer]
Was always either able to answer questions directly or provide me with information. (Survey
respondent)
Three participants gave comments on why they had found the health trainer unhelpful, these were lack of
continuity, not having an individualised service and needing more time for the initial visit.
Amongst discussion participants, although there was more of a reluctance to talk to a GP about wider issues,
for aforementioned reasons, generally people were open to talk to someone else such as a health trainer. It
was also foreseen that having health trainers to deal with patients’ wider psychosocial issues would relieve
pressure from GP practices, A&E and hospitals. In fact there was great support across all groups for the idea
of a health trainer. This was especially true for minority groups (Kaalmo, Merseyside Polonia, Women Reach
Women) if they spoke the same language as the patients and came from their culture or community.
It was apparent that discussion participants felt a health trainer should be someone that had the same skills
as a social worker and a counsellor such as good listening skills, non-judgmental, approachable and friendly,
warm and empathetic, professional, well informed of services available. As mentioned, for them to feel more
comfortable to talk to about their issues it was important for the health trainer to be someone from their
community so they felt they would be able to relate and emphasize more easily. This was especially true
concerning cultural issues or other challenges they might face in their community. As explained by a
participant from Kaalmo:
‘It will be a really good thing if the NHS is able to continue to support community groups to do this
type of work. They know their community and are part of it, they are dealing with the wider issues
and problems on a daily basis and they are trusted’
‘It would be good if this type of support came from community leaders: people we know who
understand the community and have the knowledge and information needed ‘(Participant from
Kaalmo)
‘[They are] People who know the community and the issues they are dealing with’ (Participant
from Kaalmo)
Being able to develop a relationship with the health trainers was highlighted as essential by discussion
participants. One group felt the trainer encouraging, caring, helpful, patient, ‘to just be there’, empathetic,
approachable, accepting, and considerate to each individual’s needs (i.e. visual or hearing impairments or
language issues).
Many of the participants from Genie in the Gutter expressed that it was important to be able to have the
support of the same health trainer ‘throughout their journey’. Not only would this continuity encourage the
development of relationships, but it would also avoid patients having to repeat their difficulties over and over
again, especially those with multiple or long -term conditions.
It was also expressed that the environment in which the conversations with the health trainers occurred
should be in a less clinical setting and somewhere people could feel relaxed and comfortable, such as at local
wellbeing centres.
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5.3.4 Support for those with long term conditions
Figure 5.12: In your treatment or experience has a medic or care professional provided guidance with any of the
following?17
Being physically active
Connecting with other people going through similar …
Finding a local group activity or new hobby
Affordable, healthy eating
Programmes to help build confidence, wellbeing and resilience
Meeting new friends
Learning / education
Handling relationships and / or family life
Getting involved in a local project / volunteering
Finances and debt advice
Employment
Other
None of these
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Figure 5.13: At what point in the diagnosis/treatment/recovery do you think this support may be most useful?
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Survey respondents reported the most common types of guidance offered to people with long term
conditions were about physical activity (59% of those who answered the question), connecting with other
people going through similar experiences (58%) and finding local group activities (56%; figure 5.12). However,
these questions were answered by less than half of the respondents. Fifty eight per cent of survey
respondents thought support would be most useful throughout diagnosis/treatment/recovery and 34%
stated it would be most useful right at the beginning (figure 5.13).
Survey respondents were asked If you have experience of receiving any of the guidance described above, do you
think this helped you/those around you / or would it have helped if it had been provided? Three quarters (75% of
the 170 respondents who answered the question) thought it did/would help, 25% thought it had not or would
not help (data not shown). Participants were then asked to explain why it did or would have helped. Reasons
given mainly related to how the additional support helped them or their family recover, learn to live with their
17 Only

answered by respondents who have experience of a long term physical or mental health condition including cancer, either
directly or as a family member/friend/carer. Provided as a per cent of people who ticked either yes or no to each option as less than
one third of participants answered this question
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condition and to regain control. Some participants also stated they liked being able to connect with other
people going through similar experiences. Some participants commented that they were not offered any
additional support but would have liked it to deal with additional impacts of long term conditions
The support made me able to stay in control of my health and wellbeing. (Survey respondent)
There are psychological aspects attached to having a long term condition which is rarely
addressing. Medics are good at providing prescriptions for medication but not about signposting
to support groups or being able to understand how the illness may be affecting other aspects of
the patients life. If we can start to really see the patient and not the illness this has the potential
to improve the life of the patient and not just the illness. (Survey respondent)
One discussion group discussed support for people with long term conditions and felt patients needed more
support to help them stay in work and to deal with the psychological impacts of their condition.

5.3.5 Funding
Figure 5.14: Would you have any concerns about the NHS funding community organisations to provide these wider
kinds of support to prevent ill health and support recovery?
Not
Sure
15%

Yes
26%

No
59%

Most survey respondents (59%) did not have any concerns about the NHS funding community organisations
but a quarter (26%) reported they did have some concerns (figure 5.14).
Seventy three survey respondents who indicated they would have no concerns about the NHS funding
community organisations provided comments. The most common theme in the comments discussed the
links between this additional support and good health. Survey respondents commented that these services
prevent ill-health and many respondents made the link between physical health and these wider
determinants of health.
To me prevention is far cheaper than curing. Help for people may stop them becoming more
unhealthy at later stages. (Survey respondent)
Health is not just about treating disease. It is also about enabling you to feel well. (Survey
respondent)
Health care is about both chronic & acute across all facets of health & well being. It needs a joined
up approach with overarching governance. The NHS would save money through greater health
and well processes. EG: cardio vascular, diabetics, dementia car. (Survey respondent)
Many survey respondents also praised community organisations and how effective, supportive and good they
can be. Community organisations were thought to be embedded in the communities and efficient.
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Firmly believe these community organisations make a massive difference and do what the NHS
does - improve people's health and wellbeing. (Survey respondent)
sometimes none NHS organisations are better place to provide this support. (Survey respondent)
Voluntary and community groups are best placed to provide this type of service and represent
best value for money and are better at reaching out to a wide range of people. (Survey
respondent)
EARLY INTERVENTION, EARLY POSSIBLE CURE, LESS MONEY SPENT LONG TERM, HAPPY
PATIENT, HAPPY BUDGETS (Survey respondent)
Survey respondents also suggested that funding community organisations to provide support for wider
determinants of health would be cost effective – both because they are cheaper and efficient and because it
would reduce the need for expensive medical treatment in primary and acute care.
The NHS funding community support is likely to result in a reduction in overall expenditure as
support given early may, in many cases, reduce more expensive treatment later. (Survey
respondent)
Investment in early intervention will save money in the long term and increase quality of life.
(Survey respondent)
These things prevent illness do save the NHS money in the long run. (Survey respondent)
Some participants also welcomed any additional funding or services aimed at keeping people well, and
suggested that many community organisations are currently underfunded.
ANY FUNDING TO SUPPORT THESE GROUPS MUST BE A GOOD THING (Survey respondent)
I would like to see more funding for physical activity and mental health. (Survey respondent)
Twenty eight survey respondents who had concerns about funding such organisations provided comments.
The majority of comments related to concerns about lack of NHS budget and suggested that a separate
funding stream would be needed and that moneys should not be diverted away from core NHS services.
Some participants also felt that NHS budget should be focused on medical services and these preventative
services were not a priority
Funding needs to come through a different route. The NHS is cash strapped and needs to focus
it's finance on providing it's current services well. (Survey respondent)
BUT NOT AT THE EXPENSE O OTHER RESOURCES. OBVIOUSLY A GOOD IDEA - ONLY IT
SHOULD NOT TALKE AWAY FROM OTHER SERVICES PROVIDED BY THE NHS. (Survey
respondent)
A minority of survey respondents expressed concern about private companies profiting from such
commissioning arrangements and suggested any support services should be charities or non-profit
organisations.
Social policy makers have destroyed valuable and effective existing community support resources
through lack of investment in the past decades. Now having created the gaps and developed
market led culture they believe private providers will meet the needs (Survey respondent)
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A minority of survey respondents also expressed concerns about how sustainable a funding arrangement
would be, especially given current cuts to other public services.
Currently services being provided by the LA are being reduced for example libraries, stop smoking
services etc what impact will this have on the local services being available? If there are limited
services to be signposted to how can improvements be seen. (Survey respondent)
SO MANY HEALTH CHARITIES HAVE LOST THEIR FUNDING THAT I FEAR IT WOULD NOT BE A
SUSTAINABLE SOLUTION (Survey respondent)
Nineteen survey participants who were unsure about funding community organisations provided comments.
Again most commonly these related to the NHS budget already being overstretched and concerns about
where the money could come from.
IT WOULD DEPEND ON SUFFICIENT EXTRA FUNDING BEING GIVEN TO NHS TO COVER
COSTS OF FUNDING SUPPORT (Survey respondent)
The NHS would have to use financial resources from other areas . If these other areas were
wasting money then I would agree but if the NHS has to use money designated to treating
children with cancer then definitely not. (Survey respondent)
A minority of survey respondents also questioned the evidence behind the efficacy of such organisations and
how the quality of these services would be ensured.
I'd be all for this, as long as the funding was evidence-based. I want to know that we're using
funding only for interventions where there is evidence that they work. I know this can be hard to
do for small, niche organisations, but there are ways to do it (Survey respondent)
Would have concerns about 3rd party providers being able to provide adequate data protection
etc as regulated within NHS Not sure regulatory bodies such as CQC would be able to adequately
pick up quality assurance… (Survey respondent)
Group discussion participants from Liverpool Housing Trust believed that such services that addressed these
wider issues to health should be NHS funded. However, there were those from WHISC that were sceptical
about this becoming a reality, or the extent to which these services would be funded and subsequently their
quality. One group taking part in CCG led discussion groups felt generally funding such services was a good
idea as it would prevent ill-health but they were concerned it would being paying lip-service and not properly
funded. They discussed how previous community services had been lost in the past, or redesigned and how
it had had a negative impact on communities and their trust in such initiatives. One discussion group felt that
currently the NHS and LA work separately and this needs to change – any funding would save both
organisations money and but they need to be careful profits do not go to private companies.
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5.3.6 Accessing information and help
Figure 5.15: If you were looking for these kinds of support where would you go to find it?18
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When asked where they would look for these kind of support the most common response (60% of survey
respondents) would use their GP and 43% would do an internet search. Few survey respondents indicated
they would use websites such as LiveWellLiverpool (11%) and WellbeingLiverpool (8%; figure 5.15).
Figure 5.16: How helpful do you think it would be for GPs and hospital teams to be able to refer patients to someone
who knows about all the wider support available and can help people understand and find what they need at that point
in their lives?19
Don't Know
3%

Not helpful/not
helpful at all*
1%

Helpful
21%

Very helpful
75%

At the end of the survey respondents were asked How helpful do you think it would be for GPs and hospital
teams to be able to refer patients to someone who knows about all the wider support available and can help
people understand and find what they need at that point in their lives? Positive responses to this question
increased slightly since they were asked a similar question at the start of the survey; 75% of respondents
indicated it would be very helpful, 21% helpful and only 1% not helpful and not helpful at all (figure 5.16).

5.3.7 Differences between groups with protected characteristics (E&D)
To understand different needs of groups with protected characteristics, five key questions from the survey
were analysed by age, gender, gender identity, sexual orientation, religion, disability and ethnicity. Only a
very small number of survey respondents indicated they were lesbian, gay or bisexual (n=10) or trans (n=3) so

18
19

Other category included citizen advice, health trainers, CVS, HealthWatch, social services, church and NHS websites.
Not helpful and not helpful at all have been combined as so few respondents indicated these options.
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it is not possible to compare difference between answers based on sexual orientation or gender identity. Only
responses where there is at least a 10 percentage point difference in categories have been reported.

Question 1: Which of the following types of support, if any, do you think are important to
help people stay well, enjoy the best possible quality of life, prevent illness and manage
ongoing health conditions? Tick up to 5 things you think are most important.




Ethnicity
o BME respondents less likely (24% of BME respondents) to indicate getting involved in a local
project / volunteering than white British survey respondents (35%)
o BME respondents less likely (30% of BME respondents) to indicate Learning / education than
white British survey respondents (42%)
o BME respondents less likely (29% of BME respondents) to indicate Connecting with other
people going through similar experiences e.g. cancer treatment, bereavement, stress... than
white British survey respondents (42%)
o BME respondents less likely (39% of BME respondents) to indicate Affordable, healthy
eating... than white British survey respondents (60%)
o BME respondents less likely (48% of BME respondents) to indicate physical activity than
white British survey respondents (72%)
o BME respondents less likely (14% of BME respondents) to indicate employment than white
British survey respondents (32%)
Age
o Those aged 26-64 less likely (49%) to indicate Finding a local group activity or new hobby
compared to those aged over 65 years (59%)
o Those 25 and under more likely (45%) to indicate Meeting new friends than those aged over
65 (32%)
o Those aged 26-64 more likely (42%) than those aged 25 and under (25%) and under to
indicate Learning / education
o Those 25 and under less likely (25%) to indicate Connecting with other people going through
similar experiences e.g. cancer treatment, bereavement, stress... than those aged 26-64 (42%)
o Those aged 26-64 (61%) and 65 and over (57%) more likely to indicate Affordable, healthy
eating... than those 25 and under (30%)
o Those aged 65 and over (75%) and aged 26-64 (68%) and more likely to indicate physical
activity than those 25 and under (36%)
o Those aged 26-64 years (34%) more likely to indicate employment than those aged 65 and
over (18%) and aged 25 and under (14%)



Sex
o
o
o



Males less likely (31%) than females (43%) to indicate Connecting with other people going
through similar experiences e.g. cancer treatment, bereavement, stress...
Males less likely (45%) than females (62%) to indicate affordable healthy eating
Males less likely (58%) than females (68%) to indicate physical activity

Disability
o Those with a disability less likely (33%) than those without a disability (46%)
Finances and debt advice.
o Those with a disability less likely (26%) than those without a disability (44%)
learning/education
o Those with a disability less likely (57%) than those without a disability (69%)
physical activity
o Those with a disability less likely (12%) than those without a disability (34%)
employment

to indicate
to indicate
to indicate
to indicate
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Religion
o Those with a religion more likely (58%) than those without a religion (42%) to indicate Finding
a local group activity or new hobby
o Those with a religion less likely (34%) than those without a religion (47%) to indicate
learning/education
o Those with a religion less likely (23%) than those without a religion (33%) to indicate Handling
relationships and / or family life
o Those with a religion less likely (22%) than those without a religion (38%) to indicate
employment

Question 2: How helpful do you think it would be for GPs and other medics to refer people
for support with the wider issues they are dealing with in their lives such as stress, financial
issues, self-esteem, relationship problems, loneliness etc.?






Ethnicity– no difference between those who were white British and those who were BME
Age – no differences between age categories
Sex – no differences between sexes
Disability – no differences between those with and without a disability
Religion – no difference between those with a religion and those without

Question 4. Please answer the following if you have experience of a long term physical or
mental health condition including cancer, either directly or as a family member/friend/carer.
In your treatment or experience has a medic or care professional provided guidance with any
of the following?






For the majority of protected characteristics it is not appropriate to provide further analysis as there
substantial differences in the proportion of people in each group who answered this question.
Disability (similar proportion of those with and without disabilities answered this question)
Those with a disability were more likely (68%) than those without a disability (53%) to indicate
Finding a local group activity or new hobby
Those with a disability were more likely (62%) than those without a disability (52%) to indicate
Programmes to help build confidence, wellbeing and resilience
Those with a disability were less likely (24%) than those without a disability (45%) to indicate
employment

Question 4b. If you have experience of receiving any of the guidance described above, do you
think this helped you/those around you / or would it have helped if it had been provided?






Ethnicity– no difference between those who were white British and those who were BME
Age – no differences between age categories
Sex – no differences between sexes
Disability – no differences between those with and without a disability
Religion – Those with a religion were more likely to indicate that it did/would help (79%) compared
to those without a religion (65%).
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5.2.8

Mencap engagement with people with learning disabilities

Mencap conducted engagement activities with 18 people with learning disabilities. They
used interviews, case study examples and workshops to understand the thoughts and
needs of people with learning disabilities.
Key findings were:
o

Participants thought it was important to be connect to family and friends and how being
involved in organisations like Mencap help them feel happier and involved. They felt
particularly happy when they were part of a group.

o

Participants were supportive of GPs making referrals to other organisations as this helps
people change their lifestyle and can help with loneliness.
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Section 6.

Hospital Services

Picture 4: Engagement activities at Elevate Potential
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6.1 Hospital Services Key findings
Background to the engagement
The proposal is to create collaborative service delivery between the hospitals which serve Liverpool,
minimising duplication and variation and improving the quality of care. The proposal would involve clinicians
working across different locations to provide the best, specialist care as required and acting as single teams
across multiple settings, making care local whenever practicable and central where necessary to receive the
highest standards of care.
A total of 1,385 individuals competed the survey and eight engagement partners held a variety of
engagement events and discussion groups with 1,741 individuals.
In the discussion groups there was a lot of misunderstanding about the suggestions being made and
questions being asked. Participants did not understand how current hospital services are organised or
commissioned and struggled to understand the new systems being proposed. This led to some frustration
and confusion and has made it very difficult to interpret some of the engagement partner feedback.

Use of health services


Survey respondents reported the most commonly used health service is their GP - 89% attended the GP
and 64% the hospital on at least one occasion in the last year. Use of walk-in centres were less common,
only 14% used a walk-in centre at least once in the last year.

Priorities for patients






Although 58% of survey respondents would prefer follow up and outpatient appointments at a GP surgery
or health centre, 37% wanted them at the hospital. Those who preferred the GP/health centre felt it was
easier to get to, less time was needed for an appointment and they didn’t need to travel. For those who
preferred the hospital chose this for feeling more in control of their long term condition and that it is
easier to get to.
Survey participants were given a list of 5 issues relating to their priorities around treatment and the most
important were ranked as Being offered the same, high standard of treatment regardless of where my
treatment takes place very closely followed by being seen by the right staff who are experts in the
treatment/management of my condition. Short travel time for one off appointment such as surgery was
the least important.
The consensus in the discussion groups with the community engagement partners was that having the
highest standard of treatment and being seen by the best staff for their ailment was more important than
the location of treatment. However, generally participants did want care as close to home as possible.
This was especially important for the elderly, those with multiple/long term conditions and those without
transport. Therefore there was a lot of support for specialists to be working with local teams in GP
surgeries and health centres.

Use of technology to support health care




There was relatively low support for the use of technology in healthcare. When survey respondents were
presented with six options of support and asked to choose their top three, 83% chose at GP
surgery/health, 62% hospital and 57% at GP/health centre working directly with hospital staff. The
options relating to technology were much less common.
Discussions were similar in the participants engaging with the community engagement partners;
generally people wanted face-to-face interactions with healthcare professionals as opposed to using
telephones or video calls. This was especially true for older participants and those with disabilities. Young
people were more enthusiastic about the use of technology. Access to and use of technology was lower
in visually impaired and minority ethnic groups.
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Seeing hospital specialists in community settings and GP surgeries




Survey respondents felt the hospital specialist team in a local venue would be more convenient (42%) and
that the specialist support and advice were more important than the location (27%). When survey
respondents were presented with three issues relating to how specialists could collaborate with
community organisation, charities, advice centres etc. the most important issues were Communication
and co-ordination between the different specialists supporting my care followed by Specialists supporting
GPs and their community care teams to understand my needs better.
Although all discussion participants felt being able to access specialist care in the community would be
more convenient and would save the NHS money there were concerns around how the system would
work and continuity of care.

Hospital specialists collaborating with community services.




Eighty eight per cent of survey respondents felt it was important that specialist medical teams
collaborate and also connect to other services that can support them. When asked about hospital
specialists working alongside Community Care Teams so that the Community care Teams can provide
more care locally when hospital treatment isn’t required, a high proportion of survey respondents (58%)
chose I would have a higher standard of support locally and would welcome this. However, just over a
quarter respondents stated they would prefer to travel to a hospital to see a specialist directly (26%)
Amongst the discussion groups with the community engagement partners there were particular concerns
surrounding how organised and effective this system would be when put in to practice. There was
confusion about how this system would work. These concerns related to how the system would be
organised, how continuity of care would be ensured and how quality of care would be upheld. Some felt
that the treatment they would receive from community care teams may be inferior to hospital care. One
of the community groups felt they were “fobbed off” by their GP and they received better care in hospital
and appeared to have little trust in the GPs. Another group felt that standards of care were more tightly
monitored and controlled in hospitals. Some of the ethnic minority participants also worried about
language barriers as they struggled to communicate with their GP – interpretation and translation
services were thought to be better and more easily available in hospitals.

Accessing services at a specific hospital




Just over half of survey respondents supported the idea of not always going to the nearest hospital and
chose I support co-ordination of services between hospitals to raise standards of care. However not all
survey respondents were strongly in favour of this: 17% of respondents chose I can see the benefit but am
concerned about travel time and 16% chose I only want to go to my nearest hospital.
When it came to asking participants at the discussion groups their views on specialist services being based
at specific hospitals there was generally support for this idea; it was thought it would reduce duplication
of services, avoid oversights and save money. It would also allow everyone in Liverpool to have the same
level of care regardless of where they live. However, support was on the condition that it improved
standards of care and was properly organsied. Those who were concerned were worried about the
distance they’d have to travel to access a specialist hospital, and this particular of concern for older
people.

Appointments and travel


The most common way for survey respondents to travel to hospital appointments was in their own car
(37%) or on the bus (28%). Over half (55%) said they would be prepared to travel 15-30 minutes and only
a quarter (24%) would be prepared to travel 30-60 minutes. The most common time when participants
would be prepared to travel to appointments was the off-peak time of 9.30-15.30 on weekdays, with only
26% saying they’d prefer to travel for appointments at weekends.
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6.2 Participants
6.2.1 Demographics of survey respondents
Table 6.1: CCG area of residence for those completing surveys
CCG of residence
NHS Liverpool CCG
NHS South Sefton CCG
NHS Knowsley CCG
NHS Southport and Formby CCG
NHS St Helens CCG
NHS Wirral CCG
NHS West Lancashire CCG
NHS Halton CCG
NHS West Cheshire CCG
NHS Vale Royal CCG
NHS Wigan Borough CCG
NHS South Manchester CCG
NHS Trafford CCG
NHS Warrington CCG
No answer20
Total

Frequency % who answered question
811
80.9
88
8.8
46
4.6
17
1.7
15
1.5
7
0.7
6
0.6
3
0.3
3
0.3
2
0.2
2
0.2
1
0.1
1
0.1
1
0.1
382
1385

Figure 6.1: Type of survey complete

Online
16%

Praxis
survey
32%

Paper
52%

A total of 1385 respondents completed the survey (table 6.1). Just over half of surveys (52%) were completed
on paper a usually distributed within community engagement partners (figure 6.1). Praxis were
commissioned to distribute questionnaires and 439 surveys were completed through them (32%). The
majority (81%) of respondents who provided a valid postcode lived within Liverpool CCG area with other
participants living in other Merseyside CCG areas (table 6.1). Twenty seven per cent of respondents either did
not provide a postcode or provided an invalid postcode.

20

Includes those who provided no postcode and those who provided an invalid postcode

Hospital Services - 113

Figure 6.2: age of survey respondents
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Table 6.2: Ethnicity of those completing the survey
Column1
Asian

Black
Chinese
Mixed

Other
White

Ethnicity
Bangladeshi
Indian
Pakistani
African
Caribbean
Other Black Background
Chinese
Asian & White
Black African & White
Black Caribbean & White
Other Mixed background
Arabic
Other Ethnic Background
White British
Polish
Other White Background
Prefer not to say
Total
No answer given
Total

Frequency

Percent
4
6
14
48
4
6
9
4
2
9
5
7
4
1159
5
23
22
1331
54
1385

0.3
0.5
1.1
3.6
0.3
0.5
0.7
0.3
0.2
0.7
0.4
0.5
0.3
87.1
0.4
1.7
1.7

The most common age group of respondents was between 45-64 years old (33% of respondents who provided
an age; table 6.2). The majority of respondents were white British (87%). Unlike respondents to other surveys
in this report few participants were black African (4%; figure 6.2).
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Figure 6.3: sex of survey respondents

Male
37%

Figure 6.4: Is your current gender identity the same
as the one you were assigned at birth?
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2%
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1%
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1%
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Sixty two per cent of respondents were female (figure 6.3) and only 16 (1%) of respondents stated their
current gender was not the same as the identity assigned at birth (figure 6.4).

Figure 6.5: Do you have a religion/belief?

Figure 6.6: Sexual orientation of survey respondents
Other
1%

Prefer not
to say
6%

Bisexual
2%

Prefer not
to say
8%

No
28%

Yes
66%

Gay/Lesbian
2%

Heterosexual
87%

Table 6.3: Religion of survey respondents indicating they have a religion
Religion
Buddhist
Christian
Hindu
Jewish
Muslim
Other
Prefer not to say
Total
No Answer
Total

Frequency
6
739
3
6
69
32
9
864
521
1385

Percent
0.7
85.5
0.3
0.7
8
3.7
1

Two thirds of respondents reported having a religion (66%; figure 6.5) with the most common religion being
Christianity (86%; table 6.3). The majority of participants (87%) stated they were heterosexual with a
minority stating they were gay or lesbian (n=25; 2%) or bisexual (n=20; 1%; figure 6.6).
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Figure 6.7: Do you consider yourself to have a disability?
Prefer not
to say
3%
Yes
33%

No
64%

Table 6.4: Disabilities reported by participants
Condition
Long-term illness that affects your daily activity
Physical disability
Mental illness/distress
Hearing impairment / deaf
Visual impairment
Learning disability
Dementia

No. of survey respondents21
188
179
70
58
56
23
5

Table 6.5: Current personal circumstances
Status

Frequency
22

65+
Parent
Working full time
LTC
Work with people who use health services
Student
None of the above

449
399
381
372
131
111
99

Almost two thirds of survey respondents (64%) stated they did not have a disability (figure 6.7).
Respondents were asked to tick which disabilities they had, the most common were long-term illness that
affects your daily activity (n=188) and physical disability (n=179; table 6.4). Respondents were also asked if
they fell into a number of types of people; 449 respondents were 65 years old or older and 399 were parents
(table 6.5).

6.2.2 Demographics of discussion group participants
An overview of the participants involved in discussion groups and other events with community engagement
partners is provided in table 6.6. Eight engagement partners engaged with a total of 1,741 participants
through a variety of methods including one-to-one discussions, group discussions, focus groups and films.
21
22

Column cannot be totalled as respondents may have reported more than one disability
Column cannot be totalled as participants ticked more than one option
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The majority of the partners also distributed the survey. Due to the way the data was provided it is not
possible to separate the number of participants who completed the survey from the number who took part
in discussion groups/other engagement events. The surveys from the engagement partners are included
within the general survey results in this chapter.
In this section the information included in the discussion group feedback comes from eight engagement
partners. However, not all partners provided reports with direct quotes. Therefore, the quotes in this chapter
come from a minority of groups but represent the general discussions of the eight groups.

Table 6.6: Demographics and engagement activities of those involved in community partner engagement
Organisation & engagement
methods used
Bradbury Fields
Small group discussion
One to one discussion
Survey
Faiths4Change Small discussion groups
Survey

Kaalmo Youth Development
Small group discussion
Event
Survey

Participants involved in engagement activities

52 participants:
BME communities -1
People with disabilities/sensory impairment – 51
241 participants:
Men – 60
Women – 128
BME communities – 185 (170 White British, 10 other white, 1 Chinese,
3Black Caribbean, 1 Black British)
People with learning disabilities - 3
Religious belief groups – 156 (154 Christian, 1 Buddhist, 1 Other)
People with Long Term health conditions – 34
People with disabilities / sensory impairments – 86
People with mental health issues – 16
Older people – 60
LGBTIQ people – 7
Pregnant women – 6
Mothers of young children – 12
People with addictions- 10
Homeless people – 10
People experiencing poverty – 100
People experiencing social isolation – 100
Single parent – 3
Carers- 20
177 participants:
Men – 38
Women – 47
BME communities – 177 (169 Somali and East African, 3 Pakistani, 1
Bangladeshi, 1 Indian, 1 Arabic, 1 Asian and white, 1Chiense, 1 Black
Caribbean and white)
People with learning disabilities - 3
Children and young people – 92
Religious belief groups – 176 (174 Muslim, 1 Christian, 1 Buddhist)
People with Long Term health conditions – 6
People with disabilities / sensory impairments – 24
People with mental health issues – 5
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Older people – 26
Pregnant women – 1
Mothers with young children – 10
Pakistani Association Liverpool
Survey
30 participants:
Event
BME communistes: 30 (Yemeni, Pakistani, Iraqi, Bangladeshi,
Somali, Moroccan, Sudanese, Kurdish)
Royal Voluntary ServiceSmall discussion groups
Survey

Women Reach Women Small group discussions

Praxis
Focus groups
One to one discussion
Survey

23

413 participants:
Men- 70
Women – 21323
Veterans - 28
People experiencing social isolation – 30
Carers – 15

184 participants:
Men – 56
Women – 128
BME communities – (81 Bangladeshi, 53 Pakistani, 32 Indian, 18 Siri
Lankan)
People with long term conditions – (Diabetes, CHD, Stroke, Asthma)
Older people - 54
Religious belief groups – (134 Muslim, 27 Hindu, 23 Sikh)
Pregnant women – 25
Mothers and children – 80
Victims of abuse- 30
People with addiction problems- 45 (smokers)
People experiencing poverty- 100
People experiencing social isolation- 75
Single parents – 40

525 participants:
BME – (25 Black African, 26 Afro Caribbean, 25 Eastern European not
Polish, 25 Chinese)
Men – 250
Women – 250
People with long term conditions – 100
People with mental health issues –25
Older people- 100
LGBTIQ – 5
Mothers of young children - 50
People experiencing poverty – 150
Single parents – 50

Royal Voluntary Service did not provide information on the gender of the remaining 130 participants.
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Elevate Potential
Small group discussions
Survey
One to one discussion
Photos

119 participants:
BME – 4
Men – 22
Women – 37
People with disabilities/ sensory impairments - 3
People with long term conditions – 8
People with mental health issues – 5
Older people- 36
LGBTIQ – 3
Children and young people – 24
Pregnant women – 1
Veterans- 10
People with addiction issues- 5
People experiencing poverty – 6
People experiencing social isolation - 3
Single parents - 5
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6.3 Findings
6.3.1

Use of health services by survey respondents

Figure 6.8: In the last year how often have you visited the following
Walk in
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Figure 6.9: Reasons for using health services in the last year
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For survey respondents the most commonly used service in the last year was the GP with 89% of survey
respondents having attended the GP on at least one occasion. Sixty four per cent of people had been to a
hospital and 30% to a walk-in at least once (figure 6.8). The most common reason for using a health service
in the last year was for a long term condition (n=668; 48%) or for a one off issue (n=432; 31%). Only 75
individuals had used health services for cancer treatment (5%; figure 6.9).

6.3.2

Priorities for patients in service delivery

To understand how patients prioritise their needs and wishes a variety of questions were asked in the survey
and at the discussion groups. These questions aimed to examine how patients understand the importance of
types of service, location and quality of services.
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Figure 6.10: Where would you prefer to go for a follow-up or outpatient appointment?
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The GP surgery/health centre were the most commonly chosen location for follow-up or outpatient
appointment (n=781; 58%; figure 6.10) and the other common choice was at a hospital (n=498; 37%). When
looking at only those who had used health services for a long term condition in the previous year (n=668;
figure 6.9) more of those with long term conditions would like to have a follow up appointment in a hospital
(45%) and fewer in a GP surgery/health centre (52%; data not shown). When looking at only those who had
used health services for a cancer treatment in the previous year (n=75; figure 6.9 pg11 above) more of those
having cancer treatment would like to have a follow up appointment in a hospital (59%) and fewer in a GP
surgery/health centre (38%; data not shown).

Figure 6.11: For those who prefer follow up and outpatient appointments at the GP surgery or health centres,
why would this location be best for you (to have a follow up or outpatient appointment)?24
Easier to get to
Less time needed for appointment
Don’t need to travel
Cheaper to get to
I can attend independently
Feeling more in control of my own long term condition
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For those survey respondents who would prefer follow up and outpatient appointments at the GP surgery or
health centre the most common reason for this was because it is easier to get to (n=599; 77%) and smaller
proportions felt that less time is needed for the appointment (n=214; 28%), they don’t need to travel (n=174;
22.3) and it is cheaper to get to (n=170; 22%; figure 6.11).

24

Cannot be totalled as survey respondents could choose more than one option
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Figure 6.12: For those who prefer follow up and outpatient appointments at the hospital, why would this
location be best for you (to have a follow up or outpatient appointment)?25
Feeling more in control of my own long term condition
Easier to get to
Someone else may be able to come with me
Cheaper to get to
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Don’t need to travel
Other
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For those survey respondents who would prefer follow up and outpatient appointments at a hospital the most
common reason for this was because feeling more in control of my own long term condition (n=199; 40%)
and it is easier to get to (n=171; 34%; figure 6.12).
Survey participants were given a list of five issues relating to priorities around treatment and asked to rank
them in order of importance. These issues were:






Being offered the same, high standard of treatment regardless of where my treatment takes place
Being seen by the right staff who are experts in the treatment/management of my condition
Being able to choose which hospital will treat me
Travelling as short a distance as possible for routine appointments / check-ups
Travelling as short a distance as possible for one off appointments – such as surgery

To understand the relative importance each issue was given a score (5 for the highest through o 1 for the
lowest) and scores totalled for all participants.

Table 6.7: scores of the importance of five issues
Being offered the same high standard of treatment regardless of where my treatment takes
place
Being seen by the right staff who are experts in the treatment/management of my condition
Travelling as short a distance as possible for routine appointments / check-ups
Being able to choose which hospital will treat me
Travelling as short a distance as possible for one off appointments – such as surgery

25

Total score
4432
4405
2724
2556
2060

Cannot be totalled as survey respondents could choose more than one option
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Figure 6.13: Most important issue for respondents – the highest ranking priority.
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The most important issues for survey participants were being offered the same high standard of treatment
regardless of where my treatment takes place and being seen by the right staff who are experts in the
treatment/management of my condition. The scores for these two issues were very similar so although slightly
more respondents chose being offered the same high standard of treatment regardless of where my treatment
takes place as their highest priority (46%) as their highest priority, compared to being seen by the right staff
who are experts in the treatment/management of my condition (41%; figure 6.13) these two issues were very
important for most people. The least important issue was Travelling as short a distance as possible for one off
appointments – such as surgery.
Looking at this question (figure 6.13), when analysing those who had used health services for a long term
condition in the previous year (n=668; figure 6.9) there were no differences between those with long term
conditions and those without (data not shown).There was also no difference between those who indicated
they had been using health services for cancer treatment and those who had not.
The general consensus from discussion participants was that having the highest standard of treatment and
being seen by the best staff for their ailment was more important than the location of treatment. However
there was a preference for care to be closer to home and that the ‘closer the better’. In fact, issues with having
to travel for healthcare access was expressed by multiple groups from all engagement partners. This was
especially true for the elderly, those with multiple conditions or long term conditions, or those who were
dependent on others to take them to the hospital. Therefore is not surprising that there was a lot of support
for specialists to be working with local teams so that they could access care closer to home. Nevertheless,
there were also concerns for this system which will be spoken about in section 6.3.5.
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6.3.3

Use of technology to support care

Figure 6.14: How would you prefer to receive support when you have a problem with your health?26
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Survey participants were asked their opinions for receiving support via technology compare to other
traditional route. They were asked to choose any three options. The most preference for support was at GP
surgery/health centre (n=1153; 83%), hospital (n=859; 62%) and GP/health centre working directly with
hospital staff (n=822’ 59%). The options relating to technology were much less common (figure 6.14).
When looking at only those who had used health services for a long term condition in the previous year (n=668;
figure 6.9) there were no differences between those with long term conditions and those without (data not
shown). When looking at only those who had used health services for a cancer treatment in the previous year
(n=75; figure 6.9) more of those having cancer treatment would prefer to receive support in a hospital when
they have a problem with their health (73%) compared to those who had not had cancer treatment in the last
year (61%; data not shown). For those who had had cancer treatment there were no differences on the other
options in figure 6.14.
Overall, amongst discussion participants there was preference for face-to-face consultations and follow ups
as opposed to the use of telephones or Skype. This was especially true for older people who were mostly all
against the use of technology for consultations and diagnosis as well as those that were visually impaired
(from Bradbury Fields). Even though younger people were more open to this kind of service, they did express
the same concerns as the older generations:
“I’d be worried that they might not get it right and I would get the wrong treatment or
medicine” (Young person from Kaalmo)
Adults and particularly those in minority groups (Kaalmo, Women Reach Women, South Asian) or were
visually impaired (Bradbury Fields) spoke of how they either did not have access to such technology
(computers, tablets etc.) or did not know how to use it. The adults from Kaalmo even suggested that the NHS
run some computer training in community centres for such services. In addition people in Royal Voluntary
Service pointed out that old people might have hearing problems and so would struggle with such a system.
Asian men from Women Reach Women were more supportive of the idea and saw it as a potentially cost
effective service for both them and NHS (e.g. travel and parking cost).
“Great idea! of course it won't be suitable for every situation, but for mine where I drive for
over an hour to get there, wait for another hour in a waiting room, simply to have a 5
26

Cannot be totalled as respondents could choose up to three options
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minute chat with the doctor and then travel over an hour home again, it would be great”
(Asian man from Women Reach Women)
“Yeah, good to use it for stuff like blood tests results, you have to wait for ages at the GP or
hospital for the results, if there’s no problems or a need to go in again then a telephone
consultation or skype would be the better option saves time and money” (G5)
“Using telephone conversation or skype would free up the consultants time so they can
spend more time with people who really need a lot of care and attention” (G2)
However even in this group that seemed more in favour of such services there were those that were not as
positive:
What if people don’t have computer or internet connection to use the Skype service” (G2)
“And how are they meant to check the temperature, heart rate or check for lumps?” (G3)
“On paper it sounds like a good idea but technology is not reliable. Anybody who uses Skype
will know that the first 5 minutes or the whole call is intermittent and there will be no clear
communication, but what about a doctor's need to make his diagnosis based on what he
sees and feels? Can't do that on Skype” (G4)
“You might as well get on to a medical site and diagnose yourself. If you need drugs go to
one of the sites” (G3)
Additionally issues like language barriers were brought up by these men:
“What about speaking to patients with no English, and in whose own language, will they
need a speaker phone there for the translator too, how will this work?”
Participants from Faiths4Change were also rather polarised in their support for this service and brought up
additional concerns surrounding confidentiality and data protection. In general, those that were in support of
the use of telephone consultations or Skype felt that it depended on the reasons someone was calling and
the type of ailment they had.
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6.3.4

Seeing hospital specialists in community settings and GPs

Survey respondents and discussion group participants were asked a number of questions about seeing
hospital specialists within GP and community centres.

Figure 6.15: We are looking at how the specialists in hospitals can provide expert care and treatment out in
the community, working in partnership with Community Care Teams (made up of GPs, nurses, mental
health nurses and social care staff), providing the best care for patients closer to home. How would you feel
about a hospital specialist team seeing you at a local venue when hospital treatment isn’t required?
No preference
8%

Prefer
reassurance of
hospital visit
17%

Concerned specialist
advice needed wouldn’t
be avaliable locally
6%
More convenient
to get support
local venue
42%

Specialist support &
advice more important
than location

Survey respondents felt the hospital specialist team in a local venue would more convenient (n=564; 42%)
and that the specialist support and advice were more important than the location (n=365; 27%; figure 6.15).
As in section 6.3.2 (table 6.7) above, survey participants were given a list of three issues relating to how
specialist collaborate with community organisation, charities, advice centre etc. and asked to rank them in
order of importance. These issues were:
 Communication and co-ordination between the different specialists supporting my care
 Specialists supporting GPs and their community care teams to understand my needs better
 Being referred to advice/support which will help me with non-medical issues, e.g. housing / finance
To understand the relative importance each issue was given a score (3 for the highest through to 1 for the
lowest) and scores totalled for all participants.

Table 6.8: Total scores for three issues relating to specialists collaborating with community organisations,
charities, advice centre etc. 27
Total score
Communication and co-ordination between the different specialists supporting my care
Specialists supporting GPs and their community care teams to understand my needs better
Being referred to advice/support which will help me with non-medical issues e.g. housing / finance

2433
2217
1130

27 Score

calculated as 3 for the highest through to 1 for the lowest. The scores for each priority for each participant were totalled to
give an overall score for that priority. Therefore, even those issues which may not have be the top priority for the most people could
have been scored highly if a large proportion chose them as their second highest priority.
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Figure 6.16: The most important issue for people relating specialists collaborating with community
organisations, charities, advice centre etc.
Being referred to advice/support
which will help me with nonmedical issues eg housing / finance

Specialists
supporting GPs
and their
community care
teams to
understand my
needs better
37%

Communication
and co-ordination
between the
different
specialists
supporting my
care
58%

Survey respondents felt the most important issue to them was that there was communication and coordination between the different specialists supporting my care followed closely by specialists supporting GPs
and their community care teams to understand my needs better.
Although all discussion participants felt being able to access specialist care in the community would be more
convenient:
“I find it stressful going into these hospital, there’s to many people, people waiting around,
it’s hard to get parking, I think for me going to local centres in the community will be better,
I will feel less stressed” (Participant from Women Reach Women)
“It’s difficult to arrange for someone to take me to the hospital, everyone is busy, I’m busy
with household work, with children, looking after the elderly in-laws. I feel guilty
sometimes that someone has to take the time to take me to the hospital because it’s far, if
it’s near then maybe I can walk it there” (South Asian woman from Women Reach Women)
“I have to drive my family to the hospital when they have appointment, it will be good if it’s
local and they can just walk it there, but it’s my responsibility to take them, taxi’s cost a lot
of money, so I just take them” (South Asian man from Women Reach Women)
And would save them money:
“You won’t believe the amount of money I have spent on taxi fares to get to the hospitals,
it’s so expensive. I don’t have a lot of money, no one in my family knows how to drive, so
I’m stuck most of the time to get to these appointments” (South Asian woman from Women
Reach Women)
There were many concerns surrounding continuity of care and how this system would work:
“The important thing is the continuity of care, they are proposing big things, but I worry
how they will make it work, and for us as patients it’s important to see the same doctors
that we put our trust in. I will always want to see my GP, she knows me well and
everything about my illness. When locums come in I’m not happy to see them, cos they
don’t really know much about you and you have to personal problems with them. How will
they make sure we see the same specialist doctor each time” (South Asian Women Reach
Women)
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6.3.5

Hospital specialists collaborating with community services.

Survey participants were asked their opinions of hospital specialists collaborating with community care
teams.

Figure 6.17: Do you think that it is
important that specialist medical teams
collaborate and also connect to other
services that can support you?

Figure 6.18: How would you feel about hospital
specialist teams, working alongside Community Care
Teams so that the Community care Teams can
provide more care locally when hospital treatment
isn’t required?
I would be concerned
that the specialist
knowledge I need to
help me would not be
available
14%

No
12%

Yes
88%

I would prefer to
travel to
hospital to see
the specialist
directly
26%

Other
2%

I would have
a higher
standard of
support
locally and
would
welcome this
58%

The majority of participants (n=1162; 88%; figure 6.17) felt it was important for specialists to collaborate and
connect to other services. When asked about hospital specialists working alongside Community Care Teams
so that the Community care Teams can provide more care locally when hospital treatment isn’t required, a
high proportion of survey respondents (n=766; 58%) chose I would have a higher standard of support locally
and would welcome this. Just over a quarter respondents stated they would prefer to travel to a hospital to
see a specialist directly (n=344; 26%; figure 6.18)
Amongst the discussion groups with the community engagement partners there were particular concerns
surrounding how organised and effective this system would be in reality when put in to practice:
“I’m not too sure how this would work, I know they say they will work closely with the
Community Care Team, but in practice this is not always the case. So many times you hear
these great ideas, which are good, but people who work to make these ideas are not always
the right people to do the job and this means the service isn’t always great when delivered,
and what does that mean? It means we the patients have to suffer the consequences”
(South Asian Women Reach Women)
“I’m concerned that when they come out to the community the communication is going to
be worse, how will they manage our details and medical conditions, how will they
communicate together, that’s my worry. I had some problems with samples that I left with
my GP to be sent to the specialist, but I never heard anything from them. After 2 weeks I
phoned my GP, they gave me a number for the specialist team. When I phoned that
number I was told I had the wrong number and the woman gave me a new number to
phone. I explained myself again and she had a look on the computer, and said the sample is
in but never went to the specialist. For some reason, the results did not automatically pass
on to my specialist, these problems still goes on” (South Asian Women Reach Women)
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As well as the quality of the treatment compared to what they would receive in the hospital:
“Will they make sure that we see the same doctors and nurses same as the ones in the
hospital” (South Asian Women Reach Women)
“I don’t know how this will work, where will these nurses or the other workers come from,
how will they travel around people’s homes or centres, what about their equipment’s? What
will they bring with them?” (South Asian man from Women Reach Women)
“Will it not cost more money for the NHS to have these people in the community to come
out to care or treat people in their homes? I am also worried if they are not good workers,
who do we complain to, and who makes sure that they are doing the right things” (South
Asian man from Women Reach Women)
And that this was only really beneficial to them if the staff were well trained:
“Good doctors and nurses are important too, there’s no point in trying to make things easy
for us and but then they can’t just send junior doctors” (South Asian Women Reach Women)
The perception that treatment in a hospital would be superior to specialist treatment in the
community was continually put forward:
“I guess it all depends on the illness that people have, and how they decide to treat that
person in the community, I’m just worried that the good doctors might not come out here”
(South Asian man from Women Reach Women)
“I don’t think it will be the same care as you will get in the hospitals” (South Asian man from
Women Reach Women)
“Good plan, but not sure how good it will be as in the hospitals” (South Asian man from
Women Reach Women)
“Going into hospitals gives me reassurance knowing that there are good doctors there who
can make better decision about my illness, I’m not sure who will come to the ones in the
local centres, will it be the same doctors who work in the hospitals?” (South Asian woman
from Woman reach Woman)
Older people (Royal Voluntary Service) especially felt this way and when asked why they expressed that they
already felt like they were simply “fobbed off” by their GP’s and felt they were given better care in the hospital.
Therefore they anticipated that this would be the case if specialists came and worked from GP practices and
community centres. They also raised concerns that ‘community care’ meant that GP’s would be leading the
services and were sceptical when told that this may not be the case. There were also questions surrounding
where these specialist services would be delivered if GP practices were being closed down according to news
they had heard.
Interestingly, South Asian men from Women Reach Women talked about how they worried about standards
of service delivered by specialists in the community as the health workers in hospitals were viewed as being
better ‘monitored’, and they were concerned how this would be managed in the community.
There were also language barriers that were expressed by the South Asian groups and especially concerning
the older generation of immigrants that could not speak proficient English. Although many took a family
member with them to interpret this was not always possible and they struggled to communicate with their
GP:
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“My GP refuses to get an interpreter for me, he thinks he can understand me, but I don’t
think I can make him understand about the things that are happening to me” (South Asian
woman from Women Reach Women)
“I got told off once by my GP because I had an interpreter with me, the Women’s Hospital
arranged one for me to explain all the things, but he said I didn’t need one because I could
speak a little English, but that didn’t mean I could understand the medical terms and what
that means” (South Asian woman from Women Reach Women)
There were fears that should the specialists come to the local venues they would face the same issues.
It was also highlighted that communication between the healthcare professionals regarding a patient and
continuity of care was crucial. People felt that if this was provided then they would not mind travelling for the
care:
“It’ll be better, they can decide on the best plan for that individual person. At the moment, I
hear a friend of mine who is going from one hospital to the next depending on who’s
available and still then she doesn’t always see the same consultant. At least with this plan,
you know the same people, or team will be making the decision for that one person at the
time, rather than leaving on the judgement of different people to decide, and then you have
to move back and forth” (Asian women from Women Reach Women )
This was especially true for people with long term illnesses and multiple conditions:
“I think it will be better definitely. I have been ill for 8 years now with GERD
[Gastroesophageal reflux disease], and I’m having to go to Whiston, St.Helens, and Royal
but I didn’t mind the travelling to the different hospitals, but it was the lack of
communication between the consultants or the fact that my notes or results weren’t sent to
the right place, and on many occasions I was waiting for referral from one specialist to
another, getting different responses each time and referral for tests, but I had to keep
chasing this up with the reception staff… I think it will be better if the gastric specialists
come together and they can communicate in a better way under one roof to deal with the
patients’ need, I am pleased to hear about this plan” (South Asian women from Women
Reach Women )
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6.3.6

Accessing services at a specific hospital

Survey respondents were asked how they would feel about being seen at a hospital that was not the closest
and offered a range of responses to choose.

Figure 6.19: How do you feel about not always being seen at the hospital closest to you?
I can see no benefit in staff
from different hospitals coordinating as one team
5%
I only want to go
to my nearest
hospital
16%
I can see the
benefit but am
concerned about
travel time
17%

Other please
state
3%

I support coordination of
services between
hospitals to raise
standards of care
59%

The most common response was I support co-ordination of services between hospitals to raise standards of care
(n=800; 59%) however respondents (n=223; 17%) chose I can see the benefit but am concerned about travel
time and some respondents (n=215; 16%; figure 6.19) chose I only want to go to my nearest hospital.
When it came to asking people their views on specialist services being based at specific hospitals there was
generally support for this idea for a number of reasons. Benefits such as this would reduce duplication of
services, avoid oversights and save money. The idea that this would allow for everyone in Liverpool to have
the same level of care regardless of where they lived particularly created great support for this system:
“I like the idea that the best doctors can come together as a team and work for everyone in
Liverpool, everyone hopefully getting the same treatment no matter who they are” (Asian
man from Women Reach Women)
However this support was based on the condition that this system raised the standards of care and was
organized properly which some groups were skeptical about.
Again, there were concerns regarding travelling to these designated specialist hospitals if they were not local
to the participants. In fact it was this concern for travel where responses seemed to be most divided with
responses like:
“If hospitals bring services together we might need to travel more, but in the end our health
benefits” (Young person from Kaalmo)
“Best to go to the place that has the most knowledge about what is wrong with you”
(Young person from Kaalmo)
“Okay to travel when you know you will get the right treatment in time” (Young person
from Kaalmo)
Compared to people who stated that they were “annoyed and disappointed” with this system if it meant they
would have to travel far and that this would be “stressful” for them with comments such as:
“If I’m not well I want to see someone as soon as possible and might not be able to travel
far” (Young person from Kaalmo)
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Older people were particularly against the idea if the hospital was far from them as well as those who were
reliant on others to travel and felt distances would create more problems.

6.3.7

Travelling to appointments

Figure 6.20: How would you travel to a hospital appointment?
550

507

500
450

Frequency

400

371

350
300
250
191

200

170

150
100
39

50

22

7

0
Own car

Bus

Get a lift

Taxi

Walk

Train

Bicycle

Figure 6.21: How long would you be prepared to travel to regular /routine or follow up appointments?
30 - 60
minutes
24%

Up to 15
minutes
21%

15 - 30
minutes
55%

The most common way to travel to hospital appointments was in the survey respondents own car (n=507;
39%) or on a bus (n=371; 28%; figure 6.20). Only a very small proportion walked, used a train or a bicycle. Over
half of respondents stated they would be prepared to travel 15-30 minutes for a regular/routine or follow up
appointments (n=727; 55%; 6.21)
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Figure 6.22: What time would you prefer to travel to your appointments?28
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The most common time survey respondents would like to travel for appointments was in the off-peak hours
of 9.30-15.30 weekdays (n=797) with a small number (n=495) also preferring 8-9.30 weekdays and only 364
respondents (26%) suggesting weekend appointments (figure 6.22).
Issues around travel raised by the community discussion group participants are included in the sections above
as these conversations related to concerns about specific service changes. Discussion groups did not discuss
specific issues about ideal travel time and method.

6.3.8

Communicating new plans and proposals

There was a lot of confusion in the discussion groups about the subtle differences in the questions they were
being asked. The participants do not understand the current organisation and commissioning arrangement
for hospital services so struggled to understand how these new suggestions would differ.
This made it very difficult to separate out the group discussions into different sections as it was often unclear
which part of the hospital models the participants were referring to. In future engagement more clarity will
be needed around service design and the differences between the types of service model.
The quotes below reflect some of the feedback from the engagement partners and the participants
themselves.
“Perhaps use simpler wording of questions when engaging with older people.” Royal Vol
Service feedback report
“Some veterans felt that there had been a lot of surveys currently being conducted by the
CCG by different organisations and felt that the surveys consisted of the same questions
just worded differently. They felt people would be reluctant to complete another survey
from the CCG which basically ask the same questions of them.“ Royal Vol Service feedback
report
“It is important to look at the way questions are set when engaging older people,” Royal Vol
Service feedback report

28

Cannot be totalled as survey respondents could choose more than one option
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“Many participants highlighted how these questions seem repetitive and were unsure of
why it was presented in this manner.” (Women Reach Women feedback report)
“Not sure what all this means, it’s too much information for me to understand” (direct
participant quote from WRW)
“All this is going over my head, it’s too complicated to understand, I don’t even know how
they work” (direct participant quote from WRW)

6.3.9

Differences between groups with protected characteristics

To understand different needs of groups with protected characteristics four key questions from the survey
were analysed by age, gender, gender identity, sexual orientation, religion, disability and ethnicity.

Question 3. We are looking at how the specialists in hospitals can provide expert care and
treatment out in the community, working in partnership with Community Care Teams (made up
of GPs, nurses, mental health nurses and social care staff), providing the best care for patients
closer to home. How would you feel about a hospital specialist team seeing you at a local venue
when hospital treatment isn’t required?








Age
o No differences between the age groups
Gender
o No differences between the genders
Gender identity
o Only twelve respondents who stated their gender identity was different from the gender
assigned at birth answered this question so analysis is not possible
Sexual orientation
o No differences between those who are heterosexual and those who are LGB
Religion
o No differences between those with and those without a religion.
Disability
o No differences between those without and without a disability
Ethnicity
o No differences between BME and white British respondents

Question 6: Please number the following to show how important these issues are to you with 1
being most important and 5 being least important.
To identify any differences in priorities the most important issue for each group was compared.





Age – The highest ranked response for each age group was:
o 25 and under : Being offered the same, high standard of treatment regardless of where my
treatment takes place
o 26 – 64: Being seen by the right staff who are experts in the treatment/management of my
condition
o 65 and over: Being offered the same, high standard of treatment regardless of where my
treatment takes place
Gender
o No differences between the genders
Gender identity
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o








Only thirteen respondents who stated their gender identity was different from the gender
assigned at birth answered this question so analysis is not possible
Sexual orientation - The highest ranked response for each age group was:
o LGB respondents: Being seen by the right staff who are experts in the treatment/management
of my condition
o Heterosexual respondents - Being offered the same, high standard of treatment regardless of
where my treatment takes place
Religion
o No differences between those with and those without a religion.
Disability - The highest ranked response for each age group was:
o Respondents with disabilities: Being seen by the right staff who are experts in the
treatment/management of my condition
o Respondents without disabilities - Being offered the same, high standard of treatment
regardless of where my treatment takes place
Ethnicity
o No differences between BME and white British respondents

Question 7: We are thinking about how specialist teams from the city's hospitals can work more
closely together to make sure people receive a consistently high standard of care no matter where
they are treated. This may mean you are not always seen at the hospital closest to you. Please
tick which of the following most reflects how you feel about this.








Age
o No differences between the age groups
Gender
o No differences between the genders
Gender identity
o Only 16 respondents stated their gender identity was different from the gender assigned at
birth so analysis is not possible
Sexual orientation
o No differences between those who are heterosexual and those who are LGB
Religion
o No differences between those with and those without a religion.
Disability
o No differences between those without and without a disability
Ethnicity
o No differences between BME and white British respondents

Question 13: How would you prefer to receive support when you have a problem with your health?
Please tick up to 3 options


Age – slight differences between groups. Top three options for each group:
o 25 and under
1. At my GP surgery / health centre
2. At hospital
3. At my GP surgery / health centre with them working directly with the hospital specialists
o 26 – 64:
1. At my GP surgery / health centre
2. At my GP surgery / health centre with them working directly with the hospital specialists
3. At hospital
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o












65 and over:
1. At my GP surgery / health centre
2. At hospital
3. At my GP surgery / health centre with them working directly with the hospital specialists

Gender - slight differences between groups. Top three options for each group:
o Females
1. At my GP surgery / health centre
2. At my GP surgery / health centre with them working directly with the hospital specialists
3. At hospital
o Males
1. At my GP surgery / health centre
2. At hospital
3. At my GP surgery / health centre with them working directly with the hospital specialists
Gender identity
o Only 16 respondents stated their gender identity was different from the gender assigned at
birth so analysis is not possible
Sexual orientation - slight differences between groups. Top three options for each group:
o Heterosexual respondents
1. At my GP surgery / health centre
2. At hospital
3. At my GP surgery / health centre with them working directly with the hospital specialists
o LGB respondents
1. At my GP surgery / health centre
2. At my GP surgery / health centre with them working directly with the hospital specialists
3. At hospital
Religion - slight differences between groups. Top three options for each group:
o Respondents with a religion
1. At my GP surgery / health centre
2. At hospital
3. At my GP surgery / health centre with them working directly with the hospital specialists
o Respondents without a religion
1. At my GP surgery / health centre
2. At my GP surgery / health centre with them working directly with the hospital specialists
3. At hospital
Disability - slight differences between groups. Top three options for each group:
o Respondents with a religion
1. At my GP surgery / health centre
2. At hospital
3. At my GP surgery / health centre with them working directly with the hospital specialists
o Respondents without a religion
1. At my GP surgery / health centre
2. At my GP surgery / health centre with them working directly with the hospital specialists
3. At hospital
Ethnicity
o No differences between BME and white British respondents
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6.3.10

Mencap engagement with people with learning disabilities

Mencap conducted engagement activities with 18 people with learning disabilities (LD). They used
interviews, case study examples and workshops to understand the thoughts and needs of people
with learning disabilities.
Key findings were:


Seeing the same doctor/consultant was important to people with LD; it eased anxiety and
the doctor knows their medical history. An unexpected change in regular GP would stop
them attending appointments or limit their engagement and communication with the new
doctor.



Participants would prefer the appointment to be in the same place but would be happier to
change hospital and see the same doctor. Seeing different doctors at different hospitals
would be unacceptable.



People with LD cope better with change if they have time to get used to it, understand why
things change and have support through the change



They would like to see the consultant rather than see a nurse or their own doctor for a follow
up appointment.



Specialist clinics should not take place in places like community hubs; but hubs are fine for
blood tests etc.
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Section 7.

Urgent Care Services

Picture 5: Easy read example from Mencap community engagement with people with learning disabilities
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7.1 Urgent Care Key findings
Background to engagement
A new model for urgent care introduces new ways to relieve pressure on these services and improve patient
experience. It is closely linked to the other Healthy Liverpool priority areas requiring a shift to better
prevention, self-care and community based services enabling urgent care to meet acute urgent care needs.
The survey was completed by 384 respondents and 25 participants took part in engagement activities with the
engagement partner organisation Chinese Wellbeing.

Awareness of urgent care services


The service most survey respondents were aware of was A&E at Liverpool Royal Hospital, respondents
were less aware of the south Liverpool walk-in centre in Garston or the GP out-of-hours service.

Urgent care service use





The GP was the most frequently used service by survey respondents; 82% of respondents had used
the GP at least once for themselves in the last year. The least used service was out of hours GP.
Most survey respondents had not used any services for a child (between 61-94%); the most commonly
used service was the GP (38% of respondents has used at least once for a child in the last year)
Most survey respondents had not used any services for a person aged 65 or over (between 83-98%)
the most commonly used service was the GP (18% of respondents has used at least once for person
aged 65 or over in the last year)
All the participants involved in the Chinese Wellbeing engagement had been to see their GP at least
once in the last year with a quarter of participants attending ten or more times. Just under half had
used out of hours GP services.

Opening times and times of using urgent care services





Understanding was high about A&E opening times with 94% of respondents correctly stating that A&E
is open 24 hours a day, 365 days a year. Understanding was lower about GP surgery with a quarter of
respondents incorrectly stating that GP surgery was open 9am-5pm weekdays (surgeries are open
8am-6pm)
Service use by survey respondents had mainly been Monday to Friday during the day. The most
commonly used out- of-hours service was a walk-in centre with 16% using a walk-in after 6.30 on a
week day or at the weekend.
For those involved in Chinese Wellbeing engagement there was a good understanding on A&E opening
times though misconceptions about GP opening times

Experience of urgent care services






Survey respondents rated a list of services on their experience 1-5, with 5 being the highest). The
highest rating services were chemist/pharmacy (4.3) and nurse at GP surgery (4.3). The lowest rated
services were GP out of hours (3.5) and NHS 111 telephone (3.4). All services received scores between
1 and 5 showing a broad range of experiences.
In the survey, respondents were asked to write their experience of health services. Sixty gave a
general positive comment but very few were specific about which service they were referring to. Some
respondents reported dissatisfaction and frustration with the GP appointment system but most were
generally positive about quality of care. There were concerns over long waiting times and services
being understaffed. There were also concerns about inconsistency of service and some felt disjointed
services that did not communicate was causing confusion and inconvenience to patients.
From the participants involved in Chinese Wellbeing engagement there were complaints about
waiting times and language barriers causing issues and the need for an interpreter to communicate
with the GP for the patients. Although there were mainly complaints about waiting times, there were
positive comments about the service at Walk-in Centres and the A&E service at Alder Hey.
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Urgent care services and decision making




For this section survey respondents were presented with questions about specific situations and
services and asked to tick the statements that best applied to their opinions
o If they were injured or unwell and needed attention quickly the most common choices were:
 I would want to get to the most reassuring place as quickly as possible which for me
would be A&E
 I would want to get to the most reassuring place as quickly as possible which for me
would be my GP
o If they needed quick but not urgent care for a child the most common choices were:
 I would want to get to the most reassuring place as quickly as possible which for me
would be A&E
 I would want to get to the most reassuring place as quickly as possible which for me
would be the walk-in centre
o Most common reasons for choosing a GP or nurse at GP surgery were:
 My GP surgery is near to where I live
 I know I would get an appointment with my GP / Practice Nurse
o Most common reasons for choosing a pharmacy were:
 It is convenient for me to go to my local pharmacy
 I don't feel my illness/injury is bad enough to go elsewhere
o The most common views on NHS 111 telephone were:
 The number is easy to remember
 I don’t have confidence in NHS 111
o The most common reasons for choosing a walk-in centre were:
 I can't get an appointment for the same day with my GP / Nurse at the GP surgery
 GP surgery is closed
o Most common reasons for choosing A&E were:
 I consider my condition as an “emergency”
 A&E is open 24 hours a day
For those participants involved in the Chinese Wellbeing engagement they felt they would use A&E in
an emergency and only if the GP was not open. There was low awareness of NHS 111 and some
participants found language caused problems with using the NHS111 telephone service. For children
they preferred to attend their GP as the trust the GP and the GP has access to their medical history

Improving services in Liverpool




Survey respondents were presented with a list of 11 options what could most improve healthcare
services in Liverpool. The options chosen as most important all related to increasing access to their GP
services:
o More same day appointments at GP services
o Local GPs open earlier/longer
o Local GPs open at weekends
o Local GPs offering walk-in appointments
Responses from the Chinese Wellbeing were very similar with the majority choosing improvements
that would increase access to their GP.
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7.2 Participants
7.2.1 Demographics of survey respondents
Table 7.1: CCG area of residence for those completing surveys
Frequency
NHS Liverpool CCG
NHS Knowsley CCG
NHS South Sefton CCG
NHS Southport and Formby CCG
NHS Wirral CCG
NHS West Cheshire CCG
NHS West Lancashire CCG
No answer/unknown
Total

287
16
8
2
2
1
1
67
384

Per cent of valid
postcodes
90.5
5.0
2.5
0.6
0.6
0.3
0.3

Figure 7.1: Type of survey respondent29
Paper
0%

Website
41%

Praxis
59%

A total of 384 respondents completed the survey. Over half (59%) of respondents completed a survey
distributed by Praxis (commissioned to promote the survey), 41% completed the survey online and only two
individuals (less than 1%) completed paper version. The majority of respondents to the urgent care survey
were resident within Liverpool (91% of those who provided a valid postcode).

Figure 7.2: age of survey respondent
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Table 7.2: ethnicity of survey respondents
Frequency
Asian
Black

Chinese
Mixed
Other
White

Bangladeshi
African
Caribbean
Other Black Background
Chinese
Asian & White
Black African & White
Black Caribbean & White
Arabic
Other Ethnic Background
White British
Polish
Other White Background
Prefer not to say
No Answer
Total

2
19
2
2
3
1
3
1
3
2
267
42
5
11
21
384

Valid
Percent
0.6
5.2
0.6
0.6
0.8
0.3
0.8
0.3
0.8
0.6
73.6
11.6
1.4
3

The most common age group of respondents was between 26-44 years old (30% of respondents who
provided an age). The majority of respondents were white British (74%), 12% were Polish and 5% were black
African.

Figure 7.3: sex of respondents

Figure 7.4: is your gender identity the same as the
one you were assigned at birth
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Figure 7.5: Sexual orientation of respondents
Gay/Lesbian
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Figure 7.6: do you have a religion or belief?
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Sixty three per cent of respondents were female and only two (less than 1%) of respondents stated their
current gender was not the same as the identity assigned at birth. The majority of respondents (88%) stated
they were heterosexual with a minority stating they were bisexual (n=15; 4%) and gay or lesbian (n=6; 2%).

Figure 7.3: Religion of survey respondents indicating they have a religion
Frequency
1
225
2
2
7
2
6
1
138
246

Buddhist
Christian
Hindu
Jewish
Muslim
Sikh
Other
Prefer not to say
No answer
Total

Valid Percent
0.4
91.5
0.8
0.8
2.8
0.8
2.4
0.4

Seventy per cent of respondents reported having a religion or belief with the most common religions being
Christianity (91%) and Islam (2%)

Figure 7.7: do you consider yourself to have a disability
Prefer not to say
2%
Yes
20%

No
78%
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Table 7.4: Disabilities reported by survey respondents
Condition
long-term illness that affects your daily activity
physical disability
mental illness/distress
hearing impairment / deaf
visual impairment
Other
learning disability

Frequency30
36
30
12
11
7
6
4

Over three quarters of survey respondents (78%) stated they did not have a disability. Respondents were
asked to tick which disabilities they had, the most common were long-term illness that affects your daily
activity (n=36) and physical disability (n= 30).

Table 7.5: Current personal circumstances
Personal circumstances
I am working
I am a parent of someone under 18
I have a long-term health condition
I am 65 or over
I am a student
I am a carer of someone 65 or over
None of the above

Frequency31
164
105
80
78
65
18
18

Respondents were also asked if they fell into a number of types of people; 164 respondents were working,
105 were parents, 80 had a long term condition and 78 were aged over 65.

7.2.2 Demographics of discussion group participants
An overview of the participants involved in discussion groups and other events with community engagement
partners is provided in table 7.6. One engagement partner and one learning disability engagement partner
(see section 7.3.8) focussed on urgent care. Chinese Wellbeing engaged 25 participants through one-to-one
discussions, group discussions and also distributed the survey. The surveys from the engagement partners
are included within the general survey results in this chapter. Chinese wellbeing were commissioned to do
this as the urgent care team identified this community as one which may be higher users/have issues with
urgent care
The findings from this engagement partner come from a small number participants who were all Chinese
therefore the findings relate specifically to the Chinese community. Nevertheless, issues brought up by the
participants from this group still offer valuable insights. Most of the report from Chinese Wellbeing focuses
on the survey responses and little extra information about the topics covered in the discussions groups is
covered. No direct quotes were provided in the report from Chinese Wellbeing.

30

Column cannot be totalled as respondents may have reported more than one disability
cannot be totalled as respondents may have reported more than circumstance

31 Column
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Table 7.6: Information on participants taking part in community engagement partner events
Organisation and engagement Participants that they engaged with
activities
Chinese Wellbeing
Small group discussion
25 participants:
Survey
Men – 6
One to one discussion
Women - 19
BME- 25 Chinese
People with long term health conditions – 5
People with disabilities/sensory impairments – 2
Older people – 13
Mothers of young children- 8
Carers- 2
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7.3 Findings
7.3.1

Awareness of urgent care services

Figure 7.8: From the following list of NHS services in Liverpool, please choose all that you are aware of 32.
A&E (Accident & Emergency) at the Royal Liverpool Hospital
GP surgery
Local chemist / pharmacy
A&E (Accident & Emergency) at Alder Hey Hospital
NHS 111 telephone line
Nurse at GP surgery
A&E (Accident & Emergency) at Aintree Hospital
Walk-in centre in the city centre
Walk-in centre in Old Swan
GP Out of Hours Service
Walk-in centre for children on Smithdown Road
Walk-in centre in South Liverpool (Garston)
Other
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The service that the most survey respondents were aware of was A&E at Royal Liverpool Hospital and GP
surgeries (both 92% of respondents who answered the question). The services fewest respondents were
aware of was the children’s walk-in centre on Smithdown Road (48%) and the walk-in centre in South
Liverpool (Garston; 43%). For the other category respondents listed Abacus, Liverpool Women's Hospital,
specific GP surgeries, dental services, Merseycare/mental health services, social services and out of area
services/hospitals (figure 7.8).

7.3.2

Opening times and times of using urgent care services

Figure 7.9: Thinking about the services listed that you/a child/older person have used in the last year, can you
tell us when you have used these services? (Including only those that had attended the service)33
GP
Local chemist/pharmacy (not collecting prescription)
Nurse at GP Surgery
Walk-in centre
Adult A&E
Children's A&E (Alder Hey)
NHS 111 telephone
GP out of hours
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No. of respondents
Mon-Fri, daytime

Mon-Fri, after 6.30pm

Weekend, daytime

Weekend, after 6.30pm

Don't know

32

Numbers cannot be totalled as respondents could choose more than one item
Excluded all who indicated “not at all” (for each services this was: GP 60, Nurse at GP 159, Pharmacy 125, GP out of hours 272,
NHS111 271, Walk in 188, Adult A&E 257, Children’s A&E 268
33
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Table 7.7: Understanding of opening hours
Service

Correct opening time

Respondents
knowing correct
opening time34

Comment

A&E at Royal Liverpool
/ Alder Hey / Aintree
Hospital
NHS 111 telephone
line

24 hours a day, 365
days a year

94%

4% of respondents stated
"don't know"

24 hours a day, 365
days a year

79%

16% of respondents stated
"don't know"

GP surgery

8am-6pm weekdays

64%

25% of respondents thought
the GP surgery was open
9am-5pm weekdays

Nurse at GP surgery

8am-6pm weekdays

42%

27% of respondents thought
the nurse at GP surgery was
open 9am-5pm weekdays

GP Out of Hours
Service

6.30pm to 8.00am

It is not possible to calculate the per cent correct as
the options on questionnaire do not match up to
actual opening times

Walk-in Centre in the
city centre

7am-10pm; Monday
to Friday
9am-10pm Saturdays,
Sundays & Bank
Holidays
Varies

It is not possible to calculate the per cent correct as
the options on questionnaire do not match up to
actual opening times

Local chemist /
pharmacy
Walk-in Centre in
South Liverpool
(Garston)

Walk-in Centre in Old
Swan
Walk-in Centre for
children on
Smithdown Road

9am-9pm Monday to
Friday;
9am-5pm Saturday,
Sunday & Bank
Holidays
7am-10pm; every day

8am-8pm; Monday to
Friday
10am-4pm; Saturday,
Sunday & Bank
Holidays

It is not possible to calculate the per cent correct as
the options on questionnaire do not match up to
actual opening times
It is not possible to calculate the per cent correct as
the options on questionnaire do not match up to
actual opening times

It is not possible to calculate the per cent correct as
the options on questionnaire do not match up to
actual opening times
It is not possible to calculate the per cent correct as
the options on questionnaire do not match up to
actual opening times

Survey respondents were given a list of services and asked what time they thought the services were open.
Respondents had a good understanding of A&E opening times with 94% correctly identifying that A&E was
open 24 hours day, 365 days a year. Understanding of GP surgery opening time was lower with 25-27% of
respondents incorrectly believing that their GP or nurse at the GP surgery were open 9am-5pm (table 7.7)

34

Per cent of those who answered the question
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For all of the services listed the most common time to use the service was Monday – Friday during the daytime;
74% who answered the question had used a GP at this time. The most common service to use out of hours
was Walk-in centre with 16% of people who answered the walk-in question saying they had used it after 6.30
pm on a weekday or at the weekend (figure 7.9).
Although the majority of the participants at Chinese Wellbeing were aware of the opening hours of A&E
departments, 40% thought that their GP surgery was open 24 hours/7days a week.

7.3.3

Urgent care service use

Figure 7.10: How many times have you used any of the following in the last year for yourself? Only those
respondents who had visited at least once 35
No. of respondnets who have visited service
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Figure 7.11: A&E usage by students in the last year
80%
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Per cent using A&E
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35

Excluded all who indicated “not at all” (for each services this was: GP 63, nurse at GP 160, pharmacy 131, GP out of hours 304, NHS
111 300, walk-in centre (230), adult A&E 287, children’s A&E 305)
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The most frequently used service over the last year was the GP with 82% of all respondents who answered
the question stating they had attended their GP at least once. Sixty one per cent of respondents who
answered the question had visited a local chemist/pharmacy at least once and 54% has visited the nurse at
their GP at least once. The least used services were NHS111 telephone number (14%), children’s A&E at Alder
Hey (12%) and GP out-of-hours services (11% figure 7.10).
Of the survey respondents 65 (17%) indicated they were students. A&E usage by those who are students and
those who are not students was very similar; 75% of both groups had not used A&E at all (figure 7.11)

Figure 7.12: How many times have you used any of the following in the last year for a child? (Only including
those who had attended a service36
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The majority of respondents has not used any of the services for children (between 61% for GP and 94% for
adult A&E). The most commonly used service for children was the GP; 38% of respondents who answered the
question had visited a GP for a child at least once in the last year. For all service most respondents who had
visited the service did so 3 times or fewer (figure 7.12)
The majority of the survey respondents had not used any of the health services for someone aged 65 or over
(not themselves) in the last year (ranging from 82% not using a GP to 98% not using the children’s A&E at
Alder Hey. The most common service used was GP with 18% of respondents indicating they had used a GP
service in the last year for a person 65 or over (figure 7.13)

36

As the majority of survey respondents has not attended a health service with a child in the last 12 months, figure 7.12 includes only
those who had attended at least one. Excluded from the figure as they had not attended at all were: GP 217, nurse at GP 287, pharmacy
228, GP out of hours 314, NHS111 308, walk-in centre 256, adult A&E 322, Children’s A&E 281)
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Figure 7.13: How many times have you used any of the following in the last year for a person aged 65 or over,
other than yourself? (Only including those who had attended a service37
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All the participants involved in Chinese Wellbeing engagement had been to see their GP at least once in the
last year with a quarter of participants attending ten or more times. Just under half had used out of hours GP
services and 40% had not used A&E in the last year.

7.3.4

Experience of urgent care services

Table 7.8: For those services you have used, please rate your experience with 5 being "excellent" and 1 being
"poor".

Local chemist / pharmacy
Nurse GP Surgery
GP
Children’s A&E (Alder Hey)
Walk-in centre
Adult A&E
GP out of hours
NHS 111 telephone

Mean score38

Min.
score

Max.
score

4.30
4.30
4.15
4.12
3.83
3.76
3.50
3.38

1
1
1
1
1
1
1
1

5
5
5
5
5
5
5
5

No. who
answered
question39
241
215
327
77
161
92
68
73

Survey respondents were asked to rate a list of services on a scale of 1-5 and mean scores were calculated;
the higher the score the better the experience. The service that had the highest mean score was the local
chemist/pharmacy (4.3/5) and nurse at GP (4.3/5) the lowest rated services were GP out of hours (3.5/5) and

37 As

the majority of survey respondents has not attended a health service with a person 65 or over in the last 12 months, figure 7.13
includes only those who had attended at least one. Excluded from the figure as they had not attended at all were: GP 285, nurse at
GP 297, pharmacy 300, GP out of hours 318, NHS111 329, walk-in centre 321, adult A&E 312, Children’s A&E 336)
38 Mean is of those who answered the question
39 Those who indicated “can’t remember/not sure” were excluded
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NHS 111 telephone (3.38/5) (table7.8). The number of people who responded to each option differed greatly;
241 respondents provided a score for the GP and only 73 respondents provided a score for the NHS 111
telephone.
For those involved in the Chinese Wellbeing engagement the participants’ experiences of the A&E services
were negative rather than positive. However, only 40% of the participants responded to questions concerning
their experience of the urgent care services. Of those that responded, there were complaints about waiting
times and language barriers causing issues and the need for an interpreter in such services to communicate
with the GP for the patients. Although there were mainly complaints about waiting times, there were positive
comments about the service at Walk-in Centres and the A&E service at Alder Hey.
All survey respondents were asked Please describe your experience of the services you have used. Two hundred
and eight participants provided a comment. Some responses related to specific services and some were very
general and it was not possible to tell which service they were discussing.

General positive comments about health services
Over 60 people were very satisfied and positive with services, however very specified particular services as
the question asked about all services.
“All good, especially with limited resources.” (Survey respondent)
All have been really excellent. (Survey respondent)
Always excellent experience, leaving feeling more confident. (Survey respondent)
In fact, 31 people used the word “excellent” to describe the services or treatment they had received. However
there were a substantial number of people that were dissatisfied with the service and had not had such
positive experiences.

Issues with the appointment systems
It was evident from the comments that the appointment systems are a particular source of frustration,
especially issues surrounding the length of time and lack of ease of getting a GP appointment which they felt
had negative consequences.
“Can never get appointment at doctors, GP out of hours will not come out for children and
wait for long in Alder Hey” (Survey respondent)
“Difficult to get an appointment at GP - it takes over a week which, while maybe not life
threatening, impacts on general well-being, attendance at work and possible transfer of
illness to other family members” (Survey respondent)
Some expressed that certain telephone and online appointment systems are not user friendly:
“GP appointments line extremely difficult to get through to. Telephone appointment
booking system is very clunky and not at all user friendly, it currently lists every available
appointment in time order so if you want one in a couple of days time you have to decline
tons of appointments until it reaches the date/time you want. Also can't choose a doctor.”
(Survey respondent)
“It was confusing/difficult to get a GP appointment because the booking system had
changed since I last used the surgery, but I didn't know. I wasn't registered in the automated
system so couldn't use it to book an appointment before the office opened, so I waited, until
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8am. When I finally got to speak to the receptionist, at 9am, all appointments were gone so
I had to try again the next day. I was advised to book by phone using the automated system
which opened at midnight. Being ill, it was annoying to have to set an alarm to wake at
midnight to be sure to get an appointment.” (Survey respondent)
However there were was a minority that for whom getting appointments were not a challenge:
“Our GP surgery is excellent at fitting you in when you need an appointment at short
notice” (Survey respondents)
“An excellent service. Efficient and effective. My GP does not have an appointments
system. You go in and wait on the day you need to. Wonderful, it makes sense. The walk in
centre provides a much needed minor illness or injury service especially at weekends and I
have used it several times over the last few years.” (Survey respondents)
“I could not have expected anything better than the care I received. I mentioned that all
visits were during the week times but this is only due to the surgery not being open during
the evening or weekend. At my doctors surgery I have never been unable to get an
appointment on the same day.” (Survey respondents)

Opinions about health service staff
There were those that apart from the appointment systems were otherwise happy with the quality of care
they received once they had an appointment:
“Generally the quality of care received is good however the incredibly long waiting times
and difficulty getting to see a clinician is appalling” (Survey respondent)
“Good overall. GP is quite good if you can actually get an appointment but they're always
trying to get you to see the nurse just to cross you off the list rather than when it's actually
appropriate. Alder Hey was pretty amazing. They were so thorough.” (Survey respondent)
While others felt that even when they did get an appointment the staff were unhelpful:
“GP generally poor - weeks to get an appointment, not very helpful” (Survey respondent)
Although there were comments that were complimentary towards staff some respondents had negative
experiences of staff such as:
“Nurse prescribed antibiotics without sorting the issue or referring me, meaning I had to go
back on antibiotics” (Survey respondents)
“Very disinterested and unfriendly receptionist, not a thorough check on symptoms inside.
turned away day before blankly for not having an appointment” (Survey respondents)
However these negative comments were in the minority and generally people were happy with the staff. In
addition, some respondents felt there is some inconsistency and quality of care varied between and within
services.
“GP for mental health issues. Excellent or terrible depending on the GP seen. Now make
sure not to book an appointment with a particular doctor”. (Survey respondents)

Urgent Care Services - 152

“some doctors & nurses were very good & explained this clearly & were througher.
Ambulance service was excellent. But a lot we were left unclear & waiting along time. lot of
anxiety” (Survey respondents)
“Sometimes good, sometimes not, depends on staff” (Survey respondents)
“NHS 111 telephone awful and GP out of hours as can't get to without car! Local pharmacy
the best as convenient and open Saturday, also knowledgeable. GP's okay but depends on
which one and feel rushed after waiting often a long time in waiting room to see.”

Understaffed and long waiting times
There was a perception that services are understaffed and that waiting times are too long.
“Helpful, caring and hardworking staff. Would benefit from more staff to improve the
service” (Survey respondents)
“There now needs to be around the clock availability and the CAPACITY and EXPERIENCE is
so important for an ever growing population in Liverpool and the surrounding areas.
We need the infrastructure to support the EVER growing number of people moving here.
I pay N.I contributions and expect nothing but the best. We can't be hasty in dealing with
peoples health and well being, every service should be fully staffed and resources should be
in place across the NHS. WAITING FOR A CONSULTATION OR A&E TRIAGE IS ALREADY
TOO LONG A WAIT.” (Survey respondent)
This opinion that the GPs appeared to not have a lot of time (possibly due to being understaffed) and were
rushed was held by others:
“Not great and feel rushed and not properly seen to.” (Survey respondent)
“GP's don't have enough time and practice nurses are friendly but not always helpful
“(Survey respondent)
“Long wait in AED [A&E] at Alder Hey (5 Hours) but excellent care. Long waits in GP
surgeries for appointment, even hen given emergency appointment had to wait up to 1 hour
to be seen. There aren't enough GPs in surgeries, not good experience with nurses in walk in
centres and some Doctors eg. just a viral infection, but few days later diagnosed with chest
infection by Xray. Felt need to go to AED even though not life and death due to poor GP
service and being fobbed off continuously. I work for the NHS and know the strain it is
under, but still made decision to go to AED feeling that I 'shouldn't really' but that I knew I
would get better care there than anywhere else and I would get an Xray which in the end
proved I should've gone as my son did have a chest xray” (Survey respondent)

Disjointed services
There were also complaints that the services are disjointed, which are greatly inconvenient for some and a
source of confusion, miscommunication and in need of improvement:
“Out of hours doctor was useless. The 111 service was useless and just filled in a form and
was prepared to leave me in pain. I had to go to the Womens A and E who treated me
immediately but the out of hours doctor and 111 told me just to go to the doctors on the
following Monday morning. Doctors service is excellent and visits to the Royal apart from
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waiting times have been good. There are too many different places I need to go and none of
them link up with each other so I have to repeat myself. they should be linked for all health
providers to access” (Survey respondent)
“I find the A&Es a bit beurocratic, could be improved with innovative / creative governance.
Whilst there is a need to work from operational templates, in cases of GP, walk ins, A&Es
there's room for extra flexibility. All could benefit from greater use of technology like hand
held tablets (I pads?) with networked technology could be helpful. This would help better
joining up of all the care providers.” (Survey respondent)
Always an excellent service from the NHS, albeit some of the services are not joined
together enough. (Survey respondent)

7.3.5

Choosing urgent care services and decision making

Survey respondents were presented with a variety of scenarios and asked to indicate which statements were
closest to their issue/feelings/concerns.

Figure 7.14: If you are injured or unwell and need attention quickly, please tick which two of the following
most applies to you 30.
I would want to get to the most reassuring place as quickly as possible
which for me would be A&E
I would want to get to the most reassuring place as quickly as possible
which for me would be my GP
I would be worried that the walk-in centre wouldn’t be equipped to deal
with the problem
I would want to get reassurance and advice, and would phone the
NHS111 service
I would be worried about how I could get to A&E
I would be worried about how I could get to the walk-in centre
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The most important issue for respondents was “I would want to get to the most reassuring place as quickly as
possible which for me would be A&E” (n=262). Concerns about travelling to A&E and walk-in centres were the
least important issue for respondents (figure 7.14).
When it came to health issues with children that require attention quickly the most common response was “I
would want to get to the most reassuring place as quickly as possible which for me would be my GP” (n=189).
The two other most common responses were “I would want to get to the most reassuring place as quickly as
possible which for me would be A&E“ (n=115) and I would want to get to the most reassuring place as quickly as
possible which for me would be a walk in centre” (n=115). Again travel issues to A&E, Alder Hey and walk-in
centres were the least important (figure 7.15)
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Figure 7.15: If a child has a health issue which needs attention quickly but isn’t an emergency, please tick
which two of the following most apply for you40.
Reassuring place quickly - GP
Reassuring place quickly - A&E
Reassuring place quickly - walk-in centre
Reassuring place quickly - Smithdown Minor Injuries Walk-in Centre…
Reassuring place quickly - Alder Hey Hospital
Get reassurance and advice - phone the NHS111 service
Worried that the walk-in centre wouldn’t be equipped to deal with the…
Worried about how I could get to A&E
Worried about how I could get to Alder Hey Hospital
Worried about how I could get to the walk-in centre
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Figure 7.16: Thinking more generally now, what would be your reasons for choosing to go to your GP / Nurse
at GP surgery30.
My GP surgery is near to where I live
I know I would get an appointment with my GP / Practice Nurse
I don't feel my illness / injury is bad enough to go to A&E
I trust my GP
My GP / the Nurse there knows all my medical history
I need a prescription
It is easy to get through on the phone to the GP reception
I don't feel my illness / injury is bad enough to go to the walk-in centre
I don't know where else to go
Other
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Most common reasons for choosing to go to their GP/nurse at the GP surgery were My GP surgery is near to
where I live (n=215), I know I would get an appointment with my GP / Practice Nurse (n=190) and I don't feel my
illness / injury is bad enough to go to A&E (n=189; figure 7.16)

40

Answers abbreviated due to limited space in figure. Full response text: I would want to get to the most reassuring place as quickly
as possible which for me would be my GP, I would want to get to the most reassuring place as quickly as possible which for me would
be A&E, I would want to get to the most reassuring place as quickly as possible which for me would be the walk-in centre, I would
want to get to the most reassuring place as quickly as possible, which for me would be Smithdown Minor Injuries Walk-in Centre for
Children, I would want to get to the most reassuring place as quickly as possible which for me would be Alder Hey Hospital, I would
want to get reassurance and advice, and would phone the NHS111 service, I would be worried that the walk-in centre wouldn’t be
equipped to deal with the problem, I would be worried about how I could get to A&E, I would be worried about how I could get to
Alder Hey Hospital, I would be worried about how I could get to the walk-in centre
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Figure 7.17: What would be your reasons for choosing to go to your pharmacy / chemist? 30
It is convenient for me to go to my local pharmacy
I need a prescription filling
I don't feel my illness/injury is bad enough to go elsewhere
I know my pharmacist and trust her/his advice
Other
Buying medicine over the counter is cheaper than getting a
prescription
I don't want to bother my GP
I can't get an appointment with my GP / GP Nurse
I don't know where else to go
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The most common reason for choosing to go to the pharmacy/chemist was “It is convenient for me to go to
my local pharmacy” (n=243), “I need a prescription filling” (n=143) and “I don't feel my illness/injury is bad enough
to go elsewhere” (n=134; figure 7.17)

Figure 7.18: What would be your views about phoning the NHS 111 helpline? 30
The number is easy to remember
I don’t have confidence in NHS 111
They give advice as to where I should go to for further advice /
support
I phone if my GP surgery / walk-in centre is closed
I don't know about NHS 111
You get through to someone quickly who can help you
I feel reassured with the advice and support they provide
I phone if I can't get through to my GP
Other
I don't know where else to get advice
I phone if I need a prescription
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The most common views about the NHS 111 telephone was “the number is easy to remember” (n=137), “I don’t
have confidence in NHS 111” (n=91) and “They give advice as to where I should go to for further advice / support”
(n=75; figure 7.18)
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Figure 7.19: What would be your reasons for choosing to go to a walk-in centre?30
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I can't get a same day appt. with my GP / Nurse at the GP surgery
GP surgery is closed
I don't feel my illness / injury is bad enough to go to A&E
It is open at the time I need to go
I consider my condition “urgent”
I think I would be seen quicker at the walk-in centre
I can't get through on the phone to the GP reception
The walk-in centre is easy for me to get to
Easier to get seen, sorted out & pick up medication at walk-in centre
Don't want to bother the GP / Nurse at the GP surgery
I don't know
I need a prescription
I’m not registered with a GP surgery in Liverpool
I have particular needs which the GP doesn’t meet…

Frequency

The most common reasons for choosing to go to a walk-in centre were “I can't get an appointment for the
same day with my GP / Nurse at the GP surgery” (n=216), “GP surgery is closed” (n=166) and “I don't feel my
illness / injury is bad enough to go to A&E” (n=156; figure 7.19).

Figure 7.20: What would be your reasons for choosing to go to Accident and Emergency? 30
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I consider my condition as an “emergency”
A&E is open 24 hours a day
My GP sends me to A&E
The walk-in centre sends me to A&E
My GP surgery is closed
I trust A&E to find out what’s wrong most effectively
I know I will be seen quickly by a doctor
The nearest walk-in centre is closed
I know I will get the care and treatment I need in 4 hours
I can't get a same day appt. with GP/Nurse at my GP surgery
I can't get through on the phone to the GP reception
Friend / family said I need to get my condition looked at
Have LTC/specialist health/cancer which requires A&E support if…
I don't know where else to go
Other
I am not registered with a GP surgery in Liverpool
I need a prescription

Frequency
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For survey respondents the most common reasons for choosing to attend A&E were “I consider my condition
as an “emergency”” (n=246), “A&E is open 24 hours a day” (n=221) and ”My GP sends me to A&E” (n=167; figure
7.20).
Participants in the Chinese Wellbeing engagement discussed the services they would access in an emergency;
the majority said they would want to go to A&E (if their GP was not open) and GP services. People would
rather be seen in the first instance by their GP but if an appointment is not made available when they feel it
is necessary, many elderly people who do not speak good English would opt to attend A&E as a service which
they understand to be available 24 hours/7 days a week. Some people (32%) felt that a Walk-in Centre would
be the most reassuring service to access quickly and only two people said they would phone the NHS 111
service. In fact 40% of the participants said that they did not even know about the NHS 111 service and 9
people out of 25 said they did not use this service due to language barrier issues.
If people felt that either their child’s or their illness or injury was not an emergency, the majority had a
preference to attend their local GP surgery and if this was not possible then a Walk in Centre (where over half
the participants feel you get seen to quicker) rather than A&E. This preference for the GP surgery was due to
participants feeling they could trust their GP’s and they would know their medical history which was
important to them. A small percentage (16%) said they would go to their pharmacy if they felt the issue was
not serious.

7.3.6 Improving services in Liverpool
Survey respondents were presented with a list of 11 options what could most improve healthcare services in
Liverpool and asked to choose the three most important.

Figure 7.21: Please select up to three of the following which you feel would most improve healthcare services
in Liverpool. 30
More same day appointments at GP services
Local GPs to open earlier/later
Local GPs to open at weekends
Local GPs offering walk in appointments
People who don’t need to be at A&E being directed to more
appropriate services
Having an Urgent Care Centre or walk-in centre located at A&E
Walk-in centres providing wider range of services
If urgent, to be able to use a neighbouring GP surgery
Walk-in centres having longer opening hours
A wider range of services in community pharmacies
Other

0

50

100

150

200

Frequency

The most commonly chosen options related to increasing access to GP: “more same day appointments at GP
services” (n=171), “local GPs open earlier/longer” (n=153) “local GPs open at weekends” (n=151) and “local GPs
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offering walk in appointments” (n=152). The least important issues related to visiting neighbouring GP
surgeries, longer opening hours at walk-in centre increasing services in community pharmacies (figure 7.21)
For those involved in the Chinese Wellbeing engagement, their preference was to see a GP so it is not
surprising that most of the participants perceived local GP practices being open longer hours and over the
weekends would most improve the Liverpool healthcare services. Interestingly this was not the case for Walk
in Centres with only 16% of the participants listing longer opening hours as being important for improvement
of healthcare services. Around half of the participants also felt it was important for same day GP
appointments and local GPs to offer walk in appointments to be offered.

7.37 Differences between groups with projected characteristics
To understand different needs of protected characteristic groups, four key questions from the survey were
analysed by age, gender, gender identity, sexual orientation, religion, disability and ethnicity. As all
questions on this survey were “tick all that apply” the answers were analysed to understand which were the
top three chosen buy each group. Results are presented below.

Question 10. If you are injured or unwell and need attention quickly, please tick which two of the
following most applies to you. (Choose all that apply)








Age
o All age groups indicated the same priorities
Gender
o Male and female respondents indicated the same priorities
Gender identity
o Only two respondents stated their gender identity was different from the gender assigned at
birth so analysis is not possible
Sexual orientation
o LGB and heterosexual respondents indicated the same priorities
Religion
o Religious and non-religious respondents indicated the same priorities
Disability
o Respondents with disabilities and respondents without disabilities indicated the same
priorities
Ethnicity
o BME and white British respondents indicated the same priorities

Question 11. If a child has a health issue which needs attention quickly but isn’t an emergency,
please tick which two of the following most apply for you. (Choose all that apply)


Age
o
o

o

There were some differences by age; the top three priorities for each age group were:
25 and under:
1. I would want to get to the most reassuring place as quickly as possible which for me
would be my GP
2. I would want to get to the most reassuring place as quickly as possible which for me
would be A&E
3. I would want to get reassurance and advice as quickly as possible, and would phone
the NHS 111 service
26-64:
1. I would want to get to the most reassuring place as quickly as possible which for me
would be my GP
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2. I would want to get to the most reassuring place as quickly as possible which for me
would be the walk-in centre
3. I would want to get to the most reassuring place as quickly as possible, which for me
would be Smithdown Minor Injuries Walk-in Centre for Children
o 65 and over:
1. I would want to get to the most reassuring place as quickly as possible which for me
would be A&E
2. I would want to get to the most reassuring place as quickly as possible which for me
would be my GP
3. I would want to get to the most reassuring place as quickly as possible which for me
would be the walk-in centre
Gender – slight differences between the genders; the top three priorities for gender were:
o Female
1. I would want to get to the most reassuring place as quickly as possible which for me
would be my GP
2. I would want to get to the most reassuring place as quickly as possible which for me
would be the walk-in centre
3. I would want to get to the most reassuring place as quickly as possible which for me
would be A&E
o Males:
1. I would want to get to the most reassuring place as quickly as possible which for me
would be my GP
2. I would want to get to the most reassuring place as quickly as possible which for me
would be A&E
3. I would want to get to the most reassuring place as quickly as possible which for me
would be the walk-in centre
Gender identity
o Only two respondents stated their gender identity was different from the gender assigned at
birth so analysis is not possible
Sexual orientation
o Due to the small numbers answering this question analysis is not possible
Religion
o Those with a religion and those without a religion indicated the same priorities
Disability - slight differences between the those without and without disability; the top three priorities
for two groups were:
o Respondents without disabilities
1. I would want to get to the most reassuring place as quickly as possible which for me
would be my GP
2. I would want to get to the most reassuring place as quickly as possible which for me
would be the walk-in centre
3. I would want to get to the most reassuring place as quickly as possible which for me
would be A&E
o Respondents with disabilities
1. I would want to get to the most reassuring place as quickly as possible which for me
would be my GP
2. I would want to get to the most reassuring place as quickly as possible which for me
would be A&E
3. I would want to get to the most reassuring place as quickly as possible which for me
would be the walk-in centre
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Ethnicity - slight differences between BME and white British respondents: the top three priorities for
two groups were:
o White British respondents:
1. I would want to get to the most reassuring place as quickly as possible which for me
would be my GP
2. I would want to get to the most reassuring place as quickly as possible which for me
would be the walk-in centre
3. I would want to get to the most reassuring place as quickly as possible which for me
would be A&E
o Black minority ethnic respondents:
1. I would want to get to the most reassuring place as quickly as possible which for me
would be A&E
2. I would want to get to the most reassuring place as quickly as possible which for me
would be my GP
3. I would want to get reassurance and advice as quickly as possible, and would phone
the NHS 111 service

16. What would be your reasons for choosing to go to Accident and Emergency (select as many
that apply) (Choose all that apply)










Age - Slight difference between age groups
o Respondents aged 25 and under priorities were:
1. A&E is open 24 hours a day
2. I consider my condition as an “emergency”
3. The nearest walk-in centre is closed
o Other age groups chose same priorities as the general findings (see section 7.20)
Gender – slight differences between male and female respondents; the top three priorities by gender
were:
o Females
1. I consider my condition as an “emergency”
2. A&E is open 24 hours a day
3. My GP sends me to A&E
o Males
1. My GP sends me to A&E
2. I consider my condition as an “emergency”
3. My GP sends me to A&E
Gender identity
o Only two respondents stated their gender identity was different from the gender assigned at
birth so analysis is not possible
Sexual orientation
o Due to the small numbers answering this question analysis is not possible
Religion
o Those with a religion and those without a religion indicated the same priorities
Disability
o Those with a disability and those without a disability indicated the same priorities
Ethnicity - slight differences between BME and white British respondents: the top three priorities for
two groups were
o White British respondents:
1. I consider my condition as an “emergency”
2. A&E is open 24 hours a day
3. My GP sends me to A&E
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o

BME respondents:
1. A&E is open 24 hours a day
2. My GP surgery is closed
3. I consider my condition as an “emergency”

Question 17. Please select up to three of the following which you feel would most improve
healthcare services in Liverpool. (Choose all that apply)










Age – some differences by age category -the top three priorities for groups were
o 25 and under:
1. Joint: Local GPs to open earlier/later and More same day appointments at GP services
3. Local GPs offering walk in appointments
o 26-64
1. More same day appointments at GP services
2. Local GPs to open earlier/later
3. Local GPs offering walk in appointments
o 65 and over
1. Local GPs to open at weekends
2. More same day appointments at GP services
3. Local GPs offering walk in appointments
Gender – slight differences between male and female respondents; the top three priorities by gender
were:
o Males
1. Local GPs to open at weekends
2. More same day appointments at GP services
3. Local GPs to open earlier/later
o Females
1. More same day appointments at GP services
2. Local GPs offering walk in appointments
3. Local GPs to open earlier/later
Gender identity
o Only two respondents stated their gender identity was different from the gender assigned at
birth so analysis is not possible
Sexual orientation
o Due to the small numbers answering this question analysis is not possible
Religion – slight differences between groups; the top three priorities by religion were:
o Those who were religious:
1. More same day appointments at GP services
2. Local GPs to open at weekends
3. Local GPs offering walk in appointments
o Those who were not religious
1. More same day appointments at GP services
2. People who don’t need to be at A&E being directed to more appropriate services
3. Local GPs offering walk in appointments
Disability– slight differences between groups; the top three priorities for those with and without
disability were:
o Those with a disability:
1. More same day appointments at GP services
2. Local GPs offering walk in appointments
3. People who don’t need to be at A&E being directed to more appropriate services
o Those without a disability
1. More same day appointments at GP services
2. Local GPs offering walk in appointments
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3. Local GPs to open at weekends
Ethnicity - slight differences between BME and white British respondents: the top three priorities for
two groups were
o White British respondents:
1. More same day appointments at GP services
2. People who don’t need to be at A&E being directed to more appropriate services
3. Local GPs to open at weekends
o BME respondents
1. Local GPs to open earlier/later
2. Local GPs offering walk in appointments
3. Local GPs to open at weekends

7.3.8 Mencap engagement with people with learning disabilities
Mencap conducted engagement activities with 18 people with learning disabilities. They used
interviews, case study examples and workshops to understand the thoughts and needs of people
with learning disabilities.
Key findings were:





Long waiting times cause stress and anxiety and affect how you feel after the appointment.
Recommendations included: letting people know how long they would be expected to wait
and providing a quiet separate waiting room (away from drunk people) for patients with high
anxiety to reduce the impact of being in loud noisy waiting rooms.
Majority of participants were unaware of NHS111 and very few would use it.
The majority of participants though the hospital was the most trusted place for urgent care
though many had had bad experiences at The Royal and were nervous to go back.
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Glossary
A&E

Accident and Emergency

BME

Black and minority ethnic

CCG

Clinical Commissioning Group

GP

General practitioner/general practice

LCCG

NHS Liverpool Clinical Commissioning Group

LGB

Lesbian, gay, bisexual.

LGBTIQ

Lesbian, gay, bisexual, trans, intersex, queer/questioning

LJMU

Liverpool John Moores University

LTC

Long term condition

NHS

National Health Service

NHS111

Free non-emergency NHS telephone service, staffed by highly trained advisers supported by
healthcare professionals

PHI

Public Health Institute, Liverpool John Moores University

VCSE

Voluntary, community and social enterprise
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