St Helens CCG Governing Body Meeting
PART I
Date:

Wednesday, 8th November 2017

Time:

at 2.00 pm

Venue:

Conference Room A, St Helens Chamber,
Salisbury Street, St Helens
WA10 1FY

Part 1 of this meeting will be held in public

Mission Statement:
‘Making a difference – right care, right place, right time’

St Helens Clinical Commissioning Group fully support and abide by the
pledges set out within the NHS Constitution and we work to ensure we
portray the values and behaviours expected of all NHS organisations

Meeting of the St Helens Clinical Commissioning Group
Governing Body
to be held on Wednesday, 8th November 2017 at 2.00 pm in
Conference Room A,
St Helens Chamber, Salisbury Street, St Helens WA10 1FY
AGENDA
Apologies for absence: Mike Wyatt, James Catania
Declarations of Interest:

Item

Time

Agenda Item

Purpose

2.00 pm

Welcome and Apologies

To Note

Chair

PB17/11/02

Declarations of Interest

To Note/Action

Chair

PB17/11/03
Page 4

Minutes of Previous Meeting and Actions
Minutes of the meeting held on 11th October
2017

For Ratification

Chair

PB17/11/04

Matters Arising

For Discussion

Chair

PB17/11/05

CHAIR AND CLINICAL CHIEF EXECUTIVE’S
REPORTS

For Information

Chair

For Information

Interim Clinical Chief
Executive

For Information

Chief Nurse

PB17/11/01

1.

2.10pm

Chairs Report

2.
Page 15

Clinical Chief Executives Report

3.
Page 19

Patient Story

PB17/11/06
1.

STRATEGY
2.25 pm

2.
Page 21
3.
Page 49
PB17/11/07
1.

Presented by

CCG Improvement Plan 17/18 Update

For Approval

Section 75 Agreement

For Approval

Locality Model

For Approval

Interim Clinical Chief
Executive

KEY ISSUES OF BOARD SUBCOMMITTEES
2.45 pm

(a) Key Issues of the Quality and

For Information

Chair of Quality and

Performance Committee held on 11th
October 2017

Page 56

2.
Page 57

3.
Page 58
PB17/11/08

Performance
Committee

(b) Key Issues and Decisions of the
Executive Leadership Team meetings
held from 23rd October 2017

For Information

Interim Clinical Chief
Executive

(c) Key Issues of the Finance, Governance
and Risk (FGR) Committee held on 25th
October 2017

For Information

Chair of the FGR
Committee

COMMISSIONING

1.
Page 61
PB17/11/09

2.55 pm

Telemedicine in in nursing/residential care
homes
PUBLIC HEALTH

For Information

Interim Recovery
Director

1.
Page 68
PB17/11/10

3.05 pm

Screening And Immunisation Update

For Information

Director of Public
Health

1.
Page 96
PB17/11/11

3.15 pm

For Information

Deputy Chief
Executive

1.
Page 112
PB17/11/12

3.30 pm

For Approval

Chief Finance Officer

1.
Page 126
PB17/11/13

3.45 pm

For Information

Chief Nurse

1.
Page 132

3.55 pm

For Information

GP Governing Body
Member,
Dr Paul Rose

PERFORMANCE
Performance update
FINANCE
Finance Report
QUALITY
Quality Update
FOR INFORMATION ONLY

PB17/11/14

Cancer Strategy
ANY OTHER BUSINESS

3.55 pm

Chair

REFLECTION: What difference have we made to local people with the decisions we made in the meeting
today?
Date and time of next meeting: The next meeting of the St Helens CCG Governing Body will take place on
Wednesday, 13th December 2017 in Conference Room A, St Helens Chamber, Chalon Way, St Helens WA10 1FY,
commencing at 2.00 p.m.

NOTE: Enclosures are sent to Board Members only – copies will be available from the St Helens CCG
Office: 01744 624268 or on the website: www.sthelensccg.nhs.uk

“The Trust hereby resolves that the remainder of the meeting be held in private, because publicity
would be prejudicial to the public interest, by reason of the confidential nature of the business to be
transacted.” (Section 1 (2) 0f the Public Bodies (Admission to Meetings) Act 1960)
If you are unable to attend this meeting, please send your apologies to Cathy Edge on 01744
624268 or e mail Catherine.edge@sthelensccg.nhs.uk
The Public Bodies (Admission to meetings Act 1960) permits the CCG to pass a resolution at the
meeting to exclude the public and press from part of the meeting by reason of the confidential
nature of the business or for other special reasons stated in the resolution. Whenever a resolution
to conduct business in private is passed, the resolution itself will be made public.
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St Helens Clinical Commissioning Group
Minutes of the Meeting of the St Helens CCG Governing Body
held on Wednesday, 11th October 2017 at 2.00 pm
in Conference room A, St Helens Chamber, St Helens WA10 1FY

Minutes
Members
Present:
Geoffrey Appleton
Prof Sarah O’Brien
Mike Wyatt
Dr Mike Ejuoneatse
Lisa Ellis
Dr Paul Rose
James Catania
Sue Forster
Tony Foy

GA
SOB
MW
ME
LE
PR
JC
SF
TF

Dr Hilary Flett
Omah Shaikh
Iain Stoddart
Julie Abbott
Val Davies

HF
OS
IS
JA
VD

Chair, St Helens CCG
Interim Clinical Chief Executive, St Helens CCG
Strategic Director; People's Services, St Helens MBC
GP Governing Body Member
Interim Chief Nurse
GP Governing Body Member
Secondary Care Consultant
Director of Public Health
Lay Member - Audit, Governance & Finance, St Helens
CCG
GP Governing Body Member, St Helens CCG
GP Governing Body Member, St Helens CCG
Chief Finance Officer
Deputy Chief Executive
STHKT NED

CE

PA to the Chair

In
Attendance
Other
CCG
staff
Members of 1
Public
Minute Taker Cathy Edge

ACTION
PB171001

APOLOGIES
Apologies were received from:
Dr Joe Banat, GP Governing Body Member
Elaine Inglesby, Executive Nurse
Angela Delea, Associate Director, Corporate Governance

The Chair welcomed the attendees to the Governing Body meeting and in
particular to Omah Shaikh on his return to the Governing Body.
The Governing Body meeting was declared quorate.

th
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PB171002

DECLARATIONS OF INTEREST
The Chair reminded Governing Body members of their obligation to
declare any interest. There were no declarations of interest.
Nil returns were received from:Geoffrey Appleton
Sarah O’Brien
Hilary Flett
Michael Ejuoneatse

PB171003

MINUTES OF THE PREVIOUS MEETING
The minutes of the previous meeting held on 13th September 2017 were
agreed as a true and accurate record of proceedings with the following
amendments.
On page 13 of the pack under PB170910 Finance Report Month 4, second
paragraph, 4th and 5th sentences should read - The Chief Finance Officer
confirmed that even with the current schemes in place the financial risk
was estimated to be £3.2 million. He confirmed that the risks had been
discussed at ELT and Finance, Governance and Risk Committee and that
the risk was a component part of a £10.5 million risk across the LDS
Alliance.
The NHS St Helens CCG Governing Body:
•

PB171004

Ratified the minutes of the previous meeting

MATTERS ARISING
Matters arising from the meeting held on 13th September 2017
PB170906 Strategy
The update on the Out of Hospital Nursing Review and Telemedicine in
nursing/residential homes was included as an agenda item and the action
was therefore, closed.
The Chair of the LMC was included on the invitation list to visit the
Brookfield Unit for when it opens in mid November and the action was,
therefore, closed.
CE
Information was awaited from the Executive Nurse on the CUR tool and
the Chair's PA agreed to follow this up.
PB170917 Key Issues from the Sub Committees
The Deputy Chief Executive confirmed that, rather than purchase an ECG
machine for the WIC, the Trust had offered to loan a machine from 1st
October for 6 months. She confirmed that staff had had training and were
looking at the pathways used at Halton Urgent Care Unit. She proposed JA
that an evaluation be made in January as to whether this action was
deflecting patients away from A & E.
PB170908(1) Governing Body Assurance Framework Q2
The Associate Director; Corporate Governance, to report back on the AD
th
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discussion with the Associated Director; Contraction the scoring of GBAF
1.2 Excessive Demand at the next meeting.
PB170908(3)CCG Constitution Amendments
The Associate Director; Corporate Governance to report back on the AD
amended reference to the CCG Members Council papers to be provided in
10 working days before the meeting and not 5 days at the next meeting.
The Governing Body papers will still be provided 5 working days before the
meeting.
PB170909 Performance
The GP Governing Body Member, ME, confirmed that he had discussed
the falls data with the Senior Performance Manager and the action was
closed.
There were no further matters arising from the previous meeting.
PB171005

CHAIR AND CLINICAL CHIEF EXECUTIVE’S REPORTS

1.

Chairs Report
The Chair provided an update for the Governing Body. He highlighted the
following:•

•

•
•

2.

AGM – agreed that this was the best AGM yet with good public
engagement and the stallholders had also expressed their
approval. The Chair wished to thank the Associate Director;
Corporate Governance, and her Team for all their hard work on the
preparations.
A meeting with Ruth Austin Vincent who has agreed to work as Lay
Member, Patient and Public Involvement, for St Helens CCG one
day a month to support the CCG on the engagement of a
permanent Lay Member.
She will also support the
Communications and Engagement Team with public involvement.
The recent Organisational Development session held for staff
Attendance at Halton's CQC feedback event and a full report will be
circulated when available. He noted that nurses from Halton
Hospital had been visiting nursing homes to develop a complete
discharge picture and the Chief Nurse confirmed that a CQIN was
in place with St Helens and Knowlsey NHS Trust looking at safe
and proactive discharge and working together for mutual
understanding.

The Governing Body noted the Chair's report.
Clinical Chief Executive’s Report
The Interim Clinical Chief Executive presented her report. The purpose of
the report was to inform and update the Governing Body on the key
strategic areas of work for the CCG since the last report. She reported on
the following:
1. Financial Recovery and Improvement Plan – month 5 figures
show that the CCG continues to face a substantial financial
th
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challenge
2. Sustainability and Transformation Plans – A new approach to
the STP has been proposed by the new STP Independent Chair
with a meeting of the whole membership planned in November to
present the plans. She confirmed that the new approach supports
the direction of travel in St Helens for a place based accountable
care system.
3. Primary Care - workforce pressures remain a key challenge. The
Federation constitution was reported to the Primary Care
Committee and the CCG now needs to support the Federation in
their development to ensure primary care as a provider is involved
and part of the accountable care developments in the Borough.
4. Urgent Care (AED Target) - The Lay Member, Audit, Governance
and Finance, and the Interim Clinical Chief Executive had attended
a recent meeting in London with the Secretary of state and Simon
Stevens with a clear message that achieving the AED 4 hour target
was a top priority for the NHS. She confirmed that 7 areas had
been highlighted as achieving the target with some lessons to be
learned from these areas. The Interim Clinical Chief Executive
confirmed that the 3 joint committees being developed in Cheshire
and Merseyside will remain in place for the time being. She noted
that the Trust A & E target had been 89.6% at Quarter 2, being just
0.4% off the 90% target with the overall target for the year being
95%.
5. AGM – The Interim Clinical Chief Executive thanked all the staff
who contributed to the success of the AGM. She noted that the
event had cost less than last year which was important given the
financial position.
The Governing Body noted the Interim Clinical Chief Executive's report.
The NHS St Helens CCG Governing Body:• Noted the reports of the Chair and the Interim Clinical Chief
Executive
3.

Patient Story
The Interim Chief Nurse presented the patient story relating to a patient
experience at St Helens Hospital and a complicated second opinion
process for patients who are not 'standard' patients. She noted that the
story had been presented to Quality and Performance Committee that LE
morning. She reported that the story was recounted by a staff member
from personal experience and that a patient without 'inside' NHS
knowledge would have suffered more difficulties. It was agreed that
actions from this story and future stories presented to the Quality and
Performance Committee would be reported back to Governing Body. The
GP Governing Body Member, HF, proposed that the new hip and knee
service should address a number of the issues raised. The GP Governing
Body Member, PR, proposed that this problem was an unexpected result
of the RMS system and this should be considered for the future. The
Chair took assurance that the Quality and Performance Committee would
consider these areas.
The NHS St Helens CCG Governing Body:• Received the Patient Story
th
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PB170906

STRATEGY

1.

CCG Improvement Plan Update
The Interim Recovery Director presented the CCG Improvement Plan
update. He circulated an A3 hard copy of the plan to the Governing Body
Members. He reported that ELT had needed to realign the teams to focus
on delivery and that bringing in the Local Care Team which includes staff
from the Council, Helena Housing, and the Trust had highlighted areas
where connectivity and prioritisation were required. He confirmed that a
final version will be circulated following the input from the Associate
Director; Commissioning. He noted that the key individuals will meet
weekly to address any problems and work at pace on areas that will
deliver our financial position.
The Interim Recovery Director noted that there will be areas that may be
deferred or stopped in line with the CCG decision making process in order
to focus on areas that will deliver. He emphasised the importance of
maintaining the integrated approach and reminded the Governing Body
that St Helens is being held up as a leader in this area.
The Interim Clinical Chief Executive highlighted the strength of the
organisation being able to recognise when something is not working and
finding solutions and new ideas to tackle non elective admissions. She
reported that the new Independent Chair of the STP had challenged the
pace of the progress and the need to move faster and transform whilst
delivering the services. The Interim Clinical Chief Executive expressed the
need to show evidence of delivery at the next NHSE Recovery Checkpoint
meeting in areas such as CHC and prescribing and the need of the teams
to support ELT with this.
The GP Governing Body Member, HF, proposed that the clinical support
for each area be included in the plan. The GP Governing Body Member,
ME, confirmed that there is a Clinical Reference Group attended by
himself and the Interim Clinical Chief Executive sitting alongside the work
streams. He reported that the work streams would be expected to input
into this group on a regular basis. The Interim Recovery Director
confirmed that the Deputy Chief Executive also had a number of areas of
work outside of the 'plan on a page' including workforce in primary care
and social care.
The Chair confirmed that the CCG needed to present compelling examples
of achievements at the next NHSE Recovery Checkpoint meeting.
The Lay Member, Audit, Governance and Finance, asked about links to
the Trusts own internal plans and the Interim Recovery Director confirmed
the links to the Trust plans and cross working. The Interim Clinical Chief
Executive confirmed that Tiffany Hemmings was the Transformation
Director at the Trust and leading one of the schemes. The Lay Member
proposed that the links to the Trust be highlighted within the plan for the MW
NHSE Recovery Checkpoint meeting which was agreed.
The NHS St Helens CCG Governing Body:• Received the update Improvement Plan update

2.

Alliance LDS/STP Update
This had been covered within the Interim Clinical Chief Executive's report.
th
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PB171007

Key Issues of Board Sub Committees

1

The Key Issues of the Board Sub Committees:(a)

Key Issues and Decisions of the Quality and Performance
Committee held on 13th September 2017 – The Chief Nurse
presented the Key Issues as outlined within the reports.

(b)

Key Issues of the Executive Leadership Team (ELT) held on 2nd
October. The Interim Clinical Chief Executive presented the
Key Issues as outlined within the report.

(c)

Key Issues of the Finance, Governance and Risk (FGR)
Committee held on 27th September 2017 - The Chair of the
FGR presented the Key Issues as outlined within the report.
She noted that the Month 5 financial position had been
discussed at length. The EPRR Core Standards Statement of
Compliance 2017/18 was approved by the Governing Body.

(d)

Key Issues of the Primary Care Committee held on 20th
September 2017 - The Chair of the Primary Care Committee
presented the Key Issues as outlined within the report. The
Chair confirmed the continuing work with the GP Federation
and that the Primary Care budget was a key pressure going
forward.
The Chair quoted an article from the Times
newspaper regarding the outcomes for patients related to QOF
which was disputed by the GP Governing Body Members, OS
and HF.

The Interim Clinical Chief Executive reported that a member of the public
had requested a copy of the presentation given by the Federation to the
Primary Care Committee, however, this had been a verbal presentation.
She proposed that the Primary Care Management Lead provide a copy of
the constitution and this could be published on the CCG website. She KL
noted the need for communication and engagement with the public on the
Federation following the article published in the Star. The Lay Member,
Audit, Governance and Finance, noted the need to continue to work with
the Federation on their constitution.
(e)

Key Issues of the Audit Committee held on 27th September
2017 – The Chair of the Audit Committee presented the Key
Issues as outlined within the report.
He highlighted the
approval of the updated risk management approach and minor
amendments to the financial policies.
He noted the IS
Committee's concern relating to a long standing issue with
debts of a provider and the need to escalate this for a
resolution.

The NHS St Helens CCG Governing Body:• Received and Noted the key issues of the Governing Body Sub
Committees and
• Approved the EPRR Core Standards Statement of Compliance
2017/18

th
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PB171008

COMMISSIONING

1.

Out of Hospital Nursing Review Update
The Interim Chief Nurse presented an update on the Out of Hospital
Nursing review. She noted that the schedule had been renegotiated and
from a quality aspect the staff were recognising the difference with more
staff at a higher grade providing senior leadership. She noted that there
were recruitment issues to be resolved but reported that the provider
would update on their proposals to fill these gaps at their next meeting.
She reported that the previous provider had been on enhanced
surveillance due to quality issues which had all been closed under the new
provider. She informed the Governing Body that, at present, she did not
believe the changes were making a difference to activity but proposed to
bring back hard data as soon as this is available.
The GP Governing Body Member, HF, reported that her practice had not
noticed any improvement and noted some dissatisfaction with the service
which the Interim Chief Nurse agreed to report back at the next provider
meeting.
The Interim Clinical Chief Executive noted that there had been some delay
whilst waiting for the People's Board to confirm the number of localities as
4, instead of 3, in order to realign the teams accordingly. She noted that a
Community Matron had been spending time in A & E and the admissions
ward in order to quicken mobilisation with the Community Frailty Team.
The GP Governing Body Member, ME, also reported little change from the
provider but noted that there was a long standing cultural change which
would take time to transform.
The Director of Public Health reflected that similar issues were arising
during the transformation of the school nursing service and a national
recruitment issue.
The GP Governing Body, HF, outlined the importance of the role of the
Health Visitor and the Director of Public Health confirmed that this was
included in the localities specification.
The Interim Clinical Chief Executive confirmed that practices needed a
close relationship with their Matron and agreed to reiterate this with the
SOB/LE
provider as a priority.
The Interim Chief Nurse confirmed that she appreciated there were some
culture issues with some staff and expected to be able to report back with
LE
hard data in the New Year.
The NHS St Helens CCG Governing Body:• Noted the update

2.

Telemedicine in Nursing/Residential Homes Update
The Interim Recovery Director presented the report on the Care Home
Tele-medicine. He noted that report contained no financial information but
there were indications that this project was not delivering the projected
savings at the moment. The Chief Finance Officer confirmed that he did
not see the return on investment and that this required clarification. The
th
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Chair also confirmed that the report did not provide the required assurance
for the Governing Body. The Interim Recovery Director confirmed that a
second report had been requested to provide the required evidence for the
Governing Body to be presented to the next meeting. He noted that if no MW/CW
return was evidence he would be proposing to end the scheme.
The Interim Chief Nurse reminded the Governing Body that this scheme
had been a quality initiative and proposed that the Governing Body
consider this within the revised report.
The NHS St Helens CCG Governing Body:• Noted the report
PB171009
1.

PERFORMANCE
Performance Update
The quarterly performance updates will be presented to the Governing
Body in November.

PB171010
1.

FINANCE
Finance Report - Month
The Chief Finance Officer presented the Month 5 Finance report. The
purpose of the report was to inform the Governing Body of the financial
performance and position of the CCG as at month 5. The report also
incorporated information on QIPP achievement, risk and budgetary
performance during the reporting period.
The Chief Finance Officer confirmed that at month 5 the CCG was
reporting a year to date deficit of £3,538K with the planned deficit at this
stage of £3,078K. This reported the CCG being £1,460K adrift of the plan
at this stage. He noted that some of the QIPP schemes were still
struggling but that the CCG were working on mitigations to bring it back in
line with plan. He highlighted Fairfield over performance and the recovery
action plan in place. He noted the risks associated with the acute
pressures in A & E and non-electives being under better control with
volume but the complexity of cases were higher.
The Chief Finance Officer confirmed that following the last Finance,
Governance and Risk Committee the Executive Leadership Team had
considered the financial detail at length and used this to influence the
improvement plan update in order to address some of these issues.
The Interim Clinical Chief Executive confirmed the work being undertaken
to mitigate the risks and that a further list of options would be presented to
the next Governing Body meeting for approval. She noted that there may
be some difficult decisions to make at that time. The Interim Recovery
Director confirmed that failure to meet the financial target would mean loss
of local control for St Helens.
The Deputy Chief Executive reflected on the last IAF meeting with NHSE
at quarter one and the priority messages of:•
•
•

Finance
Winter and the 4 hour A & E Target
Cancer and the 62 day target
th
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•

Children and Young People's Mental Health

The Chair reminded the Governing Body of the agreement with NHSE to
plan for a £5 million deficit which was a decision not afforded to other local
CCGs and the reiterated the need to meet that target.
The NHS St Helens CCG Governing Body:• Received the report
PB171011

ANY OTHER BUSINESS
Eccleston Medical Centre
The Chair confirmed that the new build Eccleston Medical Centre had
finally been agreed and work would now commence.
Quality Performance
The Chief Nurse proposed to bring a Quality Performance report to LE/CE
Governing Body twice a year which was agreed.
Flu Vaccination
The Interim Clinical Chief Executive urged Governing Body Members to
get their flu vaccination and encourage others to do so. She highlighted
the predicted flu pandemic. The GP Governing Body Member, HF, also
noted the national shortage of pneumonia vaccinations announced.
Safeguarding
The Strategic Director; People's Services noted a recent Safeguarding MW/SOB
Report and proposed that this be presented to the Governing Body Part II
at the next meeting which was agreed.
Suicide Data
The Director of Public Health confirmed that her department were now
receiving accurate real time data directly from the Coroner’s office on
suicides.
The Governing Body agreed that the difference in services for local people
from this meeting had been the soft intelligence received from the GP
Governing Body members in order to influence the Out of Hospital Nursing
services.
There was no other business.
Date and Time of the next meeting
The next meeting of St Helens CCG Governing Body will be held on
Wednesday, 8th November 2017, Conference Room A, St Helens
Chamber

th
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ACTION POINTS FROM CCG GOVERNING BODY MEETING HELD ON 11.10.17
Action

Due From:

Action Required:

Required by:

Completed:

No.
16.

PB170409 Commissioning
Sue Forster

24.

Screening and Immunisation Update - The Deputy Director of Public
Health agreed to provide a further report for Governing Body in 6
months’ time.

8th Nov 2107

PB170906 Strategy
Sarah O’Brien

The Chair requested evidence of the out of hospital nursing review and
telemedicine in nursing/residential homes on the difference these
programmes have made

11th October 2017
Deferred to 8th
November 2017

Closed

Mike Wyatt

The Chair requested that the Chair of the LMC be invited to visit the
Brookfield Unit

11th October 2107

Closed

Elaine Inglesby

The Executive Nurse agreed to provide information on the CUR tool
PB170907 Key Issues of Board Sub-Committees

11th October 2017

Julie Abbott

The Chair requested an evaluation of the purchase of the ECG machine
for the WIC and whether this had made a difference to A & E attendance

11th October 2017
Deferred to
January 2018

Angela Delea

PB170908(1) Governing Body Assurance Framework Q2

25.

26.

The Associate Director; Corporate Governance to discuss the scoring of
GBAF 1.2 Excessive demand not being managed with the Associate
Director; Contracting
PB170908(3) CCG Constitution Amendments

27.

11th October 2017
Deferred to 8th
November 2017

Angela Delea
The Associate Director; Corporate Governance to amend the reference
to CCG Governing Body and Members Council papers to be provided in
10 working days before the meeting and not 5 days.

11th October 2017
Deferred to 8th
November 2017
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Action

Due From:

Action Required:

Required by:

Completed:

No.
28.

29.

30.

31.

Mike Ejuoneatse

PB170909 Performance
11th October 2017

Lisa Ellis

The GP Governing Body Member, ME, agreed to discuss the falls data
recorded in the premium dashboard with the Senior Performance
Manager
PB171005(3) Patient Story

8th November
2017

Mike Wyatt

Actions from the Patient Story presented to Quality and Performance
Committee would be reported back to Governing Body.
PB170906(1) CCG Improvement Plan Update
Links to the Trust be highlighted within the ‘Plan on a Page’ for
presentation at the next NHSE Recovery Checkpoint meeting
Key Issues of the Board Sub Committees
Primary Care Committee 20.09.17

8th November
2017

Communications and Engagement with the public regarding the
development of the Federation needed to be accelerated.

ASAP

Karen Leverett

Closed

Audit Committee 27.09.17
32.

Iain Stoddart

The Committee’s concern relating to the debts of a provider to be
escalated for a resolution.
PB171008(1) Out of Hospital Nursing Review Update

ASAP

33.

Sarah O’Brien
/Lisa Ellis

The close relationship required between GP Practices and their Matron
would be reiterated to the provider as a priority.

8th November
2017

34.

Lisa Ellis

January 2018

35.

Mike Wyatt

A further update on the Out of Hospital Nursing Service would be
provided in January 2018.
PB171008(2) Telemedicine in Nursing/Residential Homes
A further report to be presented to the next meeting.

8th November
2017
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Report to Governing Body
8th November 2017
Date of meeting:
Prof Sarah O’Brien
Governing Body Member Lead:
Clinical Chief Executive
Accountable Director:

Clinical Chief Executive Report
Report title:
Item for: Decision

Assurance

Information

X

(Please insert X as appropriate)

This report supports the following CCG Strategic Objectives. Please insert ‘x’
as appropriate.
Strategic
Objectives

Governance
and Risk

1.
2.
3.
4.

To deliver financial sustainability
To deliver improvements through system redesign and in priority areas.
To deliver improved outcomes for patients
To develop primary care capacity and capability as system leaders

x
x
x
x

Does this report provide assurance against any of the risks identified in the Assurance
Framework? (please specify)
N/A

Is this report required under NHS guidance or for statutory purpose? (please specify)
No
Purpose of this paper
The purpose of this paper is for the Clinical Chief Executive (CCE) to inform and update Governing
Body on the key strategic areas of work for the CCG since the last CCE report.
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Further explanatory information required:

Does this paper link to any of the
10 key themes of the CCG’s
Improvement Plan. If yes, please
specify.

How will this benefit the health and
wellbeing of St Helens residents or
the Clinical Commissioning
Group?

Please describe any possible
Conflicts of Interest associated
with this paper.

Please identify any current
services or roles that may be
affected by issues within this
paper.

What risks may arise as a result of
this paper? How can they be
mitigated?

It provides a general update on progress with the whole
improvement Plan

N/A the paper is an information update only

No conflicts of interest

N/A the paper is an information update only

N/A the paper is an information update only
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Clinical Chief Executive Update to Governing Body (November 2017)
The purpose of this report is to inform and update the Governing Body on the key areas of strategic
work since the October Governing Body meeting.
1. Financial Recovery & Improvement Plan – At month 6 the CCG like the rest of the system
continues to face a substantial financial challenge but the message from NHSE is very clear
that the Governing Body have to ensure that hitting the financial plan is THE top priority and
there is no extra funding available centrally. Officers and Governing Body members need to
consider this month what other actions can be taken to reduce the high level of risk against
the financial plan for this year and what areas we may need to consult with the public on for
next year in terms of possible changes to services. The next formal NHSE recovery
meeting is on the 14th November.
2. Primary care –Primary Care Access is a key area of focus for NHSE both in terms of plans
for the 2 bank holiday periods over Xmas and New Year and in terms of ensuring extended
access form next year, in line with new national targets. A Task & Finish Group has been
established to oversee this work. Workforce pressures remain a key concern and area of
risk for member practices and for the whole system and there is a significant financial risk
against primary care budgets.
3. Urgent Care (AED target) – Urgent Care remains a challenge for the whole system in
terms of achieving the AED 4 hour target and maintaining patient flow and safety during the
months ahead. There is another meeting in Leeds on 30th October regarding this which I
will attend and will report back on verbally at Governing Body. We are working on additional
schemes aimed at reducing Non-elective admissions over the next few months.
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DOCUMENT DEVELOPMENT
Process
Public Engagement (please detail the method i.e.
survey, event, consultation)

Yes

No

Not
Comments & Date
applicable (i.e. presentation, verbal, actual report)
x

Clinical Engagement (please detail the method i.e.
survey, event, consultation)

x

Has ‘due regard’ been given to Equality
Analysis (EA) and any adverse impacts? (Please

x

Outcome

detail outcomes, including risks and how these will
be managed)

Legal Advice Sought

x

Presented to any other groups or committees
including Partnership Groups – Internal/External

x

(please specify in comments)

Note: Please ensure that it is clear in the comments and date column how and when particular stakeholders were involved in this work and ensure there is clarity in the outcome
column showing what the key message or decision was from that group and whether amendments were requested about a particular part of the work.
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Patient Story to be presented to NHS St Helens CCG Governing Body on 8th November 2017
I am writing to inform you of a stay in hospital of Mr. H. I act officially as his Power of Attorney and
Next of Kin.
On the night of 21st September, I was informed by a neighbour that H had taken ill and I got to him
as soon as possible, around 8pm. I phoned the emergency doctor based in Albion Street, through his
doctors phone number and the lady on the phone said she would pass the message on. Ten minutes
later I got a phone call from one of the emergency doctors who asked me to describe H's symptoms.
He was shaking and confused.
H had recently lost five stone in four months and was currently going for tests to St. Helens Hospital.
He had a camera down and also a CT Scan. His camera test came back clear, but his CT Scan result
was still outstanding after a month.
The emergency doctor decided to send an ambulance direct to the house rather than him visiting.
The ambulance took about an hour. Two ladies on board checked Harry over in the back of the
ambulance before going to Whiston. I followed in my car. Once at Whiston he was in a bay in A and
E. When I saw him at around 9.30pm, H was now shaking violently. The staff gave him liquid
paracetamol, which calmed him down almost immediately. Soon after H was transferred to another
cubicle within A and E. He had several tests and scans whilst there. I was advised there were no
beds available in the hospital so H was transferred to a proper bed within the cubicle and I was
advised to go home and see what Ward H would be on the following day. This was about 3.30am.
H was admitted to Ward 1C early the following morning and I visited him there in the afternoon.
The doctor who saw him was excellent. He informed me that he had all of H's medical records on his
I Pad and also the elusive CT Scan that we needed. This showed nothing cancerous and his actual
problem was that his heart was not beating on the right had side sufficiently to take excess water
away from his body. I told the doctor that I was supposed to be taking my mother on holiday to
Yorkshire the following day, but if the situation was serious with H I was obviously prepared to
change my plans.
The Doctor told me that H had a serious water infection but it was not life threatening. He told me
to continue with my plans to go away and I was welcome to ring the Ward whenever I wished for
updates. I rang both 1C and 1A over the week and the staff were excellent with me and gave me
peace of mind when I rang every day. With my mind at rest, I did this. I phoned every day and on
the Sunday H was then transferred to Ward 1A.
The care was just as excellent on 1A as it was on 1C. Harry was kept in 1A until Thursday 5th
October. In that time, H was successfully treated with antibiotics for his water infection. The staff
had assessed his tablets and changed some of them for the better. He started eating normally for
the first time in months and loved the food!!
The only issue we had, which had nothing to do with the Ward was that on the Thursday an agency
nurse who was first time in Whiston, as he normally works in Aintree, was on bank and he informed
me as I visited that H could go home that day. I informed him his house did not have the heating on
and the reply I got was "well, it will warm up quickly once you get him home!". I asked to see a
doctor and asked if H could go home the following day as this was now about 2.30pm. I was told
the longer he was in hospital the more chance of infection he would have. Although I understood
this, there was a man opposite H who was told he could stay and go out the following day which
confused me a little.

19

The main issue was that although H was dressed and ready at 2.30pm we had to wait for his
medication. This medication only turned up at 8.15pm. The nurses on the ward were very unhappy
at this but the situation is beyond their control.
In conclusion Whiston Hospital were absolutely marvellous with H and at 86 years of age, they all
treated him with the utmost respect and dignity. The hygiene was excellent, H's treatment was
excellent. Wards 1C and 1A and A and E, did their very best for H which he and I will be eternally
grateful for.
As stated before, I firmly believe the issue of the pharmacy taking up to 6 hours plus to deliver
tablets to a ward to discharge an elderly patient so late, needs to be looked at as I believe it is a
regular occurrence. I suggest the doctor should have more communication with the pharmacy to
see if a patient will be discharged within an acceptable time period once tablets have been supplied
instead of making an elderly patient wait by the side of his bed for six hours plus when that bed
could have been used for someone else in A and E.
I hope this account will help to give you an insight as to how the system works regarding admission
and discharge of patients on the 1A and 1C wards.
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Report to NHS St Helens CCG
Governing Body
Date of meeting:

8th November 2017

Governing Body Member Lead:

Clinical Chief Executive

Accountable Director:

Mike Wyatt, Recovery Director

Report title:

Update to S75 Overarching Agreement

Item for: Decision

X

Assurance

X

Information

(Please insert X as appropriate)

This report supports the following CCG Strategic Objectives. Please insert ‘x’
as appropriate.
Strategic
Objectives

Governance
and Risk

1.
2.
3.
4.
5.

To deliver financial sustainability
To deliver improvements through system redesign and in priority areas.
To deliver improved outcomes for patients
To develop capacity and capability as system leaders
To stabilise, support and sustain primary care

X
X
X
X

Does this report provide assurance against any of the risks identified in the Assurance
Framework? (please specify)
•

Misalignment of strategies and priorities across health and social care
economy impacts on commissioning and delivery

•

Failure to deliver health and care infrastructure which enables transformation

What level of assurance does it provide? Significant

Is this report required under NHS guidance or for statutory purpose? (please specify)
NHS Act 2006

Purpose of this paper
The Committee is asked to review and approve the amendments to the Agreement
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Further explanatory information required:

Does this paper link to any of the
key themes of the CCG’s
Operational Plan & Improvement
Plan. If yes, please specify.

All

How will this benefit the health and
wellbeing of St Helens residents or
the Clinical Commissioning
Group?

Please describe any possible
Conflicts of Interest associated
with this paper.
Please identify any current
services or roles that may be
affected by issues within this
paper.

What risks may arise as a result of
this paper? How can they be
mitigated?

N/A

N/A

N/A

1. Executive Summary
The current S.75 Agreement has been in place since 1st April 2015. This agreement has been
updated in preparation for supporting the further integration of health and social care commissioning
and has been retitled Integrated Services in St Helens Overarching Partnership Agreement. The
most significant change within this version relates to the role and responsibilities of the Executive
Management Team, as this replaces Integrated Programme Steering Group.

The main body of the agreement has been updated and strengthened, where appropriate. For
example, Section 9 financial management has included new clauses 9.12 & 9.13 to include audit.
Section 12 – Freedom of Information includes further clauses; Section 25 – Fair Dealings has
added Clauses 24.4 – 24.7.
The next phase of the s.75 review will be to rewrite all the supporting scheduled, using a standard
template.

2. Recommendations
The Governing Body is asked to approve the revised framework agreement.
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DOCUMENT DEVELOPMENT
Process

Yes No

Public Engagement (please detail
the method i.e. survey, event,
consultation)

X

Clinical Engagement (please
detail the method i.e. survey, event,
consultation)

X

Has ‘due regard’ been given to
Equality Analysis (EA) and any
adverse impacts? (Please detail

N/A

Comments & Date
(i.e. presentation, verbal,
actual report)

X

outcomes, including risks and how
these will be managed)

Legal Advice Sought

Presented to any other groups
or committees including
Partnership Groups –
Internal/External (please specify

Agreement reviewed
against sample version
provided by NHSE that
had been prepared by
legal advisor
X

in comments)
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Outcome

Draft 3: 30 October 2017

(1) ST HELENS BOROUGH COUNCIL

and

(2) NHS ST HELENS CLINICAL COMMISSIONING GROUP

________________________________________________________________
INTEGRATED SERVICES IN ST HELENS
OVERARCHING PARTNERSHIP AGREEMENT
_______________________________________________________________

S.75 NATIONAL HEALTH SERVICE ACT 2006
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THIS AGREEMENT is made the 1st day of August 2017
BETWEEN:
(1)

ST HELENS BOROUGH COUNCIL, Town Hall, Victoria Square, St.Helens,
WA10 1HP (the Council)

(2)

NHS ST HELENS CLINICAL COMMISSIONING GROUP St Helens
Chamber, Salisbury Street, St Helens WA10 1FY (the CCG)

1

RECITALS

A

The Council is the local Social Services Authority for the Borough of St.Helens and is
the provider and commissioner of social care services, Public Health and other
services for people who are resident in St.Helens.

B

The Clinical Commissioning Group is an NHS body as defined in section 14B of the
NHS Act (2006 as amended) and is the commissioner of health services for people
who are registered with its member practices in the Borough of St Helens.

C

This Overarching Agreement is made pursuant to Section 75 of the 2006 Act and the
Regulations comprising these terms and conditions together with all schedules to this
Agreement as may be varied in writing by the Partners, and any variation of the
Agreement from time to time agreed between the Partners.
The agreement is made in accordance with the Health and Social Care Act 2012.

D

The Partners shall carry out consultation on the proposals for the Partnership
Arrangements and any relevant services with those persons, user groups, staff and
statutory and non-statutory providers who appear to them to be affected by the
arrangement, as required by Regulation 4(2) of the Regulations.

E

The Partners have agreed to enter into this Overarching Agreement to fulfil the
requirements in Regulation 8(2) of the Regulations and to record their respective
rights and obligations under the Partnership Arrangements and the terms on which
the Partnership Arrangements will be exercised

F

By entering into this Overarching Agreement, each of the Partners empowers the
Executive Management Team under 10(2) of the Regulations to fulfil the functions of
that Partner in relation to the governance of the Partnership Arrangements subject to
the terms of this Agreement.

G

This Agreement and herein attached schedules supersedes and replaces the
previous agreement and schedules executed as a deed between the parties on 1
April 2015 (MAD2014/18).
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2.

DEFINED TERMS AND INTERPRETATION

1.

Term

Means

1.1

The Act

National Health Service Act 2006

1.2

The 2012 Act

Health and Social Care Act 2012

1.3

The 1977 Act

National Health Service Act 1977

1.4

The Term

The period beginning on the 1st November 2017 and ending on
the 31st March 2020, subject to the terms of this agreement.

1.5

The
Regulations

The NHS Bodies and Local Authorities Partnership
Arrangements Regulations 2000 (SI 2000 No. 617) and any
amendments and subsequent re-enactments.

1.6

the Council

St Helens Borough Council

1.7

the CCG

St Helens NHS Clinical Commissioning Group, Established under
the Health and Social Care Act 2012

1.8

the Partners

St Helens CCG and St Helens Borough Council

1.8a

the Partnership

In this Agreement the term “partnership” is used to denote
collaboration between the two public sector partners, and not a
formal legal partnership. Nothing in this Agreement shall create or
be deemed to create a legal partnership. (See 4.4)

1.9

NHS Functions

The CCG’s responsibility to commission certain health services
set out in section 3 of the 2006 act, as amended by section 13 of
the 2012 Act, and the Regulations made under that provision

1.10

Health
and
other Related
Functions

In so far as they relate to the partnership arrangements.

1.11

Partnership
Arrangements

The arrangements jointly agreed herein by the Partners for the
purposes of or pursuant to Section 75 of the Act and the
Regulations

1.12

Lead partner

The Partner jointly agreed by the Partners as having delegated
functions for leading commissioning or integrated service.
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1.13

Pooled Fund

The ability for each partner organisation to make contributions to
a common fund, to be spent on agreed outcomes, delegated
functions or the delivery of specific services, in accordance with
relevant legislation.

1.14

Host Partner

The partner who undertakes day to day management of a Pooled
Fund and who takes primary, although not exclusive,
responsibility for preparing financial, performance and other
reports as required.

1.15

Integrated
Provision

The arrangement between partners to combine resources and
staff to help integrate service provision at all levels, one partner
acting as the lead to undertake the other’s functions, including
management of staff on behalf of both parties which may include
combined
management
structures,
jointly-funded/jointly
accountable appointments to help ensure cooperation, prevent
duplication and operate efficiently.

1.16

Eligibility
Criteria

The criteria agreed between the partners which need to be met
for a person to be the subject of the partnership arrangements

1.17

Eligible Person

A person who satisfies the eligibility criteria in this agreement or
specific arrangements

1.18

‘populations’

the term that recognises the Council’s resident and CCG’s
registered populations in the agreement

1.18a

Resident
Population

The term ‘resident population’ refers to people whose permanent
address is in the borough boundaries of St Helens.

1.18b

Registered
Population

The term ‘registered population’ refers to people who are
registered with a St Helens GP whose practice is a member of
NHS St Helens CCG.

1.19

Outcomes

Partners’ agreed set of outcomes set out in 5. which will be
realised through this agreement and any existing and subsequent
arrangements

1.20

People’s Board

Board established under S194 of the 2012 Act to provide
collective leadership to improve health and well-being across
St.Helens and fulfil responsibilities of the Community Safety
Partnership (legislative basis)

1.21

Executive
Management
Team

The team which has been established by the Partners under
section 10(2) of the Regulation to monitor all Arrangements
governed by this Agreement and to account to the Partners for
their management.
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3.

PURPOSE OF THE PARTNERSHIP
The Partners have entered into this Agreement for the purposes of:
1. building on the shared vision and commitment set out by the St Helens
People’s Board;
2. improving health and wellbeing services for their respective populations’
through the effective integration of functions between the Council and
CCG to fulfill their obligations to co-operate with each other in providing
the Services pursuant to Section 82 of the 2006 Act, and the Care Act
2014;
3. consolidating existing partnership arrangements and joint working;
4. developing a unified approach to the commissioning and provision of
health and social care services to provide a seamless service by the
arrangement, as required by Regulation 4(2) of the Regulations;
5. supporting the duty of the People’s Board to promote the integration of
health and social care and community services.
3.1

This Overarching Agreement provides strategic direction for health and
wellbeing services in St Helens which are subject to the following
arrangements between the Partners. It provides the principal form of
governance for all arrangements entered into by the Partners under Section
75 of the Act and any other arrangements which have the same purposes as
the Overarching Agreement in supporting the outcomes agreed by the
Partners.

3.2

The aim of this Overarching Agreement is to establish an arrangement under
Section 75 of the Act to provide a strategic partnership to enable the Council
and the CCG to meet their statutory obligations and aspirations to improve
the health and wellbeing of the populations they serve. Through this
Overarching Agreement, the Partners intend to meet their responsibilities for
strategic planning, commissioning, delivery and monitoring of health and
wellbeing services by promoting collaboration, flexibility, coordination and
joint accountability.

3.3

This Overarching Agreement contains integrated accountability arrangements
and details of the governance of lead commissioning, integrated services and
management arrangements, and pooled funds which support the Partners’
Strategic Outcomes and utilise this Overarching Agreement as the principal
form of governance for these purposes. By introducing clear aims and
objectives and robust accountability measures, supported by governance
procedures and guidance, all those engaged in the Partnership
Arrangements and joint working arrangements between the Partners are
better placed and informed to provide significant improvements in the health
and wellbeing of the population in the provision of community health and
social care support, secondary healthcare and public health, in the Borough
of St Helens.

3.4

The Partners have entered into partnership arrangements and agreements
prior to the date hereof and this Overarching Agreement is not intended to
alter, vary or otherwise affect the terms of such agreements. The governance
and performance management arrangements in this Agreement, however,
will apply to all partnership arrangements. The Partners Executive
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Management Team shall maintain an accurate schedule of all arrangements
approved by the Partners.
3.5

The challenges for the Partners are set out in the Joint Strategic Needs
Assessment and the People’s Plan and will be core issues to be addressed by
the Overarching Agreement over time.

3.6

The Partners recognise that they must work together to make the most of
their resources and the capacity of communities and families to improve
health and wellbeing. Each partner has specific duties but share a single
vision for St Helens.
3.6.1 The Council has a duty to promote the economic, social and
environmental well-being of its community, which encompasses public
health. The Council is also charged with leading the development of
community strategies in its area which address deprivation, social
exclusion and inequalities. Section 12 of the 2012 Act inserts new
section into the NHS Act 2006 to give each relevant local authority a
new duty to take such steps as it considers appropriate to improve the
health of the people in its area.
3.6.2 The CCG is the NHS body responsible for commissioning healthcare
on behalf of its member practices. The specific responsibilities are to
commission health services including acute, community, mental health
and high quality primary care services. Under section 14Z1(2) of the
National Health Service Act 2006 (as amended by the Health and
Social Care Act 2012), CCGs have a duty to promote integration
between health services and social care where CCGs consider that
such arrangements would improve the quality of services and reduce
inequalities. This includes a statutory requirement of the Children and
Families Act 2014, whereby LAs and CCGs have the duty to jointly
assess, plan and commission for Children and Young People with
Special Educational Needs and Disability (SEND).
3.6.3

The People’s Board has principle statutory duties contained within its
mandate to improve the health of the population.
-

To encourage the integration of health and social care services
and
To provide advice, assistance and support for S75 Partnership
Agreements.
To tackle local inequalities in Health

3.6.4 The Borough’s plans for health improvement are underpinned by the
joint strategic needs assessment and clearly described in the
subsequently developed People’s Plan.
3.6.5 The Partners are committed to meeting their responsibilities and
supporting each other in both shared and partner-specific priorities
contained in the above documents. The Outcomes set out in Section 5
recognise this approach and the shared values that underpin the
Partnership Agreement.
3.6.6 To enable the Partners to meet these challenges and to deliver an
ambitious set of outcomes, greater integration and coordination are
G:Mike/Section 75/2015/S75 Agreement 2017V0.3 30.10.17
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needed. This Overarching Agreement enables the use of lead
commissioning, integrated provision and pooled funds by agreement
for any of the Partner’s functions set out in Schedule 1. This
commitment extends to the integration of services which include
cooperation with any agency working with or contracted to either
partner. The Overarching Agreement enables the Partners to make
better use of all of their resources including grant funding, physical
assets and any cooperative arrangements with providers outside
contractual arrangements when to do so would support the delivery of
the agreed outcomes.
3.7

4.

The Agreement includes such functions as should be agreed from time to
time by the partners as are necessary to commission, deliver and provide
services in accordance with their obligations under this Agreement.
Scheme specifications for individual schemes included as part of this
Agreement at the commencement date are set out in the Schedule to this
Agreement.

DURATION OF THE PARTNERSHIP
4.1

The Partnership Arrangements shall come into force on the 1 November
2017 and shall remain in force for three financial years. The Partnership
Arrangements can be terminated by one of the Partners giving six months
written notice that it considers any one or more of the following conditions to
apply and that this cannot, in the reasonable opinion of the party serving the
notice, be capable of remedy within three months from the date of service:4.1.1 A change in legislation which prohibits or results in a Partner being
unable to fulfil some or all of its obligations under this Overarching
Agreement;
4.1.2 The undertaking of any commitment or decision pursuant to the
Partnership Arrangements which contravenes guidance or legislation
issued by the Secretary of State for Health or other person legally
responsible for promulgating such legislation;
4.1.3 Any commission by a Partner of a material breach of any of its
obligations under this Overarching Agreement; and
4.1.4 Any act or omission by one or either of the Partners which is
considered by Department of Health or any successor body, or by
either Partner’s legal advisors to be ultra vires.

4.2

The Partnership Arrangements shall be formally reviewed by the Executive
Management Team annually, no later than the 30th June in each year. The
review shall measure the success of the Partnership Arrangements against
the outcomes framework as set out in 5.5. The Executive Management
Team shall thereafter make recommendations as to the continuation or
otherwise of this Overarching Agreement. These recommendations shall be
made separately to the CCG’s Governing Body and to the Council’s Cabinet.

4.3

Any determination of the Partnership Arrangements shall not alter any
existing joint or separate finance arrangements, personnel arrangements or
other partnership working in St Helens which was commenced either prior
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to, or during the period of the partnership, unless this is a direct cause of the
decision to dissolve the Partnership Arrangements.

5.

4.4

The following clauses shall survive the termination or expiry of this
Agreement: Clauses 7, 8, 9, 11, 12, 14, 17, 21 and this Clause.

4.5

Other than as expressly contemplated under section 75 of the Act and under
the Regulations, the Partners expressly agree that nothing in this Agreement
in any way creates a legal partnership or joint venture or relationship of
employer and employee or principal and agent between them between
them. Neither Partner nor any of its employees or agents will in any
circumstances hold itself out to be the servant or agent of the other Partner,
except where expressly permitted by this Agreement.

PARTNERS’ SHARED OUTCOMES
5.1

This Overarching Agreement is founded on a commitment by both Partners
to develop the fullest possible integration between the Council and the NHS
locally and to build strong links with CCG and Council services and
strategies. To enable both organisations to enhance their performance and
efficiency in terms of improving and maintaining the health and wellbeing of
residents this Overarching Agreement shall ensure that all resources which
have been separately identified by the Partners as available to meet their
respective commitments are provided for the benefit of health and wellbeing
improvement and maintenance in an effective partnership.

5.2

The outcomes agreed by the Partners, set out in 5.4 below, describe the
improvements that the Partners have agreed to deliver in support of the
commitments and vision shared by the Partners. The measurable outcomes
will determine the success of the Partnership.
The Partnership is founded on clear commitments to principle and actions:
5.2.1

The People’s Board strategic vision of “improving people’s lives,
together, by tackling the challenge of cost and demand and enhanced
democratic stewardship” is underpinned by the following cross cutting
aims
fully
supported
by
this
Agreement:

5.2.2

Services should focus on keeping people well and preventing ill-health

5.2.3

Provision of services should be proportional to need and targeted to
those areas and groups of people that need them most.

5.2.4

Services should be customer focused, age appropriate and accessible
to
all.

5.2.5

Care pathways should be integrated for patients and service users
with all relevant providers working together across and beyond the St
Helen’s
health
economy.
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5.3

5.2.6

Services and interventions should be evidence-based and provide
value for money utilising existing assets to the greatest effect.

5.2.7

Services should be developed and delivered to be socially and
environmentally
and
financially
sustainable.

5.2.8

Services should support individuals to remain independent and
exercise choice and control.

The Partners will work together to safeguard children and vulnerable adults
from harm, abuse or neglect in accordance with statute and agreed St Helens
multiagency procedures.
5.3.1 Carers of all ages are valued and are given appropriate advice and
support
and
are
involved
in
care
planning.
5.3.2 The Partners will encourage communities and individuals to harness
local assets, networks and expertise so that they can help themselves
and take greater responsibility for their own health and wellbeing.
5.3.3 The Partners are fully committed to implementation of the 2010
Equality Act and raising awareness of all forms of inequality and
oppression and promoting and integrating equality and diversity
across St Helens in respect of all residents.

5.4

The Partners’ agreed strategic outcomes are:
5.4.1 People in our community independently improve and maintain their
own health and wellbeing as much as possible, living longer, healthier
lives;
5.4.2 Our community will have access to a health and care system that is
financially sustainable;
5.4.3 Our health, care, community and voluntary services contribute to the
increase in aspiration, education and reducing poverty;
5.4.4 When support is needed, people will have positive experiences of
services;
5.4.5 People who use health, care and community services receive good
quality of care and support, and are safe from harm;
5.4.6 Our community is resilient and people are empowered to self-manage
and to be as independent as possible;
5.4.7 Our communities feel safe in the knowledge that partners work
together to improve safety in their communities.

6.

PARTNERSHIP GOVERNANCE
6.1

In order to ensure that all this Overarching Agreement and other specific
arrangements entered into in accordance with, or encompassed by, this
Overarching Agreement satisfy the public accountability responsibilities of the
Partners and manage the risks to the same, the Partners will provide
evidence of:
6.1.1

The decision-making processes undertaken by the respective
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Partners;
6.1.2

The operational objectives and strategic priorities agreed by the
Partners;

6.1.3 The proper and efficient use of public money and any monies
expended by either party pursuant to the terms of the Partnership
Arrangements;
6.1.4 The quality and safety of services provided or procured by either
partner acting in partnership as described in this Overarching
Agreement of any other partnership arrangements subject to its
governance.

6.2

The governance arrangements set out below have been agreed between the
Partners to support integrated working, whilst managing the risks to the
Partners in meeting their statutory obligations, protecting their individual
interests and providing accountability to stakeholders, service users, carers
and the public. These governance arrangements are intended to provide
additional robust accountability in addition to the Partners’ existing
arrangements.

6.3

Each Partner shall retain responsibility and be accountable for its statutory
functions carried out within the Partnership Arrangements and shall
discharge those functions, where permitted, through the new system of
governance set out below, which supplements the existing single
organisation arrangements.

6.4

St Helens People’s Board shall provide the overall strategic leadership for the
Partners for the purpose of this Overarching Agreement in accordance with
its remit set out in the Act to promote integrated health and social care
services and to support Section 75 Partnership Arrangements.

6.5

The Executive Management Team shall have the authority to develop
proposals for agreement by the Partners, or amend any integrated
arrangements subject to its governance and to recommend to the Partners
the extension or termination of this Overarching Agreement or any other
Partnership Agreement or Arrangement, subject to consultation with the
Partners.

6.6

The Partners shall delegate day-to-day responsibility for operational delivery
of this Overarching Agreement and all arrangements subject to the
governance of the Agreement to the Executive Management Team.
The membership of the Executive Management Team shall be two senior
officers from each organisation.

6.7

The Executive Management Team shall have the authority to take action to
manage the performance of programmes or services within the remit of the
Partnership. It shall:
6.7.1 Oversee the Partnership’s performance in meeting its outcomes and
representing the separate interests of each of the Partners;
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6.7.2 Receive reports on the progress and outcomes of the Partnership;
6.7.3 Have the authority to develop proposals for agreement by the partners,
or amend any integrated arrangements, subject to its governance, and
to recommend to the partners the extension or termination of the
overarching agreement, or any other partnership agreement or
arrangement, subject to consultation with the partners;
6.7.4 Assume day to day responsibility for operational delivery of the
overarching agreement and all arrangements subject to the
governance
of
the
agreement;
6.7.5 Have the authority to take action to manage the performance of
programmes or services within the remit of the partnership. Where
agreement cannot be reached on matters such as action on underperformance, funding levels or changes to services, such matters
should be referred by the Co-Chairs to the partners decision making
bodies for resolution.

7.

STAFF AND JOINT POSTS
7.1

The Partners acknowledge that the arrangements supported and governed
by this Overarching Agreement are more complex than the organisation of
single organisation with simple lines of accountability. The strategic and
operational management model adopted by the Partners is intended to
reflect the key principles of single accountability to the people of St Helens
and dual governance both to the Council and to the CCG.

7.2

The holders of joint roles or posts within St Helens CCG and the Council
relevant to this Overarching Agreement shall continue to have contractual
responsibility to their respective employing organisations.

7.3

Clear mechanisms for line management responsibilities, including formal
grievance, discipline and absence management procedures, shall, in the
case of any secondment or joint role, rest with the employing Partner.
Similarly, for matters relating to the meeting of performance objectives
related to the Partners or any joint position or role, either Partner has the
right, with at least three month’s notice, to withdraw from joint arrangements.
This shall not, however, affect the substantive employment status of the
person holding the joint post or role.

7.4

If there is a transfer of staff from the Council to the CCG, or CCG to Council in
relation to an individual or team, the transferring partner shall indemnify and
keep the receiving partner indemnified from and against all claims, demands,
actions, proceedings, damages, compensation, tribunal awards, fines, costs,
expenses and all other liabilities whatsoever arising out of or connected with
any claim or other legal recourse by any transferring staff under TUPE which
relates to any actual or alleged act or omission of the partner prior to the
Transfer Date or any other event or occurrence prior to the Transfer Date.
Should the transfer involve an organisation other than the Partners the
transfer compliance with TUPE legislation shall be a matter only for those
organisations and will be outside the scope of the Overarching Agreement's
governance.
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8. INDEMNITY AND INSURANCE
8.1 Without prejudice to the primary liability of each Partner for its respective
functions preserved by Section 75(5)(a) and (b) of the 2006 Act, the indemnity
provisions in these paragraphs shall apply. References in this section to
damages, claims and liabilities shall include the obligation to pay any sums
which are recommended by an Ombudsman or under any other complaint
resolution process.
8.1.1

The CCG shall not be responsible for any legal liabilities to third
parties arising from the Council’s provision of the Council’s functions
prior to the commencement date, except where such responsibility is
created by statute.

8.1.2

The Council shall not be responsible for any legal liabilities to third
parties arising from the CCG’s delivery of the CCG’s functions prior to
the commencement date, except where such responsibility is created
by statute.

8.1.3

The Council shall indemnify the CCG from and against any damages,
claims or liabilities suffered, and reasonable legal fees and costs
incurred by, the CCG arising from the exercise of the Council’s
Functions or the breach by the Council of any obligation under this
Agreement (except insofar as such damages, claim or liability arise
from any negligent act, or omission, or breach of any obligation in this
Agreement by the CCG, its employees or agents) including, without
prejudice to the generality of this provision, any act, neglect or default
of the Council, its agents, contractors or employees.

8.1.4

The CCG shall indemnify the Council from and against any damages,
claims or liabilities suffered, and reasonable legal fees and costs
incurred by, the Council arising from the exercise of the CCG’s
functions or the breach by the CCG of any obligation under this
Agreement (except insofar as such damages, claim or liability arise
from any negligent act, or omission, or breach of any obligation in this
Agreement by the Council, its employees or agents) including, without
prejudice to the generality of this provision, any act, neglect or default
of
the
CCG,
its
agents,
contractors
or
employees.

8.1.5

Each Partner shall indemnify the other Partner from and against loss
and expense suffered, and reasonable legal fees and costs incurred,
by the other Partner as a result of any breach of this Agreement by it,
except to the extent that such loss etc. is caused by the breach of
contract or the act, neglect or default of the other Partner, its
employees,
agents
or
contractors.

8.1.6

In relation to the diagnosis, care and treatment of a client or patient of
the CCG under the CCG’s functions, the provisions of NHS Indemnity
shall apply in relation to any acts or omissions of the CCG, its
employees or agents in consequence of which the client or patient
suffers.

G:Mike/Section 75/2015/S75 Agreement 2017V0.3 30.10.17
37

Page 14

8.1.7

8.2

The Partners shall use their reasonable endeavours to inform each
other promptly of any circumstances reasonably thought likely to give
rise to any claim or proceedings which is or may be subject to any
indemnity under this Agreement and any material developments. No
settlement or admission properly made by either Partner in dealing
with a complaint or in connection with any professional or disciplinary
proceedings shall vitiate its right to be indemnified by the other under
this Agreement.

In respect of liabilities arising under any indemnity in this Agreement:
8.2.1 The CCG shall maintain membership of the Liabilities to Third Parties
Scheme and the Clinical Negligence Scheme for Trusts, or such other
scheme as may be operated from time to time by the National Health
Services Litigation Authority;

9.

8.2.2

The Council shall maintain such insurance as it considers appropriate.

8.2.3

The Partners shall co-operate with each other in the defence of any
claim arising under this Agreement using as guidance the Insurance
Protocol which has been agreed between Local Authorities and NHS
bodies in operating partnership arrangements under section 75 of the
2006 Act.

8.2.4

Each partner shall ensure that they maintain policies of insurance (or
equivalent arrangements through schemes operated by the National
Health Service Litigation Authority) in respect of all potential liabilities
arising from this agreement, and in the event of losses shall seek to
recover such loss through the relevant policy of insurance (or
equivalent arrangement).

FINANCIAL MANAGEMENT
9.1

The overall financial resources which may be integrated or pooled under this
Overarching Agreement will be listed in Schedule 3 which will be completed
by the Executive Management Team on an annual basis.
They may continue to be managed and controlled by the Partners separately
in accordance with their own respective financial governance arrangements
and/or other Partnership Arrangements outside this Agreement.

9.2

Joint funding arrangements for specific services shall be agreed between
the Partners on the recommendation of the Executive Management Team
where this is considered appropriate to promote the delivery of joint
objectives and shall include use of the powers to establish pooled budgets
within relevant sections of the Act. The Executive Management Team shall
provide the operational direction and governance for any joint funding
arrangements for particular service user groups or services and provide
overall control of financial matters relating to pooled funds and integrated
arrangements. The recommendations of the Executive Management Team
to establish, amend or cease a pooled fund arrangement; manage under
spends and over spends shall be approved by the Partners decision-making
bodies.
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9.3

Contracts for the delivery of services shall be the responsibility of the
appropriate Partner. Where any joint arrangement is proposed, one of the
Partners shall be nominated as the Lead Partner. The Lead Partner shall
report to the Executive Management Team on any matters of contract
performance or variation to the contract.

9.4

Services which are subject to charging by the Council under the guidelines
for ‘Fairer Charging’ or ‘Charging for Residential Accommodation’ may be
included in specific Partnership Arrangements. The collection and
monitoring of such charges remains the sole responsibility of the Council.

9.5

The financial and service delivery arrangements of any integrated
arrangement shall be subject to external and internal audit as agreed by the
Lead
Partner
and
their
auditors.

9.6

The Partners will clarify how income, expenditure and VAT will be accounted
for before joint arrangements are entered into when this is necessary. When
the Council delegates any function and budgets to the CCG, VAT recovery
is not permitted.
When the CCG delegates any functions and budgets the Council will recoup
all VAT payments incurred in undertaking NHS functions and budgets. When
the CCG is the host partner, it will act as an agent for the local authority
purchasing items on the pooled fund’s behalf, invoicing the Council showing
the proportion of VAT relating to expenditure.

9.7

To support effective strategic and service level commissioning by the
Partners and to ensure robust accountability for the use of public monies by
the Partners, the following guidance will be followed by Lead Commissioners
and Lead Partners for pooled fund arrangements. This guidance is intended
to provide maximum flexibility for the Partners to manage budgetary
pressures and varying demand for services within the single ‘financial
envelope’ of funds that are pooled under any Arrangement. The Partners
may approve, on the recommendation of the Executive Management Team,
greater flexibility to manage budgetary pressures within this Overarching
Agreement by varying funding in, or between pooled funds in-year, and over
a period of years. (See 9.8 below)
9.7.1

It is the intention of the Partners that as far as is reasonable and
practicable commissioning budgets will be pooled, linked to
partnership
priorities
and
strategic
lead
commissioning
responsibilities. However, in establishing a pooled fund due regard to
audit arrangements and the management of overspends and
underspends
is
of
paramount
importance.

9.7.2

A mix of hosting arrangements between the CCG and the Council is
proposed to maximise efficiency and the delivery of the Partners’
shared
priorities.

9.7.3

Once in the Pooled Fund, budgets lose their health or social care
identity and may be used to fund any expenditure within the scope of
the purpose for that Pooled Fund, excepting where other
arrangements have been agreed; for example, where it is decided to
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operate a Pooling Arrangement in shadow form for a period of time,
with each Partner being accountable for any financial over or under
performance (spend) in relation to their share of the contribution, in
advance
of
full
Pooling
arrangements
being
agreed.

9.8

9.7.4

Once the contributions to the Pooled Funds have been agreed both
the CCG and the Council will devolve the management of the Pooled
Funds to the Executive Management Team requiring that each
Partner receives an Assurance Report at intervals specified by the
Partners,
covering
all
expenditure
supporting
integrated
commissioning,
services
and
pooled
funds.

9.7.5

The uplift (or reduction) in Partner contributions will be negotiated
annually reflecting inflation levels demand pressures and both
Partner’s
requirements
to
achieve
efficiency
savings.

9.7.6

In establishing a pooled fund due regard will be made to the projected
demand and the projected resources of each partner to manage the
financial risks.

9.7.7

Should either Partner identify a risk of increased budgetary pressure
from a joint arrangement resulting from the eligible population being
both resident and registered as referenced in 10 below, they may
require that some of the funds are ring fenced or that restrictions are
placed on access to specific elements of service to manage the risk.
The Executive Management Team shall evaluate such risk for each
joint arrangement.

9.7.8

In establishing a Pooled Fund the Executive Management Team shall
require that the Lead Partner nominates an appropriate Pooled Fund
Manager. The Lead Partner shall ensure that the Pool Fund manager
is appropriately supervised in accordance with their Standing
Financial Orders. The Pooled Fund Manager shall report regularly to
the Executive Management Team for all financial and performance
targets relevant to the Pooled Fund.

Any underspends identified in the final outturn position for the year
relating to any pooled fund will be refunded to the partners in proportion
to the risk share specified in the pooled fund arrangement. This,
however, is subject to the following exceptions which may be applied by
the Partners:
9.8.1 Subject to the agreement of the Partners, on the recommendation of
the Executive Management Team, significant underspends identified
during the year in any pooled fund may be allocated to overspends
accumulated in other pooled funds, to mitigate the financial risks of the
either or both Partners.
9.8.2 Where adjustments have been made to an individual pooled fund inyear, the adjusted position agreed by the Executive Management
Team
shall
be
used
to
calculate
the
refund.
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9.8.3 Where the Executive Management Team has agreed that surpluses
may be carried forward into the next financial year for any or all pooled
funds.

10.

9.9

Notwithstanding these flexibilities, it is expected that the Executive
Management Team maintains a balanced position in all pooled funds and
controls expenditure in any integrated arrangement, reporting promptly to
the Partners when any forecast underspend or overspend becomes
apparent.

9.10

In the event of the remedial action described above not producing a
balanced position across all pooled funds, the Partners agree to make good
overall overspends on a proportionate basis calculated from their total
investment in all pooled funds within their respective financial year-end
arrangements.

9.11

In the event of the Partners being unable to agree the management of
underspends as described above, the underspend shall be returned to the
Partners in proportion to their individual investments in the Pooled Fund
within their respective financial year-end arrangements.

9.12

All parties should promote a culture of probity and sound financial discipline
and control. The host partner shall arrange for the audit of the accounts of
the pooled fund in accordance with the regulations and Section 7 of the
Local Audit and Accountabilities Act 2014.

9.13

All internal and external auditors, and all other persons authorized by the
parties, will be given the right of access by them to any document,
information or explanation they require from any employee, member of the
party in order to carry out their duties. This right is not limited to financial
information or accounting records, and applies equally to premises or
equipment used in connection with this agreement. Access may be at any
time without notice, provided there is good cause for access without notice.

ACCESS TO INTEGRATED SERVICES
10.1

There is no simple form of eligibility for the services provided by the
Partnership. This section provides guidance for the access to specific
integrated services that may be established under the governance of the
Overarching Agreement. The term ‘resident population’ refers to people
ordinarily resident in St.Helens and thus eligible for service on assessment
under the Care Act 2014 and Fairer Charging policies applicable at the time
of assessment.

10.2

The term ‘registered population’ refers to people who are registered with a
St.Helens CCG GP.

10.3

When an integrated service is appropriately funded for delivery on a resident
and registered population basis the Executive Management Team shall
ensure that any risks to either partner from people accessing service who
are not both resident and registered are taken in to account and will monitor
uptake for this purpose. Each Partner may require that additional controls for
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service access and ring-fencing of part of their contribution are put in place
when significant financial risks are identified.

11.

COMPLAINTS
11.1

Complaints about the plans, services or teams subject to the Overarching
Agreement will be resolved by the Partnership. Under SI 2000 (617) section
10 (4) without prejudice to any NHS or Local Authority complaints
procedures.

11.2

The Partnership shall ensure that information is provided to all patients,
service users, their carers or established advocates on how to complain,
which will be made known at the point of commencement of assessment for
service.

LEGISLATIVE REQUIREMENTS AND RESPONSIBILITIES
12.

13.

FREEDOM OF INFORMATION
12.1

Each Partner acknowledges that the other Partner is subject to the Freedom
of Information Act. Each Partner agrees to cooperate with the other to
enable proper and prompt disclosure. Nothing in this Agreement shall
restrict a Partner in the discharge of its duty. The Executive Management
Team shall ensure that the Partners cooperate in such matters.

12.2

Partners agree that they will each co-operate with each other to enable any
partner receiving a request for information under the 2000 Act or the 2004
Regulations to respond to a request promptly and within the statutory
timescales. This co-operation shall include, but not be limited to, finding,
retrieving and supplying information held, directing requests to other
partners as appropriate and responding to any requests by the partner
receiving a request for comments or other assistance.

12.3

Any and all arrangements between the partners as to confidentiality should
be subject to their duties under the 2000 Act and 2004 Regulations. No
partner shall be in breach of Clause 26 if it makes disclosures of information
in accordance with the 2000 Act and/or 2004 Regulations.

12.4

The partners will co-operate with any investigation undertaken by the Health
Service Commissioner for England or the Local Government Commissioner
for England (or both of them) in connection with this agreement.

PREVALENCE CLAUSES
To the extent that there is any conflict between the clauses of, and the schedules to,
this Overarching Agreement the clauses shall prevail.
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14.

15.

LAW
14.1

This Overarching Agreement is subject to English law and the Partners agree
to submit to the exclusive jurisdiction of the English Courts.

14.2

The Partners shall in the performance of their obligations under this
Agreement comply with all relevant UK and EU legislation including (without
limitation) all statutes directives regulations orders codes of practice and best
practice guidelines (as amended from time to time) and all provisions relating
to such matters elsewhere in this Agreement.

EXPRESS PROVISIONS
15.1

References to the ‘CCG’ or the ‘Council’ shall include their respective
statutory successors in title obligations undertaken or to be undertaken by
more than a single person shall be undertaken jointly and severally;
15.1.1 references to any statute or statutory provision shall be deemed to
refer to any modification or re-enactment thereof for the time being in
force whether by statute or by directive or regulation which is
intended to have direct application within the United Kingdom;
15.1.2 the headings and the index are inserted for convenience only and
shall be ignored in interpreting or in the construction of the terms of
this Agreement;
15.1.3 each obligation on the Partners shall be a direct obligation or an
obligation to procure as the context requires;
15.1.4 any reference to “indemnity” or “indemnify” or other similar
expressions shall mean that the relevant party indemnifies, shall
indemnify and keep indemnified and hold harmless the other party;
and
15.1.5 any reference to a person shall be deemed to include any permitted
transferee or assignee of such person and any successor to that
person or any person who has taken over the functions or
responsibilities of that person but without derogation from any liability
of any original party to this Agreement.

15.2

Nothing in this Agreement shall prejudice or affect:
15.2.1 the rights and powers, duties and obligations of the Partners in the
exercise of their functions as public bodies or in any other capacity;
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15.2.2 the powers of the Council to set, administer and collect charges for
any Health Related Function; or
15.2.3 the Council's power to determine and apply eligibility criteria for the
purposes of assessment under Section 9 and 13 of the Care Act 2014.

16.

VARIATION
The Partners acknowledge that over the term of this Agreement it is likely that
variations
may be required to accommodate changes to the Pooled Funds, risk sharing
provisions and
commissioning arrangements. No variation to this Agreement shall be effective
unless it is
in writing and signed by both Partners.

17.

CONFIDENTIALITY
The Partners shall:
17.1

17.2

18.

keep confidential any information obtained in connection with this Agreement
relating to personal data subject to the Data Protection Act 1998 and/or the
General Data Protection Regulations; and
take appropriate technical and organisational measures against unauthorised
or unlawful processing of such personal data and against accidental loss or
destruction of or damage to such personal data.

ASSIGNMENT AND SUB AGREEMENTS
The Partners shall not assign or transfer the whole or any part of this Agreement,
without the prior written consent of the other Partner, which shall not be unreasonably
withheld.

19.

THE CONTRACTS (RIGHTS OF THIRD PARTIES) ACT 1999
The Contracts (Rights of Third Parties) Act 1999 has no application whatsoever to
this Agreement.
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20.

PREVENTION OF CORRUPTION / QUALITY CONTROL
The Partners shall have effective policies and procedures to ensure that relevant
controls assurance, probity and professional standards are met.
Any conflicts of interest which may arise shall be dealt with in accordance with the
CCGs and the Council’s relevant policies and procedures.

21

NOTICES
All notices under this Agreement shall only be validly given if given in writing,
addressed as follows:
If to the Council, addressed to the Strategic Director, People’s Services at the
address specified in this Agreement.
If to the CCG, addressed to the Clinical Accountable Officer at the address specified
in this agreement.

22.

FORCE MAJEURE
22.1 Where a Partner is (or claims to be) affected by an Event of Force Majeure, it
shall
take all reasonable steps to mitigate the consequences of it, resume
performance of its obligations as soon as practicable and use all reasonable
efforts
to
remedy
its
failure
to
perform.
22.2

Subject to clause 23a), the Partner claiming relief shall be relieved from
liability under this Agreement to the extent that because of the Event of Force
Majeure it is not able to perform its obligations under this Agreement.

22.3 The Partner claiming relief shall serve initial written notice on the other
Partner
immediately it becomes aware of the Event of Force Majeure. This initial
notice shall give sufficient details to identify the particular event. Detailed
written notice shall be served within a further 5 working days. This detailed
notice shall contain all relevant available information relating to the failure to
perform as is available, including the effect of the Event of Force Majeure, the
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mitigating action being taken and an estimate of the period of time required to
overcome it.

23.

WAIVER
Any relaxation or delay of either Partner in exercising any right under this Agreement
shall not be taken as a waiver of that right and shall not affect the ability of that
Partner subsequently to exercise that right.

24.

ENTIRE AGREEMENT
24.1

This Agreement constitutes the entire agreement and understanding of the
Partners and supersedes any previous agreement between the Partners
relating
to
the
subject
matter
of
this
Agreement.

24.2

Each of the Parties acknowledges and agrees that in entering into this
Agreement it does not rely on and shall have no remedy in respect of any
statement, representation, warranty or understanding (whether negligently or
innocently made) of any person (whether party to this Agreement or not) other
than
as
expressly
set
out
in
this
Agreement.

24.3

Nothing in this clause shall exclude any liability for fraud or any fraudulent
misrepresentation.

24.4

Partners will at all times comply with Law and ensure good corporate
governance in respect of each partner (including the partners’ respective
standing
orders
and
standing
financial
instructions).

24.5

The Council is subject to the duty of Best Value under the Local Government
Act 1999. This agreement and the operation of the pooled fund is therefore
subject to the Council’s obligations for Best Value and the other partners will
co-operate with all reasonable requests which the Council considers
necessary
in
order
to
fulfil
its
Best
Value
obligations.

24.6

The CCG is subject to the CCG statutory duties and these incorporate a duty
of clinical governance, which is a framework through which they are
accountable for continuously improving the quality of its services and
safeguarding high standards of care by creating an environment in which
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excellence in clinical care will flourish. This agreement and the operation of
the pooled funds are therefore subject to ensuring compliance with the CCG
statutory
duties
and
clinical
governance
obligations.
24.7

25.

The partners are committed to an approach of equality and equal
opportunities as represented in their respective policies. The partners will
maintain and develop these policies as applied to service provision, with the
aim of developing a joint strategy for all elements of the service.

FAIR DEALINGS
The Partners recognise that it is impracticable to make provision for every
contingency which may arise during the life of this Agreement and they declare it to
be their intention that this Agreement shall operate between them with fairness and
without detriment to the interests of either of them and that if in the course of the
performance of this Agreement, unfairness to either of them does or may result then
the other shall use its reasonable endeavours to agree upon such action as may be
necessary to remove the cause or causes of such unfairness.

IN WITNESS whereof the parties have executed this Agreement as a Deed the day and year
first before written
Executed as a Deed by
THE COMMON SEAL of
ST HELENS BOROUGH COUNCIL
being hereunto affixed in the presence of:

…………………………………………………………… Authorised Signatory
Executed as a deed by NHS St. Helens Clinical Commissioning Group by its duly
authorised signatory:
Signature of Governing Body Authorised Signatory
…………………………………………………………..
Signature
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…………………………………………………………..
Name
…………………………………………………………..
Title
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Cabinet
25th October 2017
KEY DECISION
[Yes/No]
DATE FIRST
PUBLISHED
[date]
REPORT TITLE
Proposal to move to a four localities model for service planning
WARDS AFFECTED
All
EXEMPT/CONFIDENTIAL ITEM
NO
1.

PROPOSED DECISION

To support the recommendation of the St Helens Peoples Board that the design and
delivery of services and support can be developed around four localities within St Helens
borough, namely;
• North locality
• Central locality
• South locality
• Newton and Haydock locality
2.

RATIONALE FOR THE DECISION

Organisations across the public sector in St Helens are beginning to work more
collaboratively to meet the challenges of cost and demand. One of the key
transformation programmes bringing together key organisations within St Helens is the
design and delivery of an integrated, local care system, known as “St Helens Cares”.
The organisations involved with St Helens Cares currently work on several different
footprints, e.g. Torus work over three areas; St Helens, Newton and Earlestown, and
Warrington; the Council report in Ward populations and the CCG work in general
practice populations.
Therefore to support the collaboration required to develop sustainable local integrated
services, the aim is to have consistent localities agreed across the organisations of the
Peoples Board, which can be used to guide multi agency service planning. As
preventative approaches are developed to stem demand on statutory services, they will
require community level engagement and delivery. Within the St Helens Cares
programme is a project to develop community hubs within the agreed localities of the
borough for appropriate services and support. The detail of these hubs is to be
developed but the aim is that they will provide centres for communities to receive advice,
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information and some services delivered in communities to reduce demand on more
acute services, such as the hospital. Notwithstanding any agreed localities, it is also
acknowledged that it may be more effective for certain services to be delivered on a
borough wide basis, and some may be best delivered on a wider footprint, particularly
specialist services. Service specifications for community hubs and service delivery will
be developed through a course of engagement sessions and will be subject to usual
decision making processes.
The St Helens integrated commissioning team (Council and Clinical Commissioning
group) set the foundations for integrated neighbourhood working in the “out of hospital”
tender for the provision of community nursing services in 2016. The service specification
set the direction of travel towards a three localities model; North, South, and Newton and
Haydock. Community nursing services have therefore been delivered on a three locality
footprint over the initial months of the contract.
These existing localities are shown in the map below;
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However the NHS Strategy document “Next Steps for the Five Year Forward View” (p20)
describes primary care patient populations for effective service planning as between
30,000 – 50,000 patient population. This meant that the three localities model was too
big in the south of the borough, with a registered patient population of 120,000.
Additionally when considering service delivery many services can be best delivered
through a “hub and spoke” model. The Town Centre is a unique area of the borough,
having a high volume of registered patients of around six times the resident population
(just over 11,000 residents, however 60,000 people are registered with GPs based in the
Town centre). The needs of the resident population are also markedly different from
other parts of the borough, with a higher number of younger people and people
experiencing issues with drugs and alcohol. The recently published Town Centre
strategy also offers opportunities for St Helens Cares and how services could be
delivered from a town centre hub. Therefore consideration of these factors has led to the
recommendation that the Town Centre should be a separate locality rather than part of
the south locality.

The integrated local care system, St Helens Cares is reviewing how organisations can
deliver the right care at the right time in the right places. These localities will be used for
initial planning purposes, focusing on what generic provision should be provided within a
community hub and also what the specific needs of particular communities may be.
Following agreement of the localities, the Strategic Estates Group will produce details of
public sector estate within the localities and their utilisation rates. Specifications will be
drafted for “Public Sector community hubs”, which will be designed in conjunction with
the public and agreed across partner organisations. The aim of the community hubs will
be to manage service demand in locations near to where people reside.

3.

FACTS SUPPORTING THE PROPOSED DECISION

The aim is to deliver multi-specialty community provision from locality hubs to decrease
dependency on unscheduled care services. Services will provide greater care coordination for people with multiple long term conditions, provide an integrated response,
will be clinically and cost effective. The locality hubs will include knowledge of local
community assets and forms of information, advice and support to enable people to selfcare where possible.
Consultation and engagement will shape how and where services are provided, these
may include Helena neighbourhood management job clubs, digital skills sessions,
community safety hubs including police drop ins and probation programme delivery and
delivery of social prescriptions such as arts and cultural programmes.
It is important that the localities are agreed quickly as the GPs in St Helens have
recently federated and have formed a Federation Board. This means that rather than
always acting as individual businesses, GPs and other professionals may start to work
together more in delivering some aspects of primary care at scale. Agreement of the
localities may therefore support groups of GPs and other local professionals who may
wish to work more closely together in a geographical area.
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An interactive asset map is under development through the St Helens Cares
Programme. This will support service planning and decision making with regards to
potential locations of community hubs.
The map is located at http://umap.openstreetmap.fr/en/map/st-helens-careslocations_154483#12/53.4585/-2.7009
The map can show any proposed changes in boundaries/ localities. The map can also
be updated with population data, and many other statistics and information as required.
The table below shows the resident and patient data for four localities;
Residents
North
Newton and Haydock
Central
South
ST HELENS

Registered
Patients
28,636
46,207
60,619
60, 863
196,325

51,732
45,047
11,353
69,480
177,612

The key challenge is should services be developed around where people live or where
they are registered with a GP. This raises issues in particular with the town centre,
where the resident population is 11,353 but there are over 60,000 patients registered
with town centre GPs.
If wards are split, as currently in the three localities out of hospital contract, business
intelligence does not align with the joint strategic needs assessment, which is produced
using ward level data. Additionally St Helens has stated its principle of democratic
stewardship, which would suit a ward based model.
There is no clear correct answer to this challenge at the current time, further analysis of
the data and public engagement will inform whether people prefer to access services
where they live, or at their GP practice.
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The following map shows the new recommended localities;

4.

IMPLICATIONS/RELEVANCE TO MEETING SAVINGS TARGETS/
PLANNING FOR 2020

5.

RISKS

5.1

Risks Associated with the Proposed Decision
The key risks are around engagement and agreement across all relevant
agencies to the four localities model and the quality of the estate available to
support the development of community hubs in localities.
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The localities model is dependent on primary care involvement, particularly
general practice and pharmacies. Engagement and co-design with these
stakeholders is essential to the success of the model.
There is a risk that suitable, good quality public sector estate may not exist in
each locality. The work of the St Helens Cares Strategic Estates Group will
determine this.
5.2

Should this Risk be added to the Corporate Risk Register?
No

6.

OTHER IMPLICATIONS
Legal – None
Financial – None at this stage
Human Resources – None
Land and Property (Asset) – None at this stage, the implications with regards to
the development of community hubs will be reviewed by the St Helens Strategic
Estates Group (the “SEG”)
Anti-Poverty – The implications are that locality working will support the antipoverty agenda by providing information and advice within local communities
Effects on existing Council Policy – None
Effects on other Council Activities – The implications are that when service
planning across the Council, services will be requested to consider the locations
of the community hubs and the locality footprints and will need to consider the
most appropriate service delivery locations.
Human Rights – None
Equalities – Equality Impact Assessments will be produced as part of the design
and development of community hubs.
Asset Management – None at this stage, the implications with regards to the
development of community hubs will be reviewed by the St Helens Strategic
Estates Group (the “SEG”)
Health – The implications are that the localities will support the management of
cost and demand by providing information, advice and support close to home to
reduce people attending, and being admitted to hospital.
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7.

PREVIOUS APPROVAL/CONSULTATION
This proposal has previously been considered by the St Helens Peoples Board
on 20th September 2017.

8.

ALTERNATIVE OPTIONS AND IMPLICATIONS THEREOF
The alternative options are;
1. To remain with different service planning footprints for different
organisations across the public sector in St Helens
This option would not support further integration and collaboration of services in
order to manage cost and demand.

Mike Wyatt
Strategic Director Peoples Services
st

The Contact Officer for this report is Sarah Bullock, Assistant Director, 1 Floor, Helena Central, 4
Corporation Street, St Helens WA9 1LD. Tel: 01744 676220
BACKGROUND PAPERS
The following list of documents was used to complete this report and they are available for public
inspection for four years from the date of the meeting, from the Contact Officer named above:
None
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KEY ISSUES REPORT
Quality & Performance Committee
Meeting Date: 11 October
Agenda
Item Ref:

CCG
Improvement
Plan Theme

Key Issue:

Decision / Action:

Corporate Risk /
GBAF
Reference:
- Mitigation

QP171004(6)

LSCB update

C2, C3, C4

QP171004(7)

SAB update

C2, C3, C4

QP171004(8)

Cancer Action Strategy

QP171004(9)

E-Coli Action Plan- approved

QP171005(2)

Performance- Improvement and Assessment
Will monitor performance biFramework action plan update
monthly at Quality committee
Medicines management – Pan Mersey Area
Recommendations approved
Prescribing Committee Approvals
Commissioning• update on falls strategy
• Noted update and
ongoing work streams
• Referral management System Evaluation Report
• Approved subject to
• Service Specification for MSK service
changes
Clinical Supervision Policy updates
Approved

B1, C1, C2, C3,
C4, C5, D1
B1, C1, C2, C3,
C4, C6
C1, D1

QP171006(1)

QP171007(1)
QP171007(3)
QP171007(4)
QP171010(1)

Key Issues Report
Date
Prepared by: Lisa Ellis
17.10.17
Verified by:
NOTE:
A copy of any papers referenced in this Key Issues Report will be made available on request to the Committee Chair.
Formal Minutes, once approved, will be provided to the Audit Committee and Governing Body.
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C4, D1
A2, B5, C1, C2,
C3, C4, C6

B1, B4,

KEY ISSUES REPORT
Executive Leadership Team
Meeting Date: 23rd October
Agenda CCG
Item
Improvement
Ref:
Plan Theme

6.

Initial Viability
Assessment (IVA)
Carers Support
Workers Service

Key Issue:

Following a review of this service ELT received
an Initial Viability Assessment (IVA) relating to a
project to redesign the service retaining one
Hospital Carer Support Worker within the IDT
team to take on referrals from the IDT and ward
staff within the hospital. This would release a
saving of circa £79k per annum

Decision / Action:

Corporate Risk /
GBAF Reference:
- Mitigation

ELT agreed with the proposal
and given vacancies within the
existing service asked the
commissioner to ascertain
whether the change could be
made before the 1 April 2018

C1 Failure to
commission
effective services
that improve
quality and
outcomes for
patients

Key Issues Report
Date
Prepared by: Julie Abbott
25/10/17
Verified by: Sarah O’Brien
31/10/17
NOTE:
A copy of any papers referenced in this Key Issues Report will be made available on request to the Committee Chair.
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KEY ISSUES REPORT
Finance, Governance and Risk Committee
Meeting Date: 25th October 2017
Agenda CCG
Item
Improvement
Ref:
Plan Theme

Key Issue:

Decision / Action:

FGR
171006
(a)

Finance M6 position

The committee noted the current
financial position.

At month 6, the CCG reported to be £1.95m adrift of
plan. In order to deliver the plan, the CCG must
improve the trajectory of overspend from an average
of £742k per month (first 6 months) to £89k per
month (for the remaining 6 months), plus full
delivery of QIPP.
Acute over-performance from STHKT and Fairfield
continue to be the main areas of pressure. Fairfield
have signed up to a series of actions which aim to
constrain expenditure to a maximum of £4m for the
year.
Early indications for month 7 show a slowing in
performance by STHKT by £115k in month.

FGR
171006
(b)

Adult Mental Health Out of Area Placements
The committee received a quarter 2 update showing
a forecast outturn position of £3.9m against a
budget of £3.1m, therefore an overspend of £800k.
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The committee noted the
significant work carried out around
OOA placements and the savings
made in year. These savings have
been offset however due to the
cost of additional placements
coming into the borough.

Corporate Risk /
GBAF
Reference:
- Mitigation

KEY ISSUES REPORT
Agenda CCG
Item
Improvement
Ref:
Plan Theme

Key Issue:

Decision / Action:

FGR
171006
(c)

BCF Plan – 2017/18 and 2018/19

The committee noted the update.

FGR
171006
(d)

Continuing Healthcare (CHC)

FGR
171007
(a)

Corporate Risk Register – FGR Risks

FGR
171007
(b)

The CCG have received informal assurance around
the BCF Plan submission, which will be approved
subject to a number of conditions.

The financial forecast position at month 6 shows an
increased cost pressure on the pooled fund of
£414k, of which the CCG are responsible for £300k
(72%).

The committee approved the
current risk register position.

The committee received an update on FGR risks at
Quarter 3, October 2017. There has been no
movement in terms of the number of risks (7) and all
risks have remained static in score.
Freedom of Information update

The committee noted the content
of the report.

A total of 121 FOI requests were received as at the
end of quarter 2, of which there were 4 breaches
around the 20 day deadline for response. The
breaches were mainly due to internal changes within
the CCG and staffing levels. A lessons learned
exercise has been undertaken and more robust
systems are now in place.
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The committee noted the month 6
position and received a
presentation from Francesca Smith
explaining the process for CHC
and the progress made to date.

Corporate Risk /
GBAF
Reference:
- Mitigation

KEY ISSUES REPORT
Agenda CCG
Item
Improvement
Ref:
Plan Theme

Key Issue:

Decision / Action:

FGR
171008
(a)

Corporate Policies update

Members noted the report and
approved the extension of the IG
Handbook and Policy review to
31st March 2018.

The committee received a 6 monthly update in
relation to the CCG Corporate Policies.

Corporate Risk /
GBAF
Reference:
- Mitigation

An extension was requested and agreed by FGR
members to defer the review of the IG Handbook
and Policy until 31st March 2018 to allow for new
legislation to be finalised around General Data
Protection Regulations (GCPR).

Key Issues Report
Date
Prepared by: Dawn Mellan
30th October 2017
Verified by:
Julie Ashurst and Angela Delea
31st October 2017
NOTE:
A copy of any papers referenced in this Key Issues Report will be made available on request to the Committee Chair.
Formal Minutes, once approved, will be provided to the Audit Committee and Governing Body.
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Report to NHS St Helens CCG
Governing Body
Date of meeting:

8th November 2017

Governing Body Member Lead:

Recovery Director

Accountable Director:

Recovery Director

Report title:

Telemedicine

Item for: Decision

x

Assurance

Information

(Please insert X as appropriate)

This report supports the following CCG Strategic Objectives. Please insert ‘x’
as appropriate.
Strategic
Objectives

Governance
and Risk

1.
2.
3.
4.
5.

To deliver financial sustainability
To deliver improvements through system redesign and in priority areas.
To deliver improved outcomes for patients
To develop capacity and capability as system leaders
To stabilise, support and sustain primary care

x
x
x
x
x

Does this report provide assurance against any of the risks identified in the Assurance
Framework? (please specify)
No
What level of assurance does it provide?
N/A
Is this report required under NHS guidance or for statutory purpose? (please specify)
No

Purpose of this paper
To provide an update regarding telemedicine and recommend the continuation of the service until the
end of the contract, May 2018.
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Further explanatory information required:

Does this paper link to any of the
key themes of the CCG’s
Operational Plan & Improvement
Plan. If yes, please specify.

Yes, the telemedicine pilot is part of the Improvement Plan.

How will this benefit the health and
wellbeing of St Helens residents or
the Clinical Commissioning
Group?

This pilot supports the provision of care and support in a
resident’s care home setting and reduces unnecessary trips
to Hospital.

Please describe any possible
Conflicts of Interest associated
with this paper.

There are no conflicts of interests associated with this
paper.

Please identify any current
services or roles that may be
affected by issues within this
paper.

N/A

What risks may arise as a result of
this paper? How can they be
mitigated?

None

1. Executive Summary
Background
Care home telemedicine was implemented in 27 out of 30 care homes between 4th April – 4th July
2017 (3 Care Homes did not participate due to poor I.T. connectivity). In summary, care home
telemedicine aims to support effective clinical care and management of clients within a care home
setting and reduce unnecessary demands on GP visits, calls to NWAS and conveyances to A&E.
The care home telemedicine contract includes; 30 enabled laptops through which 27 Care Homes
can visually consult a team of clinical staff. This contract is provided by Immedicare at an annual
cost of £158,400. This contract expires on the 1st May 2018.
NWAS data in relation to `call outs’ and `conveyancing rates’ has been utilised to understand the
financial impact of care home telemedicine on the wider Health and Social Care economy (appendix
1). NWAS data has been utilised as it accurately records contacts made by specific care homes.
SUS data cannot be reliably used as it only identifies a person’s postcode and does not identify a
specific care home i.e two neighbouring buildings may have the same postcode.
Current NWAS data has been compared with data from 2016/2017 and assumptions have been
made regarding the projected deflection rate from Hospital that can be attributed to care home
telemedicine. Based on these assumptions the estimated reduction in A and E attendances and
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related admissions have been financial modelled for April 17 - March 18 as £422,743 (Table 2a,
appendix 1).
As the service has only been fully operational (across the 27 homes) since July 2017 this projection
is based on a time limited snapshot of activity and will continue to be updated to reflect actual
activity.
To summarise the cost of the service is £158,400 and system savings are predicted to be £422,743.
Improvements
Since full implementation in July 2017 there have been a number of operational issues and
improvements that will be actioned over the next two months. These are summarised below:
•
•
•
•
•
•
•
•

All poor performance will be systematically challenged through Contract Meetings. There
have been two examples of Care Home staff waiting 20 minutes for a call to be answered.
Contract default notices will be issued in a timely manner
The potential for commissioning the service on wider footprint will be considered (possible
reduction to the contract price).
Care home telemedicine will be promoted to all health and social care community staff with a
clear message that GP’s/NWAS should only be contacted after telemedicine has been
utilised.
The service will develop improved links with community nursing staff to maximum the support
available to ensure residents are treated and supported to remain in care home settings (as
appropriate and safe). This approach is part of a wider `Care Homes Improvement Strategy’.
The service will link with the Frailty Service from the 1st December 2017 to maximise
alternative approaches to Hospital attendance and admission.
An overarching strategy around Care Homes Improvements will be embedded to reflect the
emphasis on avoiding Hospital attendances and admissions. The potential for extending
telemedicine to other building based care facilities e.g. Extra Care Housing will be actioned.
The Immedicare Relationship Manager will visit all participating Care Homes and encourage
staff to utilise the service. Promotion with the wider health and social care workforce will also
take place.
Review and improve sources of data and performance information.

2. Recommendations
1. It is recommended that the telemedicine pilot continues to operate until 1st May 2018. Early
indications are that the scheme is having an impact on reductions on Hospital attendances
and admissions.
2. It is recommended that a further more detailed report is brought back in January 2018 to
evidence whether the scheme should be de-commissioned or extended beyond 1st May
2018. If it is decided that the scheme should not be continued beyond May 2018 the provider
could be served appropriate notice.
3. It is recommended that the Senior Assistant Director of Adult Services ensures that
telemedicine is an integral part of a broader `Care Homes Improvement Strategy’ so that the
qualitative benefits of telemedicine can be maximised and efficiencies realised.
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Appendix 1
The impact of Telemedicine on the Health Care Economy in St Helens

1.1 The telemedicine dashboard has been built using SUS data as this is the only verified data
source. There is no flag on SUS for care home residents therefore SUS only records postcodes.
Where a care home is on a residential street neighbouring properties will also be accounted for.
This inaccurate recording was identified in 2013 during the implementation of the care home project
with Bridgewater and STHK. At that time, it was decided to acquire some care home data direct
from Whiston Hospital which is manually collected on a monthly basis and gives a more accurate
figure for A&E attendances and subsequent admissions from Care Homes. The table below
highlights the inconsistency between the SUS and local data sources.
Table 1: 16/17 figures based on SUS data and local STHK data for the 27 homes:

A&E attends
NELS
% conversion from
attendance to NEL

16/17 SUS data
1934
901
47%

16/17 local data
978
638
65%

Variance
956
263
n/a

2. The use of NWAS Green call data
2.1 NWAS data is actual data so provides an accurate picture on which to analyse the
effectiveness of telemedicine. NWAS `green calls’ are defined as 999 or Health care professional
calls to NWAS that result in a non-emergency ambulance being dispatched. They must be with the
patient in less than 4 hours. This type of call is for non-life threatening and non-emergency patients
and is a good indicator of the effectiveness of avoidance schemes. Red calls should not be used as
a measure for avoidance schemes as patients using red ambulances should usually go to A&E
2.2 Telemedicine has been in place in Southport and Formby since 2015 and there has been a
positive impact on the number of NWAS green conveyances from care homes using telemedicine
compared to care homes without telemedicine. Care homes with telemedicine had a 43% reduction
in green calls compared to a 13% reduction from care homes without telemedicine. This has also
reduced the conveyance rate.
2.3 The table below illustrate that consistently 20% of calls to NWAS do not subsequently result in
a conveyance to Hospital across the full 16/17 year and Q1 17/18.
Table 2: NWAS Green call data relating to Care Homes taking part in Telemedicine pilot

April
May
June
July
August
Full year
16/17

Green
calls
80
80
76
87
83
903

16/17
Calls
conveyed
69
66
59
69
66
710

Calls not
conveyed
11
14
17
18
17
193

Green
calls
45
74
64
52
9

17/18
Calls
conveyed
38
61
51
40
9

Calls not
conveyed
7
13
13
12
0

Green
calls
-44%
-8%
-16%
-40%
-89%

% variance
Calls
conveyed
-45%
-8%
-14%
-42%
-86%

Calls not
conveyed
-36%
-7%
-24%
-33%
-100%
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2.4 In predicting the likely impact of telemedicine until year end, assumptions have been made
regarding the number of calls and conveyances that will be avoided over the coming months.
These assumptions are based on comparative data from 2016/2017 and assume that the
reductions already experienced are attributable to the impact of telemedicine.
Table 2a: Financial Modelling of Predicted Savings April 2017 – March 2018

Apr - August - NWAS green calls
Car homes without telemedicine - calls 16/17
Car homes without telemedicine - calls 17/18
Car homes with telemedicine - calls 16/17
Car homes with telemedicine - calls 17/18
For care home who now have telemedicine
Conveyancing 16/17
Conveyancing 17/18
Reduction in ambulance conveyancing - April - Aug
Estimated deflections up to August
A&E
NEL conversion
Savings April August
Estimated savings Sept - March
A&E
NEL conversion
Estimated savings Sept - March
Total costs avoided
April - Aug
Sept - March
Total costs avoided

38
41 No reduction in calls
406
Assume call reduction is due to telemedicine
329 implementation
329
199
Assume all due to telemedicine as no reduction in
130 those without
17,420
Based on avg cost of £2369 as these are complex
158,723 patients and 52% conversion using historical data
176,143
24,388
222,212
246,600
176,143
246,600
422,743

2.5 In July 2017 and August 2017 there has been a 64% decrease in the number of NWAS ‘green’
calls from care homes with telemedicine compared to a 37% decrease in care homes without
telemedicine. It is acknowledged that this performance may change during winter months and will
continue to be monitored.
2.6 In July 2017 and August 2017 there were 61 NWAS green calls (non-emergency) to care
homes. In the previous year there were 170 calls for the same period therefore there has been a
64% reduction in the number of NWAS green calls for care homes with telemedicine.
2.7 Based on 16/17 and Q1 17/18 data, 20% of NWAS green calls are not conveyed to Hospital. It
is recognised that this is attributable to the Ambulances’ effective use of ‘see and treat’ and has
nothing to do with telemedicine. However, the presence of telemedicine is reducing the total
number of NWAS green calls overall so has an impact on the total number of conveyances.

3. Telemedicine’s impact on primary care capacity
3.1 It is difficult to definitively capture if telemedicine is making a difference to GP visits to care
home visits due to the way in which each practice records their visits on EMIS. There is however
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some Immedicare data that can be utilised, between April 2017 and August 2017, 257 calls were
made into the Immedicare hub and the outcomes where as follows:
•
•

Ambulances were called out following 11.2% of the calls to Immedicare. Therefore,
residents remained cared for in their care home following 88.8% of the calls to Immedicare.
A GP was called out by Immedicare following 43% of their calls (111 times).

This early indication supports that advice is offered to care home staff on how to manage health
needs in the care home wherever this is appropriate and safe to do so.
3.3 The Immedicare data indicates that telemedicine is reducing the need for GP visits. On each
video link consultation care homes staff are asked what they would have done if telemedicine
wasn’t there?
•
•

In 184 cases the care home would have rang the GP instead (72%)
In 26 cases they would have ensured the person got to A&E. (10%)

3.4 Based on this feedback telemedicine has avoided 184 GP visits. For a full year effect we would
expect to see it remove the need for 450 GP visits to care homes including time spent on travel.
This can’t be quantified financially but equates to more than 18 days’ worth of winter clinics based
on 25 appointments per day.
4. Impact on A&E attends and NELS.
4.1 As stated in 1.2 SUS data is inaccurate regarding the numbers of care home attendances and
admissions. The SUS data so far indicates an increase in NELS and attendances however we
know it is not accurate when compared with our local data source. If SUS data is used for 17/18 it
illustrates an increase in acute activity for care home residents but data in section 2 of this report
demonstrates a decrease in non-emergency traffic to the A and E department.

Table 4: SUS data attends and NELs for care homes in the pilot

A&E Attends
16/17
17/18
Variance

July
191
230
+39

August
200
186
-14

Admissions
16/17
17/18
Variance

July
58
89
+31

August
66
68
+2

4.4 The use of local data in addition to SUS data will be used going forwards to monitor the
effectiveness of the service. As demonstrated in table 1 there is a significant variance between
SUS data and our local data.
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DOCUMENT DEVELOPMENT
Process

Yes No

N/A

Public Engagement (please detail
the method i.e. survey, event,
consultation)

N/A

Clinical Engagement (please
detail the method i.e. survey, event,
consultation)

N/A

Has ‘due regard’ been given to
Equality Analysis (EA) and any
adverse impacts? (Please detail

N/A

Comments & Date
(i.e. presentation, verbal,
actual report)

Outcome

outcomes, including risks and how
these will be managed)

Legal Advice Sought

N/A

Presented to any other groups
or committees including
Partnership Groups –
Internal/External (please specify

N/A

in comments)

Note: Please ensure that it is clear in the comments and date column how and when particular stakeholders were involved in
this work and ensure there is clarity in the outcome column showing what the key message or decision was from that group and
whether amendments were requested about a particular part of the work.
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Report to NHS St Helens CCG
Governing Body
Date of meeting:

8th November 2017

Governing Body Member Lead:

Director of Public Health

Accountable Director:

Director of Public Health

Report title:

Screening and Immunisation Update

Item for: Decision

Assurance

Information

(Please insert X as appropriate)

This report supports the following CCG Strategic Objectives. Please insert ‘x’
as appropriate.
Strategic
Objectives

Governance
and Risk

1.
2.
3.
4.
5.

To deliver financial sustainability
To deliver improvements through system redesign and in priority areas.
To deliver improved outcomes for patients
To develop capacity and capability as system leaders
To stabilise, support and sustain primary care

X
X
X
X

Does this report provide assurance against any of the risks identified in the Assurance
Framework? (please specify)

What level of assurance does it provide?

Is this report required under NHS guidance or for statutory purpose? (please specify)

Purpose of this paper
To update the Governing Body on primary care performance in screening and Immunisation
programmes in St Helens and to agree the refresh of the local action plan.
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Further explanatory information required:

Does this paper link to any of the
key themes of the CCG’s
Operational Plan & Improvement
Plan. If yes, please specify.

How will this benefit the health and
wellbeing of St Helens residents or
the Clinical Commissioning
Group?

Please describe any possible
Conflicts of Interest associated
with this paper.
Please identify any current
services or roles that may be
affected by issues within this
paper.

What risks may arise as a result of
this paper? How can they be
mitigated?

Improved immunisation uptake will protect the population of St
Helens from vaccine preventable diseases.
Higher uptake rates of screening programmes ensure conditions
are detected and treated early resulting in better patient outcomes
and reduced inequalities.

None

None

If the challenges identified in this paper are not addressed then this
will result in increased disease, poorer outcomes for patients and
increased healthcare costs

1. Executive Summary
1.1 This report is a follow on report to update the committee on the most recent data available on
screening and immunisations in St. Helens
1.2 NHS England commission a number of screening and immunisation programmes from a range of
providers. Monitoring the uptake of these programmes and having oversight on how successful
these programmes are locally is a statutory function for Public Health. The most recent quarterly
performance report for Cheshire and Merseyside published by Public Health England (Oct 2017)
outlines a number of key points:
• There is continued low or declining cancer screening coverage
• The Merseyside and North Cheshire AAA Screening Programme catch up exercise has been
completed. Issues remain meeting eight week treatment targets
• Progress has been made to reduce the decline in routine infant immunisation uptake rates
across CCGs for the 12 and 24 month cohorts by setting up local immunisation groups.
• The current 5 in 1 DTaPIPV/Hib vaccine now includes protection against Hepatitis B, now a 6 in
1 vaccine for babies born on or after 1st August 2017
• There has been poor uptake of the Men ACWY vaccine (17-18 year old cohort and fresher’s
cohort 19-25 years). It remains important to promote this vaccine through the winter months
• The maternal pertussis vaccination programme continues to improve
• The seasonal influenza vaccine programme is underway
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1.3 Local Performance and activity in St. Helens shows that cancer screening coverage has remained
stable, is above the Merseyside average but below target for cervical and bowel. Uptake is
increasing for routine infant immunisations but remain below target for 12 and 24 month
vaccinaitons.
1.4 The St Helens Screening and Immunisation Action plan has been reviewed and refreshed by the
Steering Group to ensure actions are current and relevant.
2. Background and Update
2.1 The most recent quarterly performance report for Cheshire and Merseyside published by Public
Health England (June 2017) outlines a number of key points:
•

Despite improvements in some CCG areas (Q3 15/16 to Q3 16/17) there is continued low or
declining cancer screening coverage. This is a complex problem, and merits continued attention. The
new national focus to address this will include attention to contractual performance, incentives and
marketing.

•

Plans are underway to commission a health equity audit for the breast screening programme that
covers Liverpool, Sefton and Knowsley, with the aim of improving uptake, coverage and access.

•

Cervical screening coverage continues to fall in the Liverpool CCG area. NHSE and PHE are
identifying appropriate initiatives to improve coverage.

•

There are currently operational difficulties in delivering on the 14 day reporting target for cervical
screening by local cytology laboratory providers across Cheshire and Merseyside. These challenges
are due to the loss of staff, changes to Primary care services postal arrangements and a significant
increase in activity levels that are being mirrored across the North West and the rest of the country.
NHS England - North (Cheshire & Merseyside) and the Public Health Screening and Immunisation
team are working closely with providers and are confident that every effort is being made to minimise
delays to 14 day turnaround time and the impact on women.

•

Early Intelligence suggests an increasing number of bowel cancer screening kits have been
requested and returned following the Cancer Research UK campaign earlier this year. The campaign
will be evaluated with data later in the year.

•

The Merseyside and North Cheshire AAA Screening Programme have undertaken a catch up
exercise during 2016/17. Every man aged 65 by April 2014 had been invited for screening. Issues
remain meeting eight week treatment targets when a patient has to attend for cardiology
investigations alongside the AAA pathway. Other issues impacting target achievement include
theatre capacity and the delay in the opening of the South Mersey Arterial Centre.

•

Progress has been made to reduce the decline in routine infant immunisation uptake rates across
CCGs for the 12 and 24 month cohorts by setting up local immunisation groups. For those further
ahead with this local joint approach, it has proved successful in addressing local challenges and has
begun to reverse the declining trend. The pre-school cohorts of booster and MMR dose two remain
static and require attention.

•

There has been recent national communication, which has been distributed to GP practices and via
education establishments to promote the invitation and uptake of Men ACWY 17-18 year old cohort
by date of birth and fresher’s cohort age 19 years up to 25 years. Previous years have demonstrated
poor uptake as an average with extreme variation.

•

There has been a change of vaccine for routine primary immunisation, the current 5 in 1
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DTaPIPV/Hib vaccine will switch to include protection against Hepatitis B. Babies presenting from
early October are now in the programme. Health Professionals have received supporting information
and promotional materials.
•

The maternal pertussis vaccination programme has continued to improve. This is a GP delivery
programme with maternal promotions. Women who receive their antenatal care in the hospital
setting are being offered the pertussis vaccine and the influenza vaccine

•

The seasonal influenza programme is underway. The key focus for 2017/18 is improving uptake in 23 year olds and healthcare workers in health and social care settings, particularly in
nursing/residential homes.

2.2 Local performance-St Helens
Screening Programmes:
Q1 2016/17

Q2 2016/17

Q3 2016/17

Breast Cancer Screening
Coverage - % of Women aged
50-70 screened within the last 3
yrs - Target 70%

73.9%

73.2%

73.8%

Merseyside Average
(Q2)
67.4%

Cervical Cancer Screening - %
of Women aged 25-64 Screened
Target 80%
Bowel Cancer Screening - % 2.5
yr Coverage Aged 60 - 74
Target 60%

74.4%

73.9%

73.5%

70.4%

58.3%

58.6%

58.8%

54.3%

The latest available data shows breast cancer screening coverage is good and above target. Cervical
cancer and bowel cancer screening coverage has remained stable, is above the Merseyside average but
below target.
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Immunisation Programmes (COVER data):

Diphtheria, Tetanus, Polio, Pertussis,
Hib (DTaP/IPV/Hib)
12 Month Olds - Primary - Target 95%
Mumps, Measles & Rubella (MMR)
Percentage of Children Immunised by
their 2nd birthday 1st Dose - Target
95%
Diphtheria/Tetanus/Polio/Pertussis
Percentage of Children Immunised by
their 5th birthday Booster - Target 95%
Mumps, Measles & Rubella (MMR)
Percentage of Children Immunised by
their 5th birthday 1st & 2nd Dose - Target
95%

Q1
2016/17

Q2
2016/17

Q3
2016/17

Q4
2016/17

Q1
2017/18

87.4%

88.3%

93.2%

93.4%

92.8%

Merseyside
Average
Q1 2017/18
94.4%

87.4%

89.2%

87.9%

88.1%

89.4%

91.9%

82.5%

94.5%

83.1%

97.9%

97.9%

96.8%

89.6%

86.2%

84.5%

87.0%

97.5%

96.7%

The uptake of the 12 month vaccinations (Diphtheria, Tetanus, Polio, Pertussis, Hib) have increased but are
still below target.
Following a decline in uptake rates as reported in previous update, the most recently released data Q1
2017/18 shows that uptake is increasing for 1 dose MMR but is still below the Merseyside average and
target.
The uptake of the pre- school booster and 2nd dose MMR have increased and for Q1 2017/18 are above the
average for Merseyside and above target
2.3 St Helens Screening and Immunisation Steering Group
St Helens screening and immunisation steering group was established to provide local oversight of this
agenda with input from primary care management and medicines management along with St Helens Public
Health, Public Health England and Healthwatch.
•

The action Plan (2017/18) has been reviewed and refreshed

•

There is continued joint work in providing routine feedback and support to GP practices from CCG
and from the PHE/NHSE screening and immunisation coordinator.

•

Following the decline in childhood immunisation uptake rates work was completed with individual
practices to address data input and waiting list issues which resulted in improvements in uptake
rates for one dose MMR at 2 years. Further targeted work is planned for practices with low uptake.

•

One large practice is also now using the Child health information system to call children for
immunisation and has increased the time available. This will mean less administration for the
practice and less waiting time for patients
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•

Immunisation is included within individual practice visits by the Primary Care Team and Primary Care
Operational Group have added childhood immunisation to the risk register

2.4 Fire & Rescue Safe & Well visits-Bowel Screening
Bowel screening prevention activity is now included in the Fire & Rescue Safe & Well visits. Local feedback
from the fire service has been positive but there will be a formal evaluation due to be completed later this
year.
2.5 2017/18 Flu Programme Update
The local flu programme ‘Give it your Best Shot’ is underway across the borough.
A multiagency Flu Action Plan led and co-ordinated by Public Health is in place to ensure the flu vaccine is
available to all eligible populations in particular at risk groups and that the flu vaccine is widely promoted
across the borough. Also work is being completed to ensure local arrangements are in place should a
pandemic occur in line with Merseyside Pandemic Influenza Plan.
A Marketing and Communications plan has been developed. Key messages to increase awareness and
uptake of the flu vaccine have been disseminated to key target groups via distribution of specific resources
to local settings, promotional activity, through local media and the use of social media.
This year additional groups have been identified as being eligible to receive a free flu vaccination. Morbidly
obese patients (BMI 40 and above) have been included as a new clinical at risk group and will be offered
the flu vaccination by their GP and the children’s programme has been extended to include 2-3 year olds
and now primary school children in reception and years 1-4.
Specific work is being completed with early years settings to increase uptake as this was particularly low
among 2-3 year olds last year. All early years settings have received a poster to display, a sticker for each
child and the opportunity to take part in a drawing competition.
A key focus of the flu campaign across Cheshire and Merseyside this year, as supported by NHS England is
the vaccination of care home residents and care home staff due to a number of flu outbreaks within care
homes last year. In response, the local authority are offering care home and domically care home staff
contacted by the council a free flu vaccine via the flu voucher scheme through local pharmacies.
Promotional material has been produced to be displayed in all care to encourage vaccine uptake and a
direct letters has been sent to care home managers, and the vaccine has been promoted through the care
home forum and via the Quality and Contracts Monitoring officer visits.
3. Recommendations
That the committee note performance in screening and Immunisation programmes in St Helens and to
approve the refresh of the local action plan.
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DOCUMENT DEVELOPMENT
Process

Yes No

Public Engagement (please detail
the method i.e. survey, event,
consultation)

N/A

Comments & Date
(i.e. presentation, verbal,
actual report)
Health watch have been
engaged in refreshing the
action plan

X

Clinical Engagement (please
detail the method i.e. survey, event,
consultation)

√

Feedback from clinicians
has shaped the action
plan

Has ‘due regard’ been given to
Equality Analysis (EA) and any
adverse impacts? (Please detail

√

Screening and
Immunisation programmes
reduce health inequalities.
Some programmes relate
to protected
characteristics e.g.
age/gender

outcomes, including risks and how
these will be managed)

Legal Advice Sought

X

Presented to any other groups
or committees including
Partnership Groups –
Internal/External (please specify

X

Outcome

in comments)

Note: Please ensure that it is clear in the comments and date column how and when particular stakeholders were involved in
this work and ensure there is clarity in the outcome column showing what the key message or decision was from that group and
whether amendments were requested about a particular part of the work.
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St Helens Screening and immunisation Plan 2017/2018 (reviewed and updated
October 2017)
Area
Performance

Engagement

Action

Responsible
person
Develop system for local timely
Meaningful Information to be fed back Jennie Piet
performance reports
to providers when available (e.g.flu
NHSE, Jean
uptake data during flu campaign) to
Keenan CCG,
improve uptake
Steven Knuckey
PH LA
Monitor performance on a quarterly Ensure robust performance
All
basis
management to inform development
and implementation of action plan
Review 2016/17 flu immunisation
Learning to inform programme for
Jennie Piet
programme
2017-18
NHSE, Dympna
Edwards PH LA
Updates to practice managers &
practice nurse forum on screening
and immunisation
Updates as required to GP Forum
and PLT
Encourage Campaign prioritisation

Practice
liaison

Feedback information on waiting
lists and uptake to individual
practices for childhood

Intended Outcome

Sharing best practice, ensuring all
practices have plans in place.
Ensure any national changes are
alerted to primary care via vaccine
update, alerts etc.
Ensure all staff involved in the
delivery of Immunisation are aware of
NHS constitution and the rights in
relation to immunisation
Practices understand how their
performance compares with other
practices, target and develops action
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Jennie Piet
NHSE
Sue Humphrey
CCG

Jennie
Piet/Kathy
Valentine

Timescale/Status
On-going

On-going

Review completed,
plan in place for
17/18 flu
programme
On-going

Work has started
on this looking at
poorly performing

01/11/2017
St Helens screening and Imms plan

Area

Action

Intended Outcome

immsunisation and for screening
including examination of capacity
(appointment slots) against need.

plan to manage situation.

Responsible
person
NHSE,Sue
Humphrey CCG

Improvements in uptake rates

Practice level
Immunisation

Improvement in current immunisation
rates across the area

Consider whether data cleansing
exercise is needed to reconcile
practice and CHIS information on
uptake.

practices.
From Jan 2018,
NHSE will routinely
start looking at
practices with long
waiting lists/low
uptake and will be
completing practice
visits.

Completion of practice visits to
poor performing practise to identify
issues and develop associated
action plans. Follow up to ensure
actions have been completed.
Share any good practice among
practices
Ensure robust communications
and information flows between
GP/Provider/CHIS systems

Timescale/Status

This will be
monitored and
supported via
the local NHSE
immunisation
group

On-going

Checking patients details correct
and still registered
Regular checks between practices
and CHIS systems
Regular checks within any other
organisations/ systems providing
vaccinations to children
Ensuring systems in place for
robust call, recall and DNA
management
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Area

Action

Intended Outcome

Responsible
person

Timescale/Status

Understand how uptake can be
improved and develop actions to do
this.

Primary care
operational
group Sue
Humphrey CCG

On-going

Ensuring systems in place to
accurately record vaccines given
on both GP/Provider/CHIS
systems
Cervical
screening

Breast
Screening

Get timely information on cervical
screening uptake and evidence on
increasing uptake (including
screens that take place outside
general practice for example within
the sexual health service).
Consider number of women
requiring recalls, complete an audit
for each practice to identify
hotspots
Implement changes to cervical
screening programme &
communicate effectively with client
group (Public and practices)
Practices to follow up those who
haven’t attended for screening

Monitor number of cervical screening
mentors to ensure workforce planning Kathy Valentine, Starting Jan 2018
and capacity within primary care.
NHSE
Ensure identified responsibility for
follow up within the practice

GP Practices and the general public
are aware of changes

NHSE

Date to be
confirmed

Increase in uptake and improved
performance and consistency across
the area.

GP practices,
Sue Humphrey
CCG
Jennie Piet
NHSE

On-going

Practice staff are more familiar with
bowel screening kit and better able to
advise and encourage patients

PHE

Feb 2017
Completed

Check the processes by which this
is completed (end of round or as
each patient DNAs)

Bowel
Screening

Ensure this is included in regular
Performance visits by CCG
Provide practices with bowel
screening information resource
and kit.
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Area

Action

Intended Outcome

Responsible
person
Sue Humphrey
CCG

Timescale/Status

Consider follow up of nonresponders by Health trainers in
practices

Increased uptake of bowel screening

Children protected from infectious
disease. Fewer cases of illness and
harm to children

Gaynor Chisnall

ongoing

Increased uptake of flu vaccine

Diane BoltonMaggs, PH LA

On-going

Clear consistent messages
communicated to priority groups on
screening and immunisation.

Melissa
Halligan,PH LA

Feb 2017

On-going

Fire Service to cover Bowel
screening during safe and well
visits .Evaluation to be completed

School
vaccination
programmes

Flu- catch up sessions in schools
with low uptake
MENACWY for Year 11s
March/April 2017: , MenACWY,
MMR catch up & adolescent
booster
May/June: HPV Dose 2
Ensure robust system is in place
including current distribution lists to
send out up to date
information/guidance/local
information in a timely manner to
all including
providers/GP’s/CCG’s/LA’s

Annual Flu
Immunisation
Programme
Communicati
ons

Ensure plans are in place to
promote and vaccinate eligible
groups
Develop series of messages &
media on screening and
immunisation to be disseminated
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Area

Action

Intended Outcome

on roadside signs, twitter, health
watch etc.
Act on the recommendations from
the PHE Granada TV campaign

Increased awareness and uptake in
target groups
Raise awareness among target
audience and increase uptake of
bowel screening

Consider including reminder of
preschool booster within admission
letters
Engage local people to review
invitation letters for Flu vaccination
letters

Raise awareness of risks of childhood Diane Boltonillness and immunisation with parents Maggs, PH LA
Better communication and uptake of
flu vaccination

August 2017/Jayne
Completed
ParkinsonLoftus
HealthWatch ,
Melissa Halligan
PH LA

Engage local people to develop
insight into bowel cancer and plan
local communications/ campaign.

Better local insight into barriers to
bowel screening and innovative
approaches to communicating

Jayne
ParkinsonLoftus, Health
watch Melissa
Halligan, PH LA
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Responsible
person

Timescale/Status

PHE

Feb-April 2017

On-going for 2018
intake

Dec 2017

01/11/2017
St Helens screening and Imms plan
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Screening
1

2
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Cancer Screening
1.1 Breast Cancer Screening
1.1.i
Coverage
1.1ii
Round Length by Screening Centre
1.2 Cervical Cancer Screening
1.2.i
Coverage
1.2.ii
Percentage of Women Receiving results within 14 days
1.3 Bowel Cancer Screening
1.3.i
Coverage
Antenatal and Newborn Screening
2.1 Antenatal Sickle Cell and Thalassemia
Coverage
2.1.i
Timeliness of Test
2.1.ii
Family Origin Questionnaire
2.1.iii
2.2 Infectious Diseases
HIV Test Coverage
2.2.i
Hepatitis B Positive Women - Timely Referral for Assessment
2.2.ii
2.3 Fetal Anomaly Screening
2.3.i
Fetal Anomaly Screening - Completion of Lab Request Forms
2.4 Newborn and Infant Physical Examination
2.4.i
Newborns Tested within 72 Hours
2.4.ii
Timely Assessment of Developmental Dysplasia of the Hip
2.5 Newborn Bloodspot
2.5.i
Screening Coverage
2.5.ii
Avoidable Repeat Tests
2.5.iii
Screening Children Moving Into Area
2.6 Newborn Hearing
2.6.i
Screening Completed by 4/5 Weeks after Birth
2.6.ii
Referral to Assessment Within 4 Weeks
Young Person and Adult Screening
3.1 Diabetic Eye Screening
3.1.i
Uptake of Digital Screening Encounter
3.1.ii
Results Issued Within 3 weeks of Screening
3.1.iii
Timely Consultation for R3 Positive Screen
3.2 Abdominal Aneurysm Screening Programme
3.2.i
Completeness of Offer
3.2.ii
Uptake in eligible men
3.3 Bowel Scope Screening Programme
3.3.1
Uptake of Screening
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Immunisation
4
5

6
7
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HPV
4.1 Uptake of Dose 1&2 12-13 Year Olds (School Year 8)
0-5 Years Routine Immunisations (COVER)
5.1 Diphtheria, Tetanus, Polio, Pertussis, Hib 12 Month Olds - Primary
5.2 MMR - % of Children Immunised by their 2nd Birthday - 1st Dose
5.3 Diphtheria, Tetanus, Polio, Pertussis, 5th Birthday Booster
5.4 MMR - % of Children Immunised by their 5th Birthday - 1st & 2nd Dose
Shingles Vaccine Coverage
6.1 Vaccine Coverage for Patients Aged 70 and 79 Years
Prenatal Pertussis Vaccination
7.1 Percentage of Pregnant Women Vaccinated 14 Wks Prior to Delivery
Pneumococcal (PPV) Vaccine
8.1 Patients Over 65 Receiving the Vaccine
Meningococcal B Vaccine
9.1 Men B Vaccine Coverage for Infants 26 weeks of Age
Rotavirus
10.1 Rotavirus Vaccine Coverage for Infants 25 weeks of81Age
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Executive Summary
United Kingdom national screening and immunisations programmes are evidence based, systematic and world class. This
report describes their performance for the 2.5 million people of Cheshire and Merseyside. As we enter the Seasonal
Influenza Vaccine Programme there will also be a monthly influenza update circulated.
Here are some key points to consider, in relation to the data available to date and programme information:
1) Screening Programmes
Continued low or declining cancer screening coverage, although we have seen improvements in some CCG areas when
comparing Q3 15/16 and Q3 16/17. This is a complex problem, and merits continued attention. We are pleased that a
new national focus is emerging. The solutions will include attention to contractual performance, incentives and
marketing.
Breast Screening: Plans are underway to commission a health equity audit for the programme that covers Liverpool,
Sefton and Knowsley. The audit will focus on improving uptake, coverage and access.
Cervical Screening: Coverage in Liverpool CCG area continues to fall below the Cheshire & Merseyside average. As part of
a 2017/18 work plan, NHS England/PHE will identify appropriate initiatives to improve coverage.
Cytology laboratory providers serving Cheshire & Merseyside continue with challenges in instances of extended reporting
times, beyond the expected 14 day target, although rates have improved recently. These challenges to service delivery
include the loss of staff, changes to PCSE postal arrangements and a significant increase in activity levels that is mirrored
across the North West and the rest of the country. NHS England - North (Cheshire & Merseyside) and the Public Health
Screening and Immunisation (SI) Team are working closely with providers and are confident that every effort is being
made to minimise delays to 14 day TAT and the impact on women.
The Royal Liverpool laboratory (serving Liverpool, Sefton and parts of Knowsley) converted all activity to HPV as primary
screen, (Liverpool early May, Knowsley July/August) as part of the Public Health England cervical cytology mitigation plan.
Bowel cancer screening has hopefully benefited from the recent CRUK media/TV and follow up letter campaign (January
to April); early intelligence demonstrates an increase in the number of kits requested and returned. The campaign will be
evaluated with data later in the year. In addition the Fire and Rescue Service's Health and Wellbeing visits will include
promotion and active access to receiving the home test kit. Cheshire commenced in February and Merseyside in May.
Again it is hoped that this intervention will increase participation in the programme.
The Merseyside and North Cheshire AAA Screening Programme, having been late in setting up the Programme,
undertook a catch up exercise during 2016/17. By July 2017 Q2, the catch up exercise had been completed. Every man
aged 65 by April 2014 had been invited for screening. Eight week treatment targets are a challenge when a patient has to
attend for cardiology investigations alongside the AAA pathway. Other issues impacting target achievement include
theatre capacity and the delay in the opening of the South Mersey Arterial Centre.
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2) Immunisation Programmes:
Routine infant immunisation rates: For some CCGs there is a decline in uptake rates for the 12 and 24 month cohorts.
Most of our Local Authorities/CCGs have been setting up local immunisation groups. For those further ahead with this
local joint approach, it has proved successful in addressing local challenges and has begun to reverse the declining trend.
The pre-school cohorts of booster and MMR dose two remain static and require attention also.
"Hexa": In addition the routine primary infant vaccine has changed for babies born on or after 01 August 2017, from a 5
in 1 DTaPIPV/Hib vaccine, to a 6 in 1 Hexavalent vaccine. This will include protection against Hepatitis B. Babies
presenting from early October are now in this programme. All health professionals who advise or offer the vaccine have
received supporting information and promotion materials.
Men ACWY: 17-18 year old cohort by date of birth and fresher’s cohort age 19 years up to 25 years. Previous years have
demonstrated poor uptake as an average with extreme variation. It remains important to promote and offer this vaccine
during the winter months.
The maternal pertussis vaccination programme has continued to improve. This is a GP delivery programme with
maternal promotions. Recent maternal influenza vaccine updates with maternal providers have included clinical
administration of the pertussis vaccine, particularly for women receiving their antenatal care in the hospital setting.
Providing maternal protection to the unborn baby/neonate is invaluable in protecting against this very serious infection.
The seasonal influenza vaccine programme is under way. The key emphasis in the 2017/2018 influenza season is: a)
reduce variation of offer and uptake rates for all cohorts; b) improve uptake in young children age 2 and 3 years (GP
cohort); c) improve uptake in other cohorts - pregnant women, vulnerable at risk groups. In addition there is a big drive
this season for Health Care Worker vaccine uptake rates: to build on last season's successful Health Care Worker vaccine
uptake within NHS organisations. We will support Local Authorities to promote and encourage vaccine offer and uptake
in health and social care settings (nursing/residential homes); to support winter planning and reduce the risk of
outbreaks. Finally the healthy child programme will include reception age children up to school year 4 (a total of 5
cohorts). This school delivery model has commenced. Provider services are confident of this delivery task in such a short
time frame and are supported by NHS England.
The average CCG, local authority and provider figures for both screening and immunisation programmes hide a range of
uptake rates across individual GP practices, local areas, local teams and social groups. It is hoped that local plans and joint
working will address and support these challenges.
This year has seen further development of locality working and for some local authorities a joint locality plan with LAs,
CCGs and the SI Team. This supports focus on any bespoke, local challenges; a more targeted approach can be explored
at this level with detailed local intelligence.
This report has been produced using the most recent available validated data for CCGs and Local Authorities or NHS
Providers. We are currently reviewing this report's purpose, format and process. Therefore we welcome feedback from
colleagues across Cheshire and Merseyside.
Screening & Immunisation Team - NHS England (Cheshire and Merseyside)
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SCREENING KEY PERFORMANCE INDICATORS
1. Cancer Screening
1.1 Breast Cancer Screening
1.1.i KC62 Breast Cancer Screening Coverage - % of Women aged 50-70 screened within the last 3 yrs - Target 70%
CCG
Eastern Cheshire CCG
South Cheshire CCG
Vale Royal CCG
Warrington CCG
West Cheshire CCG
Wirral CCG
Halton CCG
Knowsley CCG
Liverpool CCG
South Sefton CCG
Southport & Formby CCG
St Helens CCG
Cheshire, Warrington, Wirral
Merseyside

Q4
2014/15
74.8%
76.4%
72.3%
73.9%
76.9%
73.0%
72.0%
64.1%
59.2%
69.3%
69.2%
73.3%
74.6%
65.9%

Q1
2015/16
74.6%
76.1%
74.0%
74.3%
77.4%
73.1%
71.7%
64.6%
58.9%
69.0%
71.1%
74.5%
74.9%
66.2%

Q2
2015/16
75.1%
75.7%
75.3%
74.2%
78.0%
73.8%
71.3%
66.6%
58.7%
68.2%
69.1%
75.0%
75.3%
66.1%

Q3
2015/16
75.6%
75.9%
75.7%
75.2%
78.2%
74.4%
71.5%
65.2%
60.0%
66.4%
70.6%
75.1%
75.8%
66.3%

Q4
2015/16
75.2%
75.2%
75.7%
75.8%
78.2%
74.3%
71.3%
65.7%
64.5%
68.5%
65.7%
74.4%
75.7%
67.6%

Q1
2016/17
75.1%
75.2%
75.5%
75.9%
77.9%
74.2%
71.2%
64.3%
64.4%
66.1%
70.6%
73.9%
75.6%
67.6%

Q2
2016/17
74.9%
75.2%
75.0%
75.5%
76.8%
74.3%
71.1%
66.1%
65.2%
63.0%
69.8%
73.2%
75.3%
67.4%

Q3
2016/17
75.4%
75.1%
74.5%
74.5%
78.4%
74.5%
71.0%
66.3%
65.4%
65.3%
70.3%
73.8%
75.5%
68.0%

Trend

1.1.ii Breast Cancer Screening Round Length - The Percentage of women Aged 50-70 whose 1st offered appointment is within 36 months of their previous
screen - Target 90%
Q1
Q2
Q3
Q4
Q1
Q2
Q3
Q4
2015/16 2015/16 2015/16 2015/16 2016/17 2016/17 2016/17 2016/17
Trend
Screening Centre
96.9%
97.7%
98.7%
97.7%
97.1%
98.6%
46.1%
82.0%
Chester
97.6%
98.7%
96.6%
97.8%
97.4%
91.3%
88.4%
87.3%
Crewe
81.6%
93.7%
97.9%
97.9%
50.7%
52.9%
46.1%
46.7%
East Cheshire & Stockport
23.2%
35.4%
14.9%
20.9%
41.5%
32.8%
71.7%
93.1%
Liverpool
97.7%
97.6%
96.9%
95.5%
89.2%
46.2%
68.7%
94.3%
Warrington, Halton, St Helens & Knowsley
99.2%
100.0%
96.9%
98.5%
98.3%
98.0%
97.3%
98.5%
Wirral
1.2 Cervical Cancer Screening
1.2.i KC53 Cervical Cancer Screening - 3.5/5.5 year Coverage by Quarter - % of Women aged 25-64 Screened - Target 80%
CCG
Eastern Cheshire CCG
South Cheshire CCG
Vale Royal CCG
Warrington CCG
West Cheshire CCG
Wirral CCG
Halton CCG
Knowsley CCG
Liverpool CCG
South Sefton CCG
Southport & Formby CCG
St Helens CCG
Cheshire, Warrington, Wirral
Merseyside

Q4
2014/15
76.6%
75.1%
75.8%
75.2%
76.5%
73.5%
72.0%
72.5%
68.2%
70.3%
73.9%
75.1%
75.5%
71.1%

Q1
2015/16
76.7%
75.2%
76.1%
75.5%
76.4%
73.7%
72.2%
72.6%
68.4%
70.7%
74.3%
75.1%
75.4%
71.2%

Q2
2015/16
76.4%
74.5%
76.0%
75.0%
76.0%
73.3%
71.9%
71.9%
68.0%
70.4%
74.2%
74.6%
75.0%
70.8%

85

Q3
2015/16
76.2%
74.3%
75.5%
74.4%
75.7%
72.7%
71.4%
71.1%
67.4%
69.7%
73.9%
74.0%
74.6%
70.2%

Q4
2015/16
76.6%
74.4%
75.8%
74.8%
75.9%
73.1%
71.8%
71.6%
67.6%
70.0%
73.9%
74.2%
74.9%
70.4%

Q1
2016/17
76.6%
74.5%
76.0%
74.8%
75.9%
73.1%
72.1%
71.7%
67.9%
70.1%
74.2%
74.4%
74.9%
70.6%

Q2
2016/17
76.4%
74.3%
75.8%
74.5%
75.8%
72.8%
71.7%
71.3%
67.7%
70.1%
74.1%
73.9%
74.7%
70.4%

Q3
2016/17
76.1%
74.0%
75.3%
74.1%
75.5%
72.6%
71.3%
71.0%
67.3%
69.6%
73.9%
73.5%
74.4%
70.0%

Trend
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1.2.ii VSA15 Cervical Cancer Screening - 14 Day Turnaround - % of Women receiving results within 14 Days of Test Target 98% within 14 Days
CCG
Eastern Cheshire CCG
South Cheshire CCG
Vale Royal CCG
Warrington CCG
West Cheshire CCG
Wirral CCG
Halton CCG
Knowsley CCG
Liverpool CCG
South Sefton CCG
Southport & Formby CCG
St Helens CCG
Cheshire, Warrington, Wirral
Merseyside

Q2
2015/16
80.9%
80.2%
79.9%
98.8%
95.8%
97.3%
98.8%
96.6%
94.6%
96.8%
95.9%
99.2%
90.8%
96.4%

Q3
2015/16
99.6%
99.5%
99.7%
99.8%
98.9%
99.2%
99.9%
98.5%
96.1%
99.0%
99.2%
99.5%
99.4%
98.0%

Q4
2015/16
61.9%
59.5%
59.2%
98.8%
97.7%
99.0%
98.3%
97.3%
96.0%
99.0%
98.9%
97.2%
85.0%
97.3%

Q1
2016/17
25.0%
24.2%
24.9%
98.7%
96.2%
98.3%
98.9%
78.4%
40.8%
97.0%
97.9%
94.7%
68.0%
74.6%

Q2
2016/17
97.7%
97.3%
97.9%
99.0%
94.3%
96.2%
98.2%
68.0%
1.9%
93.7%
93.3%
93.6%
96.8%
56.4%

Q3
2016/17
97.9%
98.1%
98.6%
99.3%
89.1%
93.8%
99.1%
63.8%
1.6%
96.1%
97.9%
95.3%
95.5%
55.6%

Q4
2016/17
98.9%
99.1%
99.1%
98.9%
69.7%
73.6%
99.2%
77.3%
26.7%
97.9%
97.5%
95.9%
87.1%
70.6%

Q1
2017/18
98.5%
97.6%
96.9%
98.8%
82.7%
88.5%
99.2%
69.4%
43.7%
97.2%
97.2%
94.5%
92.7%
70.1%

Q2
2015/16
61.6%
58.7%
57.1%
58.6%
60.2%
56.6%
52.1%
50.1%
49.7%
52.6%
59.4%
57.2%
58.8%
52.9%

Q3
2015/16
61.7%
58.8%
57.6%
57.7%
60.1%
55.6%
51.4%
49.6%
49.3%
52.0%
58.6%
56.5%
58.5%
52.2%

Q4
2015/16
63.0%
60.1%
58.4%
58.8%
61.5%
57.0%
53.0%
50.8%
50.7%
53.7%
60.3%
58.1%
59.7%
53.8%

Q1
2016/17
63.1%
60.0%
58.4%
59.2%
61.7%
57.2%
53.5%
50.9%
50.8%
53.9%
60.5%
58.3%
59.9%
54.0%

Q2
2016/17
63.2%
60.0%
58.6%
59.4%
61.7%
57.3%
54.0%
51.1%
51.2%
54.4%
60.7%
58.6%
60.0%
54.3%

Q3
2016/17
63.2%
60.0%
58.6%
59.6%
61.7%
57.4%
54.2%
51.1%
51.4%
54.6%
61.0%
58.8%
60.1%
54.5%

Q1
2016/17
99.1%
99.8%
96.3%
96.7%

Q2
2016/17
99.5%
99.8%
99.9%

Q3
2016/17
99.9%

Q4
2016/17
99.8%
99.2%

Trend

1.3 Bowel Cancer Screening
1.3.i EF27 Bowel Cancer Screening - % 2.5 yr Coverage Aged 60 - 74 - Target 60%
CCG
Eastern Cheshire CCG
South Cheshire CCG
Vale Royal CCG
Warrington CCG
West Cheshire CCG
Wirral CCG
Halton CCG
Knowsley CCG
Liverpool CCG
South Sefton CCG
Southport & Formby CCG
St Helens CCG
Cheshire, Warrington, Wirral
Merseyside

Q4
2014/15
59.7%
57.1%
53.8%
58.0%
57.4%
53.8%
51.4%
48.6%
51.3%
52.5%
59.7%
55.4%
56.6%
53.2%

Q1
2015/16
61.3%
58.8%
57.1%
57.3%
59.8%
55.5%
51.3%
49.0%
49.2%
51.7%
58.2%
55.9%
58.2%
51.9%

Trend

2. Antenatal and Newborn Screening
2.1 Sickle Cell and Thalassemia
2.1.i ST1 Antenatal Sickle Cell and Thalassemia Coverage - Target 99%
NHS Trust
Countess of Chester Hospital
East Cheshire Trust
Mid Cheshire Trust
One to One Midwifery
Warrington & Halton Hospital
Wirral University Hospital
Bridgewater Community Healthcare Trust
Liverpool Women's Foundation Trust
Southport and Ormskirk Hospital Trust
St Helens and Knowsley Hospitals Trust
Cheshire, Warrington, Wirral
Merseyside

Q1
2015/16
98.9%
99.6%

Q2
2015/16
99.3%
100.0%

Q3
2015/16
98.9%
100.0%

Q4
2015/16
99.5%
99.4%

94.0%
98.5%

82.2%
99.6%

97.1%
98.8%
98.9%
92.4%
98.9%
99.7%
95.9%
98.9%
97.1%

93.8%
97.4%
99.9%
99.7%
99.9%
97.0%
97.4%
98.7%
98.9%

99.7%
99.7%
96.8%
95.9%
98.5%
98.5%

99.4%
99.1%
96.3%
98.3%
98.7%

86

100.0%
97.9%
99.9%
99.5%
93.8%
98.6%
98.4%

99.7%
99.6%
87.4%
100.0%
98.7%
92.2%
99.7%
97.2%

99.9%
94.0%
99.7%
99.8%
100.0%
98.5%
99.4%
94.5%
99.4%
97.9%

Trend

99.9%
99.9%
100.0%
96.0%
99.4%
97.7%
99.7%
97.3%
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2.1.ii ST2 Antenatal Sickle Cell and Thalassemia Timeliness of Test - Target 75%
NHS Trust
Countess of Chester Hospital
East Cheshire Trust
Mid Cheshire Trust
One to One Midwifery
Warrington & Halton Hospital
Wirral University Hospital
Bridgewater Community Healthcare Trust
Liverpool Women's Foundation Trust
Southport and Ormskirk Hospital Trust
St Helens and Knowsley Hospitals Trust
Cheshire, Warrington, Wirral
Merseyside

Q1
2015/16
60.9%
49.0%

Q2
2015/16
74.9%
54.3%

Q3
2015/16
71.9%
60.7%

Q4
2015/16
70.7%
54.6%

Q1
2016/17
70.4%
54.6%

72.8%
48.7%
9.7%
48.4%
53.4%
22.8%
42.5%
43.7%
46.0%

94.0%
50.3%

97.0%
56.7%
10.5%

98.3%
52.9%
49.1%

60.7%
29.1%
52.0%
51.7%
53.5%

60.2%
31.3%
52.3%
51.6%
53.7%

98.1%
54.2%
14.6%
50.0%
56.0%
26.4%
32.3%
49.8%
46.6%

59.4%
38.1%
32.9%
60.0%
50.4%

Q2
2016/17
65.3%
76.5%
22.6%
53.9%
69.2%
49.5%
58.0%
49.6%
44.7%
56.4%
53.4%

Q3
2016/17
66.6%
60.7%
98.7%
61.1%
71.7%
69.6%
58.3%
45.8%
48.0%
67.9%
55.1%

Q4
2016/17
68.3%
58.2%

Trend

52.7%
61.9%
58.1%
54.7%
45.7%
37.7%
60.8%
50.4%

2.1.iii ST3 Antenatal Sickle Cell and Thalassemia Completion of Family Origin Questionnaire - Target 95%
NHS Trust
Countess of Chester Hospital
East Cheshire Trust
Mid Cheshire Trust
One to One Midwifery
Warrington & Halton Hospital
Wirral University Hospital
Bridgewater Community Healthcare Trust
Liverpool Women's Foundation Trust
Southport and Ormskirk Hospital Trust
St Helens and Knowsley Hospitals Trust
Cheshire, Warrington, Wirral
Merseyside

Q1
2015/16
98.9%
97.4%
99.3%
90.5%
95.9%
98.9%
94.1%
97.8%
93.3%
98.7%
97.9%
97.1%

Q2
2015/16
99.0%
96.0%
99.3%
100.0%
96.5%
98.1%

Q1
2015/16

Q2
2015/16
50.0%
100.0%

98.3%
95.8%
99.2%
98.1%
98.1%

Q3
2015/16
98.8%
98.0%
99.4%
99.0%
96.1%
98.9%
95.5%
98.2%
91.4%
95.2%
98.3%
96.4%

Q4
2015/16
98.8%
97.9%
98.9%
98.1%
97.0%
98.9%
95.5%
97.2%
96.1%
97.8%
98.4%
97.0%

Q1
2016/17
98.7%
98.6%
99.2%

Q2
2016/17
98.0%
98.6%
97.4%

95.3%
99.0%

94.6%
95.9%
93.4%
96.9%
92.8%
93.8%
96.8%
95.4%

Q3
2015/16

Q4
2015/16
100.0%
100.0%
100.0%

Q1
2016/17

100.0%
99.8%
100.0%

100.0%
99.7%
100.0%
100.0%

97.0%
95.6%
95.3%
98.2%
96.4%

Q3
2016/17
98.9%
98.6%
97.5%
94.3%
95.7%
96.8%
97.1%
96.1%
95.4%
97.0%
96.5%

Q4
2016/17
98.7%
98.4%
99.6%

Trend

94.4%
97.3%
97.4%
97.5%
97.7%
97.1%
97.7%
97.5%

2.2 Infectious Diseases
2.2.i ID1 HIV Test Coverage - Target 95%
NHS Trust
Countess of Chester Hospital
East Cheshire Trust
Mid Cheshire Trust
One to One Midwifery
Warrington & Halton Hospital
Wirral University Hospital
Bridgewater Community Healthcare Trust
Liverpool Women's Foundation Trust
Southport and Ormskirk Hospital Trust
St Helens and Knowsley Hospitals Trust
Cheshire, Warrington, Wirral
Merseyside

100.0%

100.0%
100.0%
100.0%

100.0%
66.7%
100.0%
90.0%

100.0%
50.0%
78.6%
85.7%

60.0%
100.0%
100.0%
66.7%

100.0%
100.0%
100.0%

100.0%
99.7%

Q2
2016/17
99.3%
100.0%
99.9%
99.5%
99.8%
88.6%
97.2%
99.1%
97.6%
99.7%
96.8%

Q3
2016/17
99.5%
99.9%
98.2%
99.3%
98.4%
99.0%
97.5%
99.4%
97.4%
99.2%
97.9%

Q4
2016/17
99.4%
100.0%
100.0%

Trend

99.7%
98.6%
97.8%
99.7%
98.8%
98.9%
99.5%
98.5%

2.2.ii ID2 Antenatal Infectious Disease Screening Timely Referral of Hepatitis B Positive Women for Assessment - Target 90%
NHS Trust
Countess of Chester Hospital
East Cheshire Trust
Mid Cheshire Trust
One to One Midwifery
Warrington & Halton Hospital
Wirral University Hospital
Bridgewater Community Healthcare Trust
Liverpool Women's Foundation Trust
Southport and Ormskirk Hospital Trust
St Helens and Knowsley Hospitals Trust
Cheshire, Warrington, Wirral
Merseyside

Q1
2015/16
99.1%
99.4%
99.7%
97.0%
97.5%
99.4%
99.0%
98.0%
97.8%
98.8%
98.6%

Q2
2015/16
99.6%
99.6%
100.0%
88.8%
98.4%
98.8%
98.4%
98.2%
96.9%
98.3%
98.1%

Q3
2015/16
99.0%
100.0%
99.9%
98.1%

Q4
2015/16
99.4%
99.4%
100.0%
97.8%

Q1
2016/17
99.0%
99.4%
99.7%
95.8%

Q2
2016/17

Q3
2016/17
100.0%

100.0%

100.0%

99.6%
98.0%
99.9%
98.2%
99.0%
99.5%
99.3%

99.2%
100.0%
99.8%
97.3%
98.3%
99.3%
99.2%

99.7%
100.0%
99.1%

100.0%

96.5%
99.2%
98.6%

100.0%
100.0%
72.7%

Q4
2016/17
100.0%

Trend

100.0%
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70.0%

100.0%
100.0%
100.0%
100.0%

100.0%
50.0%
100.0%
100.0%
92.3%
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2.3 Fetal Anomaly Screening
2.3.i FA1 Fetal Anomaly Screening Completion of Lab Request Forms - Target 100%
NHS Trust
Countess of Chester Hospital
East Cheshire Trust
Mid Cheshire Trust
One to One Midwifery
Warrington & Halton Hospital
Wirral University Hospital
Bridgewater Community Healthcare Trust
Liverpool Women's Foundation Trust
Southport and Ormskirk Hospital Trust
St Helens and Knowsley Hospitals Trust
Cheshire, Warrington, Wirral
Merseyside

Q1
2015/16
98.8%
98.3%
97.8%
92.6%
98.9%
97.4%
95.3%
97.5%
98.0%
96.8%
97.9%
97.3%

Q2
2015/16
98.6%
97.6%
99.1%
92.6%
99.8%
97.5%
93.3%
98.2%
96.0%
97.3%
97.9%
97.4%

Q3
2015/16
99.2%
98.2%
98.9%
92.3%
97.9%
97.7%
92.4%
98.9%
99.7%
95.9%
98.1%
98.0%

Q4
2015/16
100.0%
98.3%
98.4%
95.8%
97.4%
96.1%
95.1%
98.5%
97.2%
98.7%
97.9%
98.2%

Q1
2016/17
99.1%
99.1%
99.8%

Q2
2016/17
99.3%
96.8%
98.5%

98.2%
97.6%
94.5%
98.9%
99.0%
97.2%
98.8%
98.2%

100.0%
95.7%
98.9%
98.4%
99.7%
98.1%
98.2%
98.6%

Q3
2016/17
100.0%
98.2%
98.5%
93.9%
99.7%
94.2%
97.9%
98.0%
99.1%
98.7%
97.7%
99.6%

Q4
2016/17
99.3%
96.4%
97.0%

Q3
2016/17
97.2%

Q4
2016/17
97.9%
96.0%
96.1%

Trend

98.7%
95.2%
99.5%
97.1%
97.7%
98.9%
97.4%
97.7%

2.4 Newborn and Infant Physical Examination
2.4.i NP1 Newborn Screening - Newborn and Infant Physical Examination Tested within 72 Hours - Target 100%
NHS Trust
Countess of Chester Hospital
East Cheshire Trust
Mid Cheshire Trust
One to One Midwifery
Warrington & Halton Hospital
Wirral University Hospital
Bridgewater Community Healthcare Trust
Liverpool Women's Foundation Trust
Southport and Ormskirk Hospital Trust
St Helens and Knowsley Hospitals Trust
Cheshire, Warrington, Wirral
Merseyside

Q1
2015/16
99.7%
98.6%
96.6%
98.4%
90.7%
100.0%
99.6%

Q2
2015/16
99.6%
98.7%
95.7%
99.1%
93.4%
94.9%
100.0%
99.5%

Q3
2015/16
96.7%
97.7%
96.2%
100.0%
89.1%
97.3%
100.0%
99.7%

Q4
2015/16
96.1%
96.2%
96.8%
98.6%
92.6%
95.5%
100.0%
99.8%

99.3%
96.6%
99.5%

98.2%
97.8%
99.0%

99.4%
95.9%
99.6%

98.2%
95.4%
99.3%

Q1
2016/17
95.2%
97.5%
96.2%

Q2
2016/17
97.3%
96.4%
94.5%

94.7%
95.4%
100.0%
90.8%

95.2%
95.0%
100.0%
92.4%

95.6%
90.9%

97.7%
95.7%
94.1%

95.5%
99.1%
95.9%
95.3%
93.4%
97.5%
96.1%
94.7%

Trend

95.3%
97.1%
100.0%
91.7%
98.9%
96.4%
96.5%
94.1%

2.4.ii NP2 Newborn and Infant Physical Examination Timely Assessment of Developmental Dysplasia of the Hip - Target 100%
NHS Trust
Countess of Chester Hospital
East Cheshire Trust
Mid Cheshire Trust
One to One Midwifery
Warrington & Halton Hospital
Wirral University Hospital
Bridgewater Community Healthcare Trust
Liverpool Women's Foundation Trust
Southport and Ormskirk Hospital Trust
St Helens and Knowsley Hospitals Trust
Cheshire, Warrington, Wirral
Merseyside

Q1
2015/16

Q2
2015/16
100.0%
100.0%

Q3
2015/16
100.0%

40.0%

Q4
2015/16
100.0%
100.0%

50.0%

33.3%

Q1
2016/17

Q2
2016/17

Q3
2016/17

100.0%

100.0%

Trend

62.5%
50.0%

40.0%

40.0%

Q4
2016/17

20.0%

100.0%

58.5%
100.0%
45.3%

50.0%
63.6%
28.6%

33.3%

Q2
2016/17
82.6%
91.9%
86.3%
97.5%
98.8%
99.5%
98.4%
98.3%
96.7%
99.0%
98.4%
97.6%
95.0%
98.4%

Q3
2016/17
99.3%
59.2%
61.4%
94.5%
95.0%
99.3%
91.0%
94.9%
93.7%
94.7%
94.1%
92.0%
98.6%
97.8%

Q4
2016/17
77.7%
82.7%
87.6%
99.2%
97.3%
100.0%
98.6%
98.7%
98.3%
99.5%
99.1%
97.8%
93.0%
98.9%

75.0%

2.5 Newborn Bloodspot
2.5.i NB1 Newborn Bloodspot Screening Coverage - Target 99%
CCG
Eastern Cheshire CCG
South Cheshire CCG
Vale Royal CCG
Warrington CCG
West Cheshire CCG
Wirral CCG
Halton CCG
St Helens CCG
Knowsley CCG
Liverpool CCG
South Sefton CCG
Southport & Formby CCG
Cheshire, Warrington, Wirral
Merseyside

Q1
2015/16
78.4%
89.5%

Q2
2015/16

92.7%
95.9%

89.5%
87.0%
97.8%
87.4%
89.9%
83.0%
96.2%
96.7%
96.6%
98.2%
92.8%

93.0%
95.2%
89.8%
98.7%
97.7%
98.3%
92.7%
96.3%

68.5%

Q3
2015/16
99.3%
59.2%
61.4%
94.5%
95.0%
99.3%
91.0%
94.9%
93.7%
94.7%
94.1%
92.0%
90.9%
93.9%
88

Q4
2015/16

97.3%
99.7%
95.2%
97.3%
97.8%
98.2%
96.8%
96.2%
98.7%
97.3%

Q1
2016/17
78.2%
84.9%
79.8%
95.9%
98.6%
99.4%
96.2%
97.4%
96.3%
98.3%
98.6%
97.0%
92.6%
97.7%

Trend
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2.5.ii NB2 Newborn Bloodspot Screening Avoidable Repeat Tests - Target less than or equal to 1.0% (target updated 2016/17)
NHS Trust
Countess of Chester Hospital
East Cheshire Trust
Mid Cheshire Trust
One to One Midwifery
Warrington & Halton Hospital
Wirral University Hospital
Bridgewater Community Healthcare Trust
Liverpool Women's Foundation Trust
Southport and Ormskirk Hospital Trust
St Helens and Knowsley Hospitals Trust
Cheshire, Warrington, Wirral
Merseyside

Q1
2015/16
3.2%
2.8%
4.4%
4.7%
4.3%
5.1%
3.5%
5.3%
1.4%
4.7%
4.1%
4.5%

Q2
2015/16
1.3%

Q4
2015/16
2.1%
3.7%
3.9%
6.1%
4.8%
2.5%
4.1%
4.3%
2.8%
3.8%
3.5%
4.0%

Q1
2016/17
2.1%
4.9%
2.9%
4.1%
4.3%
2.5%
2.7%
3.3%
1.9%
2.1%
3.3%
2.9%

Q2
2016/17
1.4%
3.7%
1.9%

2.7%
4.0%
1.0%
2.1%
2.5%
3.1%

Q3
2015/16
0.6%
2.0%
3.1%
2.1%
3.0%
3.7%
4.3%
6.2%
6.2%
2.9%
2.6%
5.4%

Q1
2015/16

Q2
2015/16

Q3
2015/16

Q4
2015/16

Q1
2016/17

90.6%

78.9%
100.0%
100.0%
100.0%
98.9%
100.0%
100.0%
100.0%
96.5%
99.1%

2.5%
1.5%
1.3%

Q4
2016/17
1.4%
1.8%
1.8%

3.1%
3.7%
2.3%
2.6%
2.6%
2.1%
2.8%
2.4%

Q3
2016/17
0.6%
2.0%
3.1%
2.1%
3.0%
3.7%
4.3%
6.2%
6.2%
2.9%
3.2%
2.1%

Q2
2016/17

Q3
2016/17

Q4
2016/17

Trend

3.5%
2.3%
3.1%
2.5%
3.1%
1.3%
2.2%
2.3%

2.5.iii NB4 Newborn Bloodspot Screening Movers In - Target 98%
CCG
Eastern Cheshire CCG
South Cheshire CCG
Vale Royal CCG
Warrington CCG
West Cheshire CCG
Wirral CCG
Halton CCG
St Helens CCG
Knowsley CCG
Liverpool CCG
South Sefton CCG
Southport & Formby CCG
Cheshire, Warrington, Wirral
Merseyside

Trend

86.1%

88.9%
100.0%
93.3%
80.0%
100.0%
100.0%
90.6%
92.9%

100.0%
94.4%
95.2%
60.0%
100.0%
100.0%
94.4%

100.0%
100.0%
80.0%
96.3%
97.6%
90.0%
100.0%
100.0%
93.1%

85.0%
95.7%
100.0%
100.0%
100.0%
100.0%

90.0%
100.0%
98.9%
90.9%
100.0%
66.7%

97.0%

97.3%

100.0%
100.0%
100.0%
98.8%
100.0%
100.0%
100.0%
89.8%
99.3%

100.0%
75.0%
100.0%
100.0%
99.0%

2.6 Newborn Hearing
2.6.i NH1 Newborn Hearing Screening - Screen Complete by 4 Weeks (Hospital)/ 5 Weeks (Community) after birth - Target 95% acceptable
NHS Trust
Chester
Crewe
Macclesfield
North Cheshire (Warrington)
Wirral
Liverpool Women's Foundation Trust
Southport and Ormskirk Hospital Trust
St Helens and Knowsley Hospitals Trust
North West
England

Q1
2015/16
98.8%
99.3%
99.5%
98.6%
97.7%
97.7%
96.3%
99.3%
98.0%
98.3%

Q2
2015/16
98.9%
99.3%
98.9%
97.8%
98.4%
97.5%
92.5%
98.4%
97.9%
98.0%

Q3
2015/16
99.6%
100.0%
100.0%
99.6%
98.3%
97.6%
95.6%
97.3%
97.8%
98.0%

Q4
2015/16
99.1%
99.5%
99.7%
98.2%
98.6%
96.6%
95.6%
98.4%
97.8%
98.3%

Q1
2016/17
99.2%
99.4%
98.3%
98.3%
99.4%
97.4%
97.6%
98.0%
98.1%
98.4%

Q2
2016/17
99.3%
99.3%
98.7%
98.4%
99.0%
96.9%
96.9%
98.3%
97.8%
98.3%

Q3
2016/17
99.6%
99.8%
98.9%
98.6%
98.3%
96.1%
97.7%
98.5%
97.6%
98.3%

Q4
2016/17
98.7%
99.3%
98.9%
99.6%
99.0%
97.0%
97.6%
97.7%
98.3%
98.7%

Q2
2016/17
99.3%
99.3%
98.7%
98.4%
99.0%
96.9%
96.9%
98.3%
97.8%
98.3%

Q3
2016/17
99.6%
97.8%
98.9%
98.6%
98.3%
96.1%
97.7%
98.5%
97.6%
98.3%

Trend

2.6.ii NH2 Newborn Hearing Screening - Referral to Assessment within 4 Weeks (Achieved) - Target 90% Acceptable
NHS Trust
Chester
Crewe
Macclesfield
North Cheshire (Warrington)
Wirral
Liverpool Women's Foundation Trust
Southport and Ormskirk Hospital Trust
St Helens and Knowsley Hospitals Trust
North West
England

Q4
2014/15
84.6%
94.7%
100.0%
81.8%
93.3%
83.2%
100.0%
76.0%
84.6%
85.1%

Q1
2015/16
100.0%
95.7%
90.0%
71.4%
83.3%
85.5%
85.7%
83.3%
87.2%
86.2%

Q2
2015/16
83.3%
100.0%
75.0%
88.9%
100.0%
94.6%
100.0%
82.7%
88.8%
87.3%

89

Q3
2015/16
100.0%
100.0%
100.0%
100.0%
100.0%
95.0%
71.4%
100.0%
92.2%
88.5%

Q4
2015/16
71.4%
100.0%
100.0%
84.6%
80.0%
79.2%
92.3%
89.6%
89.6%
88.2%

Q1
2016/17
57.1%
92.9%
75.0%
95.8%
88.9%
90.7%
85.7%
85.7%
87.7%
90.3%

Trend
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3. Young Person and Adult Screening
3.1 Diabetic Eye Screening
3.1.i DE1 - Uptake of Digital Screening Encounter
The proportion of those offered diabetic eye screening who attend a digital screening event.*
Target: Acceptable >=70%, Achievable>=80%
Q1
Q2
Q3
Q4
2015/16 2015/16 2015/16 2015/16
Screening Centre
76.4%
76.8%
76.5%
75.9%
Cheshire
83.5%
83.8%
83.9%
83.9%
Wirral
79.2%
79.2%
78.8%
79.8%
Central Mersey
88.0%
89.3%
91.2%
83.1%
Liverpool
91.8%
92.0%
91.8%
91.7%
North Mersey
81.1%
81.3%
81.5%
81.1%
North West

Q1
2016/17
75.0%
83.0%
80.0%
82.1%
91.6%
80.8%

Q2
2016/17
68.5%
83.0%
79.4%
82.7%
91.8%
80.5%

Q3
2016/17
73.8%
82.5%
79.0%
81.5%
91.8%
80.2%

Q4
2016/17
74.0%
82.9%
78.6%
79.9%
92.1%
80.2%

3.1.ii DE2 - Results Issued within 3 Weeks of Screening
The proportion of subjects attending for a diabetic eye screening to whom results were issued within 3 weeks of the screening encounter.
Target: Acceptable>=70%, Achievable >=95%
Q1
Q2
Q3
Q4
Q1
Q2
Q3
Q4
Screening Centre
2015/16 2015/16 2015/16 2015/16 2016/17 2016/17 2016/17 2016/17
99.2%
99.8%
99.8%
99.9%
99.0%
98.2%
97.3%
99.0%
Cheshire
99.5%
99.7%
99.6%
99.7%
99.6%
99.8%
99.9%
99.6%
Wirral
99.9%
99.7%
99.8%
99.5%
95.0%
99.4%
96.0%
77.8%
Central Mersey
73.6%
78.0%
72.6%
59.0%
80.7%
94.7%
93.5%
89.0%
Liverpool
99.9%
99.7%
99.7%
70.0%
99.6%
99.5%
99.5%
99.6%
North Mersey
98.0%
98.1%
96.8%
92.3%
97.1%
98.8%
94.2%
96.1%
North West

Trend

Trend

3.1.iii DE3 - Timely Consultation for R3 Positive Screen
The proportion of patients attending consultation within 4 weeks of positive screen. Target: Achievable >=80%
Q1
Q2
Q3
Q4
Q1
Q2
Screening Centre
2015/16 2015/16 2015/16 2015/16 2016/17 2016/17
76.5%
83.3%
72.0%
88.2%
76.9%
81.8%
Cheshire
100.0%
87.5%
100.0%
83.3%
66.7%
100.0%
Wirral
100.0%
72.7%
66.7%
81.8%
64.0%
71.4%
Central Mersey
100.0%
85.7%
66.7%
83.3%
75.0%
100.0%
Liverpool
100.0%
100.0%
70.0%
87.5%
100.0%
87.5%
North Mersey
82.4%
81.1%
80.1%
78.5%
76.9%
81.7%
North West

Q3
2016/17
75.0%
100.0%
88.9%
50.0%
78.6%
80.7%

Q4
2016/17
68.0%
75.0%
82.4%
100.0%
81.3%
75.1%

Trend

3.2 Abdominal Aortic Aneurysm Screening Programme
3.2.i - Abdominal Aortic Aneurysm Screening Programme - Completeness of Offer
Screening Programme
Cheshire & Merseyside
North West
England

AA1: completeness of offer: The proportion of men eligible for abdominal aortic aneurysm
screening to whom an initial offer of screening is made
Q1 2016/17
Q2 2016/17
Q3 2016/17
Q4 2016/17
29.0%
52.6%
72.2%
99.4%
29.3%
55.7%
77.5%
97.6%
34.2%
60.0%
82.4%
99.3%

3.2.ii - Abdominal Aortic Aneurysm Screening Programme - Coverage of Initial Screen
Screening Programme

AA2: coverage of initial screen: The proportion of men eligible for abdominal aortic
aneurysm screening who are conclusively tested

Cheshire & Merseyside

Q1 2016/17
29.0%

Q2 2016/17
52.6%

Q3 2016/17
51.1%

Q4 2016/17
70.1%

North West

29.3%

55.7%

56.1%

73.9%

England

34.2%

60.0%

63.0%

78.7%

90
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3.3 Bowel Scope Screening Programme
3.3.i - Bowel Scope Screening Uptake
Screening Centre

Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

Apr-17

Cheshire
Liverpool & Wirral
Merseyside & North Cheshire
England

49.8%
38.9%
38.2%
43.5%

42.7%
34.5%
35.7%
43.0%

43.3%
39.8%
37.0%
44.1%

48.6%
41.9%
40.0%
44.9%

45.4%
36.3%
42.5%
44.3%

41.8%
35.4%
39.5%
43.3%

43.2%
40.0%
41.3%
43.2%

45.9%
40.5%
37.7%
43.5%

Trend

Bowel Scope Screening Uptake
Screening Centre Uptake and Plan 2016/17
500

450
400

350
Cheshire Plan

300

Cheshire Actual
Liverpool & Wirral Plan

250

Liverpool & Wirral Actual

200

Merseyside & North Cheshire Plan

150

Merseyside & North Cheshire Actual

100
50

0
Apr-16 May-16 Jun-16

Jul-16

Aug-16 Sep-16 Oct-16 Nov-16 Dec-16

91

Jan-17

Feb-17 Mar-17 Apr-17
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IMMUNISATION KEY PERFORMANCE INDICATORS
4. HPV Vaccine Annual Survey
4.1 Routine Vaccination 12-13 year olds School Year 8 - Dose 1 & 2 (Academic Year 01 Sept - 31 Aug) & 13-14 Yr Olds School Year 9 - Dose 1 & 2
2014/15 - Note the target 90% is to be completed within 24 months in this new schedule
Cohort 12:
(01/09/2001 31/08/2002)
2015/16
2014/15
2015/16
Current Year 10
Year 8
Year 9
(Data at end of Yr 9)
Vaccinated Vaccinated Vaccinated Vaccinated Vaccinated Vaccinated
with at least with 2 Doses with at least with 2 Doses with at least with 2 Doses
1 Dose
1 Dose
1 Dose
Cohort 13:
(01/09/2002 - 31/08/2003)

LOCAL AUTHORITY

Cheshire East
Cheshire West & Chester
Warrington
Wirral
Halton
Knowsley
Liverpool
Sefton
St Helens
Cheshire
Merseyside
England

92.7%
94.6%
88.1%
94.9%
93.9%
97.3%
92.9%
94.1%
93.3%
92.8%
93.8%
89.4%

n/a
n/a
n/a
91.7%
89.5%
82.2%
87.9%
90.1%
86.2%
n/a
87.9%
n/a

87.8%
92.8%
88.1%
88.2%
89.7%
91.4%
94.9%
93.1%
88.7%
89.3%
92.6%
87.0%

n/a
n/a
n/a
n/a
n/a
79.9%
84.8%
87.6%
n/a
n/a
n/a
n/a

92.7%
94.7%
92.8%
94.9%
92.7%
93.2%
91.7%
93.4%
93.4%
93.9%
92.6%
90.2%

82.0%
92.4%
87.6%
91.7%
91.3%
89.9%
87.6%
90.4%
89.1%
88.4%
89.2%
85.1%

The HPV programme changed in 2014 to a two dose programme, with the flexibility of a time interval of 6 to 24 months between dose one and dose
two. Some Providers offer dose one in Year 8 and return to offer dose two 12 months later in Year 9, while others offer the two doses within the
same Year 8 academic year. Therefore data is reported upon using birth cohorts. The above report shows girls who are currently in school Years 9
and 10, with the data obtained in autumn 2016. The current Year 8 girls (cohort 14: dob 01/09/03 to 31/08/04) have been offered the HPV vaccine
throughout this academic year and the data will be reported on in autumn 2017.

5. 0-5 Years Routine Immunisations (COVER)
5.1 Diphtheria, Tetanus, Polio, Pertussis, Hib (DTaP/IPV/Hib)
12 Month Olds - Primary - Target 95%
Q4
Q1
Q2
2014/15
2015/16
2015/16
CCG
98.0%
95.9%
97.0%
Eastern Cheshire CCG
96.3%
95.3%
94.3%
South Cheshire CCG
97.9%
95.4%
97.7%
Vale Royal CCG
96.5%
97.4%
97.7%
Warrington CCG
96.4%
97.6%
94.8%
West Cheshire CCG
96.1%
96.8%
95.7%
Wirral CCG
95.4%
95.0%
96.7%
Halton CCG
93.6%
95.1%
95.3%
Knowsley CCG
95.5%
95.7%
94.7%
Liverpool CCG
93.4%
90.5%
95.0%
South Sefton CCG
96.7%
95.1%
95.5%
Southport & Formby CCG
93.2%
92.9%
92.3%
St Helens CCG
96.7%
96.4%
96.0%
Cheshire, Warrington & Wirral
95.0%
94.4%
94.8%
Merseyside
94.1%
97.3%
96.8%
England

Q3
2015/16
96.5%
96.8%
97.5%
95.5%
96.0%
97.2%
95.6%
93.8%
95.0%
94.2%
95.6%
89.3%
96.5%
94.0%
93.8%

92

Q4
2015/16
96.1%
95.1%
98.5%
96.6%
96.8%
95.4%
95.2%
97.0%
94.1%
92.6%
97.2%
90.8%
96.2%
94.2%
93.2%

Q1
2016/17
95.6%
97.2%
98.2%
97.6%
96.8%
96.1%
95.4%
94.4%
93.3%
93.7%
96.9%
87.4%
96.7%
93.3%
93.6%

Q2
2016/17
96.8%
95.4%
96.6%
96.0%
96.8%
97.3%
95.5%
93.6%
95.1%
90.1%
95.4%
88.3%
93.3%
96.6%
92.9%

Q3
2016/17
95.7%
95.6%
96.3%
96.8%
96.3%
95.3%
96.2%
91.3%
94.8%
90.8%
95.6%
93.2%
95.9%
93.8%
93.4%

Trend
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5.2 Mumps, Measles & Rubella (MMR)
Percentage of Children Immunised by their 2nd birthday 1st Dose - Target 95%
Q4
Q1
Q2
Q3
2014/15
2015/16
2015/16
2015/16
CCG
96.2%
90.4%
94.6%
94.7%
Eastern Cheshire CCG
92.7%
93.9%
93.5%
91.5%
South Cheshire CCG
97.3%
96.1%
94.8%
97.8%
Vale Royal CCG
94.1%
95.2%
93.4%
94.4%
Warrington CCG
94.9%
95.6%
94.6%
95.7%
West Cheshire CCG
97.2%
94.6%
95.7%
94.0%
Wirral CCG
94.3%
92.9%
87.8%
92.2%
Halton CCG
95.4%
95.0%
93.2%
91.8%
Knowsley CCG
93.7%
94.5%
93.0%
93.9%
Liverpool CCG
92.1%
89.0%
96.0%
92.3%
South Sefton CCG
92.8%
93.7%
94.7%
94.2%
Southport & Formby CCG
91.9%
93.3%
91.0%
91.3%
St Helens CCG
95.4%
94.3%
94.5%
94.4%
Cheshire, Warrington & Wirral
94.2%
93.5%
92.6%
92.9%
Merseyside
92.0%
97.5%
96.3%
91.4%
England

Q4
2015/16
95.2%
94.2%
95.4%
94.8%
93.9%
96.1%
94.9%
93.5%
92.9%
92.2%
95.3%
88.4%
95.0%
92.6%
91.5%

Q1
2016/17
94.3%
93.1%
95.3%
94.1%
96.3%
95.3%
95.9%
93.2%
92.3%
93.0%
92.1%
87.4%
94.8%
92.2%
91.7%

Q2
2016/17
93.8%
94.3%
94.9%
96.2%
94.6%
96.0%
95.0%
93.4%
92.1%
92.5%
95.2%
89.2%
92.5%
95.1%
91.2%

Q3
2016/17
93.3%
94.5%
95.4%
92.1%
94.0%
95.6%
95.6%
92.2%
92.9%
89.6%
95.0%
87.9%
94.1%
92.2%
91.6%

5.3 Diphtheria/Tetanus/Polio/Pertussis
Percentage of Children Immunised by their 5th birthday Booster - Target 95%
Q4
Q1
Q2
Q3
2014/15
2015/16
2015/16
2015/16
CCG
88.9%
90.5%
90.2%
89.8%
Eastern Cheshire CCG
92.3%
89.0%
92.1%
91.0%
South Cheshire CCG
95.0%
95.1%
95.2%
94.3%
Vale Royal CCG
89.7%
92.6%
89.9%
90.9%
Warrington CCG
88.4%
92.0%
87.8%
91.7%
West Cheshire CCG
91.7%
93.6%
92.8%
94.9%
Wirral CCG
90.6%
90.6%
90.0%
90.7%
Halton CCG
99.0%
89.5%
91.2%
92.0%
Knowsley CCG
90.1%
91.0%
90.2%
90.0%
Liverpool CCG
91.8%
88.8%
90.6%
92.0%
South Sefton CCG
93.2%
93.7%
89.8%
93.3%
Southport & Formby CCG
89.3%
91.4%
89.5%
89.5%
St Helens CCG
90.7%
92.1%
91.0%
92.2%
Cheshire, Warrington & Wirral
91.8%
90.8%
90.2%
90.8%
Merseyside
95.7%
90.7%
81.1%
87.4%
England

Q4
2015/16
90.6%
90.6%
95.6%
89.9%
93.5%
93.9%
88.6%
92.5%
88.9%
92.9%
93.6%
87.6%
92.3%
90.1%
86.7%

Q1
2016/17
91.7%
90.9%
95.4%
89.5%
95.6%
94.3%
84.2%
90.5%
89.7%
89.7%
92.6%
82.5%
92.8%
88.2%
86.4%

Q2
2016/17
89.5%
88.8%
88.8%
90.2%
91.1%
90.4%
93.2%
84.0%
95.1%
91.1%
93.6%
94.5%
91.7%
89.2%
85.9%

Q3
2016/17
92.5%
91.7%
94.8%
89.6%
94.9%
95.7%
90.0%
84.4%
89.1%
90.2%
95.0%
83.1%
93.4%
88.2%
86.5%

5.4 Mumps, Measles & Rubella (MMR)
Percentage of Children Immunised by their 5th birthday 1st & 2nd Dose - Target 95%
Q4
Q1
Q2
Q3
Q4
2014/15
2015/16
2015/16
2015/16
2015/16
CCG
87.6%
89.0%
89.3%
89.3%
90.1%
Eastern Cheshire CCG
91.4%
87.7%
91.3%
90.5%
89.8%
South Cheshire CCG
94.7%
93.8%
94.2%
93.4%
95.2%
Vale Royal CCG
89.4%
91.1%
88.6%
89.7%
90.1%
Warrington CCG
87.4%
91.9%
86.6%
90.9%
92.2%
West Cheshire CCG
91.9%
93.1%
92.2%
94.0%
93.7%
Wirral CCG
89.1%
89.0%
90.2%
90.7%
89.7%
Halton CCG
98.6%
93.0%
92.5%
93.0%
93.7%
Knowsley CCG
89.1%
90.1%
89.1%
88.7%
88.0%
Liverpool CCG
91.8%
87.9%
89.5%
91.6%
92.4%
South Sefton CCG
91.2%
93.7%
88.8%
93.3%
92.6%
Southport & Formby CCG
88.9%
90.4%
88.4%
90.0%
89.0%
St Helens CCG
90.2%
91.1%
90.1%
91.4%
91.8%
Cheshire, Warrington & Wirral
91.2%
90.4%
89.6%
90.4%
90.1%
Merseyside
88.6%
90.7%
86.3%
87.6%
88.2%
England

Q1
2016/17
91.0%
91.1%
95.4%
91.2%
95.3%
93.6%
89.0%
91.6%
89.2%
89.5%
91.6%
89.6%
92.8%
89.8%
88.1%

Q2
2016/17
88.7%
90.4%
95.1%
90.6%
92.3%
93.9%
89.3%
89.9%
89.7%
89.3%
91.9%
86.2%
89.3%
91.8%
87.3%

Q3
2016/17
91.7%
92.1%
94.8%
89.9%
94.6%
95.2%
90.4%
84.6%
88.3%
89.0%
94.3%
84.5%
93.2%
88.0%
87.8%
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Trend

Trend

Trend
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6. Shingles Vaccine Coverage
6.1 Shingles Vaccine Coverage - % Of Cohort Vaccinated
% of Patients Vaccinated

CCG

01 September 2013 31 August 2014

01 September 2014 31 August 2015

01 September 2015 31 August 2016

% of Cohort Vaccinated

% of Cohort Vaccinated

% of Cohort Vaccinated

Registered
Registered
Registered
Registered
Registered
Registered
Patients Aged Patients Aged Patients Aged Patients Aged Patients Aged Patients Aged
70 Years
79 Years
70 Years
79 Years
70 Years
79 Years

65.2%
59.7%
56.7%
53.5%
61.0%
59.2%
37.5%
54.4%
51.1%
47.6%
62.3%
58.3%
59.7%
53.0%
54.9%

64.8%
62.0%
56.6%
48.4%
66.2%
56.1%
38.9%
55.1%
54.2%
45.7%
63.2%
57.4%
59.6%
53.8%
55.5%

7.1 Prenatal Pertussis Vaccination
Percentage of Pregnant Women Receiving Pertussis Vaccination in the 14 Wks prior to Delivery
Aug
Sept
Oct
Nov
Dec
2016
2016
2016
2016
2016
CCG
80.5%
62.2%
82.8%
*
81.7%
Eastern Cheshire CCG
78.7%
81.7%
82.1%
*
79.0%
South Cheshire CCG
78.4%
78.1%
82.1%
*
82.6%
Vale Royal CCG
80.0%
79.6%
78.7%
*
81.9%
Warrington CCG
75.0%
66.7%
64.2%
*
78.5%
West Cheshire CCG
67.5%
76.9%
71.1%
*
85.3%
Wirral CCG
81.4%
62.5%
83.3%
*
80.0%
Halton CCG
73.0%
85.5%
83.9%
*
79.5%
Knowsley CCG
69.3%
60.7%
67.1%
*
68.0%
Liverpool CCG
81.7%
80.9%
79.8%
*
85.3%
South Sefton CCG
76.6%
69.0%
85.4%
*
66.0%
Southport & Formby CCG
78.7%
80.2%
77.3%
*
77.8%
St Helens CCG
76.4%
73.8%
75.4%
*
81.3%
Cheshire, Warrington & Wirral
74.6%
70.3%
76.5%
*
74.0%
Merseyside
70.1%
71.4%
73.8%
*
76.2%
England

Jan
2017
76.1%
81.9%
82.0%
81.3%
84.3%
81.3%
74.6%
76.3%
73.0%
75.4%
79.5%
82.8%
81.5%
76.0%
75.3%

Eastern Cheshire CCG
South Cheshire CCG
Vale Royal CCG
Warrington CCG
West Cheshire CCG
Wirral CCG
Halton CCG
Knowsley CCG
Liverpool CCG
South Sefton CCG
Southport & Formby CCG
St Helens CCG
Cheshire, Warrington & Wirral
Merseyside
England

64.7%
67.0%
58.2%
64.2%
68.3%
59.7%
62.8%
56.0%
53.7%
53.7%
64.5%
59.9%
63.9%
57.7%
61.8%

65.3%
61.7%
53.5%
64.4%
63.9%
59.0%
49.8%
56.6%
50.7%
49.9%
63.0%
55.7%
61.9%
54.3%
59.6%

64.9%
64.0%
62.4%
60.8%
61.1%
61.6%
50.9%
56.9%
56.0%
56.8%
60.7%
61.5%
62.4%
57.4%
59.0%

67.6%
63.3%
54.8%
60.0%
64.6%
61.8%
50.7%
61.3%
55.0%
52.8%
64.2%
60.2%
63.0%
57.4%
58.5%

7. Prenatal Pertussis Vaccination

Feb
2017
80.3%
85.0%
85.7%
80.9%
78.2%
77.6%
80.3%
71.4%
71.3%
83.6%
84.2%
75.0%
80.7%
75.1%
73.5%

March
2017
75.2%
81.5%
82.8%
79.7%
80.1%
70.2%
62.1%
75.0%
66.6%
78.9%
87.5%
65.1%
78.0%
70.1%
72.6%

Trend

8. Pneumococcal (PPV) Vaccine Campaign
8.1 Pneumococcal Immunisation Vaccine Coverage
Patients Over 65 Receiving the Pneumococcal Vaccine
2013/14

CCG

Eastern Cheshire
South Cheshire
Vale Royal
Warrington
Western Cheshire
Wirral
Halton CCG
Knowsley CCG
Liverpool CCG
South Sefton CCG
Southport & Formby CCG
St Helens CCG
Cheshire, Warrington & Wirral
Merseyside

2014/15

2015/16

2016/17

Received the
Received the
Received the
Received the
vaccine
Received the
vaccine
Received the
vaccine
Received the
vaccine
Received the
between 01 vaccine anytime between 01 vaccine anytime between 01 vaccine anytime between 01 vaccine anytime
April 2013 and up until the 31 April 2014 and up until the 31 April 2015 and up until the 31 April 2016 and up until the 31
31 March 2014 March 2014 31 March 2015 March 2015 31 March 2016 March 2016
31 March 2017 March 2017
% of Patients

% of Patients

% of Patients

% of Patients

% of Patients

% of Patients

% of Patients

% of Patients

4.2%
4.0%
4.3%
3.6%
5.9%
4.5%
3.4%
4.4%
4.5%
3.8%
3.8%
4.5%
4.5%
4.2%

71.0%
72.7%
74.1%
68.2%
72.1%
69.6%
71.2%
77.6%
70.0%
70.9%
67.9%
74.4%
70.9%
71.7%

5.7%
5.0%
5.0%
4.5%
5.9%
5.1%
4.3%
6.0%
5.6%
5.2%
5.0%
5.4%
5.3%
5.4%

73.4%
74.1%
75.2%
69.2%
75.0%
70.7%
70.8%
79.4%
72.0%
72.3%
69.3%
76.7%
72.6%
73.3%

5.7%
4.0%
5.3%
4.3%
5.1%
5.6%
2.8%
6.3%
4.7%
6.8%
3.7%
4.6%
5.1%
4.8%

75.0%
74.1%
75.3%
69.9%
74.9%
72.2%
70.4%
81.0%
73.4%
70.9%
76.1%
72.0%
73.4%
73.7%

5.8%
4.0%
5.3%
3.8%
5.2%
5.6%
2.9%
6.2%
4.9%
6.5%
3.8%
4.5%
5.1%
4.8%

75.5%
73.6%
75.2%
68.7%
74.6%
71.9%
70.3%
80.7%
73.6%
71.6%
76.0%
71.4%
73.0%
73.5%
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9. Meningococcal B Vaccination Coverage Estimates
9.1 Meningococcal B Vaccination Coverage Estimates
Men B vaccine coverage for one and two doses (%), for infants assessed at six months of age.
Apr-16
CCG

Eastern Cheshire
South Cheshire
Vale Royal
Warrington
Western Cheshire
Wirral
Halton CCG
Knowsley CCG
Liverpool CCG
South Sefton CCG
Southport & Formby CCG
St Helens CCG
Cheshire, Warrington & Wirral
Merseyside
England

May-16

Jun-16

Jul-16

%
vaccinated
with one
dose

%
vaccinated
with two
doses

%
vaccinated
with one
dose

%
vaccinated
with two
doses

%
vaccinated
with one
dose

%
vaccinated
with two
doses

%
vaccinated
with one
dose

94.2%
97.4%
97.4%
98.4%
96.4%
96.6%
96.4%
99.3%
93.1%
99.1%
98.7%
98.9%
96.7%
96.4%
95.5%

94.7%
90.3%
91.0%
93.8%
91.0%
85.9%
90.5%
84.5%
81.5%
82.1%
93.4%
92.9%
90.7%
85.9%
87.9%

95.0%
96.8%
98.9%
98.4%
96.3%
97.0%
96.0%
94.6%
94.7%
95.2%
98.4%
98.4%
96.9%
95.8%
95.6%

91.2%
86.5%
91.1%
94.1%
93.1%
91.7%
86.3%
83.7%
85.2%
84.8%
93.5%
88.0%
91.6%
86.0%
88.8%

97.1%
96.6%
98.5%
98.9%
93.8%
96.8%
97.1%
98.0%
96.1%
97.9%
97.0%
99.3%
96.7%
97.2%
95.8%

91.9%
91.0%
94.0%
90.5%
88.5%
89.2%
85.3%
88.8%
86.9%
82.1%
83.6%
88.3%
90.2%
86.3%
89.0%

98.9%
96.8%
98.4%
95.8%
97.1%
98.7%
98.1%
97.5%
95.6%
98.9%
96.9%
98.1%
97.7%
96.9%
96.2%

Aug-16

%
vaccinated % vaccinated % vaccinated
with two
with one
with two
doses
dose
doses

95.4%
86.3%
88.7%
92.7%
93.1%
89.4%
95.3%
83.2%
87.7%
90.9%
90.6%
88.0%
91.4%
88.6%
89.1%

98.8%
95.8%
96.2%
95.6%
97.9%
96.5%
98.3%
99.4%
96.9%
94.2%
96.8%
98.7%
96.8%
97.3%
95.8%

93.3%
89.2%
88.6%
88.0%
92.1%
89.5%
90.5%
87.6%
87.2%
83.9%
91.4%
92.2%
90.2%
88.3%
87.8%

10. Rotavirus Vaccine Coverage
10.1 Rotavirus Vaccine Coverage
Monthly rotavirus vaccine coverage (%), for children who had reached 25 weeks of age
Mar-16
Apr-16

CCG
Eastern Cheshire CCG
South Cheshire CCG
Vale Royal CCG
Warrington CCG
West Cheshire CCG
Wirral CCG
Halton CCG
Knowsley CCG
Liverpool CCG
South Sefton CCG
Southport & Formby CCG
St Helens CCG
Cheshire, Warrington & Wirral
Merseyside
England

May-16

Jun-16

Jul-16

%
%
%
%
%
%
%
%
vaccinated vaccinated vaccinated vaccinated vaccinated vaccinated vaccinated vaccinated % vaccinated % vaccinated
with dose 1 with dose 2 with dose 1 with dose 2 with dose 1 with dose 2 with dose 1 with dose 2 with dose 1 with dose 2
of Rotarix® of Rotarix® of Rotarix® of Rotarix® of Rotarix® of Rotarix® of Rotarix® of Rotarix® of Rotarix® of Rotarix®

96.8%
91.8%
95.3%
96.6%
95.8%
95.2%
92.6%
94.4%
87.7%
91.7%
91.1%
96.2%
95.3%
91.4%
93.5%

95.7%
84.9%
92.9%
94.9%
89.5%
89.5%
92.6%
90.1%
81.0%
85.4%
86.7%
90.8%
90.9%
86.2%
89.0%

97.9%
96.1%
94.9%
97.1%
96.9%
94.1%
92.5%
94.9%
89.5%
93.3%
96.1%
96.5%
96.1%
92.7%
93.8%

94.3%
92.1%
93.7%
96.6%
92.9%
88.6%
89.2%
87.7%
81.1%
91.4%
90.8%
91.4%
92.5%
86.5%
89.3%

95

96.1%
93.9%
98.8%
98.3%
95.5%
95.4%
98.2%
93.0%
94.7%
94.9%
93.1%
95.1%
96.0%
94.8%
94.1%

89.4%
89.2%
92.9%
94.8%
91.1%
92.8%
93.6%
88.5%
89.6%
90.5%
86.2%
91.8%
91.7%
90.2%
89.9%

96.8%
96.6%
98.5%
96.7%
93.4%
95.4%
95.8%
97.4%
92.9%
95.2%
94.9%
95.2%
95.8%
94.7%
94.2%

91.1%
95.2%
94.0%
94.5%
85.2%
91.9%
93.8%
88.9%
88.9%
86.9%
91.0%
91.2%
91.6%
89.5%
90.1%

96.7%
95.8%
95.8%
98.7%
96.1%
97.9%
98.3%
95.9%
94.0%
93.4%
96.7%
96.0%
97.0%
95.2%
94.6%

93.4%
91.0%
93.7%
96.1%
91.8%
94.4%
96.6%
88.4%
89.4%
87.6%
94.6%
91.5%
93.5%
90.6%
90.5%
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Report to Governing Body
Date of Meeting:

8th November 2017

Governing Body Member Lead:

Clinical Chief Executive

Accountable Director:

Deputy Chief Executive

Report Title:

Performance Update

Item for: Decision

Assurance

x

Information

x

(Please insert X as
appropriate)

This report supports the following CCG Strategic Objectives.
appropriate.
Strategic
Objectives

Governance
and Risk

1.
2.
3.
4.

Please insert ‘x’ as

To deliver financial sustainability
To deliver improvements through system redesign and in priority areas.
To deliver improved outcomes for patients
To develop primary care capacity and capability as system leaders

x
x

Does this report provide assurance against any of the risks identified in the Assurance
Framework?
C1
C4
D1

Failure to commission effective services that improve quality and outcomes for
patients.
Failure to commission services that reduce health inequalities within the CCGs
local economy.
Failure to meet statutory duties and act in accordance with the CCG
constitution.

What level of assurance does it provide?
Limited – primarily as there are some constitutional targets that continue to
underperform.
Is this report required under NHS guidance or for statutory purpose?
No

Purpose of this paper
The purpose of this report is to;
• Provide the Governing Body with an update on current performance against key constitutional
standards and the Quality Premium 2017/18.
• Update the Governing Body in relation to progress with the latest IAF plan approved at the
Quality and Performance Committee.
• Update the Governing Body on the IAF Q1 performance meeting and Q2 call and planned
changes to the IAF process for 2017-18
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• Summarise the key performance issues, including scrutiny of the operational plan, reviewed at
the Quality and Performance Committee.

Further explanatory information required:

Does this paper link to any of the
10 key themes of the CCG’s
Improvement Plan. If yes, please
specify.

Yes – the Improvement Plan themes are mapped to the
Operational Plan for 2017-19 which incorporates key
performance indicators/IAF metrics.

How will this benefit the health and
wellbeing of St Helens residents or
the Clinical Commissioning
Group?

The intention of the IAF is to use national benchmarking
data intelligently to drive up the performance of services
commissioned by CCGs.
By making progress and
demonstrating improvement in performance, the quality of
services to patients and service users will improve.

Please describe any possible
Conflicts of Interest associated
with this paper.

None identified in compiling this report

Please identify any current
services or roles that may be
affected by issues within this
paper.

Addressing the measures reported as “underperforming”
should result in an improvement in clinical services
delivered to patients. Since the Governing Body last
received a performance update the Quality and
Performance Committee has considered progress against
the Operational Plan in relation to Primary Care in October
and at the November meeting the Effective Organisation
component of the Operational Plan and a report relating to a
survey carried out of IAPT services.
• There is a continued risk to the reputation of the
CCG where poor performance is highlighted and
then not improved upon.
• The CCG needs to strive to demonstrate continuous
improvement in the areas identified by NHSE as
underperforming. Many of the themes are not new
and are the focus of on-going commissioning work to
drive improvement. Those actions are summarised
in the refreshed overarching Action Plan that is
owned by the Quality and Performance Committee
with clear officer and clinical leadership to ensure
continued focus on improvement and mitigate risks.
• The IAF and metrics relating to the 6 clinical areas
are heavily data driven therefore the risk of poor
data quality is a key issue for the CCG. It is in the
interests of the CCG to ensure that providers are
submitting high quality data to the Unify system. The
CCG is also working closely with the CSU to drive
up the quality of reporting. This is a continuous
process.
• There is a reputational risk to the CCG of the Quality
Premium not being achieved. There is also financial
risk in not achieving the Quality Premium income.
These could be mitigated by preparing action plans

What risks may arise as a result of
this paper? How can they be
mitigated?
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to improve CCG performance in the underperforming
areas. However, there is a limitation in that the CCG
has to achieve its financial plans in order to qualify to
receive any Quality Premium income.

1. Executive Summary

1.Constitutional targets – performance year to date
The most current Constitutional performance is summarised at Appendix 1. The following
areas have been identified as underperforming:
o

Patients should be admitted, transferred or discharged within 4 hours of their arrival
at an A&E department – St. Helens CCG failed the in-month target for Sept 17 performing
at a rate of 92.27% which fell considerably from August’s figure of 93.71%, and still trails the
national target of 95% which is targeted to be achieved by the end of March 2018. St
Helens CCG are currently working with the Trust on Delayed Transfers of Care (DTOCs) as
it is understood there is a correlation between these and failure of the 4 hour wait target.
Other non-elective schemes to assist A&E are the Care home Telemedicine Pilot, Hospital
Avoidance Car, CAS, EMIS Implementation, Primary Care Streaming, WiC (low risk cardiac
chest pain) and SPA.

o

Maximum two month (62-day wait from urgent GP referral to first definitive treatment
for cancer) – St. Helens CCG failed the in-month target for this indicator by performing at
81.63% in August 17 which is a slight increase in performance from the previous month
(July 79.59%) but still short of the national target of 85%. The Urology pathway is being
discussed at national level regarding changes which, if agreed, may then allow Trusts to
pause the wait time clock whilst patients consider their treatment options. At the next
monthly Cancer Breach meeting individual breaches will be discussed in more detail and
actions agreed.

Freeze in reporting as announced by NWAS:
*Due to the Ambulance Response Programme which was implemented within NWAS at
10am on 7th August, incident classification and response measures have fundamentally
changed. This means that Reds/Greens calls or measuring 8/19 minute response times are
no longer possible or relevant. Reports are currently being re-engineered but this is likely to
take some time. At the last contract and commissioning group, it was agreed there would
be a grace period of three months where existing outputs would be frozen until such time
as replacements could be devised and built. Northwest Ambulance Service are using this
time as an opportunity to review all current outputs and developing a new suite of reports”.
In order to provide some level of assurance to the Governing Body, the CCG has contacted the
lead commissioner for NWAS to ascertain whether any level of intelligence will be made available
as an interim measure.

o

Category A Ambulance Calls – Red 1 & Red 2 (within 8 minutes) – St. Helens CCG
failed both of the above measures in July 17. Red1 achieved 70.75% which was a marked
improvement on the previous month in which the CCG performed at 49.30%. Red 2
achieved 63.73% which decreased slightly from June 17 in which the CCG performed at
65.20%. Both measures are falling short of their target of 75%.

o

Category A Ambulance Calls resulting in ambulance arriving at the scene within 19
minutes – St. Helens CCG failed this measure for in July 17 by performing at 93.54%
against a target of 95%. Subsequently, the indicator is failing its year to date target. There is
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a national ambulance response programme to improve performance and this is covered in a
separate item on the agenda. There are also a range of local initiatives underway with
NWAS and STHK Trust.

2

Quality Premium 2017/18 – Performance
Quality Premium performance overlaps with certain constitutional standards and targets.
Current performance is illustrated at Appendix 2. Based on the latest data available, St.
Helens CCG could achieve £72,580 if performance were to continue in this manner. Areas
underperforming within our Quality Premium 2017/18 measures are as follows:
o
o

o

o

o

Positive NHS CHC checklist within 28 days – As of Quarter 1 17/18, 59% of assessments
were completed within 28 days against a target of >80%.
Reduction in the number of E-coli infections – The year to date performance as at
September 17 is 108 cases against a target of 90. Current performance indicates a year
end performance of 216 cases against a target of 181 cases or less.
Sustained reduction of appropriate prescribing in primary care items – Rolling 12
month performance is at 1.409 per STAR-PU against a target of 1.161 or less. Whilst
performance has slightly improved compared to previous month’s data, this represents a
risk to St Helens CCG.
A&E 4 hour waits – As of September 17, A&E 4 hour waits continues to fall adversely
below target performing at 92.27% against a national target of 95%. This has worsened
from the August 17 figure of 93.7%.
Cancer – Two month referral to first treatment – As of August 17, this measure is
considered to have a moderate risk of failure due to 16/17’s average of 85.2%. In the latest
monthly performance period, St. Helens CCG failed this measure with a figure of 81.63%
against a target of 85% and still trails the year to date target.

3. Improvement and Assessment Framework
3.1 Update from Quality and Performance Committee
The Quality and Performance Committee receive a monthly report on IAF performance by
exception.
Based on the most current intelligence available the following measures are under performing:

3.1.1 General Measures
At the September 17 meeting, the following areas were reported as underperforming:
•
•
•
•
•
•
•
•
•
•
•
•
•

Maternal smoking at delivery
% children aged 10-11 classified as overweight or obese (Council District Level Not CCG)
% deaths which take place in hospital
% patients admitted, transferred or discharged from A&E within 4 hours
Patient experience of GP services
Financial plan
Long Term Conditions patients feeling in control of their condition
Appropriate Antibiotic Prescribing
Quality of Life of Carers
Cancers diagnosed at early stage
Annual Health Checks
Emergency Admissions for UC Sensitive Conditions
Emergency Bed Days
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•
Management of long term conditions - Unplanned hospitalisation for chronic ambulatory
care sensitive conditions
•
Primary Care Workforce
•
People offered choice of provider and team when referred for a 1st elective appointment
•
Improving access to psychological therapies recovery rate
•
Inequality in emergency admissions for urgent care sensitive conditions
•
One-year survival from all cancers
As of October all of these measures remain red with two measures also declining in performance:
o
o

Inequality in unplanned hospitalisation for chronic ambulatory care sensitive conditions –
local
People with urgent GP referral having 1st definitive treatment for cancer within 62 days of
referral

The falls metric which has fluctuated in year did achieve at year end; the Governing Body
previously had sight of the IAF year-end assessment of falls which was based on Q3 data and not
year-end data.

3.1.2 SMT Review of Failing Measures
The SMT meeting on 7th September received a summary of failing IAF measures. The members
were asked to review the list and come to a consensus about which measures would be subject to
action planning going forward during the remainder of 17/18. The table at Appendix 3 summarises
the measures selected and whether there is an existing action plan. This was signed off by Quality
& Performance Committee on 11th October 2017. In addition, the Committee agreed to receive IAF
performance by exception on a bi-monthly basis going forward.

3.1.3 Further Assurance
At the Members Council in November the membership will receive information and a presentation
relating to IAF performance. The Chair of the Quality and Performance Committee will then lead a
focussed discussion on those measures where performance in Primary Care impacts on the IAF
and the measures that can be taken to help drive improvement. This relates for example to the
prescribing of anti-biotics and unplanned spells of hospitalisation. The CCG is also currently
engaged in a series of visits to practices targeted at those with the highest levels of AED
attendance and unplanned admissions and readmissions. The aim is to share best practice and to
seek measures to support practices to improve performance which in turn will lead to improvements
for the CCG overall.
The committee has a planned schedule of Operational Plan areas and receives an update on a
different area at each meeting to provide continuous scrutiny and assurance in relation to the
delivery of the Operational Plan. Appendix 4 summaries the activity of the committee since
publication of the plan. The most recent areas of focus have been Primary Care in October 2017
with Effective Organisation being presented at the November meeting. The Committee also
receives ad hoc reports and presentations throughout the year. For November 2017 the committee
received an update in relation to a survey carried out relating to IAPT services.
3.2 IAF 2017-18 – reviews carried out by NHSE Year to Date
Performance against the IAF measures is assured by NHSE and the year-end position for the CCG
has been reported previously to the Governing Body. For 2017-18 NHSE have signaled the
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intention to manage the assurance process on a wider footprint, for our CCG the Alliance LDS.
Executive level officers from the CCG attended a joint meeting with NHSE to consider Quarter 1
performance in September 2017. The following summarises the key issues that were discussed;
•

•
•
•
•

The 2017-18 IAF measures have not been published and CCGs are expected to continue to
work to the 2016-17 framework. The view from NHSE is that changes should be incremental
only but could change to reflect STP developments. The revised KPIs are expected
imminently now.
There will be a further assurance meeting at year end held at LDS level but annual
assessment will be at CCG level and focused on key lines of enquiry on an exception basis.
Performance calls will be held in the interim at an LDS level.
Critical areas are AED/Winter, delivery of financial targets for 2017-18 and the quality of
CCG Leadership which will be linked very closely to delivery of financial targets
NHSE view the biggest challenge as developing Primary Care at scale and developing an
integrated approach. Primary Care access for urgent appointments is an LDS wide issue.
Children and Young People’s Mental Health is emerging as an area of focus across the
LDS. The CCG is currently in the process of redesigning CYPMH services in line with the
“Thrive” model

In relation to Quarter 2 performance a teleconference was arranged by NHSE which the CCG
participated in with other Alliance CCG members.
Discussions focused on areas of constitutional performance on an exception basis only for each
CCG. For St Helens CCG the key lines of enquiry included AED performance, Cancer 62 day target
and DTOC trajectories. NHSE recognised that the CCG has a comprehensive Winter plan in place
including early development of GP streaming in AED.
NHSE have been encouraging CCGs to submit revised activity trajectories, particularly in relation to
elective care plans. The CCG has resisted this to date as there is a risk that re profiling plans may
mask financial pressures and divert from plan trajectories agreed with provider Trusts. Also there is
still some concern that activity transferred from Specialised to secondary care due to changes in
identification rules (IR) for 2017-18 is exceeding the levels indicted by NHSE. Until this matter is
resolved with a reconciliation exercise it would not be prudent to amend plans. NHSE are satisfied
with this approach.
Six Clinical Priority Areas
As previously reported to date NHSE have published assessments in relation to 3 out of the 6
areas being; Dementia, Cancer and Mental Health. For 2016-17 the CCG was assessed as “good”
in relation to Dementia and Cancer performance with Mental Health assessed as “requires
improvement”.
The three outstanding areas have not yet been published for 2016-17 – diabetes, learning
disabilities and maternity care. There is no intelligence from NHSE relating to likely publication
date.

5

Background and Update

The IAF is the tool which NHSE use to measure performance across all CCGs.
6

Next Steps

The Quality and Performance Committee will receive an IAF update on a bi-monthly basis in order
to enable it to effectively challenge current performance levels and direct improvement. Particular
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focus and attention will be given to the priority subset of IAF measures for the remainder of 17/18.
7

Recommendations

The Governing Body is requested to:
1- Review the report noting current performance levels.
2- Make any suggestions or give direction to the Quality and Performance Committee in
relation to areas which are performing less well or request any additional remedial actions
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DOCUMENT DEVELOPMENT
Process

Yes

No

Public Engagement (please detail the method i.e.
survey, event, consultation)

Clinical Engagement (please detail the method i.e.
survey, event, consultation)

X

Has ‘due regard’ been given to Equality
Analysis (EA) and any adverse impacts? (Please

X

detail outcomes, including risks and how these will
be managed)

Not
Comments & Date
applicable (i.e. presentation, verbal, actual report)
Year end IAF performance is available
X
publically via MyNHS website
Clinical leads assigned to each area of
IAF/Clinical Areas and will provide input
to deliver the Action Plan which will be
scrutinised at the Quality and
Performance Committee
In the event that any commissioning
changes/actions emanate from
performance reporting would be subject
to EA in the usual manner

Outcome

Action plan presented to Quality
and Performance Committee and
routinely reviewed by that
committee

N/A

Legal Advice Sought
X
Presented to any other groups or committees
including Partnership Groups – Internal/External
(please specify in comments)

X

The information presented in the
appendices is available to the Quality &
Performance committee

Note: Please ensure that it is clear in the comments and date column how and when particular stakeholders were involved in this work and ensure there is clarity in the outcome column showing
what the key message or decision was from that group and whether amendments were requested about a particular part of the work.
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Appendix 1 – Constitutional measures
KPI Area
Referral to
Treatment

Diagnostics

KPI Name
RTT Incomplete Pathways
52 Week Waiters
Patients waiting for a diagnostic test should have
been waiting less than 6 weeks from referral

Patients should be admitted, transferred or
discharged within 4 hours of their arrival at an
A&E department
A&E Waits
Number of waits from decision to admit to
admission (trolley waits) over 12 hours STHK
ONLY
Maximum two-week wait for first outpatient
appointment for patients referred urgently with
suspected cancer by a GP
Cancer - 2 Weeks Maximum two-week wait for first outpatient
appointment for patients referred urgently with
breast symptoms (where cancer was not initially
suspected
Maximum one month (31-day wait from diagnosis
to first definitive treatment for all cancers)

Cancer - 31 days

Maximum 31-day wait for subsequent treatment
where that treatment is surgery
Maximum 31-day wait for subsequent treatment
where that treatment is an anti-cancer drug
regimen
Maximum 31-day wait for subsequent treatment
where the treatment is a course of radiotherapy

Target

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

YTD

92%

93.04%

93.18%

93.44%

93.27%

93.24%

93.05%

-

-

-

-

-

-

93.21%

0

0

0

0

0

0

0

-

-

-

-

-

-

0

Below
1%

0.22%

0.21%

0.31%

0.38%

0.55%

0.50%

-

-

-

-

-

-

0.36%

95%

92.68%

90.06%

91.15%

93.13%

93.71%

92.27%

-

-

-

-

-

-

92.17%

0

0

0

0

0

0

0

-

-

-

-

-

-

0

93%

95.61%

95.45%

95.71%

92.95%

95.08%

-

-

-

-

-

-

-

94.96%

93%

95.08%

92.96%

95.83%

97.47%

98.08%

-

-

-

-

-

-

-

95.82%

96%

97.75%

98.78%

97.73%

98.96%

99.10%

-

-

-

-

-

-

-

98.50%

94%

93.33%

100.00%

100.00%

100.00%

100.00%

-

-

-

-

-

-

-

98.65%

98%

100.00%

100.00%

100.00%

100.00%

100.00%

-

-

-

-

-

-

-

100.00%

94%

100.00%

97.14%

97.14%

96.15%

97.06%

-

-

-

-

-

-

-

97.44%

75.68%

79.55%

87.50%

79.59%

81.63%

-

-

-

-

-

-

-

81.06%

100.00%

100.00%

100.00%

80.00%

100.00%

-

-

-

-

-

-

-

96.30%

100.00%

100.00%

85.71%

66.67%

87.50%

-

-

-

-

-

-

-

90.00%

62.07%

66.29%

49.30%

70.75%

70.05%

66.32%

65.20%

63.73%

95.38%

93.78%

94.10%

93.54%

0

0

1

0

Maximum two month (62-day wait from urgent
GP referral to first definitive treatment for
85%
cancer)
Maximum 62-day wait from referral from an NHS
Cancer - 62 days screening service to first definitive treatment for
90%
all cancers
Maximum 62-day wait for first definitive
treatment following a consultant’s decision to
N/A
upgrade the priority of the patient (all cancers)
Category A calls resulting in an emergency
75%
response arriving within 8 minutes (red1)
Category A
Category A calls resulting in an emergency
Ambulance Calls
75%
response arriving within 8 minutes (red2)
(St Helens CCG)
Category A calls resulting in an ambulance
95%
arriving at the scene within 19 minutes
The number of Mixed Sex Accomodation
<5 cases
MSA
breaches
Care Programme Approach (CPA: The proportion
of people under adult mental illness specialties
Mental Health on CPA who were followed up within 7 days of
95%
discharge from psychiatric in-patient care during
the period)
STHK ONLY: All patients who have operations
cancelled, on or after the day of admission
(including the day of surgery, for non-clinical
Cancelled
100%
reasons to be offered another binding date
Operations
within 28 days, or the patient’s treatment to be
funded at the time and hospital of the patient’s

Trend

100%

0

0

63.10%
-

94.16%
0

0

-

92.93%

0

0
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66.22%

0

-

-

-

-

-

-

-

-

-

-

-

-

-

1

96.09%

-

0

Appendix 2 Quality premium shapes
Current Financial Value Achieving Based on Month 6 Position of Known Performance :

QUALITY PREMIUM MEASURES
Domain 1 - Early
Cancer Diagnosis

Domain 2 - GP Access
and Experience

£72,580

LOCALLY SELECTED MEASURES
Domain 6 - RightCare
Indicator Injuries due to falls
per 100,000 population age
65+
(Target 941 admissions at
year end)

Domain 4 - Mental
Health

........................................

At August 2017 on target
with 404 admissions against
the YTD target of 412

Domain 3 Continuing
Healthcare

Domain 3 Continuing
Healthcare

Domain 5 Bloodstream
Infections
Ecoli

(Target >80%)
........................................
At Quarter 1 2017/18
59% of assessments
completed within 28
days

(Target <15%)
........................................
At Quarter 1 2017/18
0% of assessments
completed in an acute
hospital setting

Domain 5 Bloodstream
Infections
(Target 1.539)

Domain 5 Bloodstream
Infections
(Target 6,404)

Domain 5 Bloodstream
Infections
(Target 1.161)

Trimethoprim
Nitrofurantoin - UTI
......................................
At July reporting 1.181
(12 month rollling)

Trimethoprim
Nitrofurantoin - 70
Years+
.................................
At July reporting 5,462
(12 month rolling)

STAR-PU
.....................................
At July reporting 1.409
( 12 month rolling)

CONSTITUTIONAL MEASURES

Maximum 18 weeks
RTT (Incomplete Pathway
92% Standard)
....................................
At August 2017
performance favourably
above target with
93.24%

Cancer 62 day (GP
referral to treatment 85%
Standard)

(Target 181 cases at
year end)

In August 2017
performance adversely
below target with
81.63% and failing YTD
with 81.06%

At September 2017
reporting 108 cases
against the YTD target
of 90

J\St Helens CCG\CORPORATE\Admin\1. Templates\COMMITTEE ADMINISTRATION

105

A&E waits (4hr) 95%
Standard
At September2017
performance adversely
below target with
92.27%

Cat A Ambulance
(Red 1 75% Standard)
At July 2017 adversely
below target with
65.77% YTD

Appendix 3- SMT Review of IAF Measures
Ref

Measure Name

Management Lead

Clinical Lead

Action Plan
Required
Existing action
plan via Falls
Strategy
Group
Existing action
plan

104a Injuries from falls in
Matt Davies
people aged 65 and
over per 100,000
population
105a People offered choice
Ruth Hunter
of provider and team
when referred for a 1st
elective appointment
(e-referral)

Hilary Flett

105c % deaths which take
place in hospital

Helen Williams/Julie
Savage

Paul Rose

106a Inequality in unplanned
hospitalisation for
chronic ambulatory
care

Caroline Lees

Mike Ejouneatse

106b Inequality in
emergency admissions
for urgent care
sensitive conditions
(measured in Absolute
Gradient of Inequality)
107a Anti-microbial
resistance: Appropriate
prescribing of
antibiotics in primary
care
122a Cancers diagnosed at
early stage

Caroline Lees

Mike Ejouneatse

Existing action
plan

Nicola Cartwright

Mike Ejouneatse

Existing action
plan

Ruth Hunter

Paul Rose

122b People with urgent GP
referral having 1st
definitive treatment for
cancer within 62 days
of referral

Ruth Hunter

Paul Rose

New action
plan requiredwill be
developed
following
ratification of
the Strategy in
Oct 17

Hilary Flett
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New action
plan to be
developed
following Oct
Committee
Existing action
plan

123a Improving Access to
Pauline McGrath
Psychological Therapies
recovery rate

Laura Pogue

Existing action
plan

123e Out of areas treatment
for acute mental
inpatient care
transformation

Pauline McGrath

Laura Pogue

Existing action
plan

127b Emergency admissions
for urgent care
sensitive conditions per
100,000 population

Caroline Lees

Mike Ejouneatse

Existing action
plan

127f

Caroline Lees

Mike Ejouneatse

Existing action
plan

Hospital bed use
following emergency
admission
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Appendix 4 – Quality & Performance Committee oversight of operational plan areas
Meeting dates

Operational Plan & Schedule Date

Current status

8 February 2017

Children and Young People’s Mental Health

The QPC received a paper on current
performance of CYPMH services. There was
a robust debate in the committee and
agreement that further work was required to
provide a higher level of assurance.
Commissioners were charged to carry out that
work and report back to the committee at the
April meeting with a clear action plan and
trajectory re improvement

8 March 2017

Planned Care – focus on RTT standards

The QPC received papers from the
commissioning team to provide assurance in
relation to the monitoring and reporting of
RTT. The paper was well received by the
committee and agreed that the
recommendations made in the paper should
be progressed by officers outside of the
meeting. An officer meeting has been held to
progress this and clear actions noted and
agreed.
The CCG is working closely with StHK Trust
in relation to dermatology, ENT and T&O with
good clinical and officer representation from
the Trust in respect of our planned care
programme.

12 April 2017

Patient and Public Engagement
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The committee received a presentation from
the AD Governance. Following discussion and
with input from the Lay Member PPE it was
agreed to carry out further work bringing more
information to the June meeting in relation to
engagement carried out and plans for 201719. This would inform a full discussion and
identification of risk.

Anti-Microbial resistance

Children and Young People’s Mental
Health

Following discussion at the March GB a
bespoke performance report was presented to
the committee and the AMR action plan which
was presented by Public Health. This will be
monitored by the committee. Post meeting a
data quality issue with one practice was
identified which is being addressed and which
will help improve the overall position.
At the April meeting the committee received a
performance update as agreed. This provided
further assurance in relation to current waiting
times for both the 5BPT and Barnardos
services and trajectories to further improve.
The main concern remains the numbers
waiting for the Barnados service and waiting
times. There is a clear and measurable
trajectory to improve significantly by August
2017 and progress will be monitored monthly
by the committee.
The new model of delivery based on “Thrive”
and incorporating both T2 and T3 services will
be agreed by August 2017 to enable reprocurement of the full service. In the interim
performance will be closely monitored.

10 May 2017

Cancer

Report/Presentation R Hunter/P Rose
(following discussion at March GB this area
has been escalated for review at QP Cttee).

Urgent Care – Falls Car Pilot interim
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Interim report on performance of the pilot
scheme

evaluation
14 June 2017

Urgent Care – operational plan priorities

Engagement and Involvement Update

12 July 2017

Mental Health and Learning Disabilities

Detailed report C Lees updating the
committee on progress with the operational
plan in relation to urgent care including the
following areas; urgent care standards and
performance overview, 5 Year FV “next steps”
requirements, mid Mersey AED delivery board
improvement plan, ECIP priority
recommendations, current key projects and
initiatives, primary care attendance and
admissions avoidance workstream
Following on from discussion at the April
meeting the QPC received a further
presentation produced jointly by the Lay
member for PPE and Engagement Manager.
Robust discussion followed relating to how
embedded engagement really is in the
commissioning operations of the CCG and
how improvements could be made. This was
followed up with further discussion at the GB
meeting in June when it was agreed that it
was appropriate to increase the GBAF risk
rating in this area to reflect current risks and
ensure greater scrutiny and development.
Presentation: Pauline McGrath
The QPC received a comprehensive
presentation from PMcG covering all aspects
of adult MH Commissioning and LD and
including key operational plan targets. The
committee requested a further update relating
to IAPT PROMs when available.

13 September 2017

Quality

Discussion led by Lisa Ellis – focus on
AMR/Antibiotic prescribing.
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Deaths in Hospital – QPC received an
updated report relating to current IAF
performance
11 October 2017

Primary Care

Presentation Primary Care lead
Update on AMR/Anti biotic prescribing action
plan following discussion at September
meeting

8 November 2017

Effective Organisation

Presentation A Delea/J Abbott
IAPT – PROMS report follow up from July
QPC meeting

13 December 2017

Equality and Diversity – A Delea

J\St Helens CCG\CORPORATE\Admin\1. Templates\COMMITTEE ADMINISTRATION

111

Presentation A Delea

Report to Governing Body
8th November 2017
Date of meeting:
Iain Stoddart – Chief Finance Officer
Governing Body Member Lead:
Iain Stoddart – Chief Finance Officer
Accountable Director:

Finance Report - Month 6
Report title:
Item for: Decision

Assurance

Information

X

(Please insert X as appropriate)

This report supports the following CCG Strategic Objectives. Please insert ‘x’
as appropriate.
Strategic
Objectives

Governance
and Risk

1.
2.
3.
4.

To deliver financial sustainability
X
To deliver improvements through system redesign and in priority areas.
To deliver improved outcomes for patients
To develop primary care capacity and capability as system leaders

Does this report provide assurance against any of the risks identified in the Assurance
Framework? (please specify)
(Full GBAF can be viewed via link below:
J:\St Helens CCG\CORPORATE\CORPORATE FUNCTIONS\GBAF\GBAF Full doc)

A1
A2

Failure to achieve financial balance
Failure to identify and deliver QIPP & Recovery programmes

A3

Non-delivery of financial targets due to inadequate financial management
within the CCG

A4

Financial risks/pressures within provider organisations adversely impact on the
CCG which increases CCG costs due to the costs of additional support or
alternative providers.

D1

Failure to meet statutory duties and act in accordance with the CCG
Constitution.

What level of assurance does it provide?
(List levels i.e. Limited/Reasonable/Significant)

Reasonable assurance given the risk associated with the delivery of the revised
financial plan.

Is this report required under NHS guidance or for statutory purpose? (please specify)
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The CCG has a responsibility to adhere to statutory financial duties and to the terms
set out by NHS England “Directions”. Both the Finance, Governance and Risk
Committee and the Governing Body must be clearly sighted on financial issues on a
monthly basis.

Purpose of this paper
The purpose of the paper is to inform the Governing Body of the financial performance and position of
the CCG as at month 6. This is the mid-point of the financial year and an important indicator of the
forecast out-turn. This paper also incorporates information on QIPP achievement, risk and budgetary
performance during the reporting period.
The figures included within this report are consistent with the financial ledger system and external
reporting to NHS England.
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Further explanatory information required:

Does this paper link to any of the
10 key themes of the CCG’s
Improvement Plan. If yes, please
specify.

Yes – The QIPP agenda incorporates all 10 key themes

How will this benefit the health and
wellbeing of St Helens residents or
the Clinical Commissioning
Group?

Financial decisions made as a result of the information
contained within this paper may impact on the health and
wellbeing of St Helens residents

Please describe any possible
Conflicts of Interest associated
with this paper.

The Shared Finance Team is hosted by NHS Knowsley
CCG and therefore the finance team responsible for
managing the CCGs financial position and compiling this
report includes employees of NHS Knowsley CCG.
The Chief Finance Officer is shared with NHS Knowsley
CCG.
NHS St Helens CCG will have financial transactions with
NHS Knowsley CCG throughout the year and vice versa.

Please identify any current
services or roles that may be
affected by issues within this
paper.

None immediately but given the financial challenge, the
CCG may make decisions that affect the range of services
that are currently commissioned.

What risks may arise as a result of
this paper? How can they be
mitigated?

The risks surrounding the financial position and forecast
out-turn are included within the paper.
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1. Executive Summary
Included within the paper

2. Background and Update

The CCG has planned for an in-year deficit of £4,987k (cumulative deficit of £13,714k) for the 17/18
financial year. The plan requires the CCG to achieve a QIPP savings target of £13,462k and
deliver a balanced position on operational budgets in order to achieve that planned out-turn.
Any budget overspends or non-delivery of QIPP targeted plans will result in an increased recovery
plan savings requirement in order for the CCG to meet its financial target. It is therefore critical that
the CCG delivers to its original set plans in the first instance before seeking further areas of in-year
recovery.
3. Next Steps (as appropriate)
The month 6 financial position is based on month 5 PbR (flex) data and month 4 prescribing data).
The Finance team will continue to provide financial information to the CCG Governing Body,
Finance, Performance and Risk Committee and NHS England.
4. Recommendations

The Governing Body is asked to:
a)
Note the year to date and forecast outturn position at Month 6 of achievement against its
key financial duties and plans
b)

Note the gross level of financial risk and the mitigations identified to date.

c)
Discuss key actions that are not already being taken to address the decline in the financial
position with a view to the CCG delivering the most favourable financial position it possibly can.
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DOCUMENT DEVELOPMENT
Process

Yes

Public Engagement (please detail the method i.e.
survey, event, consultation)

No

Not
Comments & Date
applicable (i.e. presentation, verbal, actual report)
N/A

Clinical Engagement (please detail the method i.e.
survey, event, consultation)

N/A

Has ‘due regard’ been given to Equality
Analysis (EA) and any adverse impacts? (Please

N/A

Outcome

detail outcomes, including risks and how these will
be managed)

Legal Advice Sought

Presented to any other groups or committees
including Partnership Groups – Internal/External
(please specify in comments)

N/A

Yes

The Finance Governance & Risk
Committee received a more
comprehensive and detailed report on the
month 6 financial position on 25th
October.

The FGR Committee held
detailed discussions over
mitigations and potential
solutions to recover the adverse
variance and deliver the financial
plan. Proposed mitigations
should now involve discussions
at the Governing Body.

Note: Please ensure that it is clear in the comments and date column how and when particular stakeholders were involved in this work and ensure there is clarity in the outcome
column showing what the key message or decision was from that group and whether amendments were requested about a particular part of the work.
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FINANCIAL PERFORMANCE REPORT - MONTH 6 (SEPTEMBER 2017)

1.

Overview and High level Financial Dashboard

1.1

Table 1, summarises the CCG’s key financial performance indicators on a year to date basis at
September 2017 (Month 6) and forecast to the financial year end. It also shows a net risk adjusted
forecast which is an estimate of the CCGs financial out-turn should all risks and mitigations materialise
as currently predicted.
Table1
Description
Expenditure against total
Revenue Allocation

Performance against 17/18
financial plan

Expenditure against Running
Cost Allocation

Delivery of QIPP Target

Year To Date

Full Year Forecast

Allocation £163,543k

Allocation £326,307k

Expediture £167,994k
Variance £4,451k

Expenditure £331,294k
Variance £4,987k

Planned Deficit £2,494k

Planned Deficit £4,987k

Actual Deficit £4,451k
Variance £1,957k

Forecast Deficit £4,987k
Variance £0k

Budget £2,016k

Budget £4,192k

Expenditure £1,913k
Variance (£103k)

Expenditure £3,908k
Variance (£284k)

Plan £5,459k

Plan £13,462k

Achieved £5,099k
Variance £360k

Achieved £13,462k
Variance £0k

Risk to Delivery

2.

Key Areas for consideration.

2.1

This report summarises the organisational financial position to the end of September 2017 (Month 6).

2.2

This report is consistent with the organisational position reported to NHS England as part of the monthly
regulatory monitoring system. Throughout 2017/18, the CCG is required to report its financial position
on an in-year basis rather than a cumulative basis and is monitored by NHS England in this way

2.3

The CCG is maintaining a forecast achievement of its financial plan but not achievement against its key
financial duties. In planning for a £4.987m deficit this year the CCG will not meet the statutory financial
duty to remain within its allocated resources. This is in accordance with the plan accepted by NHS
England.

2.4

At the midpoint of the financial year the CCG reports a year to date overspend of £4.451m against a
£2.494m planned deficit. This translates to a £1,957k adverse variance over and above the planed
deficit, which must be recovered throughout the second half of the year to deliver the financial
plan of a £4.987m deficit. In order to do so, the CCG requires an improvement in the trajectory of
overspending from an average of £742k per month (over the first 6 months) to £89k per month for the
remaining 6 months of the year.

2.5

At this stage in the year, delivery of the financial plan is regarded as significantly at risk which will
require a series of mitigations to be enacted. Based on a “do nothing further” scenario, it is estimated
that the combined value of the mitigations required in order to achieve the plan is in the region of £6.6m.
Risk is frequently reviewed at all levels of the CCG and financial risk is also reported monthly to NHS
England. Risk is discussed in further detail within Appendix D – Bridge charts but is also exemplified
in the graph below.
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Year to date performance and FOT
£14,000
£12,000
£10,000
£000's

£8,000
£6,000
£4,000
£2,000
£0

Month Month Month Month Month Month Month Month Month Month Month Month
1
2
3
4
5
6
7
8
9
10
11
12

Plan

£416

£831 £1,247 £1,662 £2,078 £2,494 £2,909 £3,325 £3,740 £4,156 £4,571 £4,987

Actual

£416

£807 £1,442 £2,346 £3,538 £4,451 £5,193 £5,935 £6,677 £7,419 £8,161 £8,902

Forecast Out-turn £4,987 £4,987 £4,987 £4,987 £4,987 £4,987 £4,987 £4,987 £4,987 £4,987 £4,987 £4,987
Unmitigated FOT £11,300£11,300£10,400£10,600£11,700£11,600£11,600£11,600£11,600£11,600£11,600£11,600

3.

Summary Financial Performance.

3.1

In year allocations are shown in Appendix A and detail the opening CCG allocations of £324.69 million
rising to £326.31 million at Month 6. New allocations received in the period relate to the Q2 diabetes
allocation of £179k as a result of the successful diabetes on behalf of the CCG earlier in the year.

3.2

It should be noted that the CCG has faced significant pressures as a result of changes to tariff pricing
(HRG4+) and transfers of specialist commissioning activity to CCG’s (IR rules). It is not anticipated that
any further funding will be made available to support the pressure arising from HRG4+ (approximately
£1.3m). However, it is expected that there will be a mid-year review of the costs of specialist
commissioning and any shortfall will be centrally funded. Costs at 4 specialist hospitals to date equate to
a potential pressure of up to £750k.

3.3

The year to date position at Month 6 (Table 2 and Appendix B) shows a year-to-date deficit of £4.451m
and a forecast in-year deficit position of £4.987m. If all risks emerge and estimated trajectories of
spending in the second half of the year are left unchecked, the CCG would deliver a year end deficit in
the region of £11.56m
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Table 2

4.

Key Expenditure Areas to Note:

4.1

Mental Health – The main area of adverse variance relates to out of area mental health budgets that
remain under significant pressure. These account for a year to date variance of £473k alone.
Expenditure against this budget has largely followed a consistent trajectory of spending during month
6. Specific actions to mitigate these expenditures have been successful however a greater incidence
and volume of patients has been seen to date.

4.2

Acute Commissioning – The key issues at month 6 are continued overperformance at St Helens &
Knowsley Hospitals Trust and Fairfield Independent Hospital (based on month 5 actual activity). The
CCG undertakes thorough reviews of acute trust data on a monthly basis and is challenging trusts in a
number of areas. The CCG is working with local acute providers to appropriately constrain spending
over the second half of the year through agreed actions to manage activity..

4.3

CHC Pooled Budgets - The Local Authority is forecasting an overspend on the CHC pooled budget of
£272k as at month 6. The CCG is responsible for 72% of any over/under spend on the pooled budget
at the end of the year. It is expected that with mitigations these budgets will return to balance by the
end of the year.

4.3

Prescribing – There is a great deal of uncertainty over the prescribing position and forecasting is
difficult and complex due to a number of external influences such as national price changes to drugs
and the favourable impact of some of the CCGs savings schemes.
The CCG is reporting an adverse variance of £152k against the budget at month 6, however this is a
volatile budget and subject to significant in-month movement, particularly when considering external
factors beyond the CCGs direct control such as the national issues on Category M pricing and NCSO
(No cheaper stock obtainable) for drugs that are in short supply and are increasingly costly.

5.

Financial Recovery, QIPP, Risk and Mitigations

5.1

The CCG has set a challenging plan to deliver £13.462m QIPP savings in 2017/18. The CCG is
reporting a forecast achievement of the QIPP plan in full, however at this juncture only £12.199 million
has been removed from provider contracts and budgets. £1.263 million remains unattributed to direct
budgets at month 6 and as a consequence significant risk has been incorporated in the risk adjusted
position. Delivery of the QIPP savings plan is critical to the achievement of the in-year breakeven
position. The monitoring of QIPP savings and anticipated forecast savings will therefore need to be
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continually reviewed and risk assessed as the year progresses. The QIPP and Recovery Plans are
challenged on a scheduled basis to ensure grip is maintained in this area. Further details are included
in Appendix C.
5.2

In order to articulate the scale of the financial challenge and to understand the level of risk and likely
mitigations required to deliver the plan, the CCG has prepared a “do nothing” scenario. Under this
pessimistic scenario, if trajectories of spending continue unchecked and unabated and all risks
materialise with no further mitigations, the CCG would result in an in-year deficit of £11.6m after
deployment of all available reserves.

5.3

The Finance, Governance & Risk Committee and Executive Leadership team are focussed on actively
managing this adverse position and developing plans to maximise the level of mitigations that can be
achieved

5.4

The bridge charts at Appendix D show this information in a graphical format with the first graph
showing the CCG’s risks emerging, arriving at a gross risk adjusted out-turn of £11.561m deficit. The
second graph shows the impact of the CCGs mitigations, bringing the out-turn back to the planned
£4.987m deficit.

5.5

There are a number of potential options to recover the CCGs financial position and these have been
identified at officer level. Further work will be undertaken by the Governing Body to prioritise and
agree a way forward that will be incorporated into the improvement plan. It is clear that as a CCG
under NHS directions and with latitude to spend in excess of its in-year allocation by £4.987m this
year, the CCG must demonstrate that it has done everything it can to deliver the financial plan. As
such the CCG has sought wider evidence of NHS solutions that have been applied in other areas and
to assess their applicability to St Helens.

6.

Recommendation

6.1

The Governing Body is asked to:
a) Note the year to date and forecast outturn position at Month 6 of achievement against its key
financial duties and plans
b) Note the gross level of financial risk and the mitigations identified to date.
c) Discuss key actions that are not already being taken to address the decline in the financial position
with a view to the CCG delivering the most favourable financial position it possibly can.
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Appendices:
Appendix A

Income Allocations Month 6

Appendix B

Expenditure Summary Month 6

Appendix C

Summary of QIPP Performance Month 6

Appendix D

Risk Analysis & Mitigation - Bridge Charts
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Appendix A
Income Allocations Month 6
The table below shows the CCG’s allocation for 2017/18

£000's
324,690

Initial Allocation
Month
received Additional in-year allocations
Additional IR funding allocation
transferred from specialised
Month 3 commissioning
Month 3 GPFV Receptionist training
Month 3 Diabetes bid QTR1
Month 3 NHS WiFi
Month 3 Paramedic rebanding
Month 3 Market Rent - programme
Month 3 Market Rent - admin
Month 5 DWP Work placement advisor
Month 6 Diabetes bid QTR2
Allocation at month 6
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983
34
178
107
40
37
30
29
179
326,307

Expenditure Summary - Month 6

Appendix B

Financial Performance - Month 6 (SEPTEMBER-17)
Annual Budget £

Mental Health

Budget YtD £

Actual YtD £

Variance YtD £

25,870,949

13,056,880

13,509,181

452,302

21,212,650

10,606,312

10,584,806

-21,506

606006 - CHILD AND ADOLESCENT MENTAL HEALTH

401,845

311,845

311,845

0

606031 - MENTAL HEALTH SERVICES - OUT OF AREA

3,313,963

1,656,979

2,129,711

472,732

942,491

481,744

482,820

1,076

163,173,224

82,660,398

83,873,359

1,212,961

152,018,424

77,104,169

78,255,442

1,151,273

606076 - ACUTE CHILDRENS SERVICES

2,622,228

1,311,109

1,400,382

89,273

606086 - AMBULANCE SERVICES

7,126,124

3,563,055

3,613,055

50,000

0

-21,154

-39,935

-18,781

606001 - MENTAL HEALTH CONTRACTS

606056 - MENTAL HEALTH SERVICES - OTHER

Acute Commissioning
606071 - ACUTE COMMISSIONING

606091 - INFECTION CONTROL
606106 - HIGH COST DRUGS

-285,375

-142,691

-142,687

4

1,691,823

845,910

787,102

-58,808

0

0

0

0

69,510,452

34,576,972

34,867,987

291,015

1,094,638

547,315

507,211

-40,104

91,149

45,571

71,341

25,770

606151 - LOCAL ENHANCED SERVICES

1,976,656

741,716

729,128

-12,588

606156 - MEDICINES MANAGEMENT - CLINICAL

1,166,577

601,234

577,438

-23,796

678,562

353,385

351,702

-1,683

32,000

0

0

0

328,708

164,348

153,757

-10,591

35,098,200

17,549,099

17,700,689

151,590

1,025,962

566,209

556,269

-9,940

28,018,000

14,008,095

14,220,451

212,356

21,815,417

10,907,691

10,966,240

58,549

20,520,109

10,260,049

10,358,431

98,382

606186 - CHC ASSESSMENT & SUPPORT

520,308

260,144

261,564

1,420

606187 - Children's Continuing Care

775,000

387,498

346,246

-41,252

27,621,056

13,947,946

14,038,544

90,598

24,363,814

12,319,371

12,354,119

34,748

137,492

68,743

81,735

12,992

606221 - HOSPICES

1,048,226

524,092

534,939

10,847

606226 - INTERMEDIATE CARE

1,555,385

777,673

777,692

19

516,139

258,067

290,059

31,992

16,919,198

8,871,335

8,826,217

-45,118

1,050,325

530,354

543,205

12,851

813,163

813,163

836,909

23,746

12,717,099

6,358,543

6,324,925

-33,618

20,697

10,345

10,345

0

1,559,000

779,497

779,497

0

606308 - SAFEGUARDING

365,574

182,774

169,863

-12,911

606309 - NHS 111

210,248

105,116

87,325

-17,791

606312 - CLINICAL LEADS

183,092

91,543

74,149

-17,394

2,191,704

0

0

0

665,575

0

0

0

2,789,130

0

0

0

-1,263,000

0

0

0

327,102,000

164,021,221

166,081,528

2,060,306

4,192,000

2,015,625

1,912,942

-102,683

-4,987,000

-2,493,500

326,307,000

163,543,346

606116 - NCAS/OATS
606131 - WINTER RESILIENCE

Primary Care
606141 - CENTRAL DRUGS
606146 - COMMISSIONING SCHEMES

606161 - OUT OF HOURS
606162 - GP FORWARD VIEW
606166 - OXYGEN
606171 - PRESCRIBING
606176 - PRIMARY CARE IT
606178 - PRC DELEGATED CO-COMMISSIONING

Continuing Care
606182 - CHC POOLED BUDGET

Community Health
606211 - COMMUNITY SERVICES
606216 - CARERS

606231 - LONG TERM CONDITIONS

Other
606256 - COMMISSIONING - NON ACUTE
606276 - NON RECURRENT PROGRAMMES
606291 - PROGRAMME PROJECTS (BCF)
606296 - REABLEMENT
606301 - RECHARGES NHS PROPERTY SERVICES LTD

Programme Costs Reserves
606261 - COMMISSIONING RESERVE (NET OF QIPP)
606281 - NON RECURRENT RESERVE
QIPP SAVINGS TARGET

Programme Costs Grand Total
Running Costs Grand Total
Planned deficit
CCG CORE TOTAL
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2,493,500
167,994,470

4,451,124

Appendix C
Summary of QIPP Performance Month 6
£000's

Transactional schemes
Contract management
Continuing Care
Prescribing
Primary Care
Premises/Other
Transactional schemes total

Transformational schemes
Community services
RightCare Programme
Mental Health
Acute avoidance schemes
Other savings
Transformational schemes total
Total QIPP

QIPP plan
2,173
414
4,948
300
150
7,985

YTD plan
1,062
2,271
3,332

YTD savings
1,062
2,271
3,332

Removed
from budget RAG
Forecast
Forecast
£000's
savings
variance
rating
2,173
2,173
414
414
4,948
4,948
300
150
150
7,685 300
7,685
Removed
from budget RAG
Forecast
Forecast
£000's
savings
variance
rating
503
503
725
1,394
1,394
2,135 720
2,605
1,020
1,020
12
5,777
300
4,514

QIPP plan
503
725
1,394
2,855
5,477

YTD plan
252
447
1,428
2,126

YTD savings
252
447
1,068
1,766

13,462

5,458

5,098

13,462

-

12,199

Notes
• CCG reporting £5.098m of QIPP savings achieved to date, compared to a plan of £5.458m at month 6.
• £1.263m of total QIPP initiatives not yet removed from contracts/budget therefore require these
contracts to underperform.
• Rightcare schemes have been delayed but savings expected to flow in the second half of the year
particularly with regard to scopes where the pathway has now been redesigned.
• Where plans have slipped or are likely to slip, the CCG is developing alternative mitigations in order to
achieve the full £13.462m QIPP target.
• The risk of non-achievement of QIPP increases in the second half of the year as there is less time to
implement mitigations to replace any slippage on schemes, particularly in elective care where hospitals
have waiting lists for procedures to be undertaken in future months.
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Appendix D
Bridge Charts
Identified Risk – Unmitigated “Do Nothing” Scenario

Risk and mitigations identified to Net Risk Adjusted Forecast Out-turn
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Report to NHS St Helens CCG
Governing Body
Date of meeting:

8th November 2017

Governing Body Member Lead:

Chief Nurse

Accountable Director:

Chief Nurse

Report title:

Quality Update

Item for: Decision

Assurance

Information

x

(Please insert X as appropriate)

This report supports the following CCG Strategic Objectives.
appropriate.
Strategic
Objectives

Governance
and Risk

1.
2.
3.
4.

Please insert ‘x’ as

To deliver financial sustainability
To deliver improvements through system redesign and in priority areas.
To deliver improved outcomes for patients
To develop primary care capacity and capability as system leaders

x
x
x

Does this report provide assurance against any of the risks identified in the Assurance
Framework? (please specify)

What level of assurance does it provide?

Is this report required under NHS guidance or for statutory purpose? (please specify)
No
Purpose of this paper
To provide Governing Body with an update from the Quality Team.

1. Executive Summary
1.

Infection Prevention Control

Successful transfer on the 1st April 2017 from Bridgewater Community NHS foundation trust to St
Helens CCG with little disruption to the Infection Control service.
An action plan to achieve the required reduction in E-coli bacteraemia has been developed and there
will be a multi-disciplinary approach across the whole health economy.
The infection control team are represented at the St Helens Flu planning group. Work is underway
with care homes to ensure that plans are in place in case of flu outbreaks. The 2017- 2018 Flu
resource pack has been cascaded to all care homes and a request for the “Pre Influenza Season
J:\St Helens CCG\1 - Executive Office\Meetings\1 - St Helens CCG Governing Body meeting IN PUBLIC\2017\10.
8th November\012 Quality Update - October 2017.doc
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checklist” to be returned to the IPC team has been made. This will give assurance that all care
homes are prepared. Managers are also requested to keep and update information for all residents
to ensure that vaccination status, date of vaccine and last renal function blood result are available in
the case of an outbreak of influenza.
There has been additional focus this year for Managers to ensure that their staff are vaccinated
against flu and the Department of health have extended the immunisation criteria to include care
home staff. Staff are able to access through GP practice or pharmacy. Managers will be required to
also keep a record of staff flu vaccination status. This information is essential to aid management of
outbreaks of influenza in the care home setting.
2.

General Practice Nursing Update

Due to the challenges facing General Practice Nursing and as a consequence of National policy. A
number of initiatives are underway of which the Chief Nurse is either a member of leading the
workstream on behalf of Cheshire & Merseyside. These include:
•
•

•

•

•

3.

A GPN Collaborative has been established to provide clinical nursing leadership, support the
delivery of Health Education England (HEE) General Practice Nurse (GPN) Workforce
Development Plan and NHS England GPFV GPN 10 Point Plan.
Pre-registration Clinical Placements-In September 2015, HEE NW made available a significant
investment to develop placements for healthcare students in primary care across the North West
(NW) in order to attract, recruit and retain the healthcare workforce in the general practice
setting. This led to the establishment of Enhanced Training Practices (ETPs), to provide
exposure and breadth of placement experience for healthcare students through a ‘Hub’ and
Spoke’ model/ approach. ETPs also coordinate training of nurse mentors.
CCG GPN Leads - Health Education England General Practice Nursing Workforce Development
Plan (March 2017) Recommendation 12 notes:
‘’All CCG areas should have identifiable GPN leaders. General practice nursing leadership
should be supported by multi-professional leadership development programmes at local,
regional and national level’’. St Helens CCG have a gap in this provision, although we ae in
discussion with Public Health about sharing some of the resource they have to facilitate this
work. CCGs actively support the education and training of the primary care nursing workforce
and discussions are underway whether this role should sit with Federations rather than the
CCG.
Maximising the Collective Impact of Nurse Directors and Nursing within Cheshire and
Merseyside- Nurse Directors across CM recognise that significant change is required if CM is to
be assured of being able to retain its current nursing workforce and safeguarding its future
supply. Linked with this is the need for a nursing workforce that is mobilised and confident in the
contribution it can make in aligning to and securing the ambitions of the CM STP.
A briefing paper was presented to the Local Workforce Advisory Board (LWAB) to consider and
support a proposed programme work to address some critical nursing workforce issues within
C&M. The intention and scope of the programme is designed to mobilise and maximise nursing
leadership across C&M and provide a platform for action which should align and deliver
outcomes which will help support the ambitions of the C&M STP and directly impact on the
attraction and retention of a talented nursing workforce.
Serious Incident Reporting

StHCCG acts as the lead coordinating CCG for SI’s reported by St Helens and Knowsley Hospitals
Trust (StHK). Providing information to the relevant CCG where the patient resides in. Where
incidents occur in other providers but relate to a St Helens registered patient, StHCCG will receive
information from the lead CCG and in collaboration review and provide feedback to the lead CCG
regarding actions and provider management of the incident. This has the potential to occasionally
introduce delays into the management process.
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In Q1 there were 14 reported SI’s and Q2 data indicates that there was 23 reported SI’s. STHK
reported 71% of SI’s within timescales compared to other providers who only reported 50% within
timescales. .
The SI framework states that RCA reports should be completed within 60 working days. In Q1
Bridgewater had 2 RCA reports outstanding; both incidents relate to pressure ulcers where the
provider had submitted case note review reports rather than RCA’s. Halton CCG as lead
commissioner are currently in discussion with Bridgewater in relation to the submission of case note
review reports as they do not contain enough information for example an action plan or identified
learning to enable the commissioner to be assured that they have mitigated any risk.
In Q2 STHK had 3 reports outstanding after 60 working days, 2 of these reports have extensions
agreed due to the lead investigator requiring further information. There are 4 remaining RCA reports
to be received by North West Boroughs, due to exceptional circumstances; 2 of the incidents
reported are the same, though reported as 2 due to the incident being a homicide, where the victim
and perpetrator is the same person. Extensions have been agreed by the Knowsley CCG as the
lead commissioner for the remaining 2 incidents.
There are 12 reported falls in Q1 and Q2 which is an increase of 4 compared to 2016-17 data. The
majority of falls are reported by STHK with 2 being reported by Northwest Boroughs. STHK have
undertaken a thematic review of reportable falls requiring an RCA which had occurred in 2016 and
discussed the common themes at CQPG. From the findings of the review a falls strategy action plan
has been created and themes of the actions identified. The action plan was presented and approved
at CQPG in August 2017. It is reported that the Trust are making excellent progress with the action
plan and a further report will be presented to CQPG in November 2017, therefore Q3 data should
ideally highlight a reduction in falls once the new processes are embedded within the Trust.
The CCG discussed concerns with STHK in the previous year due to the backlog of RCA reports
outstanding. The Trust have implemented an internal action plan which was presented to CQPG to
overcome this resulting in an improvement in performance relating to incidents being identified and
reported on STEIS within 48 hours and reports received within 60 working days which the CCG have
been able to identify and monitor more robustly due to the introduction of Datix in Q2. Continued
improvement with timescales will ensure that the patient or family has a speedy conclusion to
incident and also to ensure lessons learnt are acted upon quickly to minimise or prevent reoccurrence.

4.

Quality Provider Visits

Quality Assurance visits that have taken place with St Helens and Knowsley Hospital Trust (STHK)
in Quarter 1 2017. Overall the visits were extremely positive, and the patients/residents/families we
met with were also generally satisfied with the care they or their family member received.
Wards visited included:
2C - Respiratory Ward
3A- Plastics/Trauma Unit
AKI Service
Sepsis Service
AED
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5B- Medicines for Older People
A plan is in place and dates organised to visit the following providers:
•
•
•
•
5.

Bridgewater Community Healthcare Foundation NHS Trust – 3 per year
North West Boroughs – 5 per year (inc community and mental health)
Willowbrook Hospice – annually
Fairfield Independent Hospital – annually
Safeguarding Children

LSCB Section 11 Scrutiny Panel - Working with the LSCB to scrutinise agencies Section 11 return.
At the end of the sessions, feedback is agreed for individual agencies.
LSCB Case Review Group – This is a Sub Group of the main LSCB. This group takes referrals from
practitioners where it is felt cases where not managed appropriately within a multi-agency setting or
have worked really well. This feeds into the Learning Improvement Framework of the LSCB. From
this meeting 1 serious case review has been commissioned, practice learning reviews have been
completed. Key themes are forwarded the audit subgroup to consider multi- agency audits. Findings
are also forwarded to the learning subgroup.
Serious Case Review Panel- The SCR has concluded. Publication of the report has been put on hold
until the criminal proceedings have been determined. The LSCB have devised an action plan from
the findings and key senior leads have been identified to take the actions forward. It is anticipated
that the findings and feedback will be completed by the end of the year.
LSCB Child at risk of exploitation (CARE) - New chair appointment and revision of the TOR to
include all elements of exploitation for children. Key focus on understanding the issues for St Helens,
comparing with neighbouring boroughs and devising policies/protocols and initiative ways of working
to protect the children.
Harmful Practice Sub group of the Protecting Vulnerable Peoples Panel (PVP) - The Merseyside
group offers great understanding across Merseyside and offers a joined up approach in managing
vulnerable children who are at risk of exploitation.
LSCB Executive Group - Proposed new structure for the LSCB board and subgroups presented this
has taken into account the recommendations within the Wood Report and will be implemented by
April 2018. A new Independent Chair appointed Steve Atkinson who has many years’ experience
within the child safeguarding arena.
MASH Strategic Board - St Helens are working with SAFE LIVES to review the current Multi Agency
Safeguarding Hub (MASH). The organisation is due on site in October and bring with them
experience of developing effective hubs in various LA nationally. The CCG currently commission the
health component of this initiative.
Pause Strategic Board - Pause in a new initiative within St Helens, which offers support to women
who have previously had their children placed into care. The ethos is to support women for 2 years
in various aspects of their lives, lifestyle, health, income and employment. Each women is
encouraged to used long acting birth control whilst on the programme.
Looked After Children - To ensure national guidance and standards are embedded into practice for
our LAC population. Contribute to devising a consistent approach to the care the children receive.
Review of the current LAC service commissioned to improve outcomes for children.
Child Death Overview Panel - Merseyside wide sub group of the LSCB. The deaths for children are
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reviewed at this panel and categories are applied to help public health learning. 2 St Helens children
deaths were categorised as expected due to complex health problems. Safe Sleep audit has been
conducted which indicates all our providers are not adhering to the guidance – this has been shared
with the providers and assurance has been provided that this practice has improved. The LSCB has
requested assurance.
Family Nurse Partnership - This programme has been operating in St Helens for 2 years and a
number of the children and families are now “graduating”. Information was shared regarding the
success of the programme. Some changes are planned with the criteria for access to the programme
and there will be more focus on young females with additional risk factors when pregnancy is
confirmed.
6.

Safeguarding Adults

Safeguarding Adults is an ever increasing and challenging agenda, safeguarding activity in St
Helens generally aligns with national activity and trends and is showing a slight increase in reported
activity. New challenges emerging are Human Trafficking, Modern Slavery, Harmful Practicesincluding FGM, honour based violence, forced marriage, and self- neglect.
There is a planned development day in December 2017 to agree with statutory partners and board
members the SAB business priorities for 2018 and onwards.
Safeguarding Adults Board Sub Groups:•
•
•

•
•

•
•
•
•

Practice Subgroup - The group has undertook a programme of audits throughout 2017 to focus
on safeguarding practice to provide assurance and system learning for St Helens in line with the
SAB strategic aims.
Performance Subgroup - The group has met quarterly to analyse performance data in respect of
adult safeguarding and to identify any areas of emerging concern or best practice.
Health Safeguarding Leads Group - The group provides an opportunity for providers to show
case good practices as well as provide assurance through reporting on safeguarding activity and
also for the providers to receive constructive challenge. The group offers health services a
collective voice to raise any concerns and a forum to undertake joint pieces of work.
Refugees - 2 cohorts of refugee families have been resettled in Q1&2.
The LeDeR Programme - supports local reviews of deaths of people with learning disabilities
aged 4-74 years of age across England and is led by NHSE. St Helens CCG has committed to
participation within the programme. We currently have 1 ongoing review and 4 unallocated
reviews.
Domestic Homicide Reviews (DHR) - are carried out to ensure that lessons are learnt when a
person has been killed as a result of domestic violence.
MH Homicide Assurance Group - This group which is led by NHSE and aims to share learning
from any mental health homicides. St Helens cases have been discussed during the reporting
period but none have progressed to an independent review.
C/M MCA and dols forum - The group is currently developing a MCA/dols audit for use with all
commissioned providers across C/M.
MAPPA- Multi-Agency Public Protection Arrangements are a statutory set of arrangements
(criminal justice Act 2003) required to manage the highest risk sexual and violent offenders
coming out of prison / hospital and returning to live within the community. St Helens CCG is a
core panel member at MAPPA for health (from Oct 2017) and is required to attend monthly.

Compliance with contractual training levels remains a challenge across providers with recovery plans
in place for 2 providers. This is on an improving trajectory.
Prevent
From Q3 all Trusts (not just those in priority areas) are required to submit prevent assurance data to
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NHSE and to the CCG. Prevent training framework is being amended to include e-learning at a level
commensurate with WRAP- this should increase access and training compliance- expected to be
available from November 2017.
Challenges• For Adult Safeguarding Knowsley, Sefton, Liverpool and the Wirral have all joined as one PanMerseyside Adult Safeguarding Board. This presents St Helens SAB with a challenge to
continue to have a voice and influence across Merseyside.
• A Vulnerable Peoples Board has also formed Pan-Merseyside which is led by the police with
heath representation coming from NHSE. This is not a statutory board but aims to improve
consistency across the region and to lead joint pieces of work. The CCG are engaged in this
work.
• Lack of Capacity of trained reviewers to complete the LeDeR reviews for St Helens
• Need to strengthen the assurance frameworks re adult safeguarding in place with all CCG
commissioned small contracts. A framework has been developed by the designated nurses and
the model of implementation is currently being finalised.
7.

Care Homes

The Quality Team work with the Quality Monitoring Team in the Local Authority in understanding the
challenging areas in care homes and areas of concern and safety issues. An update is presented to
the NHSE QSG each quarter.
Currently the team is focused on a number of Care Homes within the Borough which require
enhanced monitoring and/or additional support.
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Foreword
We live in an age of increasing longevity coupled with an increase in pathology.
All of us born since 1960 face a 50% chance of a Cancer diagnosis within our lifetime. If we as
individuals do not it is most likely that we will have immediate family or friends that do. It therefore
affects us all, however health inequalities dictate that those living in the most deprived areas will
suffer disproportionately.
St Helens is one of the more deprived boroughs and has recently fallen to 47 th most deprived
nationally. Across the borough there is marked variation in deprivation witnessed by the life
expectancies differing by up to 15 years.
Demand on the NHS continues to rise with an increase in GP consultations of 20% over the last
three years and a similar increase in footfall through casualty.
It is against this background that we need to improve on our cancer services. Survival rates for all
cancers now stand at 50% ten years after diagnosis but we still lag behind our European peers.


We have to spread National awareness and ensure patients are aware of the signs and
symptoms of Cancer.



Prevention must start at an early age with education to reduce those cancers that could be
prevented by tackling Smoking and obesity; both are more prevalent in St Helens than
nationally or in our immediate neighbours.



Improved access to primary care and early diagnosis are vital if we are to reduce mortality and
morbidity.



The new NICE guidelines for Cancer are having an effect with significant increases in two
week wait referrals and Cancer diagnosis via this route.



Living with and Beyond Cancer- we must ensure that our community services are sufficient to
ensure holistic care for the patient and that those on the palliative pathway are provided with
adequate resources to support them and their carers upon discharge from secondary care.

The St Helens cares model will aim to ensure integration and communication between service
providers in order to produce a seamless delivery of care.
There are many resourceful and dedicated staff in the NHS and we must provide them with a
framework that enables them to provide the best care possible.

Dr Paul Rose
GP Clinical Lead
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EXECUTIVE SUMMARY
The Local Challenge
The St Helens CCG Strategy sets out an ambitious vision for prevention, improving services, care
and outcomes for everyone with cancer: fewer people getting cancer, more people surviving
cancer, more people having a good experience of their treatment and care, whoever they are and
wherever they live, and more people being supported to live as well as possible after treatment
has finished.
Vision
Our vision St Helens is to achieve cancer incidence, mortality and survival rates for our
population that are amongst the best in Europe.
Within the next five years we aim to significantly reduce the gap between the outcomes for St
Helens and those for England as a whole.
Objectives
By 2021 we will have delivered the following ambitions:
1. Prevention- By understanding that the primary means of impacting cancer survival is to reduce
incidence, we will work with Public Health towards healthier lifestyles for all. Smoking, obesity and
excess alcohol consumption are associated with increased Cancer risk. We commit to the national
target of reducing adult smoking rates in Cheshire and Merseyside to less than 13%.
2. By focussing on eliminating unwarranted clinical variation in care and outcomes we will have
ensured that more than 75% of patients survive their cancer for one year following diagnosis with
more than 62% diagnosed at stage 1 and 2.
3. By developing a culture of innovation and new ways of working we will ensure that more than
85% of patients will receive their treatment within 62 days of GP suspected cancer referral and
95% of patients referred will have cancer excluded or confirmed as a diagnosis within 28 days.
4. By working transparently across organisational boundaries in the best interests of patients and
carers we will ensure that providers and in St Helens have excellent ratings on the friends and
family test.
5. Communication between Providers and Stakeholders is essential to ensure that the Cancer
journey is seamless. St Helens Cancer Action Group will disseminate the work of the STP and the
LDS within the Mid-Mersey alliance to advise and inform all relevant parties.
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1. Overview
1.1 Responsibility for Commissioning Cancer Services
St Helens CCG is currently responsible for commissioning the majority of cancer services for
patients registered with a St Helens GP practice1. Sitting alongside this, there are a small number
of cancer services (which fall under the umbrella of "specialised services"), where responsibility
lies with, and services are commissioned by, NHS England2.
1.2 Achievements in Cancer Services
The aim of St Helens Cancer Strategy is to significantly improve outcomes for people affected by
cancer, with the specific objectives of seeking to reduce the incidence of cancer, improving
survival rates, and improving patient experience and quality of life both during treatment and after
treatment for cancer is complete. Achievements in cancer services include:
 St Helens CCG has been rated good for Cancer services by NHSE.
 Screening uptake is higher than our neighbouring CCGs and the national average despite
high levels of deprivation across the borough.
 Surveys of patient satisfaction with Cancer services are in the upper centile nationally.
NHSE has recognised the good cancer services across the Borough and the vision for the future is
to further improve services through integration of care for the patient. In the past the patient
journey has been interrupted when service providers have changed. Our ethos is to provide a
seamless service with no artificial barriers to access to care, medical care both primary and
secondary, social care, education and all Local authority provision will follow the patient. This
system of integrating health and social care is known locally as St Helens Cares.
With improved and modern IT systems, all care providers will have access to the patient's records.
This system has been designed to ensure that our most vulnerable patients who require complex
care provision can receive optimal therapy.
The illustrations below highlights those hospitals which patients link into (including specialist
hospitals) for various pathways of cancer for diagnostics, treatment, follow up care and holistic
needs assessments.
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St Helens CCG, in accordance with the NHS mandated plans will work towards objectives cited in
four key areas to reduce the burden of morbidity and mortality associated with cancer:
6
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o
o
o
o

The Nine ‘must-dos’ for 2017-2019.
The Government’s Mandate to NHS England, 2020 goals.
Cancer Services transformation planning requirements.
Achieving world class cancer outcomes: taking the strategy forward3.

Proposed
commissioning of
cancer services Diagram taken
from page 63 of
“Achieving World
Class Cancer
Outcomes: A
Strategy for
England 20152020”
Responsibility for implementing the recommendations of the national cancer strategy spans the
commissioner and provider spectrum, putting onus not just on CCGs, but on providers, NHS
England, Public Health England, local councils, and third sector organisations to take action.
The Cheshire and Mersey Cancer Alliance will act as the decision making body in relation to the
planning and delivery of the cancer taskforce strategy locally. The Cancer Alliance footprint maps
onto the Cheshire and Mersey STP geographical area which contains three local delivery systems.
St Helens CCG is part of the Local Delivery Systems (LDS) known as the Mid- Mersey Cancer
Alliance.
The Cancer Alliance will be leading work to align the 6 Independent Cancer Taskforce 4 priorities
with the four critical priorities for the Cheshire and Mersey Sustainability & Transformation Plans.
During 2017-2020 Local Delivery Systems will be expected to take forward work related to their
geographical area and work collaboratively with other LDSs where the work crosses boundaries.
The focus of St Helens Cancer Strategy aligns with the recommendations from the national cancer
strategy and describes how it will implement local and national objectives with its local partners,
whilst simultaneously addressing the impact of:
 The new NICE guidelines on recognising and referring suspected cancer5.
 Demographic changes.
 The wellbeing needs of our local population.
The challenge for cancer services is to provide excellent and sustainable care into the future and
Cheshire and Mersey STP have highlighted that, for all services, including cancer, this will only be
possible if the health economy can achieve agreement on four critical priorities are:





Demand and management and prevention at scale.
Reducing variation and improving quality through hospital configuration.
Reducing costs through back and middle office collaborative productivity.
Changing how we work together to deliver transformation.
7
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The key vehicle for our cancer work in the area is the St Helens CCG Cancer Action Group 6
(CAG), which is a forum which brings together patients, carers, Public Health, the voluntary sector,
NHS providers and national charities. Collectively these representatives influence cancer services
and policy with a goal of reducing the incidence of cancer and improving care and experience for
those with suspected cancer through to those requiring end of life care in St Helens.
Representation on the CAG is from a number of areas, namely:
 St Helens & Knowsley Hospitals Trust
 St Helens Public Health
 St Helens Council
 St Helens CCG
 Macmillan Cancer Support
 Healthwatch
 Patient representation
 Third Sector organisations
(Membership will be continually reviewed, and further partners will be invited to join as need is
identified.)
This forum ensures that decisions relating to the commissioning of cancer care are made taking
into account the objectives, concerns and ambitions of the wider local community. As such, the
first of strategic aim for cancer is to continue to facilitate and contribute to this group, and make
decisions regarding cancer care taking into account the views brought to this forum.
As the over-arching goal of the local care system in St Helens i s to reduce incidence,
improve survival prospects, and improve the quality of life experienced by its population as much
as possible the St Helens Cancer Strategy and CAG ill focus on these themes7:
Headings
Patient Experience
Prevention
Early Diagnosis
Excellent Treatment
Living With and Beyond Cancer

Themes
Improving patient experience of cancer treatment
Improving lifestyle - focusing on prevention
Diagnosing cancers at an earlier opportunity
Ensuring patients are able to access the most effective
treatment within the available financial envelope
Supporting and encouraging patients to take greater
responsibility for their own health, to manage side-effects
and to monitor for signs of recurrence so that these can
be identified at an earlier opportunity

By 2020 there will be a greater number of St Helens patients being investigated for cancer,
treated for cancer, and needing support whilst living with and beyond cancer. With respect to the
areas of commissioning for which St Helens CCG is currently responsible




An increase in ‘2 week wait’ referrals for suspected cancer
An increase in demand for diagnostic testing as a consequence of the increased focus on early
diagnosis, reduced diagnostic threshold, and the aspiration for increased availability of direct
access diagnostics for GPs.
An increase in need for services to support patients living with and beyond cancer.
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St Helens CCG recognises that it must put in place appropriate arrangements to meet this
predicted increase in demand for cancer services, but will also undertake actions to ensure the
quality of referrals is maximised.
The CCG will continue to pursue vigorously its locally derived work priorities alongside
collaborating as part of the LDS to ensure transformation and sustainability of services across the
LDS and Cheshire and Mersey.

Focus

Commissioning: St Helens Strategic Aims for Cancer

A Cancer
Action
Group

St Helens CCG will facilitate St Helens Cancer Action Group and make
decisions regarding cancer care considering the views brought to the Group
by its local partner organisations.

B Cancer
Alliance

St Helens CCG will be a key member of Mid-Mersey Cancer Alliance to
ensure the CCG is aligned with local partners, given the needs of its
population and existing STP footprint. St Helens CCG will make decisions
regarding the commissioning of cancer care taking into account the common
ambitions of the Cancer Alliance to which it is a part.

9
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1.3. Cancer in St Helens
1.3.1 Background
 In St Helens the estimated spend on cancer is £39 per head 8
 St Helens is ranked the 37th most deprived CCG out of 209 CCGs.9


The percentage of the population of St Helens CCG who are 65 years or over is 19.5% which
is higher than the England average of 17.1%.10

 Urgent GP referral performance is 93% (being met nationally). The percentage of patients seen
by a specialist within two weeks of an urgent GP referral for suspected cancer in this CCG
(95.5%) is higher than the England average (94.1%).11
 Referral to treatment performance is 85% (not being met nationally). The percentage of
patients receiving their first cancer treatment within 62 days of an urgent GP referral in this
CCG (85.9%) is higher than the England average (82.4%)12
 Premature Death13 - The rate of people under 75 dying of cancer in this LA (160.2 per 100,000)
is higher than the England average (141.5).
 Clinical Nurse Specialist14 - The percentage of patients with cancer who said they were given
the name of a clinical nurse specialist who would support them through their treatment in this
CCG (91.1%) is similar to the England average (89.9%).
 Overall rating of care patients gave for their overall cancer care in St Helens was 9. out of 10
which is higher than the England average (8.7 out of 10).14
1.2.2 Prevalence
Cancer prevalence indicates the size of the population living with a cancer diagnosis. This gives
an indication of the number of people who may be at risk of having consequences of their cancer
or its treatment. Prevalence can reflect trends in cancer incidence, mortality and survival as well
as advances in cancer treatment and detection, and the ageing of the population.
At the end of 2010, around 5,171 people in NHS St Helens CCG were living up to 20 years after a
cancer diagnosis. This could rise to an estimated 10,050 by 2030. 15
People are living with cancer for different time periods after their initial diagnosis and as such
people’s needs change during their cancer. Local data for different cancer types are shown
below. This gives an indication of the total demand for care at different times after diagnosis and
can be an alternative way to look at length of survival. Cancers such as lung cancer have
proportionally fewer long-term survivors whereas breast cancer has proportionally more.
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20 Year Prevalence Chart

1.2.3 Cancer Incidence
Incidence is the number or rate (per head of population) of new cases of cancer diagnosed in a
given population in a defined time period (in this case a year). This does not include secondary
cancers or recurrences.
Cancer incidence data can give an indication of the level of need for initial diagnostic and
treatment services. This can help make sure resources are targeted to certain geographic areas,
or for people with certain types of cancer.
Between 2010 and 2014 there was an average of 646 new cancer diagnoses per 100,000 of the
population each year. This is higher than the England average of 612.16
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1. 2.4 Mortality from Cancer
Cancer mortality is the number or rate of deaths from cancer in a given population in a defined
time period (usually a year). Mortality data relate to all deaths registered with cancer mentioned as
an underlying cause of death.
Mortality data can give an indication of the demand for end-of-life care for people with cancer, and
the need for support for their families and carers (for example, financial or bereavement services).
This can help make sure resources are targeted to certain geographic areas, or for people with
certain types of cancer, and estimate future demand.
Between 2010 and 2014 there was an average of 307 cancer deaths for every 100,000 people per
year. This is higher than the England average of 28717
In 2016, cancer and neoplasm accounted for 38% of all deaths in St Helens, while cardiovascular
disease accounted for 22% and respiratory accounted for 13% as illustrated in the diagram below.

1.2.5 Survival
Cancer survival data is a measure of the amount of time that a patient lives following
a diagnosis of cancer. It can be a useful indicator for how successful cancer treatment and
support services are, as well as the general health of patients
One year cancer survival in St Helens CCG in 2012 was 69.7% which is similar to the England
average of 70.4%18.
Cancer survival statistics for both St Helens and England are improving year on year (and are
currently at their highest ever since data collection began19), however, the average one year
cancer survival in England does lag behind the best in Europe - so there is still room for
improvement throughout the entire country20.
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St Helens CCG aims to improve survival rates for patients by developing services that promote
patient wellbeing (to enhance secondary prevention), diagnose cancers earlier, and ensure
patients are able to access the most effective treatment possible within the available financial
envelope. Achieving a one year survival rate of 75% by 2020 for all cancers combined is the
CCGs aim21.
2. Patient Experience
2.1 Background
The aim of the local care system in St Helens is for all patients to be satisfied with the cancer care
they receive without exception.
A positive patient experience of cancer treatment and care is a vital part of maintaining emotional
wellbeing and is also linked to improving other outcomes22.
The national cancer strategy suggests that delivering better patient experience will require a shift
in the way patient experience is viewed and St Helens local care system whole- heartedly agrees
that patient experience should be a fundamental indicator of quality health care.
In St Helens the local care system intends to improve patient experience by supporting
patients to become more empowered, and better able to make informed decisions about their
treatment, care, and support, with the ultimate aims of:





Improved overall patient experience from Cancer Patient Experience Survey
A reduction in variation in patient experience.
All patients able to access test results and other communications online by 2020.
All patients able to access a CNS or other key worker.

2.2 National Cancer Patient Experience Survey
The National Cancer Patient Experience Survey is undertaken by Quality Health on behalf of NHS
England. The survey published in 2014 indicated that 91.5% of St Helens patients rated their
care as excellent or very good (the national average was 89.5%)23.
The most recent survey published in July 2016 asked patients to rate their care on a scale of zero
(very poor) to 10 (very good), respondents in St Helens gave an average rating of 9. 14
Positive news from patients reported:
 98% doctor had right notes and other documentation with them
 97% thought groups of doctors/nurses did not talk about them as if they were not there
 97% GP given enough information about patient`s condition and treatment
 96% thought length of time waiting for test was about right
 96% given understandable answers to important questions
 95% staff told patient who to contact if worried post discharge
 94% patient had all information about chemotherapy treatment
 94% Overall the administration of the care was very good /good
 93% thought they were seen as soon as necessary
 93% sensitively told they had cancer
 93% always treated with dignity and respect by staff
13
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91% given CNS name
90% had confidence and trust in all doctors treating them
90% found it easy to contact CNS

The aim of the local care system in St Helens is for levels of patient satisfaction, as measured
by the Cancer Patient Experience Survey, to be maintained or improved each year up to 2020. To
achieve, this working jointly with providers to develop an improvement plan in areas which
reported 65% or below is key. These areas are:










48% given a care plan
59% Patient definitely given enough support from health or social services during treatment
57% Patient definitely given enough support from health or social services after treatment
56% definitely told about what side effects to expect in the future
56% able to discuss worries or fears with staff during visit
69% Practice staff definitely did everything they could to support patient
69% given understandable information
68% Length of time for attending clinics and appointments was right
65% Hospital staff gave family or someone close all the information needed to help with care at
home

The improvement plan will pay particular attention to engaging those hard to reach and
vulnerable groups.
2.3 Improving Patient Experience
The development of a national metric that would encourage providers and commissioners to focus
more consistently on improving people’s experiences of their care, treatment and support is a
recommendation of the national cancer strategy24. This metric will be included in the “cancer
dashboard” for the Borough.
2.4 Quality of Life
The development of a national metric for quality of life, underpinned by a robust approach for
measurement, is also recommended in the national cancer strategy25 The intention is that this
should incentivise the provision of better aftercare interventions in addition to more information
choice at the point of diagnosis.
Measuring quality of life will be extremely helpful so that we can determine whether the efforts
made as a healthcare system are having the desired impact. It has the potential to help us to
identify the things we are doing that really help improve quality of life – enabling us to replicate
these as much as possible. Equally, it has the potential to help us identify actions (or inactions)
that are negatively impacting quality of life – so that we can consider changes.
2.5 Digital Access to Medical Records
The national cancer strategy sets the ambition for all patients to be able to access their
medical records online (from the point of diagnosis) by 2020 26.
St Helens CCG understands that its providers are working to facilitate this type of access for
patients, and will make it clear to providers that the CCG intends to make access to online
medical records (test results and patient communications), an essential requirement for the cancer
14
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services it commissions by no later than 2020.
2.6 Shared decision making
Shared decision making is a process by which a patient is involved (as an equal and active
partner with the clinician), in clarifying acceptable medical options and choosing a preferred
course of care appropriate to the individual. The hope is that where a "shared decision" is made,
patients feel happier and more confident about their treatment journey.
St Helens CCG expects all of its providers of cancer care to reach decisions with patients,
via shared decision making, and will take steps to encourage this where it is not already
happening.
By 2020, St Helens CCG expects all of its providers to have a clear protocol setting out how it
facilitates shared decision making; optimising the use of online, digital and paper-based
resources.
2.7 Clinical Support
The Cancer Patient Experience Survey suggests that the support of a Clinical Nurse
Specialist ("CNS") is the most important contributing factor to people's positive experience of care.
The national cancer strategy recommends all patients should have access to a CNS or other key
worker from diagnosis onwards, to guide them through treatment options and ensure they recover
appropriate information and support28.
Working close with its Providers to review the current capacity of CNS to ensure that their time is
spent dealing with direct patient contact is key. In St Helens & Knowsley Hospitals for example a
redesign of a role or introducing new roles, may develop the opportunity for a “clinical tracker”
who will support CNS in direct patient contact. Developing how this support system could be put
in place for all cancer patients on all cancer pathways will be key.
2.8 A directory of local support services
The national cancer strategy recommends that providers should maintain a directory of local
support services (in both electronic and paper formats), for people with cancer, their carers, and
families. This directory should cover all types of cancer 29.
St Helens CCG will encourage its providers (providing support where possible) to compile
cancer support service directories calling on assistance from St Helens Council and third sector
organisations where relevant.
St Helens CCG will subsequently offer to promote the cancer support service directories
through its social media channels.
It is hoped that 'feeling confident in knowing how to access support' will empower patients to
take greater responsibility for their own care, and boost emotional wellbeing.
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PATIENT EXPERIENCE: ST HELENS STRATEGIC AIMS FOR CANCER
1A

Improving
overall patient
experience
from Cancer
Patient
Experience
Survey

St Helens local care system will seek levels of patient satisfaction as
measured by the Cancer Patient Experience Survey maintained or
improved each year to 2020. In order to do this, each year, St Helens
CCG will work with its providers to analyse the most recent CPES
results to determine: (i) whether these show any particular areas of
weakness/ patient groups that are disproportionately unhappy, (ii)
whether any particular patient group is not participating in the survey. St
Helens will then work with its providers to produce an agreed plan
containing actions that should result in improvement in the areas
performing less well, and encourage participation from under
represented patient groups. Overall, this should improve variation in
patient experience

1B

Improving
patient
experience

A new metric for improving people's experiences of their care is to be
developed nationally and the local care system in St Helens aims to
introduce this metric.

1C

Improving
quality of life

A new metric for quality of life is to be developed nationally and the
local care system in St Helens aims to introduce this metric.

1D

Making
patient
records
available
online
Encouraging
shared decision
making

By 2020, it will be a contractual requirement for all providers of cancer
services commissioned by St Helens CCG to offer all patients access to
their test results and communication s (generated by, or sent to, the
provider) online

1F

Facilitating
enhanced
clinical
support

1G

Developing a
"directory of
local cancer
support
services"

The national cancer strategy recommends that all patients should have
access to a CNS or other key worker from diagnosis onwards, to guide
them through treatment options and ensure they receive appropriate
information and support. St Helens CCG will work with its providers to
determine how a support system involving Clinical Nurse Specialists (or
equivalent) could be put in place for all cancer patients on all cancer
pathways from diagnosis onwards
.
From now up to 2020, St Helens CCG will encourage its providers
(providing support where possible) to compile cancer support service
directories (calling on assistance from St Helens Council and third
sector organisations where relevant).

1E

By 2020, St Helens CCG expects all of its providers to have a clear
protocol setting out how it facilitates 'shared decision making'; optimising
the use of online, digital. and paper-based resources
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3. Prevention
3.1 Background
More than 4 in 10 cases of cancer are caused by aspects
of our lifestyles which we have the ability to change35.
Tobacco remains the main risk factor due to its links to the
development of lung cancer, followed by weight, diet,
alcohol consumption, lack of sufficient exercise and UV
exposure. These are supplemented by other exposures,
such as air pollution, occupational risks, infections
(including HPV and viral hepatitis B and C), and radiation.
It is crucial therefore to continue to raise awareness of the
impact risk factors have on health and support people to
make lifestyle changes.
To promote the cancer prevention agenda in an attempt to
reduce cancer incidence and improve the wellbeing of its
population St Helens CCG and its partner organisations
particularly St Helens Council Public Health, will focus on
promoting initiatives that address lifestyle factors known to
affect the development of the following cancers:
CANCER
SITE
Lung30

RATIONALE
Lung cancer is still the biggest cause of cancer death in St Helens. There were
104 new lung cancer diagnoses per 100,000 people in St Helens in 2012; higher
than the England average (85 per 100,000).

Colorectal31 Colorectal cancer is the second biggest cause of cancer deaths in St Helens.
Despite the rate of early deaths for colorectal cancer in St Helens in 2013 (13.19
per 100,000) being lower than the England(13.4 per 100,000) and North
West(14.65 per 100,000) averages, increases in 2014 and nearly 59% in St Helens
still being diagnosed at a late stage highlights that this site of cancer is still a
challenge.
Breast32

Breast cancer is the third most common cause of cancer death in St Helens. One in
eight women will develop breast cancer in their lifetime in the UK. There were 139
new breast cancer diagnoses per 100,000 women in St Helens CCG in 2012

Prostate33

Local cancer prevalence shows that at the end of 2010, around 730 men in St
Helens were living with and beyond prostate cancer up to 20 years after diagnosis.
The rate of early deaths for prostate cancer in St Helens (10.40 per 100,000) is
lower than the England (11.42 per 100,00) and North West (10.98).
Prostate cancer is the most common cancer in men in the UK

Identifying lifestyle factors that would specifically reduce the likelihood of developing a prostate
cancer, is difficult, therefore ensuring early diagnosis will be a priority in helping improve outcomes
for this cancer type.
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3.2 Risk Factors for Cancer
Cancer Site

External Risk Factors for Cancer

Lung






Smoking & Passive smoking
Occupational exposure to carcinogens e.g.asbestos
Air quality / pollution
Radon

Colorectal





Diet high in red and processed meat
Smoking & Alcohol consumption
Physical inactivity

Breast




Being overweight or obese
Alcohol consumption

3.3. Lifestyle Factors - St Helens Data
Health and wellbeing is influenced by the choices that we make in life. Despite improvements in
some areas, some lifestyle choices, such as smoking or drinking alcohol remain significant issues
in St Helens


Alcohol-specific mortality for females in St Helens is the third highest of 326 lower tier and
unitary local authorities in England, and is more than double the national average.



Female participation in physical activity is lower than the regional and national averages and
the gap is increasing, however male participation in physical activity in St Helens is higher than
both the regional and national averages

Public Health Outcome Framework Indicators

St Helens

2.09i
2.12
2.13i
2.13ii
2.14
2.14
2.18

8.5
63.6
64.0
21.4
17.6
32.8
850



Smoking prevalence at age 15 – current smokers
Excess weight in adults
% of physically active adults
% of inactive adults
Smoking prevalence
Smoking prevalence in routine and manual workers
Alcohol related hospital admissions 2015/16

All
England
8.2
64.6
57.0
27.7
15.5
28.0
647

Source: Public Health outcomes Framework

The proportion of the population who smoke has reduced over time and St.Helens (19.7%) is
now similar to the national average (18.4%) (Integrated Household Survey, 2013).

Additionally the Tobacco Control Profile indicator includes 3 key smoking components
Tobacco Control Profile Indicator35

St Helens

All England

Successful smoking quitters at 4 weeks (aged 16+)

3508 per 100,000

2598 per 100,000

Smoking at the time of delivery

16.1%

10.6%

Smoking attributable hospital admissions (aged 35+) 1620 per 100,000
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1726 per 100,000

Source: PHOF Cancer Profiles



Alcohol-related Hospital Admissions

Public Health data shows that in St Helens alcohol related admissions is higher than the England
rate at 850 per 100,000 population and is driven primarily by the male group (1,169) however the
female admission rate is growing (554).

2.18
2.18
2.18

Admission episodes for alcohol-related conditions narrow definition (Persons) 2015/16
Admission episodes for alcohol-related conditions narrow definition (Male) 2015/16
Admission episodes for alcohol-related conditions narrow definition (Female) 2015/16

St
Helens
850

England

1,169

830

554

483

647

Source: Public Health outcomes Framework

Regular monitoring of data will determine if interventions being put in place are contributing to an
improvement in outcomes in St Helens.
The People’s Board
St.Helen’s Health and Wellbeing People’s Strategy brings together health, the voluntary and
community sector, Public Health and a wide range of council services. It outlines how working
together to improve people’s health and wellbeing, by providing health, social care and other
services will meet the current and future needs of the Borough.
Excess weight is a risk factor for a number of health conditions, including some common cancers
and in light of the high levels of obesity seen nationally and locally, a joined up approach has been
developed by St Helens CCG and St Helens Council have a joined up approach to tackling this.
The strategy sets out a vision that, by 2020, St Helens will be a place where all individuals,
families and communities are informed, enabled, motivated and empowered to achieve or
maintain a healthy weight. This will be achieved by working collaboratively across health services,
Council services, schools, workplaces, communities, and with individuals to maximise
opportunities to be physically active and eat a healthy diet. Providing information, advice,
behaviour change support, and appropriate treatment where necessary and by influencing the
quality of the environment in which people live.
The use of alcohol in our society has changed dramatically over recent decades. Whilst many
people enjoy and consume alcohol in moderation, factors such as the wider availability and
affordability of alcohol have contributed to increased levels of alcohol related harm both locally and
nationally.
Excessive alcohol consumption is linked to several different types of cancer 36.
population is quite markedly affected by alcohol consumption with key issues being37:

St Helens

 Alcohol-related inpatient hospital admissions in St Helens, where alcohol was a significant
contributory factor, amounted to 850 per 100,000 population.
Priority areas for focussed work to tackle the impacts of excess alcohol consumption include:
 Prevention: Improve knowledge about the risks of harmful drinking
 Intervention: Deliver high quality support services to meet individual needs
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 Protection: Effective partnership approaches for a safer St Helens
 Engagement: Developing stronger and more resilient communities
By focussed interventions on both obesity and alcohol, it is hoped that by increasing awareness of
the link between obesity/alcohol and cancer, the population will be encouraged to make improved
lifestyle decisions, which will have a beneficial impact on cancer incidence in St Helens.
3.4 Inequalities – St Helens Data
When compared with England, St Helens has a significantly higher incidence of lung cancer, and
significantly higher mortality rate from lung cancer
Lung
cancer
data
(per
100,000)
New Cancer diagnoses (2012)
above national
average

St Helens

All England

104 per 100,000

85 per 100,000

Deaths from lung cancer (2014)

36.98 per 100,000

33.10 per
100,000

above national
average

Source: Health and Social Care Information Centre, 2016)

Early deaths due to lung cancer show wide inequalities within St.Helens with rates in the highest
ward (Parr, 109.0) more than six times higher than those in the lowest ward (Eccleston, 16.6). It is
likely that a significant proportion of this variation is due to smoking prevalence.
Under 75 lung cancer mortality rate by ward, Persons, 2011-15

Lung (Persons)
250
200
150
100
50
0

Source: St.Helens Public Health Intelligence from Primary Care Mortality Database and ONS population estimates.

Smoking is strongly correlated to deprivation and this explains a large part of the relationship
between deprivation and smoking-related disease. For colorectal, breast & prostate cancers
mortality rates are not linked with deprivation. No other inequalities are identified.
Cancer Site
Lung
Prostate
Breast
Bowel

Correlation between mortality rate and deprivation
Yes
No
No
No
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3.5 Focus in St Helens
In order to make the most significant impact on cancer incidence, reduce inequalities and to
improve the overall health of St Helens population a focussed effort to educate the population and
and change behaviours is necessary to close the gap between the borough and national figures.
Tumour
site(s)
Lung

Colorectal

Breast

Driver(s)
St Helens’ incidence
of lung cancer is
higher the national
average38 and is the
third highest incidence
in England39.

Changing
behaviour
Smoking

St Helens has a
higher smoking
prevalence than the
England average41.
Incidence of colorectal Healthy
cancer in St Helens is weight
higher than the
national average42.
St Helens has higher
rate of excess weight
in adults than the
national average43
St Helens incidence of Healthy
breast cancer is
weight
higher than the
national average44
St Helens has higher
rate of excess weight
in adults than the
national average45

Rationale

Impact

Smoking cigarettes is
the single biggest risk
factor for lung cancer.
It is responsible for
more than 85% of all
cases40.

Improved awareness of the
link between smoking and
lung cancer; thereby
reducing smoking rates by
St Helens’ population to
reduce lung cancer
incidence in St Helens.

A diet high in
processed meats is
known to contribute to
the development of
colorectal cancer
along with physical
inactivity.

Improved awareness of the
links between both diet and
physical inactivity and
colorectal cancer incidence
in St Helens.

Being overweight or
obese is known to
contribute to the
development of breast
cancer.

Improved awareness of the
link between being a
healthy weight and breast
cancer; thereby reducing
excess weight in the
population to reduce breast
cancer incidence in St
Helens.

As a priority, St Helens CCG will encourage its GP membership to promote public health and third
sector initiatives (see below for the detail of these initiatives) that focus on:




Giving-up smoking
Achieving a healthier weight and reducing alcohol
Cancer screening

To help address the inequality linked to lung cancer, whereby more deprived areas have higher
mortality from lung cancer than more affluent areas, and contribute to a reduction in lung cancer
mortality rates St Helens CCG will take steps to raise the profile of the areas of deprivation in St
Helens to its membership - highlighting how efforts to decrease smoking within these areas could
have the greatest impact on lung cancer46.
Using this information, localities can design local schemes and initiatives to improve the health of
their population.
In addition, given the poorer rate of smoking “quitters” at 4 weeks compared with the England
average, St Helens CCG will work with GP practices to determine whether there might be any
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additional ways (potentially locality-based ways) to support patients trying to give up smoking so
that more St Helens patients are successful in the longer term.
The number of alcohol related hospital admissions is increasing, therefore the CCG will target this
as a priority, and support its member practices to specifically promote initiatives that support those
with alcohol related issues to contribute to a year-on-year reduction in alcohol related hospital
admissions in the borough (currently 28.4%). Alcohol-specific mortality for females in St.Helens is
the third highest of 326 lower tier and unitary local authorities in England, and is more than double
the national average.
3.6 Initiatives Focus
3.6.1. National Agenda
St Helens CCG GP membership will actively participate and disseminate information to its patients
in the most effective way possible to support Public Health England aims to prevent the incidence
of cancer (as part of its wider remit to promote health and wellbeing) through running a
programme of national health campaigns.
The national cancer strategy makes recommendations for additional action plans to be developed
to tackle obesity, alcohol consumption, and UV exposure and makes recommendations for
extending the benefit of providing immunisations and pharmaceutical drugs to prevent cancers 47.
St Helens CCG will support these programmes as much as possible, largely through engaging its
GP members.
3.6.2 Local Initiatives
As noted above, the cancers that the local care system in St Helens will focus on preventing are
lung, colorectal, breast and prostate cancers. Joint work with St Helens Council Public Health to
reduce the incidence of these and other cancers through a number of work streams include
promoting healthy lifestyle choices, increasing the uptake of HPV vaccination, cancer screening,
and protecting people from exposure to environmental risk factors. This work aims to tackle
inequalities in the incidence of cancer through provision of support that is appropriately targeted
and accessible to population groups which experience higher cancer incidence rates:
3.6.3 Promoting Healthy Lifestyles
St Helens Council Public Health delivers a number of programmes that promote healthy lifestyle
choices and seek to reduce the prevalence of behaviour known to increase the likelihood of
cancer developing including48:
 Stop smoking services
 Eat out eat well
 Slimming on referral
 Health matters programme
 Healthy weight 4 Life
 Sun awareness (a rolling sun awareness programme)

62

3.6.4 Health Trainers49
St Helens Council community health trainers work with adults over the age of 18 on a one to one
basis to support behaviour change and improve health. They are not clinically trained, but they
work with clients to examine behaviours associated with ill health, including unhealthy eating often
linked to obesity, stop or reduce smoking, increasing physical activity, reducing anxiety, boosting
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self-esteem and signposting and supporting people to access other services and activities. The
health trainer will work with their client for six sessions building motivation and confidence to
enable clients to help themselves and maintain the changes.
3.6.5 NHS Health Checks
The NHS Health Check is a free mid-life MOT for adults aged 40-74 delivered through GP
practices in St Helens. Although the focus of NHS Health Checks is on the assessment of
circulatory and vascular health, and risk of future disabling vascular disease, the lifestyle changes
promoted through the check apply equally to reducing individual risk of developing other
conditions including many cancers.
St Helens CCG’s member practices have a key role in directly delivering services to support the
promotion of healthy lifestyles through the delivery of the Public Health Contracts for primary care.
These cover provision of smoking cessation services, alcohol shared care, and NHS Health
Checks programme.
3.7 The People’s Board
The primary route through which St Helens CCG can support St Helens Council’s Public Health
work in this area is through its support for health promotion activity. This includes representatives
from St Helens CCG regularly meeting with key members of St Helens Councils' Public Health
team to keep up to date with current initiatives and acting as a conduit - passing this information
on to St Helens GP practices. The flow of information will go both ways, with the CCG offering
feedback (from member practices) back to St Helens Council Public Health to inform the design of
future Public Health initiatives.
St Helens CCG will engage its member practices to improve awareness of St Helens Council’s
Public Health services, campaigns, and strategies. With enhanced knowledge of Public Health
services, campaigns and strategies, practices can communicate information in a more direct,
active, and targeted manner to their patient population.
St Helens CCG will take a multi-pronged approach to engaging practices; targeting GPs, Practice
Cancer Leads, Practice Managers, Integrated Teams, and localities 50 – making optimal use of
locality meetings as an interface between St Helens Council Public Health and primary care to
promote, educate, and seek feedback on initiatives. St Helens CCG’s Locality Leads51 will act as
a conduit for this process; ensuring that each locality has the opportunity to engage an appropriate
representative from St Helens Council Public Health in respect of the initiatives that are most
pertinent to its locally-defined objectives where desired.
Furthermore, through localities, St Helens CCG will encourage practice staff to embrace the
approach of “Making Every Contact Count" 52 and encourage intervention with lifestyle health
advice at "teachable moments"53. On this latter point, following the guidance of the new national
cancer strategy70, St Helens CCG will encourage its member practices to consider innovative
approaches for the use of non-clinical roles in presenting lifestyle advice at teachable moments.
It is hoped that this will create many more opportunities for undertaking these important
conversations, and prevent many more cancers (including secondary cancers) developing.
The effect of the above being to:
 increase participation in public health initiatives by our population; and
 Increase awareness of the link between behaviours and the development of disease - including
cancer; ultimately, improving lifestyle choices/behaviours. By improving behaviours that are
known to contribute to the development of cancer, we hope to see the following year on year:
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A reduction in adult smoking rates (with a target of 13% by 202054).
A reduction in adult smoking rates in routine and manual occupations
(target of 21% by 2020 55).
A reduction in the percentage of people who smoke at age 15
An increase in the percentage of successful smoking “quitters”
A reduction in the percentage of women who are smokers at the time of delivering a baby
A reduction in the percentage of smoking attributed hospital admissions
A reduction in alcohol related hospital admissions
A reduction in the percentage of people with excess weight
An increase in the percentage of physically active adults
A reduction in the percentage of inactive adults
A reduction in the incidence of skin cancer (melanoma) in the borough by 2020

This, in turn, should contribute to a fall in age-standardised cancer incidence in the borough.
3.8 Public Health Intelligence
The local care system in St Helens will use Public Health intelligence data provided through the
Joint Strategic Assessment (JSA) process,, to regularly review the profile of how cancer affects its
population56. St Helens CCG will share this data with its localities to inform local innovation and
local projects, and assist its membership in promoting the health promotion and cancer support
services that most aptly reflect local need.
Prevention: St Helens CCG Strategic Aims for Cancer
Ref
3A

Focus
Promoting Public
Health initiatives

Objective
The local care system in St Helens will support St Helens Council's
Public Health programmes that promote healthy lifestyle choices and
seek to reduce the prevalence of behaviours known to increase the
likelihood of breast, colorectal, skin (melanoma), and lung cancers
developing. It will do this by regularly meeting with key members of
St Helens Council's Public Health team to keep up to date with new
and ongoing initiatives. Using this information, St Helens CCG will
engage its member practices to improve practice-level awareness of
the initiatives so that information can be communicated in a more
direct, active, and targeted manner to the patient population. St
Helens CCG will take a multi-pronged approach to engaging
practices to propagate information regarding St Helens Council’s
Public Health programmes; targeting GP Executives, Practice Cancer
Leads, Practice Managers, Integrated Teams, and localities –
making optimal use of locality meetings as an interface between St
Helens Council Public Health and primary care to promote, educate,
and seek feedback on initiatives. St Helens CCG’s Locality Leads
will act as a conduit for this process; ensuring that each locality has
the opportunity to engage an appropriate representative from St
Helens Council Public Health in respect of the initiatives that are
most pertinent to its’ locally- defined objectives. It is hoped that the
effect of the above will be to (i) increase participation in public health
population; and (ii) increase awareness of the link between
behaviours and the development of disease - including cancer;
ultimately, improving lifestyle choices/behaviours.

3B

Promoting
Smoking

St Helens CCG will support and encourage its GP membership to
promote public health (and third sector) initiatives that focus on
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Cessation
initiatives

giving-up smoking, and increasing awareness of the link between
smoking and the development of lung cancer. Particular cohorts of
patients to be targeted are smokers who are: (i) adults; (ii) routine
and manual workers; (iii) 12-15; (iv) pregnant. As a result, St Helens
CCG hopes that these efforts will contribute to:
 A reduction in a d ult smoking rates within the borough
 (currently 17.6%), with a target of 13% by 2020.
 A reduction in smoking rates in manual and routine workers in
the borough (currently 2 8 . 3 %), with a target of 21% by
2020.
 A year-on-year reduction in the smoking rates at age 15 in
within the borough (currently 8.7 %) to 2020.
 A year-on-year reduction in the percentage of women who are
smokers at the time of delivering a baby within the borough
(currently 16.1%), to 2020.
 A year-on-year reduction in the number of smoking related
hospital admissions (1620 per 100,000 against national of 1726
per 100,000) to 2020.
To help address the inequality linked to lung cancer (whereby more
deprived areas have higher mortality than more affluent areas), the
local care system in St Helens will take steps to raise the profile of the
areas of deprivation in St Helens to its membership - highlighting how
efforts to decrease smoking within these areas could have the greatest
impact on lung cancer, this information localities can then design local
schemes and initiatives to improve the health of their population
contributing to:
 A reduction in the inequality of lung cancer mortality rates
across the borough.

3C

Promoting
Smoking
Cessation
initiatives

3D

Promoting
Smoking
Cessation
initiatives

St Helens CCG will also work with GP practices to specifically
determine whether there might be any additional ways (potentially
locality-based) to support patients trying to give up smoking, so that
more patients are successful in the longer term. As a result, St
Helens CCG hopes that these efforts will contribute to:
 A year-on-year increase in the number of successful quitters at 4
weeks to 2020.

3E

Promoting
healthy weight

The local care system in St Helens will work together to deliver a
joined up obesity prevention strategy.

3F

Promoting
healthy weight
initiatives

3G

Promotion safe
alcohol
consumption

St Helens CCG will support and encourage its GP membership to
promote public health (and third sector) on achieving a healthy
weight, and increasing awareness of the link between exercise and
preventing cancers and secondary cancers. As a result, St Helens
CCG hopes that these efforts will contribute to:
 A year-on-year reduction in the percentage of people with
excess weight in the borough (currently 71.1%)
 A year-on-year increase in the percentage of physically active
adults in the borough (currently 50.8%) to 2020.
 A year-on-year reduction in the percentage of inactive adults
in the borough (currently 36.1%) to 2020
The local care system in St Helens will work t o g e t h e r with St
Helens Council's Public Health team to deliver the joint local alcohol
strategy.
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3H

Promoting safe
alcohol
consumption

3I

Promoting safe
sun exposure

3J

Informing the
design of public
health initiatives

3K

Promoting “Make
Every Contact
count”

Through its localities, St Helens CCG will encourage staff at its
member practices to embrace the approach of “Making Every
Contact Count”, and intervene with lifestyle health advice at
"teachable moments". As part of this, St Helens CCG will encourage
staff at its member practices to consider innovative approaches for
the use of non-clinical roles in presenting lifestyle advice at teachable
moments. It is hoped that this will create many more opportunities for
undertaking these important conversations, and prevent many more
cancers developing.

3L

Using data to
inform the local
prevention
agenda

3M

Improve Cancer
Incidence

The local care system in St Helens will use Public Health
intelligence data provided through the Joint Strategic Assessment
(JSA) process, , to maintain a profile of how cancer affects its
population. St Helens CCG will share this data with its localities to
inform local innovation
By improving behaviours that are known to contribute to the
development of cancer, the local care system in St Helens hopes to
see a year on year fall in age-standardised cancer incidence in the
borough (currently 653.3 per 100,000).

Due to the particularly sharp rise in the number alcohol related hospital
admissions the CCG will target its localities facing these trusts as a
priority, and support its member practices to specifically promote
initiatives that support those with alcohol related issues. As a result,
St Helens CCG hopes that these efforts will contribute to:
 A year-on-year reduction in alcohol related hospital
admissions in the borough (850 - 1,481 per 100,000 ) o 2020
St Helens CCG will support and encourage its GP membership to
promote public health (and third sector) initiatives that focus on
increasing awareness of the link between UV exposure and skin
cancer. As a result, St Helens CCG hopes that these efforts will
contribute to:
 A year-on-year reduction in the incidence of skin cancer
(melanoma) in the b o r o u g h
The local care system in St Helens meet r e g u l a r l y to provide
feedback on Public Health programmes from its member practices; the
purpose being to inform the design of future Public Health initiatives.

4. Early Diagnosis
4.1 Background
England continues to have lower cancer survival than comparable countries, i.e. those of similar
wealth with universal health coverage, such as Sweden, Australia and Canada57. Late diagnosis
is one of the major reasons explaining our poorer outcomes. There is evidence that England is
beginning to close the survival gap in breast cancer, but the gap remains significant in colorectal,
and lung cancers58.
Delays in diagnosis and treatment can lead to avoidable deaths. They can also cause
considerable anxiety for patients and carers and increased morbidity. Treating late stage patients
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is also very costly and almost always more expensive than treating patients with early stage
disease.
St Helens Cancer Strategy therefore sets out ways in which the local care system in St Helens
intends to support earlier diagnosis with the specific aims of:
 Increasing cancer screening uptake rates year on year to 2020, with a target of 75% uptake for
bowel cancer screening (Bowel screening coverage among 60-69 year olds is 55.9%).
 Increasing the proportion of cancers diagnosed at stage 1 or 2 where this measurement is
applicable to the tumour type/site (50.9%) is lower than the England average (54.3%).
 Reducing the percentage of patients diagnosed through an emergency route (currently 20.3%).
 Improving one year survival, year on year, with a target of 75% by 2020 (currently 70.9%).
 Consistently achieving the constitutional “62 day” target, whereby 85% of patients start their
treatment within 62 days of GP referral (current position varies from month to month with
variation amongst providers).
 Providing patients with a definitive diagnosis of cancer (or confirmation that cancer is
excluded), within 4 weeks of GP referral, with a target of 95% by 2020. The standard
measured is diagnosis by day 31 and is at 93% for our main provider St Helens & Knowsley
Hospital Trust, the aim is to reduce the standard by 3 days to diagnosis within 28 days.
4.2 Screening
Cancer screening programmes aim to prevent or detect cancer at a very early stage when the
chances of a cure are at their highest.
Increasing uptake of screening in appropriate patient groups should catch more cancers earlier.
This, in turn, should improve survival rates. Three national cancer screening programmes are
delivered by the NHS to St Helens patients and the England uptake rates are as follows:
NHS Cancer
Programmes
Breast
Cervical
Bowel

Screening England National Average uptake rates)
75.4%
71.2%
57.1%

Source: PHOD- 2012

St Helens has improved in relation to cancer screening in the three national cancer screening
programmes over the past three years. The Merseyside Cancer Screening Plan 2014-2016
evaluation described positive results for the St Helens area. This plan was co-ordinated by Public
Health England (PHE) Cheshire & Merseyside and NHS England North was developed in
September 2014 implemented through until 2017. The aim to increase screening coverage and
uptake in bowel, breast and cervical screening and had a focus on reducing inequalities.
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Cancer screening rates in Liverpool City Region local authority areas, 2015/16 (percentage)

Source: CRUK: http://www.cancerresearchuk.org/cancer-info/cancerstats/local-cancer-statistics
Red – Worse than England average, Yellow – Similar to England average, Green – better than England average

The table above illustrates that the uptake in St Helens for Breast cancer is better than the
England average, Cervical cancer is better than England average (25-49) and similar for ages 5064, bowel has improved from previously at 55% to 58.3% which is similar to the England average.
Our higher than national screening uptake is contributed to by Incentives in Primary care whereby
non-responders to screening are contacted by their GP.
NHS England is responsible for commissioning these programmes, and St Helens Council Public
Health is responsible for ensuring adequate arrangements are in place for patients to access
screening.
Due to changes in technology, over the next five years, the bowel and cervical screening
programmes will undergo significant change. Any changes to the breast screening programme
will be subject to trials currently underway. At present the bowel cancer screening programme
comprises two elements: (1) the Faecal Occult Blood test ("gFOBt") 60 which is offered every two
years for men and women aged 60 to 74 in England, and (2) the new bowel scope screening for
55- year olds, which is currently being rolled-out. In 14/15, uptake for gFOBT was 58% across the
country. The new national cancer strategy suggests that one way to improve bowel screening
uptake is to replace the gFOBT test with an easier to use test, called the "FIT" or "faecal
immunochemical test" 61. Assuming the UK National Screening Committee approves the roll-out
of FIT testing as part of the BCSP, St Helens CCG (through its Cancer Action Group/ Mid-Mersey
Cancer Alliance), will encourage and support its GP membership to promote FIT (as part of the
BCSP) to its patients62. At the same time, the St Helens Council Public Health team will also be
working to promote this screening to GPs and the wider St Helens population.
St Helens CCG notes the target set by the new national cancer strategy of 75% uptake for FIT and
bowel scope screening for every CCG area by 2020. At present, uptake for bowel screening is
58.3% by St Helens patients, leaving a gap of 17% as the measure for improvement.
The local care system in St Helens will monitor the uptake of the bowel cancer screening
programme year on year, with the intention of intensifying promotion of the programme where an
upwards trend (with a trajectory that would meet the 75% target by 2020), is not being observed.


The local care system in St Helens will promote and support all National Cancer Screening
programmes by:
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 Publishing promotional material on its own website.
 Raising member practice awareness of new and ongoing national propaganda/initiatives
to promote the screening programmes.
 Supporting member practices to better engage patients to promote the screening
programmes (through localities).
It is hoped that the effect of the above will be improved patient awareness of: 1) the existence of
cancer screening programmes, and 2) the advantages of participating in cancer screening
programmes.
This, in turn, should increase the uptake of the national cancer screening
programmes by St Helens CCG's population and result in many more cancer being diagnosed at
an earlier opportunity.
4.3 “Be Clear On Cancer” Awareness Campaigns
"Be Clear on Cancer" awareness campaigns are public campaigns that explain the symptoms of a
range of cancers and encourage people with those symptoms to see their GP. The campaigns
are run by Public Health England in partnership with the Department of Health and NHS England.
They are also supported by Cancer Research UK. There are normally two or three national
campaigns a year. The local care system in St Helens will promote and support the "Be Clear on
Cancer" campaigns to the wider public through its social media channels. It will also promote the
agenda to its own staff, and ensure its acute providers are fully appraised of the schemes at the
earliest opportunities. St Helens CCG will also actively promote these campaigns to its GP
membership and their associated wider integrated teams – encouraging participation. For each
campaign, St Helens CCG will monitor the impact by measuring activity data (and, in some
instances, referral data), and share this intelligence with its providers to inform future capacity
planning. To investigate whether any increase in activity is actually resulting in earlier diagnoses,
St Helens CCG will also monitor conversion rates63, and feed this intelligence back to the North
West Cancer Network and the Mid-Mersey local Cancer Alliance that St Helens CCG is affiliated
with, so that this data may inform the 'bigger picture' with respect to the design of "Be Clear on
Cancer" (or similar) campaigns in the future.

4.4 Clinical Decision Support Tools
In 2013, Macmillan Cancer Support worked collaboratively with BMJ Informatica to develop and
pilot an electronic cancer decision support tool ("CDS tool"). The project was part funded by the
Department of Health and aimed to help support GPs in their clinical decision making when
referring patients with suspected cancer64. Macmillan Cancer Support tested the CDS tool with
over 550 GP practices across the UK to ascertain its usefulness and appropriateness to
incorporate within a standard 10 minute consultation. The aim being to raise awareness among
GPs of cancer risk and to get them to 'think cancer', whilst helping support their decision making in
‘low risk but not no risk’ consultation cases. Cancer Research UK subsequently evaluated the
pilot, and concluded that the tool was a useful addition to the resources available to GPs - albeit
that there were a number of areas that needed further consideration and action in order to
maximise the usability and acceptability of the tool to ensure it supported the early diagnosis of
cancer65 . Macmillan's CDS is now available, free of charge, to all GPs in the UK (however, some
further work is needed so that it is fully compatible with all GP IT systems). There is an electronic
user guide and regular Webex presentations to introduce and explain how to use the tool
accessible through Macmillan Cancer Support's website.
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4.5 Direct Access to diagnostics /pathway redesign
4.5.1 Facilitating Direct Access to Diagnostics
The updated NICE guideline on recognising and referring suspected cancer (NG12)660 identifies a
number of investigative tests to which GPs should have direct access. These are:
Diagnostic Test

Suspected cancer site for which
diagnostic test should be accessed
Oesophageal
Stomach

Upper gastrointestinal endoscopy
Pancreatic

CT
Ultrasound

Testicular
Pancreatic Ultrasound
Gall bladder
Liver
Soft tissue sarcoma
Endometrial
Bone sarcoma in children and young people

X-ray

Brain or CNS

MRI

The national cancer strategy recommends that NHS England mandate GP direct access to the
key investigate tests for suspected cancer (i.e. those listed above) by the end of 201 67.
As NG12 is not a recommended Technical Appraisal ("TA"), commissioners and providers are not
mandated to make these tests available in the way that NICE describes provided that
consideration is given to doing so in the context of local and national priorities for funding and
developing services.
Locally radiology demand in April 2016 to March 2017 from GPs in one provider in St Helens
equated to 88,000 referrals 48,000 from St Helens CCG with significant numbers of requests for
chest x-ray direct access CT and combined chest xray & CT.
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4.5.2 Pathway Redesign
In parallel with the above, the local care system in St Helens through the Cancer Action Group will
work with cancer clinicians at acute providers to review current cancer pathways, and determine
how these might be modified (including the incorporation of direct access diagnostic testing), to
provide a more rapid diagnosis for patients.
St Helens CCG is currently working with providers in four areas in particular:
-

Head and Neck pathway to improve faster diagnostics and overall 62 day treatment
performance.
Gastroscopy and Flexi-sigmoidoscopy direct access pathway to optimize specialist capacity
and improve 2 week wait referrals
Prostate pathway which patient choice has significant impact upon
Dermatology services between GPs and secondary care consultants and nurse specialists
again to maximise capacity and improve flow

St Helens is aware of the ongoing work of the ACE Programme68 in investigating the best way to
structure diagnostic pathways to improve cancer survival rates. Once published, St Helens CCG
will review the evaluation from Wave 1, due mid-2017, and consider this when working with its
partners to optimise the diagnostic pathways it commissions. Once published, St Helens CCG will
also review the findings/recommendations arising from the pilot Multi-Disciplinary Diagnostic
Centres (designed to address patients with vague or unclear but persistent symptoms - with the
capacity to carry out several tests on the same day). As above, the local care system in St Helens
will consider these findings when working with its partners to optimise the diagnostic pathways it
commissions69.
4.6 Managing Increased Demand
4.6.1 Assessing the Impact of the New NICE Guideline (NG12) on activity
The NICE guideline on recognising and referring suspected cancer (NG12)70 not only encourages
GPs to directly refer for diagnostic testing in a wider variety of circumstances than the previous
guideline. It also recommends that GPs refer patients for investigation when their threshold of
suspicion for cancer is lower than before. In summary, the previous (2005) NICE guideline did not
recommend a referral for investigation if a GP thought that the chance of the patient having cancer
(also known as a "Positive Predictive Value" or "PPV"), was less than 5% 71. However, because
the evidence-base has developed since 2005, the 2015 NICE guideline recommends that GPs
should apply a lower "PPV" of 3% - prompting a greater number of referrals - in the hope that this
will result in the system diagnosing a greater number of cancers earlier72. The impact on how
new NICE guidelines will affect demand for cancer services is difficult to predict because the
number of suspected cancer referrals ("2 week wait referrals") has been rising markedly year on
year in any event.
In the first full year after the publication of the revised NICE guidelines on Cancer the 2ww
referrals at the main provider St Helens & Knowsley Hospitals Trust increased by 15%.
NICE did publish an initial estimate of expected impact, but later withdrew this due to uncertainty
and variation in GP referral practice. The subsequent costing advice published by NICE73
suggested that commissioners should expect the 2015 guideline to increase the number of
diagnostic tests and 2 week wait referrals significantly, but the impact would not affect all tumour
sites equally.
Tumour sites expected to have significant resource impact:
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Lung and pleural cancers
Upper gastrointestinal tract cancers
Lower gastrointestinal tract cancers

Tumour sites not expected to have a significant resource impact:
 Breast cancers
 Skin cancer (melanoma)
 Urological cancers
 Head and Neck cancer
 Gynaecological cancers
 Haematological cancers
As stated the predictive increase in Lung and Upper/Lower GI referrals all increased, in addition to
increases in Skin and Gynaecology, which, was not predicted. Skin has by far the most 2ww
referrals compared to other sites. Gynaecology 2ww referrals have also increased by over 40%.
St Helens CCG will carefully monitor activity to inform subsequent contract planning.
4.7 Ensuring Sufficient Capacity in the system
As part of its work to review current cancer pathways, St Helens CCG will work with its providers
to create a plan that describes how sufficient capacity will be built into the system to meet the
predicted year on year rise in demand for 2 week wait referrals and diagnostic services 74.
This plan will include an agreed trajectory for increasing the diagnostic capacity required to 2020.
In making the plans described above, it is recognised that there are likely to be staffing deficits in
both radiology and endoscopy that will be difficult to overcome
This piece of work will involve working with providers to assess current capacity, agree future
demand, and agree a plan to meet any gap and may require more detailed, longer term plans
(beyond 2020). In addition St Helens CCG providers will receive an element of the National
Cancer Transformation Fund
4.8 National Cancer Transformation Fund
In 2017 the National Cancer Transformation Fund approved a Cheshire and Merseyside bid of
£8.6m to support early diagnosis, capacity sharing demand management actions. The focus will
be on:
Lung, colorectal and vague symptoms – focus on early diagnosis (c. £2.7m over two years)
– Embedding best practice pathways; move the dial on stage 1 and 2 diagnosis and deliver
concrete improvements in 62 day compliance.
– Focus on switching mode of presentation from emergency to elective, based on pathway
refinement and optimisation (tackling diagnostic delays, straight to test, rationalising MDT
meeting, support worker staff investment).
– Service improvement and project management approach and capacity to deliver
– Vague symptoms pathways developed and embedded across STP supported with clinical
capacity
2. Diagnostics – capacity sharing and demand management actions (c £1.6m over two
years plus £2.5m capital)
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· Reviewing capacity and demand across STP for imaging and endoscopy
· Endoscopy PPAT productivity work across STP
· Exploring innovative approaches to endoscopy (e.g. chain approach, flexible staffing, mobile unit)
· Innovative approaches to pathology including digital microscopy.
Funding will be used for:
Project management capacity, Service improvement capacity, Clinical leadership to deliver service
change, Training for providers to deliver brief interventions and supporting patient information,
Pump primed clinical nurse specialists and support worker roles to deliver new diagnostic models,
evaluation and monitoring capacity and enabling infrastructure for networked imaging, endoscopy
and pathology
The providers commissioned by St Helens CCG will receive support from this fund.
4.9 Reducing Variation in Referrals
A key element to controlling growth in demand for 2 week wait referrals and diagnostic services
will be ensuring consistency in referrals for suspected cancers by member GP practices. The
table below details how St Helens CCG intends to support this.
Referral pro-formas
To help ensure consistent referrals for suspected cancer, the cancer alliances are developing
'2 week wait' referral pro-forma for each tumour site - taking into account the new NICE
guideline (NG12). The networks are encouraging commissioners and providers to adopt
these forms in the hope that the forms will encourage GPs to make referrals where specific
criteria are met; ensuring patients who should be investigated always are, and unnecessary
referrals are avoided. St Helens CCG is currently considering the adoption of these forms
with its providers (albeit that STHK have decided that they will adopt the Cheshire &
Merseyside forms). The position going forward is likely to be that some of the network forms
will be adopted, but where our local system has recently carried out work to develop a form
for a specific tumour site (with commissioners/providers input, and informed by GP feedback),
we are likely to continue using these locally developed forms for the foreseeable future.
Where implemented, St Helens CCG will seek system feedback from its members on using
the pro-forma suggested by the network, and monitor the impact of the same on activity. St
Helens CCG will use this data to inform further refinement in form design, and referral criteria.
Referral Management System – RMS
St Helens CCG presently operates a RMS for St Helens GPs for consultant led referrals
including 2 week wait referrals. There is the potential to expand this to direct access
diagnostics and other non-consultant led services to achieve earlier diagnosis.
GP Education
Variation in cancer referrals may follow disparity in interpretation of the new NICE guidelines
(NG12) by GPs. To try to eliminate this disparity, St Helens CCG, (in conjunction with Cancer
Research UK and Macmillan Cancer Support), will support its GPs in making consistent
referrals for suspected cancers by using GP educational events (namely the Protected
Learning Times sessions or Cancer Workshops). A focus on illustrating the difference
between the new and old NICE guidelines, followed by the opportunity to ask questions to
secondary care consultants.
These will be evaluated with the intention of repeating this where a beneficial impact is
noticed.
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Advice & Guidance
International studies show that GPs in England have much poorer access to specialist advice
than their counterparts in other countries when it comes to optimising decision-making for
investigative testing. As a result of this the new national cancer strategy recommends that
CCGs should consider how they can facilitate more regular discussions between primary and
secondary care, to optimise referral pathways 75.
As part of a wider (separate) project to establish formally commissioned Advice & Guidance
services, St Helens CCG will consider establishing a Cancer 'Advice and Guidance' service
for GPs.
As part of this service, GPs could seek a specialist opinion on making a referral for a
diagnostic test; interpreting diagnostic results; and the available options for patients in light of
test results (i.e. whether a referral to secondary care is necessary, and, if, so, what type of
referral). This would be designed to help support GPs to feel confident in making referrals for
direct access diagnostics and taking action once results have been received. In turn, it would
seek to enhance the quality of referrals (and thereby reduce avoidable 2 week referrals and
ensure those patients who most urgently need to be seen are prioritised).
4.10 Sustained Achievement of Local & National Cancer Targets
4.10.1 Current National Targets
Providers of cancer services for the NHS are required to meet national operational standards for
cancer waiting times. These, as applicable in 2016/17, are set out in Appendix 1.
In short, current targets focus on a patient:
 Being seen by specialist within 2 weeks of referral from their GP on suspicion of cancer (93%)
 Receiving treatment within 31 days of decision to treat/ diagnosis (96%)
 Receiving their first treatment within 62 days of GP referral (85%)
There is also a national requirement on providers to ensure that every patient who has not started
treatment within 104 days is reviewed to determine the reasons why their treatment was not
started within 104 days, and given a date to start treatment.
St Helens CCG holds its providers to account for performance against these targets through
formal Contract Board Meetings where performance is monitored on a monthly basis. Ultimately,
St Helens CCG has the contractual right to impose fines on its providers where the contract is
breached, however, in the first instance the CCG GP Lead and Commissioner attends monthly
“cancer breach assurance meetings” with the Provider. Each breach is discussed at this
assurance meeting.
If providers are required to produce recovery action plans stating the ways in which they will act to
ensure targets are met going forward, the CCG monitors its providers' performance against this
recovery action plan, and helps wherever possible to ensure recovery plans are successful.
4.11 Providing a definitive diagnosis within 4 weeks
The shift in focus, away from the 2 week referral target, more towards the speed at which a patient
is given a diagnosis of cancer will be challenging. The proposed new metric being that 95% of
patients are given a diagnosis of cancer (or confirmation that cancer is excluded) within 4
weeks76. Once this new measurement is fully implemented, CCGs and providers will be permitted
to phase out the 2 week wait target, but will still be required to perform against the 31 day and 62
day targets. To prepare for the implementation of the new target, which asks providers to provide
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a definitive diagnosis within 4 weeks (for 95% of patients), and to ascertain how much work needs
to be done to create capacity to enable this target to be met, St Helens CCG has asked providers
to share their measurements of performance against this target at the earliest opportunity.
Current NCIN data for emergency presentation of cancer is 23%, 2ww referrals make up 27% of
cancers
Again, St Helens CCG will work with providers to review existing pathways with a view to
managing increasing capacity. Part of this work will examine how pathways can be modified to
facilitate a diagnosis at the earliest opportunity.
4.12 Diagnosing Cancers at Stage 1 or 2
Cancer "staging" is the process of determining the extent to which certain types of cancer have
spread within the body. Staging is therefore typically (but not always) carried out at the time of
diagnosis. Staging is categorised into four groups; stage 1, 2, 3, and 4 (with stage 1 being the
most isolated type of cancer, and stage 4 being the most spread type of cancer). Finding a cancer
when it is at stage 1 or 2 is indicative of an early diagnosis. The national cancer strategy
recommends that NHS England develop a "cancer dashboard" of metrics at CCG and provider
level to be reported and reviewed regularly by Cancer Alliances77.
Two metrics to be included in the cancer dashboard are786:
 The proportion of cancers diagnosed at stage 1 or 2 - The target is for 62% of cancers to be
stage 1 or 2 by 2020. A higher percentage score indicates that more cancers are being
diagnosed/treated at an early stage.
 A record of cancer stage at diagnosis - The target is for "more" cancers to be staged at
diagnosis (perhaps to glean a better indication of how early cancer is being caught and use this
as a basis for improvement). There is a national target for this to be ≥ 70%.
The "staging" by numeric value is not applicable to all types of cancer tumour. Brain tumours and
haematological malignancies follow a different classification system. Moreover, most tumour sites
follow the "TNM" staging methodology 79.
Stage at Diagnosis
The percentage of staged cancers that are diagnosed
early (at stage 1 and 2) in St Helens CCG80

Target for St Helens
2020
62%
50.9%

England
Average
54.3%

The table above highlights that collaborative working to achieve the improvement trajectory of 11%
is key between Providers and the local care system.
It is important to highlight that currently not all cancers are staged, however information regarding
the stage of cancer at the point of diagnosis has improved and is useful to aid understanding of
variations in outcomes and help to target messages about symptoms to a relevant audience.

2013

Proportion of invasive malignancies diagnosed at
early stage (experimental data) 81, 82

Target for
2020
62%

All England
45.7

The local care system in St Helens notes that metric for "proportion of cancers diagnosed at an
early stage" cannot be used to measure the performance of its providers, who would record this
data, but have no control over who presents to their clinics. Instead, this metric is a measure of
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the performance of the entire system in identifying cancers at the earliest opportunity, and this is
the manner in which it will be viewed by the system.
St Helens CCG acknowledges that an improvement against this target will be heavily dependent
on the success of implementing the other items described in the "early diagnosis" section of this
strategy.
4.13 Reducing Diagnosis Through Emergency Presentation
Cancers diagnosed through emergency presentation are a measure of late diagnosis, and so
reducing this figure over time would indicate that the system is identifying cancers earlier. St
Helens aims to monitor the proportion of cancers diagnosed through an emergency presentation
through the Cancer Action Group (as part of the wider "cancer dashboard"83)
The local care system in St Helens aims to reduce the rate of people first being diagnosed with
cancer as part of an emergency admission to hospita 84. Further work is required to understand
why these admissions are occurring, and why percentages are differences across GP practices.
St Helens CCG notes the recommendation of the new national cancer strategy that every patient
diagnosed with cancer through an emergency presentation should represent a learning
opportunity as a "Significant Event" 85. A number of practices in St Helens have carried out SEA
and will continue to encourage/incentivise its member practices to undertake an analysis for any
patient on its list identified as being diagnosed with cancer as a result of an emergency admission,
and for this information to be shared with the CCG and wider system.
St Helens CCG will look to share key points from these analyses with its wider GP membership
and Mid-Mersey Cancer Alliance, to facilitate collective learning and development, and, ultimately,
reduce the number of patients diagnosed through the emergency route in the future.
St Helens CCG anticipates locality group meetings providing an ideal opportunity to share and
examine this data. St Helens CCG aims to incorporate this information into future GP education
events. Where data indicates that certain St Helens practices have a significantly higher
percentage of patients diagnosed via an emergency route than others, St Helens CCG will
prioritise encouraging these practices to analyse their patients’ journeys. This will be facilitated by
the GP Cancer Lead, the Cancer Action Group through Protected Learning Time (PLTs) events.

4.14 Improving One Year Survival Rates
As a cumulative effect of the above efforts to diagnose cancers at an earlier opportunity (when
they are easier to treat), the local care system in St Helens aims to improve the one year survival
rates for its patients year on year (currently 70.9%86)o achieving a one-year survival rate of 75%
for all cancers combined by 2020.
EARLY DIAGNOSIS: ST HELENS CCG’S STRATEGIC AIMS FOR CANCER
Ref Focus

Objective

4A

St Helens CCG will promote and support all National Cancer
Screening programmes by: (i) publishing promotional material on its
own website, (ii) raising member practice awareness of new and
ongoing national propaganda/initiatives to promote the screening
programmes, (iii) supporting member practices to better engage

Promoting all
cancer screening
programmes
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4B

Support GP
practices to
support FIT test
as part BCSP

4C

Raising
awareness “Be
Clear on Cancer
Campagins”

4D

Monitoring
effectiveness of
“Be Clear on
Cancer
Campaigns”

4E

Raising
awareness of
cancer decision
support tools
Collecting
intelligence to
inform pathway
redesign direct
access
diagnostics
Pathway redesign
to provide earlier
diagnosis

4F

4G

4H

Monitoring activity
levels

patients to promote the screening programmes (through localities).
It is hoped that the effect of this will be improved patient awareness
of: (1) the existence of cancer screening programmes, and (2) the
advantages of participating in cancer screening programmes. This, in
turn, should increase the uptake of the national cancer screening
programmes by St Helens CCG's population and result in many
more cancer being diagnosed at an earlier opportunity.
Assuming the UK National Screening Committee approves the rollout of FIT testing as part of the BCSP, St Helens CCG (through its
CAG) will encourage and support its GP membership to promote FIT
(as part of the BCSP) to its patients, with the aim of achieving a
75% uptake for bowel screening by borough eligible population by
2020 (currently 58.3%).
St Helens CCG will promote and support the "Be Clear on Cancer"
campaigns to the wider public through social media. It will also
promote the agenda to its own staff, and ensure its acute providers
are fully aware of the schemes at the earliest opportunities. Active
promotion of these campaigns to its GP membership via the
fortnightly GP Bulletin and their associated wider integrated teams –
encouraging participation.
For each "Be Clear on Cancer" campaign, St Helens CCG will
monitor the impact by measuring activity data (and, in some
instances, referral data), and share this intelligence with its providers
to inform future capacity planning. To investigate whether any
increase in activity is actually resulting in earlier diagnoses, St
Helens CCG will also monitor conversion rates, and feed this
intelligence back to the North West Cancer Network and Mid Mersey
Cancer Alliance, so this data may inform the 'bigger picture' with
respect to the design of "Be Clear on Cancer" (or similar)
campaigns in the future.
St Helens CCG will signpost its member GP practices to Cancer
Decision Support tools where this is desired by local GPs, with the
hope that the tool will help GPs to identify cancers at an earlier
stage.
St Helens CCG will work with its members to determine the
circumstance were practices genuinely believe that accessing
diagnostics directly would contribute to an earlier diagnosis for their
patients - this will inform pathway redesign discussions with
providers.
In parallel with the above, St Helens CCG will work with cancer
clinicians at its providers to review current cancer pathways, and
determine how these might be modified (including the incorporation
of direct access diagnostic testing), to provide a more rapid diagnosis
for patients (with the target of proving a diagnosis within 4 weeks for
95% of patients). This will be informed by the ACE Programme
evaluation due 2018, and also the findings/recommendations arising
from the pilot Multi- Disciplinary Diagnostic Centres, once published.
St Helens CCG has monitored 2 week wait and diagnostic activity
levels in 16/17, and use this as a guide to assess the impact of the
new NICE guidelines (NG12) on referral of suspected cancer. St
Helens CCG will use this data to inform its capacity analysis work,
and future commissioning plans.
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4I

Ensuring sufficient
capacity in the
system

4J

Promoting use of
most effective
referral proforma

4K

GP education to
eliminate variation
in GP referral for
suspected cancer

4L

Advice and
Guidance

4M

Holding provider
to account for
national targets

As part of its work to review current cancer pathways, St Helens CCG
will work with its providers to create a plan that describes how
sufficient capacity will be built into the system to meet the predicted
year on year rise in demand for 2 week wait referrals and diagnostic
services. This plan will included an agreed trajectory for increasing the
diagnostic capacity required to2020
St Helens CCG will seek the views of its membership and providers
regarding the implementation of the standardised 2 week wait cancer
referral forms (one per tumour site), suggested by the Cancer
Networks. The position going forward may be that some of the
networks’ forms are be adopted, but where our local system has
recently carried out work to develop a form for a specific tumour
site (with commissioners/providers input, and informed by GP
feedback), we are likely to continue using these locally developed
forms for the foreseeable future. Where implemented, St Helens
CCG will seek system feedback from its members on using the
networks’ suggested proforma, and monitor the impact of the same
on activity. St Helens CCG will use this data to inform further
refinement in form design, and referral criteria.
To try to eliminate variation in GP referrals for suspected cancer
caused by disparity in interpretation of the new NICE guidelines
(NG12), St Helens CCG, (in conjunction with Cancer Research UK
and Macmillan Cancer Support), will arrange GP educational events.
The initial event (or series of events) will focus on case studies illustrating the difference between the
new and old NICE guidelines, followed by the opportunity to ask
questions to secondary care consultants. T h e CCG will evaluate
the impact of the first educational event, with the intention of
repeating this where a beneficial impact is noticed
As part of a wider (separate) project to establish formally
commissioned Advice & Guidance services, St Helens CCG will
consider establishing a Cancer 'Advice and Guidance' service for GPs.
As part of this service, GPs could seek a specialist opinion on making
a referral for a diagnostic test; interpreting diagnostic results; and the
available options for patients in light of test results (i.e. whether a
referral to secondary care is necessary, and, if, so, what type of
referral). This would be designed to help support GPs to feel confident
in making referrals for direct access diagnostics and taking action once
results have been received. In turn, it would seek to enhance the
quality of referrals (and thereby reduce avoidable 2 week referrals
and ensure those patients who most urgently need to be seen are
prioritised
St Helens CCG will hold its providers to account for performance
against the national waiting time targets on a monthly basis via the
CCG's contract meetings. Performance team will highlight identified
breaches. Breaches will be discussed with providers at assurance
group meetings - where providers will be required to produce recovery
action plans stating the ways in which they will act to ensure targets
are met going forward. St Helens CCG monitors its providers'
performance against recovery action plans, and help wherever
possible to ensure recovery plans are successful. If breaches are still
not rectified (unless overriding circumstances dictate otherwise), St
Helens CCG will impose fines on its providers.
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4N

Achieving the 4
week diagnostic
standard

4O

Monitoring the
performance of
the local system to
diagnose cancers
at stage 1 or 2
Reducing
diagnosis through
emergency
presentation

4P

4Q

Improving one
year cancer
survival rates

As noted in objective "3G" above, St Helens CCG will work with its
providers to refine diagnostic pathways to provide 95% of patients
with a definitive diagnosis (or confirmation that cancer is excluded)
within 4 weeks of referral. The assumption is t hat the sooner a
diagnosis is provided, the sooner a patient can start treatment.
Starting treatment at the earliest opportunity is more likely to lead to a
positive outcome. Through its providers achieving the 4 week
diagnostic target, CCG patients will benefit from better outcomes from
their treatment.
St Helens CCG will monitor the performance of the local system to
diagnose cancers at stage 1 or 2, with a target of 62% by 2020,
and use this as a measure of how successful the local system has
been in diagnosing cancers at an early stage.
St Helens CCG will encourage its member practices to
undertake an analysis of any patient on its list identified as being
diagnosed with cancer as a result of an emergency admission - and
to share this information with the CCG/wider system. St Helens CCG
will look to share key points from these analyses with its wider GP
membership (and Cancer Alliance in due course), to facilitate
collective learning and development, and, ultimately, reduce the
number of patients diagnosed through the emergency route in the
future. St Helens CCG anticipates locality group meetings providing
an ideal opportunity to share and examine this data.
T his
information will be included in future GP education events.
As a cumulative effect of the above efforts to diagnose cancers at an
earlier opportunity (when they are easier to treat), St Helens CCG
envisages an improvement in one year survival rates for its patients
year on year (currently 70.9%). St Helens CCG would like to
achieve a one-year survival rate of 75% for all cancers combined by
2020.

5. Excellent Treatment
5.1 Background
The local care system in St Helens aims to ensure that patients diagnosed with cancer are able to
access treatment and care that enables them to live for as long and as well as possible, within the
available financial envelope.
5.2 Stratified Approach to Prevention
It is relatively rare for people to develop cancer because they have inherited a genetic fault that
increases their risk. For example, only around 2% of breast cancers are associated with BRACA1
or BRACA2 mutations, and only around 5% of colon cancers are associated with the HNPCC
mutation. However, patients with these mutations are at a markedly higher risk of developing
cancer. In this cohort of the population, identifying mutations and subsequently offering more
regular screening, chemoprevention87, or other measures, can play a significant role in avoiding
disease - or catching it earlier so outcomes are better.
The national cancer strategy makes a recommendation that NHS commissioners should ensure
that three high risk patient groups are offered genetic testing at the point of diagnosis88:
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Cancer type and High risk patient group
1 Bowel <50
2 Non-mucinous epithelial ovarian cancer

Genetic test to be offered at the point of diagnosis
HNPCC testing
BRACA1/BRACA2 testing

3 Breast cancer, <50

BRACA1/BRACA2 testing

St Helens CCG will investigate the position regarding the extent to which its providers are offering
patients genetic testing in line with this criteria, and start conversations with NHS England to
investigate how the system intends to work towards achieving this in 17/18 and beyond.
5.3 Delivering Chemotherapy closer to patients
The national cancer strategy recommends that NHS England should encourage the delivery of
chemotherapy (and other systemic anti-cancer agents) in community settings by sharing examples
of good practice nationally89.
St Helens local care system will investigate the opportunity to commission ambulatory
chemotherapy services to its population.
5.4 MDTs
The national cancer strategy recommends that NHS England should encourage providers to
streamline MDT processes such that specialist time is focused on those cancer cases that do not
follow well-established clinical pathways, with other patients being discussed more briefly.
It also recommends that NHS England should require MDTs to review a monthly audit report,
detailing patients who have died within 30 days of active treatment, to determine whether lessons
can be learned about patient safety or avoiding superfluous treatment.
St Helens CCG will work with its providers to determine whether it might be possible to agree a
local action plan that shifts the focus of MDTs in this manner.
5.5 Targeted care for Older People
More than a third of cancer diagnoses occur in people over the age of 75.
St Helens has a far greater percentage of its population over 75 with long term conditions (LTCs),
22.7% compared to 16.9% nationally.
Assessing and treating of a person aged over 75 can be more complex than assessing and the
treating of a person of a younger age. This is because:





Cancer survival tails off markedly for people aged 75 and above compared with survival for
a younger age group.
Older people are more likely to have their cancer diagnosed late.
The proportion of cancers diagnosed in England after an emergency presentation increases
with age.
Many cancer patients aged 75 and above suffer from co-morbidities or frailty meaning that
certain treatments cannot be tolerated.

The national cancer strategy suggests that current methods are not fit for purpose, and could be
improved through utilising the expertise of a geriatrician. The geriatrician would play a role in the
patient's cancer pathway, where appropriate, by performing a comprehensive geriatric assessment
and attending MDTs to influence treatment decisions - ensuring co-morbidities, allied health
40
172

needs, plus physical and emotional support are taken into account. The national cancer strategy
recommends that pilot projects are run to investigate this idea90.
Involving geriatricians within the cancer pathway for complex >75 years olds could be a huge leap
forward in ensuring older cancer patients receive the most appropriate treatment regimes. St
Helens CCG will investigate the position regarding the extent to which its providers are currently
utilising geriatricians within their treatment pathways for complex patients (including cancer), and
determine whether there is any scope to expand on this and/or initiate new pathways involving
geriatricians. St Helens local care system expects there to be geriatrician involvement in the care
of all applicable complex >75 cancer patients by 2020.
Considering the role of the geriatrician in this context is important to bridge between secondary
and community care, and can foresee a geriatrician regularly liaising with wider integrated teams
to ensure any community support the patient requires is informed by the assessments performed
in the acute setting. Indeed, through this "bridging" role, the geriatrician could feed information
from the wider integrated team back into the acute setting to ensure care there is as tailored and
informed as possible.
5.6 Patients with Metastatic Cancer
Patients with metastatic cancer have different need to other cancer patients. It is important to
remember that whilst these cancers may be terminal, many patients live for many years after
diagnosis of their initial tumour.
In line with the recommendation made in the national cancer strategy 91, St Helens local care
system is keen to ensure that this patient group is recognised as distinct when planning MDTs
when care planning.
St Helens local care system will investigate the extent to which the MDTs at its providers are
already considering metastatic patients “in a unique way” to other patients, and encourage this
practice alongside the encouragement anticipated to come from the national regulators with
regards to treating this patient group. St Helens CCG expects all of its providers to have a clear
protocol for the consideration of metastatic patients by 2020.
5.7 Patients Participating in Research
The national strategy encourages patient participation in research.
There is strong evidence that patients who participate in clinical trials do better than those who do
not92. The local care system in St Helens will encourage patient participation in clinical trials via
its providers, to use their best efforts to determine, for each and every cancer patient, whether
there is a suitable clinical trial that the patient could consider participating in. St Helens CCG will
ask its providers to supply data on the numbers of patients participating in clinical trials, and will
encourage providers to improve on that year on year. By 2020, St Helens CCG expects all of its
providers to have a clear protocol relating to the consideration of patients for clinical trials.
5.8 Radiotherapy
Radiotherapy can cure cancers and can assist in alleviating symptoms.
In 2014, NHS England and Cancer Research UK jointly published a "Vision for Radiotherapy
2014-2024"93. This recommended that all patients should receive advanced and innovative
radiotherapy; 24% of which should be Intensify Modulated Radiotherapy (IMRT). Although NHS
England is currently responsible for commissioning radiotherapy, given that St Helens CCG will be
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part of a system of 'place-based commissioning' in the not too distant future, St Helens local care
system will investigate the position as to the percentage of IMRT performed by providers treating
its patients (as well as provider's plans to improve on this), to determine the scale of the task
needed to improve on this situation. St Helens CCG will seek to be included in conversations
regarding the development of radiotherapy services by its local providers to keep appraised of
issues and progress.
Similarly, St Helens local care system will investigate the position regarding Stereotactic
radiosurgery (SRS) and Stereotactic radiotherapy (SRT).
The national cancer strategy makes a recommendation for NHS England to commence a rolling
programme of replacements for the machines that are used to provide radiotherapy; linear
accelerators (or LINACs)94. As with the above two issues, St Helens CCG will ask its providers
provide it with regular updates regarding the status and maintenance/ upgrade plans for its LINAC
equipment, so that St Helens CCG is assured regarding progress against planned maintenance
and upgrades.
5.9 Measuring Good Outcomes in Cancer Surgery
At present, there is no published consensus on how best to measure quality in surgery across
most cancer types. To facilitate the transformation of services and reduce variation in practice
across the country, the national cancer strategy recommends that key quality metrics for each
cancer surgery sub-speciality be developed95. Once developed, CCGs are encouraged to
incorporate these into service specifications.
Once developed, St Helens CCG incorporate these key quality metrics into its service
specifications, and monitor the performance of its providers against these metrics to ensure its
population is receiving quality services.
EXCELLENT TREATMENT:
ST HELENS CCG’S STRATEGIC AIMS FOR CANCER
5A

Ensuring high-risk
patients are offered
genetic testing

5B

Providing more
cancer therapy in
Community
Ensuring specialist
MDT time is
optimised

5C

5D

Encouraging
greater

St Helens CCG will investigate the position regarding the
extent to which its providers are currently offering patients
testing to investigate whether their cancer has a genetic
cause, and start conversations with NHS England investigate
how the system intends to work towards achieving testing for
the three patient groups at high risk for bowel, ovarian, and
breast cancer as a result of germline mutations by 2017/18.
This type of testing would prompt patients and applicable
family members to be offered more frequent screening
and/or chemoprevention, which could help to improve their
quality and
St Helens CCG will support all of its providers in making plans
to expand the provision of cancer therapies to broader
community settings.
St Helens CCG will work with its providers to determine
whether it might be possible to agree a local action plan that
shifts the focus of MDTs towards consideration of cancer
cases that do not follow well-established clinical pathways,
with other patients being discussed more briefly.
St Helens CCG will investigate the position regarding the
extent to which its providers are utilising geriatricians within
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involvement of
geriatricians within
the cancer
pathway for
>75s

5E

5F

Encouraging MDTs
to consider
metastatic patients
in a unique way

Encouraging
increased patient
participation in
research

5G

Seeking provider
assurance
regarding the
provision of
radiotherapy

5H

Seeking provider
assurance
regarding
radiotherapy
equipment
Monitoring key
quality metrics for
surgery

5I

their treatment pathways for complex patients (including
cancer), and determine whether there is any scope to expand
on this and/or initiate new pathways involving geriatricians. If
so, St Helens CCG will work with its providers to design
pathways (taking into account any intelligence generated by
national pilots), and ensuring there is provision for out-reach to
wider integrated teams (where relevant) within the pathways.
St Helens CCG expects there to be geriatrician involvement in
the care of all relevant complex >75 cancer patients by 2020.
The local care system in St Helens will investigate the extent
to which the MDTs at its providers are already considering
metastatic patients in a unique way to other patients, and
encourage this practice alongside the encouragement
anticipated to come from the national regulators with regards to
treating this patient group. St Helens CCG expects all of its
providers to have a clear protocol for the consideration of
metastatic patients by 2020
The local care system in St Helens will encourage patient
participation in clinical trials, therefore will encourage its
providers to use their best efforts to determine, for each and
every cancer patient, whether there is a suitable clinical
trial that the patient could consider participating in. T h e
CCG will ask its providers to supply data on the numbers of
patients participating in clinical trials and will encourage
providers to improve on that year on year. By 2020, St Helens
CCG expects all of its providers to have a clear protocol
relating to the consideration of patients for clinical trials.
Although the commissioning of radiotherapy is currently within
the remit of NHS England, given that St Helens CCG will be
part of a system of 'place-based commissioning' in the not too
distant future, St Helens CCG will investigate the position as
to the percentage of IMRT performed by providers treating its
patients (as well as it providers plans to improve on this), to
determine the scale of the task needed to improve on this
situation. The CCG will seek to be included in conversations
regarding the development of radiotherapy services by its local
providers to keep appraised of issues and progress. Similarly,
the CCG will investigate the position regarding Stereotactic
radiosurgery (SRS) and Stereotactic radiotherapy (SRT).
St Helens CCG will ask its providers provide it with regular
updates regarding the status and maintenance/ upgrade plans
for LINAC equipment, so that St Helens CCG is assured
regarding progress against planned maintenance and
upgrades.
Once developed, St Helens CCG w i l l incorporate the new
key quality metrics for surgery (in each cancer sub-speciality)
into its service specifications. The CCG will then monitor the
performance of its providers against these metrics to ensure its
population is receiving quality services.
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6. Living with and beyond cancer
6.1 Background
More people are living with the consequences of cancer treatment than ever before and together
the healthcare organisations and key stakeholders in St Helens s t r i ve to create a community
where a l l people living with and beyond cancer have:


Improved quality of life (measurement in development96.



access to elements of the Recovery Package by 2020 (measurement in development97).



access t o risk stratified follow-up managements following diagnosis and treatment for
breast, colorectal and prostate.

6.2 Reducing and managing longterm consequences of treatment
Cancer affects people in many ways and example of this is that one in four people develops a
long lasting physical effect resulting from their cancer treatment 98. A number of people live the
rest of their lives without cancer, but with long term consequences, physically, psychologically and
socially.
The local care system in St Helens aims to prepare people for the potential long-term impacts
of cancer treatment so that t h e y can make active decisions to support themselves
physically and emotionally and remain empowered to look after themselves, never feel
overwhelmed by cancer 99.
Physical
St Helens local care system will work with its providers over the next three years to ensure that
conversations regarding the potential long term consequences of cancer treatment become a
standard offering for people. These conversations should include guidance on how the impact of
long-term consequences of cancer treatment might be minimised, and sign-posting to support
services. We envisage this being part of a wider “Recovery Package”, (see section below).
By 2020 all providers of cancer services commissioned by St Helens l o c a l c a r e s y s t e m
w i l l b e e x p e c t e d t o have a clear protocol setting out how they engage cancer people to
support them to understand potential long-term conditions arising as a result of their treatment
for cancer. T h e a im t o ensure the impact of cancer treatment is minimised; improving quality of
life.
6.3 Advice on lifestyle based secondary prevention
Due to the fact an increasing number of people survive their primary cancer, St Helens CCG
a i m s t o focus on reducing secondary cancers (metastasis). To that end, it is important to note
that many of the behaviours that lower the risk of a primary cancer developing, also lower the risk
of a secondary cancer developing. For example, there is a growing body of evidence to support
an association between physical activity and mortality amongst people who develop cancer - the
suggestion being that, amongst other things, undertaking physical activity reduces the
development of secondary cancers100.
The new national cancer strategy recommends that advice on weight control, exercise, limiting
alcohol consumption, and reducing smoking rates should be given to all people being treated for
cancer to reduce their risk of secondary care. This advice should be tailored and recorded in the
individuals’ medical record101.
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St Helens CCG will work with its providers over the next three years to ensure that conversations
regarding the benefits of a healthy lifestyle (including participation in exercise, maintaining a
healthy weight, reducing smoking, and limiting alcohol consumption) become a standard offering
for people being treated for cancer. This should be coupled with sign-posting to appropriate
local wellbeing schemes, exercise programmes, and support services where applicable to
the individual individual. Again, we envisage this being part of a wider “Recovery Package”, (see
section below).
By 2020, it will be a contractual requirement for all providers of cancer services
commissioned by St Helens CCG to have a clear protocol setting out how they will engage
cancer people in conversations regarding the benefits of a healthy lifestyle
It is hoped that this will improve quality of life and improve survival and mortality.
6.4 Recovery Package
Historically, the commissioning of cancer services has primarily focused on diagnosis and
treatment, however, we are now in an age where improving a individual's physical and emotional
wellbeing (both whilst treating the disease, and after treatment is complete), is equally
important. It naturally follows, that a individual who is fitter and healthier is more likely to recover
from cancer, and recover faster. Furthermore, that individual will be less likely to develop a
secondary cancer, cancer recurrence, or another new primary cancer if their physical and
emotional wellbeing is boosted. For these reasons, St Helens CCG intends to ensure that
a comprehensive package of wellbeing services (a “Recovery Package”), is commissioned for
cancer people in its population by 2020.
What might the recovery package look like
The "Recovery Package" delivered to people in St Helens will be developed i n p a r t n e r s h i p
(taking into account learning from national guidance or other NHS organisations), considering
the elements recommended by the new national cancer strategy as being key:
Holistic assessment - The individual would receive a holistic needs assessment and a written
individualised care and support plan, that they had been involved in creating and agreed. This
would be shared with the individual’s GP (and/or other local health professionals), where the
people consented to this. The assessment would promote the benefits of physical exercise on
cancer recovery and cancer prevention, and would encourage people to engage with physical
activities appropriate to their capabilities (sign-posting to local schemes). The assessment would
also review wider elements of the individual's lifestyle; addressing behaviours known to have an
impact on overall health and known to increase the risk of developing a cancer (smoking, alcohol
consumption, healthy weight, UV exposure). Lifestyle advice would be offered and developed
into an action plan that is agreed by the individual. The primary reason for assessment would
also evaluate emotional and psychological wellbeing, and, where appropriate, result in a referral to
the type of support most likely to help the individual.
Information on side effects - The individual would be provided with information on potential and
likely side-effects of their specific treatment; how to identify these; and how to best manage these
if they were to manifest. The individual would also be sign-posted to available support services
(including non-clinical and peer to peer support services).
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Information on potential markers of recurrence - The individual would be provided with
information on the potential markers of recurrence/ secondary cancers, and information on what
action to take if these markers were experienced.
Key contact point - The individual would be provided with a key contact point to liaise with if
recurrence markers or serious side effects were experienced (this being particularly crucial given
that follow-up pathways are likely to be redesigned to reduce or remove out-individual clinical
review at arbitrary (and potentially clinically unnecessary), time intervals for some tumour sites.
This would include a phone number.
Cancer care review - The individual would be prompted to participate in a discussion at primary
care level, which would evaluate ongoing health needs.
Treatment summary - At the end of every phase of acute treatment, the individual would be
provided with a treatment summary. This would be sent to both the individual and their GP.
Individual support and education - The individual would be provided with access to an education
and support event, such as a "Health and Wellbeing Clinic", to prepare for transition to
supported self-management (this might be through a mobile device or computer which much of
the above information is presented to the individual)
Rehabilitation, work and financial support services - The individual would be sign-posted to
relevant rehabilitation, work, and financial support services (which, once developed, should be
supported by access to a "directory of cancer support services").
Work needs to commence in 2017 to achieve the local care system in St Helens aim of delivering
a comprehensive "Recovery Package" by 2020. Consequently the Cancer Action Group will
consider what the Recovery Package would look like, and how this could be implemented and
delivered for people within one tumour site initially as proposed by Providers, potentially
commissioning this for its people during 18/17 and beyond.
In terms of finding capacity (and finances) to deliver the "Recovery Package", please see
section below, "Follow-up Pathways".
When considering plans for the delivery of the "Recovery Package", Providers will b e
reminded that a k e y strategic objectives is to commission services that are delivered as close
to the individual as possible. Whilst the complexity of equipment and specialist skills required to
deliver the large majority of cancer treatment often means that this is not possible, the
"Recovery Package" could provide an excellent opportunity to do this.
National metrics for measuring performance against the delivery of the "Recovery Package"
have been developed by NHS England. 50% eligible people with Holistic Needs Assessment with
31 days Diagnosis , 50% LWBC event , SSMFU breast colorectal , prostate .
St Helens will contribute to the development of a local metric alongside the Mid-Mersey Cancer
Alliance.
6.5 Services allied to the recovery package
The delivery of the "Recovery Package" focuses on providing an assessment of the
emotional, physical, and wellbeing needs of the individual and empowering people to follow a
jointly agreed plan. However, in order to put the agreed "plan" into action, people need to be
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able to access services that support them to live well. The "Recovery Package" should offer a lot
of advice, guidance, and sign-posting to various types of services that do this, for example





Exercise programmes
Swimming sessions Weight loss programmes Smoking
cessation services Cancer support groups
Counselling – to support depression and other psychological impact
Managing chronic pain Managing chronic fatigue
Financial assistance

The provision of these services needs to be established if not currently available.
Services that people would be referred to as part of the Recovery Package are those
maintained by Public Health (see the "Prevention Section" of this strategy). Third sector
organisations (including Macmillan Cancer Support, Marie Curie, Living Well Centre), also provide
a significant amount of support to St Helens people Living With and Beyond Cancer.
The local care system in St Helens recognises that these organisations may require
additional support to continue to deliver these additional "wellbeing" services as the Recovery
Package is developed and delivered substantially.
The local care system in St Helens will work with providers and third sector organisations to
review the wellbeing services currently offered; assess the likely future demand and capacity;
and determine what additional support might be needed to maintain and/or expand these
services to support our population Living With and Beyond and consequently have a beneficial
impact on survival and mortality.
6.6 Follow- up pathways
A large proportion of cancer treatment costs are incurred in carrying out follow-up checks for
people in the survivorship phase, when initial treatment at finished 103.
For the majority of cancer pathways (with the exception of breast cancer at some of St Helens
CCG's providers), these follow-up checks are scheduled at the same time intervals for every
individual, without individualisation / stratification for different individual circumstances.
The new national cancer strategy highlights
 The needs of people would be individually assessed
 People would be supported to self-manage
 Remote monitoring would be utilised (where relevant)
 People would "re-enter" the system for investigation only when they were
concerned.
The national cancer strategy recommends that all providers are incentivised to start
implementing stratified follow-up pathways of care for people treated for breast cancer by 17/18
and NHS England should pilot stratified follow-up pathways of care for other tumour types, ideally
including prostate and colorectal and some rarer cancer types, with an aim to roll out
nationally for at least two other cancer types by 2020104.
St Helens CCG will support its providers in developing and implementing stratified follow-up
pathways of care for people. As indicated by the recommendation detailed above, the onus will be
on all providers to implement (and St Helens CCG to commission) a stratified follow-up pathway
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for people treated for breast cancer as soon as possible (no later than 17/18), and for at least
two other tumour types by 2020.
In fact, t h e C C G s m a i n p r o v i d e r S t H e l e n s & K n o w s l e y H o s p i t a l s T r u s t is
already providing stratified follow-up for its stable a l l p r i m a r y b r e a s t cancer patients and
selected prostate cancer patients. These have been in place for almost 2 years and the feedback
from patients is that they are empowered to self- monitor, in the case of prostate men can access
their PSA on line. The lack of direct doctor–individual contact has not adversely affected
outcomes.
The increased availability of clinical time can be utilised to increase throughput for initial 2ww
consultations and diagnosis.
St Helens CCG aims to trial Virtual clinics for other tumour sites.
St Helens CCG hopes that by commissioning stratified follow-up





Secondary cancers or recurrences or new primaries will be identified at an earlier
opportunity.
People will be able to better manage any side-effects they develop as a result of cancer
treatment.
People will, overall, feel more empowered to monitor their own health.

In terms of capacity and finance, St Helens CCG notes that some of its providers, for some
tumour sites, have already moved to stratified follow-up pathways. Where this has happened,
there is clearly limited scope for capacity and/or finances to be "released" by transitioning to this
model. However, where stratified follow-up pathways are not yet in place, St Helens CCG
considers there to be scope for a number of the arbitrarily-timed follow-up appointment slots to be
replaced with "Recovery Package" consultations; for example the performance of the holistic
needs assessment. T h e r e may be a rise in activity at the start of the implementation of the
Recovery Package, that cannot be met by the capacity released by converting to stratified followup appointments and the CCG will work with its providers as they develop plans to address this.
6.7 End of Life
NHS England published “Ambitions for palliative end of life care: national framework for local Action
2015-202 in 2105. St Helens has mapped current performance against this framework using a
validated toolkit. The national cancer strategy reports that many cancer patients are not
experiencing the care t hey would like to at the end of their lives 105. Specifically, many
more people would like to die at home than actually do (a recent survey suggests that 73%
would like to die at home, but this happens for only 30%106).
CCG’s are measured against the level at which England as a whole is performing. Current
performances (2015/16 Q3 – 2016/17 Q2) for St. Helens CCG are shown below:
St. Helens CCG performance @ 51.0% compared to England @ 47.1%
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Advanced care planning, specifically people where they would like to die, requires broadening
through extended staff training. Furthermore, the rollout of the electronic palliative care coordination systems (EPaCCs) is imminent in St Helens and will provide an opportunity
for everyone to record their preference for place of death and advanced care planning can be
viewed by health partners across the local system. Helping an individual to die in their preferred
place will be an exceptional improvement to their quality of life in their final moments of life107.
"What’s important to me: A review of Choice in End of Life Care" (the Choice
Review) sets a blueprint for how greater choice in end of life care can be achieved







Early identification
Joined up services and systems
Care planning
Shared care records
Integrated IT systems (such as Electronic Palliative Care Coordination Systems)
Better coordination and communication between health
and
social
care
professionals, community services, and family involvement

The national cancer strategy endorses the recommendations of this report 108.
Of course, carers, family, and friends, play a huge role in offering support during end of life, and it
is important that any one in a caring role has access to bereavement support where they would
find this beneficial. As part of the action plan, the provision of bereavement support in St Helens
required a review to identify any gaps and to remedy through commissioning.
The local care system in St Helens will primarily meet the needs of its population at the end of
their lives through its links with the Mid-Mersey Cancer Alliance to ensure that the national cancer
strategy recommendations relating to 'end of life' are fed into the CCG's Cancer Action Group to
support the delivery these recommendations.
6.8 Improving Survival Rates
The aim for the local care system in St Helens i s t h a t t h e "Living With and Beyond Cancer"
element of its strategy contributes to improving one year survival rates for its people, thus
supporting achievement of the target described in the "Early Diagnosis" e l e m e n t b e i n g a
75% one year survival rate by 2020 for all cancers combined which iscurrently 70.9% 109.
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LIVING WITH AND BEYOND CANCER:
ST HELENS CCG STRATEGIC AIMS FOR CANCER
6A

Reducing the
impact of long
term conditions

6B
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lifestyle based
secondary
prevention

6C

Delivering a
comprehensive
Recovery
Package

6D

Delivering
"wellbeing
services" to
support people
Living With
and Beyond
Cancer

6E

Developing
stratified
follow-up
pathways

6F

Improving
end of life

6G

Improving one
year cancer

The local care system in St Helens wants its people to be prepared for
the potential long-term impacts of cancer treatment so people can make
active decisions to support themselves physically and emotionally, and
remain empowered to look after themselves. From now to 2019, St
Helens CCG will work with its providers to ensure that conversations
regarding the potential long term consequences of cancer treatment
become a standard offering for people. These conversations should
include guidance on how the impact of long-term consequences of cancer
treatment might be minimised, and sign-posting to support services.
The local care system in St Helens aims to increase focus on reducing
secondary cancers (metastasis). F r o m n o w t o 2020, St Helens
CCG will work with its providers to ensure that conversations regarding
the benefits of a healthy lifestyle (including participation in exercise,
maintaining a healthy weight, reducing smoking, and limiting alcohol
consumption) become a standard offering for people being treated for
cancer. This should be coupled with sign-posting to appropriate local
wellbeing schemes, exercise programmes, and support services where
applicable to the individual.
St Helens CCG intends to ensure that a comprehensive package of
wellbeing services (a “Recovery Package”), is commissioned for cancer
people in its population by 2020. St Helens will work with its providers to
produce a proposal for delivery of the Recovery Package in relation to at
least one tumour site by the end of 2017, so that St Helens CCG can
formally commission this for its people during 17/18 and beyond. In terms
of funding this service, St Helens CCG anticipates a large proportion of
funding to be re-directed from follow-up appointments once stratified
follow-up pathways are established.
The delivery of the "Recovery Package" focuses on providing an
assessment of the emotional, physical, and wellbeing needs of the
individual, and empowering people to follow a jointly agreed plan.
However, in order to put the agreed "plan" into action, people need to be
able to access services that support them to live well. Accordingly, in
2017, St Helens local care system will work with providers and third
sector organisations to review the wellbeing services currently offered;
assess the likely future demand and capacity; and determine what
additional support might be needed to maintain and/or expand these
services to support our population Living With and Beyond Cancer to live
healthier lives.
St Helens local care system will support its providers in developing and
implementing stratified follow-up pathways of care for people. St Helens &
Knowsley operates a stratified follow-up pathway for people treated for
breast cancer and by 2020 will for at least two other tumour types.
The local care system in St Helens will primarily meet the needs of its
population at the end of their lives jointly with local healthcare
partners and third sector organisations to ensure that the
recommendations within the national cancer strategy relating to “end
of life” are fed into the St Helens Cancer Action Group to support the
delivery of these recommendations.
As a cumulative effect of the above efforts to support people Living With
and Beyond Cancer to live healthier lives, St Helens local care
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survival rates

system aims for an improvement in one year survival rates for its people
year on year (currently 70.9%). The local care system in St Helens would
like to achieve a one-year survival rate of 75% for all cancers combined
by 2020.

7. Making It Happen
7.1 Ensuring A Coordinated Approach
To ensure its approach to tackling cancer issues is coordinated with that of its secondary care
providers, neighbouring commissioners, and local stakeholders, the content of St Helens CCG’s
Cancer Strategy has been informed by the following influencers:
 GP Cancer Lead .
 St Helens & Knowsley Hospitals Trusts Consultants, Nurse Specialists, Cancer Managers
and Clinical Directors
 Members of St Helens Integrated Commissioning Team (CCG and Local Authority)
 Recommendations from the North West Cancer Network and Mid-Mersey Cancer Alliance.
 The views of St Helens Cancer Action Group.
 Publications and feedback by Consultants and analysts at St Helens Council Public Health.
 Publications and feedback from local cancer charities and patient representatives.
 Feedback from the managerial and clinical leads for cancer at St Helens & Knowsley
Hospital and other local providers

7.2 IMPLEMENTING ST HELENS CANCER STRATEGY
It will be the responsibility of St Helens CCG’s Cancer Action Group to translate this cancer
strategy into actions, then work with partners to implement the agreed actions.
Membership of St Helens CCG’s Cancer Action Group comprises the following stakeholders:
GP Cancer Lead for St Helens CCG
Managerial support from St Helens CCG’s Integrated Commissioning Team.
A Consultant from St Helens Council Public Health.
Representatives from interested third sector organisations supporting cancer patients and
cancer survivors.
 Providers of commissioned cancer services





In addition, the following stakeholders will be consulted and/or involved in the implementation of St
Helens CCG’s Cancer Strategy:
Managerial and clinical leads for cancer from STHK.
Members of the extended Cancer Action Group.
St Helens Cancer Support Group
Analysts at St Helens Council Public Health.
Members of the North West Cancer Network and members of the Mid-Mersey Cancer
Alliance.
 Patients and patient groups. & Healthwatch for seeking patient & carer views.






St Helens CCG's Cancer Action Group will maintain an oversight of the implementation of actions
and monitor progress.
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St Helens CCG's Cancer Action Group will provide St Helens CCG's Governing Body and/or
Group Executives with regular progress updates regarding the implementation of this strategy.
This information will be used to inform St Helens CCG's strategic planning and reports to NHS
England.
St Helens CCG's Cancer Action Group will also seek advice from the Governing Body and/or
Group Executives if any significant issues concerning the implementation of this strategy arises,
or, similarly, where a significant amendment to the direction of St Helens CCG's Cancer Strategy
is deemed to be in the best interests of St Helens registered population (or mandated by a higher
body).
Finally, St Helens CCG will keep its stakeholders engaged continuously throughout
implementation of this strategy and seek regular feedback on direction.
We are very keen to support our population to live healthier, longer lives, and equally keen to
reduce the effect that cancer has on individuals, families and society. To that end, we genuinely
aim for the ambitions of this strategy to contribute to achieving this.
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