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Our Operational Plan 2019/20 

Integration of Health and Social Care – St Helens Cares 

Our vision in St Helens is to improve people’s lives, together, by tackling the challenge of cost and demand and ensuring the delivery 
of the most effective borough based partnership in the country with enhanced stewardship by those who are democratically elected. 

 
We will work with our partners and residents to  ensure that people in our community independently improve and maintain their own health and 
wellbeing as much as possible, living longer, healthier lives, giving our community access to a high quality health and care system that is 
financially sustainable. 
 
We are working differently and innovatively in order to build resilience in our local communities, share and support local services/ provision and 
have a positive impact for our local population, delivering integrated service provision, developing children’s and families community hubs, 
transforming primary care, and  developing digital technology.  
 
This operational plan narrative defines the key areas of focus for the coming year and is split by specific areas of focus for the CCG and 
partners across the health and care system. This is developed alongside a separate financial and activity plan that have supporting narrative 
and all plans are aligned and triangulated with key providers within St Helens. 
 
 

Out of Hospital Care - Primary and Community Care  

Overall goals for 19/20 
To provide fully integrated community-based health care. This will be supported through the ongoing training and development of multidisciplinary 
teams in primary and community hubs. The NHS Long term plan and Investment and Evolution: A five year framework for GP Contract reform to 
implement The NHS Long Term Plan 

Deliverables for 2019/20 
 
Integration of Primary, Community and Social 
Care 
 
 
 
 
 
 

How will the CCG deliver the plan 

Building upon the integration priories of 19/20 the care system will prioritise; 

 The development of the Integrated Business Intelligence hub established between the 

CCG and the Acute Trust 

 Further  develop the single point of access through Contact Cares for community matron 

and therapy provision, explore and agree support to 111/CAS 

 Ongoing roll out of the shared care record across health and social care 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
Expanded community teams: 

 
 
 
 
 
 
 
 

Risk Stratification and MDT - Ensure that PCNs 

are provided with Primary Care data analytics for 

risk stratification based on both national and local 

data to allow them to understand in depth their 

populations’ health and care needs for 

symptomatic and prevention programmes including 

screening and immunisation services by 1 July 

2019 at the latest, and then on an ongoing basis at 

regular intervals as agreed locally. 

Bring care closer to home and develop a culture of 
multidisciplinary team working and for children and 
their families by September 2019. 
 

 Ongoing implementation of the clinical model and transformation priorities for integration 

of respiratory, frailty, therapy and mental health pathways and provision as part of the 

lead provider approach and locality model 

 Response standards for urgent community support – review and benchmarking of 

existing capacity to meet the new response times for intermediate care and community 

reablement building upon the recent demand and capacity exercise by VENN 

 Review of Domiciliary Care Model 

 Implementation of improvement plan following review of the integrated discharge team 

 Implementation of key priorities for same day emergency care clinical pathways in the 

community, e.g. DVT, Cellulitis and epilepsy as part of integrated care pathway clinical 

models with the Acute in addition to the LCS key transformational priorities. 

 

Ongoing delivery of the clinical model across the borough using contact cares and wider 

community nursing teams to address admissions avoidance and build community resilience 

 

Act upon the outcomes of the integrated therapy review to improve community response 

 

Ongoing development of the workforce clinical skills, e.g. introduce practice educator roles in 

teams and build education opportunities with acute care skills 

 

 

The CCG will work with partners to review and agree a model for a full borough wide rollout of a 

new risk stratified care model. This will be done on a locality foot print and will involve building on 

the findings of the pilot to ensure that those at risk of being admitted to hospital have an agreed 

care plan in place to mitigate this and support self-care. This will be delivered via a multi-

disciplinary team approach. 

 
 
 
 
 
 
We will work with StHK to review and re-design clinical pathways and services to support 
community based provision and bring care closer to home.   
 
We will work with the Cheshire and Merseyside Women and Children’s Partnership’s regional 



 
 
 
 
 
Children’s services - Improve quality of care for 
children with LTC service and improve transition to 
work towards service models for young people that 
offer person-centred and age appropriate care for 
mental and physical health needs, which will be 
implemented by 2028. 

 
Improve management of paediatric conditions 
within primary care and community care 
 
 
 
 
 
 
 
 
 
 
 
Redesign outpatient services over the next five 
years patients to reduce face-to-face outpatient 
visits by a third. 
 
 
 
To start to implement a five year framework for 
GP Contract reform to implement The NHS 
Long Term Plan 
 
This includes:- 
 

Delivering their contribution to the workforce 

commitment to have an extra 5,000 doctors and 

maximise the impact of 5,000 other health 

programme and Estates teams to scope out and implement a Community Hub bringing together 
universal and specialist children’s services such as Speech and Language Therapy, Community 
Paediatrics and CAMHS. 
 
 
We will work with StHK to embed good practice quality of care for children with long-term 
conditions such as asthma, epilepsy and diabetes following the roll out of clinical networks in 
2019/20; embedding best clinical practice, supporting the integration of paediatric skills across 
services and bespoke quality improvement projects. 

 
 
 

We will work to deliver a ‘0-25 years’ service and begin to identify the needs of young people 
requiring transition to adult services to ensure that gaps in service provision are identified. 
 
We will roll out ‘The Big 6’ Pathways Booklet for the most common conditions which children 
present with for urgent care to Primary Care and UCTC to promote the standardisation of care 
for these conditions. 

 
The CCG will work with locality teams to develop a same day pooled appointment system for 
paediatric same day care. 

 
The CCG will develop an MDT locality model to share learning between Paediatric Consultants 
and Primary Care staff.  
 
The CCG will redesign direct access to service and utilisation of service for nurse led clinics and 
specialist nurse and Consultant OPD provision to make best use of resources. We will work with 
St Helens and Knowsley Trust (STHK) to identify opportunities for Telehealth for paediatric OPD 
appointments and begin to pilot initiatives to scope out what will work locally.  
 
 
 
 
 
 
 
 
St Helens CCG, as part of the Cheshire and Merseyside bid, has been approved for 14 Practices 
to participate in the International GP Recruitment programme. It is unlikely that there will be any 
appointments until the Summer of 2019.  Locally St Helens CCG has released funding to support 



professionals working in Primary Care. This must 
include development of a detailed STP/ICS 
workforce plan taking into account local multi-
disciplinary workforce needs (based on capacity 
and demand), working with PCNs as they develop 
to recruit an expanded range of clinicians and 
other professionals. As part of this, plan 
specifically to retain as many GP trainees as 
possible at an STP/ICS level after completing 
specialist training; with as many of these as 
possible taking up substantive roles in the local 
Primary Care workforce by 31 March 2020. 

 

Maximise retention of experienced, effective staff 
(doctors, nurses and other health professionals), 
with specific actions/focus in areas which have 
greatest workforce challenges and with roles 
where attrition is highest.  

 

To continue providing extended access to GP 
services, including at evenings and weekends, for 
100% of their population. This must include 
ensuring access is available during peak times of 
demand, including bank holidays and across the 
Easter, Christmas and New Year periods 
Integrate extended access with other services at 
scale to deliver value for money and efficiencies 
and support compliance with national core 
requirements to maximise capacity, availability 
and utilisation of appointments for 100% of the 
population.  
 

Actively encouraging every practice to be part of a 

local Primary Care Network, so that there is 

complete population coverage of Primary Care 

networks by 30 June 2019 serving populations of 

at least 30,000 to 50,000.  

 

Supporting the introduction of any nationally-

a yearlong recruitment drive in conjunction with the BMJ similar to a programme that has been 
successful in other areas of the country.  The plan is to give St Helens a higher profile and a 
“brand” to attract GPs to the area.  A number of Practices are participating in the Scheme and 
the CCG will continue to find and promote this scheme until August 2019 when it will be 
reviewed. The CCG also continue to work with St Helens and Knowsley Trust to encourage the 
recruitment of GPs with portfolio careers working across Primary and Secondary Care. 
 
 
 
 
 
 
 
 
 
 
 
 
 
The CCG now has full coverage for Extended access and this is delivered across the four 
networks. The CCG will continue to support integration of other key services including Out of 
Hours and the IUC to maximise capacity and efficiency. This will be done in conjunction with the 
developing Networks 
 
 
 
 
 
 
 
 
 
 
All of the 34 Practices are currently part of the 4 Networks. The CCG will work with the networks 
to monitor and facilitate nationally agreed contracting arrangements that align with CCG priorities 
 
 
 
 
The CCG has already committed to a Local Enhanced Service in 2018/19 to facilitate Network 



agreed contract arrangements for PCNs, ensuring 

that community services are configured in line 

with PCN boundaries.  

 

Providing a minimum of £1.50 per head of 

financial support to PCNs for their management 

and organisational development. This investment 

should start in 2019/20 and continue each year 

until 31 March 2024. 

 
Supporting PCNs in their development and 
ensure they are practically supported to access 
the PCN Development Programme by 31 March 
2020 
 
 
Ensure that the delegated budgets received are 
used to support the development of all Practices 
in the context of PCN development, with a 
detailed local plan published by 1 July 2019 
showing that every Practice is actively engaged 
and all activity is completed by 31 March 2020 
(ensuring delivery of at least two high-impact 
actions set out in the GPFV including Online 
consultations; Reception and clerical training; and 
Time for Care), to be determined through a 
diagnostic/evidence-based approach that enables 
deployment of targeted development offers in the 
most effective way to support, strengthen and 
transform services for the benefits of staff and 
patients locally. 
 
 
In all practices, delivering Primary Care provider 
development initiatives for which CCGs will 
receive delegated budgets, including online 
consultations 
 
 

working and have restructured CCG Teams to provide Locality Managers and Pharmacists to 
work at the heart of the Networks to facilitate and develop Networks. 
 
 
 
The CCG have committed this funding within their financial plans. 
 
 
 
 
 
 
 
 
 
 
 
 
The CCG will continue to work with the 5 Practices who have not engaged with the high impact 
actions. Most of the other Practices have carried out a significant number of the High Impact 
Actions and the CCG will continue to support all Practices to aim to achieve as many Actions as 
possible. 
 
 
 
 
 
 
 
 
 
 
 
 
 
The CCG is currently procuring online consultations for Practices and there has been an 
indication of 100% uptake for this. The CCG will ensure that Practices commit to the use of this 
system. Reception training continues to be offered to all Practices and the CCG has purchased 
the ‘Footfall’ interactive signposting website for local Practices. This has been piloted in one 
Practice and will be rolled out across the CCG, to all interested Practices, by June 2019. 



 
 
Where Primary Care commissioning has been 
delegated, providing assurance that statutory 
primary medical services functions are being 
discharged effectively.  
 
 
 
Continue with commissioning and deployment of 
180 pharmacists and 60 pharmacy technician 
posts (funded by the Pharmacy Integration Fund, 
with support from NHS England Regional 
Independent Care Sector Programme 
Management Offices), to improve medicines 
optimisation for care home residents by 31 March 
2020.  
 
Ensure that Clinical pharmacists are recruited into 
practices in line with approved applications for the 
clinical pharmacist programme. 
 
We will increase the roll out of Personal Health 
Budgets in Continuing Health Care (CHC) to give 
people greater choice and control over how care 
is planned and delivered. 
 
 

The CCG is currently midway through a procurement to deliver online Consultations and 100% 
of Practices have signed up to this. 
 
The CCG is currently subject to an MIAA audit regarding its statutory duties as a delegated 
CCG.  
 
 
 
 
 
The CCG has recently recruited a Care Home Pharmacist and they will work closely with the 
Networks in the Enhanced Care Home Scheme that is due to commence in April 2019. 
 
 
 
 
 
 
 
The CCG were successful in recruiting 7 Pharmacists as part of this scheme, in conjunction with 
the local Trust. 
 
 
The CCG as part of the adult integrated CHC team will increase its offer of personal health 
budgets to all eligible adult CHC service users. They will have the option to manage the money 
as a direct payment, a notional budget, a third party budget. 

 

 

 

 

 



 

Urgent and Emergency Care 

 
Overall Goals for 2019/20 

The St Helens Care System will continue to work in partnership to design and implement a 24/7 integrated urgent care model in line with the 

Five Year Forward view requirements and local needs.  During 19/20 the system will further develop the CAS and links via 111.  Our goals for 

19/20 will aim to maximise the ability to keep patients well in the community, building upon developments and achievements in 18/19 through 

closer integrated of services and operating models: 

 Integrated approaches to sustaining and developing further hospital admissions avoidance and attendance avoidance opportunities  

 Reducing length of stay for patients in Acute Hospital beds and maintaining ‘flow’, via joint approaches to DTOC and stranded / super 

stranded patients to reduce bed utilisation 

 Delivering improvements in constitutional standards such as A&E 4 hour performance and Ambulance response times, including 

ambulance handover standards 

 Maximising opportunities for SDEC both within the community and Acute setting 

 Deliver agreed next phase transformational priorities for Frailty, Respiratory and Integrated Therapy provision 

 Review and act upon the outcomes of the clinical standards review  

 Maximising alternative ambulance conveyance pathways  
 

Deliverables for 2019/20 
 
Same Day Emergency Care (ECDS) -
Comprehensive model of same day care 
(Acute) 12 hours a day, 7 days per week, by 
September 2019 

 Increase proportion of admissions 
discharged on the same day from a 
fifth to a third 

 Maintain non-SDEC admission (e.g. 
no increase) 

 Acute Frailty Service 

 Embed across medical and surgical 
specialties 

 SDEC activity recorded as part of 
ECDS in 19/20 
 

How will the CCG deliver the plan: 

Continue to implement and develop community SDEC pathways to reduce attendances and 
admission in A&E (DVT, Cellulitis, COPD, Epilepsy, UTIs) 

 
Strengthening the Acute Model: 

 Agree the baseline with lead provider and subsequently an improvement 
trajectory- the CCG will establish a baseline of SDEC in Q1 and develop a 
plan that maximises the potential for SDEC in the Acute within affordable 
resource and building upon existing capability and capacity across both 
medical and surgical specialities that meets national expectation. 

 
Frailty – continuation of the Frailty Transformation Project as part of the lead provider arrangements 
following the successful integration of the community and acute services in 18/19.  Agree Phase 2 
priorities in Q1 2019/20.  In addition improving end of life pathways and experiences for patients. 

 
ECDS and recording activity – adherence to the dataset will continue during 2019/20 



 
 

Once local goals have been delivered, the 
aim should be to reduce the proportion of 
beds occupied by long stay patients by 40% 
against the 17/18 baseline (the 18/19 target 
was 25%). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Integrated Urgent Care: 

 Developing the Clinical Assessment 
Service (CAS) by April 2019 

 Enhancing the CAS to support further 
admissions avoidance, discharge 
support and mental health in 19/20 

 111 will continue to provide 50% of 
calls with clinical assessment and will 
be able to book at least 40 % of 
people who have been triaged into a 
face to face appointment where 
needed 

 Accurate DoS and data quality 
improvements  

 Achieve UTC Status 
 
 
 

 
 
 

The Care System has made excellent progress with super stranded performance and St Helens 
remains one of the best performing systems nationally for DTOC:  The average per day of super-
stranded patients in January 2018 = 163 patients, this dropped to 114 per day in 2019, this is 
during a time when services are under huge pressure with demand over winter.  The St Helens 
Cares system remains on plan for DTOC and will continue with the system approach to delivery in 
19/20. 

 
Oversight on the agreed performance trajectory will continue to be overseen by the Mid Mersey 
A&E Board.  The system will agree targets for 19/20 for 7, 14 and 21+ long stay patients.   
 
Approaches such as MADE, SAFER, Delivery of the High Impact Changes will continue to support 
discharge pathways and improvements.   
 
Maximising flow against the additional community bed capacity commissioned in 18/19. 
 
Domiciliary Care and IDT review to maximise flow and efficiency on the ground 
 
Continue to embed Trusted Assessor and ‘Home First’ approaches, including full evaluation 
 
The CCG has worked with partners in 111 and GP OOH during 2018/19 making strides to 
implement the aspirations for true IUC.  St Helens current has a 24/7 CAS provided by St Helens 
Rota.  The aim in 2019/20 is to continue to work across both the wider Merseyside system on 
matters of Mental health and Paediatrics and locally in terms of key priorities for a CAS that links 
into the wider system of health and social care to support admissions avoidance and discharges, 
e.g. by exploring links via the CAS into ‘Contact Cares’ and building upon the success of this 
integrated access point for professionals as seen in 18/19. 
 
GP Out of Hours Services and 111 are an integral part of the unscheduled health care economy. 
The vision for unscheduled care is to commission an integrated urgent care system that reduces 
demand for hospital based services through commissioning responsive, accessible and integrated 
services outside of hospital. The aim is for these services to offer choice, value for money and 
patient focused care, and for them to be developed around the CCG’s localities. The OOHs and 
NHS 111 Services are key components within this model and the CCG will continue to work further 
with practices moving into 2019/20 towards an integrated 111 and GP OOH model as a priority in 
line with neighbouring CCGs.   
 
Direct booking has gone live from 111 into the CAS and also the UTC and this is being phased in 



 
 
 
 
 
 
 
 
 
 
 
 
 
Ambulance Response Times and 
constitutional standards 

o Improvement trajectory where 
standards not being achieved 

o Safe reduction in conveyance to EDs 
o Delivery and maintenance of 

ambulance handover standards 
 
 
 
 
 
 
 
 
 
Short stay paediatric attendances and 
admissions.  
 

further during 19/20 
 
Ongoing promotion of 111 on-line 
 
St Helens achieved UTC status in December 2018 and will continue to explore additional pathways 
and opportunities to support care in the community at the UTC.  This includes low risk chest pain 
pathways, supporting SDEC and alternative ambulance conveyance opportunities. 
 
The CCG leads have been reviewing the DoS with NWAS and 111 to ensure its accuracy and 
understanding by 111 call handlers.  This will continue to be reviewed in 19/20.   
 
Ongoing communications in relation to care options  
 
 
Performance in relation to the ARP has improved significantly since last year.   
 
The CCG will continue to work with the lead commissioners for NWAS and 111 in delivery of the 
improvement plan outlining the agreed trajectories. 
 
In early 2019, a workshop will be held with the Merseyside lead commissioner, jointly with St 
Helens CCG to discuss and understand opportunities for the future strategy and approach to 
category 3 and 4 calls supporting further alternatives to A&E in support of the NWAS strategy. 
 
A reduction in conveyance to ED will also be explored as part of the local IUC and UTC model 
 
Locally St Helens & Knowsley Trust has delivered a significant improvement in relation to the 
Ambulance Handover standards.  This will continue to be reviewed at both the Mid Mersey A&E 
Board and local Contract Review Board and Quality Groups.   
 
 
Evaluate the pilot to open the children’s observation unit 24/7 and consolidate provision including 
space, bed allocation and opening hours linking in with the StHK Trust wide project to improve 
ambulatory emergency care.  
 
Consolidate data flows to enable appropriate coding to develop a localised short stay tariff for 
paediatrics. 
 
Conduct self-reported audit toolkit to evaluate how well StHK’s children’s emergency service aligns 
with the guidance provided by the RCPCH Facing the Future: Standards for children in emergency 
care settings, working with StHK to design and implement an improvement plan to meet these 



standards. 
 
Consolidate the offer for 0-17 year olds and implement clear pathways of care for Ambulatory 
Clinics, Children’s Observation Unit, Ward admission, access to Hospital at Home and Community 
Services, OPD and GP Follow Up. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 Elective Care  
 

Overall Goals for 2019/20 
There will be a clear focus on ensuring patients receive care in the setting appropriate to their need and that their opportunities for choice of provider 
are strengthened. The achievement of the deliverables set out in the NHS Operating Plan and Contracting Guidance 19/20 will depend on referrals 
being high quality, there being increased community provision for those not requiring secondary care and collaborative and productive working with 
secondary care providers to use innovation to drive improvement in how out patient referrals are managed. 
 

Deliverables for 2019/20 
 

 Building on the expectation that providers 
will deliver March 2019 waiting lists at the 
March 2018 level, all providers to reduce 
their waiting list during 2019/20 

 No patient will wait more than 52 weeks for 
treatment. 

 Every patient waiting 6 months or longer to 
be contacted and offered the option of care 
at an alternative provider. 

 Implement agreed standards as set out in 
the Clinical Standards Review to be 
published in Spring 2019. 

 No more than 1% of patients should wait 6 
weeks or more for a diagnostic test. 

 Ensure patients will have direct access to 
MSK First Contact Practitioners 

 
 
 
 
 
 
 
 
 
 

How will the CCG deliver the plan 

CCG plans to manage outpatient demand by improving GP referral quality will support provider 
efforts to reduce waiting lists in 19/20 (from 18/19 final levels). The CCG will continue its work to 
ensure that only appropriate referrals reach secondary care and that any referrals generated in 
secondary care are in line with The Academy of Medical Royal Colleges’ publication Clinical 
Guidance: Onward Referral. Key highlights from the CCGs programme of works are to: 

 Collaborate effectively with local secondary care providers and primary care referrers 
to implement Evidence Based Interventions: Guidance for Commissioners and 
continue to review the CCGs Continued review of Criteria Based Clinical Treatment 
Policies. 

 Engage additional clinical triagers for an increased number of clinical specialities and 
explore alternative and innovative triage options. 

 Review the MSK service to identify any further developments which will contribute 
toward stream lining secondary care referrals further. 

 Work collaboratively with secondary care to implement a range of innovative ways of 
managing and preparing for outpatient appointments – there will be changes to the 
way first and follow up appointments are delivered depending on the specialty. 

 The CCG will continue to implement the national lung cancer virtual pathway to speed 
up diagnosis in line with the national cancer plan. 

 The use of telehealth will be explored building on the success locally in using this 
system for 6 month post stroke follow up appointments. 

 The CCG will roll out a system for enabling GPs to attach images with all dermatology 
referrals and encourage the inclusion of images when seeking advice and guidance 
from any provider. 

 Expand the community clinic offer to increase the capacity for patients to be treated 
safely in community services. 

 Continue to work with local providers to integrate acute and community services to 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

Early detection and treatment of CVD can help 
patients live longer, healthier lives. 
 
 
 
 
 
 
Stroke Care 
 
 
Diabetes 

give a lead provider greater flexibility and control of referrals and their efficient 
management. 

 Support and encourage primary care referrers further to use national advice and 
guidance offers. 

 Implement the elective care development collaborative learning in ophthalmology, 
dermatology and diabetes to reduce unnecessary secondary care referrals 

 Review monthly activity data across providers to monitor long waits, and to use this 
intelligence to understand reasons for any potential breaches at monthly clinical 
quality and performance group meetings with providers. 

 
To reduce long waits for treatment the CCG will work with its secondary car providers to ensure 
that patients waiting longer than 6 months are offered the option of care at an alternative 
provider. Waiting time data will be monitored on a monthly basis.  
 
The Clinical Standards Review will be implemented upon receipt. 

 
To ensure effective use of diagnostic services the CCG will work with primary care clinicians to 
support referrers follow NICE guidance for imaging and other diagnostics. 

 
Community providers and the CCG will work with locality based GPs to identify an operating 
model for first contact practitioners in line with Investment and evolution:  A five-year framework 
for GP contract reform to implement The NHS Long Term Plan. 
 
 
The CCG will continue to work with the Academic Health Services Network to embed simple 
diagnostic tests for AF into Primary Care, this work will be supported by the CCG’s Medicines 
Management team which will review case notes within practices to optimise medication for Atrial 
Fibrillation. . Alongside this work the CCG will explore the factors which influence behavioural 
changes in patients identified with atrial fibrillation. The CCG will work collaboratively with the 
local trust to support the work of its AF nurse to manage patients who have incidental findings of 
AF. 
 
The CCG will work collaboratively across the mid-Mersey region to develop a single hyper acute 
stroke service offering world class care to all. 
 
The CCG will ensure that general practice staff have access to high quality diabetic foot 
screening training to prevent development of foot pathology and to reduce the risk of major and 
minor limb amputations. This improvement will be augmented by implementation of a re-
designed community podiatry service and will result in an increase in numbers of annual diabetic 
foot checks conducted in primary care. 



 
The CCG have secured national investment linked to diabetes. This is the third year of a four 
year programme that will deliver: 
 

 A structured education programme for diabetes patients 

 Increasing the achievement of 3 NICE recommended treatment targets 

 Implementation of a multi-disciplinary foot care team 

 Implementation of a diabetes inpatient nurse 
 

The aims of the programme are to ensure diabetes patients are better able to manage their 
condition, to reduce the number of amputations carried out and to reduce the length of stay for 
diabetes patients 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Mental Health  
 

Overall Goals for 2019/20 – Mental Health is a clear priority for the Peoples Board in St Helens and is also a strong focus for the work being 
undertaken by the system wide lead provider arrangements. The CCG will be investing in mental health services in line with the Mental Health 
Investment Standard. 

 
Deliverables for 2019/20 
 
To develop support for those with a long term 
mental health condition including supporting 
people into employment. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Develop community/crisis support in mental health 

 
 
 
 
 
 
 
 
 
 

 

How will the CCG deliver the plan 

We will be investing in supporting tenancies for people with enduring mental health problems. 
The plan is that these tenancies will be up to two years but during the tenancy the service user 
will be provided with the right support and equipped to manage their mental health and maintain 
their tenancy. 
 
We will continue to maintain a reduction in our out of area acute care placements and ensure 
patients receive care closer to home. 
 
A bid is progressing to NHSE for three Individual Personal Support staff to work in the Early 
Intervention Team and the Community Mental Health Teams. This role will help patients develop 
skills and support them into employment. 
 
Continue to work with Public Health to deliver on the suicide prevention Strategy 
 
A review of our existing IAPT provision will take place with a revision of the existing specification 
which will include Step 4 care. 
 
We will be developing a crisis provision that will support people in a mental health crisis which 
will avoid a full relapse and avoid an acute admission. 
 
Core 24 Liaison is currently in place and activity will continue to be monitored to ensure the 
service is targeting the right group to avoid crisis and or a hospital admission. 
 
Work is underway with Cheshire and Mersey Health Partnership to develop a 111 service for 
Mental Health. 
 
We will be redesigning existing Mental Health community services to meet the requirement of a 
24/7 crisis home treatment service. 
 



 
 
 
 

Improve dementia care 
 
 
 
 
CYPMH whole system change 

 

 

 

CYPMH access targets 

 

 

 

Publish the revised LTP 

 

CYP Community ED 

 

Long Term Mental Health support 

 
 

As part of the MH crisis support older people will be included. Carers and nursing homes require 
support when they are in a crisis and the intention is that our MH crisis support will include this 
group. 
 
We are refreshing our dementia action plan to ensure we are still meeting the National Dementia 
Strategy recommendations and the Prime Ministers Challenge on Dementia. It is necessary that 
the scope is widened to include other strategies such as falls, end of life, and physical health as 
these are currently all held separately. 
 
The introduction of THRIVE from 1st April 2019 will help improve access to services and change 
the delivery of MH to CYP by focusing on the CYP. It involves removing the old Tiered approach 
and replacing it with a whole system model based around the CYP. Part of this process has 
involved aligning existing contracts under a lead provider model, re-location of existing services 
to a single hub and the introduction of single point of access supplemented with crisis response 
services.   

 

Data quality has been an issue for the CCG (along with many other CCGs) in evidencing 
progress towards national targets. As we now have in place a lead provider arrangement, all 
data will now flow through one process and enable the service to report more fully on actual 
interventions delivered. Alongside this there has also been a greater focus on accurate recording 
by clinicians and with these interventions the CCG is confident that it can meet and potentially 
surpass the annual target set.  

 

The LTP is reviewed on an annual basis and published on the CCG website, next update will be 
published by 31st March 2019.  
 
 
The CCG is currently achieving the standards for urgent cases receiving first intervention within 
5 days at 100%, routine cases receiving first intervention within 20 days is currently around 70% 
with a plan to achieve national targets by 20/21. 
 
 
To build resilience within CYP the PATHS programme with primary schools has been launched 
with 4 primary schools, this will be expanded to cover all over the next 3 years, an equivalent 
programme is currently being developed for secondary schools for which a bid for grant funding 
is being submitted on 15th February 2019 
 

 



 

 

Digital 

Deliverables for 2019/20 
 
The NHS long term plan aims to empower people 
to manage health using digital technology 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
IT will be used to support Health and Care 
professionals by giving them access to the right IT 
kit and skills to enable them to provide care. They 
will be able to access records at the point of care. 
 
 
 
 
 
 
 
 
 
IT will be used to transform how care is delivered 
such as use of virtual clinics to deliver care 
 
 

How will the CCG deliver the plan 

The NHS App is in development and has been piloted. The CCG will roll out this App in line 
with national timescales. This will be pivotal to empowering our residents to manage health 
and care. It will provide access for citizens to records and able to book appointments on line 
by 2020/21and the plan for its roll out will be developed through 2019/20. This will allow every 
patient with a long term condition access to their health record by 2020 in line with the long 
term plan. 
 
A Shared Care Record across St Helens is being rolled out and will be widely available from 
19/20 in primary care, secondary care, community care, mental health and ambulance 
services. We will be looking to maximise the use of this technology by extending modules 
available within it that may include a patient portal. 
 
A business case is in development around digital innovation hubs that will be a central 
function that will work to ensure that our clinicians and residents have access to, and make 
use of, consistent technology in the best way possible. 
 
 
The Shared Care Record roll out will allow all staff delivering health and care to have access to 

an integrated record in 2019/20.  

The CCG have secured funding to ensure the infrastructure is enhanced within primary care, 

which will involve ensuring that they have the right kit and also the correct connectivity to allow 

for the enhancements in digital technology to be fully utilised. This kit will be purchased in 

2018/19 and rolled out throughout 2019/20. 

GPs already have access to EMIS anywhere allowing them to access GP records whilst out of 
the GP practice and throughout 19/20 the CCG will ensure that this is used to its maximum 
effect. 
 
Virtual clinics are in development across the borough, including virtual fracture and lung clinics. 
Our main local provider (St Helens and Knowsley Trust (STHK) have tested virtual outpatients 
and have the capability to use the technology to roll this out further in line with the aim of 
reducing face to face outpatient appointments by up to a third over the long term planning 



 
 
 
 
 
 
Data will be used to help best practice and 
eliminate unwarranted variation and to support 
patients in managing conditions. This will involve 
using predictive techniques and population health 
management solution  to support systems  by 
21/22 
 
 
 
 
CCGs must enforce technology standards to 
ensure data is interoperable and accessible 
 
 
 

period. 
 
Technology is also being used on advice and guidance and which will be further rolled out 
where appropriate 
 
 
The CCG use Rightcare as a tool for planning which involves using data to identify 
opportunities where variation is highlighted. The CCG has strong evidence of such work and 
this will continue throughout 19/20. 
 
St Helens have set up a BI and performance hub which will also focus on use of available data 
across the health and care system to enable best practice to be applied across the borough 
and reduce variation. Examples of focus areas for the hub include stratification work on high 
risk patients such as those at risk of suicide. 
 
 
The CCG have ensured that the Shared Care Record purchased meets interoperability 

standards for the NHS and if these standards change the supplier is committed to meeting new 

standards. The supplier continues to help the CCG and partners in developing the use of the 

Shared Care Record, ensuring interoperability with other systems, as new modules are rolled 

out. An example of this is the roll out of the Care Flow and Care Planning Module throughout 

2019/20 which will be supported by the system supplier to ensure that all digital standards are 

met. 

Our local provider of IT services (St Helens and Knowsley HIS) have invested in cyber security 
in 18/19 and have a member of staff wo focuses on security of systems. This has led to 
improved standards across the network. During 19/20 this will remain a key focus for the CCG. 
 
 

 

 

 

 

 

 

 

 

 

 



 

 

Cancer 

 
Overall Goals for 2019/20 
St Helens CCG, in collaboration with the Mid- Mersey Cancer Alliance, will work in partnership with local providers and CCGs to deliver a plan for 
cancer which transforms local clinical pathways, creates clinical effective, safe and efficient ways of working, thus improving the cancer patient 
experience.  Supporting collaborative working across the system, St Helens CCG aims to increase capacity, encourage effective cross-organisational 
working between our local providers to balance supply and demand and achieve operational performance. 
 

Deliverables for 2019/20 

The following are the key cancer deliverables for 
19/20: 

 At least 93% of patients who receive an 
urgent GP (GMP, GDP or Optometrist) 
referral for suspected cancer should have 
their first outpatient attendance within a 
maximum of two weeks.  

 

 At least 93% of patients with breast 
symptoms who receive an urgent GP 
referral for suspected cancer should have 
their first hospital assessment within a 
maximum of two weeks.  

 

 At least 96% of patients should wait no 

more than one month (31 days) for their 

first definitive treatment, from the date a 

decision to treat is made, for all cancers.  

 

 

 At least 94% of patients should wait no 
more than one month (31 days) for 
subsequent treatment, from the date a 
decision to treat is made, where the 

How will the CCG deliver the plan 

 

St Helens Integrated People’s Services will support GP colleagues to utilise the NICE guidance 

thresholds for clinical referral within 2 weeks and engage with people who have been referred for 

cancer services under the 2 week rule to promote their attendance at 1st appointments.  This 

work will also focus on encouraging attendance at diagnostic tests to ensure deliver of the 28 

day cancer diagnosis standard (currently monitoring in shadow form) due to be fully 

implemented by 2020.   

St Helens Integrated Peoples Services will work with providers to enable a GP or other 
healthcare professional who suspects cancer to refer to “a one stop shop” where all the 
necessary investigations are done under one roof.  Some patients will receive a definitive 
diagnosis or all clear on the same day, while others will need to undergo further assessment, 
however, these people can generally expect a diagnosis within two weeks of their first 
appointment. 

St Helens Integrated Peoples Services will work with local providers and the Mid Mersey Cancer 

Alliance to prioritise the delivery of all eight waiting time standards for cancer.  Ensuring the 

adoption of the ‘10 high impact actions’ to meet the 62 day standard in all Trusts, the CCG, in 

collaboration with  providers, will implement optimised clinical pathways and utilise the 2018/19 

Cancer Transformation Funding to transform local and regional services.  

Through the collaborative working of St Helens CCG Cancer Action Group (CAG), clinical leads 

and managers will drive improved services in order to achieve the St Helens Cares Cancer 



treatment is surgery.  
 

 At least 98% of patients should wait no 
more than one month (31 days) for 
subsequent treatment, from the date a 
decision to treat is made, where the 
treatment is drug treatment.  

 

 At least 94% of patients should wait no 
more than one month (31 days) for 
subsequent treatment, from the date a 
decision to treat is made, where the 
treatment is radiotherapy.  

 

 At least 85% of patients receiving an urgent 
GP (GMP, GDP or Optometrist) referral for 
suspected cancer should wait no more than 
two months (62 days) for their first definitive 
treatment, for all cancers.  

 

 At least 90% of patients with an urgent 
referral from an NHS cancer screening 
programme should wait no more than two 
months (62 days) for their first definitive 
treatment.  
 

 
Implement human papillomavirus (HPV) primary 
screening for cervical cancer across England by 
2020  
 
 
 
Increase proportion of cancers diagnosed early 

Strategy, in addition to the NHS Long Term plans for cancer.   

St Helens Integrated Peoples Services will work with all providers and the Cancer Alliance to 

ensure collection of the 28-day Faster Diagnosis Standard data items in preparation for the 

introduction of the Standard in 2020.  The CCG and provider will monitor and improve the time to 

diagnosis for lung, prostate and colorectal cancers through 2019 to ensure delivery of the 

standard. 

St Helens Integrated Peoples Services will continue to improve cancers diagnosed at early stage 

1 and 2 through promoting public health campaigns and proactively engaging in National 

Screening Programmes for bowel, cervical, breast screening and HPV screening.   

St Helens Integrated Peoples Services will work with providers to ensure they continue to 

implement a stratified approach for follow up of people who are worried their cancer may have 

recurred, utilising the clinically agreed protocols for breast cancer in 2019, prostate and 

colorectal cancers in 2020.  The intention is to expand this approach to all clinically appropriate 

cancers in 2023.   

 

St Helens Integrated Peoples Services will continue to support access to personalised care for 

people living with and beyond cancer through close working relationships with providers, clinical 

Leads, clinical nurse specialists and local voluntary and faith sectors, for example Macmillan 

Cancer Support. 

 

St Helens Integrated Peoples Services and he CAG will work with public health colleagues to 

offer all boys aged 12 and 13 vaccination against HPV-related diseases such as oral, throat 

and anal cancer from September 2019 

 

St Helens Integrated Peoples Services and CAG will work alongside the Cancer Alliance, 

utilising transformation funding to commence lung health checks in Mid-Mersey following 

results of pilots and introduce by 2022.   



 

St Helens Integrated Peoples Services will support ongoing communications campaigns to 

promote signs and symptoms of cancer.  The current focus for 2018/19 is cervical cancer due 

to screening uptake being lower than the national target and the uptake of cervical screening 

being variable across the borough.  Following introduction of the new FIT kit for bowel 

screening, local promotional activities will be planned to encourage use and increase uptake to 

increase detection of bowel cancer at an early stage to 12% in 2019/20. 

 

St Helens Integrated Peoples Services and CAG will await the introduction of a new national 

quality of life metric, to track and respond to the long-term impact of cancer from NHSE. 

 

 

 

 

 

 

 

 

 

 

 

 



 

Transforming Care for People with Learning Disabilities 

Deliverables for 2019/20 
 
Transform the treatment, care and support 
available to people of all ages with a learning 
disability, autism or both so that they can lead 
longer, happier, healthier lives in homes not 
hospitals. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

How will the CCG deliver the plan 

This is a system wide change across the delivery of both health and social care and will 
seek to build a more resilient structure which supports service users/patients to lead 
healthy, safe and fulfilling lives in the community. To undertake this we will: 
 

 Work with NWBH Community LD and Autism Service to deliver the Intensive Support 
Team function. As a proof of concept this will provide essential information to inform the 
need and demand for support to ensure that where possible, individuals are supported 
to remain in the community and safely have their needs met. 
 
 

 Work with NWBH to deliver on the national in patient and community specifications to 
ensure that the local system is able to meet need and appropriately support individuals 
to remain safe and reduce hospital admission to A&T and acute MH beds. 
 
 

 Work with NWBH to mobilise the additional resource into the ASC diagnostic service 
and work to understand and agree what is required for St Helens as an onward service. 
 

 

 Continue to undertake CTR’s on a 6 monthly basis to monitor patients within in patient 
settings and ensure that the DSDB informs the timely use of Wellbeing MDT 
meetings/Pre CTR/Community CTR’s in order to reduce the likelihood of admission and 
strengthen the multi agency response when an individual is in crisis. 
 
 

 Where it is safe and clinically indicated, ensure that out of area patients in locked 
rehabilitation beds, are supported to be settled into the community in a location of their 
choice, or one which is deemed in their Best Interest. 
 

 

 Working with NWBH and Primary Health Care, ensure that local systems work to 
promote the good health of people with a learning disability and/or autism, especially in 
the uptake of Annual Health Checks. There is an ongoing ambition to continue 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Improve the number of young people from 14 
years of age accessing annual health reviews in 
Primary Care 
Reduce waiting times for diagnostic assessment 
and provision of support; reduce the dependency 
on over-medication 
Ensure the Transforming Care programme for 
Children’s and Young People is embedded in local 
delivery to reduce hospital admissions and out of 
area placements 
Ensure there are clear links with the local SEND 
pathways 
 
 

improvements and work towards the national target of 75%.  
 
 

 Work with key partners across health, social care, voluntary sector and user groups, to 
deliver an Autism Action Plan from the 2018 SAF submitted to Public Health England.  

 
 

 Review, redesign and retender the local adult respite service for those with a learning 
disability and/or autism considering emergency provision. 

 
 

 Work with Housing and Health Partners, to develop local complex care provision 
including suitable accommodation and support. 
 

 

 Work with the appointed provider to mobilise the local Mill Point (Stainton) 
accommodation. 
 
 

 Support the LCR in the work towards a Flexible Purchasing System/Framework for 
complex care for individual aged 16 plus with a learning disability and/or autism and 
who may have a range of co-existing needs. 

 
 
 

 Monitor the number of annual health checks completed in Primary Care and through  
well-being MDTs promote with families the request for an annual health check 
 

 Consolidate the local implementation of the Transforming Care agenda through the 
monthly MDT tracker meetings- review of the Dynamic Support Database; review of 
packages of care and impact on current status using Risk Stratification tool; implement 
well-being MDTs (linked to EHCP reviews where appropriate) or CETRs as appropriate 
to ensure packages of care are having the desired positive impact 

 

 Undertake Monthly Multi-agency overview and planning meetings to identify gaps in 
provision and link with commissioning options for enhancing local provision and / or 
quality assurance of providers of out of area packages of care 

 

 Develop and implement a quality assurance framework for CETRs to review impact for 



service users and staff 
 

 Continue monitoring of services contribution to the established neurodevelopmental 
pathway for assessment and support planning to ensure that wait time targets are 
adhered to 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Maternity 

Deliverables for 2019/20 
 

Achieve 50% reductions in stillbirth, maternal 
mortality, neonatal mortality and serious brain 
injury by 2025 
 
 
 
 
 
 
Reduce smoking in pregnancy to work towards 
achievement of the national target of reducing 
Smoking at time of delivery (SATOD) to 6%.  
 
 
 
 
 
 
 
 
 
 
Implement Community Hub to develop a culture of 
multidisciplinary team working and learning to act 
as a one stop shop’ for women and their families 
by September 2019. 

 
 
 
 
 

Implement continuity of carer so that, by March 
2021, most women receive continuity of the person 

How will the CCG deliver the plan 
 

The CCG will support StHK to build on the Saving Babies Lives Care Bundle which was 
implemented at StHK in April 2016 by implementing the expansion to this (guidance due to be 
published in 2019) which will include a focus on preventing pre-term birth, and develop 
specialist pre-term birth clinics. 
We will consolidate how the will link in with the National Maternal and Neonatal Health Safety 
Collaborative which every trust in England with a maternity and neonatal service will be part of 
to support StHK in delivering improvements.  

 
 

The CCG will work with Public Health to implement a multi-agency action plan to fulfil the gaps 
identified through a recent self-assessment against the Public Health England Smoking in 
Pregnancy Framework.   
 
We will work with StHK, Public Health and Stop Smoking Services to establish appropriate 
leadership and governance to ensure that all services are working collaboratively to progress 
improvements to achieve the target.  
 
We will work collaboratively to embed the Ottowa/Manchester model when it is adapted for 
expectant mothers, and their partners, which will include a new smoke-free pregnancy pathway 
including focused sessions and treatments. 

 
 

The CCG will work with the Cheshire and Merseyside Women and Children’s Partnership’s 
regional programme and Estates teams to scope out and implement a Community Hub bringing 
together antenatal care, birth facilities, postnatal care, mental health services, specialist 
services and health visiting services as well as other specialist children’s services. 
 
We will consolidate a base for the Community Midwives in the Community Hub and establish a 
Midwifery Led Unit (MLU). 

 
 

The CCG will continue to work with StHK and women to support implementation of the two 
identified pathways: Midwifery Led Care Pathway and Next Birth after Caesarean Section 



caring for them during pregnancy, during birth and 
postnatally with personalised care plans; achieving 
20% continuity in 2019.  

 
 

 
Improve access to postnatal physiotherapy to 
support women who need it to recover from birth. 
 
 

 
 
 

Begin implementation of an accredited, evidence-
based infant feeding programme, such as the 
UNICEF Baby Friendly Initiative in 2019/20. 

 
 

 
 
 
 
 
Continue to increase access to evidence-based 
care for women with moderate to severe perinatal 
mental health difficulties and a personality 
disorder diagnosis by 2023/24, in addition to the 
women getting specialist help by 2020/21.  

 
Extend care provided by specialist perinatal 
mental health services from preconception to 24 
months after birth (care is currently provided from 
preconception to 12 months after birth), in line 
with the cross-government ambition for women 
and children focusing on the first 1,001 critical 
days of a child’s life. 

 
Expand access to evidence-based psychological 
therapies within specialist perinatal mental health 
services so that they also include parent-infant, 

Pathway; and identify the next pathways were continuity can be achieved. 
 
We will complete the review of maternity provision and redesign services as appropriate with 
implementation complete by March 2020. 

 
 

When further guidance is published, the CCG will work with StHK to ensure that women have 
access to multidisciplinary pelvic health clinics and pathways via referral. 
 
We will work with StHK to review the local provision and requirements developing clinical 
pathways to ensure earlier identification and provision of physiotherapy.    
 
 
We will work with StHK, Public Health and Infant Feeding Service to review and redesign infant 
feeding provision both in the hospital and community to ensure it conforms with best practice 
and meets accreditation standards.  
 
We will support StHK to achieve accreditation so that more babies are born in an accredited 
‘baby friendly’ environment.  
 
We will develop a breastfeeding action plan to improve breastfeeding initiation and 
breastfeeding at 6-8 weeks. 
 
The peri natal service is fully operational in St Helens following successful bids for wave one 
and wave two funding. Investment has been received to recurrently fund  19/20 and 20/21. The 
increased investment was used to enhance the existing service and widen access to Primary 
care referrals. This will be monitored monthly as part of the contract monitoring to ensure the 
agreed outcomes have been achieved 
 
Surplus investment has been received to fund services to support peri natal partners so we will 
be working with our mental health provider to ensure this is available within the 0-19 group in 
mental health. The support will be inclusive of the requirements. 
 
The remainder of the surplus investment will be used to fund an IAPT lead who will be based 
with the existing provision and the post holder will be required to work with families and link into 
the existing IAPT provider.  

 
The Peri natal service is well resourced and the skill mix identified does meet the needs of peri 
natal mothers. This will be monitored as part of the contract review process within the CCG. 

 



couple, co-parenting and family interventions. 
 

Offer fathers/partners of women accessing 
specialist perinatal mental health services and 
maternity outreach clinics evidence-based 
assessment for their mental health and 
signposting to support as required. 

 
Increase access to evidence-based psychological 
support and therapy, including digital options, in a 
maternity setting. Maternity outreach clinics will 
integrate maternity, reproductive health and 
psychological therapy for women experiencing 
mental health difficulties directly arising from, or 
related to, the maternity experience. 

 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 



 

Prevention 

Deliverables for 2019/20 
 

Support the NHS in making England a smoke free 
society 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Tackle obesity  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

How will the CCG deliver the plan 

The CCG and partners will continue to work as part of the multi-agency Tobacco Alliance and 
contribute to the identified priority actions of the Alliance, which include; 

 Supporting all local NHS organisations to be smoke free (via the NHS Smokefree 
Pledge) 

 Actively promoting local and national campaigns such as Stoptober 

 Improving the pathways from NHS services into the Stop Smoking service 

 Updating organisational policies on smoking and use of e-cigarettes in line with Peoples 
Board recommendations 

 Embedding Making Every Contact Count (MECC) across local NHS organisations  

 St Helens Integrated Peoples Services will also be represented on the Smoking in 
Pregnancy action group and deliver agreed actions including; 

 Supporting governance arrangements 

 Ensuring the requirement to reduce smoking in pregnancy is embedded into maternity 
plans 

 Establishing contractual requirements and quality indicators for providers to support a 
reduction of smoking in pregnancy 

 
The CCG and partners will: 
 
• Develop a Healthy Weight Strategy  
Strategy is to be completed with a comprehensive action plan with input and deliverables from 
a wider range of stakeholders. Priority areas are to address high streets through improved 
policy; to tackle childhood obesity; increase breastfeeding; and support women to achieve a 
healthy weight during pregnancy.   
 
• Develop a Whole System Approach (Four Acre Project) 
A pilot project will be implemented within Four Acre that will test a whole system approach to 
see if working intensively within one area produces more results. This will be a deliverable as 
part of the Healthy Weight Strategy. 
 
• Support schools  
Following the increased tax on sugary drinks, money has been made available for delivery of 
interventions in schools to tackle childhood obesity. An action plan will be implemented in 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Tackle alcohol related admissions 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Improve uptake of all screening programmes 
 
 

2019/20 against the available budget to support reducing obesity via schools. 
 
• Deliver a Physical Activity Campaign  
Public Health have successfully secured  funding from Renova to deliver a physical activity 
campaign in 2019/20. Local people will be encouraged to walk/run/cycle/swim throughout the 
year taking a self-care approach or joining local events / sessions. This will accumulate with a 
number of major events such as Community Games (in Four Acre, Thatto Heath and Parr) and 
a Santa Dash in December. 
 
• Deliver a Diabetes Prevention Programme  
The Diabetes Prevention Programme will continue to be delivered within St Helens. To achieve 
1743 referrals by July 20, with 689 receiving an initial assessment for DPP and undertaking a 
local intensive lifestyle course to take them from the at ‘risk of diabetes zone’.  
 
• Develop an Integrated Wellbeing Service (IWS) 
To award a contract to a chosen provider to deliver the IWS from July 19. By April 20 the 
service should have gone through significant local consultation and co-production to develop a 
new service that will have an impact on population level outcomes, of which reducing obesity is 
one.  
 
 
Alcohol related admissions are reviewed through a partnership approach as part of the St 
Helens Alcohol Harm Reduction Partnership. The key actions are; 
• To develop a training programme of Making Every Contact Count (MECC)/ Identification 
and Brief Advice (IBA) and to establish a pathway of support for those at risk across Primary 
Care, the Acute Trust (delivery of CQUIN), Mental Health trust (delivery of CQUIN) 
• Support the development of the jointly commissioned Alcohol Liaison team to reduce 
unnecessary admissions, reduce length of stay and establish a programme to reduce frequent 
attendances to hospital due to alcohol. 
• To inform and contribute to Liver Group, which is focussed on reducing mortality from 
liver diseases 
• Improve uptake of alcohol treatment services from NHS services 
• Actively promote local and national campaigns to reduce alcohol harm, such as Dry 
January and Alcohol Awareness week.  
  
 
A number of screening programmes are commissioned by NHSE. Work will be undertaken with 
the local NHSE screening and immunisation team to support GP practices to improve uptake of 
screening programmes. We will also support work to reduce the current variations in uptake 
between GP practices. 



 
 
 
 
 
 
 
 
Improve uptake of all routine immunisations 
 
 
 
 
Reduce the total number of antibiotics prescribed 
and encourage more appropriate prescribing 
practices 
 
 

 
St Helens Integrated Peoples Services will support ongoing communications campaigns to 
promote signs and symptoms of cancer. The current focus for 2018/19 is cervical cancer due to 
screening uptake being lower than the national target and the uptake of cervical screening 
being variable across the borough. Following introduction of the new FIT kit for bowel 
screening, local promotional activities will be planned to encourage use and increase uptake. 
 
We will work with the local NHSE screening and immunisation team and schools immunisation 
team to improve uptake of routine immunisations and to reduce variations in uptake across GP 
practices. There is a particular focus on maximising the uptake of MMR in line with the national 
Public Health England Measles and Rubella Elimination UK Strategy 2019. 
 
St Helens Integrated Peoples Services (SHIPS) will continue to be a key partner with ongoing 
antimicrobial resistance (AMR) work, as agreed in the action plan of the St Helens 
Antimicrobial Stewardship Group. Key work areas include prescribing visits by the Medicines 
Management Team, antibiotic audits and addressing community microbiology support.  
SHIPs will also continue to support the work of the Cheshire and Merseyside AMR Board. 

 

 

 

 


