GOVERNING BODY MEETING – A meeting in public
Tuesday 7th November 2017
Nightingale Room, Old Market House
1pm - 4pm
AGENDA
Ref
No.

No

Time

Item

Action

GB1718/0039

1.

1.00pm

PRELIMINARY
BUSINESS/ADMINISTRATIVE ITEMS
(Chair)
1.1 Apologies for Absence
1.2 Chair’s Announcements
1.3 Declarations of Interest
1.4 Welcome and Comments/questions
from members of the public (10 mins)
1.5 Minutes and Action Points of Last
Meeting


3rd October 2017



Action Points

1.6

Matters Arising

1.7

Patient Story
(Lorna Quigley)
Chief Officer’s Update
(Simon Banks)

1.8

Papers

To Note

To Approve

2. DRAFT WCCG
3. GB Action Log.pdf
Governing Body PUBL

To Approve
To Note
To Note

4. Chief Officer
Report November 201

GB1718/0040

2.

1.20pm

RISK MANAGEMENT
2.1

GB1718/0041

3.

1.30pm

Risk Register
(Paul Edwards)

To Discuss
5. Risk Register.pdf

FINANCE
3.1

Chief Financial Officer’s Report
(Mike Treharne)

To Note

6. Report cover sheet
6a. Wirral CCG
Finance Governing Bo Finance Committee Re

6b. Appendix 1
6c. Appendix 2
Finance Committee - BWUTH Finance Summa
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Ref
No.

No

Time

Item

Action


GB1718/0042

4.

1.50pm

Finance Committee Chair’s
Report from September 2017
(Lesley Doherty)

Papers

To Note
7. Finance Committee
Chairs report 26 Septe

PERFORMANCE AND COMMISSIONING
4.1

Director of Commissioning’s Report
(Nesta Hawker)

To Note

8. Director of
8a. Director of
Commissioning CoverCommissioning Repor

8b. BCF appendix
2.pdf

10. MSK Services.pdf

10a. SB MSK Triage
GP Fed 30.10.17.pdf

4.2

Public Health Annual Report
(Julie Webster)

To Note
11. Board Report No
11a.
2017 Public Health AnPublic_Health_Annual_

11a. Wirral Stats
2017 V2.pdf

GB1718/0043

5.

2.20pm

QUALITY & PATIENT SAFETY
5.1

Director of Quality & Patient Safety’s
Report
(Lorna Quigley)




GB1718/0044

6.

2.50pm

Safeguarding Annual Report
(Lorna Quigley)

Quality and Performance
Committee Chair’s Report
from September 2017
(Linda Roberts)

To Note
12. Quality and Pt
12a. Director of
Safety Cover Sheet.doQuality and Patient Sa

To Note
13. GB report cover
13a. WCCG
sheet template APRIL Safeguarding Annual

To Note
14. QP Chair report
26.09.17.docx

GOVERNANCE AND ENGAGEMENT
6.1

Director of Corporate Affairs’ Report
(Paul Edwards)

To Note

15. Corporate Affairs
15a. Director of
Report cover sheet NoCorporate Affairs Rep



Audit Committee Chair’s
Report
(Alan Whittle)

To Note
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Ref
No.

No

Time

Item

GB1718/0045

7.

3.10pm

MEDICAL
7.1

7.2

GB1718/0046

8.

3.30pm

9.

3.40pm

Medical Director’s Report
(Dr Paula Cowan)

Clinical Senate Chair’s Report
(Dr Paula Cowan)

Papers

To Note
17. Governing Body
Report November 201

To Note
18. Clinical Senate
Chair Report Novemb

COMMITTEE MINUTES
8.1

GB1718/0047

Action

Committee Meeting Minutes


Quality and Performance
Minutes from August 2017

To Note



Clinical Senate Meeting of
September 2017

To Note



Ratified Finance Minutes from
August 2017

To Note

19. QP Ratified
minutes from 29.8.17.d

20. ratified clinical
senate minutes 12 9 1

21. ratified finance
minutes 29.08.17.docx

ANY OTHER BUSINESS
Communications from this meeting
Date and time of Next meeting: Tuesday 5th December 2017
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WIRRAL CLINICAL COMMISSIONING GROUP
Governing Body Meeting
Minutes of Meeting – Public Session
Tuesday 3rd October 2017
1pm – 2.30pm
Nightingale Room, Old Market House

Present:
Dr Sue Wells (SW) (Chair)
Simon Banks (SB)
Paul Edwards (PE)
Julie Webster (JW
Nesta Hawker (NT)
Sylvia Cheater (SC)
Alan Whittle (AW)
Lorna Quigley (LQ)
Dr Laxman Ariaraj (LA)
Dr Paula Cowan (PC)
Dr Helen Downs (HD)
Dr Simon Delaney (SD)
Graham Hodkinson (GH)
Lesley Doherty (LD)
Dr Sian Stokes (SS)
Dr Richard Sturgess (RS)
Mike Treharne (MT)
Dr James Sowery (JS)

Chair WCCG
Chief Officer
Director of Corporate Affairs
Interim Director of Health and Wellbeing
Director of Commissioning
Lay Member (Patient Champion)
Lay Member (Audit & Governance)
Director of Quality & Patient Safety
GP Lead – Planned Care
Medical Director
GP Lead – Unplanned Care
GP Lead – Primary Care
Director of Health and Care
Registered Nurse
GP Lead – Long Term Conditions
Secondary Care Doctor
Chief Financial Officer
Chair, Membership Council

In Attendance:
Gail Moore (GM)
Michael Chantler (MC)
Ref
No.
GB1718/0036

Corporate Officer
Assistant Director of Communications & Engagement
Minute

Action

Preliminary Business
1.1 Apologies for absence:
Apologies were received from Linda Roberts
1.2 Chairs Announcements/Opening Remarks
Chair welcomed all attendees to today’s meeting
1.3 Declarations of Interest
There were no declarations of interest highlighted by the Governing Body members.
1.4 Comments/questions from members of the public
The Chair welcomed the four members of the public that were in attendance at the
meeting.
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Ref
No.

Minute

Action

Ms Jo Dixon, from a nutrition company, addressed the Governing and asked who would
be best for her to contact in relation to working with NHS Wirral CCG moving forward.
SD and MT agreed to act as the first points of contact.
Mr Bob Giles addressed the Governing Body as a member of the public who attended to
provide positive feedback on the walk-in system for phlebotomy. Mr Giles added how
the system was working well for many people.
SW thanked Mr Giles for his comments
Mr David Bird addressed the Governing Body and read from a statement (copies of which
were handed out to members), where he expressed his concerns in regards to the service
changes recently made at Eastham Walk in Centre. Attention was drawn to the response
provided by the Chief Officer at the previous Governing Body.
SW thanked Mr Bird for his comments.
The public attendees were thanked for their input and attendance at the meeting.
1.5 Minutes & Action Points from previous meeting held on the 4th July 2017
Minutes
The minutes of the previous meeting held on 5th September 2017 were agreed as a true
and accurate with the following exceptions:



Item 1.8 page 4 – last paragraph should read “The Governing Body noted the Chief
Officer’s update”.
Item 2.1 page 4 – last but one line should read “supported raising the consequence
rating to 5”.

Action Points
Members reviewed the outstanding actions recorded on the action log and noted the
updates provided on the progress to date.
AP 23 – LQ provided the Quality and Performance (QP) committee with details of an
assurance visit she made to A&E on 27th September 2017. As a result of this visit, QP
committee members agreed to reduce the consequence score on the A&E 4-hour target
risk on the Risk Register to a 4 with the view to monitoring the situation closely.
Governing Body members thanked LQ for her update following her visit to the A&E
department and were in agreement that, as they felt assured by the feedback and
findings, the scoring could be reduced in line with QP committee’s recommendation.
GM
ACTION: AP 23 to be closed on the action log.
1.6 Matters Arising
There were no matters arising.
Minutes – Wirral Governing Body Meeting PUBLIC SESSION – 3rd October 2017
Page 5 of 227

Ref
No.
GB1718/0037

Minute

Action

2.1 Chief Officer’s Report
SB presented his report, which set out some key areas of work, one of which was the
CCG’s Winter Plan Delivery which SB advised would be under close scrutiny from NHSE.
Regular liaison between SB and Chief Executives of Wirral Community Foundation NHS
Trust and Wirral University Teaching Hospital Foundation NHS Trust will be required to
ensure that system performance is improved and any improvements are sustained. All
CCG’s are expected to have a ‘good winter’ by ensuring that delivery of urgent care
services is maintained, with clear winter plans.
The Governing Body noted the Chief Officer’s report.

2.2 Chief Financial Officer’s Report
MT highlighted to the Governing Body the main headlines in the Finance report, at Month
5.




£2,167k YTD operational deficit against Resource Limit
Packages of care have deteriorated £709k in a month
QIPP plans need to be delivered in full whilst maintaining financial management
discipline, in order to achieve a balanced financial position at year-end as per
CCG plan submission.

MT advised the need to take a focussed and targeted approach around QIPP to reduce
expenditure, with tight grip on delivery. The CCG’s financial performance is under
scrutiny from NHS England with a recovery meeting at the end of October. There is also
a ‘lock-in’ session with Wirral system leaders on Friday 6th October where the CCG will
look at what to do as a system, and get some ideas of how to address the financial issues
and challenges.
SW advised the group that in other areas CCG’s are following a System Capped
Expenditure Programme (whereby the system has to work within a defined resource) and
asked members their thoughts on contacting NHS England to be part of the programme.
Members agreed that to contact NHSE regarding the programme would be a sensible
thing to do, but SB added that NHS Wirral CCG need to have discussions with providers
and Wirral Council to establish support for this approach.
ACTION: SB to liaise with Wirral partners and potentially to send a letter to NHSE
requesting Wirral CCG join the Capped Expenditure Programme.
2.3 Board Assurance Framework
PE presented the Assurance Framework, and following discussion, the following were
agreed:
•
•

Remove references to historic Healthy Wirral engagement events when
related to Vanguard activity on Risk A1
Following the dissolution of Patient Voice (when the group failed to elect a
chair and chose to disband), a new gap was identified whilst CCG supports
the creation of a Public/Patient Reference Group. Relates to Risks A1, A2,
C5, D1, D2, D3, D4

Minutes – Wirral Governing Body Meeting PUBLIC SESSION – 3rd October 2017
Page 6 of 227

SB

Ref
No.

Minute
•

•
•
•
•

•
•
•

Action

Updated references to Finance Committee now that Turnaround Group has
been disbanded and now incorporated into remit of Finance Committee.
Relates to Risks B2, B3
Updated references to ‘Advice and Guidance’ in Risks D5 and E1 in line with
recognised term
Lack of consultation and local approval STP/5YFV as gap on Controls and
Assurance on Risk B1
Need to develop formal Terms of Reference for Operational Group added to
Risks B2, B3 and C4
Implementation of agreed formal governance and organisational structures to
support Integrated Commissioning identified as gap on Controls and
Assurance on Risks D6 and F2
Development of firm timelines for development of integrated provision
identified as gap on Controls and Assurance on Risks D6 and F2
New Chief Officer in post removed as gap on Controls and Assurance on
Risks F1
Action Plan on Risk D5 re: member engagement updated

GB members were also asked to consider those risks where ‘risk appetite’ is not currently
being achieved and whether:



These still reflect the CCG’s ambition
Other controls need to be considered to achieve the target risk scores

Members felt that the risk appetite scores were still reflective of the CCG’s position, but
more controls may be needed if Quality Innovation Productivity and Prevention (QIPP)
was not delivering as expected. This would be kept under review when the Assurance
Framework was considered again in three months’ time.
PE agreed to make the changes agreed on the Assurance Framework.
Action: Update Assurance Framework
PE
2.4 Winter Planning
NH presented the report which outlined Wirral Health & Care Systems plan for the
forthcoming winter period. GB members were asked to note the plan, and were advised
that an incredible amount of work had been put into this.
SB agreed that this was a fantastic piece of partnership work, given the number of people
and organisations who had engaged and been involved in this. SB added that regular
updates are required on this in order for us to keep on top of delivery. Operationally,
performance should be monitored on daily basis and that the Quality & Performance
Committee should receive reports/updates on a monthly basis from NH.

GB1718/0038

Any Other Business
No further business was discussed.
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Ref
No.

Minute

Action

Date and Time of Next Public Meeting
Date and time of next meeting: Tuesday 7th November 2017 1pm – 4pm Nightingale
Room, OMH. Please forward any apologies to g.price-jones@nhs.net
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GOVERNING BODY BOARD - MEETINGS ACTION LOG
Item No

Date
Agenda
Opened Item No

Ref no

10

02.05.17

6.1

GB17-18/0010

11

02.05.17

6.1

GB17-18/0010

12

02.05.17

6.1

GB17-18/0010

14

06.06.17

3.1

GB17-18/0016

16

04.07.17

4.1

GB17-18/0021

22

05.09.17

2.1

GB17-18/0029

24

03.10.17

2.2

GB17-18/0037

25

03.10.17

2.3

GB17-18/0037

Item of discussion

Action Points

ACTION:
Integration between
Financial Due Diligence report to be submitted to
Wirral CCG and and
the Governing Body Board within Quarter 3.
Wirral Council
Integration between
Wirral CCG and and
Wirral Council
Integration between
Wirral CCG and and
Wirral Council
Performance and
Commissioning/Prima
ry Care
Transformation
Cancer Strategy

Risk Register

ACTION:
Vehicles to support integration to be submitted to
Governing Body Board.
ACTION:
Draft Terms of Reference for Shadow Strategic
Commissioning Board
ACTION:
Develop a plan to report the Operational Plan
progressionof delivery to the Governing Body
ACTION:
implementation plan to be submitted to the
Governing Body Board Quarter 3
ACTION:
LQ to arrange a patient safety assurance visit to
WUTH A&E department.

ACTION:
Chief Finance Officer SB to discuss capped expenditure programme with
Report
partners at 'lock in' meeting and write letter to
NHSE if supportive.

Board Assurance
Framework

ACTION:
Update Assurance Framework

Responsibility

Date Due

Status Status and progress (including updates)

Dec-17

open

PE

Dec-17

open

23.08.17: review underway.
16.10.17: Paper to be submitted to December GB.

PE

Dec-17

open

23.08.17: review of best practice is underway
16.10.17: paper to be submitted to December GB

NH

Nov-17

open

23.08.17: plan to be presented at the November Governing Body Board.
16.10.17: request for update on action distributed.

NH

Dec-17

open

16.10.17: request for update on action distributed.

Nov-17

closed

Outcome of action

Requires
review?

Date of
review

No

N/A

23.08.17: Independent review has been commissioned.
16.10.17: initial report complete, MT to lead working group to develop mitigation plan. Paper to be
submitted to December GB.

MT

LQ

Closure
date

21.09.17: LQ to undertake visit and provide report to November Governing Body.
3.10.17: After an update from LQ with details of an unnanounced assurance visit made to A&E on
27.9.17 members agreed to reduce score of consequence to a 4 but monitor the situation daily.

SB

Nov-17

open

16.10.17: SB to feedback to GB in November, request for update on action distributed.
18.10.17: SB provided feedback to advise, two lock in sessions have been held with NHS England,
NHS Improvement and local providers to collectively explore the 2016/17 financial position and the
ambition for a system control total for 2018/19 as part of developing a place based system of care.
It has been agreed that a programme to achieve financial sustainability for Wirral is to be
commenced involving all partners. This has negated the need to write to NHS England and NHS
Improvement.

PE

Nov-17

closed

04.10.17: action completed.

16.10.17

04.10.17

16.10.17: visit completed and LQ reported to GB
in October 2017.

04.10.17: Assurance Framework will be reviewed in quarter
Yesfour in lineFeb-18
with planned schedule.
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CHIEF OFFICER’S REPORT
Agenda Item:

1.8

Reference

GB17-18/0039

Public / Private

Public

Meeting Date

7th November 2017

Lead Officer/Author of
paper

Simon Banks, Chief Officer

Contributors
For Decision
For Information

Yes

For Discussion
Executive Summary

This report sets out some key areas of work, in addition to their usual duties, for
the Chief Officer since the last Governing Body meeting. The report covers the
period from 4th October 2017 to 7th November 2017.

Recommendations

The Governing Body is asked to:
 Note the contents of the report.

Risk Please indicate
Detail of Risk
Description

High

Medium

Low Yes

No significant risks or identified in this report

Y

Clinical engagement taken place
Patient and public involvement taken place

N/A

Equality Analysis/Impact Assessment completed

N/A

Quality Impact Assessment

N/A

1/5
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Strategic Themes
To empower the people of Wirral to improve their physical, mental health and general well being

Y

To reduce health inequalities across the Wirral

Y

To adopt a health and well-being approach in the way services are both commissioned and provided

Y

To commission and contract for services that:

Y







Demonstrate improved person centred outcomes
Are high quality and seamless for the patient
Are safe and sustainable
Are evidenced based
Demonstrate value for money

To be known as one of the leading Clinical Commissioning Groups in the country

Y

Provide systems leadership in shaping the Wirral health and social care system so as to be fit for
purpose both now and in five years time

Y

This section gives details not only of where the actual paper has previously been submitted and what the
outcome was but also of its development path i.e. other papers that are directly related to the current paper
under discussion.
Governance route prior to Governing
Body

Meeting Date

Objective/Outcome

CCG Governing Body
Quality and Performance Committee
Finance Committee
Audit Committee
Remuneration Committee
Health and Wellbeing Board
Clinical Senate
Quality & Improvement Group

2/5
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GOVERNING BODY MEETING
CHIEF OFFICER’S REPORT

This report sets out some key areas of work, in addition to their usual duties, for the Chief Officer since
the last Governing Body meeting. The report covers the period from 4th October 2017 to 7th November
2017.
Working in partnership with other organisations
Monthly Clinical Commissioning Group (CCG) Chief Officers Meetings
The meetings are convened by NHS England and chaired by Graham Urwin, Director of Commissioning
Operations, NHS England (Cheshire and Merseyside). They are a mechanism through which Graham
and his team exchange information and key messages with the Chief Officers from Cheshire and
Merseyside CCGs. The Chief Officer attended this meeting on 20th October 2017. Key topics for
discussion included extended access to general practice services, sexual health commissioning with
local authorities, the requirements for mental health services from the 5 Year Forward View and finance.
Delivering Healthy Wirral
The Chief Officer has engaged in a number of activities that are designed to deliver the Healthy Wirral
vision, objectives and outcomes by 2020. To deliver Healthy Wirral, NHS Wirral CCG and Wirral Council
are on a path to integrating our commissioning functions so that we commission an integrated health
and care system in which providers come together and have accountability for using a defined set of
resources to provide the best possible quality of care and health outcomes for the people of Wirral. This
has included:




Chairing the Healthy Wirral Partners Group on 5th October 2017.
Supporting two “lock in” sessions on the delivery of Healthy Wirral and associated financial
scenarios on 6th October 2017 and 19th October 2017.
Attended the Healthier Lives Steering Group on 12th October 2017 with a view to assuming the
arrangements for chairing these meetings going forward.

Urgent Care/A&E/Winter Plan Delivery
The Chief Officer has established regular communications with the Chief Executives of Wirral
Community Health Care NHS Foundation Trust and Wirral University Teaching Hospitals NHS
Foundation Trust to ensure that system performance is improved and any improvements are sustained.
This has been essential as we have been under considerable national and local scrutiny in regard to
A&E performance and the actions we have taken to address this, specifically with the temporary
suspension of the walk-in services at Eastham Clinic.
The Chief Officer and other colleagues from the Wirral health and care system will be joining fortnightly
urgent care/winter plan calls with NHS England and NHS Improvement from 9th October 2017 through
to March 2018. A face to face meeting also took place with NHS England and NHS Improvement on 9th
October 2017. The Chief Officer also attended the Wirral A&E Delivery Board on 16th October 2017.
The Chief Officer is also due to attend a regional summit in Leeds on 30th October 2017. This paper
has been written and submitted in advance of this date and a verbal update can be provided to the
Governing Body if required.

3/5
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Wirral Local Medical Committee
The Chair and Chief Officer met with representatives of the Wirral LMC on 5th October 2017. Areas for
discussion included improved engagement with the LMC, phlebotomy, musculo-skeletal services and
the role of GP Federations.
Wirral Local Representative Committees
The Chief Officer attended a meeting of the Wirral Local Representative Committees on 5th October
2017. The Chief Officer updated the LRC on developing place based care in Wirral and the emerging
role of the NHS in Cheshire and Merseyside.
Wirral Community NHS Foundation Trust
The Chief Officer and other colleagues attended a Board to Board with Wirral Community NHS
Foundation Trust on 17th October 2017. Topics for discussion included the reopening of the Eastham
Walk In Centre following the temporary suspension of the service, the forthcoming consultation on
Urgent Care Transformation, phlebotomy, musculo-skeletal services and the development of placebased care in Wirral.
Cheshire and Merseyside Women’s and Children’s Service Partnership
The Chief Officer is the Senior Responsible Officer for the Cheshire and Merseyside Women’s and
Children’s Services Partnership. The work of the Partnership is incorporated into Delivering the 5 Year
Forward View structures across Cheshire and Merseyside as a cross-cutting theme. The Partnership
also brings together national funding as a New Care Models Acute Care Collaboration Vanguard, a
pioneer site for choice and personalisation in maternity services and as an Early Adopter to deliver the
outcomes of the National Maternity Review – Better Births. Activity in the last month has included:






Weekly team meetings with the Partnership team.
Chaired the Partnership Summit on 10th October 2017.
Attended an extraordinary meeting of the Maternity Transformation Board (North) on 13th
October 2017.
Attended the High Quality Hospital Care Programme Board on 30th October 2017 to ensure
that the next steps for the Partnership’s work programme are congruent with the wider work
about hospital services.
Oversight of the development and submission of the Cheshire and Merseyside Local Maternity
System delivery plan.

Assurance by NHS England
Financial Recovery Checkpoint Meeting
The Chief Officer and colleagues are scheduled to attend this meeting on 1st November 2017. This
paper has been written and submitted in advance of this date and a verbal update can be provided to
the Governing Body if required.
Being accessible and accountable to local communities

Cabinet Briefing
4/5
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The Chair and Chief Officer attended a Wirral Council Cabinet Briefing on 4th October 2017 to provide
an update on developments in urgent care, integrating commissioning and the delivery of Healthy Wirral.
Adult Care and Health Overview and Scrutiny Committee
The Chief Officer attended the Adult Care and Health Overview and Scrutiny Committee on 12th October
2017. The purpose of the meeting was to induct new members of the Committee through a presentation
and discussion on national and local issues for the NHS and future plans and challenges.
Engagement with partner organisations
The Chief Officer has undertaken a series of visits to meet with partner organisations to find out more
about their work and how this fits with Healthy Wirral and the work of NHS Wirral CCG. These visits
have included:






Age UK Wirral.
Spider Project.
Community Action: Wirral.
Involve Northwest
Chamber of Commerce

5/5
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Master 2017-18
Risk ID

Date added

Source

Division

14-15G

Jun-14

CCG

Gov Body

Risk Description

Organisational
Objectives (reference
to detail)
A&E 4 hour Target, including Quality / Financial /
quality of care & standards
Patient Safety
provided to patients

Consequ Likelihoo
ence
d
4

5

Matrix
Score

Key Control Established

20.00

A&E Delivery Board
established and meeting
regularly with
representation from the
CCG.

Key Gaps in Control
(reference to evidence)
None

Assurance on Controls
(reference to evidence)
.Minutes from the A&E
Delivery Board and Urgent
Care Recovery Group.

Gaps in Assurance
(reference to evidence)
None.

Consequ Likelihoo Previous Owner
ence
d
Risk Rating
4

4

16.00

NH

Date of next Date of last review
review
October
2017 QP

Urgent Care Recovery
Group established and
meeting regularly with
representation from the
CCG.

Last review

Risk Appetite

September 2017 QP Update provided by NH at QP to updated that September 17 Target Impact
GB - Reviewed and agreed to increase the consequence
score from 4 to 5. This was on the basis that GB members felt 3
that poor A&E performance may have a direct bearing on
patient safety. They therefore agreed to raise the impact until
such time as:
a) the Director of Quality and Patient Safety had undertaken a
follow up visit to WUTH to seek assurance around patient
safety
b) the Chief Officer had received written assurance from the
Chair of the A&E Delivery Board on patient safety

Regular contract meetings
with WUTH which have a
focus on A&E delivery.

Target Likelihood

Target Score

Target Deadline

3

3

By end of quarter
3 - 2017/18

3

9

By the end of
quarter 3 2017/18

TBC

TBC

TBC

3

3

By the end of
quarter 3 2017/18

3

3

By end of quarter
4 - 2017/18

September 17 QP - Discussed and agreed for consequence to
be reduced from 5 to 4.
Members agreed to reduce the consequence to 4 from 5.
Next verbal update due at October 17 QP.

14-15U

16-17C

Dec-15

Nov-16

CCG

CCG

QPF

QPF

There are circa 1800 patients Quality / Patient Safety /
awaiting treatment following Financial / Contracts
initial assessment and we will
not achieve the access
standards, for this service.
The key risk is in relation to
the cohort of patients
awaiting treatment and
providers availability to
reduce the waiting list.

3

Increase in potential patient
safety issues leading to
moderate or severe harm at
acute provider organisation.

4

Quality / Patient Safety

4

12.00

Wirral CCG Improving
Access to Psychological
Therapy (IAPT) Recovery
Plan in place.
Quality Summit has taken
place.

None.

Minutes of Quality Summit
meeting and contract
notice served.

None.

3

5

15.00

NH

October
2017 QP

July 2017 QP

Further update at June QP meeting to advised that a meeting 3
was held between NHSE IST and IAPT provider to review
outcomes of the report and the recommendations from it.
Additional resource may be required up to £500k to the
provider for an interim pathway. Clarity will be given on the
next steps and resource required by the end of August 2017.
October 17 - Risk description updated and amended by
Senior Commissioning Manager (Mental Health). The CCG
has agreed additional investiment (797k) for the provider to
develop an interim pathway to reduce the current waiting list,
however, we are in ongoing discussion with NHSE, NHS! and
the provider re this investment as the provider has asked for
this to be fully recurrent. Currently working to agree a solution
and ongoing discussions with all parties.

3

12.00

Monthly Serious Incident
Review Group, of which
minutes are also reviewed
at QP Committee.

Awaiting outcome of the
reviews.

Minutes of Serious
Incident Review Group.

Potential patient safety
issues.

4

3

12.00

LQ

October
2017 QP

September 2017 QP July 2017 QP - LQ updated that external review report has still TBC
not been received. This issue will be discussed at the Board to
Board with WUTH to be held on 27/07/17. Members agreed to
keep scores the same.
LQ to provide a verbal update at QP to be held in September
17.
September 17 QP - QP members agreed for scores to remain
the same. LQ highlighted that the external review report has
still not been received. Agreed for PC to follow this up with the
Medical Director at WUTH. Next update due to be provided at
October 17 QP.
October 17 - External review report has not been received. LQ
has also followed this up with WUTH, awaiting reply.

16-17E

17/18A

17/18B

17/18C

Mar-17

Apr-17

Jul-17

Aug-17

CCG

CCG

CCG

CCG

Commissioning

Finance

Quality & Patient
Safety

Quality & Patient
Safety

Introduction of primary care Commissioning
streaming mandated by
NHSE – prescribed model is
likely to have financial
implications for the CCG

3

Financial risk to CCG in
Finance
achieving planned breakeven
financial position for
2017/18, given a challenging
QIPP target of £12.3m

4

Risk in relation to response Quality and Patient
to Care Quality Commission Safety
(CQC) and Ofsted inspection
of Special Educational Needs
and Disabilities (SEND).

Risk in relation to the
Quality and Patient
operational impact that the
Safety
Dynamic Purchasing System
(DPS or Adam) is having on
the CHC teams and their
ability to appropriately
provide packages of care.

3

4

4

3

4

4

12.00

12.00

12.00

16.00

Whole system approach
being adopted with
providers working together
to develop economically
viable proposal

This is a recent directive
so funding not identified
within CCG financial plan
for 17/18

Agreement from all
stakeholders to develop
sustainable solution

Level of financial risk
currently unknown until
provider proposals
submitted and reviewed

3

Regular financial reporting Ability to influence activity Minutes &monitoring of
through Finance Committee
trends
Finance
& GB. Application of
Committee/GB/QIPP plan
contract management
and Financial recovery
policy to ensure monthly
plan.
challenge of provider
activity data

None.

4

Identified a CCG Lead
None
Minutes and monitoring of
Director.
Strategic Committee and
Strategic Committee has
Operational Group.
been developed and has
Monitoring of baseline
met for the first time on 11th
assessment and plans
August 2017.
which have been
Plans are in place.
developed.
Baseline assessment has
been undertaken.
Operational Group has
been formed in relation to
this also.
Concerns relating to the This could have an impact Monitoring of the adverse
adverse issues have been
on the achievement of
issues.
escalated for formal
QIPP.
Working together with
resolution / possible service
Midlands and Lancashire
failure with Midlands and
Perceived lack of patient Commissioning Support
Lancashire Commissioning
choice.
Unit.
Support Unit.

None.

4

12.00

NH

October
2017 QP

August 2017 QP

Impact on funding still to be worked through but will now have
reduced financial implications.
August 2017 - Update provided from NH to explain that the
interim solution has been agreed by the system in order to
address the patient safety concerns due to the ongoing
pressure of the Emergency Department at Arrowe Park
Hospital. The solution will not have financial impact for the
CCG.

3

12.00

MT

October
2017 QP

August 2017 QP

At June QP, committee members agreed to keep scores the
same as early indications did not suggest additional risks to
delivering the planned year end position.
Next due for update at August 17 QP.
August 2017 - Update provided from LM to advise that the
early indications do still not suggest additional risks to
delivering the planned year end position, there are also a
menu of opportunities available to ensure breakeven position.

LQ

October
2017 QP

August 2017 QP

New risk added following discussions at QP in July 17.
Scoring to be agreed at August QP meeting.
August 17 QP - Scores agreed at QP meeting. Next update
due to be provided at October 17 QP.
October 17 - LQ updated that plans are currently being
delivered and reglar meetings are being held. Awaiting
inspection date. Mock inspection being arranged to assist with
mitigation the risks.
Next update following this due in December 2017.

None.

LQ

October
2017 QP

August 2017 QP

LQ requested for this new risk to be added following
discussions with Head of Continuing Healthcare.
Scoring to be agreed at August QP meeting.
August 17 QP - Scores agreed at QP meeting. Next update
due to be provided at October 17 QP.
October 17 - This has been reviewed and discussed at the
Overview and Scrutiny Committee in September 2017.
Scoreds to be reviewed at October 17 QP.
Next update following this due in January 2018.

Staff within the CHC team
are using clinical
judgement
Insert Rows Above This Line Only

Impact Values
Negligible
Minor
Moderate
Major
Catastrophic

1
2
3
4
5
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Master 2017-18

Probability Values
Rare
Unlikely
Possible
Likely
Almost Certain

1
2
3
4
5

Green/Yellow/Red Threshold Values
Green - maximum score
Yellow - minimum score
Yellow - maximum score
Red - minimum score

4
5
12
15
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GOVERNING BODY MEETING

Chief Financial Officer’s Report
Month 6 – September 2017/18 Financial Year
Agenda Item:

3.1

Reference

GB17-18/0041

Public / Private

Public

Meeting Date

7th November 2017

Lead Officer/Author of
paper

Mike Treharne – Chief Finance Officer

Contributors

Louise Morris – Senior Contracts & Primary Care Accountant / Ken Jones Deputy
Chief Finance Officer

For Decision
For Information

Yes

For Discussion

Yes

Executive Summary

Financial performance as at 30th September 2017 and high level identification of
risks for 2017/18.

Recommendations

The Governing Body is asked to:
 Note the contents of the report
 Note the risks identified in the report

Risk Please indicate

High Yes

Detail of Risk
Description

This paper identifies financial risks to the organisation.

Medium

Low

Clinical engagement taken place

N

Patient and public involvement taken place

N

Equality Analysis/Impact Assessment completed

N

Quality Impact Assessment

N

Strategic Themes
To empower the people of Wirral to improve their physical, mental health and general well being

Y

To reduce health inequalities across the Wirral

Y

To adopt a health and well-being approach in the way services are both commissioned and provided

Y

1/2
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Y

To commission and contract for services that:






Demonstrate improved person centred outcomes
Are high quality and seamless for the patient
Are safe and sustainable
Are evidenced based
Demonstrate value for money

To be known as one of the leading Clinical Commissioning Groups in the country

Y

Provide systems leadership in shaping the Wirral health and social care system so as to be fit for
purpose both now and in five years time

Y

This section gives details not only of where the actual paper has previously been submitted and what the
outcome was but also of its development path i.e. other papers that are directly related to the current paper
under discussion.
Governance route prior to Clinical
Senate

Meeting Date

Finance/ Turnaround Committee

31.10.17

Objective/Outcome

Quality and Performance Committee
Clinical Senate
Audit Committee
Remuneration Committee
Health and Wellbeing Board
Quality & Improvement Group

2/2
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Report Title
Lead Officer
Recommendations

Chief Financial Officer’s Report for the period - 1st April to 30th
September 2017
Mike Treharne
1. To note financial position of CCG at Month 6.
2. To note high level budget/expenditure summary for 2017/18.
3. To note risks attached to achieving the 2017/18 planned
breakeven position.

1.0.

INTRODUCTION

1.1

This report sets out the financial position for NHS Wirral Clinical Commissioning Group
(Wirral CCG) as at the end of September (Month 6) 2017/18. The main headlines are




£2.97 million YTD operational deficit against Resource Limit.
Packages of Care have deteriorated £681k in month, and are now overspending
by £2m.
QIPP plans need to be delivered in full whilst maintaining financial management
discipline, in order to achieve a balanced financial position at year end as per
the CCG plan submission.

2.0.

KEY ISSUES/MESSAGES

2.1.

For month 6 the CCG is reporting a year to date operational deficit of £2.97m before
further management and clinical actions.

2.2.

The table below shows the breakdown of the deficit by expenditure area; a more
detailed breakdown is shown in Appendix 1.

Wirral CCG Financial Position as at 30th September 2017 (Month 6)
Expenditure Area

NHS
Non NHS
Prescribing
Commissioned out of Hospital
Primary Care
Better Care Fund
Other (Incl Contingency/ reserves)
Running costs
Operational performance

2.3.

M6
YTD
variance
£'000

M5
YTD
variance
£'000

Movement
£'000s

1,149
(946)
211
2,001
(98)
(22)
697
(25)
2,968

1,120
(758)
102
1,321
(89)
(51)
561
(39)
2,167

29
(188)
109
681
(10)
28
137
14
800

M5
M6
Movement
Forecasted Forecasted
£'000s
Year End
Year End
Outturn
Outturn
£'000
£'000
1,985
2,540
(556)
(1,422)
(1,339)
(83)
408
306
102
3,122
3,035
86
(156)
(160)
4
(65)
(82)
17
432
63
369
61
69
(8)
4,365
4,433
(68)

Current indicative forecasts show a predicted pressure/risk of £4.36 million at the end of
the financial year mainly driven by Acute contracts and COOH – packages of care, with
the risk movement spread across all programme areas. This does not include any
slippage in delivery against QIPP schemes.

Governing Body Report M6
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2.4.

The latest forecast reported to NHSE remains as per the planning submission, being a
breakeven position for 2017/18 and this is discussed further in the risk section.
The financial pressures presented in the table above have been included within the risk
adjusted position already reported to NHS England for month 6. The crystallisation of
these risks will need to be agreed with NHS England prior to the CCG’s formally
reported forecast position being potentially amended in future months.

NHS Contracts
2.5.

NHS contracts are overspent by £1.149 million at month 6, an adverse movement of
£29k from the previous month. Of the adverse movement (between M5-M6), £37k is
attributable to WUTH and £80k to the Liverpool Heart & Chest, which offset a
favourable movement at the Royal Liverpool and Alder Hey hospitals.

2.6.

Liverpool Heart & Chest over performance is driven by a continued pressure with day
case catheters and pacemaker activity and is likely to continue for the remainder of the
year. The CCG has arranged a meeting with Liverpool Heart & Chest to discuss this
overperformance, with a view to agreeing a possible year end settlement.

2.7.

WUTH data as at the end of August shows an overspend of £367k against a profiled
plan including penalties (see Appendix 2). The total contract performance element is
£1.081m overspent including significant overperformance for the year to date in the
PbR driven elements of the contract, most notably non-elective and A&E activity (£3.2m
and £0.2m respectively). This position does not take into account the risks associated
with the rightcare and referral management QIPP assumptions.

Non NHS Contracts
2.8.

Non NHS contracts are under spent by £946k at the end of September. This is
predominantly due to the Spire Murrayfield contract underspending by £756k (£171k
favourable move from the August position). This position is based on August data with
an estimate for September activity with an underperformance against all points of
delivery; however these reduced activity levels are not expected to continue indefinitely.
Locally commissioned services are also underperforming by £194k at the end of
September mainly due to physio.

Prescribing
2.9.

The position at the end of September is £211k overspent, based on four months actual
prescribing data and two months estimates. This includes a brought forward pressure
from 16/17 of £100k.

2.10. There are potential issues in respect of category M savings and NCSO supply issues
and these are still being worked through with the CSU Medicines Management Team
and the CCG BI team. Whilst this is a national issue there is a potential significant
pressure for the CCG of circa £2 million. The CCG is awaiting further guidance from
NHS England in respect of NCSO pressures and this is expected imminently.
Governing Body Report M6
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Continuing Healthcare
2.11. As at the end of September, Packages of Care are £2m overspent, an adverse
movement of £680k from the August reported position. Of this, fully funded continuing
healthcare packages are £1.473m overspent. This is due to a large increase in new
packages approved, high package costs and fewer ceased packages.
2.12

Joint Funded CHC is £290k over spent in the year to date, this is an adverse movement
of £45k in month.

2.13

Funded Nursing Care is £212k underspent at month 6, this is now based on the
information provided by the CHC team and populated within the Broadcare database.

2.14

Personal Health budgets (PHB’s) are £296k over spent.

2.15

CHC Children is showing a small over spend of £8k.

Primary Care
2.16

At the end of September Primary Care budgets are £98k under spent. This is largely
due to Think Pharmacy (level 1 only provided) and some small 16/17 fallouts.

Better Care Fund
2.17

The Better Care Fund pooled budget shows a £22k favourable variance at the end of
September. This is predominately due to differences between a number of 2016/17
accruals and actual payments made. Any known slippage or pressures will be managed
via the Better Care Fund Board.

Other (Incl Reserves)
2.18

Some contingency was utilised in month 2 to fund the prescribing practice budgets.
There is circa £1.3m remaining profiled in month 12 for the CCG to utilise as
appropriate. (To fund Contract/QIPP pressures etc).

2.19

Headroom of £2.4m (0.5%) remains uncommitted profiled in M12, under instruction
from NHS England.

2.20

The reported overspend as at the end of September £671k relates primarily to realised
16/17 year-end financial pressures.

2.21

A breakdown of other expenditure including reserves as at 30th September is shown
below, all reserves are profiled in M12 and all except contingency are committed.
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Other Expenditure & Reserves Analysis as at Month 6 2017/18
Annual
Budget £
Programme Projects (Diabetes & Respiratory)
CHC Admin Team
CHC Admin Team ‐ Other
CSU MM Programme charges
Safeguarding
Safeguarding ‐ other
Contingency
MH5Y4V
Risk Reserve
CEOV
Packages
Contracts
Other
M3/4/5 allocation Adj

209,294
859,305
212,395
873,125
383,307
130,799
1,349,484
554,780
2,483,600
506,000
2
436,449
125,940
1,243,549
9,368,029

Budget to
Date £
55,294
429,649
106,194
436,560
191,635
37,567
0
0
0
0
0
0
0
0
1,256,899

Spend to
Date £ Variance £
55,294
429,649
107,153
436,563
194,942
59,700
0
0
0
0
0
0
0
671,050
1,954,350

0
0
959
3
3,307
22,133
0
0
0
0
0
0
0
671,050
697,451

Profiled in M12 ‐ to offset contract pressures
Committed
0.5% committed per NHSE
Committed
Committed
Use for ADHC/ remainder for T3

Running Costs
2.22

Running cost budgets are £25k under spent at the end of September. Vacancies are
offsetting some of the reported pressures, most notably the cost of the Deloitte’s report,
Turnaround Director and PMO lead support.

QIPP
2.23

For 2017/18, the original QIPP plan was set at £12.275m, of this we have reported to
NHSE at the end of September an underachievement of £2.9m for the year to date
(note this now excludes operational pressures). This is predominantly due to an under
achievement in non-elective referral management schemes.

2.24

The forecast in this report shows that achievement will be made later in the year so the
QIPP programme will be delivered in full. It should be noted that initial internal
calculations indicate a potential £3.9 million QIPP shortfall by year end (£2.8m referrals
management risk, £1.0 million Rightcare and Other Programme risk).

2.25

The following table shows the QIPP plan and the forecast against programme areas
before further management and clinical actions:
17/18 QIPP Area
Non Acute Activity
Rightcare
Referrals Management
Prescribing
Packages of Care
Urgent Care
Other Programmes
Unidentified
Total

Governing Body Report M6

17/18 Revised Target
Savings
£497,000
£1,018,316
£3,843,000
£2,602,600
£1,471,000
£400,000
£2,000,000
£444,000
£12,275,916

Page 4 of 7

17/18 Forecast

17/18 Forecast variance

£489,000
£438,103
£1,018,335
£2,602,600
£1,471,000
£400,000
£1,500,000
£444,000
£8,363,038

(£8,000)
(£580,213)
(£2,824,665)
(£0)
£0
£0
(£500,000)
£0
(£3,912,878)
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2.26

QIPP delivery assurance is required from the financial recovery group, including details
of the schemes needed to ensure appropriate and accurate monitoring as well as
robust recovery plans and substitutes for schemes that are not currently achieving. The
chart above shows the latest delivery risk ratings applied to the overall QIPP plan of
£12.275m.

Risks
2.27

The key risks to the CCG in 2017/18 are achievement of a substantial recurrent QIPP
programme of £12.275m, and ensuring operational/contract expenditure is managed
within the financial plan set at the start of 2017/18.

2.28

As at month 6, the position reported to NHSE was an overspend of £2.96m with
commitment to achieve a breakeven position at the end of the financial year in line with
NHS England expectations. Whilst it is still early in the financial year to set any reliable
forecast other than breakeven (which matches the CCG Financial plan submission)
there remains a significant risk of this not being achieved if contracts continue to over
perform and / or the QIPP programme fails to deliver in full.

2.29

As stated in 2.3, internal forecasts show at least a £4.36m financial pressure at year
end, excluding any QIPP under delivery or additional pressures driven from prescribing
NCSO’s. There is then a further £3.9 million QIPP risk as an additional pressure.

2.30

Whilst we are still only at the half year stage formulating a reliable best, worst and most
likely forecast position is difficult, however a high level estimate has been compiled as
follows :
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Expenditure Area

M6
Forecasted
Year End
Outturn £'000

NHS

Best Case
Forecast

UkelyCase
Forecast

Worst Case
Forecast

1,985

1,985

7,341

9,122

(1,422)

(1,422)

(1,422)

(1,422)

408

408

408

408

Commissioned out of Hospital

3,122

3,122

3,122

3,122

Primary Care

(156)

(156)

(156)

(156)

BetterCare Fund

(65)

(65)

(65)

(65)

Other (lncl Contingency/ reserves)

432

(4,763)

432

432

Running costs

61

61

61

61

4,365

(830)

9,721

11,502

Deficit

7,128

7,128

7,128

7,128

CCG YTD overall

11,.493

6,298

16,849

18,630

Non NHS
Prescribing

Operationalperfonnance

Month 6 Reported Forecast Outturn
Includes release of contingency reserves £1.3m

Month 6 Reported Forecast Outturn

4,365

Utilise Hea droom

(2,484)

UtiIise WUTH CQUIN FaiIure 16/17

(1,100)

Utilise Provider risk CQUIN's 17/18

(1,611)

Best Case Forecast Position

(830)

Month 6 Reported Forecast Outturn

4,365

Additiona l risks

500

QlPP Pla n Slippage- Based upon Ql PP report plus uinidentified

43, 56

IAPTWL

500

likely Case Forecast Position

9,721

Month 6 Report ed Forecast Outturn

4,365

Additiona l risks
QlPP Pla n Slippage - Assuming only halfthe pla n is met

6
,137

500

IAPTWL

500

Worst Care Forecast Position

2.31

11,502

These are broad estimates at this stage and the Governing Body are asked to note the
significant risk to the required balanced year end position. The consequence of this and
the year to date position is that essential mitigating actions need to be identified and
implemented in order to bring the financial position back in to line and deliver a
balanced outturn position.
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Underlying Position
2.32

Due to a change in national reporting requirements introduced for 2017/18, the focus for
CCG’s is to achieve a break-even position in the current year. It must also be noted that
the CCG still has a cumulative deficit of £7.1m from 2016/17.

Cash Management
2.33

The recorded CCG cash book balance at the end of September was £16k. This is in
line with current NHS England guidance that CCGs hold cash balances up to 1.25% of
the current month cash drawdown.

2.34

The BPPC monitors public sector organisations on the timeliness of its financial
payments both in terms of volume and value. Guidance recommends 95% of payments
are made within 30 days, the CCG performance was 99.99% for September. The
following table shows the number of invoices paid against target.

Performance Against Better Payment Practice Code (BPPC) ALL
Month
APRIL
MAY
JUNE
JULY
AUGUST
SEPTEMBER

Period Num ber
01
02
03
04
05
06

Paid Year Total Num ber of Total Paid Within %age
Total Value of Value paid w ithin
Invoices Paid
Target No.
Invoices Paid £
Target £
38,540,194.82
17
1012
1000 98.81%
38,613,254.16
35,333,339.50
17
1117
1103 98.75%
35,389,099.83
34,473,846.29
17
1138
1106 97.19%
34,834,832.35
39,543,397.10
17
956
949 99.27%
39,593,683.99
1090 100.00%
34,263,851.07
34,263,851.07
17
1090
17
960
957 99.69%
35,670,000.00
35,665,000.00
6273
6205 98.92%
218,364,721.40 217,819,628.78

%age
99.81%
99.84%
98.96%
99.87%
100.00%
99.99%
99.75%

2.35

The total debt for the CCG at the end of September is circa £273k, of which 40% is
current. The CCG is now taking a more pro-active approach in chasing the older debts
and is working jointly with the finance shared team to recover older outstanding debts.

2.36

Expenditure incurred above £25k is collected monthly and published on the CCG
website in line with the requirement set out by NHS England.

3.0.

CONCLUSION

3.1.

NHS Wirral CCG’s Governing Body is asked to note:




The financial position at month 6
The risks to achieving planned breakeven position for the financial year 2017/18
The need to identify and implement mitigations for the risks.

Mike Treharne
Chief Financial Officer
NHS Wirral Clinical Commissioning Group
23rd October 2017
Governing Body Report M6
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APPENDIX 1 - Month 6 Board Report Extract
Cost Centre

Expenditure Category

Annual Budget

Wirral University Teaching Hospital NHS Foundation Trust
North West Ambulance Service
West Midlands Ambulance Service
Royal Liverpool & Broadgreen University Hospitals NHS Trust
Aintree University Hospitals NHS Foundation Trust
Countess of Chester NHS Foundation Trust
Liverpool Womens NHS Foundation Trust
Liverpool Heart & Chest NHS Foundation Trust
Alder Hey Childrens NHS Foundation Trust
St Helen's & Knowsley NHS Trust
CCC
Central Manchester University Hospitals NHS Foundation Trust
Warrington & Halton Hospitals NHS Foundation Trust
Wrightington, Wigan and Leigh NHS Foundation Trust
University Hospital of South Manchester NHS Foundation Trust
Walton Centre NHS FT
Christies NHSFT
Non Contracted Activity (various providers)
Cheshire & Wirral Partnership NHS Foundation Trust
South Staffordshire and Shropshire Healthcare NHS Foundation Trust
Greater Manchester West MH NHSFT - Military Vets
MH NCAs (Various Providers)/ Merseycare NHS Trust
Wirral Community NHS Foundation Trust
M12 Performance Prior Yr. fallouts for FT's

Acute
Ambulance and Other
Ambulance and Other
Acute
Acute
Acute
Acute
Acute
Acute
Acute
Other
Acute
Acute
Acute
Acute
Acute
Acute
Mental Health
Mental Health
Mental Health
Mental Health
Community
Community

Spire - Murrayfield
Spa Medica
One to One Midwifery
Spire Liverpool
Extended Choice Network
Locally Commissioned Services - Minor Surgery (Wallasey&Bebington)
Peninsula
Locally Commissioned Services
Stroke Association
Specialist Care / IFR Panel Approvals
Marie Curie
End of Life
St Johns Hospice (Wirral)
British Pregnancy Advice Service
Patient Transport
Mental Health Services
Primary Care Advice Link
CAMHS
Parenting & Prevention
Looked After Children
Prior Yr. fallouts for Non NHS

Acute
Acute
Acute
Acute
Acute
Community
Community
Community
Other
Other
Community
Community
Community
Community
Other
Mental Health
Other
Mental Health

Primary Care Prescribing
Central Drugs
Air Liquide

Prescribing
Prescribing
Prescribing

Continuing Healthcare/ Fully Funded Packages of Care
Continuing Healthcare/ Fully Funded Packages of Care Personal Health
Continuing Healthcare/ Joint Funded Packages of Care
Continuing Healthcare/ Joint Funded Packages of Care Personal Health
Children with Special /Safeguarding Needs
CHC Childrens Personal Health Budgets
Funded Registered Nursing Care

Commissioned Out of Hospital
Commissioned Out of Hospital
Commissioned Out of Hospital
Commissioned Out of Hospital
Commissioned Out of Hospital
Commissioned Out of Hospital
Commissioned Out of Hospital

231,999,760
12,174,208
1,333,242
7,159,422
2,582,902
4,708,107
2,660,949
1,252,679
1,937,838
898,658
2,944,781
280,050
106,857
126,814
193,439
2,061,832
154,874
2,516,384
32,867,527
2,560,051
30,000
95,987
42,197,808
0
352,844,169
6,297,264
1,421,155
815,990
93,777
103,616
138,624
1,891,863
2,503,386
135,965
362,189
125,188
329,568
1,624,448
227,152
18,147
68,038
305,000
174,000
150,000
0
0
16,785,370
58,588,380
1,705,432
561,766
60,855,578
10,301,830
1,144,239
18,626,573
14,196
1,696,880
33,703
6,114,497
37,931,918

Budget to Spend to Date
Date

115,285,578
6,014,842
666,612
3,541,135
1,291,452
2,370,698
1,299,802
620,052
968,913
443,508
1,793,102
138,438
53,424
62,628
96,714
1,033,733
76,482
1,258,188
16,144,819
1,264,415
15,000
47,988
20,839,158
0
175,326,678
3,148,632
710,574
407,988
46,314
51,804
69,312
945,930
1,251,690
67,980
181,092
62,592
164,778
812,220
113,574
9,072
33,696
152,496
87,000
75,000
0
0
8,391,744
29,182,557
852,709
280,883
30,316,149
5,163,038
573,686
9,910,286
7,116
850,638
16,898
3,065,805
19,587,467

115,652,720
6,112,464
687,579
3,386,722
1,396,182
2,347,061
1,263,952
1,200,195
979,218
401,077
1,793,102
105,275
69,150
85,973
106,166
1,123,292
42,226
1,258,188
16,150,209
1,264,416
15,022
41,696
20,859,012
135,067
176,475,965
2,392,947
795,009
391,380
57,379
51,804
78,184
982,157
1,057,937
67,983
165,862
63,968
165,094
807,291
126,873
10,748
37,354
152,500
0
27,000
(5,255)
19,653
7,445,867
29,452,168
821,612
253,552
30,527,332
6,635,692
864,065
10,337,641
12,996
860,417
24,442
2,853,316
21,588,569

Variance

Prior Mth
YTD Variance

Change In
YTD
Variance

Forecast
Variance

367,142
97,622
20,967
(154,413)
104,730
(23,637)
(35,850)
580,143
10,305
(42,431)
1
(33,163)
15,726
23,345
9,452
89,559
(34,256)
0
5,390
1
22
(6,292)
19,854
135,067
1,149,288
(755,685)
84,435
(16,608)
11,065
0
8,872
36,227
(193,753)
3
(15,230)
1,376
316
(4,929)
13,299
1,676
3,658
4
(87,000)
(48,000)
(5,255)
19,653
(945,877)
269,611
(31,097)
(27,331)
211,183
1,472,654
290,379
427,355
5,880
9,779
7,544
(212,489)
2,001,102

329,997
81,351
10,329
(83,023)
89,592
14,899
(46,853)
500,687
56,928
(25,032)
0
(56,452)
14,723
27,548
20,571
39,010
(32,862)
()
3,244
1
18
8,647
7,490
159,388
1,120,204
(584,845)
56,306
(15,506)
11,513
()
3,309
65,474
(198,711)
3
(7,922)
1,332
315
(4,703)
13,728
3,067
2,779
3
(72,500)
(40,000)
(11,508)
19,653
(758,213)
153,970
(21,468)
(30,245)
102,257
1,026,389
244,926
243,675
4,916
674
5,818
(205,799)
1,320,598

37,145
16,271
10,639
(71,390)
15,138
(38,536)
11,003
79,456
(46,623)
(17,399)
0
23,289
1,003
(4,203)
(11,119)
50,549
(1,394)
0
2,146
0
4
(14,939)
12,364
(24,321)
29,084
(170,840)
28,128
(1,102)
(448)
0
5,563
(29,247)
4,958
0
(7,309)
44
1
(226)
(429)
(1,390)
879
1
(14,500)
(8,000)
6,253
0
(187,664)
115,641
(9,629)
2,913
108,926
446,266
45,453
183,680
963
9,105
1,726
(6,689)
680,504

734,294
195,224
50,302
(385,979)
233,086
(71,153)
(31,856)
1,111,995
21,498
(96,504)
0
(66,325)
31,439
45,132
18,892
184,752
0
0
(178,250)
0
0
(12,594)
65,701
135,067
1,984,721
(1,060,045)
198,588
(33,229)
20,981
0
17,744
72,452
(387,505)
0
(30,459)
2,750
310
(9,866)
26,492
3,349
6,670
0
(174,000)
(96,000)
0
19,653
(1,422,115)
522,275
(62,208)
(52,074)
407,993
2,748,591
558,300
252,405
11,724
64,742
19,096
(533,197)
3,121,661
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Cost Centre

Expenditure Category

LES Budgets
Primary Care Development
Think Pharmacy
WCCG Service Development
Interpreting Services
Collaborative Fees
Phlebotomy
Primary Care prior yr
Primary Care GPIT

Other
Other
Other
Other
Other
Other
Other
Other
Other

CWP BCF
Mental Health Services - Advocacy
Dementia CWP
Dementia LES
Community Services
Hospices
Intermediate Care
Intermediate Care Wiral CT
Palliative Care
Commissioning - Non Acute
Reablement Wirral CT
Reablement WUTH
Reablement NWAS Green Car
Reablement

Other
Other
Other
Other
Other
Community
Other
Other
Community
Other
Other
Other
Other
Other

Programme Projects (Diabetes & Respiratory)
CHC Admin Team
CHC Admin Team - Other
CSU MM Programme charges
Safeguarding
Safeguarding - other
General Reserve - Programme
Contingency
Non recurrent Reserves
1% Headroom

Reserves
Reserves
Reserves
Reserves

Chair and Non Execs
CEO/ Board Office
Clinical Governance
Corporate Costs
CSU SLA
Business Informatics
EDUCATION AND TRAINING
Finance
Commissioning
PALS
Reserves
Total Running Costs
Total Wirral CCG Spend
Surplus (Deficit b/fwd)
Total Wirral CCG Resource

Running Costs
Running Costs
Running Costs
Running Costs
Running Costs
Running Costs
Running Costs
Running Costs
Running Costs
Running Costs
Running Costs

Offset

Annual Budget

Budget to Spend to Date
Date

Variance

Prior Mth
YTD Variance

Change In
YTD
Variance

Forecast
Variance

2,729,426
170,000
160,603
694,339
75,606
180,625
152,949
0
982,308
5,145,856
622,572
53,415
258,937
71,400
48,633
230,035
674,882
1,115,714
43,782
16,888
725,674
400,000
282,500
19,843,568
24,388,000
209,294
859,305
212,395
873,125
383,307
130,799
2,311,940
1,349,484
554,780
2,483,600
9,368,029
507,318,920
175,460
752,818
342,750
831,105
413,472
381,286
75,081
909,916
1,488,102
34,000
222,203
5,626,193

1,371,941
84,996
80,298
347,166
37,800
90,312
76,470
0
491,154
2,580,137
311,280
26,706
148,287
35,700
24,312
115,014
337,434
557,850
21,888
8,442
403,406
199,998
141,252
9,852,871
12,184,440
55,294
429,649
106,194
436,560
191,635
37,567
0
0
0
0
1,256,899
249,643,514
87,708
376,368
171,348
415,505
206,736
190,619
0
454,926
743,971
16,998
107,094
2,771,254

1,371,957
84,999
19,746
347,006
36,597
90,312
72,635
(32,010)
491,154
2,481,675
311,286
26,706
148,292
38,858
17,802
115,017
334,074
557,857
21,891
8,444
403,406
200,000
141,250
9,837,440
12,162,322
55,294
429,649
107,153
436,563
194,942
59,700
671,050
0
0
0
1,954,350
252,636,080
76,281
518,525
174,813
441,776
211,488
146,697
0
428,817
705,887
17,000
25,205
2,746,491

16
3
(60,552)
(160)
(1,203)
()
(3,835)
(32,010)
()
(98,462)
6
(1)
5
3,158
(6,510)
3
(3,360)
7
3
2
0
2
(2)
(15,431)
(22,118)
0
()
959
3
3,307
22,133
671,050
0
0
0
697,451
2,992,567
(11,427)
142,157
3,465
26,271
4,752
(43,922)
0
(26,109)
(38,084)
2
(81,889)
(24,763)

()
2
(52,062)
0
(756)
0
(3,105)
(32,731)
()
(88,651)
5
(1)
5
(4,358)
(6,048)
3
(38,121)
13,344
2
2
7
2
(2)
(15,432)
(50,591)
()
0
()
2
3,152
(306)
557,883
0
0
0
560,731
2,206,334
(9,662)
87,561
3,092
11,349
(1)
(35,729)
0
(6,446)
(20,727)
0
(68,468)
(39,013)

17
1
(8,490)
(160)
(447)
(1)
(730)
721
0
(9,811)
1
0
0
7,516
(462)
()
34,761
(13,337)
1
0
(7)
0
0
0
28,473
0
()
959
0
156
22,439
113,166
0
0
0
136,720
786,233
(1,764)
54,596
374
14,922
4,753
(8,193)
0
(19,663)
(17,357)
2
(13,420)
14,249

0
0
(121,111)
0
(2,411)
0
0
(32,010)
0
(155,532)
0
0
0
6,315
0
0
0
0
0
0
0
0
0
(71,359)
(65,044)
0
0
955
0
8,365
(11,399)
1,783,645
(1,349,484)
0
0
432,081
4,303,766
(19,351)
311,111
2,370
54,321
9,505
(43,170)
0
(25,436)
(63,974)
0
(164,331)
61,045

512,945,113
(7,128,000)
505,817,113

252,414,768
(3,563,999)
248,850,769

255,382,571
0
255,382,571

2,967,804
3,563,999
6,531,803

2,167,322
2,969,999
5,137,321

800,482
594,000
1,394,482

4,364,811
7,128,000
11,492,811

* Running costs budget is vired non recurrently each year to cover programme spend - actual running costs expenditure against the original allocation is shown on the line below

Page 27 of 227

Wirral University Teaching Hospital NHS Foundation Trust - NHS Wirral CCG summary position - Sept 2017

Appendix 2

Total - Month 6 BoardReport 2017/18 (based on month 5 1st cut data)

Month 6 Board Report (based on M5)

16/17 Outturn
44,710
87,278
54,310
5,354
73,390
159,859
30,440
25,463
5,921
0
486,725

Full Year Plan
46,769
87,896
51,180
5,487
75,078
163,906
31,675
22,681
6,055
0
490,727

Plan YTD
22,472
43,938
23,687
2,547
37,014
79,476
17,583
13,248
3,014
0
242,978

Actual YTD
22,341
44,654
23,888
2,610
36,298
79,074
17,879
12,949
2,938
0
242,632

Variance
(130)
717
202
63
(716)
(402)
296
(299)
(76)
0
(346)

Full Year Plan
£42,118,506
£11,474,312
£78,406,342
£10,730,204
£12,851,102
£11,943,119
£5,197,426
£2,015,100
£5,295,013
£3,001,864
£183,032,989

Plan YTD
£20,789,208
£5,736,972
£38,781,909
£5,376,419
£6,348,296
£5,897,576
£2,574,285
£994,749
£2,654,761
£1,500,932
£90,655,108

Actual YTD
£21,239,295
£5,943,318
£41,798,323
£5,559,172
£6,250,362
£5,895,222
£2,594,947
£965,610
£2,460,836
£0
£92,707,087

Variance
£450,087
£206,346
£3,016,414
£182,754
(£97,934)
(£2,354)
£20,661
(£29,139)
(£193,924)
(£1,500,932)
£2,051,979

0
0

0
0

0
0

0
0

0
0

£54,003,362
£5,540,043

£26,943,698
£831,006

£25,975,673
£828,491

(£968,025)
(£2,515)

486,725

490,727

242,978

242,632

(346)

£242,576,393

£118,429,812

£119,511,251

£1,081,439

(1,326)
(10,811)
0
0

0
0
0
0

0
0
0
0

0
0
0
0

0
0
0
0

(£2,098,234)
(£396,481)
(£2,656,847)
(£208,992)

(£1,036,583)
(£196,260)
(£1,332,064)
(£102,791)

(£1,099,349)
(£490,265)
(£2,075,378)
(£143,112)

(£62,766)
(£294,005)
(£743,315)
(£40,321)

0
0
0
(115)
0
0

0
0
0
0
0
0

0
0
0
0
0
0

0
0
0
0
0
0

0
0
0
0
0
0

£0
£0
£0
£0
£0
£0

£0
£0
£0
£0
£0
£0

(£12,000)
£0
(£6,770)
(£28,800)
£0
(£2,841)

(£12,000)
£0
(£6,770)
(£28,800)
£0
(£2,841)

0
0
0
0
0
0

0
0
0
0
0
0

0
0
0
0
0
0

0
0
0
0
0
0

0
0
0
0
0
0

£0
£0
£0
£0
£0
£0

£0
£0
£0
£0
£0
£0

(£4,202,573)
(£1,093,181)
£0
(£377,832)
(£6,290)
£5,679,876

(£4,202,573)
(£1,093,181)
£0
(£377,832)
(£6,290)
£5,679,876

474,473

490,727

242,978

242,632

(346)

£237,215,840

£115,762,114

£115,652,735

(£109,379)

0
0
0
0

0
0
0
0

0
0
0
0

0
0
0
0

0
0
0
0

(£4,100,000)
(£1,540,483)
(£163,000)
£587,442

£0
(£770,242)
£0
£293,721

£0
£0
£0
£0

£0
£770,242
£0
(£293,721)

0

0

0

0

0

(£5,216,041)

(£476,521)

£0

£476,521

Contract Performance

474,473

490,727

242,978

242,632

(346)

£231,999,798

£115,285,593

£115,652,735

£367,142

Contracts Total (SAC & DAD AQP Additional)

474,473

490,727

242,978

242,632

(346)

£231,999,798

£115,285,593

£115,652,735

£367,142

PBR

DC and Elective (including XBDs)
A&E
Non Elective (including XBDs)
Non Elective Non Emergency (including XBDs)
Outpatients First
Outpatients Follow up
Outpatients Procedures
Unbundled Diagnostic Imaging
Maternity
Back to PbR Plan

Non PbR
CQUIN
Contract Performance
Contractual Adjustments

Readmissions
Outpatients F/UP Cap
NEL Threshold
AAU Adjustment
MRSA
VTE
Never Events
Single Accommodation Breaches
Clostridium Difficile
Cancelled Ops
RTT
A&E 4 Hour Wait
Diagnostic Waits < 6 weeks
Ambulance Penalty
Cancer 2WW
Reinvest STP Sanctions

Contract Subtotal (pre rightcare adjustments)
Workstreams agreed

NHS Rightcare Transformation
Referrals Management
Procedures of Low Clinical Priority
Additional DAD - other providers
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Wirral Clinical Commissioning Group
Briefing from the Deputy Chair of the Finance Committee/Financial Turnaround Group
26 September 2017

Purpose
The purpose of the committee is to provide assurance to the Governing Body in relation to the
financial performance and plans of the CCG. This includes an assessment of the major risks
to the delivery of the CCG’s statutory financial duties and the effectiveness of mitigating
actions to manage the risks, the achievement of value for money in the use of resources, and
the delivery of the annual Quality, Innovation, Productivity and Prevention plan, which is
fundamental to the CCG’s ability to deliver the Financial Turnaround Plan and operate within
the business rules determined by NHS England.

Significant agenda Items/Key topics discussed


Action Log - Continuing Healthcare (CHC)
There was a discussion regarding the recent draft MIAA report presented to the last
Audit Committee, following the review of management, administration and governance
of CHC assessment processes provided by NHS Vale Royal CCG on behalf of several
local CCGs, including Wirral. It had been agreed at the last meeting that this matter
should be overseen by the Quality and Performance Committee, and in view of the
‘Limited Assurance’ audit rating, that this should be reviewed monthly. The current
significant adverse impact on the CCG’s financial performance was noted with
concern.



QIPP Plan Progress Report
The committee received an exception report relating to delivery of the £12m plan,
drawing attention to 4 areas at risk of failing to deliver the agreed savings targets
(Rightcare, Referral Management, CHC and 2 schemes where there were delays in
implementation by the Community Trust). Delivery of the full programme savings is
essential to the CCG’s achievement of its statutory financial duties this year. It was
agreed that governance and accountability for scheme delivery should be
strengthened by the production of exception reports on planned remedial or alternative
actions to the committee. It was agreed that the reports should be presented to the
committee by the service manager with responsibility for implementation, primarily
from provider organisations.



Month 5 Financial Position.
The committee received the finance report for month 5, which provided details of
August’s financial performance and assessments of the CCG’s best, likely and worst
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forecast year-end financial position. There was a deterioration of £0.9 million in the
CCG’s financial performance during month 5, largely caused by continued pressure on
CHC/commissioned out of hospital services budgets (£0.7m), and high activity and
costs within NHS provider contracts (partially offset by reduced costs of non NHS
contracts). These are recurrent themes which require continued management focus.
Although the CCG has been encouraged to continue to forecast a balanced income
and expenditure position at year-end, this is highly dependent on the risks associated
with key operational budgets and QIPP delivery being successfully managed.


Board Assurance Framework/Risk Register
In view of the deteriorating financial performance at month 5, and the level of
financial risks to be managed during the remainder of the year, the committee
recommends to the Governing Body that the risk related to achieving financial
balance be escalated to a score of 16 (4x4).

Outcomes/actions/assurances/risks





The month 5 financial performance has seen a worsening of the overspending trend
established in the first 4 months of the year, concentrated in the same areas of the
budget. This brings the reliance on successful delivery of the QIPP plan and
operational budgets into sharper focus, in order for the CCG to meet its financial duties
for the year.
It has been agreed to further strengthen governance arrangements for QIPP delivery
with immediate effect.
Ensuring rapid improvement in the management of CHC assessment processes is
essential, and it is recommended that responsibility for oversight of this action should
be passed to the Quality and Performance Committee.

Any formal recommendations
The Finance Committee and Financial Turnaround Group recommends that the Governing
Body:




Supports the recommendation to pass oversight of improvements to the commissioned
CHC assessment service processes to the Quality and Performance Committee.
Notes the decision to strengthen accountability for delivery of QIPP schemes.
Supports the recommendation to increase the risk rating related to delivery of financial
balance to 16.

Deputy Chair Name: Alan Whittle
Deputy Chair of: Finance Committee/ Financial Turnaround Group
Date: 27 September 2017
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GOVERNING BODY MEETING

Director of Commissioning’s Report
Agenda Item:

4.1

Reference

GB17-18/0042

Public / Private

Public

Meeting Date

7th November 2017

Lead Officer/Author of
paper

Nesta Hawker, Director of Commissioning

Contributors

Anna Coyle, PMO Lead
Patricia Clitheroe, Assistant Director for Performance and Delivery

For Decision
For Information

Yes

For Discussion
Executive Summary

This report shares an update on the development and delivery of recovery schemes
and also an exceptional report on CCG performance together with an outline of
mitigating actions.

Recommendations

The Governing Body is asked to:
 To note update on the delivery of CCG recovery schemes
 To note the Better Care Fund schemes in place for 2018/19
 Note the summary review of recent exception performance against
constitutional standards
 To note the letter received from GPW and CCG response to the
questions within the letter

Risk Please indicate

High Yes

Medium

Low

Detail of Risk
Description

Financial recovery and delivery of constitutional standards are statutory requirements of the
CCG. The CCG remains in formal directions of CCG and delivery of the financial recovery
plans and improvement in performance of the constitutional standards are a priority for the
CCG.

Clinical engagement taken place

Y

Patient and public involvement taken place

Y

Equality Analysis/Impact Assessment completed

Y

Quality Impact Assessment

Y

Strategic Themes
To empower the people of Wirral to improve their physical, mental health and general well being

Y

To reduce health inequalities across the Wirral

Y

To adopt a health and well-being approach in the way services are both commissioned and provided

Y

1/2
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GOVERNING BODY MEETING
Y

To commission and contract for services that:






Demonstrate improved person centred outcomes
Are high quality and seamless for the patient
Are safe and sustainable
Are evidenced based
Demonstrate value for money

To be known as one of the leading Clinical Commissioning Groups in the country

Y

Provide systems leadership in shaping the Wirral health and social care system so as to be fit for
purpose both now and in five years time

Y

This section gives details not only of where the actual paper has previously been submitted and what the
outcome was but also of its development path i.e. other papers that are directly related to the current paper
under discussion.
Governance route prior to Governing
Body

Meeting Date

Objective/Outcome

CCG Governing Body
Quality and Performance Committee
Finance Committee
Audit Committee
Remuneration Committee
Health and Wellbeing Board
Clinical Senate
Quality & Improvement Group

2/2
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Report Title
Lead Officer

Director of Commissioning’s Report
Nesta Hawker Director of Commissioning

Recommendations
1. To note the Better Care Fund schemes in place for 2018/19
2. To note update on the delivery of CCG recovery schemes
3. Note the review of recent performance against constitutional
standards
4. To note the letter received from GPW and CCG response to the
questions within the letter

1

INTRODUCTION
This paper provides Governing Body with a report on the key strategic and operational issues and
developments related to the delegated duties of the Director of Commissioning.

2. DELIVERY OF CCG RECOVERY PLAN
The following is a highlight update for Governing Body on the development and delivery of recovery schemes
for 2017/18. The schemes are discussed in detail in the Financial Recovery Group meetings. The target of
£12,275,000 for the Financial Recovery Plan (FRP) / QIPP for 2017/18 has previously been agreed by the
Governing Body. The table below provides a summary of the identified / planned savings to date.

FRP / QIPP Target
Identified / Planned Savings
Shortfall

(£12,275,000)
(£11,831,916)
£443,084

An update on each of the programme areas that are included within the FRP / QIPP Plan can be found below.
In addition to these areas, the Financial Recovery Group continues to explore other savings opportunities.
Non Acute Activity
Target
Planned / Identified Savings
Variance

(£)
(341,000)
(497,000)
156,000

Planned YTD Savings - Month 6
Estimated YTD Position - Month 6
Variance

(170,500)
(166,500)
4,000
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The three schemes in place to deliver the savings identified for this programme area were carried over from
2016/17. Two of the schemes, IMC Therapies and Audiology Review, are fully implemented and are on track
to achieve the combined saving of £333,000.
In relation to the third scheme, Podiatry Tariff Reduction, although the objective of the scheme has been
achieved i.e. the 1% reduction in tariff was applied from August 2016, data available as at Month 6 is showing
a continued increase during 2017/18. This increase has resulted in year to date (YTD) overspend of £54,240
against a planned saving of £4,000. The CCG’s Project Lead is currently working with the providers to identify
the cause of the increase and take forward mitigating actions.
As reported previously, an in-year saving of £156,000 has been included in the 2017/18 FRP / QIPP which
relates to the outcome of the audiology re-procurement exercise.
PBR RightCare
Target
Planned / Identified Savings
Variance

(£)
(1,017,845)
(1,018,316)
471

Planned YTD Savings - Month 6
Estimated YTD Position - Month 6
Variance

(388,356)
(71,793)
316,563

Within PBR RightCare, there are a number of programmes which have a combined saving target of
£1,017,845. As of 24 October 2017, the planned / identified savings for this programme area total £1,018,316.
A summary of the savings to date for each of the programmes and issues for noting can be found below:
Gastro-intestinal
Target
Planned / Identified Savings
Variance

(£)
(302,000)
(301,500)
500

Planned YTD Savings - Month 6
Estimated YTD Position - Month 6
Variance

(138,395)
(71,793)
66,601

There are three schemes in place for this programme:


Reduction in Endoscopy Referrals: as reported previously, the initial plan for this scheme was for planned
savings to be delivered from April 2017, following on from the launch of a revised referral form for upper
GI endoscopes. Data available at Month 6 showed that activity and cost was greater than Plan in Months
1-4, however at Month 5 activity and cost was below the QIPP Plan. This has resulted in a year to date
variance of £22,113.



Community Bowel Management Service: the new Community Bowel Management Service was launched
on 12 June 2017. Data available at Month 6 shows that since implementation activity and cost has been
greater than Plan, although less than the original baseline. As at Month 6, there is an adverse variance
against Plan of £36,468.
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Acute Diverticulitis: as reported previously, the initial plan was for planned savings to be delivered from
1 August 2017. However, a delay in receiving feedback from the Provider about the development and
implementation of the proposed new pathway resulted in a delayed start. Feedback in relation to the
pathway has now been received and an implementation date has been agreed as 1 November 2017. It
is anticipated that the planned savings from 1 November 2017 onwards will be achieved.

Circulation
Target
Planned / Identified Savings
Variance

(£)
(202,000)
(202,500)
(500)

Planned YTD Savings - Month 6
Estimated YTD Position - Month 6
Variance

(80,000)
0
80,000

There are two schemes in place for this programme:


Heart Failure: as previously reported, the implementation date of the Heart Failure scheme has been
delayed. Discussions are still ongoing with the provider in relation this scheme. A full update in relation
to this scheme is expected at the November 2017 Financial Recovery Group meeting.



Atrial Fibrillation: due to a number of issues highlighted by the provider which affected the implementation
of the scheme it did not start, as planned on 1 August 2017. The Programme Lead has worked with the
Provider and has confirmed that all outstanding actions / queries have now been resolved and the scheme
will be launched on 1 November 2017.

Neurology
Target
Planned / Identified Savings
Variance

(£)
(513,845)
(514,311)
(466)

Planned YTD Savings - Month 6
Estimated YTD Position - Month 6
Variance

(169,961)
0
169,961

There are three schemes in place for this programme:


Headaches and Migraines: the new headache and migraine pathway was launched in June 2017 and
feedback from GPs has been very positive. However, as at Month 6, there is an adverse variance of
£71,609 mainly due to finance and activity continuing to be considerably greater than plan.



Chronic Pain: as previously reported, due to a delay in receiving feedback from the Provider about the
development and implementation a new biliary colic pathway for patients with acute presentation, this
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scheme did not start, as planned on 1 July 2017. Feedback in relation to the pathway has now been
received and an implementation date has been agreed as 1 November 2017.


Falls: this scheme was launched on 1 June 2017, initially to the 10 Care Homes that are taking part in
the Tele-Triage project and feedback to date has been positive. Further implementation is planned
throughout 2017/18. Data available at Month 6 shows an adverse variance of £52,056 due to finance
and activity continuing to be considerably greater than plan.

Referrals Management
Target
Planned / Identified Savings
Variance

(£)
(3,843,000)
(3,843,000)
0

Planned YTD Savings - Month 6
Estimated YTD Position - Month 6
Variance

(1,893,313)
(508,477)
1,384,836

There are three schemes in place for this programme:


PCQS Non Elective: the scheme has been in place since 1 April 2017. Overall the scheme is significantly
over-plan, with NEL admissions being +3.5% as of Month 4.



PCQS Elective: this scheme is on track to deliver a reduction in GP referrals: -18.5% as of Month 4 which
equates to 1,077 per month on average reduction or 4,310 in total.



PLCP: currently the PLCP scheme is not achieving the planned financial savings which is mainly due to
the impact of finance and activity exceeding plan in Months 1-3. However, if the trend from Month 4
continues and as the validation process becomes embedded across secondary care, the full savings for
this scheme are likely to be achieved.

Prescribing
Target
Planned / Identified Savings
Variance

(£)
(2,602,600)
(2,602,600)
0

Planned YTD Savings - Month 6
Estimated YTD Position - Month 6
Variance

(971,490)
(718,814)
252,675*

Progress in relation to the implementation of the Medicines Management QIPP Plan, which now includes the
Intermediate Care Project and the achievement of the associated savings, is on track. *The savings relating
to the Patent Expiries line, currently shown as an adverse variance in the table above are expected to be
realised from October 2017 onwards.
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Packages of Care
Target
Planned / Identified Savings
Variance

(£)
(1,471,000)
(1,471,000)
0

Planned YTD Savings - Month 6
Estimated YTD Position - Month 6
Variance

(737,500)
(48,000)
687,500

There are four schemes in place for this programme:


Learning Disability (LD) Review of Funding: scheme remains in development. Further to previous
updates, Continuing Healthcare Solutions (CHS) has been appointed to carry out the review of legacy
joint funding arrangements for LD packages. It is expected that the reviews will commence on 6
November 2017 and will be completed by 31 March 2018. Until further detail is available, there is still
significant risk in relation to the delivery of the £800,000 target saving.



ADHD Shared Care and Mental Health Care Review – schemes are in place and savings have been
achieved.



CHC and Complex Care QIPP Plan: scheme has been in place since 1 April 2017. Data available at
Month 3 shows a favourable variance of £21,713, however current operational spend is showing
£2,001,102 overspend.

The PMO continues to work directly with the programme lead for each area in order to support the delivery of
the schemes and the associated savings.
Weekly QIPP meetings are taking place to review 17/18 schemes and mitigations and to develop 18/19
schemes. As a result of the Stakeholder QIPP summit held in September, 18 schemes were identified, some
of which have already been taken forward.
3. BETTER CARE FUND 2017/19
The Better Care Fund (BCF) continues to be the key driver for integration, supporting sustainable
transformational change in Wirral. Whilst there has been significant progress and achievement across the
economy, financially Wirral remains in a challenging position.
A. BCF National Conditions:
Systems have been asked to submit a 2 year plan for 17/19, rather than the previous 1 year. Key mandated
conditions remain including nationally mandated key performance metrics:




Delayed Transfer of Care (DTOC) (maximum of 3.5% DToC by Oct 17-to be maintained)
Non-elective admissions (3.5% reduction, aligned to CCG plans)
Admissions to residential/nursing homes (local improvement trajectory
Effectiveness of Re-ablement
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B. Building upon two years of developments and Learning
Wirral’s BCF invested in a number of key community services, as a real alternative to hospital admission and
where admission was deemed appropriate, ensuring timely discharge. Over the last 2 years the budget has
protected and extended social care. This now includes a 7 day response for rapid community service,
intermediate care and integrated discharge team. The BCF plan is to build upon our successes and continue
to invest in a robust community offer, as an alternative to acute care including:









7 day rapid community service, with immediate access to domiciliary, reablement and mobile night
support.
Effective intermediate care and reablement service
Community Care hubs, which effectively support people with complex needs to remain at home
wherever possible
7 Day equipment and falls prevention/pick up service
Range of carers services
Mental Health support services
3rd sector community offer
7 day care arranging, access to domiciliary care, mobile nights and reablement

The focus for 2017/19 is therefore to build on local success and evidence from national best practice
which includes best practice principles of ‘ shift left’, home first and transfer to assess
C. Transformational Priorities going forward for 17/19:
The system has agreed the following priorities:










Implementation of clinical streaming at the front door
Consistent & complete implementation of safer throughout the hospital & community beds
Implementation, expansion & embedding of Transfer to Assess (T2A) – own home & bed base
including Trusted Assessor, joint assessment and care planning.
Expansion of admission avoidance schemes including Rapid Community Service, Green Car
ensuring resilience
Investment in domiciliary care & commissioning of alternate models, to ensure responsive & flexible
capacity, supporting flow across the system
Support to care homes including tele triage, care home connector training, upscaling of staff with
increased access to specialist support
Demand divergence from hospitals: ambulances reducing ambulance conveyances
Whole system therapy redesign, developing a generic offer and supporting a shift left.
Whole system approach to Business Intelligence, monitoring evaluation, evidencing ROI, VFM &
trajectories to achieve KPI’s – overarching dashboard with tight oversight & evaluation

Please refer to appendix 1 for full breakdown of scheme summary and spend allocation
D. Next steps:
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4.

Our system plan was submitted as per national requirements on 11th September 2017. We
await confirmation of the outcome of the regional and national assessment process, which is
due any day. This will confirm whether we are assessed as assured, assured with conditions or
not assured.
Wirral has ensured the BCF is integral to our wider winter and urgent care plans with a read
across into planned care. We have been commended for this. We are currently reviewing
outcomes and return of investment of our schemes and monitoring whole system delivery as
part of our performance dashboard. This analysis will be used to inform ongoing commissioning
decisions.
We are required to submit a section 75 (pooled budget) agreement outlining risk/gain share by
30th November 2017.

OPERATIONAL PLAN UPDATE
The following is an update on progress to date against the priority areas of work for the CCG identified
in the Operational Plan for 2017/18. Overall the current position is on track and this update is to give
assurance to the Governing Body that work is progressing as per the plans. Identified risks against
delivery are being mitigated against and at present it is expected that each priority area of work will
achieve the milestones identified for 2017/18. Impact of the achievements and benefits realised will be
reviewed and reported to Governing Body during quarter 4.


Primary Care Transformation
This work is on track to deliver and a number of milestones have been achieved to date. These include
the go live of the Wirral GP Access Hubs service in May 2017 delivered by Wirral’s two GP
Federations, and roll out of the Enhanced Primary Care in Care Homes Locally Commissioned
Service. A number of additional schemes are currently being implemented including the installation of
Wi-Fi into all GP practices by 1st December 2017, and engagement with primary care colleagues to
support an application for level 3 fully delegated commissioning in November 2017.



Urgent and emergency care
The performance of waiting times at the Emergency Department and the ambulance handover times
has seen significant improvements since September 2017. However, Wirral CCG is still not achieving
the national standards. Our commitment to NHS England is that we will achieve at least 90%
performance against 4 hour standard consistently from October 2017 and reach full compliance of
95% by March 2018. The work within urgent care continues to be a priority and is moving at pace.
This includes implementation of clinical streaming at the front door of A&E (commenced September
2017), roll out of SAFER throughout hospital wards to support flow and roll out of Transfer to Assess
including recruitment of trusted assessor roles. In addition to this, there are a number of additional
schemes/actions detailed within our whole system winter and sustainability plan. This is monitored on
a monthly basis via the Urgent Care Operational Group and A&E Delivery Board, with performance
reports being shared with NHS England. The system is on track to deliver in line with this plan.



Referral to Treatment Times (RTT) and Elective Care
The percentage of patients on non-emergency pathways waiting no more than 18 weeks from referral
to treatment has continued to decline with the 92% constitutional standard not being achieved across
a number of providers. The CCG, Wirral University Teaching Hospital Foundation Trust (WUTH), NHS
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England and NHS Improvement are continuing to meet regularly to review the under-performance at
WUTH. Demand management schemes such as Procedures of Limited Clinical Priority (PLCP) and
Primary Care Quality Scheme (PCQS) are currently in place, and variation across pathways is being
addressed through NHS RightCare schemes in a number of clinical areas.
The implementation of the national maternity services review is on track and continues to progress
with putting in place the recommendations of the report. Wirral is in the process of piloting an
Accountable Care Maternity model with the acute provider subcontracting One to One Midwives to
deliver the full range of services included in the Better Births report. The Improving Me team (Vanguard
site) has chosen Wirral to also pilot a “pop up” Midwifery led unit within the community. This should
provide women with more choice on the location to birth their babies in a less clinical environment (if
suitable).


Cancer
Wirral CCG, in conjunction with partners, have focused on activities to progress the four key priority
areas - Prevention and Public Health, Earlier Diagnosis, Patient Experience, and Support for Those
Living with and Beyond Cancer. A prevention sub-group has been established including partners from
Public Health and Cancer Research UK. Opportunities are being sought to link into initiatives already
in place, for example Community Connectors, and exploring options on a regional basis, for example,
bowel screening volunteers. A communications strategy is in place to amplify national public health
messages locally; this is being undertaken jointly by the CCG Communications team and the Public
Health Wirral Communications team.
The CCG and partners are linking into the Cancer Alliance to deliver improvements in cancer
performance; this has included pathway review work for lung cancer patients, prostate patients and
cervical cancer patients. In addition, a robust training programme has been put in place for GPs and
practice nurses, with eleven practice nurses becoming “Cancer Champions”; this will support the early
diagnosis of patients and care following treatment. A Patient Portal is under development at WUTH to
enable patients to access results and support on-line, this will be a key tool to enable risk stratified
follow-up and to reduce the amount of occasions patients attend clinics. In addition, a new a key new
initiative is being piloted in the community with Leisure Services – Community based holistic needs
assessments.



Mental Health
There has been progress with developing the psychiatric liaison service to achieve core 24 standards
with growth of the workforce to ensure that people presenting in crisis to A&E services receive timely
and effective assessment and intervention. We have continued to maintain a high dementia diagnosis
rate and through BCF innovation are working with partners including Age UK to consider support for
dementia patients and their families post diagnosis. We are working in collaboration with our IAPT
provider, NHS England, and NHS Improvement to improve current IAPT delivery. Our key focus is to
improve existing waiting lists within the service prior to increasing access.
We have fully implemented a Children and Young People Eating Disorder Service as part of a hub
and spoke model across Cheshire and Wirral commissioners as part of the STP, and we are meeting
all national standards. We are in the process of refreshing the Future in Mind transformation plan for
children and young people alongside our partners within the Local Authority. This will include key
deliverables to ensure that emotional health and wellbeing for children and young people is met.



Learning disability-Transforming Care Programme
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There has been significant progress on the Cheshire and Mersey Transforming Care Plan (TCP) for
people with Learning Disabilities and or Autism. With the establishment of the Cheshire and
Merseyside TCP Strategic Board in September 2017, a number of key milestones have been
achieved:









Assessment Treatment Unit and Community Service Specifications agreed at the TCP
Strategic Board and now being locally implemented
The Local Care Treatment Review Policy, derived from the national policy has been agreed
A Dynamic Support database is now implemented across Cheshire & Wirral (Cheshire and
Wirral Partnership Footprint) which helps us to avoid any unnecessary admissions
In order to reduce the number of inpatients beds, we have commenced an intensive support
service across the CWP footprint through a successful NHS England bid to help pump prime
this work stream
Wirral CCG currently meeting their assessment and treatment trajectories
TCP work is all coproduced with people who use the services
A learning disabilities commissioner has been appointed for Cheshire & Wirral who will lead
this programme locally.

Planned Care and Long Term Conditions
The redesigned Respiratory and Diabetes community services are continuing to be delivered and
following the business case, it was agreed that services were to continue until the end of March 2018.
The community hubs continue to provide access to patients closer to home to meet their care needs.
Work is underway to look at future sustainable models for these services from April 2018, if this is
agreed further transformation to enhance current provision will be undertaken.
A Dermatology Value Stream Analysis (VSA) event took place in October to start discussions about
redesigning pathways.



Health and Local Authority Commissioning Integration
Work continues with the Local Authority around the move towards an Integrated Commissioning Model
for Wirral. An Integrated Commissioning Hub Project Board has been established and is supported
by a number of focussed workstreams lead by members of the Local Authority and the CCG.
The development of a commissioning strategy outlining the joint commissioning intentions for placed
based commissioning is in progress and is due to be published November 2017.



Developing Frailty Pathways
Following a number of VSA events last year, a number of schemes have been implemented such as
Teletriage to care homes, and the Enhanced Primary Care in Care Homes scheme. As part of the
NHS RightCare programme, a Falls app is being rolled out to care homes across Wirral which aims to
reduce the number of falls that lead to a short stay admission.

5. PERFORMANCE AGAINST THE NHS CONSTITUTIONAL STANDARDS (August 2017)
All constitutional performance standards are discussed and overseen at the Quality and Performance
Committee. Contract review meetings are held monthly with providers to review individual provider
performance and ensure that necessary remedial action is taken in the event of provider underperformance
through the contract.
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A&E standards are overseen through the A&E Delivery Board which holds the system to account for their
role in achievement of the A&E 4hr standard. The urgent care system has agreed a Whole System Recovery
Plan to achieve the 9 point plan set by NHSE and NHSI with a target to achieve the 4 hour standard by March
2018. A Whole System Winter Sustainability Plan has also been agreed and submitted to NHS England.
The Urgent Care Operational Group monitors progress against both plans.
The Strategic RTT Improvement Group, chaired by the WUTH’s Chief Operating Officer and includes
members from the Trust, Wirral CCG, NHS England, NHS Improvement and the national RTT Intensive
Support Team, has been established to ensure the recovery of the RTT 92% incomplete standard by March
2018.
WUTH has agreed Sustainability and Transformation Trajectories (STF) for A&E, RTT and Cancer without
consultation from Wirral CCG, as required within their NHS standard contract. The CCG has challenged the
Trust and informed them that it does not agree with the STF trajectories agreed by NHS Improvement and
NHS England as they are unaffordable to the wider health and care system. The CCG is in discussions with
NHS Improvement, NHS England and WUTH and has informed WUTH that RTT improvements must be
within the quantum of resources agreed within their contract.
The following dashboard demonstrates the exceptions only in performance against the NHS constitutional
standards and includes a trend analysis from April 2016 to August 2017. A copy of the full performance
pack is available on request.

A&E
The 4 hour A&E target continues to be missed and challenges all parts of the A&E system, performing at
79.26% in August against the 95% standard. However this is an improvement on the previous month’s
performance of 76.94% and September data shows continued improvement to 87.28%, as a result of the
action taken to put in place immediate urgent care streaming from 4th September 2017.
WUTH had one 12 hour trolley breach in August. Following a Root Cause Analysis (RCA) it was identified
the manager failed to follow Trust escalation policy, failing to move the patient prior to 12 hours when a bed
became available. The Trust has raised awareness with staff around the escalation policy. A 12 hour breach
quality report has been completed by the CCG.
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A Contract Performance Notice (CPN) has been issued to WUTH with regards to the underperformance of
A&E. The CPN seeks assurance from WUTH regarding patient quality and harm free care and focuses on
WUTH’s internal governance, systems and processes. A Remedial Action Plan (RAP) is in place and
progress is monitored through contract review processes.
A Whole System Recovery Plan has been agreed by NHS Wirral CCG, Wirral University Teaching Hospital
NHS Foundation Trust, Wirral Community NHS Trust, NHS England and NHS Improvement to improve the
4 hour standard by at least 10% by 31st March 2018 to achieve 95%.
Ambulance
The performance of ambulance response times was static in July, since which NHS England have now
changed statistical reporting parameters. As a result NWAS has suspended reporting from August for 3
months to allow for system development to capture the new requirements.
Average handover times have remained static and below the standard of 30 minutes in August at 44 minutes,
the same as July. The Wirral A&E Delivery Board monitors the performance and progress against the action
plan for each performance metric. The Trust element of this standard (15 minutes) forms part of the CPN
and RAP with WUTH.

RTT
The referral to treatment (RTT) 18 week wait for incomplete pathway was not met in August, with
performance falling to 81.10% from 81.96% in July. The CCG has not met the 92% standard since
December 2015. The underperformance at WUTH is a significant contributing factor to the CCG’s position.
WUTH have an agreed STF trajectory with NHS Improvement, which it has met consistently for 3 months
but fell below the plan in July.
The reduction in 18 week RTT performance is expected as the Trust focuses its resources in treating those
whom have had the longest waits. The underlying cause of RTT failure at WUTH is attributed to poor data
within their Patient Administration System, resulting in an unmanaged list of 280,000 open pathways.
Considerable work has been undertaken to cleanse this data, with all reviews of pathways exceeding 18
weeks now being concluded. The CCG are working closely with WUTH, NHS England, NHS Improvement
and Intensive Support Team to recover the position by March 2018. However, the CCG have been clear
with WUTH that this must be delivered within the agreed quantum of resources.
Wirral CCG’s two other closest acute providers, Royal Liverpool and the Countess of Chester also breached
the standard in August, which limits the CCG’s ability to utilise other partners to expedite treatment.
WUTH had two 52 week breaches in August, one of which was a continuation of July’s breach, a patient
with a repeated pattern of cancellations and not attending. The patient has now transferred specialties and
is within Vascular. The patient is still waiting for treatment as of October. The CCG’s Quality team is now
investigating further. The second patient breach was treated in early September.
Diagnostics
Wirral CCG failed the 99% six week diagnostic test target, achieving 98.19% within August. This is due to
failures within WUTH’s Echocardiography service and a number of scope diagnostics within the Royal
Liverpool Trust. WUTH has assured the CCG recovery of the standard by September and the CCG is
seeking to re-validate data from the Royal Liverpool as these diagnostics were attributed to NHS England’s
diagnostic screening program.

Page 43 of 227

Cancer
Wirral CCG failed to achieve two targets in August;
31 Day Surgery, performing at 91.2% against the standard of 92%. This breach was attributed to five
patients, one of whom was treated at WUTH but failed the target due to lack of theatre capacity in robotics;
two patients, on a multi-trust pathway, breached at WUTH / Aintree - one was for patient optimisation
relating to blood INR, the 2nd was due to a delay in listing for surgery; two patients chose to delay their
treatment due to holiday.
More information is being requested in respect of these delays from South Sefton CCG and WUTH.
The CCG and WUTH also failed the 2 week breast screening standard; this was attributed to 4 patients at
WUTH, all of whom were given the first available appointment. Clinics are held on a Monday and as a
result of the bank holiday and staff annual leave, the number of clinic appointments available did not meet
demand. This issue is being raised with WUTH through contract and quality meetings.
IAPT
The Improving Access to Psychological Therapies (IAPT) standards continue to not be met. NHS England
Intensive Support Team (IST) undertook a deep dive review of the service in May 2017. The report is in
process of being finalised; a number of recommendations have been made to improve the current
performance and address the continued failure to achieve national standards. A comprehensive action plan
has been developed and presented to Quality & Performance meeting in August. The IST recommended
the implementation of an interim pathway facilitated by additional investment to address the long waits within
the current service (c1800). The CCG has been working collaboratively with the provider, facilitated by
NHSE and NHSI to agree a trajectory of waiting list reduction and financial investment. It is agreed that an
initial investment of £253,960 will be awarded to remove approx. 415 patients waiting to enter treatment.
Further discussion is in progress with NHSE re the outstanding waiting list and how this should be addressed
and funded.
A procurement task and finish group has been developed with both clinical and operational leadership
colleagues to commence a new contract with effect from July 2018.
6. MUSCULOSKELETAL (MSK) REDESIGN
The CCG has explored a variety of models to improve the MSK pathway for the population on Wirral. This
review has been undertaken over a long period of time with the initial stakeholder workshop held in February
2015. The implementation of an MSK triage service is now mandated by NHS England. The review of the
current local pathways and patient experience, along with further research into models in operation
elsewhere, has led to the decision to commission a fully integrated service which will include triage of all
referrals, physiotherapy, podiatry, rheumatology, pain management and elective orthopaedics. A full paper
will be brought to the December Governing Body for final approval of the model and contract award.
In regards of the ongoing MSK pathway redesign, the CCG has recently received a letter from a Wirral
provider – GPW Federation which is attached as Appendix 2. The response of the CCG is attached as
Appendix 3.

7. CONCLUSION
Governing Body is asked to:-
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To note update on the delivery of CCG recovery schemes
Note progress and details of BCF submission and focus of investment
Note the summary review of recent exception performance against constitutional standards
Note recent correspondence and response regarding the MSK redesign work.
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Better Care Fund Schemes 2017-18 Funds

No. Better Care Fund Schemes
1
2
3a
3b
4
5
6a

2017-18

2017-18

2017-18

Core

iBCF £2m

iBCF Bal

Wirral Independence Service
Care Homes Scheme/Quality Improvement Nurse
Tele-triage role out across Care Homes
Tele-triage - Single Gateway/7 Day Response
Age UK - Discharge lounge/home of choice/single gateway presence/falls army
Adapted Flats (temporary accommodation for people awaiting major adaptation
Trusted Assessor - Dom Care

3,900,000
40,000
79,895
100,000
55,000
40,000
110,000

320,000
30,925
-

-

6b Trusted Assessor - Care Homes
7 BCF Scheme Lead/ROI Evaluation
8a Home First Capacity - supporting growth in dom care, reablement, mobile nights

71,000
19,000
59,710

5,000
-

-

-

8b Home First - MDT

8c Home First - Clinical Support/Discharge Capacity
9a In-year slippage on spending plan due to go-live date 21/8/17
9b
9c
10a
10b

New Streaming Model - Phase 1 and Phase 2 support/ funded from in-year slippage
Mobilisation Officer for T2A Model
10 x T2A Residential Beds - core funding
86 x T2A Nursing Beds - core funding

10c
10d
10e
10g
11a
11b
12a
12b
13
14
15
16
17

Growth in T2A Beds (Nursing)
T2A - 10 beds - Cover for Pressure periods (Nursing)
Additional MDT support, including clinical cover for extra beds (10)
Primary Care & Therapies for T2A Beds
7 Day Community Offer (ASC)
7 Day Community Offer (CCG)
Reablement - Commissioned Care
Dom Care
Joint Posts - Mental Health
Homeless Service
IMC - WCT existing schemes
Green Car
Comms - Home First
Total Integrated Services
18 Early Intervention & Prevention
19 Carers Service
20
21
22
23
24
25
26
27
28
29
30
31
32

Mobile Night Service
Care & Support Bill Implementation
Drugs & Alcohol
Maintaining Social Care
Brokerage
Total ASC Services
CCG Third Sector
IV Antibiotics
Street triage
Dementia LES
Early onset Dementia
Complex Needs Service
Crisis Response
Dementia Nurse
Total CCG Services
DFG
Stabilising the Market
Total Other
Communication and Engagement Lead Role
Winter Pressure Beds
Transformation Programme Manager Role
Whole System Modelling Senior Performance Analyst
Whole System Acute/Community Capacity and Demand Model (WI Posts)
Whole System VSA for frail and elderley support at home
Mental Health detention transport
Street Triage - enhanced hours of operation
Ward Discharge Coordinators - Additional 2fte
Street Triage for NWAS
Integrated Assessments Training & Implementation
Clinical Streaming at the front door
Innovation bid scheme 9 - Medequip/Falls
Total Innovation bids - one-off?
Winter Planning & Contingiency
Known Development Pressures (TeleHealth, TeleTriage)
Known Development Pressures (Enhancing Health in Care Homes)
Allocation of increase in CCG minimum allocation
Total BCF 17-18

291,000

230,012
967,428
3,932,992
854,011
1,162,249
200,000
474,587
93,279
1,445,762
357,786
12,000
17,899,671
1,090,169
653,912
536,600
497,180
7,312,913
9,676,824
27,000
19,794,598
485,378
400,000
152,000
71,400
146,000
250,000
150,576
75,290
1,730,644
3,591,765
1,300,000
4,891,765

250,000

44,566,678

2018-19
Base

Increase

Reduction

Minimum
Commitment

4,295,000
40,000
110,820
100,000
55,000
40,000
110,000

4,295,000
40,000
110,820
100,000
55,000
40,000
110,000

7,245

71,000
24,000
66,955

71,000
24,000
66,955

-

399,657

399,657

399,657

399,657

-

249,808

540,808

540,808
-

540,808
-

215,032

260,520
3,358,472

260,520
3,358,472

178,625
106,343
-

178,625
230,012
106,343
967,428
3,932,992
854,011
1,162,249
200,000
474,587
93,279
1,445,762
357,786
12,000
19,487,306
1,090,169
653,912

178,625
230,012
106,343
967,428
3,932,992
854,011
1,162,249
200,000
474,587
93,279
1,445,762
357,786
12,000
19,487,306
1,090,169
653,912

536,600
497,180
7,312,913
9,696,824
27,000
19,814,598
485,378
562,300
152,000
71,400
146,000
250,000
150,576
150,580
1,968,234
3,591,765
1,300,000
4,891,765
30,000
284,396
60,000
40,000
91,000
15,000
52,500
84,501
116,250
131,064

536,600
497,180
7,312,913
9,696,824
27,000
19,814,598
485,378
562,300
152,000
71,400
146,000
250,000
150,576
150,580
1,968,234
3,591,765
1,300,000
4,891,765
30,000
284,396
60,000
40,000
91,000
15,000
52,500
84,501
116,250
131,064

8,250
200,000
69,000
1,181,961
529,814
-

8,250
200,000
69,000
1,181,961
534,814
-

47,873,678

47,878,678

45,488
3,358,472

-

75,000
-

2017-18
Minimum
Commitment

355,925
-

1,231,710
-

20,000
20,000
162,300
162,300
30,000
284,396
60,000
40,000
91,000
15,000
52,500
84,501
116,250
131,064

75,290
75,290
-

8,250
200,000
69,000
1,181,961
279,814

2,000,000

-

1,307,000

115,885
55,000
4,357

71,000
24,000
73,651

6,695.50

273,546
3,526,396

13,026
167,924
7,831.45
11,500.60

377,862

21,996

26,353

3,840,000

20,000

3,840,000

20,000

-

-

-

30,000
284,396

91,000
15,000

116,250

8,250
100,000
100,000
58,387
50,000
482,000
4,908,249

4,295,000
40,000
226,705
100,000
110,000
35,643
110,000

544,896

591,249

164,460
241,513
106,343
967,428
3,932,992
854,011
1,162,249
200,000
474,587
93,279
1,445,762
357,786
12,000
19,838,815
1,090,169
653,912
536,600
497,180
7,312,913
13,516,824
27,000
23,634,598
485,378
562,300
152,000
71,400
146,000
250,000
150,576
150,580
1,968,234
3,591,765
1,300,000
4,891,765
60,000
40,000
52,500
84,501
131,064
300,000
69,000
737,065
534,814
58,387
50,000
482,000
52,195,678

Comments
Will need confirmation of funding required for additional OT hours and Admin role
Confirm ongoing running costs with Boo
Included in costs above? Check with Boo
Pro rata - £110k full year contract commences Oct-17
Confirm 18-19 costs with Adrian
To fund training to get everyone Care Act compliant. Flexible.
2 x Social Workers to support implementation of Trusted Assessor - agreed for 3 month period in
17/18. Per JE, will become a nurse post (7 days)
PO8 post reporting to Commissioners (5 days p/w). Additional £5k taken from Winter Contingency.
Dom Care/Home First capacity. 10% growth anticipated, as per JE.
Allocation reflects 12 months however scheme not operational from April-17 therefore slippage to be
assumed (3 months est)
Allocation reflects 12 months however scheme not operational from April-17 therefore slippage to be
assumed (3 months est). Recruitment of Healthcare Assistants and Therapists/Social Workers
Unbudgeted pressure
Funding to support Phase 1 & 2 Primary Care streaming at the front door, prior to development of
urgent treatment centre. Phase 1 go-live 4/9/17.
6 Months contract
New spec and uplifted fee model and rate agreed - £501. Increase reflects assumed 5% growth in T2A fee rates, as per JE.
New spec and uplifted fee model and rate agreed - £751. Increase reflects assumed 5% growth in T2A fee rates, as per JE.
Whole system capacity and demand model to inform type and number of beds anticipated Oct-17 (4
beds full year for 18/19). Increase reflects assumed 5% growth in T2A fee rates, as per JE.
Increase reflects assumed 5% growth in T2A fee rates, as per JE. Calculation is approx. 10 beds @ £751/wk for 30 weeks.

Are we considering the full WCT contract? If so, need to consider the cost for 18-19

Increase of 15 minute fee rate to release capacity and increase flow from hospital

Existing Wirral CCG Schemes supporting Intermediate Care
Increase to 7 days, 16 hours
Additional comms literature to support whole system

Core reduced to reflect Age UK contract above

This contract has increased - do we increase the allocation and increase our core funding to
match?

Any reduction in allocation here will result in budget pressure for 18-19

Increased service yet to commence - 3 months slippage identified

Third sector comms support working with Organisational Communication Leads

One-off in 17-18 (relating to 16-17)
P Forester 17/7/17 - 12 month contract
Out for 18/19, as per JE.
Estimated start date Jul-17 therefore allocation equates to 9 months. Out for 18/19, as per JE.
Estimated start date Jul-17 therefore allocation equates to 9 months
Estimated start date Jul-17 therefore allocation equates to 9 months
Estimated start date Jul-17 therefore allocation equates to 9 months
Estimated start date Jul-17 therefore allocation equates to 9 months
It solution will reduce duplication, releasing staff and supporting 7 day service for assessments as
community nursing is 7 day service
Elderley VSA
£250k core BCF plus £285k retained contingiency/double running funding from Innovation

To be confirmed with M. Treharne
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Company number 10024496

Wirral GP Provider (GPW-Fed) Ltd
Blackheath Medical Centre
76 Reeds Lane
Moreton Wirral
Merseyside CH46 1SG

17 October 2017
Our Ref:

MSK/FN/DK/sd

Mr Simon Banks
Accountable Officer
Wirral CCG
Old Market House
Hamilton St
Birkenhead
CH41 5AL
Dear Mr Banks
I am formally writing on behalf of GPW-Fed to reiterate our concerns regarding the proposed
radical changes to access Musculoskeletal services in Wirral. We seek your urgent intervention
that this process is reconsidered.
Our understanding is that Wirral CCG has awarded a prime provider contract to Wirral University
Trust Hospital (WUTH) for the provision of all of the following services in Wirral:
1.
2.
3.
4.
5.

Physiotherapy
Podiatry
Rheumatology
Nerve Conduction Studies
Orthopaedics.

You are aware that Wirral LMC passed an unanimous resolution to seek a pause and
reconsideration of this proposal. Their concerns were that there were no consultations with
professional bodies, with the wider GP community and most importantly with the public and their
representatives. Whilst the CCG has acknowledged that it has failed to consult clinicians and
public, it appears to be continuing with the implementation of the scheme.
The Board of GPW-Fed and its member practices have discussed these proposals and are
extremely concerned what the impact of these proposals will have on patient care in Wirral. It is
our considered view that:
1. The radical re-organisation and service delivery model is not fit for purpose;
2. There doesn’t appear to be any clear purpose to this change in service provision;
3. The service specification for the contract (requirement to deliver elective surgical
Orthopaedics) was restrictive and discriminatory to make all other providers in Wirral
ineligible;

GPW-Fed Chair – Dr Fred Newton
Vice Chair – Dr Denyse Kershaw

GP Executive Lead – Dr Abhi Mantgani
PM Executive Lead – Mrs Monika Doyle
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4. Given the historical and consistent failure by Wirral University Trust Hospital to deliver on
RTT and other targets, it is incomprehensible that they have been awarded a contract to
run all of these services;
5. This has ensured that all choices for clinicians and patients have been withdrawn (part of
NHS regulations);
6. Is Wirral CCG aware that whilst it has removed choice option to GPs and patients, WUTH is
diverting activity to Spire Murrayfield to achieve RTT targets;
7. The vast majority of services such as Physiotherapy and Podiatry are provided in the
community by other providers, but the new contract is with a secondary care provider;
8. Rheumatology service at WUTH is failing to deliver a basic service with waiting times over 9
months and they have no capacity to deal with even urgent referrals;
9. The innovative Nerve Conduction Studies was introduced to Wirral as an initiative of AQP
provider. WUTH has never delivered a Nerve Conduction Study service and is this service
likely to be closed;
10. Primary Care clinicians were not consulted either at Members Meetings, through the
Federations or through the LMC;
11. We have been informed that senior clinicians in secondary care were unaware of these
proposals and have concerns about their ability to deliver this service;
12. Public in Wirral nor their representatives were ever meaningfully consulted;
13. We have been advised by CCG officers that this was a national directive which is
inaccurate;
14. Our understanding is that there is a requirement for a Primary Care referral management
scheme for MSK and this has been adapted in a number of areas. We know of no area
where a secondary care surgical provider has been asked to manage all MSK referrals in
this manner;
15. Our Federation and most in primary care welcome initiatives that will ensure
appropriateness of referrals and managing patients within the community. We have
responded well to the Referral Management Scheme and in the past embraced initiatives
such as using the hip & knee referral form designed locally in conjunction with Orthopaedic
surgeons and physiotherapists;
16. Our members are concerned that the proposed scheme will increase numbers of referrals,
create further delays in the patient journey and professional & public dissatisfaction.
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Our member practices and patient representatives strongly urge Wirral CCG to suspend the
current initiative, commence meaningful dialogue with all front line clinicians and Wirral wide public
consultation with option appraisals.
We would like our correspondence to be placed on record at the next Governing Body Meeting for
discussion.
Yours sincerely

Dr Fred Newton
Chair

cc

Dr Denyse Kershaw
Deputy Chair

LMC
NHS England
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30th October 2017

Private & Confidential
Dr F Newton & Dr D Kershaw
Blackheath Medical Centre
78 Reeds Lane
Moreton
Wirral
CH46 1SG

NHS Wirral Clinical Commissioning Group
Old Market House
Hamilton Street
Birkenhead
Wirral
CH41 5AL
Tel: 0151 541 5380

Dear Dr’s Newton and Kershaw,
Re: Musculoskeletal (MSK) Integrated Triage Service
Thank you for your letter dated 17th October 2017 in respect of the Musculoskeletal (MSK)
Integrated Triage Service. NHS Wirral Clinical Commissioning Group (CCG) welcomes the
opportunity to respond to the statements, queries and concerns as set out below.
The model for the proposed service has been in development for over two years following an
initial three day Value Stream Analysis (VSA) event in February 2015, this has included a period
for procurement. Following an Invitation to Tender, published on the 6 th June 2017, NHS Wirral
CCG received no bids by the deadline, leaving only one bidder whom did not formally retract from
the process, during the return period. NHS Wirral CCG therefore chose to enter into dialogue with
that bidder, under a negotiated procedure, to co-produce a service specification that was within
scope of what was advertised and within the financial quantum disclosed. Negotiations are still
on-going and the contract has not yet been awarded.
The model comprises the following:
MSK Triage
Physiotherapy
Podiatry
Rheumatology
Pain Management
Orthopaedics
These services are currently being delivered through 14 different contracts held across 6
providers as detailed below:
Service
Physiotherapy

Podiatry

Current Providers
WUTH
SPIRE
Virgin / Peninsula
Wirral CT
TICCS
Premier / Joints & Points
Virgin / Peninsula
Chair - Dr Sue Wells
Chief Officer – Simon Banks
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Pain Management
Rheumatology

Elective Orthopaedics

Wirral CT
WUTH
SPIRE
WUTH
Virgin / Peninsula (Rheum,
Ortho & NCS)
SPIRE
Virgin / Peninsula

NHS Wirral CCG responded to the Local Medical Committee’s (LMC) request for a pause, to
undertake additional engagement. As a result, NHS Wirral CCG’s Medical Director has presented
at the Members on the 18th October 2017 and communications are being prepared for GPs and
the public. MSK will also be included on the Public Question Time on 23rd November and in GP
: CCG meetings from October onwards.
On-going engagement of patients, GPs and clinicians will be a key aspect of the development of
the service with patient feedback being integral to identifying potential areas for future
improvement.
In respect of your specific points raised:
1. The radical re-organisation and service model is not fit for purpose.
The MSK Integrated Triage Service has been under development since a three day VSA Event
in 2015 considered a case for change relating to current provision. The event explored the current
challenges, options for improvement and proposed a Triage as an appropriate solution.
This initial event was followed up by an engagement event in February 2016, the summary from
this event is available on request. Patients, providers, clinicians and GPs were invited to attend
this event, and as a result a good range of input was received. The event considered the current
challenges and options for a better model which integrated the triage element and services
relating to MSK.
Following the engagement event in 2016, the model was further developed with input from
providers, lead GPs, partners, clinicians and patients:










Options for the MSK Triage Service were shared with Clinical Senate in March 2016,
resulting in a number of recommendations
Recommendations and progress was shared with stakeholders via a communications
update in April 2016
Stakeholder mapping and analysis has been undertaken
Current service providers have been engaged through a variety of meetings and
briefings
The CCG has undertaken a series of visits to understand models operating elsewhere
and now these can be used to inform the Wirral model
Providers have been updated through communication updates and meetings
Engagement with LMC and GP Members has been undertaken
Engagement events for clinicians and patients have been held
Weekly design meetings has taken place and are on-going with our development partner
and includes clinicians and the GP Lead for MSK
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Lead GPs for Planned Care and MSK have been consulted regularly
As part of the procurement; the specification including the model has been considered
by a wide audience including Lead GPs, Medical Director and the Chair of the CCG
The model has been shared with NHSE who confirmed their approval of the model

On-going engagement of patients, GPs and clinicians will be a key aspect of the development
of the service with patient feedback being integral to identifying potential areas for future
improvement.
The model has been informed by integrated triage services elsewhere, below summarises
some of the key activity and references used to inform the model:
Contacts with other Commissioners / Providers:
NHS Southport & Formby and Phone Calls / visit / networking events
NHS South Sefton CCGs and
Hospital Trust
Connect Newcastle

Phone calls / Visit

West Cheshire CCG / Physio First Phone calls / Visit
model
Pennine MSK

Phone Calls

Liverpool CCG

Phone Calls / visit / networking events

St Helens CCG & Hospital Trust

Phone Calls / visit

Current Wirral Providers

Variety of visits and discussions

Examples of Care Studies & Reference Materials:
Newcastle
CCG

West https://www.hsj.co.uk/topics/technology-andinnovation/-modernising-the-musculoskeletalpathway/5057531.article
Ashford CCG
https://www.england.nhs.uk/rightcare/wpcontent/uploads/sites/40/2016/11/casebook-ashfordmsk-triage-serv.pdf
National
MSK http://www.qihub.scot.nhs.uk/media/582459/scottish%
Redesign
NHS 20national%20msk%20impact%20paper.pdf
Scotland
Fylde & Wyre CCG http://www.csp.org.uk/news/2014/02/21/review-findsphysio-led-community-service-lancashire-savesnearly-250000-year-outper
North West Surrey http://surreyimsk.com/
(NWS) CCG
Page 52 of 227

Bedfordshire
Clinical
Commissioning
Group
Blackpool CCG

https://www.ichom.org/files/articles/ICHOMBedfordshire-Case-Study.pdf

Kings
Fund
–
Haywood
Rheumatology
Centre
West
Cheshire
CCG
Trafford CCG

https://www.kingsfund.org.uk/sites/default/files/media/
haywood-rheumatology-centre-kingsfund-oct14.pdf

http://blackpoolccg.nhs.uk/wpcontent/uploads/2016/02/Item-12ProjectInitiationDocument-MSK-0-5.pdf

Consultation for the future provision of Podiatry
Services (no longer available on-line)
https://www.deltaesourcing.com/respond/BY85ENAQ4Q

Coastal
West https://www.coastalwestsussexccg.nhs.uk/domains/c
Sussex CCG
oastal-west-sussexccg.org.uk/local/media/documents/misc/20140530_C
WS_CCG_MSK_ICS_ITT_reference_12_134__info_o
nly_.pdf
NHS
Sport
& http://www.fsem.ac.uk/media/4165/sport_and_exercis
Exercise Medicine e_medicine_a_fresh_approach.pdf
BOA
https://www.boa.ac.uk/wpcontent/uploads/2014/05/The-CommunityMusculoskeletal-Service.pdf
Various Rightcare https://www.england.nhs.uk/rightcare/wpCare Studies
content/uploads/sites/40/2016/09/Casebook_Somers
et-CCG_-Pain-Service.pdf
NHSE

http://www.fsem.ac.uk/media/4165/sport_and_exercis
e_medicine_a_fresh_approach.pdf

NICE Guidance

Various

Arthritis Research Various e.g.
UK:
Providing physical activity interventions for people with
musculoskeletal conditions
http://www.arthritisresearchuk.org/news/pressreleases/2017/march/providing-physical-activityinterventions-for-people-with-musculoskeletalconditions.aspx
MSK
Health
http://www.google.co.uk/url?url=http://www.arthritisres
earchuk.org/~/media/Files/Policy%2520files/2014/pub
lic-healthguide.ashx&rct=j&frm=1&q=&esrc=s&sa=U&ved=0ah
UKEwiJ_6CdtafWAhUKDsAKHdFPBqUQFggZMAA&
usg=AFQjCNFkpOJ-5a7WPygjlaD9ginMPlggrQ
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2. There doesn’t appear to be any clear purpose to this change in service provision
The focus of the service will be to provide patients, through a prime provider, with timely
assessment and management of MSK conditions, community based access to physiotherapy,
podiatry, rheumatology, pain management and elective orthopaedics. The service will offer
prompt and appropriate referral pathways to wider services in secondary care and non-clinical
settings, delivery of advice, therapeutic management, education and support to enable patients
to achieve and maintain independence and well-being.
The MSK Triage service will:





Provide a single point of access
Simplify the referral process for GPs
Provide a comprehensive and consistent referral and assessment process for patients
Reduce duplication and service waste and therefore a reduction in service costs as
following assessment patients will be referred to the most appropriate care for their needs
 For patients, enhance the quality of their experience and patient pathway, ensuring they
receive the most appropriate bundle of care for their needs
 Provide an appropriate mix of community and secondary based provision
The service will have the following expected outcomes:
Patients:










Improve the clinical outcomes for patients
Reduce waiting times for patients
Patients receive the right treatment in the most appropriate place, at the right time
Improve the patient experience
Patients have the knowledge and ability to manage their condition and are enabled to
self- manage
Patients expectations are met (Patient Management Plan)
Patients are empowered to make decisions about their care and treatments they receive
Patients’ treatment fits with their lifestyle, minimising the impact on work and employment
Patients will be encouraged to continue their treatment using community facilities and
resources

Services:








Increase in GP satisfaction
Patients expectations are managed
Enable self-management
Sharing patient information
Research based outcomes
Consistency in outcomes across providers
Financial efficiency - patients receive the right treatment, at the right time, in the right
place
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Reduction in inappropriate referrals
Reduction in revolving door patients and referrals back to GPs
More referral options throughout the pathway and particularly for long-term management

The model meets the requirements of the mandate from NHS England (NHSE) to have a triage
service in place by September 2017 (copy of mandate enclosed). The model has been
discussed in detail with NHSE, who are in full support of the proposals and have provided an
extension to their mandated deadline in order to facilitate the proposed model.
The model builds on best practice in place around the country along with examples included
within the NHSE mandate. A key aspect of the specification is to; ensure patients are seen in
the most appropriate service; that all non-surgical interventions are explored prior to surgical
interventions; that self-management is promoted throughout the service with access to
appropriate support; that services are available in the community where appropriate. A copy
of the specification is available on request.
It is evidenced through other triage services, that effective MSK triage will divert referrals away
from secondary care rheumatology, orthopaedic and pain management, resulting in patients
reaching the right place as smoothly as possible whilst realising an increase in first appointment
to follow up ratios and increased conversion to surgery rates thus creating additional capacity
in secondary care for patients requiring procedures.
3. The service specification for the contract (requirement to deliver elective surgical
Orthopaedics) was restrictive and discriminatory to make all other providers in Wirral
ineligible
The model has been developed to realise maximum outcomes for patients whilst also taking
into consideration current financial challenges. Options and benefits for the inclusion of
orthopaedics were considered and it was decided to include orthopaedics (see enclosed paper
for further information).
A prior information notice (PIN), call for competition was published on the 1st March 2017. The
PIN was made available in the Official Journal of the European Union, Contracts Finder
website, NHS Sourcing website and NHS Wirral CCG’s website.
The PIN was accompanied by a Standard Questionnaire (SQ) and a Memorandum of
Information (MOI). The MOI detailed the narrative to the project including the rationale and
strategic need to integrate all MSK services, including elective orthopaedics and the need for
a capitated budget. The SQ detailed the minimum capacity requirements needed to fulfil the
contract. NHS Wirral CCG received six expressions of interest, two of these met the minimum
criteria. We will be happy to divulge full information once the procurement has been concluded.
An Invitation to Tender was published on the 6th June 2017 to all successful candidates. NHS
Wirral received no bids by the deadline, leaving only one bidder whom did not formally retract
from the process, during the return period. NHS Wirral CCG therefore chose to enter in to
dialogue with that bidder, under a negotiated procedure, to co-produce a service specification
that was within scope of what was advertised and within the financial quantum disclosed.
NHS Wirral CCG intends to propose a contract award once negotiations have been finalised
and GP members and service users are engaged on the final model.
4. Given the historical and consistent failure by Wirral University Trust Hospital to deliver
on RTT and other targets, it is incomprehensible that they have been awarded a contract
to run all of these services
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NHS Wirral CCG closely monitors performance of all its providers with larger providers being
monitored on a monthly basis for both quality and contractual requirements.
The MSK Integrated Triage Service is expected to reduce the number of referrals into the
system as a whole, reduce the number of inappropriate referrals and to enhance the provision
of self-management information and resources, thus creating capacity within the system. The
contract will be closely monitored through a series of performance targets including statutory
RTT targets.
5. This has ensured that all choices for clinicians and patients have been withdrawn (part
of NHS regulations)
Ensuring patient choice has been an integral part of the development of the MSK Integrated
Triage Service. Wirral CCG have sought advice from the NHSE Choice Team and have also
referenced relevant information e.g. https://www.gov.uk/government/publications/the-nhschoice-framework/the-nhs-choice-framework-what-choices-are-available-to-me-in-the-nhs
Patient Choice has been built into the triage service and where patient choice applies the
provider will be required to evidence that choice has been offered.
6. Is Wirral CCG aware that whilst it has removed choice option to GPs and patients, WUTH
is diverting activity to Spire Murrayfield to achieve RTT targets
NHS Wirral CCG supports patient choice and has not removed choice options to GPs and
patients. The Electronic Referral System is available to support Patients to make an informed
choice and activity for orthopaedics is still taking place across a range of providers.
NHS Wirral CCG is fully cognisant of all activity delivered through Spire Murrayfield.
7. The vast majority of services such as Physiotherapy and Podiatry are provided in the
community by other providers, but the new contract is with a secondary care provider
The specification requires the provider to provide services within the community. This applies
to all services traditionally delivered in the community as well as shifting traditionally delivered
secondary care services into the community.
8. Rheumatology service at WUTH is failing to deliver a basic service with waiting times
over 9 months and they have no capacity to deal with even urgent referrals
Wirral University Teaching Hospital NHS Foundation Trust’s rheumatology service is currently
meeting the 18 week referral to treatment target, operating at 92.7% (August 2017 data).
Official statistics show the median wait for treatment is currently less than 6 weeks.
9. The innovative Nerve Conduction Studies was introduced to Wirral as an initiative of
AQP provider. WUTH has never delivered a Nerve Conduction Study service and is this
service likely to be closed
NHS Wirral CCG have yet to decide upon the most appropriate contracting model to achieve
improved patient outcomes and best value. Should NHS Wirral CCG decide to award a Prime
Provider Contract to a single provider then contractual arrangements, including sub-contracting
where appropriate, will ensure delivery of the MSK service outcomes including Nerve
Conduction Studies.
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10. Primary Care clinicians were not consulted either at Members Meetings, through the
Federations or through the LMC
As described in detail in point 1, GPs have been invited to key engagement events in 2015 and
2016. The GP Leads for Planned Care and MSK have been engaged throughout the process.
Communications following the Engagement Event in 2016 were sent to patients and GPs who
had registered an interest in the service.
The implementation of the MSK Integrated Triage Service is planned to be delivered on a
phased approach with a limited triage in place at the end of 2017 for Pain Management,
Rheumatology and Elective Orthopaedics. By April 2018 this will be extended to include
Physiotherapy and Podiatry.
This phasing allows time to ensure appropriate referral mechanisms, pathways. sub-contracts
and capacity is in place to deliver a high quality service once the current provider contracts
with the CCG have expired.
Patients, clinicians and GPs will be engaged during this period to support the development of
pathways. Beyond April 2018, further service transformation will be considered and
implemented, again engagement with GPs, patients and clinicians will be sought to support
transformation.
Within the service specification, there are many references to the service working with GPs
and patients to enhance patient pathways, to ensure that referral processes are appropriate
and clearly understood and to support developing the knowledge of GPs to enhance patient
care. The Lead GP for MSK highly recommends this approach along with the collection and
analysis of service data and patient reported outcome measures (PROMS) to help inform
service transformation.
During the coming weeks NHS Wirral CCG will be publishing information about the proposed
service and inviting comment. MSK will be included in the Question and Answer session on
23rd November 2017. A briefing will be sent to GPs via GP Comms and MSK will be included
on the agenda for forthcoming CCG : GP practice meetings.
11. We have been informed that senior clinicians in secondary care were unaware of these
proposals and have concerns about their ability to deliver this service
Senior Clinicians have been engaged by both NHS Wirral CCG and the CCG’s development
partner through engagement events and team briefings. Whilst the triage service is expected
to be in place fully by April 2018, wider transformation will continue to be planned and
implemented over the course of the five year contract. To enable this transformation, on-going
engagement will be in place with clinicians, service-users and GPs.
12. Public in Wirral nor their representatives were ever meaningfully consulted (sic)
The public and patients were invited to both the three day Value Stream Analysis event in 2015
and the engagement event in 2016. Patients and Wirral Voice attended these events and
subsequently engaged in a stakeholder event on 12th September 2017.
Information is now being published on NHS Wirral CCG’s website for further engagement and
MSK will be included in the Question and Answer session on 23rd November 2017. As
previously detailed, the service will engage patients in continuous service development and
service user feedback will be an important aspect of ensure the service is providing high quality
patient outcomes.
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13. We have been advised by CCG officers that this was a national directive which is
inaccurate
The advice given to you by CCG Officers was not inaccurate. The model meets the
requirements of the mandate form NHSE to have a triage service in place by September 2017.
The model has been discussed in detail with NHSE, who are in full support of the proposals
and have provided an extension to their mandated deadline in order to facilitate the proposed
timeline. A copy of the mandate is attached.
14. Our understanding is that there is a requirement for a Primary Care referral management
scheme for MSK and this has been adapted in a number of areas. We know of no area
where a secondary care surgical provider has been asked to manage all MSK referrals
in this manner
Further to point 13, the mandate requires a triage service to be established but is not
prescriptive in terms of the exact model. The mandate includes two case studies – Ashford
and Surrey. The Ashford model is a triage service with onward referrals, the Surrey model is
an integrated service seminal to the proposed Wirral model and delivered by Ashford and St
Peter’s Hospitals NHS Foundation Trust – more information is available at
http://surreyimsk.com/our-services/
15. Our Federation and most in primary care welcome initiatives that will ensure
appropriateness of referrals and managing patients within the community. We have
responded well to the Referral Management Scheme and in the past embraced initiatives
such as using the hip & knee referral form designed locally in conjunction with
Orthopaedic surgeons and physiotherapists
NHS Wirral CCG values highly the support of GPs as providers, as individual practices and as
part of the emerging Federations, and is encouraging a partnership approach to service
delivery in response to our commissioning intentions.
As described above in point 10, the specification requires the provider to engage with GPs in
the provision of the service. The Lead GP for MSK is particularly keen that a good working
relationship is in place between GPs and the service in order that patients receive the best
possible outcomes and GPs are able to support the service and vice versa.
16. Our members are concerned that the proposed scheme will increase numbers of
referrals, create further delays in the patient journey and professional & public
dissatisfaction
Clearly when you refer to members, you are referring to the member practices of GP Wirral
Federation as a consortium of service providers. The MSK Integrated Triage Service model is
designed to reduce referrals through one point of access for a variety of pathways. The service
will oversee the full patient pathway managing onward referrals where necessary. Referral
pathways will be established with wider services, for example, diagnostics to avoid
unnecessary referral back to GP s for onward referral. Patients will stay within the MSK
Integrated Triage Service until their care and treatment pathway is complete. For patients
recently discharged a rapid access route will be available for re-entry into the service avoiding
a GP referral.
Professional and patient satisfaction with the service will be monitored and used to inform
further service transformation
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To conclude, this letter clarifies the position of NHS Wirral CCG as the commissioner of MSK
service for the population of Wirral. Your letter and this response will be placed on record at the
November Governing Body meeting.
Yours sincerely,

Simon Banks
Chief Officer
NHS Wirral Clinical Commissioning Group

Enclosures:
- Integration of MSK and Orthopaedics
- Elective Care High Impact Interventions: Musculoskeletal Triage May 2017
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GOVERNING BODY MEETING

‘EXPECT BETTER’ : Annual Report of the Director of Public Health 2017
Wirral Compendium of Health Statistics for 2017
Agenda Item:

4.2

Reference

GB17-18/0042

Public / Private

Public

Meeting Date

7th November 2017

Lead Officer/Author of
paper

Julie Webster, Acting Director for Health and Wellbeing

Contributors
For Decision
For Information

Yes

For Discussion

Yes

Executive Summary

The 2017 Public Health Annual Report focuses on avoidable deaths and is titled
‘Expect Better’. It supports the delivery of the Wirral 2020 Plan and the Pledge
‘Wirral Residents Live Healthier Lives’.
The annual report is the professional statement of the Director about the health of
the local population. The production of an annual report is a statutory requirement
of the Director for Health & Wellbeing (DPH). It is an important vehicle to identify
key issues, flag up problems, report progress and inform local inter-agency action.
This annual report aims to inform the public and local services of the principal
causes of avoidable deaths in Wirral. It advises local services and residents on
actions to improve health and prevent avoidable deaths. To aid awareness, this
year’s report is accompanied by a short animated film. This explains much of the
data contained in the report and aims to improve understanding of how many early
deaths can be avoided and suggested solutions.
Avoidable mortality refers to deaths from a defined list of conditions, which may be
preventable through improvements to the environment, public health interventions
or effective healthcare delivery. Around a quarter of deaths in Wirral are classified
as avoidable.
Cancers accounts for 1 in 3 avoidable deaths in Wirral and cardiovascular disease
for 1 in 4. In our most deprived areas the rate of avoidable mortality is 3 times
higher than in our least deprived areas.
Smoking, poor diet, high blood pressure and alcohol are responsible for many of
the early deaths experienced by local people.
There are big differences in uptake rates of important vaccinations and screening
tests for cancers across Wirral, lives could be saved by reducing these variations.
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GOVERNING BODY MEETING
This report and accompanying animated film asks that Wirral’s residents expect
better for their own health and work with local health services to reduce the
variations we see across the borough.
WIRRAL COMPENDIUM OF HEALTH STATISTICS FOR 2017
Over the 10 editions since it was first produced in 2008, partners have reported
finding the guide to be extremely useful with benefits such as having quick access
to population health data presented in an easy to use format.
The compendium complements our Joint Strategic Needs Assessment (JSNA):
more in-depth information is available via the Wirral Observatory website at
http://www.wirralobservatory.nhs.uk
The Wirral Observatory site contains a huge amount of information on Wirral’s
population and health, including the Public Health Annual Reports, evaluations,
local surveys, evidence from a variety of sources including local communities,
health equity audits and much more.
The report, compendium and film are available via the following links:
https://www.wirralintelligenceservice.org/this‐is‐wirral/wirral‐population/public‐health‐
annual‐reports/
https://youtu.be/kEC2W41ZtlE
http://www.wirralobservatory.nhs.uk
Recommendations

Risk Please indicate

The Governing Body is asked to:


Note and endorse the content of the Public Health Annual Report for 2017
– Expect Better



Note the content of the Wirral Compendium of Health Statistics 2017

High

Medium

Low Yes

Detail of Risk
Description

Clinical engagement taken place
Patient and public involvement taken place
Equality Analysis/Impact Assessment completed
Quality Impact Assessment
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Strategic Themes
To empower the people of Wirral to improve their physical, mental health and general well being

Yes

To reduce health inequalities across the Wirral

Yes

To adopt a health and well-being approach in the way services are both commissioned and provided

Yes

This section gives details not only of where the actual paper has previously been submitted and what the
outcome was, but also of its development path i.e. other papers that are directly related to the current paper
under discussion.
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Clinical Senate
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Foreword
Life expectancy at birth has improved both nationally
and in Wirral over several decades. Despite this, gaps
persist between the north and south of England and
between men and women.

There are many reasons why people might have lower
expectations for their health. We can all expect better.
Wirral Council is committed to taking action to support
people to live longer, healthier lives.1

This report highlights the inequalities in life expectancy
we see across Wirral and shows that this can be partially
explained by differences in avoidable mortality - deaths
which might be prevented through public health
interventions or better healthcare provision. Rates of
deaths due to conditions considered avoidable vary
by as much as 5 times in men and 3 times in women
across the borough.

The Wirral Plan 2020 pledges to:

People living in our more deprived areas tend to live
shorter lives with a greater proportion of their lives
spent in poor health. The early onset of illnesses or
disability can place a greater burden on the health and
social care system than when people live longer in good
health. Around a quarter of deaths in Wirral are from
conditions considered avoidable, i.e diseases related to
smoking, poor diet, high blood pressure and alcohol.
Taking action at any age is important.
There is marked variation in the uptake of
immunisations, NHS Health Checks and cancer
screening tests across the borough and these
inequalities need to be addressed. Improving rates of
uptake could have significant health benefits to Wirral’s
residents. It would save lives.
How people perceive their symptoms and the likelihood
of developing serious diseases can have a big impact
on how they react to them. If people see illnesses as
unavoidable or untreatable, they may be less likely to
attend screening appointments, consult for symptoms
or take up offers of treatment.

< Reduce the number of people who smoke in Wirral
< Reduce the impact of alcohol misuse on individuals
and communities
< Increase the number of people with a healthy 		
weight in the borough
< Support people to take more control of their health
and wellbeing
We ask that Wirral residents take control of their own
health and wellbeing by:
< Following health advice
< Making use of the many opportunities to improve
their wellbeing that Wirral offers
< Seeking appropriate treatment for their symptoms
< Attending offers for vaccinations and screening tests
< Most of all, expecting better for their own health and
that of their families.
Wirral’s health and social care organisations must
design and put in place services that recognise the
inequalities in the borough. One size does not fit all.2
It is our responsibility to
ensure that everyone in
Wirral has the chance to
live a healthier life.
Fiona Johnstone,
Director of Public Health,
Wirral Council

1 https://www.wirral.gov.uk/sites/default/files/all/About%20the%20council/Wirral%20Council%20Plan%20-%20a%202020%20Vision.pdf
2 http://www.instituteofhealthequity.org/resources-reports/fair-society-healthy-lives-the-marmot-review
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Executive Summary
What causes Wirral residents to
die early? Avoidable mortality

< Life expectancy has increased over recent decades.
A baby boy born in Wirral today can expect to
live to 78 and a baby girl to 82. However, there
are large differences in life expectancy across the
borough, with some areas having a life expectancy
which is 10 years lower than more affluent areas.
< People living in deprived areas have shorter life
expectancies and tend to spend more years of life
in poor health.

< Differences in life expectancy may be partly
explained by differences in avoidable mortality;
deaths due to a defined list of conditions which
are preventable (through reduced exposure to
lifestyle factors or injury) or amenable to healthcare
interventions.
< The proportion of deaths which are classified as
avoidable deaths seems to be rising in Wirral.
Avoidable deaths are around 50% higher in men
than in women.
< Cancers accounted for 1 in 3 avoidable deaths in
Wirral and cardiovascular disease accounted for 1
in 4. Coronary heart disease, lung cancer, chronic
obstructive pulmonary disease, falls and alcoholrelated liver disease were the most common
specific causes of avoidable death for the period
2014-2016.
< There is marked geographical variation in avoidable
mortality in Wirral. The rate of avoidable mortality,
adjusted for population size and age, was 5 times
higher for men and 3 times higher for women living
in Birkenhead and Tranmere than in Heswall.
< As shown in the figure below, the rate of avoidable
deaths in our most deprived areas is 3 times higher
than our least deprived areas (2012-2016, 5 years
pooled data).
450
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Deprivation Quintile

145.3
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“A baby boy born in
Wirral today can expect
to live to 78 and a baby
girl to 82. However, there
are large differences in
life expectancy across
the borough, with some
areas having a life
expectancy which is ten
years lower than more
affluent areas.”

Avoidable deaths per 100,000 people

how long do people in Wirral LIVE?

5
Least deprived
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What are the main factors
contributing to avoidable DEATHS
in Wirral?

How can we reduce avoidable
DEATHS?

< Smoking, poor diet, drinking too much and
sedentary behaviour are amongst the major risk
factors contributing to avoidable deaths in Wirral.
< People aged 40-60 experience increasing illness
as diseases begin to develop as a consequence
of the cumulative effect of social, economic,
environmental and lifestyle risk factors. A third
of 40-60 year olds in Wirral drink more than
recommended, a third don’t exercise enough and
two-thirds are overweight or obese. Being in work
is generally good for people’s health but many
working adults have chronic health conditions.
< National data suggests that the provision of
healthcare varies across England. Some conditions
are underdiagnosed in Wirral, such as diabetes,
heart disease, hypertension and chronic obstructive
pulmonary disease. Screening rates for bowel and
breast cancers and abdominal aortic aneurysms
are lower than the national average.
< There is a wide variation in uptake of important
vaccines like the influenza and pneumococcal
vaccines in high-risk groups. People with chronic
diseases are at much higher risk of dying from flu.
The flu vaccination programme can reduce hospital
admissions for people with chronic diseases.
< Screening rates for cancers vary dramatically across
Wirral. Breast cancer screening uptake ranges from
less than 60% to more than 80% and bowel cancer
screening uptake ranges from less than 40% to
more than 60%. For both programmes, those GP
practices in more deprived areas consistently have
lower screening uptake rates.
< There is marked variation in invitations to and
uptake of NHS Health Checks between practices in
Wirral.

< Tackling avoidable deaths and reducing health
inequalities requires a comprehensive and systemwide programme of activity. Resources need to be
targeted at those most in need.
< Partnership working across organisational
boundaries will allow us to share expertise and make
the best use of scarce resources.
< We need a continued focus on smoking and
cardiovascular risk factors, with health and social
care professionals offering advice and support to
patients as part of routine care.
< Reducing variation in healthcare provision can yield
improvements in the health of our population. For
example, if all GP practices had breast screening
rates at least at the current Wirral average, we would
expect to screen an additional 1200 women per
screening round, saving 7 lives.
< We can expect better for Wirral and tackle
inequalities in health by ensuring our efforts are
focused on those with the greatest need. Our
offers should be universal but with an emphasis on
supporting those with the greatest need.
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1. Life expectancy in Wirral
Life expectancy is an important measure of population
health.3 Monitoring it is crucial as it enables us to follow
trends in health and health inequalities over time. For
example, as healthcare and living conditions improved in
England in the twentieth century, life expectancy showed
dramatic increases - from 46 years for males and 50 years
for females in 1900, to 76 years for males and 80 years for
females in 2000, and has continued to increase since then.

Inequalities in life expectancy
In 2014-16, life expectancy in Wirral was 78.4 years
for men and 81.9 years for women.4 During the
period 2013-15, life expectancy for men in England
was 79.5 and for women was 83.1 years. The longest
life expectancies were seen in the South East. The
London Borough of Kensington and Chelsea had a life
expectancy of 83.4 years for men and Hart in Hampshire
had a life expectancy for women of 86.7 years.5

The gap in life expectancy between Wirral and England
has not decreased significantly over the past few
decades.
Increases in life expectancy have not been uniform
across the population. Marked increases have been
observed in more affluent social groups, while
progress has been significantly slower for people in
more deprived social groups, meaning that in recent
years, inequalities in life expectancy have widened.
Wirral has wide health inequalities, which are
illustrated by the differences in life expectancy across
the borough. Figure 1 and Figure 2 show that life
expectancy at birth for males is around 11 years
lower in Bidston and St James than in Heswall, and
for women it is 10 years lower in Rock Ferry than in
Greasby, Frankby and Irby.
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Life expectancy in years

86
84

Figure 1: Male life
expectancy by Wirral
ward, 2014-2016 (3
years pooled data).
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3 The way life expectancy is estimated is based on people dying within a given period, so even though it is labelled as ‘life expectancy
at birth’ children born today may actually be expected to live a lot longer. It might be more accurate to label it ‘expected age of death’. Life
expectancy is a summary measure of the mortality experience of a group of people, rather than a predictive tool for individuals.
4 http://info.wirral.nhs.uk/document_uploads/JSNA%202016/Life_Expectancy_Update_June_2016_V4.pdf
5 http://www.phoutcomes.info/
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The causes of health inequalities are complex and
involve interactions between social and structural
factors including educational attainment, employment
status, income level, gender and ethnicity, as well as
access to essential services.6

Years lived without disability
Inequalities in life expectancy are not the whole story.
The total number of years you can expect to live is an
important measure, but so is the number of years you
can expect to live before developing significant illness
or disability. Inequalities in disability-free life expectancy
are more pronounced than those for life expectancy.
Nationally, the difference in disability-free life expectancy
between the poorest areas and the richest is 17 years.7
This means that not only will people living in deprived
areas live shorter lives on average, they also tend to
spend more years of life in poor health.8, 9
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Figure 2: Female life
expectancy by Wirral
ward, 2014-2016 (3
years pooled data).
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6 http://www.who.int/features/factfiles/health_inequities/en/
7 Disability-Free Life Expectancy (DFLE) estimates lifetime free from a limiting persistent illness or disability. This is based upon a self-rated 		
assessment of how health limits an individual’s ability to carry out day-to-day activities.
8 http://www.instituteofhealthequity.org/resources-reports/fair-society-healthy-lives-the-marmot-review
9 https://publichealthmatters.blog.gov.uk/2016/03/22/health-matters-health-inequalities-and-dementia/
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The Marmot Review8 reports that those living in our
most deprived areas become ill earlier and have a
lower life expectancy than the least deprived areas
(see Figure 3). Many will experience significant illnesses
before they reach the statutory pension age, which
will impact significantly on their working lives. Other
conditions such as anxiety, depression or chronic back
pain make significant contributions to the years people
live in poor health.
Between 2012-2014, the disability-free life expectancy
for men in Wirral was 59.6 years and 60.5 years for
women, compared to 63.3 years and 63.2 years for
men and women in England respectively.10 This means

that Wirral residents spend a greater proportion of
their lives in poor health than those in England overall.
This data is likely to mask further variation within Wirral,
with people living in our more deprived areas likely to
experience a greater burden of chronic ill health.
Increasing life expectancy does not necessarily lead
to an increased burden on the health system, as
those living the longest lives are living fewer years
with illness. Increased demand comes from increased
illness and the number of illnesses residents have.
Healthcare spending is highest in the final year of
life but this spending declines as the age of death
increases.11

Figure 3: Life expectancy and disability-free life expectancy (DFLE) at birth, persons
by neighbourhood income level, England, 1999-2003.8
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10 http://info.wirral.nhs.uk/document_uploads/JSNA%202016/Life_Expectancy_Update_June_2016_V4.pdf
11 https://www.york.ac.uk/media/che/documents/papers/researchpapers/CHERP127_medical_spending_hospital_inpatient_England.pdf
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2. What causes Wirral’s residents to die early?
In this chapter we examine avoidable deaths in Wirral.
Definitions of avoidable conditions are produced
nationally and relate to specific age ranges.12 For
example, a death from breast cancer is considered
avoidable if it occurs under the age of 75, whereas
deaths from falls are avoidable at all ages.

Avoidable DEATHS
Avoidable mortality can be broken down into:
Preventable deaths
Where most or all deaths from a particular cause
could be avoided by interventions or changes to an
individual’s environment or behaviour. This could
mean through action on smoking or alcohol, the
types of food on sale, improvements to road safety or
prevention of suicide.

PREVENTABLE
MORTALITY

Amenable deaths
Where most or all deaths from a particular cause
could be avoided through good quality healthcare.
These deaths might be prevented if services are
easily accessible and effectively diagnose and treat
conditions in all groups.

AMENABLE
MORTALITY

AVOIDABLE
MORTALITY

12 https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/causesofdeath/qmis/avoidablemortalityinenglandandwalesqmi
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Figure 4 provides examples of conditions, which are
considered preventable and those considered amenable
to healthcare interventions. Some conditions, such as
certain cancers, may appear in both groups as they
would occur less frequently if certain risk factors were
eliminated, they can also be diagnosed early through
screening programmes and treated effectively.
As Figures 5 and 6 show, the largest cause of
avoidable death in Wirral for the period 2014-16 was
cancer (neoplasms). Cancer accounted for 1 in 3 of all
avoidable deaths in Wirral (n=844) in this period. 14, 15

The next largest cause was cardiovascular disease
(CVD), which accounted for 1 in 4 of all avoidable
deaths (24% or 596 deaths). Reductions in smoking
and other risk factors produce a reduction in CVD
more quickly than cancer. Deaths from CVD are falling
while deaths from cancer are not reducing as quickly.
It is worth noting that alcohol will have had a wider
impact than the 119 deaths from alcohol-related
liver disease reported, as it will have made a sizeable
contribution to deaths from other causes such as
circulatory disease, cancer and digestive disease.

Figure 4: Comparison of Mortality from Causes Considered Preventable and Mortality from Causes
Amenable to Health Care.13

Mortality from Causes
Considered Preventable

Mortality from Causes
Amenable to Health Care

Public Health Outcomes Framework:
4.03 - to reduce mortality

NHS Outcomes Framework:
1b - the reduce potential years of life lost

Age 0-74:
Cancer of lip oral cavity & pharynx
Cancer of oesophagus
Cancer of stomach and liver
Cancer of trachea, bronchus & lung
Mesothelioma
Mental and behavioural disorders due to alcohol
Alchoholic polyneuropathy
Pulmonary embolism
Alcoholic cardiomyopathy
Phlebitis and thrombophlebitis
Embolism and thrombosis
Chronic obstructive pulmonary disease
Alcoholic gastritis and liver disease
Chronic hepatitis and cirrhosis of liver
Alcohol-induced chronic pancreatitis

Age 0-74:
Selected invasive bacterial & protozoal infections
Cancer of bladder / thyroid gland
Age 0-74:
Hodgkin’s disease
Tuberculosis
Leukaemia
Hepatitis C
Epilepsy and status epilepticus
Colon cancer
Rheumatic and other valvular heart disease
Rectal cancer
Hypertensive diseases
Skin cancer
Cerebrovascular diseases
Breast cancer
Pneumonia
Cervical cancer
Asthma
Cardiovascular disease
Gastric and duodenal ulcer
Influenza (including swine flu)
Acute abdomen, appendicitis, intestinal obstruction
cholecystitis/lithiasis, pancreatitis, hernia
All Ages:
Nephritis and nephrosis
Misadventures to
Obstructive uropathy and prostatic hyperplasia
patients during surgical
and medical care
Congenital malformations, deformations and
chromosomal anomalies
HIV/AIDS
Age 0-49:
Diabetes mellitus

All Ages:
Event awaiting determination of intent
External causes of morbidity and mortality

All Ages:
Complications of perinatal period

13 http://www.blackpooljsna.org.uk/Blackpool-profile/mortality.aspx
14 https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/causesofdeath/bulletins/avoidablemortalityinenglandand
wales/2015#the-north-east-and-north-west-of-england-had-highest-avoidable-mortality-rates-in-2015
15 This uses standardised years of life lost (SYLL) to indicate the potential number of years lost when a person dies prematurely.
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Figure 5: Number and proportion of avoidable deaths by cause of death, 2014-2016.
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Figure 6: Causes of avoidable mortality in Wirral 2014-2016 (calendar years) pooled data.
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Trends in avoidable deaths

Persons

81%

29%

71%

24%

76%

Percentage (%)

Local estimates suggest that 40-60 year olds in Wirral
are exposed to more risk factors than in England as a
whole, with a third of our 40-60 year olds drinking over
14 units of alcohol per week, a third being inactive and
two-thirds being overweight or obese.
Many long term conditions such as type 2 diabetes
and hypertension increase in prevalence for this age
group, contributing to avoidable mortality.
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Figure 7: Percentage of deaths considered avoidable
in Wirral in 2016, by gender (as a % of all deaths).

Figure 8: Rate of avoidable deaths (rate per 100,000)
in Wirral by Deprivation Quintile, 2012-2016
(5 years pooled data).

421.5

The percentage of all deaths in Wirral classed as
avoidable rose by 2% between 2012-2016.

Analysis of rates of avoidable deaths by where
people live shows a stark picture. The difference
between quintile 1 (most deprived) and all of the
other quintiles is large (and statistically significant) as
illustrated in Figure 8.

Avoidable deaths per 100,000 people

Figure 7 shows that 1 in 4 of all deaths in Wirral in
2016 was classified as potentially avoidable, which
is similar to the figure for England.16 This varied by
gender in Wirral, however, with a considerably higher
percentage of deaths classified as avoidable in males
(29%) compared to females (19%).

5
Least deprived

The avoidable mortality rate for quintile 1 is almost 3
times higher than quintile 5. This data illustrates that
people living in areas of deprivation have 3 times the
rate of avoidable mortality compared to those living in
less deprived areas.
The Office for National Statistics (ONS) will report on
inequalities in avoidable mortality in England and Wales
using area-level deprivation measures in late 2017.17

16 https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/causesofdeath/bulletins/avoidablemortalityinenglandandwales/2015
17 https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/causesofdeath/bulletins/avoidablemortalityinenglandand
wales/2015#upcoming-changes-to-this-bulletin

14

Page 76 of 227

PUBLIC HEALTH ANNUAL REPORT 2017

Figure 9 illustrates the geographical differences in the
rates of avoidable deaths experienced by local people.
The rate of avoidable deaths (adjusted for population
size and ages) was 5 times higher for men and 3
times higher for women who live in Birkenhead and
Tranmere than those who live in Heswall. For males,
the 4 wards with the lowest life expectancy at birth in
2014-2016 were also the 4 wards with the highest rates
of avoidable mortality in 2012-2016.
Figure 9: Avoidable mortality rate by Wirral Ward, 2012-2016 (5 years pooled data).
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The maps in Figure 10 and Figure 11 below show that
the areas with the highest rates of avoidable mortality
are in the north and east of the borough.
Figure 10: Male avoidable death
rate by Wirral Ward, 2012-2016.
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Figure 11: Female avoidable death rate
by Wirral Ward, 2012-2016.
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3. What is contributing to preventable deaths?
whether lifestyle risk factors like smoking or alcohol
use cause the most deaths. There is specific GBD data
for England available at regional level.19

Cancers, cardiovascular disease, respiratory disease,
gastrointestinal diseases and external causes are the key
factors responsible for avoidable deaths in Wirral. Many
diseases in these groups are more likely to occur in the
presence of environmental and behavioural risk factors
such as smoking, poor diet and alcohol.

For the North West of England in 2015, the biggest
population-level risk factor for early death was tobacco
smoking, followed by dietary risks (e.g not eating enough
fruit and vegetables or eating too much salt), high blood
pressure, high cholesterol and being overweight or
obese. The leading risk factors for years lived in poor
health were being overweight or obese, followed by
alcohol and drug use, high fasting plasma glucose,
smoking, and iron deficiency.

Global Burden of Disease
The global burden of disease (GBD) is a multinational
project funded by the World Bank, the World Health
Organisation, and the Bill & Melinda Gates Foundation,
which aims to estimate the burden of disease around
the world, by disease group, and by behavioural,
metabolic and environmental risk factors.18

Figure 12 below shows the estimated number of deaths
in Wirral due to selected leading risk factors (those that
cause more than 100 deaths per year).

Burden of disease data is useful for prioritising health
policy and investments, for instance by knowing

Figure 12: Estimated deaths from risk factors in Wirral, 2015.
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18 Collins, B. (2017). Results from a Well-Being Survey in the North West of England: Inequalities in EQ-5D–Derived Quality-Adjusted Life 		
Expectancy Are Mainly Driven by Pain and Mental Health. Value in Health, 20(1), 174-177. http://www.valueinhealthjournal.com/article/S10983015(16)30105-X/pdf
19 https://www.gov.uk/government/publications/burden-of-disease-study-for-england
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4. Factors contributing to amenable deaths
Differing health expectations
Some of the variation in health outcomes seen
between groups and areas may be explained by
differences in attitudes to illness and health-seeking
behaviours. These may emerge from different
perceptions of health and illness in different groups or
different expectations for health and the type of care
received.

Personal and societal factors
Having low socioeconomic status (SES) means
living without sufficient resources, be it financial or
educational to meet your needs.20 Financial pressures
and competing priorities constrain people’s ability to
manage their own health. Decisions often focus on the
here and now and it is often difficult to put valuable
resources (be it time, money or the delay of pleasure)
into things that may or may not occur in the future.
An individual’s economic status is not the only
determinant of their health. It has been argued that
more societal inequality is associated with poorer
health outcomes, partly through increased stress and
anxiety.21
Perceptions of illness also differ between groups.
Research into the experience of angina in a deprived
area of Liverpool found that patients often feared
hospitals and actively avoided healthcare.22 People
didn’t know about available treatments for angina
so learned to cope with their increasingly troubling
symptoms. People attributed angina to old age even
when they were only in their 50s and 60s or worried
about taking valuable treatment away from a younger
person, feeling that they were less deserving of this
care.

20
21
22
23
24
25

18

Other work looking at lung cancer in Liverpool found
that the diagnosis was feared and that there was a
significant amount of fatalism – a feeling that lung
cancer could not be prevented or treated.23 At-risk
groups perceived lung cancer as a death sentence with
undesirable treatments, leaving some to feel that they
‘would rather not know’ if they had lung cancer. Many
attributed high cancer rates in Liverpool to pollution
and industry rather than smoking or other personal
risk factors. Symptoms such as a persistent cough
were seen as normal and not worthy of healthcare
consultation.
One theory for why people may respond differently to
hardship suggests three key factors:
< Whether life events are understandable and 		
happen in a seemingly ordered fashion
< Whether you believe that you have the skills, 		
resources, support or help to take things on
< Whether life is interesting and a source of 		
satisfaction and therefore worthwhile24
These factors are all negatively impacted by poverty
- low socioeconomic status may make ‘appropriate’
reactions to symptoms and illness more difficult.20

Healthcare factors
The health system itself may have lower expectations
for the health of those living in our deprived areas.
Findings from the English Longitudinal Study of Ageing
found a substantially higher illness burden in less
wealthy participants. However, this was not matched
by appropriately higher levels of diagnosis and
treatment.25 Equitable receipt of a medical diagnosis
may have an important role in reducing health
inequalities.

https://www.jrf.org.uk/report/how-poverty-affects-peoples-decision-making-processes
https://www.equalitytrust.org.uk/resources/the-spirit-level
http://www.bmj.com/content/319/7207/418
Lung Cancer Screening Scoping Paper - Update – Public Health Liverpool (2015)
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2465600/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4212182/
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Influenza (Flu)
Immunisation against seasonal flu is recommended
for those aged over 65 or those in an at-risk group, as
well as pregnant women and children. For under 65s,
those in at-risk groups are more than ten times as
likely to die from flu as those not in a risk group.26 The
flu vaccination is associated with a lower risk of cardiac
events in those with heart conditions, and reduced
hospitalisations among people with diabetes and
chronic lung disease.27, 28
In Wirral, the uptake of the flu vaccine in high-risk
under 65s varies between GP practices from more
than 70% to under 40%. This is illustrated in Figure 13.
Our vaccination coverage for flu in all at-risk individuals
(all ages) was 49.6% in 2015-16, significantly lower than
the national average, though similar to other areas in
the North West.29
Figure 13: Uptake of influenza vaccine in high-risk
groups aged 6 months to 65 years (2015/16) by
Wirral GP practice.

Pneumococcal
This vaccination is recommended to people aged over
65 and high-risk groups and is effective in protecting
against a common cause of pneumonia, a significant
cause of avoidable mortality.30 While the majority of
Wirral’s GP practices are achieving uptake rates of over
70%, several are achieving under 60%. The gap between
the best and worst performing practices is considerable,
as seen in Figure 14.
Figure 14: Uptake of pneumococcal vaccine (PPV) in
Wirral GP practices (2015/16).
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Screening
Bowel Cancer
When we look at the percentage of eligible people
aged 60-69 years with a screening test result recorded
in the previous 2.5 years from the NHS bowel cancer
screening programme in Wirral, our rates are lower
than comparable CCG areas at 55.9%. We can also see
that rates vary significantly between GP practice.
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https://www.gov.uk/government/publications/national-flu-programme-training-slide-set-for-healthcare-professionals
https://www.cdc.gov/flu/about/qa/vaccineeffect.htm
https://www.cdc.gov/flu/news/flu-vaccine-saved-lives.htm
https://www.gov.uk/government/statistics/public-health-outcomes-framework-may-2017-data-update
https://www.cdc.gov/vaccines/vpd/pneumo/public/
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Figure 15 shows the percentage of eligible people
screened by GP practices, ranked in order. Rates vary
from more than 60% to less than 40%. We can also
see in Figure 16 that as the deprivation score for a GP
practice increases (located in a more deprived area),
screening rates decrease.
Figure 15: Persons aged 60-69 screened for bowel
cancer in last 30 months (2.5 year coverage, %) by
Wirral GP practice.
70

50

However, Figure 17 shows that the percentage of women
aged 50-70 screened within the last 3 years varies from
more than 80% in some practices to less than 60%
in others. Again, as GP deprivation score increases,
screening rates decrease, as shown in Figure 18.
Figure 17: Females aged 50-70 screened for breast
cancer in last 36 months (3 year coverage, %) by
Wirral GP practice.
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Figure 16: Correlation between GP deprivation score
and bowel cancer screening coverage.31
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Figure 18: Correlation between GP deprivation score
and breast cancer screening coverage.32
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Breast Cancer
For breast cancer screening, we have an average
screening rate of 74.2%, which is higher than our
peers.
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31 The R2 value of 0.82 means that 82% of the variation in screening rates seen between GP practices is explained by the change in 		
deprivation score.
32 The R2 value of 0.75 means that 75% of the variation in screening rates seen between GP practices is explained by the change in 		
deprivation score.
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NHS Health Checks

In Wirral, 80% of those eligible have been offered a
Health Check over the past 5 years. 44% of those
offered received a Health Check, which is 35% of the
eligible population; similar to national figures.
However, there is marked variation by GP practice. If
eligible people should receive a Health Check every
5 years then we would expect 20% to be invited and
attend a Health Check per year. As Figure 19 shows,
some GP practices invited more than 50% of eligible
people for a Health Check in 2014-2015, whereas
others invited less than 10%.

Patients invited for a NHS Health Check (%)

Figure 19: Percentage of eligible population invited
for a Health Check (1st April 2014 – 31st March 2015)
by Wirral GP practice.

Figure 20: Percentage of invited patients taking up
the offer of a Health Check (1st April 2015 - 31st
March 2016) by Wirral GP practice.
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Variation in healthcare between
Wirral and other areas
Commissioning for Value
NHS RightCare and Public Health England produce
Commissioning for Value packs, which helps local
areas identify conditions and treatments where
outcomes vary significantly compared to other parts of
the country.35, 36 Many relate to conditions responsible
for avoidable deaths in Wirral.
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The uptake rates also vary significantly between
practices. In some, almost all of those invited receive a
Health Check, whereas for others it is fewer than 1 in
3, as illustrated in Figure 20.

NHS Health Check Uptake (%)

The NHS Health Checks programme is the biggest CVD
screening programme in the world, with more than 5
million people in England screened since 2013. NHS
Health Checks should be offered to men and women
aged 40-74 every 5 years.33 The programme aims to
identify vascular risk factors and reduce diabetes,
heart disease, kidney disease, stroke and dementia. In
England, approximately half of those offered a Health
Check receive one and 1 in 3 of those eligible received
a Health Check in the previous 5 years.34

The NHS RightCare approach to quality improvement
provides support on:
< Where to look
< What to change
< How to change it

http://www.nhs.uk/Conditions/nhs-health-check/Pages/NHS-Health-Check.aspx
http://www.healthcheck.nhs.uk/commissioners_and_providers/data/
https://www.england.nhs.uk/rightcare/wp-content/uploads/sites/40/2017/01/cfv-wirral-jan17.pdf
https://www.england.nhs.uk/rightcare/wp-content/uploads/sites/40/2016/08/cfv-wirral-ltc.pdf
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Improving Wirral’s healthcare system performance to
that of its peer Clinical Commissioning Groups could
lead to significant improvements in illness rates or
early deaths, as well as reducing the financial burden
on the system.37
Examples include:
< Breast and bowel cancer screening rates are
poorer than in comparable CCG areas. For lung
cancer, our 1-year survival from diagnosis is lower
than our peers.
< Hypertension and coronary heart disease are
recorded less frequently in Wirral than prevalence
estimates would suggest. Cholesterol levels in
patients with coronary heart disease or diabetes
and blood pressure in those with hypertension are
inadequately controlled in more of our patients
than for our peers.
< Chronic obstructive pulmonary disease is an
important cause of avoidable death in Wirral, yet
it is underdiagnosed compared to its estimated
prevalence.
< Our rates of emergency admissions for peptic
ulceration or upper gastro intestinal bleeds are
higher than our peers, as are our alcohol-specific
hospital admissions.
< Wirral’s death rates from accidents are higher than
our peers, as are injuries due to falls, and fracture
admissions in those aged over 65.
< The proportion of patients being seen within 6
weeks of an IAPT (Improving Access to Psychological
Therapies) referral is lower than our peers and
our excess deaths in adults under 75 years old
with severe mental illnesses is one of the worst in
England.

Variation in diagnostic testing
There are marked differences in rates of diagnostic
testing across England (e.g screening or other tests
to determine presence or absence of disease). These
differences may be due to variations in need, provision,
referral or access and the availability of alternative
tests. Appropriate use of investigations must be
balanced against the risk of harm from the test or from
overdiagnosis of the condition.38
Our coverage of men aged 65 in the NHS abdominal
aortic aneurysm (AAA) screening programme was lower
than the England average at 77%, though this had
improved between 2013/14 and 2014/15.
Our bowel cancer screening rates are significantly lower
than the national average and colorectal cancer is a
notable cause of avoidable mortality in Wirral.38
Upper gastrointestinal investigation rates (gastroscopies
and endoscopic ultrasounds) are high in Wirral. Some
of this will be explained by the high rates of alcoholspecific admissions and upper gastrointestinal bleed
admissions seen locally.38
Such aggregate figures can mask inequalities within
Wirral. For example, it is likely that there will be higher
rates of AAA (abdominal aortic aneurysms) in more
deprived areas (due to risk factors such as smoking
and high blood pressure). There is a lower uptake of
many screening programmes in these areas.
Those who would benefit most from this screening are
the least likely to receive it.

37 Our peer, demographically similar CCG areas are Wakefield, Wigan Borough, North Tyneside, South Sefton, Barnsley, Stockport, 		
Sunderland, St Helens, Rotherham, Durham Dales, Easington and Sedgefield
38 https://fingertips.phe.org.uk/documents/DiagnosticAtlas_FINAL.pdf
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5. How can we reduce avoidable deaths?
To reduce avoidable deaths we need local
organisations and people to work together to make
the borough a healthier place to live and work.
Action needs to span prevention, diagnosis and
treatment, as illustrated in Figure 21, and begins
with continued efforts to reform the structural
and socioeconomic determinants of health before
examining individual and healthcare domains.
In his influential 2002 report, Derek Wanless modelled
three scenarios to estimate their impacts on the future
of the NHS and the health of British people.39 The most
optimistic described a state of full engagement, where
the public use all available information to take control
of their own health. There is a dramatic decline in risk
factors such as smoking and obesity with the greatest
improvements seen in areas of deprivation. People would
then live longer lives and spend fewer years in ill health
and health and social care services would modernise
rapidly to deliver innovative, high quality services to the
engaged population.

Such a scenario requires a different conversation
between public services and the public, where goals
are shared and each take responsibility for improving
health. Though the report was produced 15 years ago,
these aspirations are as relevant and desirable today.
Empowering people to take control of their own
health and become experts in their own conditions
is key to improving care, as even those with chronic
conditions will have limited contact time with health
professionals.40
New models of care that offer easy access to
information, and digital technologies like wearable
devices, telehealth and home monitoring are critical.

Figure 21: Domains of intervention, reproduced from Living Well for Longer (DoH, 2013).41

PREVENTION

DIAGNOSIS

TREATMENT

Wider social determinants
Behavioural factors
Primary care
NHS Health Check
Public awareness campaigns
Screening programmes
Acute diagnostic test
Providers making every contact count

Hospital or community treatment

39 http://www.yearofcare.co.uk/sites/default/files/images/Wanless.pdf
40 https://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf
41 https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/181103/Living_well_for_longer.pdf
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working together
Working across the domains of prevention, diagnosis
and treatment means working across organisational
boundaries and making our residents’ health and
wellbeing our primary focus. However, our current
ways of working often focus on treating those with
established disease in acute settings. We must
incentivise the health and social care system to
prioritise prevention and reduce variation in care
and outcomes. We must share knowledge, expertise
and resources and be prepared to work in new and
innovative ways.
Services should be integrated across primary,
community, social and acute sectors, with connections
into the voluntary sector to reduce the risk of hospital
admission and increase the availability of care in a
local community based setting and, where possible, in
people’s homes.

All providers and commissioners should see
themselves as responsible for the health and wellbeing
of all Wirral’s residents.
Public Health England recommends that clinical
commissioning groups (CCGs), local authorities and
other local partners work collaboratively to establish
effective and comprehensive pathways of care based
on the local population needs.42
Wirral Council and Wirral CCG have taken the first
steps in creating a system of integrated commissioning
and this is an exciting opportunity to join up health
and social care across the borough.

42 https://www.gov.uk/government/publications/local-health-and-care-planning-menu-of-preventative-interventions
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Focus on specific causes of avoidable death

Smokers who manage to quit reduce their lifetime
health and social care costs by 48% and the biggest
short-term savings come from helping those in contact
with the NHS to stop smoking. Delivering assessment,
very brief advice and referral during every patient
episode in secondary care would increase quit rates
and be cost-saving within 5 years.

CASE STUDY 1: SMOKE FREE NHS
The Clatterbridge Cancer Centre has partnered with
Wirral Council in an ambitious project to become
a smoke-free site. Not only does stopping smoking
massively reduce your risk of developing cancer, but
it also makes treatment for cancer more effective.44
The Trust’s policies are being updated following a
thorough examination of the patient pathways to
find out what works and identify any blockages. This
work also challenges the perceptions of staff and
patients through innovative internal and external
marketing. The goal is that all patients and relatives
who smoke are supported to quit.
CASE STUDY 2:
Even those who are very ill can be supported to stop
smoking. A 42 year old man admitted to Arrowe
Park Hospital with kidney and liver failure related
to alcohol use, was supported to quit with nicotine
replacement therapy during his inpatient stay. He
had ongoing home visits and telephone support after
discharge and remained smoke free 30 weeks later.

Screening
Reducing inequalities in screening uptake within Wirral
could lead to health gains and reductions in premature
mortality. For example, 8 women in every 1000 who are
screened for breast cancer are found to have breast
cancer.45 Women whose breast cancer is diagnosed
through screening are more likely to be alive at three years
than through any other route and breast screening saves
approximately 1300 lives in the UK annually.46
If all GP practices whose breast screening rates are
below the current Wirral average (74.2%) improved
to the Wirral average, we would expect to screen an
additional 1200 women per screening round. This could
identify an additional 10 breast cancers and save 7 lives,
as illustrated in Figure 22.
Figure 22: Example improvement in females aged 5070 screened for breast cancer by Wirral GP practice
90
Percentage of women aged 50-70
screened for breast cancer
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Smoking remains the single biggest risk factor for early
death in Wirral and is the primary reason for the gap in
life expectancy between our most and least deprived
areas.43 Smoking is a significant contributor to avoidable
mortality in Wirral through heart disease, cancers
and chronic obstructive pulmonary disease. We must
continue to target reductions in tobacco use.
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Beyond this relatively modest ambition, if every eligible
woman in Wirral was screened, we could save 60 lives
per screening round. Though a 100% uptake may not
be a realistic ambition, it does illustrate the potential
benefits if improvements are made.
For bowel cancer screening, if all GP practices whose rates
were below the Wirral average (55.9%) improved to that
average, we would expect to find 4 additional cancers per
screening round. Public Health England produce a return
on investment tool for colorectal cancers, which includes

43 https://www.gov.uk/government/publications/local-health-and-care-planning-menu-of-preventative-interventions
44 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5201385
45 http://www.cancerresearchuk.org/health-professional/cancer-statistics/statistics-by-cancer-type/breast-cancer/diagnosis-andtreatment#heading-Seven
46 http://www.cancerresearchuk.org/health-professional/cancer-statistics/statistics-by-cancer-type/breast-cancer/diagnosis-andtreatment#heading-Eight
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a number of interventions to increase screening rates
and allows calculation of expected costs and benefits.47
Five-year survival is vastly improved by earlier diagnosis
of bowel cancer and a patient diagnosed late costs the
NHS around £12,500 compared to £3,400 if diagnosed
early.48 The cost and impact on them and their families
would also be considerable.
Diet, exercise and obesity
Poor diet and being overweight or obese are important
underlying causes of death in Wirral. Factors such as
food composition, marketing, availability and price have
considerable impacts on consumption and health but
there are many areas where we can have a local impact.
Our weight management services should be
co-commissioned so that patients experience a

comprehensive and integrated service.49 Wirral CCG
and Wirral Council will soon be co-commissioning tier II
and tier III services.
All public sector sites should provide healthy food and
drink options. Wirral Council should continue to work
with local retailers to increase the availability of healthy
food options.
Increasing physical activity can improve cardiovascular
health and mental health and reduce cancers and type
II diabetes. Options to help people be more active range
from encouraging active travel through transport and
planning policy, incentivising cycling to work through
bike schemes and staff parking policies, using national
campaigns to promote exercise, and helping healthcare
staff to deliver brief advice around exercise.49

CASE STUDY 3: Tier II weight management service
Since April 2016, Wirral has taken a new approach
to supporting individuals who need some help with
achieving and maintaining a healthy weight.Wirral
Council has entered into an arrangement with
Slimming World and Weight Watchers under which
qualifying residents can access 12 weeks of free
healthy lifestyle (Tier II) intervention from their choice
of these providers. The sessions provide a balance
of healthy eating advice, help with becoming more
active and motivational input to support individuals
with challenging changes.
Target weights for service users are discussed and set
early on in the intervention and if these are met, there
are opportunities to stay within services and receive
free, on-going support. Access to this service is via the
GP surgery where GPs, practice nurses and sometimes
health care assistants can refer people for support.
So far, the new approach has been very successful
and proved to be popular with both service users

47
48
49
50
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and referrers alike. Up until February 2017, when the
service had been operating for 12 months, a total of
1240 individuals had accessed support with 28% of
these losing a clinically significant 5% of their body
weight – a degree of weight loss linked directly to
reduced health risks e.g. type 2 diabetes.
Encouragingly, we have seen more referrals from our
more deprived areas than less deprived areas but
more than 85% of referrals are in women, suggesting
that men are less likely to benefit from the services.
Despite the good outcomes that some experience
following engagement with these services, we must
be honest about the scale of the problem that obesity
presents. Two-thirds of Wirral’s adults are overweight
or obese.50 A third of Year 6 primary school children
are overweight or obese and for many this means a
lifetime of excess weight. It is not desirable or feasible
for this problem to be managed though individual
engagement with services and we need an upstream
approach that prevents obesity across the life course.

https://www.gov.uk/government/publications/return-on-investment-tool-colorectal-cancer
https://www.incisivehealth.com/uploads/Saving%20lives%20averting%20costs.pdf
https://www.gov.uk/government/publications/local-health-and-care-planning-menu-of-preventative-interventions
http://www.phoutcomes.info/public-health-outcomes-framework#page/0/gid/1000042/pat/6/par/E12000002/ati/102/are/E08000015
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High Blood Pressure
Heart disease and strokes are key causes of avoidable
deaths in Wirral and high blood pressure contributes
to both. The Cheshire and Merseyside Public Health
Collaborative (Champs) have developed a programme to
prevent, detect and treat hypertension.51 This ambitious
approach aims to help the estimated 350,000 people
across Cheshire and Merseyside with diagnosed high blood
pressure and the further 275,000 who are thought to be
affected, but are unaware that they have the condition.
Coronary heart disease was the largest single cause
of avoidable mortality in Wirral, and nationally it is
responsible for 1 in 4 premature deaths.52 A Public
Health England tool estimates that if all GP practices
performed as well as the 75th percentile for managing
blood pressure in people with hypertension (better than
the bottom three-quarters of practices)53, then over 5
years we would expect to prevent:
< 20 strokes		
< 13 heart attacks

< 8 diagnoses of heart failure
< 10 deaths

This would equate to savings to the NHS of over £370,000
per year, as well as social care savings of nearly £80,000.

Diabetes
Approximately 10% of the NHS budget is spent on
diabetes treatment.54 Prevention of obesity is a key
component in preventing and ameliorating type 2
diabetes but the impact of the disease can be reduced
through improved patient education and access to
regular checks and reviews.
The management of diabetes is an excellent example of
how patient empowerment could improve outcomes.
We need to design services that promote self-care;
allowing people to become experts in their own health
so they can manage their condition more effectively and
reduce complications related to their disease.
The Healthier You: Diabetes Prevention Programme
delivered in Wirral offers evidence based interventions
to delay or prevent onset of Type 2 diabetes in those
already identified to be at high risk.
By supporting people to take control of their own
health, and make changes to their diet, weight and the
amount of exercise they do the programme can reduce
the risk of, or even stop people, developing Type 2
diabetes.

CASE STUDY 4: Know Your Numbers Week, Sept 2016
About 1 in 4 UK residents have undiagnosed and
untreated high blood pressure. Wirral Council
joined pharmacies across the borough in pledging
to check as many blood pressures as possible
during Know Your Numbers Week in late 2016.
As part of this, the team set up a stall in
Birkenhead Market for a day. Of nearly 400 blood
pressures checked, 75 were found to be elevated
and a further 10 were deemed dangerously high

and required urgent assessment. We have built
on this success with several more events across
Wirral this year.
If you are aged 40 – 74, with no previous history of
cardiovascular disease, you are eligible for a free
Health Check every 5 years at your GP practice.
This is an excellent opportunity to get your blood
pressure checked as well looking at your weight,
diet, smoking, lifestyle, memory and family history.

51 http://www.champspublichealth.com/sites/default/files/FINAL%20BP%20Strategy%2017.5.16_0.pdf
52 https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/556135/Action_on_cardiovascular_disease-getting_serious_
about_prevention.pdf
53 http://www.yhpho.org.uk/nop/
54 https://www.gov.uk/government/publications/local-health-and-care-planning-menu-of-preventative-interventions
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Health Checks
We must make efforts to better understand the
difference in invitation and uptake rates in NHS Health
Checks seen within Wirral.55 Nearly 100,000 people
are eligible for an NHS Health Check in Wirral but
fewer than 40,000 received one in the past 5 years.56
Performing just 1000 extra Health Checks might
identify 100 people at high risk of cardiovascular
disease, diagnose 5-10 cases of type II diabetes and
find more than 25 people with high blood pressure.55
Alcohol
Wirral’s residents, families, communities and services
experience a particularly high burden of ill-health and
social harm from alcohol. We are working to improve
the environment through licensing interventions
and changes to the way alcohol is sold. We are also
minimising harm from super-strength alcohol through
our Reducing the Strength Scheme. We should ensure
that our hospital alcohol care team delivers evidence
based care and training to the wider workforce on
delivering identification and brief advice (IBA).57
Brief advice for people drinking to excess should be
delivered in primary and secondary health care with
robust referral pathways to those who need additional
support. On average, for every 8 people who receive brief
CASE STUDY 5:
Wirral Local Alcohol Action Area
In early 2017, Wirral was awarded Local Alcohol Action
Area status by the Home Office. This means that Wirral
is part of a prestigious national project which aims
to reduce health harms to local people from alcohol
misuse through improved data sharing and intelligent
use of information between local organisations.

advice, 1 person would reduce their drinking to safer
levels and if this is implemented systematically, there is
great potential to help a large number of people.58
Respiratory disease
It is likely that chronic obstructive pulmonary disease
(COPD) is underdiagnosed and insufficiently monitored
in Wirral. In addition to this, the variations in vaccination
rates seen mean that some of our high risk residents
are not protected against influenza or pneumococcal
pneumonia. One episode of community acquired
pneumonia is avoided for every 21 people with
COPD who are given the pneumococcal vaccination.59
Vaccinating just 8 people should prevent one
exacerbation of COPD over the next 2 years.
Falls and external causes
Falls are a significant cause of avoidable mortality
(all ages) and the largest external cause of mortality.
In Wirral, 7 in 10 people attending A&E for falls are
aged over 65, and of those, 7 in 10 are female.60 Apart
from avoidable deaths, falls account for 40% of care
home admissions and cost the health and social care
economy around £8.9 million per year.
Interventions and services that target a range of risk
factors for falls are the most successful at preventing
them and treating between 5 and 25 people in this
way will prevent one fall on average. PHE advocate
strength and balance exercise programmes for older
people and the development of fracture liaison
services in acute trusts.61 Suicide is most common in
those aged under 65 and is more common in men
than women in Wirral.62 The causes and possible ways
to prevent suicide are complex and a comprehensive
programme of activity is needed to reduce its impact.

55 www.healthcheck.nhs.uk/document.php?o=1293
56 http://www.healthcheck.nhs.uk/commissioners_and_providers/data/north_of_england/north_west/?la=Wirral&laid=73
57 https://www.gov.uk/government/publications/local-health-and-care-planning-menu-of-preventative-interventions
58 http://www.nwph.net/Publications/NNT_FINAL.pdf
59 https://discover.dc.nihr.ac.uk/portal/article?id=SIG-5000420&utm_content=bufferbca44&utm_medium=social&utm_source=twitter.
com&utm_campaign=buffer#.WT5JmpxlkQ8.email
60 http://info.wirral.nhs.uk/ourjsna/falls_older_people.html
61 https://www.gov.uk/government/publications/local-health-and-care-planning-menu-of-preventative-interventions
62 http://info.wirral.nhs.uk/document_uploads/JSNA%202017/Suicide_Audit_2015_FINAL.pdf
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CASE STUDY 6:
Suicide prevention
Wirral Council is playing a leading role in developing
and delivering the No More Suicide strategy across
the Cheshire and Merseyside region through
the Champs Public Health Collaborative.63 This
comprehensive programme of work aims to
improve mental wellbeing and resilience in atrisk groups and reduce access to the means of
suicide. Suicide prevention training will be delivered
to key members of the local workforce and the
stigma associated with poor mental health will
be challenged through a programme of events
including several on Tranmere Rovers Football Club
match days, which should engage with men aged
20-40 who are at the greatest risk of suicide.

Redesigning local services to
promote self-care and early
intervention
As part of the Healthy Wirral Programme local partners
have been piloting new ways of delivering care for
people living with diabetes and respiratory disease in
Wirral. This involves care being delivered in an integrated
way across primary, community, social and acute sectors
with connections into the voluntary sector.
The programme aims to empower and enable people
to understand and manage their condition in order
to stay healthy and out of hospital. There is a focus
on improving outcomes for all and reducing health
inequalities. Specialist care has been moved out of the
hospital and into local community settings with a focus
on areas of greatest need.

Empowering People and
Communities
Wirral is one of only 15 areas selected to work with NHS
England to support local people to take a more active
role in their own health and wellbeing. This includes
working in partnership with communities to build public
health and wellbeing through connecting people to
activities and support in their local communities and
Supporting self-care for people living with long-term
conditions. As part of this programme there is a focus
upon identifying people with long-term conditions
who need more support to manage their health and
wellbeing in order to improve their health outcomes.

63 http://www.no-more.co.uk/
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6. Recommendations
This report has demonstrated that there are high
numbers of avoidable deaths occurring across Wirral
and that these deaths are more likely to occur within
our poorest communities and in males.
The main reasons people are dying at an early age are
cancer, heart disease and strokes, respiratory disease,
alcohol related liver disease, falls and suicides.
There are numerous examples of good practice across
Wirral to reduce avoidable deaths. However, if we are
going to have an impact on avoidable mortality and
the health inequalities that drive it, there is a need
to put prevention first and develop interventions on
an industrial scale. Potential measures that could be
introduced across Wirral in order to reduce avoidable
mortality include:
For Wirral partners:
< Wirral Council and partner organisations working
together to tackle the wider determinants of
health such as housing, environment, economy
etc. The Marmot Review into health inequalities
in England (2010) put forward an evidence based
strategy to address the social determinants of
health. It recognised that the conditions in which
people are born, live, work and age lead to health
inequalities.
< Introducing a minimum price per unit of
alcohol. The Independent Review of the Effects
of Alcohol Pricing and Promotion found that
introducing a minimum price per unit would save
lives, reduce hospital admissions and reduce levels
of crime. Introducing a minimum price of 50p. per
unit would save 4 lives each year and prevent 149
hospital admissions across Wirral.
< Actively promoting and facilitating healthy
lifestyles within private and public sector
workforces (targeting manual workers). Even within
the current economic climate, the business case
for creating healthier workplaces remains strong
(including such benefits as improved staff morale,
service quality and reduced sickness absence).

30

For health and social care organisations:
< Train frontline staff in brief interventions
on lifestyle issues, e.g. alcohol, smoking, healthy
weight. The use of brief advice has been shown to
be effective and cost-effective; for every eight people
who receive simple advice on alcohol misuse, one
will reduce their drinking to within lower-risk levels.
< Increase uptake and accessibility to Stop
Smoking Services, smoking remains the main cause
of avoidable death; it is the primary reason for the
gap in healthy life expectancy between rich and poor
< Increase the uptake of national screening
programmes across Wirral by the use of GP led
initiatives and social marketing campaigns aimed at
high risk groups. Locally 1 in 5 women do not take
up the offer of breast screening and 1 in 3 people
do not take the opportunity to be screened for
bowel cancer. Analysis suggests focusing initial
campaigns on 4 cancer sites: colorectal, breast,
bladder and skin could potentially save 1 life
every 4 days in Wirral.
< Raising awareness of early signs and symptoms
of cancer in all frontline health and social care staff.
< Increasing the uptake of the influenza
vaccinations amongst younger people classified
as being at high risk. Currently in Wirral only 50%
of people classified as being at high risk, under 65
years of age, have a seasonal flu jab leaving around
18,000 people unprotected during the winter flu
season.
< GP practices investigating the potential barriers
to accessing healthcare for high risk groups
particularly males living in deprived areas and
developing services to reflect the needs of this
population.
< Implementing NHS health checks. If the Health
Checks programme in Wirral had achieved the local
uptake target of 60% (the actual was 42.6%) we
could have identified an additional 123 people with
high blood pressure, 29 people with type 2 diabetes
and 14 people with chronic kidney disease.
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< Promote self-care and early intervention:
Care needs to be delivered in an integrated way
across primary, community, social and acute sectors
with connections into the voluntary sector. We are
one of only 15 areas selected to work with NHS
England to support local people to take a more
active role in their own health and wellbeing, we
need to maximise the opportunities this provides us.
For Wirral residents:
< Expect better for yourself. Help friends and
relatives benefit from healthier lives, screening
opportunities and healthcare by seeking help for
symptoms of serious diseases.
< Screening tests save lives by catching things early,
when they can be treated. If you are invited,
please get the test done. If you have any worries,
talk it through with your GP surgery. Screening is
available for breast, bowel and cervical cancer as
well as abdominal aortic aneurysms (weaknesses in
one of the main blood vessels).
< Understand the benefits of screening.
- If every woman in Wirral had their breast cancer
screening, we could expect to save an extra 60
lives every 3 years.
- Bowel cancer is the second most common cause
of cancer deaths in the UK, but regular bowel
cancer screening reduces the risk of dying from
bowel cancer by 16%.64
< Take control of your own health. Learn what
makes a healthy lifestyle and make those small
changes that can make a big difference to your health.
< Make use of information services like NHS
Choices online or speak to your local pharmacist. You
can ask your GP surgery about help with smoking or
your weight, as well as getting symptoms checked out.
< Why not get some free help on your phone and
try a healthy living app like NHS Smokefree, One
You Drinks Tracker, Change4Life Be Food Smart or
even Public Health England’s Couch to 5K?

Conclusion
The recommendations highlight potential measures to
reduce avoidable deaths across Wirral. However it is
in no way exhaustive. It is recognised that, in reality,
there will always be some deaths from avoidable
causes simply due to the range of factors that impact
on people’s lives, including lifestyle, health beliefs,
availability and access to healthcare, accidents, etc.
However, reducing avoidable deaths by improving the
health of the population and reducing or delaying the
onset of long-term conditions, such as heart disease,
chronic obstructive pulmonary disease, etc., is an
essential part of increasing the quality of life for local
people, whilst helping to reduce the impact of an ageing
population on health and social care services.

64 https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/598271/BOSP01_bowel_cancer_facts.pdf
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 *HQHUDO)HUWLOLW\5DWH *)5 /LYHELUWKVSHUZRPHQDJHG

 6WLOOELUWK5DWH6WLOOELUWKVDUHOHJDOO\GHILQHGDVIRHWDOGHDWKVRFFXUULQJDIWHU
ZHHNVRIJHVWDWLRQ7KHVWLOOELUWKUDWHLVWKHQXPEHURIVWLOOELUWKVSHUWRWDO
OLYHDQGVWLOOELUWKV


Source: Office for National Statistics (ONS)
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75(1',1/,)((;3(&7$1&<$7%,57+:,7+&21),'(1&(/,0,76
:,55$/72

7LPH
3HULRG


















/LIH
([SHFWDQF\
<HDUV 


















0DOHV
&RQILGHQFH
/LIH
,QWHUYDOV
([SHFWDQF\
/RZHU
8SSHU
<HDUV 
/LPLW
/LPLW




















































)HPDOHV
&RQILGHQFH
,QWHUYDOV
/RZHU
8SSHU
/LPLW
/LPLW




































1RWHVDQG'HILQLWLRQV

 /LIHH[SHFWDQF\DWELUWKLQGLFDWHVWKHQXPEHURI\HDUVDEDE\ERUQLQDQDUHDFDQH[SHFW
WROLYHLIWKH\H[SHULHQFHWKHPRUWDOLW\UDWHVRIWKDWDUHDIRUWKHZKROHRIWKHLUOLIH,WLVQRW
DJXLGHWRWKHUHPDLQLQJH[SHFWDWLRQRIOLIHDWDODWHUDJHHJLIOLIHH[SHFWDQF\DWELUWKLQ
DSDUWLFXODUDUHDLV\HDUVLWGRHVQRWIROORZWKDWSHRSOHDJHGOLYLQJLQWKDWDUHDFDQ
H[SHFWWROLYHIRUDIXUWKHU\HDUV

 'DWDLVSUHVHQWHGDV\HDUUROOLQJILJXUHV'DWDZHUHSURGXFHGE\DJJUHJDWLQJGHDWKV
DQGSRSXODWLRQHVWLPDWHVIRUHDFKWKUHH\HDUSHULRG HJHWF 

 &RQILGHQFH,QWHUYDOV &,V LQGLFDWHWKHUDQJHZLWKLQZKLFKWKHWUXHYDOXHRIWKH
LQGLFDWRUKDVDFKDQFHRIIDOOLQJ)RUH[DPSOHD&,RIWR IRUPHQ 
PHDQVWKDWZHFDQEHFHUWDLQWKHWUXHYDOXHOLHVVRPHZKHUHEHWZHHQWKHVHWZR
YDOXHV

 2Q$SULOWKH2IILFHIRU1DWLRQDO6WDWLVWLFV 216 SXEOLVKHGPLGWRPLG
VXEQDWLRQDOSRSXODWLRQHVWLPDWHVUHYLVHGIROORZLQJWKH&HQVXV7KHUHIRUH
OLIHH[SHFWDQF\ILJXUHVIRU(QJODQGDQGORFDODXWKRULWLHVLQ(QJODQGSXEOLVKHGEHIRUH
$SULOKDYHEHHQUHSODFHGE\WKRVHSUHVHQWHGLQWKHWDEOHDERYH)RUWKLVUHDVRQ
YHUVLRQVRIWKH:LUUDOVWDWLVWLFDOFRPSHQGLXPSXEOLVKHGEHIRUHPD\KDYHGLIIHUHQW
ILJXUHVWRWKRVHVKRZQDERYH
Source: Office for National Statistics (ONS)
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(67,0$7('5(6,'(173238/$7,21%<<($5$*(*5283$1'*(1'(5:,55$/
/2&$/$87+25,7<0,'

0DOHV
)HPDOHV
3HUVRQV
$JH*URXS



1XPEHU
1XPEHU
1XPEHU





































































































































$OO$JHV




 


1RWHVDQG'HILQLWLRQV

 7KHWDEOHVKRZVWKHHVWLPDWHGUHVLGHQWSRSXODWLRQDWPLG\HDUIRUORFDODXWKRULW\
DGPLQLVWUDWLYHERXQGDULHV

 216UHFRPPHQGWKDWSRSXODWLRQHVWLPDWHVVKRXOGEHURXQGHGWRWKHQHDUHVWRQH
KXQGUHGSHUVRQV7KHILJXUHVSUHVHQWHGLQWKHDERYHWDEOHDUHQRWURXQGHGWRWKH
QHDUHVWWRDOORZIXUWKHUFDOFXODWLRQV&RQVHTXHQWO\DVWKHVHDUHHVWLPDWHVWKH\
PD\QRWEHDFFXUDWHDWWKLVOHYHORIGHWDLO

 7KHILJXUHVIRULQGLYLGXDODJHJURXSVPD\QRWDGGXSWRWKHWRWDOILJXUHGXHWRURXQGLQJ


Source: Office for National Statistics (ONS)
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*35(*,67(5('3238/$7,21%<<($5$*(*5283$1'*(1'(5
:,55$/ &&* &/,1,&$/&200,66,21,1**5283

$JH*URXSV




















$OODJHV

0DOHV






















)HPDOHV

3HUVRQV














































1RWHVDQG'HILQLWLRQV

 )LJXUHVDUHEDVHGRQWKHSDWLHQWOLVWVRI*3SUDFWLFHVLQ:LUUDO

 7KHGDWDSUHVHQWHGLVDTXDUWHUO\VQDSVKRWIURPWKH*33D\PHQWVV\VWHPPDLQWDLQHGE\
1+6'LJLWDO7KLVUHOHDVHZDVH[WUDFWHGRQ$SULO

 7KHGLIIHUHQFHVEHWZHHQ216SRSXODWLRQV UHVLGHQWVKRZQLQ7DEOHG DQG*3
SRSXODWLRQV UHJLVWHUHGVKRZQLQWKLVWDEOH DUHGXHWRVHYHUDOIDFWRUVVXFKDVSDWLHQWV
QRWLQIRUPLQJWKHLU*3ZKHQWKH\OHDYHDQDUHDRUSHRSOHZKROLYHVRPHZKHUHHOVHIRU
PRVWRIWKH\HDU HJVWXGHQWVUHWLUHHVOLYLQJDEURDG 


Source: NHS Digital
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(67,0$7('5(6,'(173238/$7,21%<$*(*5283$1':$5':,55$/0,'

:DUGRI5HVLGHQFH
7RWDO
8QGHU

 

ERXQGDULHV 
3RSXODWLRQ

%HELQJWRQ
%LGVWRQDQG6W-DPHV
%LUNHQKHDGDQG7UDQPHUH
%URPERURXJK
&ODWWHUEULGJH
&ODXJKWRQ
(DVWKDP
*UHDVE\)UDQNE\DQG,UE\
+HVZDOO
+R\ODNHDQG0HROV
/HDVRZHDQG0RUHWRQ(DVW
/LVFDUG
0RUHWRQ:HVWDQG6DXJKDOO
0DVVLH
1HZ%ULJKWRQ
2[WRQ
3HQVE\DQG7KLQJZDOO
3UHQWRQ
5RFN)HUU\
6HDFRPEH
8SWRQ
:DOODVH\
:HVW.LUE\DQG7KXUVWDVWRQ
%LUNHQKHDG&RQVWLWXHQF\
:DOODVH\&RQVWLWXHQF\
:LUUDO6RXWK&RQVWLWXHQF\
:LUUDO:HVW&RQVWLWXHQF\
:LUUDO





















































































































 





























































1RWHVDQG'HILQLWLRQV



 7KHVHDUHHVWLPDWHGILJXUHVDQGDUHQRWJXDUDQWHHGWREHDFFXUDWHDWWKLVOHYHORI
GHWDLO



Source: Office for National Statistics (ONS)
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(67,0$7('5(6,'(173238/$7,21%<$*(*5283 3(56216 :,55$/
0,'720,' 7+286$1'6 
3RSXODWLRQ WKRXVDQGV 
0LG<HDU






















8QGHU





















































































































$OO$JHV













































1RWHVDQG'HILQLWLRQV

 7KHSRSXODWLRQHVWLPDWHVJLYHQDUH216UHVLGHQWSRSXODWLRQHVWLPDWHVIRUPLGWR
PLG

 7KHHVWLPDWHGUHVLGHQWSRSXODWLRQRIDQDUHDLQFOXGHVDOOSHRSOHZKRXVXDOO\OLYHWKHUH
ZKDWHYHUWKHLUQDWLRQDOLW\:KHUHYHUSRVVLEOHPHPEHUVRI$UPHG)RUFHVLQ(QJODQG
DQG:DOHVDUHLQFOXGHGLQWKHGLVWULFWLQZKLFKWKH\DUHVWDWLRQHG$UPHG)RUFHV
VWDWLRQHGRXWVLGHRI(QJODQGDQG:DOHVDUHQRWLQFOXGHG6WXGHQWVDUHWDNHQWREH
UHVLGHQWDWWKHLUWHUPWLPHDGGUHVV

 7KHVHSRSXODWLRQHVWLPDWHVDUHSUHVHQWHGLQWKRXVDQGVDQGKDYHEHHQURXQGHGWRWKH
QHDUHVWKXQGUHGIRUSUHVHQWDWLRQSXUSRVHV)LJXUHVIRULQGLYLGXDODJHJURXSVPD\QRW
DGGXSWRWKHWRWDOILJXUHDVDUHVXOWRIURXQGLQJ

 (VWLPDWHVDUHDGMXVWHGZKHQWKH&HQVXVLVFDUULHGRXWZKLFKLVZK\WKHUHZDVDODUJH
LQFUHDVHEHWZHHQ

Source: Office for National Statistics (ONS)
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5(6,'(173238/$7,21352-(&7,216%<$*(*5283 3(56216 :,55$/0,'
720,' 7+286$1'6 

$JH
*URXS

3RSXODWLRQV WKRXVDQGV 














































































































&KDQJH








































$OODJHV


1RWHVDQG'HILQLWLRQV

 7KHODWHVWVXEQDWLRQDOSRSXODWLRQSURMHFWLRQVDUHEDVHGRQWKHPLG\HDUSRSXODWLRQ
HVWLPDWHVDQGSURMHFWIRUZDUGWKHSRSXODWLRQIURPWR

 216SRSXODWLRQHVWLPDWHVDUHSUHVHQWHGLQWKRXVDQGVDQGKDYHEHHQURXQGHGWRWKH
QHDUHVWKXQGUHGIRUSUHVHQWDWLRQSXUSRVHV)LJXUHVIRULQGLYLGXDODJHJURXSVPD\QRW
DGGXSWRWKHWRWDOILJXUHGXHWRURXQGLQJ

 7KHSURMHFWLRQVDUHWUHQGEDVHGSURMHFWLRQVZKLFKPHDQDVVXPSWLRQVIRUIXWXUHOHYHOV
RIELUWKVGHDWKVDQGPLJUDWLRQDUHEDVHGRQREVHUYHGOHYHOV

Source: Office for National Statistics (ONS)
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(WKQLFLW\

:KLWH%ULWLVK
:KLWH,ULVK
:KLWH2WKHU:KLWH
0L[HG:KLWHDQG%ODFN&DULEEHDQ
0L[HG:KLWHDQG%ODFN$IULFDQ
0L[HG:KLWHDQG$VLDQ
0L[HG2WKHU0L[HG
$VLDQRU$VLDQ%ULWLVK,QGLDQ
$VLDQRU$VLDQ%ULWLVK3DNLVWDQL
$VLDQRU$VLDQ%ULWLVK%DQJODGHVKL
$VLDQRU$VLDQ%ULWLVK2WKHU$VLDQ
%ODFNRU%ODFN%ULWLVK%ODFN&DULEEHDQ
%ODFNRU%ODFN%ULWLVK%ODFN$IULFDQ
%ODFNRU%ODFN%ULWLVK2WKHU%ODFN
&KLQHVHRURWKHUHWKQLFJURXS&KLQHVH
2WKHU2WKHU(WKQLF*URXS
7RWDO3RSXODWLRQ

Source: ETHPOP Database
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6&+22/5($',1(66$//&+,/'5(1$1'&+,/'5(1,15(&(,372))5((6&+22/
0($/6 )60 :,55$/


:LUUDO
,QGLFDWRU



1RUWK:HVW


&RQILGHQFH
,QWHUYDOV


&RQILGHQFH
,QWHUYDOV



/RZHU 8SSHU
/LPLW /LPLW
&KLOGUHQ DJH 
DFKLHYLQJDJRRG
OHYHORI
GHYHORSPHQWDWWKH
HQGRI5HFHSWLRQ
&KLOGUHQ DJH 
ZLWKIUHHVFKRRO
PHDOVWDWXV
DFKLHYLQJDJRRG
OHYHORI
GHYHORSPHQWDWWKH
HQGRI5HFHSWLRQ
<HDUSXSLOV DJH
 DFKLHYLQJWKH
H[SHFWHGOHYHOLQ
WKHSKRQLFV
VFUHHQLQJFKHFN
<HDUSXSLOV DJH
 ZLWKIUHHVFKRRO
PHDOVWDWXV
DFKLHYLQJWKH
H[SHFWHGOHYHOLQ
WKHSKRQLFV
VFUHHQLQJFKHFN

(QJODQG



/RZHU 8SSHU
/LPLW /LPLW


&RQILGHQFH
,QWHUYDOV
/RZHU 8SSHU
/LPLW /LPLW





 



 









 



 









 



 









 



 







1RWHVDQG'HILQLWLRQV


 7KHVHPHDVXUHVDUHRXWFRPHVLQWKHFXUUHQW3XEOLF+HDOWK2XWFRPHV)UDPHZRUN
,QGLFDWRUVLDQGLL 


 &KLOGUHQDUHGHILQHGDVKDYLQJUHDFKHGDJRRGOHYHORIGHYHORSPHQWLIWKH\DFKLHYHDW
OHDVWWKHH[SHFWHGOHYHOLQWKHHDUO\OHDUQLQJJRDOVLQWKHSULPHDUHDVRIOHDUQLQJ
SHUVRQDOVRFLDODQGHPRWLRQDOGHYHORSPHQWSK\VLFDOGHYHORSPHQWDQGFRPPXQLFDWLRQ
DQGODQJXDJH DQGWKHHDUO\OHDUQLQJJRDOVLQWKHVSHFLILFDUHDVRIPDWKHPDWLFVDQG
OLWHUDF\


 3HUFHQWDJHVFDOFXODWHGXVLQJHLWKHUDOOHOLJLEOHFKLOGUHQLQWKHLUORFDODXWKRULW\FRKRUWDOO
HOLJLEOHFKLOGUHQLQUHFHLSWRI)UHH6FKRRO0HDOVLQWKHLUORFDODXWKRULW\FRKRUWDVWKH
GHQRPLQDWRU


 <HDUSXSLOVDFKLHYLQJWKHH[SHFWHGOHYHOLQWKHSKRQLFVVFUHHQLQJFKHFNZHUHGHHPHG
WRKDYHPHWWKHUHTXLUHGVWDQGDUGLIWKH\VFRUHGRUPRUHRXWRIDSRVVLEOH


Source: Public Health Outcomes Framework, Public Health England (PHE)
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7$%/(E

75(1',1('8&$7,21$/$77$,10(17$7.(<67$*( *&6( $//&+,/'5(1$1'
&+,/'5(1,15(&(,372))5((6&+22/0($/6 )60 :,55$/72

.H\6WDJH*&6(
        
All3XSLOVDFKLHYLQJRU
PRUH$ &JUDGHV
        
LQFOXGLQJ(QJOLVK 
0DWKV   
3XSLOVeligible for FSM
DFKLHYLQJRUPRUH$ 
        
&JUDGHV LQFOXGLQJ
(QJOLVK 0DWKV   
3XSLOVnot eligible for
FSMDFKLHYLQJRUPRUH
        
$ &JUDGHV LQFOXGLQJ
(QJOLVK 0DWKV   

1RWHVDQG'HILQLWLRQV

 )UHH6FKRRO0HDOV )60 HOLJLELOLW\LVEDVHGRQKRXVHKROGLQFRPH3OHDVHVHH
'HSDUWPHQWIRU(GXFDWLRQZHEVLWHIRUPRUHGHWDLOV

 $OOGDWDUHIHUWRFKLOGUHQZKRDUHHGXFDWHGLQVFKRROVUXQE\:LUUDO/RFDO(GXFDWLRQ
$XWKRULW\ /($ 

 7KHWDEOHVKRZVWKHSHUFHQWDJHRISXSLOVDFKLHYLQJRUPRUH*&6(VDW$ &DW.H\
6WDJH

 0DMRUUHIRUPVLQWKHZD\.H\6WDJH *&6( SHUIRUPDQFHLVPHDVXUHGZHUH
LQWURGXFHGLQHJRQHFKDQJHZDVWKDWRQO\WKHUHVXOWVRIDSXSLO¶VILUVWDWWHPSWDW
D*&6(DUHQRZFRXQWHG7KLVDIIHFWVILJXUHVIURPRQZDUGVDQGLVWKHUHDVRQ
SHUIRUPDQFHGURSSHGVOLJKWO\EHWZHHQDQG

 ,QSXSLOVFRXOGDFKLHYHWKH(QJOLVKFRPSRQHQWRIWKLVZLWK$ &LQ(QJOLVK
ODQJXDJHRUOLWHUDWXUH,QSXSLOVKDGWRDFKLHYHDQG$ &LQ(QJOLVKODQJXDJH
DQGKDYHVDWDQ(QJOLVKOLWHUDWXUHH[DP7KHFKDQJHPHDQVDKLJKHUSURSRUWLRQRI
SXSLOVDFKLHYHWKHPHDVXUHDQGWKHUHIRUHUHVXOWVIRU)06DQGQRQ)60FDQQRWEH
FRPSDUHGWRSUHYLRXV\HDUV
Source: Local Authority Interactive Tool (LAIT) (DfE)
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7$%/(F

<281*3(23/(127,1('8&$7,21(03/2<0(172575$,1,1* 1((7 
%<:,55$/:$5'
:DUG
%HELQJWRQ
%LGVWRQDQG6W-DPHV
%LUNHQKHDGDQG7UDQPHUH
%URPERURXJK
&ODWWHUEULGJH
&ODXJKWRQ
(DVWKDP
*UHDVE\)UDQNE\DQG,UE\
+HVZDOO
+R\ODNHDQG0HROV
/HDVRZHDQG0RUHWRQ(DVW
/LVFDUG
0RUHWRQ:HVWDQG6DXJKDOO0DVVLH
1HZ%ULJKWRQ
2[WRQ
3HQVE\DQG7KLQJZDOO
3UHQWRQ
5RFN)HUU\
6HDFRPEH
8SWRQ
:DOODVH\
:HVW.LUE\DQG7KXUVWDVWRQ
%LUNHQKHDG&RQVWLWXHQF\
:DOODVH\&RQVWLWXHQF\
:LUUDO6RXWK&RQVWLWXHQF\
:LUUDO:HVW&RQVWLWXHQF\
:LUUDO

$JH

7RWDOV

























































































































1R

























































1RWHVDQG'HILQLWLRQV








 3HUFHQWDJHRI\RXQJSHRSOHDJHGZKRZHUHQRWLQHGXFDWLRQHPSOR\PHQWRU
WUDLQLQJLQ-XQH

 3OHDVHQRWHWKHGDWDLVEDVHGRQDFRXQWRIDFWXDO\RXQJSHRSOHZLWKQRDGMXVWPHQWIRU
\RXQJSHRSOHFDWHJRULVHGDV QRWNQRZQ 

 )LJXUHVOHVVWKDQKDYHEHHQVXSSUHVVHGIRUUHDVRQVRIFRQILGHQWLDOLW\









Source: Children & Young People’s Department, Wirral Council 
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7$%/(G

/22.('$)7(5&+,/'5(1%<:,55$/:$5'
:DUG
%HELQJWRQ
%LGVWRQDQG6W-DPHV
%LUNHQKHDGDQG7UDQPHUH
%URPERURXJK
&ODWWHUEULGJH
&ODXJKWRQ
(DVWKDP
*UHDVE\)UDQNE\DQG,UE\
+HVZDOO
+R\ODNHDQG0HROV
/HDVRZHDQG0RUHWRQ(DVW
/LVFDUG
0RUHWRQ:HVWDQG6DXJKDOO0DVVLH
1HZ%ULJKWRQ
2[WRQ
3HQVE\DQG7KLQJZDOO
3UHQWRQ
5RFN)HUU\
6HDFRPEH
8SWRQ
:DOODVH\
:HVW.LUE\DQG7KXUVWDVWRQ
%LUNHQKHDG&RQVWLWXHQF\
:DOODVH\&RQVWLWXHQF\
:LUUDO6RXWK&RQVWLWXHQF\
:LUUDO:HVW&RQVWLWXHQF\
:LUUDO
(QJODQG

1XPEHU

5DWHSHU


























































7KLVILJXUHLQFOXGHVFKLOGUHQRULJLQDOO\IURPRXWVLGH:LUUDOZKRZHUHSODFHGLQ:LUUDO


1RWHVDQG'HILQLWLRQV


&KLOGUHQDVVLJQHGWRZDUGZKHUHIDPLO\ZDVODVWUHVLGHQWSULRUWRFKLOGEHFRPLQJORRNHG
DIWHU


1XPEHUVIRU1RUWK:HVWDQG(QJODQGURXQGHGWRQHDUHVW1XPEHUVIRU:LUUDOZDUGV
ZLWKOHVVWKDQFDVHVKDYHEHHQVXSSUHVVHGIRUUHDVRQVRIFRQILGHQWLDOLW\


/RRNHGDIWHUFKLOGUHQLVGHILQHGDVFKLOGUHQEHWZHHQWKHDJHVRIDQG\HDUVZKRDUH
LQWKHFDUHRIWKH/RFDO$XWKRULW\

 5DWHVFDOFXODWHGXVLQJ:LUUDO216PLG\HDUSRSXODWLRQVIRUFKLOGUHQDJHGWR
\HDUV SHUSRSXODWLRQ 
Source: Wirral Council Children & Young People’s Team/DCSF Annual Statistical Return
(SSDA903)
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:DUG



%HELQJWRQ



%LGVWRQDQG6W-DPHV



%LUNHQKHDGDQG7UDQPHUH



%URPERURXJK



&ODWWHUEULGJH



&ODXJKWRQ



(DVWKDP



*UHDVE\)UDQNE\DQG,UE\



+HVZDOO



+R\ODNHDQG0HROV



/HDVRZHDQG0RUHWRQ(DVW



/LVFDUG



0RUHWRQ:HVWDQG6DXJKDOO0DVVLH



1HZ%ULJKWRQ



2[WRQ



3HQVE\DQG7KLQJZDOO



3UHQWRQ



5RFN)HUU\



6HDFRPEH



8SWRQ



:DOODVH\



:HVW.LUE\DQG7KXUVWDVWRQ



:LUUDO



1RUWK:HVW



(QJODQG




1RWHVDQG'HILQLWLRQV

 3HUFHQWDJHRIDOOGHSHQGHQWFKLOGUHQXQGHULQUHODWLYHSRYHUW\ OLYLQJLQKRXVHKROGV
ZKHUHLQFRPHLVOHVVWKDQSHUFHQWRIPHGLDQKRXVHKROGLQFRPHEHIRUHKRXVLQJ
FRVWV 

 $FWXDOPHDVXUHLVNQRZQDV&KLOGUHQLQ/RZ,QFRPH)DPLOLHV /RFDO0HDVXUH 


Source: Her Majesty’s Revenue and Customs (HMRC)
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:LUUDO
(QJODQG
<HDU
0DOH
)HPDOH
$OOSHUVRQV
0DOH
)HPDOH
$OOSHUVRQV

 
 
 
 
 
 

 
 
 
 
 
 

 
 

 
 
 

 
 
 
 
 
 

 
 
 
 
 
 

 
 
 
 
 
 

 
 
 











1RWHVDQG'HILQLWLRQV

 )LJXUHVDUHPHGLDQDQQXDOJURVVILJXUHV

 )LJXUHVDUHIRUDOOZRUNHUVUHJDUGOHVVRIZKHWKHUIXOORUSDUWWLPH7KLVFRQWULEXWHVWR
ORZHURYHUDOOILJXUHVIRUZRPHQEHFDXVHDVZHOODVHDUQLQJOHVVWKDQPHQZRPHQDUH
DOVRPRUHOLNHO\WREHLQSDUWWLPHZRUN


Source: NOMIS
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:DUG

1XPEHURI+RXVHKROGV

$YHUDJH+RXVHKROG
,QFRPH ¶V 





























%HELQJWRQ

%LGVWRQDQG6W-DPHV

%LUNHQKHDGDQG7UDQPHUH

%URPERURXJK

&ODWWHUEULGJH

&ODXJKWRQ

(DVWKDP

*UHDVE\)UDQNE\DQG,UE\

+HVZDOO

+R\ODNHDQG0HROV

/HDVRZHDQG0RUHWRQ(DVW

/LVFDUG

0RUHWRQ:HVWDQG6DXJKDOO0DVVLH

1HZ%ULJKWRQ

2[WRQ

3HQVE\DQG7KLQJZDOO

3UHQWRQ

5RFN)HUU\

6HDFRPEH

8SWRQ

:DOODVH\

:HVW.LUE\DQG7KXUVWDVWRQ

%LUNHQKHDG&RQVWLWXHQF\

:DOODVH\&RQVWLWXHQF\

:LUUDO6RXWK&RQVWLWXHQF\

:LUUDO:HVW&RQVWLWXHQF\

:LUUDO

(QJODQG


1RWHVDQG'HILQLWLRQV

 7KHILJXUHVLQWKLVWDEOHZHUHFDOFXODWHGXVLQJ0RVDLF3XEOLF6HFWRUHVWLPDWHVDQG
216SRSXODWLRQGDWD

 'XHWRFKDQJHVLQPHWKRGRORJ\WKHVHILJXUHVFDQQRWEHFRPSDUHGWRWKRVHSXEOLVKHGLQ
SUHYLRXVYHUVLRQV

Source: Mosaic Public Sector
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7$%/(K



&/$,0$17&2817180%(5$1'5$7(%<*(1'(5:$5'$1'
&2167,78(1&<0$<


0DOH
1XPEHU
%HELQJWRQ

%LGVWRQDQG6W-DPHV

%LUNHQKHDGDQG7UDQPHUH

%URPERURXJK

&ODWWHUEULGJH

&ODXJKWRQ

(DVWKDP

*UHDVE\)UDQNE\DQG,UE\

+HVZDOO

+R\ODNHDQG0HROV

/HDVRZHDQG0RUHWRQ(DVW

/LVFDUG

0RUHWRQ:HVWDQG6DXJKDOO0DVVLH

1HZ%ULJKWRQ

2[WRQ

3HQVE\DQG7KLQJZDOO

3UHQWRQ

5RFN)HUU\

6HDFRPEH

8SWRQ

:DOODVH\

:HVW.LUE\DQG7KXUVWDVWRQ

%LUNHQKHDG&RQVWLWXHQF\

:DOODVH\&RQVWLWXHQF\

6RXWK:LUUDO&RQVWLWXHQF\

:HVW:LUUDO&RQVWLWXHQF\

:LUUDO

1RUWK:HVW

(QJODQG

:DUG

)HPDOH
3HUVRQV

1XPEHU

7RWDO








































































































































 
 

 
 




1RWHVDQG'HILQLWLRQV


 )LJXUHVURXQGHGWRWKHQHDUHVWDQGPD\QRWSUHFLVHO\VXP
 7KH&ODLPDQW&RXQWPHDVXUHVWKHQXPEHURISHRSOHFODLPLQJEHQHILWSULQFLSDOO\IRUWKH
UHDVRQRIEHLQJXQHPSOR\HG7KH&ODLPDQW&RXQWLQFOXGHVDOORXWRIZRUN8QLYHUVDO
&UHGLWFODLPDQWVDVZHOODVDOO-RE6HHNHU¶V$OORZDQFH -6$ FODLPDQWV
 ,GHDOO\RQO\WKRVH8QLYHUVDO&UHGLWFODLPDQWVZKRDUHRXWRIZRUNDQGUHTXLUHGWRVHHN
ZRUNshouldEHLQFOXGHGLQWKH&ODLPDQW&RXQWEXWLWLVQRWFXUUHQWO\SRVVLEOHWRSURGXFH
ILJXUHVRQWKLVEDVLV7KH&ODLPDQW&RXQWWKHUHIRUHFXUUHQWO\LQFOXGHVVRPHFODLPDQWVRI
8QLYHUVDO&UHGLWZKRDUHQRWUHTXLUHGWRORRNIRUZRUNIRUH[DPSOHGXHWRLOOQHVVRU
GLVDELOLW\7KH&ODLPDQW&RXQWDOVRLQFOXGHVSHRSOHZKRGRQRWUHFHLYHSD\PHQW)RU
H[DPSOHVRPHFODLPDQWVZLOOKDYHKDGWKHLUEHQHILWVVWRSSHGIRUDOLPLWHGSHULRGRIWLPH
E\-REFHQWUH3OXV6RPHSHRSOHFODLP-6$LQRUGHUWRUHFHLYH1DWLRQDO,QVXUDQFH
&UHGLWVRQO\
Source: NOMIS
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0D\
0D\
0D\
0D\
0D\
0D\
0D\
0D\
0D\
0D\
0D\

7LPH
3HULRG
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1XPEHU

























(6$ ,QFDSDFLW\
%HQHILW
1XPEHU














/RQH3DUHQWV













1XPEHU

























2WKHULQFRPHUHODWHG
EHQHILWV

1XPEHU

























7RWDONH\RXWRIZRUN
EHQHILWV

7$%/(L

Source: NOMIS

 7KLVWDEOHLQFOXGHVGDWDVHWVWKDWDUHQRORQJHUDYDLODEOH GXHWRWKHLQWURGXFWLRQRI8QLYHUVDO&UHGLWDQGSHRSOHPRYLQJIURP-6$DQGRWKHUEHQHILWV
WR8QLYHUVDO&UHGLW $VLWFDQQRWEHXSGDWHGWKLVZLOOEHWKHODVWWLPHLWDSSHDUVLQWKH:LUUDO6WDWLVWLFDO&RPSHQGLXP
 6RPHWRWDOVPD\QRWH[DFWO\VXPGXHWRURXQGLQJ ILJXUHVURXQGHGWRQHDUHVW 
 &ODLPDQWVDUHDVVLJQHGWRDJURXSDFFRUGLQJWRWKHKLJKHVWDPRXQWRIEHQHILWWKH\UHFHLYH7KXVDSHUVRQZKRLVDORQHSDUHQWDQGUHFHLYHV(6$
ZRXOGEHFODVVLILHGDV(6$only EHFDXVH(6$LVPRUH &RQVHTXHQWO\WKHORQHSDUHQWJURXSZLOOQRWFRQWDLQDOOORQHSDUHQWVDVVRPHZLOOEH
LQFOXGHGLQWKHRWKHUJURXSV
 7KHDJHDWZKLFKZRPHQUHDFK6WDWH3HQVLRQDJHLVJUDGXDOO\LQFUHDVLQJIURPWREHWZHHQ$SULODQG$SULO7KURXJKRXWWKLVSHULRG
RQO\ZRPHQbelow 6WDWH3HQVLRQDJHDUHFRXQWHGDVZRUNLQJDJHEHQHILWFODLPDQWV
 (PSOR\PHQW 6XSSRUW$OORZDQFHRU(6$ZDVIRUPHUO\NQRZQDV,QFDSDFLW\%HQHILW ,% SULRUWR-DQXDU\6RPHFODLPDQWVVWLOOUHFHLYH
,QFDSDFLW\%HQHILWDQGRU6HYHUH'LVDEOHPHQW$OORZDQFH GXHWREHLQJQHDUSHQVLRQDEOHDJHRUGXHWRQRWKDYLQJEHHQDVVHVVHGDQGPRYHGRQWR
(6$\HW (6$ DQG,QFDSDFLW\%HQHILWV DUHSDLGWRSHRSOHDJHGEHWZHHQDQGZKRFDQQRWZRUNGXHWRLOOQHVVDQGGLVDELOLW\
 3HUFHQWDJHVFDOFXODWHGXVLQJ0LG\HDUHVWLPDWHVIRUZRUNLQJDJHSRSXODWLRQ



1RWHVDQG'HILQLWLRQV

1XPEHU












-RE6HHNHUV
$OORZDQFH 

.(<2872):25.%(1(),76%<7<3(2)%(1(),7180%(56$1'5$7(6:,55$/0$<720$<
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7$%/(M

Page 24
&RQVWLWXHQF\
:LUUDO6RXWK
%LUNHQKHDG
%LUNHQKHDG
:LUUDO6RXWK
:LUUDO6RXWK
%LUNHQKHDG
:LUUDO6RXWK
:LUUDO:HVW
:LUUDO6RXWK
:LUUDO:HVW
:DOODVH\
:DOODVH\
:DOODVH\
:DOODVH\
%LUNHQKHDG
:LUUDO:HVW
%LUNHQKHDG
%LUNHQKHDG
:DOODVH\
:LUUDO:HVW
:DOODVH\
:LUUDO:HVW
:LUUDO

:DUG

%HELQJWRQ
%LGVWRQDQG6W-DPHV
%LUNHQKHDGDQG7UDQPHUH
%URPERURXJK
&ODWWHUEULGJH
&ODXJKWRQ
(DVWKDP
*UHDVE\)UDQNE\DQG,UE\
+HVZDOO
+R\ODNHDQG0HROV
/HDVRZHDQG0RUHWRQ(DVW
/LVFDUG
0RUHWRQ:HVWDQG6DXJKDOO0DVVLH
1HZ%ULJKWRQ
2[WRQ
3HQVE\DQG7KLQJZDOO
3UHQWRQ
5RFN)HUU\
6HDFRPEH
8SWRQ
:DOODVH\
:HVW.LUE\DQG7KXUVWDVWRQ
7RWDO

Page 119 of 227

1HUYRXV
5HVSLUDWRU\ 0XVFXOR
,QMXU\
2WKHU
V\VWHP
RU&LUFXODWRU\ VNHOHWDO SRLVRQLQJ

















































































































 

























7RWDO

Source: NOMIS

 7DEOHVKRZV(PSOR\PHQW 6XSSRUW$OORZDQFHRU(6$ ZKLFKUHSODFHG,QFDSDFLW\%HQHILWLQ-DQXDU\ SOXVWKRVHVWLOORQ,QFDSDFLW\%HQHILWDQG
6HYHUH'LVDEOHPHQW$OORZDQFH GXHWRQRW\HWKDYLQJEHHQDVVHVVHGDQGPRYHGRQWR(6$ 
 7KHVHEHQHILWVDUHSDLGWRSHRSOHDJHGEHWZHHQ (6$ RU ,%6'$ ZKRFDQQRWZRUNGXHWRLOOQHVVDQGGLVDELOLW\
 'LVFUHSDQF\LQWRWDOVEHWZHHQ7DEOHLDQGMGXHWRLVKRZLQJZRUNLQJDJHFODLPDQWVRQO\ 7DEOHMVKRZV,%6'$FODLPDQWVRIallDJHV 



1RWHVDQG'HILQLWLRQV

0HQWDO
FRQGLWLRQV
























180%(52)(03/2<0(176833257$//2:$1&( (6$  ,1&$3$&,7<6(9(5(',6$%/(0(17$//2:$1&(&/$,0$176%<
&21',7,21$1':$5'2)5(6,'(1&(0$<



6(&7,21:,'(5'(7(50,1$1762)+($/7+

Wirral Compendium of Statistics 2017

Wirral Compendium of Statistics 2017

6(&7,21:,'(5'(7(50,1$1762)+($/7+





7$%/(N

+286(+2/'6:,7+12$&&(6672$9(+,&/(%<:,55$/:$5'

:DUG
%HELQJWRQ
%LGVWRQDQG6W-DPHV
%LUNHQKHDGDQG7UDQPHUH
%URPERURXJK
&ODWWHUEULGJH
&ODXJKWRQ
(DVWKDP
*UHDVE\)UDQNE\DQG,UE\
+HVZDOO
+R\ODNHDQG0HROV
/HDVRZHDQG0RUHWRQ(DVW
/LVFDUG
0RUHWRQ:HVWDQG6DXJKDOO0DVVLH
1HZ%ULJKWRQ
2[WRQ
3HQVE\DQG7KLQJZDOO
3UHQWRQ
5RFN)HUU\
6HDFRPEH
8SWRQ
:DOODVH\
:HVW.LUE\DQG7KXUVWDVWRQ
%LUNHQKHDG
:DOODVH\
:LUUDO6RXWK
:LUUDO:HVW

1RFDUVRUYDQV
LQKRXVHKROG

+RXVHKROGV
























































3HUFHQWDJH  




























:LUUDO

1RWHVDQG'HILQLWLRQV

 7KLVWDEOHVKRZVWKHSURSRUWLRQRIKRXVHKROGVZKRLQGLFDWHGLQWKH&HQVXVWKDWWKHLU
KRXVHKROGKDGQRDFFHVVWRDYHKLFOH


Source: Census 2011, via NOMIS
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7$%/(O

$17,62&,$/%(+$9,285 $6% %<:,55$/:$5' 180%(5$1'5$7( 

:DUG
1R$6%LQFLGHQWV
5DWHSHUSRSXODWLRQ
%HELQJWRQ


%LGVWRQDQG6W-DPHV


%LUNHQKHDGDQG7UDQPHUH


%URPERURXJK


&ODWWHUEULGJH


&ODXJKWRQ


(DVWKDP


*UHDVE\)UDQNE\DQG,UE\


+HVZDOO


+R\ODNHDQG0HROV


/HDVRZHDQG0RUHWRQ(DVW


/LVFDUG


0RUHWRQ:HVWDQG6DXJKDOO0DVVLH


1HZ%ULJKWRQ


2[WRQ


3HQVE\DQG7KLQJZDOO


3UHQWRQ


5RFN)HUU\


6HDFRPEH


8SWRQ


:DOODVH\


:HVW.LUE\DQG7KXUVWDVWRQ


%LUNHQKHDG&RQVWLWXHQF\


:DOODVH\&RQVWLWXHQF\


:LUUDO6RXWK&RQVWLWXHQF\


:LUUDO:HVW&RQVWLWXHQF\


:LUUDO



1RWHVDQG'HILQLWLRQV

 1XPEHUVDUHIRUWKHFDOHQGDU\HDURI

 1XPEHUVDUHLQFLGHQWVRI$QWL6RFLDO%HKDYLRXU $6% UHSRUWHGWR0HUVH\VLGH3ROLFH

 5DWHVFDOFXODWHGXVLQJ216PLG\HDUSRSXODWLRQHVWLPDWHVDVGHQRPLQDWRU PLG
\HDUHVWLPDWHVQRWDYDLODEOHE\ZDUGDWWLPHRIJRLQJWRSULQW 

Source: Police UK
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7$%/(P

75(1',1'20(67,&$%86(5$7(6:,55$/1257+:(67$1'(1*/$1'72


5DWHSHU
<HDU
:LUUDO
1RUWK:HVW
(QJODQG

























1RWHVDQG'HILQLWLRQV

 'RPHVWLF$EXVHLVGHILQHGDVDQ\LQFLGHQWRUSDWWHUQRILQFLGHQWVRIFRQWUROOLQJFRHUFLYHRU
WKUHDWHQLQJEHKDYLRXUYLROHQFHRUDEXVHEHWZHHQWKRVHDJHGRURYHUZKRDUHRUKDYH
EHHQLQWLPDWHSDUWQHUVRUIDPLO\PHPEHU,WFDQLQFOXGHSV\FKRORJLFDOSK\VLFDOVH[XDO
ILQDQFLDORUHPRWLRQDODEXVH +RPH2IILFH 

 )LJXUHVIRUGRPHVWLFDEXVHLQFLGHQWVLQSUHYLRXV\HDUVZHUHQRWVSOLWLQWRLQFLGHQWVDQG
FULPHVEXWFRQWDLQHGDOOLQFLGHQWVUHJDUGOHVVRIZKHWKHUWKH\ZHUHWUHDWHGDVDFULPHRUQRW
7KHODWHVWILJXUHVLQWKLVLQGLFDWRULQFOXGHWKHQHZPHWKRGRORJ\ZKLFKFDSWXUHVGDWDUHODWLQJ
WRWKHQHZFDWHJRULHVRIDOOGRPHVWLFDEXVHUHODWHGFULPHVDQGGRPHVWLFDEXVHUHODWHG
LQFLGHQWV7KHVHILJXUHVDUHQRWFRPSDUDEOHZLWKGDWDUHOHDVHGLQSUHYLRXV\HDUV

 :LUUDOILJXUHVDUHWDNHQIURPWKHDUHDFRYHUHGE\0HUVH\VLGH3ROLFH

Source: Public Health Outcomes Framework, Public Health England (PHE)
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7$%/(Q

75(1'2)1(:':(//,1*6&203/(7(',1:,55$/72

:LUUDO
3HULRG
(QJODQG5DWH  
1XPEHU
5DWH  





















1RWHVDQG'HILQLWLRQV

 7KLVWDEOHVKRZVWKHQXPEHURIQHZGZHOOLQJVDQGQHZGZHOOLQJVDVDSHUFHQWDJHRIDOO
GZHOOLQJV
Source: LGInform
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7$%/(S

,1'(;2)08/7,3/('(35,9$7,21%<:,55$/:$5'

,QFRPH
:DUG
,0'
(PSOR\PHQW
6FRUH
6FRUH
:DUG
5DQNLQJ &RQVWLWXHQF\
6FRUH  
1DWLRQDO 

:LUUDO 
%LUNHQKHDGDQG7UDQPHUH
%LGVWRQDQG6W-DPHV
6HDFRPEH
5RFN)HUU\
/HDVRZHDQG0RUHWRQ(DVW
/LVFDUG
&ODXJKWRQ
8SWRQ
1HZ%ULJKWRQ
%URPERURXJK
0RUHWRQ:HVW 6DXJKDOO
0DVVLH
3UHQWRQ
2[WRQ
(DVWKDP
%HELQJWRQ
3HQVE\DQG7KLQJZDOO
:DOODVH\
+R\ODNHDQG0HROV
&ODWWHUEULGJH
:HVW.LUE\DQG7KXUVWDVWRQ
*UHDVE\)UDQNE\DQG,UE\
+HVZDOO
:LUUDO












%LUNHQKHDG
%LUNHQKHDG
:DOODVH\
%LUNHQKHDG
:DOODVH\
:DOODVH\
%LUNHQKHDG
:LUUDO:HVW
:DOODVH\
:LUUDO6RXWK




































:DOODVH\




















%LUNHQKHDG
%LUNHQKHDG
:LUUDO6RXWK
:LUUDO6RXWK
:LUUDO:HVW
:DOODVH\
:LUUDO:HVW
:LUUDO6RXWK
:LUUDO:HVW
:LUUDO:HVW
:LUUDO6RXWK











































1RWHVDQG'HILQLWLRQV

 7KH,QGH[RI0XOWLSOH'HSULYDWLRQ  LVWKHPRVWUHFHQWPHDVXUHRIGHSULYDWLRQLQ
(QJODQG
 :LUUDORYHUDOOZDVUDQNHGWKRIDOOORFDODXWKRULWLHVLQ(QJODQGRQWKH,0' LVPRVW
GHSULYHGOHDVWGHSULYHG 
 :DUG5DQNLQJ :LUUDO VKRZV:LUUDOZDUGVUDQNHGDJDLQVWHDFKRWKHU LVPRVWGHSULYHG
LVOHDVWGHSULYHG 
 ,QFRPHGHSULYDWLRQLVDPHDVXUHRIWKHSURSRUWLRQRIIDPLOLHVRQYHU\ORZLQFRPHVZKHWKHU
WKH\DUHLQRURXWRIZRUN7KHVFRUHVLQWKH,QFRPHDQG(PSOR\PHQW'RPDLQVDUHDFWXDOO\
UDWHV SHUFHQWDJHV 6RIRUH[DPSOHDVFRUHRILQ%LUNHQKHDG 7UDQPHUHLQGLFDWHV
WKDWRIUHVLGHQWVLQWKDW/62$DUHLQFRPHGHSULYHG
 7KH(QJOLVK,QGLFHVRI'HSULYDWLRQ  DUHDYDLODEOHDW
KWWSVZZZJRYXNJRYHUQPHQWVWDWLVWLFVHQJOLVKLQGLFHVRIGHSULYDWLRQ
 7KH,0'ZDVODVWFDOFXODWHG E\WKH'HSDUWPHQWIRU&RPPXQLWLHVDQG/RFDO*RYHUQPHQW LQ
DQGLVXVXDOO\XSGDWHGHYHU\\HDUV


Source: Department for Communities and Local Government (DCLG)
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7$%/(T

(67,0$7('180%(52)+286(+2/'6,1)8(/329(57<%<:,55$/:$5'


:DUG
%HELQJWRQ
%LGVWRQDQG6W-DPHV
%LUNHQKHDGDQG7UDQPHUH
%URPERURXJK
&ODWWHUEULGJH
&ODXJKWRQ
(DVWKDP
*UHDVE\)UDQNE\DQG,UE\
+HVZDOO
+R\ODNHDQG0HROV
/HDVRZHDQG0RUHWRQ(DVW
/LVFDUG
0RUHWRQ:HVWDQG6DXJKDOO
0DVVLH
1HZ%ULJKWRQ
2[WRQ
3HQVE\DQG7KLQJZDOO
3UHQWRQ
5RFN)HUU\
6HDFRPEH
8SWRQ
:DOODVH\
:HVW.LUE\DQG7KXUVWDVWRQ
%LUNHQKHDG&RQVWLWXHQF\
:DOODVH\&RQVWLWXHQF\
:LUUDO6RXWK&RQVWLWXHQF\
:LUUDO:HVW&RQVWLWXHQF\
:LUUDO
1RUWK:HVW
(QJODQG

(VWLPDWHGQXPEHU
RIKRXVHKROGVLQ
IXHOSRYHUW\













(VWLPDWHGQXPEHU
RIKRXVHKROGVLQ
ZDUG













3HUFHQWDJHRI
KRXVHKROGVLQ
IXHOSRYHUW\  









































































1RWHVDQG'HILQLWLRQV


 +RXVHKROGDQGIXHOSRYHUW\QXPEHUVDWUHJLRQOHYHOFRPHIURPWKHQDWLRQDOIXHOSRYHUW\
VWDWLVWLFV
 :DUGOHYHOGDWDKDVEHHQDJJUHJDWHGXSIURP/62$OHYHODQGPD\QRWEHIXOO\DFFXUDWH
 0RUHGHWDLOHGLQIRUPDWLRQRQWKHPHWKRGRORJ\XVHGWRPRGHOIXHOSRYHUW\UDWHVLVDYDLODEOH
RQWKH'(&&ZHEVLWHDWKWWSZZZGHFFJRYXN

Page 124
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7$%/(U


3523257,212)3(23/($*('29(5<($56/,9,1*$/21(%<:,55$/
:$5'

$OO3HUVRQV$JHG
:DUG
%HELQJWRQ
%LGVWRQDQG6W-DPHV
%LUNHQKHDGDQG7UDQPHUH
%URPERURXJK
&ODWWHUEULGJH
&ODXJKWRQ
(DVWKDP
*UHDVE\)UDQNE\DQG,UE\
+HVZDOO
+R\ODNHDQG0HROV
/HDVRZHDQG0RUHWRQ(DVW
/LVFDUG
0RUHWRQ:HVWDQG6DXJKDOO0DVVLH
1HZ%ULJKWRQ
2[WRQ
3HQVE\DQG7KLQJZDOO
3UHQWRQ
5RFN)HUU\
6HDFRPEH
8SWRQ
:DOODVH\
:HVW.LUE\DQG7KXUVWDVWRQ
%LUNHQKHDG&RQVWLWXHQF\
:DOODVH\&RQVWLWXHQF\
6RXWK:LUUDO&RQVWLWXHQF\
:HVW:LUUDO&RQVWLWXHQF\
:LUUDO
1RUWK:HVW
(QJODQG

3RSXODWLRQ






























1XPEHUV
/LYLQJ$ORQH

3HUFHQWDJH
/LYLQJ$ORQH






























































1RWHVDQG'HILQLWLRQV


 /LYLQJDORQHLVGHILQHGDVKRXVHKROGVZKLFKFRQVLVWRIRQHSHUVRQOLYLQJDORQHRUDJURXSRI
SHRSOH QRWUHODWHG OLYLQJDWWKHVDPHDGGUHVVVKDULQJFRRNLQJIDFLOLWLHVDQGDOLYLQJURRP
VLWWLQJURRPRUGLQLQJDUHD

 $KRXVHKROGPXVWFRQWDLQDWOHDVWRQHSHUVRQZKRVHSODFHRIXVXDOUHVLGHQFHLVDWWKH
DGGUHVV$JURXSRIVKRUWWHUPUHVLGHQWVOLYLQJWRJHWKHULVQRWFODVVLILHGDVDKRXVHKROG
QHLWKHULVDJURXSRISHRSOHDWDQDGGUHVVZKHUHRQO\YLVLWRUVDUHVWD\LQJ
Source: Census, 2011 (via ONS)
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7$%/(D

75(1'6,1%5($67)((',1*,1,7,$7,21$1':((.65$7(6:,55$/
72
<HDU

:LUUDO
,QLWLDWLRQ
ZHHNV

















1RUWK:HVW
,QLWLDWLRQ
ZHHNV

(QJODQG
,QLWLDWLRQ ZHHNV











































1RWHVDQG'HILQLWLRQV

 %UHDVWIHHGLQJLQLWLDWLRQLVGHILQHGDVDPRWKHUJLYLQJDQ\EUHDVWPLON LQFOXGLQJH[SUHVVHG
PLON LQWKHILUVWKRXUV

 'XHWRFKDQJHVLQWKHPHWKRGRORJ\ILJXUHVIRUEUHDVWIHHGLQJDWZHHNVFDQQRW
EHFRPSDUHGZLWKSUHYLRXV\HDUV)RUIXUWKHUGHWDLOVSOHDVHVHH
KWWSZZZSKRXWFRPHVLQIR

 6RPHILJXUHVDUHPLVVLQJIRU:LUUDO(QJODQGDQG1RUWK:HVW7KLVLVGXHWRLQFRPSOHWHGDWD
VXEPLWWHG

Source: Public Health Outcomes Framework,Public Health England (PHE)
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7$%/(E

75(1',1602.,1*$77,0(2)'(/,9(5<:,55$/72
<HDU
:LUUDO
1RUWK:HVW
(QJODQG




























 



 



 




1RWHVDQG'HILQLWLRQV

 )URPWRGDWHVPRNLQJDWWKHWLPHRIGHOLYHU\ 6$72' GDWDIRU:LUUDOKDVQRW
EHHQSXEOLVKHGLQWKH3XEOLF+HDOWK2XWFRPHV)UDPHZRUNGXHWRSRRUGDWDTXDOLW\
$VWHULVNLQWDEOH LQGLFDWHVWKDWWKLVYDOXHZDVQRWSXEOLVKHGQDWLRQDOO\IRUWKLVUHDVRQ

 )LJXUHVVKRZWKHQXPEHURIZRPHQZKRVPRNHGDWWLPHRIGHOLYHU\SHUPDWHUQLWLHV

Source: Public Health Outcomes Framework, Public Health England (PHE)
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7$%/(F

'(17$/'(&$<,1<($52/'&+,/'5(1:,7+&21),'(1&(,17(59$/6
:,55$/

'HFD\HG0LVVLQJRU)LOOHG7HHWK
'0)7 
$UHDRI
5HVLGHQFH

1XPEHURI
&KLOGUHQ
([DPLQHG

'0)7

&RQILGHQFH
,QWHUYDOV
/RZHU
/LPLW

$YHUDJH
'0)7

&DUH
,QGH[

8SSHU
/LPLW

:LUUDO






1RUWK:HVW






(QJODQG







1RWHVDQG'HILQLWLRQV

 'HFD\HG0LVVLQJRU)LOOHG7HHWK '0)7 VKRZVWKHSHUFHQWDJHRI\HDUROGVZLWKGHFD\HG
PLVVLQJRUILOOHGWHHWK '0)7 ZLWK&RQILGHQFH,QWHUYDOV

 7KH$YHUDJH'0)7VKRZVWKHDYHUDJHQXPEHURIGHFD\HGPLVVLQJDQGILOOHGWHHWKSHUFKLOG

 7KH&DUH,QGH[VKRZVWKHSURSRUWLRQRIWHHWKZLWKGHFD\WKDWZHUHWUHDWHGE\ILOOLQJ,WLV
XVHGWRPHDVXUHWKHH[WHQWWRZKLFKGHQWDOGHFD\KDVEHHQVXFFHVVIXOO\WUHDWHG

 7KHLQIRUPDWLRQLVEDVHGRQILQGLQJVRIWKHRUDOKHDOWKVXUYH\SURJUDPPHXQGHUWDNHQE\WKH
1DWLRQDO'HQWDO(SLGHPLRORJ\3URJUDPPHIRU(QJODQGLQZKLFKH[DPLQHVDVPDOO
QXPEHURIUHSUHVHQWDWLYHFKLOGUHQ


Source: Oral Health Profile Public Health England (PHE)
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ZLWK
KHLJKWDQG
ZHLJKW
UHFRUGHG
XQGHU
ZHLJKW


KHDOWK\
ZHLJKW

5HFHSWLRQ<HDU
RYHU
ZHLJKW
REHVH

ZLWK
KHLJKWDQG
ZHLJKW
UHFRUGHG

XQGHU
ZHLJKW




KHDOWK\
ZHLJKW

<HDU




REHVH

7$%/(G

RYHU
ZHLJKW



:LUUDO










1RUWK:HVW










(QJODQG











1RWHVDQG'HILQLWLRQV

 7KLVGDWDLVXVHGE\WKH3XEOLF+HDOWK2XWFRPHV)UDPHZRUN ,QGLFDWRUVLDQGLL 

 )LJXUHVDUHEDVHGRQWKHSHUFHQWDJHRISULPDU\VFKRRODJHFKLOGUHQLQWKHLU5HFHSWLRQ<HDU DJHG\HDUV DQG<HDU DJHG\HDUV 
GHILQHGE\WKHFDWHJRULHVDERYHLQWKHVFKRRO\HDU

 1,&(JXLGHOLQHVGHILQHFKLOGUHQDVRYHUZHLJKWLIWKHLU%RG\0DVV,QGH[ %0, LVPRUHWKDQRUHTXDOWRWKHWKSHUFHQWLOHEXWOHVVWKDQWKHWK
SHUFHQWLOH&KLOGUHQZLWKD%0,RYHUWKHWKSHUFHQWLOHDUHGHILQHGDVREHVH WKLVPHDQVWKDWWKH\DUHKHDYLHUWKDQRIRWKHUFKLOGUHQRIWKH
VDPHKHLJKWDJHDQGJHQGHU 

 GHQRWHVGDWDTXDOLW\LVVXHVIRUWKHVHSHULRGV

$UHDRI
5HVLGHQFH


:(,*+767$7862)35,0$5<6&+22/&+,/'5(1 $*('$1' :,55$/


6(&7,21+($/7+,03529(0(17

Page 129 of 227

Source: National Child Measurement Programme (NCMP), Public Health England (PHE)






Wirral Compendium of Statistics 2017

Wirral Compendium of Statistics 2017

6(&7,21+($/7+,03529(0(17







7$%/(H


(67,0$7('35(9$/(1&(2)29(5:(,*+7$1'2%(6,7<$021*
$'8/76:,55$/

$UHDRI5HVLGHQFH
:LUUDO
1RUWK:HVW
(QJODQG

2YHUZHLJKW

2EHVH





7RWDO
([FHVV:HLJKW










1RWHVDQG'HILQLWLRQV

 2YHUZHLJKW%0,JUHDWHUWKDQRUHTXDOWREXWOHVVWKDQNJP2EHVH%0,
JUHDWHUWKDQRUHTXDOWRNJP

 7KHGDWDLVEDVHGRQDQDYHUDJHVDPSOHRIDGXOWVDJHG\HDUVVDPSOHG
E\WKH$FWLYH3HRSOH¶V6XUYH\ 1%$YHUDJHVDPSOHVL]HRILVIRUORZHUWLHU
ORFDODXWKRULWLHV 

 7KHGDWDFRYHUVWKHSHULRGIURPPLG-DQXDU\WRPLG-DQXDU\

Source: Active People Survey, Sport England
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3523257,212)602.(5668&&(66)8//<48,77,1*$)7(5)285
:((.6:,55$/72

7LPH3HULRG

















1XPEHUV2I4XLW
'DWHV6HW

















1XPEHUV2I
&OLHQWV4XLWWLQJ
$IWHU:HHNV

















4XLW5DWH


















1RWHVDQG'HILQLWLRQV

 $FOLHQWLVFRXQWHGDVKDYLQJVXFFHVVIXOO\TXLWVPRNLQJDWWKHZHHNIROORZ
XSLIKHVKHKDVQRWVPRNHGDWDOOGXULQJWKHZHHNVIROORZLQJWKHTXLW
GDWH7KLVLVEDVHGRQVHOIUHSRUWHGVPRNLQJVWDWXVE\FOLHQWVEXWSURSRUWLRQ
RITXLWVDUHFRQILUPHGZLWK&DUERQ0RQR[LGHUHDGLQJV

 )LJXUHVDUHFDOFXODWHGDVDSURSRUWLRQRIFOLHQWVZKRKDYHVHWDTXLWGDWH

 )LJXUHVSUHVHQWHGKHUHDUHTXLWDWWHPSWVQRWFOLHQWV&OLHQWVPD\DWWHPSWWR
VWRSVPRNLQJVHYHUDOWLPHVGXULQJDQ\JLYHQ\HDUDQGVRPD\EHFRXQWHG
PRUHWKDQRQFH

Source: NHS Digital
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7$%/(J


,1',&$72562)$/&2+2/5(/$7('+$50:,55$/

7LPH
UDQJH





:LUUDO

,QGLFDWRU
<HDUVRIOLIHORVW PDOHV 
<HDUVRIOLIHORVW IHPDOHV 
$OFRKROVSHFLILFPRUWDOLW\ PDOHV 
$OFRKROVSHFLILFPRUWDOLW\
IHPDOHV 
$GPLVVLRQHSLVRGHVIRUDOFRKRO
VSHFLILFFRQGLWLRQV PDOHV 
$GPLVVLRQHSLVRGHVIRUDOFRKRO
VSHFLILFFRQGLWLRQV IHPDOHV 

1XPEHU 5DWH
 


 

1RUWK
(QJODQG
:HVW












  
















1RWHVDQG'HILQLWLRQV

 'XHWRFKDQJHVLQWKH/RFDO$OFRKRO3URILOHVIRU(QJODQGLQGLFDWRUVLQFOXGHGLQ
SUHYLRXVFRPSHQGLXPVKDYHEHHQUHPRYHGDQGRUFKDQJHG

 5DWHVIRUDOOLQGLFDWRUVDUHDGLUHFWO\DJHVWDQGDUGLVHGUDWHSHUSRSXODWLRQ
Source: Local Alcohol Profiles for England, Public Health England (PHE)
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7$%/(K


$/&2+2/5(/$7('$ ($77(1'$1&(6:,55$/ <($56
322/(' 

:LUUDO
1XPEHU
5DWHSHU

$OFRKROUHODWHG
DVVDXOW



$OFRKROUHODWHG
GHOLEHUDWHVHOIKDUP

$OODOFRKROUHODWHG
LQMXU\








 7KLVGDWDUHODWHVWRDOFRKROUHODWHG$ (DWWHQGDQFHVZKHUHLQMXU\ZDVVXVWDLQHG
EHWZHHQ$SULODQG0DUFK

 5DWHVKDYHEHHQFDOFXODWHGXVLQJ216PLGSRSXODWLRQHVWLPDWHV
Source: Trauma & Injury Intelligence Group (TIIG), Liverpool John Moores University
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 3HUFHQWDJHRIRWKHUGUXJXVHUV QRQRSLDWHV ZKRVXFFHVVIXOO\OHIWGUXJWUHDWPHQWDQGGLGQRWWKHQUHSUHVHQWWRWUHDWPHQWZLWKLQPRQWKVDV
DSHUFHQWDJHRIWKHWRWDOQXPEHURIXVHUVRIRWKHUGUXJVLQWUHDWPHQW

 3HUFHQWDJHRIRSLDWHXVHUVZKRVXFFHVVIXOO\OHIWGUXJWUHDWPHQW IUHHRIGUXJ V RIGHSHQGHQFH DQGGLGQRWWKHQUHSUHVHQWWRWUHDWPHQW
ZLWKLQPRQWKVDVDSHUFHQWDJHRIWKHWRWDOQXPEHURIRSLDWHXVHUVLQWUHDWPHQW

1RWHVDQG'HILQLWLRQV


75(1',168&&(66)8/&203/(7,2162)'58* $/&2+2/75($70(17,1:,55$/1257+:(67 (1*/$1'
72

:LUUDO
1RUWK:HVW
(QJODQG
<HDU
2SLDWHV 1RQRSLDWHV $OFRKRO
2SLDWHV 1RQRSLDWHV $OFRKRO
2SLDWHV 1RQRSLDWHV $OFRKRO
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Source: Public Health Outcomes Framework, Public Health England (PHE)

 $OOILJXUHVUHODWHWRSRSXODWLRQVDJHG\HDUV

 3HUFHQWDJHRIDOFRKROXVHUVZKRVXFFHVVIXOO\OHIWDOFRKROWUHDWPHQW IUHHRIGHSHQGHQFH ZKRGLGQRWWKHQUHSUHVHQWWRWUHDWPHQWZLWKLQ
PRQWKVDVDSHUFHQWDJHRIWKHWRWDOQXPEHURIDOFRKROXVHUVLQWUHDWPHQW
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7$%/(M


6(/)5(3257(':(//%(,1*, :,55$/1257+:(67 (1*/$1'

/LIH6DWLVIDFWLRQ2YHUDOOKRZVDWLVILHGDUH\RXZLWK\RXUOLIHQRZDGD\V"

/RZ  
:LUUDO
1RUWK:HVW
(QJODQG

3URSRUWLRQRISHRSOHVFRULQJHDFKFDWHJRU\  
0HGLXP  
+LJK  
9HU\+LJK  














:RUWKZKLOH2YHUDOOWRZKDWH[WHQWGR\RXIHHOWKHWKLQJV\RXGRLQ\RXUOLIHDUH
ZRUWKZKLOH"

/RZ  
:LUUDO
1RUWK:HVW
(QJODQG



3URSRUWLRQRISHRSOHVFRULQJHDFKFDWHJRU\  
0HGLXP  
+LJK  
9HU\+LJK  













+DSSLQHVV2YHUDOOKRZKDSS\GLG\RXIHHO\HVWHUGD\"


:LUUDO
1RUWK:HVW
(QJODQG



3URSRUWLRQRISHRSOHVFRULQJHDFKFDWHJRU\  
/RZ  
0HGLXP  
+LJK  
9HU\+LJK  













$Q[LHW\2YHUDOOKRZDQ[LRXVGLG\RXIHHO\HVWHUGD\"

3URSRUWLRQRISHRSOHVFRULQJHDFKFDWHJRU\  
9HU\/RZ  
/RZ  
0HGLXP  
+LJK  













:LUUDO
1RUWK:HVW
(QJODQG

1RWHVDQG'HILQLWLRQV

 7KLVGDWDLVIURPWKH$QQXDO3RSXODWLRQ6XUYH\ 216 

 $OOHVWLPDWHVDUHZHLJKWHG SOHDVHVHH216ZHEVLWHIRUIXOOGHWDLOVZZZRQVJRYXN 

 (VWLPDWHVPD\QRWDGGWRGXHWRURXQGLQJ

 (VWLPDWHVIRUKDYHEHHQZHLJKWHGXVLQJSRSXODWLRQWRWDOVIURPWKHFHQVXV
(VWLPDWHVIURPSUHYLRXV\HDUVZHUHZHLJKWHGWRSRSXODWLRQWRWDOVIURPWKHFHQVXV7KLV
GLIIHUHQFHPD\LPSDFWHVWLPDWHVEXWLWLVLPSRVVLEOHWRTXDQWLI\DQGLVOLNHO\WREHVPDOO

 

Source: Office for National Statistics (ONS)
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7$%/(N

5$7(2)$17,'(35(66$170(',&$7,2135(6&5,%(',1:,55$/1+61257+2)
(1*/$1' (1*/$1'72

3UHVFULEHGLWHPSHU67$538V
:LUUDO




1RUWKRI(QJODQG
(QJODQG







 


1RWHVDQG'HILQLWLRQV

 6SHFLILF7KHUDSHXWLFJURXS$JHVH[5HODWHG3UHVFULELQJ8QLWV 67$538V DUHZHLJKWHG
PHDVXUHVRISUHVFULEHGLWHPVWKDWWDNHLQWRDFFRXQWDJHDQGJHQGHU0RUHGHWDLOHG
LQIRUPDWLRQFDQEHIRXQGRQZZZQKVEVDQKVXN

Source: NHS Business Services Authority (NHSBSA)
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7$%/(D

837$.(2),0081,6$7,216 &+,/'+22' $1':,55$/$1'

,PPXQLVDWLRQ

:LUUDO
&&*


1RUWK
:HVW

(QJODQG

:LUUDO
&&*


1RUWK
(QJODQG
:HVW

'7D3,39+LE 'LSKWKHULD
7HWDQXV3HUWXVVLV3ROLR






+LE 
0HQLQJLWLV&+LE%RRVWHU






3&9






005






+39 GRVH 






+39 GRVHV 








1RWHVDQG'HILQLWLRQV

 $OORIWKHDERYHZLWKWKHH[FHSWLRQRI+39 +XPDQ3DSLOORPDYLUXV UHODWHVWRFKLOGUHQ
LPPXQLVHGE\WKHDJHRIWZR7KH+39YDFFLQDWLRQLVRIIHUHGWRJLUOVDJHG\HDUVROG

 &KLOGUHQDUHURXWLQHO\VFKHGXOHGIRUWKHLUSULPDU\LPPXQLVDWLRQVDJDLQVWHDFKRIWKHIROORZLQJ
GLVHDVHV'LSKWKHULD7HWDQXV3HUWXVVLV :KRRSLQJ&RXJK 3ROLR+DHPRSKLOXV,QIOXHQ]D%
+LE 7KHVHDUHJLYHQLQDVHULHVRILPPXQLVDWLRQVIURPWKHDJHRIPRQWKV$VLQJOHGRVH
RI005 0HDVOHV0XPSVDQG5XEHOOD LVRIIHUHGIURPPRQWKVRIDJH

 ,PPXQLVDWLRQUDWHVDUHDFRPELQHGILJXUHIRU'LSKWKHULD7HWDQXV3ROLR3HUWXVVLVDQG+LE
)LJXUHVIRULQGLYLGXDOYDFFLQDWLRQVDUHQRWDYDLODEOH

 7KH'+(DQG3+(KDYHFKDQJHGWKH+39SURJUDPPHVRWKDWIURP6HSWHPEHUD
ERRVWHUZLOOQRWEHJLYHQXQWLO\HDUV+39FRYHUDJHGDWDFROOHFWHGLQDUHQRW
GLUHFWO\FRPSDUDEOHWRSUHYLRXV\HDUVGXHWRFKDQJHVWRWKH+39VFKHGXOHIURP6HSWHPEHU
ZKHUHWZRGRVHVDUHRIIHUHGHLWKHU L ZLWKLQWKHDFDGHPLF\HDURU LL RYHUWZR
DFDGHPLF\HDUVGHSHQGLQJRQWKHORFDOSURJUDPPH3UHYLRXVO\WKUHHGRVHVZHUHGHOLYHUHG
ZLWKLQWKHDFDGHPLF\HDUWKURXJKRXW(QJODQG

 ,QIRUPDWLRQUHODWHVWRDOOWKRVHUHJLVWHUHGZLWKD*3ZKRVHSUDFWLFHIRUPVSDUWRIWKH&&*
&OLQLFDO&RPPLVVLRQLQJ*URXS UHJDUGOHVVRIZKHUHWKDWSHUVRQLVUHVLGHQWSOXVDQ\SHRSOH
QRWUHJLVWHUHGZLWKD*3EXWZKRDUHUHVLGHQWZLWKLQWKHJHRJUDSKLFERXQGDU\RIWKH&&*

 3OHDVHVHHWKH5RXWLQH,PPXQLVDWLRQ6FKHGXOHIRUWKH8.IRUDIXOOEUHDNGRZQRIFKLOGKRRG
LPPXQLVDWLRQV


Source: Public Health Outcomes Framework, Public Health England (PHE)
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75(1',17((1$*(&21&(37,216:,55$/72

8QGHU&RQFHSWLRQV
1RUWK:HVW
7LPH3HULRG
&RQFHSWLRQ5DWH
1XPEHURI
&RQFHSWLRQ
SHU 
&RQFHSWLRQV
5DWH3HU

7$%/(E

(QJODQG
&RQFHSWLRQ5DWH
SHU 















































































1RWHVDQG'HILQLWLRQV

 7KHXQGHUFRQFHSWLRQUDWHLVDUDWHSHUZRPHQDJHG\HDUVRIDJH

 'DWDSUHVHQWHGLVIRUSRROHG\HDUVWRVPRRWKRXWWKHUDQGRP\HDURQ\HDUYDULDWLRQVZKLFK
FDQFKDUDFWHULVHVPDOOGDWDVHWVVXFKDVXQGHUFRQFHSWLRQV


Source: Office for National Statistic (ONS)
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$ERUWLRQ5DWHSHU:RPHQ$JHG






















$OO$JHV



$OO$JHV






1XPEHURI
$ERUWLRQV

7$%/(FLL





1XPEHURI
$ERUWLRQV

7$%/(FL

:LUUDO








1RUWK:HVW








(QJODQG









1RWHVDQG'HILQLWLRQV

 7KLVWDEOHVXPPDULVHVLQIRUPDWLRQIURPWKHDERUWLRQQRWLILFDWLRQIRUPVUHWXUQHGWRWKH&KLHI0HGLFDO2IILFHUVRI(QJODQGDQG:DOHVLQUHVSHFW
RIDERUWLRQVFDUULHGRXWLQDQG

 $ERUWLRQUDWHVIRULQGLYLGXDODJHJURXSVDUHSHUZRPHQLQWKDWDJHJURXS7KHILJXUHIRUDOODJHVLVH[SUHVVHGDVDQDJHVWDQGDUGLVHG
UDWHSHUZRPHQDJHG\HDUV


Source: Department of Health


 

/(*$/$%257,215$7(6%<$*(*5283:,55$/

$ERUWLRQ5DWHSHU:RPHQ$JHG
$UHDRI
5HVLGHQFH
8QGHU





:LUUDO
1RUWK:HVW
(QJODQG


$UHDRI
5HVLGHQFH

6(&7,21+($/7+3527(&7,21 6(;8$/+($/7+

/(*$/$%257,215$7(6%<$*(*5283:,55$/
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75(1'6,135(9$/(1&(2)+,9$1'$,'6:,55$/72


<HDU

















1XPEHU

















3UHYDOHQFH5DWH SHU 



















1RWHVDQG'HILQLWLRQV

 1XPEHUUHIHUVWRWKHWRWDOQXPEHURIFDVHVVHHQLQDJLYHQ\HDULQFOXGLQJWKRVHZKRGLHG
GXULQJWKDW\HDU

 3UHYDOHQFHLVH[SUHVVHGDVDFUXGHUDWHSHUSRSXODWLRQDQGKDVQRWEHHQDGMXVWHG
WRWDNHDFFRXQWRIGLIIHUHQFHVLQWKHDJHVWUXFWXUHRIWKHSRSXODWLRQ DJHVWDQGDUGLVHG ,Q
SUHYLRXV\HDUVWKHSUHYDOHQFHZDVFDOFXODWHGXVLQJWKHWRWDOSRSXODWLRQIURPLWLV
FDOFXODWHGRQMXVWWKRVHDJHG\HDUVWKLVLVLQOLQHZLWK3XEOLF+HDOWK(QJODQG 3+( 
JXLGDQFH

 UDWHVFDOFXODWHGXVLQJ216PLG\HDUSRSXODWLRQHVWLPDWHVDVDGHQRPLQDWRU


Source: Sexual and Reproductive Health Profile, Public Health England (PHE)
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7$%/(H

&29(5$*(2)1+6&(59,&$/6&5((1,1*352*5$00(:20(1$*('
:,55$/72

&RYHUDJH5DWH





         
:LUUDO










1RUWK:HVW






   
(QJODQG











1RWHVDQG'HILQLWLRQV

 7KHQDWLRQDO&HUYLFDO6FUHHQLQJ3URJUDPPHWDUJHWLVIRURIHOLJLEOHZRPHQDJHG
WREHVFUHHQHGDWOHDVWRQFHHYHU\\HDUV  DQGRQFHHYHU\\HDUV  

 &RYHUDJHLVGHILQHGDVWKHSHUFHQWDJHRIZRPHQLQDSRSXODWLRQZKRZHUHHOLJLEOHIRU
VFUHHQLQJDWDJLYHQSRLQWLQWLPHZKRZHUHVFUHHQHGDGHTXDWHO\ZLWKLQDVSHFLILHGSHULRG
:RPHQDUHHOLJLEOHIRUVFUHHQLQJLIWKH\DUHLQWKHVFUHHQLQJDJHUDQJHDQGDUHQRWLQHOLJLEOH
EHFDXVHWKHLUUHFDOOKDVEHHQFHDVHGIRUFOLQLFDOUHDVRQV PRVWFRPPRQO\GXHWR
K\VWHUHFWRP\ 

 &RYHUDJHLVFDOFXODWHGDVWKHQXPEHURIZRPHQLQWKLVDJHJURXSZKRKDYHKDGDQ
DGHTXDWHVFUHHQLQJWHVWZLWKLQWKHODVW\HDUVDVDSHUFHQWDJHRIWKHHOLJLEOH
SRSXODWLRQDJHG\HDUV

 $JHEDQGVDUHVKRZQVHSDUDWHO\DVWKHUHDUHODUJHGLIIHUHQFHVLQFRYHUDJHUDWHVEHWZHHQ
WKHDJHJURXSV

 1+6'LJLWDOUHWURVSHFWLYHO\XSGDWHVILJXUHVIURPSUHYLRXV\HDUVIURPWLPHWRWLPH7KHWDEOH
DERYHUHIOHFWVWKHVHXSGDWHV7KHILJXUHVPD\GLIIHUIURPWKRVHTXRWHGLQSUHYLRXV
FRPSHQGLXPV

$UHDRI
5HVLGHQFH

Source: NHS Digital
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&29(5$*(2)1+6%5($67&$1&(56&5((1,1*352*5$00(:20(1$*('
:,55$/72


$UHDRI5HVLGHQFH
:LUUDO
1RUWK:HVW
(QJODQG

1RWHVDQG'HILQLWLRQV






&RYHUDJH5DWH




















 7KH1DWLRQDO%UHDVW6FUHHQLQJ3URJUDPPHKDVWKHDLPRIVFUHHQLQJRIHOLJLEOHZRPHQ
DJHGDWOHDVWRQFHHYHU\\HDUV
 7KHSHUFHQWDJHRIZRPHQLQWKHSRSXODWLRQZKRDUHHOLJLEOHIRUVFUHHQLQJDWDSDUWLFXODUSRLQW
LQWLPH 0DUFKLQWKLVLQVWDQFH ZKRKDYHKDGDWHVWZLWKDUHFRUGHGUHVXOWDWOHDVW
RQFHZLWKLQWKHVFUHHQLQJURXQGLHLQWKHSUHYLRXVWKUHH\HDUV&XUUHQWO\FRYHUDJHLVEHVW
DVVHVVHGXVLQJWKHDJHJURXS
 :RPHQDUHHOLJLEOHIRUVFUHHQLQJLIWKH\DUHLQWKHVFUHHQLQJDJHUDQJHDQGDUHQRWLQHOLJLEOH
GXHWRELODWHUDOPDVWHFWRP\
 1+6'LJLWDOUHWURVSHFWLYHO\XSGDWHVILJXUHVIURPSUHYLRXV\HDUVIURPWLPHWRWLPH7KHWDEOH
DERYHUHIOHFWVWKHVHXSGDWHV7KHILJXUHVPD\GLIIHUIURPWKRVHTXRWHGLQSUHYLRXV
FRPSHQGLXPV

Source: NHS Digital



6(&7,21+($/7+3527(&7,21 6(;8$/+($/7+



7$%/(J



,1)/8(1=$ 6($621$/)/8 9$&&,1$7,21$1'31(802&2&&$/32/<6$&&+$5,'(
9$&&,1( 339 ,1$'8/76$*(':,55$/1257+:(67 (1*/$1'72




)OX9DFFLQH8SWDNH
3398SWDNH

1RWHVDQG'HILQLWLRQV

:LUUDO




1RUWK
(QJODQG
:HVW





:LUUDO




1RUWK
(QJODQG
:HVW







 7KHWDUJHWIRUIOXYDFFLQDWLRQLVIRURIDWULVNJURXSVDQGDOOWKRVHDJHGRYHUWREH
YDFFLQDWHG7KHUHLVQRWDUJHWIRU3393+(VXJJHVWSHUIRUPDQFHVKRXOGEHFRPSDUHGZLWK
(QJODQGDQGSUHYLRXV\HDUV
 7KHLQIOXHQ]DYDFFLQDWLRQSURJUDPPHFRYHUVSHRSOHDJHGRUDGXOWVLQFOLQLFDOULVN
JURXSV HJWKRVHZLWKUHVSLUDWRU\FRQGLWLRQVVXFKDV&KURQLF2EVWUXFWLYH3XOPRQDU\
'LVHDVHRU&23' 8SWDNHGDWDRQLQIOXHQ]DLVFROOHFWHGE\WKH3XEOLF+HDOWK(QJODQG
3+( RQEHKDOIRIWKH'HSDUWPHQWRI+HDOWK

Source: Public Health Outcomes Framework Public Health England (PHE)
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75(1'6,1/2:%,57+:(,*+7%$%,(6:,7+&21),'(1&(/,0,76:,55$/ 
(1*/$1'72

:LUUDO
(QJODQG
&RQILGHQFH
&RQILGHQFH
7RWDO
7RWDO
,QWHUYDOV
,QWHUYDOV
<HDU
1XPEHU 2I$OO
1XPEHU 2I$OO
RI%LUWKV %LUWKV
/RZHU
8SSHU RI%LUWKV %LUWKV
/RZHU
8SSHU
J
J
/LPLW
/LPLW
/LPLW
/LPLW








































































































































1RWHVDQG'HILQLWLRQV

 /RZELUWKZHLJKWEDELHVGHILQHGDVOLYHDQGVWLOOERUQLQIDQWVZLWKDVWDWHGELUWKZHLJKWRIOHVV
WKDQJUDPV DSSUR[LPDWHO\OER] 1XPEHUVH[FOXGHELUWKVZLWKQRZHLJKWUHFRUGHG

 &RQILGHQFH,QWHUYDOV &,V LQGLFDWHWKHUDQJHZLWKLQZKLFKWKHWUXHYDOXHRIWKHLQGLFDWRUKDV
DFKDQFHRIIDOOLQJ)RUH[DPSOHWKH&,VDURXQGWKHRIORZELUWKZHLJKW
EDELHVLQ:LUUDOLQZHUHWR7KLVPHDQVWKDWZHDUHFHUWDLQWKDWWKHUHDO
YDOXHOLHVVRPHZKHUHEHWZHHQWKHVHWZRYDOXHV

 &RQILGHQFH,QWHUYDOVDUHPXFKZLGHUZLWKVPDOOVDPSOHVL]HVKHQFHWKHGLIIHUHQFHLQWKH
XSSHUDQGORZHUOLPLWVEHWZHHQ:LUUDODQG(QJODQG


Source: NHS Digital
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1XPEHU






















1XPEHU






















1XPEHU






















1XPEHU


1RWHVDQG'HILQLWLRQV

 7KHWDEOHVKRZVLQMXU\JURXSVRIWUDXPDDWWHQGDQFHVIRUWR\HDUROGFKLOGUHQZKRDWWHQGHG$UURZH3DUN$FFLGHQWDQG(PHUJHQF\
GHSDUWPHQWRYHUILQDQFLDO\HDUV

 7KHµ6WUXFN¶FDWHJRU\GRHVQRWQHFHVVDULO\PHDQVWUXFNE\DQRWKHUFKLOGSHUVRQLWFRXOGIRUH[DPSOHLQFOXGHEHLQJVWUXFNE\DQREMHFW

 )LJXUHVDUH$UURZH3DUN$ (DWWHQGDQFHVQRWDGPLVVLRQV ZKLFKLVDPXFKVPDOOHUILJXUH 

 'XHWRVPDOOQXPEHUVWKHFDWHJRU\RI ,QKDODWLRQ KDVEHHQLQFOXGHGZLWKLQ 2WKHU WRDYRLGVXSSUHVVLRQRIILJXUHV

Source: Trauma & Injury Intelligence Group (TIIG), Centre for Public Health, Liverpool John Moores University



%LWH
%XUQVFDOG
)DOO
,QJHVWLRQ
2WKHU
5RDG7UDIILF$FFLGHQW 57$ 
6WUXFN
:RXQGFXW
7RWDO

,QMXU\

$ ($77(1'$1&(6)2581,17(17,21$/,1-85,(6,1&+,/'5(1$*('%<,1-85<7<3(:,55$/72
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7$%/(F

180%(52)&+,/'5(1:,7+63(&,$/('8&$7,21$/1(('6.12:172
6&+22/672

<HDU




:LUUDO 1XPEHU 




:LUUDO  

1RUWK:HVW  









(QJODQG  




1RWHVDQG'HILQLWLRQV
 7KHYDOXHVVKRZQDUHWKHQXPEHURI6(1SXSLOVDVDSHUFHQWDJHRIDOOSXSLOVLQDOOVFKRROV

 'XHWRDYDLODELOLW\RIGDWDWKLVLQGLFDWRULVQRWFRPSDUDEOHZLWKWKRVHSXEOLVKHGLQSUHYLRXV
YHUVLRQVRIWKHFRPSHQGLXP

 )LJXUHVDUHUHFRUGHGLQ-DQXDU\RIHDFK\HDU

Source: Department for Education (DfE)

6(&7,21025%,',7<',6$%,/,7<$1'+($/7+&$5(  
7$%/(G

180%(52)3(23/(:,7+$/($51,1*',6$%,/,7<.12:172*3V 


<HDU

1XPEHU :LUUDO 







:LUUDO

5DWHSHU
1RUWK:HVW





(QJODQG





1RWHVDQG'HILQLWLRQV


 7KHLQGLFDWRUSUHYLRXVO\UHFRUGHGDGXOWV DJHG ZLWKDOHDUQLQJGLVDELOLW\NQRZQWR
*3V,QWKHVFRSHRIWKLVLQGLFDWRUZDVZLGHQHGWRDOODJHVDQGVRWKHUHVXOWVIURP
RQZDUGVDUHQRWFRPSDUDEOHZLWKSUHYLRXV\HDUV

 7KHYDOXHLVWKHUDWHSHUSDWLHQWVRQ*3UHJLVWHUOLVW
Source: NHS Digital
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7$%/(H

&$5(56%<:,55$/&2167,78(1&<$6$7-81(

$UHD
%LUNHQKHDG
:DOODVH\
:LUUDO6RXWK
:LUUDO:HVW
:LUUDO

(VWLPDWHGQXPEHURI
&DUHUV &HQVXV 






&DUHUVNQRZQWR:LUUDO&RXQFLO
'HSDUWPHQWRI$GXOW6RFLDO
6HUYLFHV '$66  -XQ 

&ODLPDQWVRI
&DUHU
$OORZDQFH 1RY
 













7KLVILJXUHLQFOXGHVFDUHUVRI:LUUDOUHVLGHQWVZKRDUHQRWUHVLGHQWLQ:LUUDOWKHPVHOYHVEXWFDUHIRUVRPHRQHZKRLV
UHVLGHQWLQ:LUUDO


1RWHVDQG'HILQLWLRQV

 'XHWRFDUHUVQRWDOZD\VDFFHVVLQJVHUYLFHVDQGRUQRWFODLPLQJ&DUHU$OORZDQFHLWLV
GLIILFXOWWRSURGXFHDQDFFXUDWHUHIOHFWLRQRIWKHFXUUHQWQXPEHURI&DUHUVLQ:LUUDO

 7KH&HQVXVILJXUHVDUHWKRVHZKRVDLGWKDWWKH\SURYLGHGDQ\XQSDLGFDUH EHWZHHQ
KRXUVSHUZHHN 

 7KHILJXUHRIFDUHUVNQRZQWR'$66UHIOHFWVLPSURYHPHQWVLQGDWDTXDOLW\RYHUSUHYLRXVO\
UHSRUWHGILJXUHV

 )LJXUHVIRU&DUHU¶V$OORZDQFHPD\QRWVXPGXHWRURXQGLQJ
Source: Department of Adult Social Services (Wirral Council), Department of Work & Pensions
(DWP), and Census 2011 (ONS)
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7$%/(I


52$'&2//,6,21&$68$/7,(6%<:,55$/:$5' <($56322/(' 

:DUGRI&ROOLVLRQ

%HELQJWRQ
%LGVWRQDQG6W-DPHV
%LUNHQKHDGDQG7UDQPHUH
%URPERURXJK
&ODXJKWRQ
&ODWWHUEULGJH
(DVWKDP
*UHDVE\)UDQNE\DQG,UE\
+HVZDOO
+R\ODNHDQG0HROV
/HDVRZHDQG0RUHWRQ(DVW
/LVFDUG
0RUHWRQ:HVWDQG6DXJKDOO0DVVLH
1HZ%ULJKWRQ
2[WRQ
3HQVE\DQG7KLQJZDOO
3UHQWRQ
5RFN)HUU\
6HDFRPEH
8SWRQ
:DOODVH\
:HVW.LUE\DQG7KXUVWDVWRQ
%LUNHQKHDG&RQVWLWXHQF\
:DOODVH\&RQVWLWXHQF\
:LUUDO6RXWK&RQVWLWXHQF\
:LUUDO:HVW&RQVWLWXHQF\
:LUUDO

7RWDO1XPEHU
RI&DVXDOWLHV




























.LOOHGRU
6HULRXVO\
,QMXUHG




























.LOOHGRU
6HULRXVO\
,QMXUHG
&KLOG 





























1RWHVDQG'HILQLWLRQV


 7KHGDWDLQWKLVWDEOHDUHEDVHGRQWKHLQIRUPDWLRQFROOHFWHGE\0HUVH\VLGH3ROLFHDWWKH
VFHQHRIWKHFROOLVLRQXVLQJWKH67$76IRUP7KLVLVXVHGWRUHFRUGWKHGHWDLOVRIWKH
LQFLGHQWDQGWKHFLUFXPVWDQFHVVXUURXQGLQJLW
 'DWDEDVHGRQWKHORFDWLRQRIWKHFROOLVLRQUDWKHUWKDQWKHXVXDOSODFHRIUHVLGHQFHRIWKH
FROOLVLRQYLFWLP
 'DWDSUHVHQWHGLVIRUSRROHG\HDUVWRVPRRWKRXWWKHUDQGRP\HDURQ\HDUYDULDWLRQVZKLFK
FDQFKDUDFWHULVHVPDOOGDWDVHWV

Page 146 of 227
Source: Wirral Accident Investigation Unit, Wirral Council
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&DQFHU7\SH

3URVWDWH&DQFHU
%UHDVW&DQFHU
&DQFHURIWKH7UDFKHD%URQFKXVDQG/XQJ
&RORUHFWDO&DQFHU
8WHULQH&DQFHU
%ODGGHU&DQFHU
2YDULDQ&DQFHU LQFOXGLQJFDQFHURIWKHIDOORSLDQWXEH V 
1RQ+RGJNLQ/\PSKRPD
3DQFUHDWLF&DQFHU
6NLQ&DQFHU
.LGQH\&DQFHU QRWLQFOXGLQJ5HQDO3HOYLV 
2HVRSKDJHDO&DQFHU
6WRPDFK&DQFHU
/LYHU&DQFHU
&HUYLFDO&DQFHU
/HXNDHPLD
$OO&DQFHUV H[FOXGLQJ1RQ0HODQRPD6NLQ&DQFHU 
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)HPDOH
$65 /&,





   
   
   
   


 
   
   
   
   
 
 
 
 


 




 
 
 
 
   

1XPEHU

 7KHQXPEHURIFDQFHUVUHIHUVWRWKHQXPEHURIQHZO\GLDJQRVHGFDQFHUV LQFLGHQFH UHSRUWHGWRUHJLRQDOFDQFHUUHJLVWULHVGXULQJWKLVWLPHSHULRG$Q
$65 $JH6WDQGDUGLVHG5DWH LVDZHLJKWHGDYHUDJHRIWKHDJHVSHFLILFFDQFHULQFLGHQFHUDWHVDFFRXQWLQJIRUDJHDQGJHQGHUZKLFKDUHFRPSDUDEOHRYHU
WLPH7KHVHDUHQRWWKHVDPHDV6WDQGDUGLVHG5HJLVWUDWLRQ5DWLRV 655V  


 &RQILGHQFH,QWHUYDOV &,V LQGLFDWHWKHUDQJHZLWKLQZKLFKWKHWUXHYDOXHRIWKHLQGLFDWRUKDVDFKDQFHRIIDOOLQJHJD&,IRU:LUUDOPHQZLWK
VWRPDFKFDQFHULVWRWKLVPHDQVWKDWZHFDQEHFHUWDLQWKDWWKHWUXHYDOXHOLHVVRPHZKHUHEHWZHHQWR

 &DQFHUVVKRZQDUHUDQNHGLQRUGHURIUDWHIRUSHUVRQV KLJKHVWUDWHDWWKHWRS 
 $OO&DQFHUUHIHUVWRWKHWRWDOQXPEHURIQHZO\GLDJQRVHGFDQFHUVUHSRUWHGDQGLQFOXGHVVRPHFDQFHUVQRWOLVWHGDERYHPHDQLQJILJXUHVPD\QRWVXP
 GHQRWHVQXPEHUVOHVVWKDQZKLFKKDYHEHHQVXSUHVVHG$K\SKHQGHQRWHVQRGDWD XVXDOO\EHFDXVHWKDWW\SHRIFDQFHULVJHQGHUVSHFLILF 
Source: www.CancerData.nhs.uk



1RWHVDQG'HILQLWLRQV



0DOH
$65 /&,

   





1XPEHU

8&,

7$%/(J

,1&,'(1&(2)0267&20021&$1&(56,1:,55$/%<*(1'(5:,7+&21),'(1&(/,0,76:,55$/
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7$%/(K

*3+(/'',6($6(5(*,67(535(9$/(1&(5$7(6 42) :,55$/&/,1,&$/
&200,66,21,1**5283 &&* 

:LUUDO&&*
1RUWKRI
&RQGLWLRQ
(QJODQG
7RWDO
DJHVSHFLILHGZKHUHUHOHYDQW 


1XPEHU

(QJODQG


$WULDO)LEULOODWLRQ




&RURQDU\+HDUW'LVHDVH




+HDUW)DLOXUH




+\SHUWHQVLRQ
 


6WURNH7,$




$VWKPD




&KURQLF2EVWUXFWLYH3XOPRQDU\'LVHDVH &23' 




&DQFHU




&KURQLF.LGQH\'LVHDVH  




'LDEHWHV0HOOLWXV  




3DOOLDWLYH&DUH




'HPHQWLD




'HSUHVVLRQ  
 


(SLOHSV\  




/HDUQLQJ'LVDELOLW\ DOODJHV 




0HQWDO+HDOWK




2VWHRSRURVLV  




5KHXPDWRLG$UWKULWLV  





1RWHVDQG'HILQLWLRQV

 4XDOLW\DQG2XWFRPHV)UDPHZRUN 42) LVDUHZDUGDQGLQFHQWLYHV\VWHPIRU*3VXUJHULHVWR
NHHSXSWRGDWHGLVHDVHFRQGLWLRQUHJLVWHUV

 7KHWRWDOQXPEHUUHODWHVWRSDWLHQWVUHJLVWHUHGZLWKWKHFRQGLWLRQLQDOO:LUUDOSUDFWLFHV

 3UHYDOHQFHFDOFXODWHGXVLQJWRWDOHOLJLEOHSUDFWLFHSRSXODWLRQVDVDGHQRPLQDWRU

 $VVRPHLQGLFDWRUVDUHDJHVSHFLILFSUHYDOHQFHZLOOEHFDOFXODWHGXVLQJWRWDOHOLJLEOHSUDFWLFH
SRSXODWLRQVLQWKHDSSURSULDWHDJHEDQGVZKHUHQHFHVVDU\


Source: NHS Digital
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&RXQW













'65SHU
/RZHU 8SSHU

&, &,
SRSXODWLRQ

$GPLWWHGWRKRVSLWDOZLWKDOFRKRO
UHODWHGFRQGLWLRQV 1DUURZ $OO
SHUVRQVDOODJHV  

7$%/(L

 7KHµ1DUURZ0HDVXUH¶IRUDOFRKROUHODWHGKRVSLWDODGPLVVLRQVZDVLQWURGXFHGLQDQGLQFOXGHVDGPLVVLRQVZKHUHWKHSULPDU\GLDJQRVLV
FRGHKDVDQDOFRKRODWWULEXWDEOHIUDFWLRQ ZKLFKPHDQVWKHDGPLVVLRQLVZKROO\RUSDUWLDOO\DOFRKROUHODWHG RUZKHUHHLWKHUSULPDU\FRGHRU
VHFRQGDU\FRGHKDVDQDOFRKRODWWULEXWDEOHIUDFWLRQ
 7KHUHVXOWVDUHSUHVHQWHGDVGLUHFWO\DJHVWDQGDUGLVHGUDWHV '65 SHU(XURSHDQVWDQGDUGSRSXODWLRQ  $JHVWDQGDUGLVHG
UDWHVDUHXVHGWRDOORZFRPSDULVRQEHWZHHQSRSXODWLRQVZKLFKPD\FRQWDLQGLIIHUHQWSURSRUWLRQVRISHRSOHRIGLIIHUHQWDJHV
 &RQILGHQFH,QWHUYDOVLQGLFDWHWKHUDQJHZLWKLQZKLFKWKHWUXHYDOXHRIWKHUDWHOLHVHJD&,IRU:LUUDORIWR DOOSHUVRQV 
PHDQVWKDWZHFDQEHFHUWDLQWKDWWKHWUXHUDWHOLHVVRPHZKHUHEHWZHHQWKHVHWZRYDOXHV
 9DULRXVFKDQJHVKDYHEHHQPDGHWRWKHPHWKRGRORJ\RIWKLVLQGLFDWRUZLWKLQWKH/RFDO$OFRKRO3URILOHVIRU(QJODQG /$3( LQFOXGLQJ
JHRJUDSK\XSGDWHVDQGDWWULEXWDEOHIUDFWLRQV7KLVPHDQVWKDWILJXUHVDUHQRWFRPSDUDEOHZLWKSUHYLRXV\HDUV)RUPRUHLQIRUPDWLRQ
SOHDVHYLVLWKWWSZZZODSHRUJXN

Source: Local Alcohol Profiles for England (LAPE), Public Health England (PHE)

1RWHVDQG'HILQLWLRQV


:LUUDO
1RUWK:HVW
(QJODQG

'65SHU
/RZHU 8SSHU

&, &,
SRSXODWLRQ

&RXQW

'65SHU
/RZHU 8SSHU

&, &,
SRSXODWLRQ

&RXQW

$GPLWWHGWRKRVSLWDOZLWKDOFRKRO
UHODWHGFRQGLWLRQV 1DUURZ )HPDOHV
DOODJHV  

$GPLWWHGWRKRVSLWDOZLWKDOFRKRO
UHODWHGFRQGLWLRQV 1DUURZ 0DOHVDOO
DJHV  


+263,7$/$'0,66,215$7(6)25$/&2+2/5(/$7('&21',7,2161$552:0($685(:,55$/
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7$%/(D




,1)$17$1'3(5,1$7$/0257$/,7<5$7(6:,55$/1257+:(67 (1*/$1'
 <($56322/(' 
:LUUDO
6WDJHRI,QIDQF\

1XPEHU
RI'HDWKV

3HULQDWDO
1HRQDWDO
3RVWQHRQDWDO
,QIDQW






1RUWK:HVW

5DWHSHU






1XPEHU
RI'HDWKV





(QJODQG

5DWHSHU


1XPEHU
RI'HDWKV











5DWHSHU






1RWHVDQG'HILQLWLRQV
 3HULQDWDO0RUWDOLW\5DWH1XPEHURIVWLOOELUWKVDQGGHDWKVRILQIDQWVDJHGOHVVWKDQGD\VSHU
OLYHDQGVWLOOELUWKV

 1HRQDWDO0RUWDOLW\5DWH1XPEHURIGHDWKVWRLQIDQWVDJHGOHVVWKDQGD\VSHUOLYH
ELUWKV

 3RVWQHRQDWDO0RUWDOLW\5DWH1XPEHURIGHDWKVWRLQIDQWVDJHGGD\VWR\HDUSHU
OLYHELUWKV

 ,QIDQW0RUWDOLW\5DWH1XPEHURIGHDWKVWRLQIDQWVDJHGOHVVWKDQ\HDUSHUOLYHELUWKV


Source: NHS Digital
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75(1',1,1)$170257$/,7<:,55$/ (1*/$1'72 <($56
322/(' 

:LUUDO
(QJODQG
&RQILGHQFH
&RQILGHQFH
7RWDO
7RWDO
<HDU
,QIDQW
,QIDQW
,QWHUYDOV
,QWHUYDOV
1RRI
1RRI
3HULRG
0RUWDOLW\
0RUWDOLW\
,QIDQW
,QIDQW
/RZHU
8SSHU
/RZHU
8SSHU
5DWH
5DWH
'HDWKV
'HDWKV
/LPLW
/LPLW
/LPLW
/LPLW













































































































1RWHVDQG'HILQLWLRQV

 7KH,QIDQW0RUWDOLW\5DWHLVGHILQHGDVWKHQXPEHURIGHDWKVLQLQIDQWVDJHGOHVVWKDQ\HDU
SHUOLYHELUWKVWRPRWKHUVUHVLGHQWLQWKHDUHD

 'DWDDUHSUHVHQWHGDV\HDUWRWDOVSURGXFHGE\DJJUHJDWLQJQXPEHUVRIELUWKVDQGGHDWKV
IRUHDFKWKUHH\HDUSHULRG HJHWF 7KLVLVWRVPRRWKRXWUDQGRP\HDU
RQ\HDUYDULDWLRQV

 &RQILGHQFHLQWHUYDOV &,V LQGLFDWHWKHUDQJHZLWKLQZKLFKWKHWUXHYDOXHRIWKHLQGLFDWRUKDVD
FKDQFHRIIDOOLQJHJD&,IRU:LUUDORIWRPHDQVWKDWZHFDQEHFHUWDLQ
WKHWUXH,QIDQW0RUWDOLW\UDWHIRU:LUUDOOLHVVRPHZKHUHEHWZHHQDQG

Source: Public Health Outcomes Framework Public Health England (PHE)
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35(0$785(0257$/,7<)520$//&$1&(56:,55$/72 <($56
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<HDUV













7RWDO1XPEHURI
'HDWKV













&RQILGHQFH,QWHUYDO
'65
/RZHU/LPLW


























8SSHU/LPLW













1RWHVDQG'HILQLWLRQV

 7KLVLVD3XEOLF+HDOWK2XWFRPHV)UDPHZRUNLQGLFDWRU L 

 3UHPDWXUHPRUWDOLW\GHILQHGDVGHDWKVLQWKRVHDJHGXQGHU\HDUV

 7KHUHVXOWVDUHSUHVHQWHGDVGLUHFWO\DJHVWDQGDUGLVHGUDWHV '65 SHUSRSXODWLRQ
(XURSHDQVWDQGDUGSRSXODWLRQ 

 1XPEHURIGHDWKVIURPDOOFDQFHUV FODVVLILHGE\XQGHUO\LQJFDXVHRIGHDWKUHFRUGHGDV,&'
FRGHV&& UHJLVWHUHGLQWKHUHVSHFWLYHFDOHQGDU\HDUVLQSHRSOHDJHGXQGHU

 &RXQWVRIGHDWKVIRU\HDUVXSWRDQGLQFOXGLQJKDYHEHHQDGMXVWHGZKHUHQHHGHGWRWDNH
DFFRXQWRIWKH,&'FRGLQJFKDQJHVLQWURGXFHGLQ

 &RQILGHQFH,QWHUYDOVLQGLFDWHWKHUDQJHZLWKLQZKLFKWKHWUXHYDOXHRIUDWHOLHHJD
&,IRU:LUUDORIWRPHDQVWKDWZHFDQEHFHUWDLQWKDWWKHWUXHYDOXHOLHV
EHWZHHQWKHVHWZRYDOXHV


Source: Public Health Outcomes Framework, Public Health England (PHE)
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35(0$785(0257$/,7<)520&$5',29$6&8/$5',6($6(:,55$/72
 <($56322/(' 
<HDUV

7RWDO1XPEHURI
'HDWKV

&RQILGHQFH,QWHUYDO
'65
/RZHU/LPLW

8SSHU/LPLW






























































1RWHVDQG'HILQLWLRQV

 7KLVLVD3XEOLF+HDOWK2XWFRPHV)UDPHZRUNLQGLFDWRU L 

 3UHPDWXUHPRUWDOLW\GHILQHGDVGHDWKVLQWKRVHDJHGXQGHU\HDUV

 7KHUHVXOWVDUHSUHVHQWHGDVGLUHFWO\DJHVWDQGDUGLVHGUDWHV '65 SHU(XURSHDQ
VWDQGDUGSRSXODWLRQ

 1XPEHURIGHDWKVIURPDOOFDUGLRYDVFXODUGLVHDVHV FODVVLILHGE\XQGHUO\LQJFDXVHRIGHDWK
UHFRUGHGDV,&'FRGHV,, UHJLVWHUHGLQWKHUHVSHFWLYHFDOHQGDU\HDUVLQSHRSOHDJHG
XQGHU

 &RXQWVRIGHDWKVIRU\HDUVXSWRDQGLQFOXGLQJKDYHEHHQDGMXVWHGZKHUHQHHGHGWRWDNH
DFFRXQWRIWKH,&'FRGLQJFKDQJHVLQWURGXFHGLQ

 &RQILGHQFH,QWHUYDOVLQGLFDWHWKHUDQJHZLWKLQZKLFKWKHWUXHYDOXHRIWKHUDWHOLHVHJD
&,IRU:LUUDORIWRPHDQVWKDWZHFDQEHFHUWDLQWKDWWKHWUXHUDWHRI
SUHPDWXUHPRUWDOLW\IURP&9'LQ:LUUDOZDVVRPHZKHUHEHWZHHQWKHVHWZRYDOXHV

 'DWDSUHVHQWHGLVIRUSRROHG\HDUVWRVPRRWKRXWWKHUDQGRP\HDURQ\HDUYDULDWLRQVZKLFK
FDQFKDUDFWHULVHVPDOOGDWDVHWV


Source: Public Health Outcomes Framework, Public Health England (PHE)
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1RWHVDQG'HILQLWLRQV

 7KLVLVD3XEOLF+HDOWK2XWFRPHV)UDPHZRUNLQGLFDWRU L 

 3UHPDWXUHPRUWDOLW\GHILQHGDVGHDWKVLQWKRVHDJHGXQGHU\HDUV

 7KHUHVXOWVDUHSUHVHQWHGDVGLUHFWO\DJHVWDQGDUGLVHGUDWHV '65 SHU(XURSHDQ
VWDQGDUGSRSXODWLRQ

 1XPEHURIGHDWKVIURPUHVSLUDWRU\GLVHDVHV FODVVLILHGE\XQGHUO\LQJFDXVHRIGHDWKUHFRUGHG
DV,&'FRGHV-- UHJLVWHUHGLQWKHUHVSHFWLYHFDOHQGDU\HDUVLQSHRSOHDJHGXQGHU

 &RXQWVRIGHDWKVIRU\HDUVXSWRDQGLQFOXGLQJKDYHEHHQDGMXVWHGZKHUHQHHGHGWRWDNH
DFFRXQWRIWKH,&'FRGLQJFKDQJHVLQWURGXFHGLQ

 &RQILGHQFH,QWHUYDOVLQGLFDWHWKHUDQJHZLWKLQZKLFKWKHWUXHYDOXHRIUDWHOLHHJD
&,IRU:LUUDORIWRPHDQVWKDWZHFDQEHFHUWDLQWKDWWKHWUXHYDOXHOLHV
VRPHZKHUHEHWZHHQWKHVHWZRYDOXHV

 'DWDSUHVHQWHGLVIRUSRROHG\HDUVWRVPRRWKRXWWKHUDQGRP\HDURQ\HDUYDULDWLRQVZKLFK
FDQFKDUDFWHULVHVPDOOGDWDVHWV


Source: Public Health Outcomes Framework, Public Health England (PHE)



Page 154 of 227
Page 59

Wirral Compendium of Statistics 2017

6(&7,210257$/,7< 






7$%/(I

35(0$785(0257$/,7<)520/,9(5',6($6(:,55$/72 <($56
322/(' 


<HDUV

7RWDO1XPEHURI
'HDWKV

&RQILGHQFH,QWHUYDO
'65
/RZHU/LPLW

8SSHU/LPLW































































1RWHVDQG'HILQLWLRQV

 7KLVLVD3XEOLF+HDOWK2XWFRPHV)UDPHZRUNLQGLFDWRU L 

 3UHPDWXUHPRUWDOLW\GHILQHGDVGHDWKVLQWKRVHDJHGXQGHU\HDUV

 7KHUHVXOWVDUHSUHVHQWHGDVGLUHFWO\DJHVWDQGDUGLVHGUDWHV '65 SHU(XURSHDQ
VWDQGDUGSRSXODWLRQ

 1XPEHURIGHDWKVIURPOLYHUGLVHDVH FODVVLILHGE\XQGHUO\LQJFDXVHRIGHDWKUHFRUGHGDV,&'
FRGHV%%&,,..7 UHJLVWHUHGLQWKHUHVSHFWLYHFDOHQGDU\HDUVLQ
SHRSOHDJHGXQGHU

 &RXQWVRIGHDWKVIRU\HDUVXSWRDQGLQFOXGLQJKDYHEHHQDGMXVWHGZKHUHQHHGHGWR
WDNHDFFRXQWRIWKH,&'FRGLQJFKDQJHVLQWURGXFHGLQ

 &RQILGHQFH,QWHUYDOVLQGLFDWHWKHUDQJHZLWKLQZKLFKWKHWUXHYDOXHRIUDWHVOLHHJD
&,IRU:LUUDORIWRPHDQVWKDWZHFDQEHFHUWDLQWKDWWKHWUXHYDOXHOLHV
VRPHZKHUHEHWZHHQWKHVHWZRYDOXHV

 'DWDSUHVHQWHGLVIRUSRROHG\HDUVWRVPRRWKRXWWKHUDQGRP\HDURQ\HDUYDULDWLRQVZKLFK
FDQFKDUDFWHULVHVPDOOGDWDVHWV


Page (PHE)
155 of 227
Source: Public Health Outcomes Framework, Public Health England
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1RWHVDQG'HILQLWLRQV

 7KLVLVD3XEOLF+HDOWK2XWFRPHV)UDPHZRUNLQGLFDWRU  

 7KHUHVXOWVDUHSUHVHQWHGDVGLUHFWO\DJHVWDQGDUGLVHGUDWHV '65 SHU(XURSHDQ
VWDQGDUGSRSXODWLRQ

 1XPEHURIGHDWKVIURPVXLFLGHDQGLQMXU\RIXQGHWHUPLQHGLQWHQWFODVVLILHGE\XQGHUO\LQJ
FDXVHRIGHDWKUHFRUGHGDV,&'FRGHV;; DOODJHV << DJHVRQO\ 
UHJLVWHUHGLQWKHUHVSHFWLYHFDOHQGDU\HDUV

 &RXQWVRIGHDWKVIRU\HDUVXSWRDQGLQFOXGLQJKDYHEHHQDGMXVWHGZKHUHQHHGHGWRWDNH
DFFRXQWRIWKH,&'FRGLQJFKDQJHLQWURGXFHGLQ

 &RQILGHQFH,QWHUYDOVLQGLFDWHWKHUDQJHZLWKLQZKLFKWKHWUXHYDOXHRIUDWHVOLHHJD
&,IRU:LUUDORIWRPHDQVWKDWZHFDQEHFHUWDLQWKDWWKHWUXHYDOXHOLHV
VRPHZKHUHEHWZHHQWKHVHWZRYDOXHV

 'DWDSUHVHQWHGLVIRUSRROHG\HDUVWRVPRRWKRXWWKHUDQGRP\HDURQ\HDUYDULDWLRQVZKLFK
FDQFKDUDFWHULVHVPDOOGDWDVHWV


Source: Public Health Outcomes Framework, Public Health England (PHE)
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1RWHVDQG'HILQLWLRQV

 7KHUHVXOWVDUHSUHVHQWHGDVLQGLUHFWO\VWDQGDUGLVHGPRUWDOLW\UDWLRV 605 IRUDOODJHVLQERWK
PDOHVDQGIHPDOHV

 6WDQGDUGLVHG0RUWDOLW\5DWLRV 605 LVDZD\RIFRPSDULQJGHDWKUDWHVLQDSDUWLFXODUDUHD
ZLWKWKRVHLQWKHQDWLRQDOSRSXODWLRQ7KH605IRU(QJODQGLVDQGLQWKLVWDEOHWKH605
IRU:LUUDOLQLV7KLVPHDQVWKDW:LUUDOKDVDPRUWDOLW\UDWHKLJKHUWKDQ
WKHQDWLRQDODYHUDJH DIWHUWDNLQJDFFRXQWRIGLIIHUHQFHVLQWKHDJHVWUXFWXUHRIWKHWZR
SRSXODWLRQV 

 ,QVRPHFDVHVWKHFDXVHRIGHDWKPHQWLRQHGRQWKHGHDWKFHUWLILFDWHPD\EHDPHQGHGE\
216IROORZLQJGLVFXVVLRQZLWKWKHUHOHYDQWFOLQLFLDQ7KHGDWDSUHVHQWHGLQWKLVWDEOHDUH
EDVHGRQWKHXQGHUO\LQJFDXVHVRIGHDWK

 'DWDUHODWLQJWRGHDWKVFODVVHGDVµ6XLFLGHDQG,QMXU\8QGHWHUPLQHG´GXULQJUHODWHVWR
WKRVHDJHG\HDUVRQO\DVRSSRVHGWRDOODJHV

 &RQILGHQFH,QWHUYDOV &,V LQGLFDWHWKHUDQJHZLWKLQZKLFKWKHWUXHYDOXHRIWKHUDWHZLOO
IDOOHJD&,IRUDOOFDXVHVRIPRUWDOLW\LQ:LUUDORIWRPHDQVWKDWZHFDQEH
FHUWDLQWKHWUXHYDOXHOLHVEHWZHHQWKHVHWZRILJXUHV


Source: NHS Digital
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1RWHVDQG'HILQLWLRQV
 7KHDJHVWDQGDUGLVHGPRUWDOLW\UDWHVIRUDUHVWDQGDUGLVHGWRWKH(XURSHDQ6WDQGDUG3RSXODWLRQ H[SUHVVHGDVDUDWHSHU
SRSXODWLRQ $JHVWDQGDUGLVHGUDWHVDUHXVHGWRDOORZFRPSDULVRQEHWZHHQSRSXODWLRQVZKLFKPD\FRQWDLQGLIIHUHQWSURSRUWLRQVRISHRSOHRI
GLIIHUHQWDJHV7KH(XURSHDQVWDQGDUGSRSXODWLRQVZHUHXSGDWHGLQ7KLVDIIHFWHGWKHFDOFXODWLRQRIWKHUDWHDQGPHDQVWKDW
ILJXUHVDUHQRWFRPSDUDEOHZLWKSUHYLRXV\HDUV
 7KHUHVXOWVDUHSUHVHQWHGDVGLUHFWO\DJHVWDQGDUGLVHGUDWHV '65 SHUSRSXODWLRQ
 )LJXUHVQRWDYDLODEOHDWWLPHRIJRLQJWRSULQW

Source: NHS Digital
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1RWHVDQG'HILQLWLRQV

 7KHUHVXOWVDUHSUHVHQWHGDVGLUHFWO\DJHVWDQGDUGLVHGUDWHV '65 SHU
SRSXODWLRQ

 &RQILGHQFH,QWHUYDOVLQGLFDWHWKHUDQJHZLWKLQZKLFKWKHWUXHYDOXHRIUDWHOLH
HJD&,IRUPDOHVLQ:LUUDOLVWRPHDQVWKDWZHFDQEHFHUWDLQ
WKDWWKHWUXHYDOXHOLHVVRPHZKHUHEHWZHHQWKHWZRYDOXHV

 'HDWKVUHFRUGHGDUHIURPDOFRKROVSHFLILFFRQGLWLRQV FRQGLWLRQVZKLFKFDQRQO\EH
FDXVHGE\DOFRKRO 6HH/RFDO$OFRKRO3URILOHVIRU(QJODQGJXLGDQFHIRUIXOOOLVWRI
,&'FRGHV,&'JURXSLQJVFDQEHIRXQGLQWKH$SSHQGL[RIWKLVFRPSHQGLXP

 7KH/$3(GDWDVHWZDVUHIUHVKHGRQ-XQHDQGLQFOXGHVDQDPHQGHG
PHWKRGRORJ\IRUJHQHUDWLQJWKHPRUWDOLW\LQGLFDWRUVE\VHDUFKLQJDOOFDXVHRI
GHDWKVILHOGVIRUWKUHHFRQGLWLRQV (WKDQROSRLVRQLQJ0HWKDQROSRLVRQLQJ7R[LF
HIIHFWRIDOFRKRO ZKLFKDUHQRWSHUPLWWHGDVDQXQGHUO\LQJFDXVHRIGHDWK7KLV
DPHQGPHQWKDVEHHQDSSOLHGWRWKHIXOOWLPHVHULHV7KHUHIRUHWKLVGDWDLQLVVXHV
RIWKH&RPSHQGLXPSULRUWRLVQRWFRPSDUDEOH


Source: Local Alcohol Profiles for England (LAPE), Public Health England (PHE)
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1RWHVDQG'HILQLWLRQV

 7KHUHVXOWVDUHSUHVHQWHGDVGLUHFWO\DJHVWDQGDUGLVHGUDWHV '65 SHU
SRSXODWLRQ

 &RQILGHQFH,QWHUYDOVLQGLFDWHWKHUDQJHZLWKLQZKLFKWKHWUXHYDOXHRIUDWHOLH
HJD&,IRUGHDWKVLQ%HELQJWRQLVWRZKLFKPHDQVWKDWZHFDQ
EHFHUWDLQWKDWWKHWUXHYDOXHOLHVVRPHZKHUHEHWZHHQRIWR

 7KUHHFDOHQGDU\HDUVKDYHEHHQSUHVHQWHGWRJHWKHUWRHQVXUHUREXVWQHVVDWWKH
VPDOODUHDOHYHOVKRZQ ZDUG 


Source: Office of National Statistics ONS 
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7KH,QWHUQDWLRQDO&ODVVLILFDWLRQRI'LVHDVHV ,&' LVWKHVWDQGDUGGLDJQRVWLFWRROXVHG
E\KHDOWKSURIHVVLRQDOVWRFODVVLI\GLVHDVHVDQGRWKHUKHDOWKSUREOHPV,&'FDPH
LQWRXVHLQ:RUOG+HDOWK2UJDQLVDWLRQ :+2 PHPEHU6WDWHVIURP,&'LV
FXUUHQWO\XQGHUUHYLVLRQZLWKDUHOHDVHGDWHIRU,&'RI
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1RWHVDQG'HILQLWLRQV

 7KLVPDSVKRZVWKH,QGH[RI0XOWLSOH'HSULYDWLRQ ,0' VFRUHIRU/RZHU/D\HU
6XSHU2XWSXW$UHDV /62$ DFURVV:LUUDO7KHPRUHGLVDGYDQWDJHGWKHDUHDWKH
KLJKHUWKHVFRUH7KHGDUNHUVKDGLQJLQGLFDWHVKLJKHUGHSULYDWLRQOHYHOVLHPRVW
GLVDGYDQWDJHGDUHD/LJKWHUVKDGLQJLQGLFDWHVOHVVGLVDGYDQWDJHGDUHDV

 7KH,0'DLPVWRPHDVXUHDVDFFXUDWHO\DVSRVVLEOHWKHGLVWULEXWLRQRI
GHSULYDWLRQDFURVVDQDUHD,WXVHVPHDVXUHVRIGHSULYDWLRQ ,QFRPH
(PSOR\PHQW+HDOWK'HSULYDWLRQDQG'LVDELOLW\(GXFDWLRQ6NLOOVDQG7UDLQLQJ
%DUULHUVWR+RXVLQJDQG6HUYLFHV&ULPH/LYLQJ(QYLURQPHQW 0DSVIRUHDFKLWHP
KDYHEHHQLQFOXGHG(DFKPDSVKRZV,0'VFRUHVZKLFKPHDQVWKHKLJKHUWKH
VFRUHWKHJUHDWHUWKHGHSULYDWLRQDQGWKHGDUNHUWKHVKDGLQJIRUHDFKPDS


Source: Department of Communities and Local Government (DCLG)
Map includes mapping data licensed from Ordnance Survey © Crown Copyright 2010.
License Number 100019918
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Source: Ordnance Survey © Crown Copyright
Map includes mapping data licensed from
Ordnance Survey © Crown Copyright 2010.
License Number 100019918
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Director of Quality and Patient Safety’s Report
Agenda Item:

4.1

Reference

GB17-18/0042

Public / Private

Public

Meeting Date

7th November 2017

Lead Officer/Author of
paper

Lorna Quigley, Director of Quality and Patient Safety

Contributors
For Decision
For Information

Yes

For Discussion
Executive Summary

This paper provides Governing Body with a report on the statutory functions and
duties that the Director of Quality and Patient Safety is responsible for.

Recommendations

This paper provides Governing Body with a report on the statutory functions and
duties that the Director of Quality and Patient Safety is responsible for. These
reports also align to the external CCG assurance.

Risk Please indicate

High Yes

Detail of Risk
Description

Medium

Low

Highlights the possible risk to patients if statutory functions and duties are not
monitored.

Clinical engagement taken place

N

Patient and public involvement taken place

N

Equality Analysis/Impact Assessment completed

Y

Quality Impact Assessment

Y

Strategic Themes
To empower the people of Wirral to improve their physical, mental health and general well being

Y

To reduce health inequalities across the Wirral

Y

To adopt a health and well-being approach in the way services are both commissioned and provided

Y
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To commission and contract for services that:






Demonstrate improved person centred outcomes
Are high quality and seamless for the patient
Are safe and sustainable
Are evidenced based
Demonstrate value for money

To be known as one of the leading Clinical Commissioning Groups in the country

Y

Provide systems leadership in shaping the Wirral health and social care system so as to be fit for
purpose both now and in five years time

Y

This section gives details not only of where the actual paper has previously been submitted and what the
outcome was but also of its development path i.e. other papers that are directly related to the current paper
under discussion.
Governance route prior to Governing
Body

Meeting Date

Objective/Outcome

CCG Governing Body
Quality and Performance Committee
Finance Committee
Audit Committee
Remuneration Committee
Health and Wellbeing Board
Clinical Senate
Quality & Improvement Group
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Report Title
Lead Officer
Recommendations

Director of Quality and Patient Safety’s Report
Lorna Quigley, Director of Quality and Patient Safety
For Governing Body to:
Accept the quality report.
To be assured of the processes in place to promote quality and
patient safety.

1. INTRODUCTION
This paper provides Governing Body with a report on the statutory functions and duties that
the Director of Quality and Patient Safety is responsible for. These reports also align to the
external CCG assurance.
2.


KEY ISSUES / MESSAGES
Performance against Quality indicators

Health Care Acquired Infection (HCAI) Cases in Wirral
Health Care Acquired Infection (HCAI) cases are recorded in real-time on the HCAI Data
Capture System (HCAI DCS), facilitated by Public Health England, for the following infections:





Methicillin-resistant Staphylococcus aureus (MRSA)
Clostridium difficile (C. diff)
Methicillin-sensitive Staphylococcus aureus (MSSA)
Escherichia coli (E. coli)

Year to date during the current financial year (Quarter 1 & months 4 and 5), there have been
196 overall (Trust and CCG apportioned) reportable HCAI cases noted on the DCS in Wirral.
July and August 2017 figures
0 MRSA cases, in comparison to 3 cases for the same period in 2016/17
18 C. difficile cases, 14 cases during the same period in 2016/17.
7 of these were assigned to NHS Wirral CCG
11 were Acute Trust assigned, 7 of which were AVOIDABLE
In view of the increase within WUTH, a peer review was undertaken on 27th September by
Infection Prevention and Control specialists from Manchester, a number of key issues where
identified including getting the basics right, simplifying processes and clinical leadership. An
action plan has been developed by the Trust and is being managed through the contractual
process with the support of Public Health to give system assurance.

27 MSSA cases, in comparison to 39 cases for the same period in 2016/17
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119 E-coli cases comparative to 102 last year (some lab reporting issues noted 2016/17 – not
all incidences of E-coli were visible on data provided by WUTH. This has now been addressed
but may contribute to lower figures displayed for 2016/17).
It is an ambition to reduce Healthcare associated Gram-negative bloodstream infections by
50% by 2021.
A number of system actions are to be place to achieve this:
 An identified executive lead – now identified
 A system agreed reduction plan – submitted on 30th September to NHSE
 An agreed improvement plan
Progress against the plan will be reported and monitored through the Health Protection Groupwhich is chaired by the Director of Public Health
Action: Governing Body to note the interim Q2 figures (awaiting September official
data). A full Q2 representation will be given on the next Governing Body report.


Mixed Sex Accommodation Breaches (MSA)

NHS organisations are expected to operate without having any mixed sex accommodation
except in very specific circumstances. The national definition of “sleeping accommodation”
includes areas where patients are admitted and cared for on beds and trolleys, even when
they do not stay overnight. It includes all admissions assessment units (including decision
making units) day surgery and endoscopy units. It does not include areas where patients have
not been admitted such as Emergency Department cubicles.

There have been 11 breaches in month (July) and 21 breaches in month (August) for CCG
patients, of which all occurred within Wirral University Teaching Hospital.
The Trust has provided a verbal update as to the rationale/reasoning for the increase in
breaches reported in August at the September WUTH Quality and Clinical Risk (QCR)
meeting. The higher numbers reflect the general increased pressure and difficulties with
patient flow across the Trust in month.
Assurances given:
 The delays in transferring out are discussed at all bed meetings and given high
priority.
 The patients’ privacy and dignity is maintained in the critical care areas, in a side
room if possible, and all care given that would be provided on their destination
ward
 The delays are explained to the patients, and they are moved as soon as a bed
becomes available in the right ward.
 Critical care was not fully occupied during this time, and there were no patients
unable to be transferred to critical care that needed a bed there.
 Harm review proforma now in place to be completed for all breaches
 Identified trends and themes on breach analysis to be shared at November WUTH
QCR meeting for further discussion.
Further action and discussion will be undertaken with the Trust to ensure ongoing monitoring
of impact. The financial impact of breaches are being scrutinised by the CCG.
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Action Governing Body to note the actions being taken in relation to breaches against
patients privacy and dignity.


Friends and Family (FFT)

There is no specific target to achieve in relation to FFT; however, providers have set
themselves performance thresholds with regard to the recommend scores (90% green).

 Serious Incidents (SI)
Serious incident are events in healthcare where the potential for learning is so great, or the
consequences to patient’s families and carers, staff or organisations are so significant that the
warrant using additional resources to mount a comprehensive response. Serious incidents
can extend beyond incidents which affect patients directly and include incidents which may
affect patient safety or an organisations ability to deliver ongoing health care.
https://www.england.nhs.uk/patientsafety/wp-content/uploads/sites/32/2015/04/seriousincidnt-framwrk-upd2.pdf
A SI requires a provider organisation to undertake a root cause analysis within 60 days of the
incident occurring develop a remedial action plan and provide ongoing evidence of
Implementation of the action plan. This process is managed through the Wirral Serious
Incident Review Group (SIRG).
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There were 37 SI’s recorded in July and 27 SI’s recorded in August this is an increase of 17
and 7 on the month of June.
There are no further Never Events reported in July or August, ongoing actions regarding
previous Never Events at WUTH are being monitored via the WUTH Quality and Clinical Risk
meeting and Serious Incident Review Group


Safeguarding (Full report appendix 1)
NHS Wirral CCG’s 2016/17 annual safeguarding report is included. The report is to provide
assurance to Governing Body that the work taking place regarding children and adults at
risk within Wirral is operating in accordance with statutory guidance.
It takes account of the responsibility that the organisations from whom local health services
are commissioned have effective safeguards in place and provide the highest possible
standards of care.
The report highlights the work that has been undertaken during the previous year. A
separate report for Looked after Children will be produced in accordance with statutory
requirements.


CHC/Complex care Joint Committee

Following the decision by the CCG in 2015 to end the contract with Merseyside and
Cheshire CSU for CHC and complex care services due to service failure, a shared service
model was approved by Governing Body in February 2015 with the Cheshire CCGs. The
forming of a joint committee was approved as a subcommittee of Governing Body. Terms
of reference were agreed and been refreshed. In line with changes set out from five year
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forward view, the joint committee will change its title to become the CHC/Complex Care
programme board.
Action: consultation process to be undertaken on constitutional changes regarding
the formation of a joint committee for CHC/CC. Governing Body, will be required to
ratify the CHC/Complex Care Joint Committee terms of reference (January 2018).
3. CONCLUSION
Governing Body members are asked to note the contents of the report and the following
actions:




The CCG’s position with regard to Health Care Acquired Infections and the
actions taken relating to the increase in WUTH for August.
The plan that has been submitted in order to reduce E coli blood stream
infections
The approach that is being adopted using enhanced surveillance to gain
assurance regarding quality issues at WUTH in relation to Mixed Sexed
Accommodation.
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SAFEGUARDING ANNUAL REPORT
Agenda Item:

5.1

Reference

GB17-18/0043

Public / Private

Public

Meeting Date
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Lead Officer

Lorna Quigley, Director of Quality & Patient Safety

Contributors

Debbie Hammersley Designated Nurse Safeguarding Children
Val Tarbath Designated Nurse Safeguarding Adults

For Decision
For Information
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For Discussion
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Executive Summary

This paper provides the Governing Body with a summary of the achievements and
work associated with safeguarding activity making reference to updates related to
new government publications, serious case reviews, work of the Wirral
Safeguarding Boards, safeguarding assurance items and priorities for 2017/18 .
This report covers the period April 2016 to March 2017.

Recommendations

The Governing Body is asked to:
 Note the contents of the report

Risk Please indicate

High

Detail of Risk
Description

To ensure

Medium Yes

Low

Clinical engagement taken place

N/A

Patient and public involvement taken place

N/A

Equality Analysis/Impact Assessment completed

N/A

Quality Impact Assessment

N/A

Strategic Themes
To empower the people of Wirral to improve their physical, mental health and general well being

Y

To reduce health inequalities across the Wirral

Y

To adopt a health and well-being approach in the way services are both commissioned and provided

Y

1/2
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GOVERNING BODY MEETING

Y

To commission and contract for services that:






Demonstrate improved person centred outcomes
Are high quality and seamless for the patient
Are safe and sustainable
Are evidenced based
Demonstrate value for money

To be known as one of the leading Clinical Commissioning Groups in the country

Y

Provide systems leadership in shaping the Wirral health and social care system so as to be fit for
purpose both now and in five years time

Y

This section gives details not only of where the actual paper has previously been submitted and what the
outcome was but also of its development path i.e. other papers that are directly related to the current paper
under discussion.
Governance route prior to Governing
Body

Meeting Date

Objective/Outcome

CCG Governing Body
Quality and Performance Committee
Finance Committee
Audit Committee
Remuneration Committee
Health and Wellbeing Board
Clinical Senate
Quality & Improvement Group

2/2
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1. PURPOSE
The purpose of this report is to provide assurance to NHS Wirral Clinical Commissioning
Group Governing Body that the work taking place regarding children and adults at risk
within Wirral is operating in accordance with statutory guidance, and takes account of the
responsibility that the organisations from whom local health services are commissioned
have effective safeguards in place and provide the highest possible standards of care. In
addition this report also demonstrates the work that has been undertaken during the
previous year. A separate report for Looked after Children will be produced in accordance
with statutory requirements.

2. INTRODUCTION
2.1

Notable Achievements during reporting period 2016-17
 Co-ordinated the Merseyside Safe Sleep Campaign
 Lead review author for 3 LSCB Multi Agency Case Reviews
 Quality Improvement Nurses commenced in post as part of the integrated Quality
Assurance team for the CCG/LA
 Contributed to the development of the new combined Knowsley, Liverpool, Sefton
& Wirral (KLSW) Safeguarding Adult Board (SAB)
 Led and coordinated the health response for the large scale Child Sexual
Exploitation (CSE) investigation (Operation Corzola)
 One of only two regional CCGs authorised to have student nurse placement
 Led and coordinated the health response to the Ofsted improvement plan
 Part of the first team to become integrated joining with the Local Authority
Contracts & Quality Assurance team and the Safeguarding Adult Board team
 Managers network established in October 2016 following a successful bid for
funding from skills for health
 The Named GP for Safeguarding Adults has contributed to the development and
delivery of the safeguarding adults training for GP practices
 The Named GP for safeguarding children has contributed to regional
developments via the “Cheshire & Merseyside Named GP forum” (governance by
NHSE)

2.2

Safeguarding Children and Adults at risk is core to the business of NHS Wirral Clinical
Commissioning Group and is embedded in the following corporate objectives:
 To empower the people of Wirral to improve their physical, mental health and
general well being
 To reduce health inequalities across the Wirral
 To adopt a health and well-being approach in the way services are both
commissioned and provided
 To commission and contract for services that:
o Demonstrate improved person centred outcomes
o Are high quality and seamless for the patient
o Are safe and sustainable
o Are evidenced based
o Demonstrate value for money
 To be known as one of the leading Clinical Commissioning Groups in the
country
 Provide systems leadership in shaping the Wirral health and social care
system so as to be fit for purpose both now and in five years’ time
18
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2.3

This report outlines the Clinical commissioning Groups strong commitment to
safeguarding and promoting the welfare of children and adults at risk who are living within
our communities and demonstrates how we carry out our statutory responsibilities.

3. LEGAL FRAMEWORK
3.1

The requirements upon health are enshrined in statute within children’s services. The
Children Act 1989 and 2004 provides the legislative framework for safeguarding children.
Section11 and13 of the Children Act 2004 has been amended through the Health and
Social Care Act 2012 in order that the NHS England and Clinical Commissioning Groups
have regard to the need to safeguard and promote the welfare of children and to be
member’s of the Local Safeguarding Children Board. This is supported by Working
Together (HM Government 2015).The guidance sets out the roles and responsibilities of
all agencies including Clinical Commissioning Groups in ensuring their functions are
discharged with regard to the need to safeguard and promote the welfare of children.

3.2

The legislative framework for Safeguarding Adults is enshrined in the Care Act 2014;
The Act recognises that Local Authorities cannot safeguard individuals on their own: it
can only be achieved by working together with the Police, NHS and other key
organisations as well as awareness of the wider public.

3.3

The statutory safeguarding duties of the Clinical Commissioning Group are set out in:




3.4

Safeguarding Vulnerable People in the Reformed NHS – Accountability and
Assurance Framework (NHS England 2015)
Working Together to Safeguard Children A guide to interagency working to
safeguard and promote the welfare of children (HM Government, 2015) – there
has been an update to include new statutory definition of Child Sexual Exploitation
(CSE) & Female Genital Mutilation (FGM) guidance.
Care Act Statutory Guidance: Care and support statutory guidance (DoH 2017)

The Clinical Commissioning Group:






Is responsible for ensuring that the organisations it commission services from
provide a safe system that safeguards children and adults at risk of abuse or
neglect
Has a duty to be a member of Wirral Local Safeguarding Children Board
Has a duty to be a member of KLSW Combined Safeguarding Adults Board
Is expected to work in partnership with Wirral local authority to fulfil its
safeguarding responsibilities e.g. membership of the Community Safety
Partnership and other 20/20 Pledge Delivery Groups
Should ensure robust processes are in place to learn from cases where children
or adults die or are seriously harmed and abuse or neglect is suspected

3.5

The legislative & statutory requirements which came into effect during this reporting
period include:

3.6

POLICING and CRIME ACT 2017
The Policing and Crime Act received Royal Assent on 31 January 2017.
The Policing and Crime Act 2017 further reforms policing and enables important changes
to the governance of fire and rescue services. The changes will build capability, improve
efficiency, increase public confidence and further enhance local accountability.
The main provisions are enabled via amendments made to several key parliamentary
acts: detailed below:
i)

Amendments to Sections 135 and 136 of the Mental Health Act 1983
Extension of powers under sections 135 and 136 of the Mental Health Act 1983
Provision to stop the detention in police cells of children and young people under
19
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18 who are experiencing a mental health crisis (and restrict the circumstances
when adults can be taken to police stations). Restrictions on places that may be
used as places of safety and Periods of detention in places of safety.
ii) Amendment to the Police and Criminal Evidence Act 1984
To ensure that 17-year-olds who are detained in police custody are treated as
children for all purposes, and to increase the use of video link technology
iii) Amendments to the Sexual Offences Act (SOA) 2003
The SOA was amended by the Serious Crime Act 2015 to remove references to
‘child prostitution’ and ‘child pornography’ and replace them with ‘sexual
exploitation of a child’.
A new offence of sexual communication with a child was introduced, under the
Serious Crime Act, to strengthen the powers of the authorities to prosecute cases
of grooming (without having to wait until the point of travel, as per the requirements
of the SOA). Like the SOA, this only applies to adult perpetrators, and victims
under 16 years of age, but it does criminalise the act of sexual communication
(defined as being sexual or encouraging a sexual response, and for the purposes
of sexual gratification).
iv) Amendments to the Coroners and Justice Act 2009
Under section 1 of the Coroners and Justice Act 2009 and the Chief Coroner’s
Guidance no. 16, coroners are currently required to hold an inquest into any death
where the deceased was subject to an authorisation under the deprivation of liberty
safeguards (DoLS), on the basis that they are ‘in state detention’
From 3 April 2017, with the Policing and Crime Act 2017, this is set to change. Any
death on or after this date will only require an inquest if other criteria apply; for
example if the death was unnatural or violent, or the cause of death is unknown.
Deaths before this date will still require an inquest.
v) Amendment to the Anti-Social Behaviour, Crime and Policing Act 2014
Part 10 of the Anti-social Behaviour, Crime and Policing Act 2014 (forced marriage)
has been amended to improve protection for victims of Forced Marriage and give
them more confidence to come forward by providing them with lifelong anonymity
3.7

The next sections in the report will demonstrate how the Clinical Commissioning Group is
meeting its statutory responsibilities and provides detail on the work undertaken during
2016–17.

4. LEADERSHIP AND ACCOUNTABILITY
4.1. Section 11 of the Children Act 2004 outlines the requirement for a clear line of
accountability within NHS organisations in respect of safeguarding and promoting the
welfare of children. The NHS safeguarding accountability and assurance framework
supports this requirement and extends it to include adults at risk.
4.2. Leadership and responsibility for safeguarding at Governing Body level is achieved
through the Director of Quality and Patient Safety. This lead role provides the Clinical
Commissioning Group representation on both the Local Safeguarding Children Board
and Combined Safeguarding Adult Board.
4.3. Clinical expertise in the Clinical Commissioning Group is provided through the
Designated Nurse for Safeguarding Children, Designated Nurse for Children Looked
after, the Designated Doctor for Safeguarding Children and the Designated Nurse for
Safeguarding Adults. There is also a Designated Doctor for Children Looked after and a
Designated Paediatrician for Child Deaths. In addition there is a Named GP for
Safeguarding Children and a Named GP for Safeguarding Adults. These professionals
are directly accountable to the Director of Quality and Patient Safety
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4.4. As clinical experts and strategic leaders, the designated professionals provide a vital
source of advice to the Clinical Commissioning Group, NHS England, the Local Authority,
Community Safety Partnership Board, Local Safeguarding Children Board and Local
Safeguarding Adult Combined Board and the Child Death Review Panel. They also
provide advice and support for health professionals in provider organisations and
independent contractor services.
4.5. The Designated Professionals continue to support and attend Strategic Safeguarding
Groups with Wirral University Hospital Trust, Wirral Community Trust, and Cheshire and
Wirral Partnership Trust in order to ensure external challenge, scrutiny and assurance
processes are established and embedded. The terms of reference of these groups are
currently under review.
4.6. The Named GP for Safeguarding Children continues to be hosted by Wirral Clinical
Commissioning Group on behalf of NHS England Regional Team and receives
supervision and support from the Designated Doctor for Safeguarding.
4.7. Both Named GPs (Safeguarding Children & Adults) continue to work within primary
care to drive improvements in safeguarding practice.
4.8. In addition members of the Governing Body have received bespoke training to ensure an
understanding of safeguarding is embedded at the most senior level of the organisation.

5. INSPECTIONS
5.1

Office for Standards in Education (Ofsted) Inspections
In July 2016 Wirral Local Authority had their Ofsted inspection which includes the
effectiveness of the Local Safeguarding Children Board. Both the Local Authority and the
Safeguarding Children Board was rated as Inadequate.
There were 19 recommendations for the Local Authority and 7 for the LSCB. An Ofsted
Improvement Board is established to oversee the development and implementation of
the improvement plan.
The Director of Quality and Patient Safety is a member of the Improvement Board.

5.2

Care Quality Commission.
There have been no Care Quality Commission themed safeguarding children inspections
in the last year. However preparation is underway for the anticipated Care Quality
Commission single agency inspection which will look at the quality and effectiveness of
the arrangements that health care services have made to ensure children are
safeguarded and how health services promote the health and wellbeing of looked after
children and care leavers
The Clinical Commissioning Group, Local Authority and the Care Quality Commission
continue to meet Bi Monthly to review any Nursing Care Home or domiciliary care
providers where concerns are known or raised. Safeguarding referrals leading to an
investigation requiring input from health takes into account any Care Quality Commission
inspection reports, incident reports and serious untoward incident reports

5.3

NHS England North’s CCG Safeguarding Assurance
NHS England has a statutory duty to make an annual assessment of each CCG’s
performance. It meets this duty through its CCG Assurance Framework. In accordance
with the Operating Manual Annexe 2 “Statutory functions requiring a more detailed focus
– Safeguarding Vulnerable People”, the NHSE self-assessment audit tool was completed
and submitted to NHSE.
At the time of this report Wirral CCG are fully compliant (green) with 26 out of the 28
standards – The two areas of partial compliance are shown as amber in the table below
21
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STANDARD

SPECIFIC RISK

RISK
RATING

RECOMMENDATION

Expertise of
designated
professional

The designated Doctor for
CLA only has 1 session per
week

Amber

Capacity issues to be
addressed

Supervision
Arrangements

Designated professionals
do not have access to
appropriate supervision

Amber

Supervision arrangements
to be to be explored and
addressed

6. SERIOUS CASE REVIEWS AND CRITICAL CASE REVIEWS
6.1

A Serious Case Review is undertaken when a vulnerable person dies or is seriously
harmed through neglect or abuse, and there are concerns as to the effectiveness in the
way agencies worked together. Regulation 5 of the Local Safeguarding Children Board
Regulations 2006 requires Local Safeguarding Children Boards to undertake reviews in
specified circumstances. Serious Case Reviews are undertaken to ensure that important
lessons for intra and inter-agency working are learnt. There is a further requirement for
reviews to be carried out regularly on cases which do not meet statutory criteria, but
which can provide useful insights into the way organisations are working together to
safeguard and protect the welfare of children. In Wirral these are called Critical Case
Reviews

6.2

There have been no Serious Case Reviews carried out in respect of children over the last
year in the Wirral Local Safeguarding Children Board area. There is however 1 case
which meets the criteria and due commence. There have been 6 critical case reviews
undertaken.

6.3

The Safeguarding Children Board recommendations from Serious Case Reviews and
Critical Case Reviews are monitored and implemented by the Serious Case Review
committee, which is a subcommittee of the WCSB and provides regular exception reports
to the Board.

6.4

The Care Act 2014 introduced statutory Safeguarding Adult Reviews (SAR). It expects
agencies to co-operate with the review but also gives boards the power to require
information from relevant agencies. The fundamental shift however revolves around
professional practice; practice that puts the adult and their wishes and experience at the
centre of safeguarding enquiries and which seeks to enable people to resolve their
circumstances, recover from abuse or neglect and realise the outcomes that they want.

6.5

The Safeguarding Adult Board has a safeguarding adults review protocol. This is agreed
on a multi-agency basis and endorsed by the Coroner’s Office, and details the
circumstances in which a SAR will be commissioned and undertaken. For example;
when an adult experiencing abuse or neglect dies, or when there has been a serious
incident, or in circumstances involving the abuse or neglect of one or more adults. The
links between this protocol and a domestic violence homicide review are clear. During
the time frames of this report, there has been 1 SAR commissioned by Wirral Local Adult
Safeguarding Board in the last year.

7. SAFEGUARDING QUALITY ASSURANCE
7.1

The Clinical Commissioning Group is responsible for safeguarding quality assurance
through the contractual arrangements with its service providers.

7.2

As a commissioning organisation, the approach of the Clinical Commissioning Group is to
ensure services commissioned are safe with safeguarding standards embedded in
practice.
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7.3

Contracts and service specifications for 2016-17 commissioned services include
safeguarding standards which are monitored. NHS England/Wirral Clinical
Commissioning Group policy and accompanying safeguarding standards and red, amber,
green rated self-assessment audit tool were included in contracts, and in the LSCB
section 11 audit/SAPB section 43 audit (the virtual college)

7.4

The completed audit tools are reviewed and evidence provided scrutinized to ensure that
robust safeguarding systems and processes are in place. For the main providers, action
plans to improve red and amber rated standards are monitored via contract monitoring
processes.

7.5

The Commissioned Services Standards for Safeguarding Children and Adults at Risk
2017 has now replaced the 2016 policy to take account of legislative changes. They will
be reviewed annually.

7.6

In addition, to ensure the Designated Nurses are receiving essential information in a
timely manner, the Safeguarding Assurance Framework (Safeguarding dashboard) is
now included in all relevant contracts and returned on a quarterly basis. The information
is scrutinized and discussed with the providers at the contract quality monitoring
meetings and reported by exception to the relevant group/committee.

7.7

The Clinical Commissioning Group, as commissioners of health services are represented
at the NHSE Quality Surveillance Group. The purpose of this group is to share any
cross boundary concerns regarding the quality & safeguarding assurance of providers
within the North West and beyond. Commissioners may share services provided to the
population of more than one Clinical Commissioning Group and or cross Local Authority
boundaries.

7.8

A large proportion of services for vulnerable people are now commissioned by Local
Authority public health commissioners (e.g.0-19’s health services, drug and alcohol
services, sexual health services, sexual assault counselling services) further work is
continuing to agree a robust process is established to ensure the expertise of the
designated nurses is appropriately utilized.

8. SAFEGUARDING BOARDS
8.1

The Wirral Local Safeguarding Children Board (LSCB) and the Local Safeguarding Adult
Partnership Board are the key mechanisms for agreeing how the relevant organisations
in each local area will co-operate to safeguard and promote the welfare of children and
adults in that locality, and for ensuring the effectiveness of what they do.

8.2

The Clinical Commissioning Group supports the Boards through attendance at Board
meetings actively participating in the subgroups /committees and financially. The
executive lead for Safeguarding attends both the SAPB and WSCB Board meetings.

8.3

The Designated Nurse for Safeguarding Children chairs the WSCB Performance
Committee and the Joint SAPB/WSCB Domestic Abuse/Harmful Practices Committee.
The Designated Nurse for Safeguarding Adults attends the joint SAPB/WSCB/ Domestic
Abuse/harmful practices committee and the SAB Case Review Committee. Both
Designated Nurses attend the board meetings as expert advisors, in addition to regularly
attending committee meetings as an expert resource.

8.4

LOCAL SAFEGUARDING CHILDREN BOARD
The statutory membership of the Local Safeguarding Children Board is set out in
Working Together to Safeguard Children(2015).The Clinical Commissioning Group
meets its statutory membership requirements through the attendance of the Director of
Quality and Patient Safety. The Designated Nurse and Doctor attend the Board in a
statutory advisory capacity, providing clinical expertise for the Board where required.
The Clinical Commissioning Group actively supports the Local Safeguarding Children
Board and subgroups/committees through:
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8.5

Chair/Attendance and active contribution at subgroup/committee meetings
Chair/Attendance and active contribution at strategic multi-agency group
meetings
Chair/Involvement in multi-agency case audit meetings
Contributing to the development and updating of child protection policies and
procedures
Communicating the wider safeguarding agenda to independent contractors
and provider services
Contributing to the work of the Child Death Overview Panel in Merseyside
Undertaking Serious Case Reviews and involvement in Critical Case
Reviews
Involvement in provision of multi-agency training
Dissemination of learning across health organization and implementing
recommendations as required
Work with General Practitioners to increase attendance at initial child
protection case conferences and submission of reports for initial and
review child protection case conferences

LOCAL SAFEGUARDING ADULT BOARD
From 1st April 2017 the Wirral Safeguarding Adults Board ceases to operate as a local
board. There will be a new combined Safeguarding Adults Board which will comprise of
Knowsley. Liverpool, Sefton and Wirral. (KLSW Combined Board). The first KLSW
combined board meeting will be on 24th April 2017 and a new independent chair Sue
Redmond has been appointed.
Please see below the Board Structure for the Sub Groups of the new KLSW Combined
Board:

9. CHILD DEATH OVERVIEW PROCESS
9.1

In line with Safeguarding Vulnerable People in the Reformed NHS–Accountability and
Assurance Framework (NHS Commissioning Board,2015) the Clinical Commissioning
Group has secured the expertise of a Designated Paediatrician for Unexpected Deaths in
Childhood (Designated doctor for Child Death Process).

9.2

All child deaths (excluding neonatal deaths) that occur for Wirral children are reported to
the 2 Nurses for Child Death /Paediatric Liaison (1nurse in Wirral Community NHS Trust
and 1 Nurse in Wirral University Teaching Hospital Trust). The nurse specialists are
responsible for gathering and coordinating and sharing this sensitive information
surrounding the death of the child. They are responsible for liaising closely with the Wirral
Safeguarding Children Board Child Death Co-coordinator, and for coordinating and
managing the health response to all child deaths, in accordance with the Children Act 2004
and Working Together (2015). This is in order to improve the understanding of how and
why local children die. These findings aim to identify actions to prevent future child deaths
and more generally to improve the health and safety of children.
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9.3

During April 2016-March 2017 there have been 34 child deaths which were from Wirral.
The male to female child death rates were: 20 males and14 female. The main ethnicity
of child deaths was to ‘white British’ children.

9.4

All deaths are reviewed at the Merseyside Child Death Overview Panel, the Designated
Nurse for Safeguarding Children regularly attends the panel, and the Designated Doctor
for Child Death Process attends on a rota basis. There have been 4 Child Death
Overview Panel meetings to review child deaths and 4 Neonatal panels.

9.5

The following provides an overview of the key findings for Wirral:









For the last 2 years, the ratio of child deaths in relation to the under 18 population
is above the Merseyside figure, despite having lower indices of multiple deprivation
97% of deaths reviewed during 2016/17 were completed within 12 months
76% of deaths were expected
57% of deaths were children under 1 year of age
22% of deaths had modifiable factors identified
9 of the deaths reviewed in 2016-17 was found to contain ‘modifiable factors’
The most common modifiable factors identified were smoking in pregnancy,
service provision, parental lifestyle and safer sleep
There was one case that indicated a Serious Case Review was required.

9.6

Learning from the child deaths has resulted in the panel investing time in the promotion of
a Safe Sleep Campaign across the Pan Merseyside area. Wirral has been proactive in
leading this.

9.7

The Merseyside Child Death Overview Panel will reflect on the trends in the locality and
aim to identify learning and to impact positively from a public health perspective.

9.8

The Child Death Overview Panel provides an annual report to the Local Safeguarding
Children Board, which provides in depth analysis and statistics. For further information
please see link https://www.wirralsafeguarding.co.uk/professionals/child-death/

10 SAFEGUARDING POLICIES
10.1

The Clinical Commissioning Group has a Commissioned Services Policy for
Safeguarding Children and Adults at Risk (2017) for inclusion in provider contracts.
Details of this policy are included earlier in this report.

10.2

In addition, the Clinical Commissioning Group has a Safeguarding Children Policy and a
Safeguarding Adults at risk policy outlining the organisations safeguarding requirements
and those of its entire staff. This is updated on a yearly basis or when new national
guidance is issued.

10.3

Following a recommendation from NHSE a separate “managing allegations against staff”
policy was produced and ratified by the Quality, Performance & Finance Committee

10.4

The flowcharts ‘What to Do if you have concerns about a child/adult 'are updated and
distributed to all CCG and Primary Care staff as required throughout the year.

10.5

All polices are included on the Clinical Commissioning Group website.

11 LEARNING AND DEVELOPMENT–SAFEGUARDING CHILDREN
11.1

Safeguarding training is critical to protecting children and young people from harm. All
NHS staff must know how to identify abuse and neglect and how to act on their concerns.
Safeguarding training is mandatory for all NHS staff in relation to Children.

11.2

As commissioners the Clinical Commissioning Group challenges all providers to
demonstrate that they have the necessary competence and capacity in place to provide
leadership, guidance, and supervision across the workforce.
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11.3

Through the self-assessment audit within the commissioning policy the provision of
safeguarding training by providers is monitored. The self-assessment audit also
identifies the provider’s competence in safeguarding and not just numbers of staff who
have undertaken t he training.

11.4

Each staff member within the Clinical Commissioning Group has had the level and
frequency of safeguarding training they require identified Level 1 training is achieved
through the Electronic Staff Record system Safeguarding Children e-learning packages.
All training once undertaken is recorded at a central point within the Clinical
Commissioning Group.

11.5

In accordance with the training standards specified in the Safeguarding Children and
Young People: roles and competencies for healthcare staff- Intercollegiate Document
(September 2014), the Governing Body members have received specific training from
the Designated Nurses.

11.6

During the last year the Safeguarding Team has further contributed to safeguarding
learning and development through:
Commitment to ensure multi-agency training competencies are in line with the
Intercollegiate Document
 Working with the Local Safeguarding Children Board training co-coordinator to
review and deliver multi-agency training on understanding and assessing neglect.
 The Designated Nurse and the Named GP for Safeguarding Children have
delivered Level 3 training sessions for GPs and Nurse Practitioners, and have an
annual rolling programme
 The Designated Doctor has delivered multi-agency training on Fabricated/Induced
illness in children by parents/carers, and Child Sexual Abuse.


11.7

The following table demonstrates the safeguarding children compliance for CCG staff.
TABLE 1: SAFEGUARDING CHILDREN TRAININGCOMPLIANCE
Intercollegiate Document (2014) – Level of training

% of staff
completed

Level 1

Clinical Commissioning Group Governing Body and staff

93%

Level 3

Governing Body GPs

80%

Level 5

Designated Nurse and Doctor

100%

Level 6

Governing Body Members

99%

Please note: Training compliance is correct at 31st March 2017

12 LEARNING AND DEVELOPMENT–SAFEGUARDING ADULTS
12.1

Adult safeguarding e-learning packages are currently undertaken and recorded through
the Electronic Staff Record. Although a competency framework and training standards
are currently under development and we await an intercollegiate document for
Safeguarding Adults from NHS England.

12.2

As commissioners the Clinical Commissioning Group challenges all providers to
demonstrate that they have the necessary competence and capacity in place to provide
leadership, guidance, and supervision across the workforce.

12.3

Through the self-assessment audit within the commissioning policy the provision of
safeguarding training by providers is monitored. The self-assessment audit also identifies
the provider’s competence in safeguarding and not just numbers of staff who have
undertaken the training.
26
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12.4

Face to face sessions continue to be delivered to GP’s by the Community Trust
Safeguarding service and supported by the Named/Lead GP for Safeguarding Adults to
ensure the GP’s receive additional training appropriate to their role. Evaluation of this
training has been overall positive

12.5

The following table demonstrates the safeguarding adult compliance for CCG staff.
TABLE 2: SAFEGUARDING ADULT TRAINING COMPLIANCE

National Competence Framework for Safeguarding Adults: SCIE/
Bournemouth University(2010)–Training Group

% of staff
completed

Group A/Level 1 Clinical Commissioning Group Governing Body and staff

94%

Group C/L5

Designated Nurse for Safeguarding Adults

100%

Level 6

Governing Body members

99%

Please note: Training compliance is correct at 31st March 2017

13

SAFEGUARDING SUPERVISION AND SUPPORT

13.1

Working in the field of safeguarding entails making difficult and risky professional
judgments. The work is increasingly demanding and can be distressing and stressful, not
least because of the public interest created by national headline stories. All those
involved in provider services have access to immediate advice and support from the
organisation Safeguarding Teams.

13.2

All health practitioners involved in day to day work with children and families and
vulnerable adults require effective safeguarding supervision. Supervision and support
standards are included in the Clinical Commissioning Group Commissioned Services
Policy for Safeguarding Children and Adults at Risk (2017).

13.3

Designated Professionals provide continuing support and supervision to Named
Professionals within the NHS economy; a procedural document has been developed by
the Designated Nurse which provides a formal framework in which supervision is
provided to Named Professionals in commissioned services.
They also provide
supervision, support and advice when required and on an individual case basis to staff
working in GP practices, dental practices, pharmacy ’sand in private healthcare
organisations.

13.4

The Designated Doctor for Safeguarding Children obtains peer support and supervision
through the Cheshire and Merseyside Designated Lead Network.

13.5

The Designated Nurse for Safeguarding Children obtains peer support via regular
meetings with colleagues. Neither Designated Nurses received supervision as
highlighted previously in section 5

14

SAFEGUARDING WITHIN PRIMARY CARE SERVICES

14.1

The Clinical Commissioning Group is not directly responsible for commissioning primary
medical or other primary care services but have a duty to support improvements in the
quality of primary medical care (NHS Commissioning Board, 2013).

14.2

GP s have been identified as key professionals in the protection of children and adults at
risk from harm, and in promoting the welfare of children through early intervention. The
Designated Professionals and Named GP for Safeguarding Children have established
working relationships with NHS England Regional Team to ensure that the quality of
safeguarding practice within primary care is high.

14.3

There has been considerable work carried out with GP practices this year to ensure
safeguarding standards are met:
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14.4

All practices have a lead GP for safeguarding. All safeguarding information is
distributed through the lead GP and practice manager.
All GPs have been informed of the training requirements for safeguarding
children as set out in the Intercollegiate Document (2014). They are actively
engaging in both the Single Agency Training (provided by the Named GP and
Designated Nurse),and the Multiagency Training( provided by the Safeguarding
Board).
The feedback has been extremely positive, and increased numbers of GP
referrals to Children's Services and the Family Safety Unit have been observed.
GPs are aware of their practice’s responsibility to record training and be able to
demonstrate this to the CQC.
In the absence of the Named GP Safeguarding Children the Designated
Professionals are available to GPs, practice staff and other independent
contractors to provide advice and support when they have safeguarding
concerns. This facility is well used
Robust information sharing processes have been developed and positively
implemented in response to operation corzola

Commissioned Safeguarding Primary Care Services for GP’s
Wirral Community NHS Foundation Trust continue to provide specific services for GPs




Multi Agency Safeguarding Hub (MASH) Specialist Nurse (ensuring adequate
information sharing
Single Point of Contact for Multi Agency Risk Assessment Conference
(MARAC)/Multi Agency Public Protection Arrangements (MAPPA)/Multi Agency
Child Sexual Exploitation (MACSE)
Safeguarding Adults training

These services have been successfully delivered over the last 12 months and have
assisted communication with primary care.

15

SAFE RECRUITMENT AND VETTING PROCEDURES
The Safeguarding Children and Safeguarding Adult Policies contain safe recruitment
standards. The Clinical Commissioning Group adheres to these standards in accordance
with the guidance produced by HM Government Disclosure and Barring Service.

16 SAFEGUARDING CHILDREN ACTIVITY
An Wirral has a population of 75,000 (24 % of the population) children and young people
(Chi Mat, 2015).
16.1

Safeguarding children activity is reported quarterly to the Local Safeguarding Children
Board. For further information please see the link
https://www.wirralsafeguarding.co.uk/the-board/annual-reports-business-plans/

16.2

The information and reporting systems are currently being reviewed to ensure more
meaningful data is captured. Activity is tracked from early intervention through to
children in care. The child’s journey is followed through services, and new
scorecards/dashboards are being developed to provide fuller information. The majority
of data is sourced from the children’s social care record, although a new dashboard
has been developed to include information from partner agencies

16.3

The following information provides a brief overview of child protection and related
interventions from 1st April 2016 – 31st March 2017:
a) Child Protection Plans–A total of approximately 387 child protection plans were
open during 2016 - 17. This compares to 408 in 2015/6, which is a slight decrease.
The majority of plans were related to Domestic Abuse, which made up
approximately 44 % of child protection plans, closely followed by neglect which
made up 39%.
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b) Child in Need Plans – there were 2650 child in need plans open during 2016 –17.
This compares to 1800 in 2015/6, which is a significant increase from the previous
year’s figures.
c) Team around the Family – 560 Team around the Family assessments were opened
in 2016–2017. This compares to 457 in 2016 which is an increase.
16.4

There has also been extensive activity related to Child Sexual Exploitation both reactively
in response to Operation Corzola and proactively in early identification and intervention.

17

SAFEGUARDING ADULT ACTIVITY

17.1

A total of 5291 safeguarding alerts were received by Department of Adult Social Services
(DASS) during the period 1st April 2016 to 31st March 2017 .(An Alert is a contact
received in which the referrer has expressed a concern about an Adult who may be at
Ris
Health Provider
Number of Alerts
k.)
For the purpose of
Ambulance
141
comparison, 1884
GP (Out of Hours)
4
concerns were from
Mental Health
3
various Social Care
Hospital
392
Community Health
685
providers.
Total
1225

17.2

In the 12 month period of this report the following care homes have closed, however
there remains adequate capacity in the "market” to meet the current demand.
Name
Eaton Court Residential Care
Home Hall Residential Care
Pensby
Home

Reason for Closure
Financial Viability
CQC enforcement / Financial
Viability
Total

Number of beds
34
30
64

17.3

The Designated Nurse for Safeguarding Adults has worked with commissioners and
informed changes in the wider health economy such as improved clinical and
commissioning pathways.

17.4

The Designated Nurse for Safeguarding Adults and the Quality Improvement Nurses
have worked closely with DASS contract / quality assurance teams. Monthly meetings
continue to produce a RAG rating for care homes based on the triangulation of a variety
of information. The RAG determines the level of compliance/assurance and subsequent
monitoring. This has informed the basis of work undertaken during the last 12 months
with care homes. (See below for monthly RAG rating)
Care Home monthly RAG Rating

29
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18

PRIORITIES FOR APRIL 2017–MARCH 2018
NHS Wirral Clinical Commissioning Group ensures that the statutory safeguarding
children and adults at risk responsibilities are met and monitors the safeguarding
arrangements of commissioned health services in order to gain assurance that children
and adults at risk receive services which meet their needs and effectively safeguards
them.
The safeguarding priorities for the coming year are:


To ensure that NHS Wirral Clinical Commissioning Group meets all the statutory
responsibilities and is compliant with the Accountability and Assurance Framework
2015



To continue to work with the Local Safeguarding Children and Adult Boards to
achieve joint safeguarding priorities, including Domestic Abuse and Exploitation.



To continue to develop the roles of both the Named GP for Safeguarding Children
and the Named GP for Safeguarding Adults



To continue to work with GP practices in strengthening their engagement with
safeguarding processes, in particular to ensure the improved attendance at initial
child protection case conferences and submission of reports for initial child
protection case conferences continues.



To ensure the Clinical Commissioning Group, along with provider services are well
prepared for all external inspections.



To continue to work with the safeguarding leads within key provider services to
ensure that safeguarding arrangements across the health economy are robust.



To continue to monitor the safeguarding arrangements of commissioned services.



To continue to work with NHS England to drive improvements in safeguarding
practice across the Wirral Health Economy and beyond.



To review the terms of reference of the 3 main providers Strategic Safeguarding
Groups



For the Designated Professionals to establish formal assurance processes with
Public Health Wirral to ensure that Public Health pay due regard to health
safeguarding processes and standards when commissioning health services on
behalf of the local authority.



To ensure that legislative changes and new statutory requirements are impact
assessed and recommendations made regarding implementation and compliance



To ensure that safeguarding continues to be a golden thread throughout the
spectrum of the CCG’s business activities.



To continue to work with the integrated LA/CCG Quality Improvement team to target
all health & social care providers in the development of quality improvement plans



Develop robust safeguarding assurance processes for smaller providers including
Voluntary, Charity & Faith Sectors (VCFS)

30
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Wirral Clinical Commissioning Group
Briefing from the Chair of the Quality & Performance Committee 26th September 2017
Purpose
To report to the Governing Body on available levels of assurance and/or escalate risks and
issues requiring action arising from the Committee’s meetings.
Significant agenda Items/Key topics discussed






Risk Register (see below)
Performance Report (see below)
National Audit Office CHC report – questions raised & answered, agreed that Q&P
committee to lead the assurance process
Policy Approvals: Workforce Race Equality Standard – document incomplete so
committee agreed to comment by email
Serious Incident Review – LR to attend future meeting of the SIR group

Outcomes/actions/assurances/risks
Performance – The committee discussed the following areas in detail:








Accident & Emergency
Ambulance service
RTT
Cancer
IAPT
MSA
Healthcare Acquired Infections

Risks – The following risks were reviewed:
14-15G – 4 hour waiting target – discussion regarding current score of 25, LQ to visit ED
early morning of 27th September – score to be discussed at GB on 3rd October.
16-17C – Still awaiting report from Royal College of Opthalmology
Any formal recommendations
The recommendations to the Governing Body from the meeting are as follows:That the Governing Body note the report
Chair Name: Linda Roberts - Chair of Quality & Performance Committee
Date: 26th September 2017
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GOVERNING BODY MEETING

Director of Corporate Affairs Report
Agenda Item:

6.1

Reference

GB17-18/0044

Public / Private

Public

Meeting Date

7th November 2017

Lead Officer/Author of
paper

Paul Edwards, Director of Corporate Affairs

Contributors

Laura Wentworth, Corporate Affairs Manager
Michael Chantler, Assistant Director Communications & Engagement

For Decision
For Information

Yes

For Discussion
Executive Summary

This paper provides Governing Body with a report on the statutory functions and
duties that the Director of Corporate Affairs is responsible for. These areas also
align to the external CCG Improvement and Assessment Framework.

Recommendations

The Governing Body is asked to:
 Note this report

Risk Please indicate

High

Detail of Risk
Description

Medium

Low Yes

The Risk Register is presented as a separate item on this agenda, but no key risks are
identified within the report itself.

Clinical engagement taken place

N

Patient and public involvement taken place

N

Equality Analysis/Impact Assessment completed

N

Quality Impact Assessment

N
Strategic Themes

To empower the people of Wirral to improve their physical, mental health and general well being

Y

To reduce health inequalities across the Wirral

Y

To adopt a health and well-being approach in the way services are both commissioned and provided

Y

1/2
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GOVERNING BODY MEETING

To commission and contract for services that:






Y

Demonstrate improved person centred outcomes
Are high quality and seamless for the patient
Are safe and sustainable
Are evidenced based
Demonstrate value for money

To be known as one of the leading Clinical Commissioning Groups in the country

Y

Provide systems leadership in shaping the Wirral health and social care system so as to be fit for
purpose both now and in five years time

Y

This section gives details not only of where the actual paper has previously been submitted and what the
outcome was but also of its development path i.e. other papers that are directly related to the current paper
under discussion.
Governance route prior to Governing
Body

Meeting Date

Objective/Outcome

2/2
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GOVERNING BODY REPORT – 7th November 2017

Report Title

Director of Corporate Affairs Report

Lead Officer

Paul Edwards, Director of Corporate Affairs

Contributors

Laura Leadsom, Corporate Affairs Manager
Michael Chanter, Assistant Director Communications and Engagement

Recommendations

Note key messages in report

INTRODUCTION
This paper provides Governing Body with a report on the statutory functions and duties that the
Director of Corporate Affairs is responsible for. These areas also align to the external CCG Assurance
Framework.
KEY ISSUES / MESSAGES
Emergency Preparedness, Resilience and Response (EPRR)

Feedback from groups
Local Resilience Forum (LRF):



NHS England represents the NHS at the main LRF group.
No issues were raised for the CCG at the last meetings.

Local Health Resilience Partnership (LHRP) meeting:


No issues were raised for the CCG at the last meetings.

EPRR Assurance Process - 2017
The CCG assurance evidence requires a suite of documents to be submitted to NHS England in line
with the annual assurance process. This was done after approval at the Governing Body in September
2017. These documents included:




Compliance statement
The assurance sheet containing evidence against standards
Development plan against core standards elements
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Minutes of the Governing Body meeting (5th September 2017) to evidence that the above
documents have been approved

Repatriation Manchester Bomb Victims


Four casualties from Cheshire and Merseyside remain in Manchester hospitals and cannot be
repatriated due to their injuries.

Pandemic Influenza Planning


The final version in relation to the guidance on the roles and responsibilities of the CCG’s in
preparing for and responding to an influenza pandemic has now been published.

Commissioning Support










The CCG contracts for the following elements from Midlands and Lancashire Commissioning
Support Unit (MLCSU): End to End services (including areas such as Human Resources and
Communications). Medicines Management, Individual Exceptional Funding Requests and
Retrospective Continuing Health Care
The Director of Corporate Affairs holds a monthly contract review meeting with MLCSU to
monitor performance across the service lines. This is supported by the production of a CSU
performance dashboard
CSU performance is also monitored across Cheshire and Wirral via a ‘Collaborative CSU/CCG’
meeting, with senior staff from CCGs and CSU discussing common areas of concern and
collective opportunities
Two areas have given cause for concern in this period. Firstly, the HR score has fallen to a
rating of ‘dissatisfied’, largely in relation to basic HR processing issues. A review of the
Recruitment process is underway within CSU and it is envisaged that these issues will be
resolved rapidly. Secondly, despite being raised as significant concern at a Board to Board
meeting earlier in the year, ICT support and delivery remains below expectations, with no real
progress on actions identified. This resulted in a rating of ‘very dissatisfied’. A meeting with the
CSU lead and the CCG’s ICT Lead (the Chief Finance Officer) is planned which will allow these
issues to be dealt with.
See section below on Communications and Engagement for an additional specific issue related
to CSU service delivery.
Communications and Engagement
Culture Assessment
Following the Culture Assessment debrief sessions, key aspects of the results have been
incorporated into organisational development programmes including the coaching programme for
staff. Development of a refreshed Vision and Values for the organisation involving staff and
members will be completed in October 2017.
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Urgent Care Transformation
An engagement and consultation framework has been developed to support this programme which
will ensure that the CCG meets its statutory duty as well as maximising the opportunities for
stakeholders and the public to contribute to the review. The framework includes the development of
a range of communications which explain the case for change and the proposed models prior to
consultation. Work has commenced on supporting material to facilitate any engagement and
consultation requirements arising from the transformation programme, this includes the
development of an info-graphic animation to support the current position and case for change as
well as agreement for the consultation to feature on regional TV and local radio. The transformation
will have a distinctive branding theme which recognises the impact of the programme. The current
planning anticipates a consultation start date of 27/11/17 and proposed models being developed by
the commissioning team will be incorporated into the supporting communications materials. It has
been agreed that the consultation will be extended by 2 weeks to account for the Christmas/New
Year period.
Patient & Public Advisory Group
A draft Terms of Reference has been developed for the establishment of a Patient and Public
Advisory Group that will form part of the CCG's governance structure. This group will primarily act
in an advisory capacity to the CCG in terms of its engagement planning and delivery. An
appointment process for the patient/public representation on the group will commence in November
2017 and this will be undertaken by an independent panel of the CCG to ensure that the process is
open and transparent. It is anticipated that the first meeting of the new group will take place in
January 2018.
Annual General Meeting
The Annual General Meeting was held on 28/9/17 at Tranmere Rovers Football Club and was
attended by 88 members of the public. As well as providing a comprehensive update on CCG
activity and performance over the previous year a significant proportion of the event was given to a
question and answer session which recognised the significant level of public interest in relation to
the temporary suspension of the Eastham Walk-in Centre. An evaluation of the AGM will be
completed to inform any changes for the 2017/18 meeting.
Winter campaign
Planning has commenced to ensure the annual Choose Well campaign is maximised by the local
health and care economy, the CCG will align its local material with that of Public Health and NHS
England. We are planning to build on the channels used last year and during the last few months
we have developed a localised video which features local clinical staff and patients, this makes our
message more relevant for Wirral and makes it clear that choosing well helps relieve pressure on
our local A & E department. The video has been presented to the A & E Delivery Board and will
commence communication from November 2017.
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Commissioning Support Unit – Communications and Engagement Support
Following consistent concerns with the existing model used by the CSU to provide support to the
CCG for communications and engagement, it has been that we will move to a ‘call off’ model based
on a structured pricing list provided by the CSU with monthly statements outlining spend and
residual budget. Future performance assessments will based on the ability to produce specified
pieces of work in line with CCG requests.

Policies
August and September 2017
The following policies were reviewed and approved at the Quality and Performance (QP) Committee
in August 2017:




Information Governance Policy
Conflicts of Interest Policy
Business Continuity Policy

There were no corporate policies due for review or approval at the QP meeting held in September
2017.

Organisational Development
The Organisational Development (OD) Group continues to meet with the primary remit of
overseeing the delivery of the CCG’s OD Strategy and Implementation Plan.
Recent developments related to OD have included:






Continued support to new mentors who have become part of the CCG’s Mentorship
Scheme.
The roll out of a Coaching Programme (called Evolve) to staff banded up to and including
Band 6 in the CCG
The roll out of a Leadership Development Programme for Bands 7-8B
The roll out of an individual Coaching Programme for Assistant Directors
Feedback to each team within the CCG around the results of the Culture Assessment (see
Communications and Engagement section also)
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Statutory and Mandatory Training
The training compliance as at October 2017 is as follows:
Training Module

Counter Fraud
Equality & Diversity
Fire Safety
Health & Safety Awareness
Infection Prevention and Control

Compliance (%) – (Target is now
at 90% as agreed at QPF held in
November 2016)
91%
92%
90%
92%
90%

Information Governance
Safeguarding Adults
Safeguarding Children
Moving & Handling
Prevent for Healthcare

91%
88%
83%
91%
90%

The target compliance rate for all Statutory and Mandatory training is 90% and overall for the CCG
the overall compliance rate is 90%, this is a decrease of 3% from the previous reporting period.
There are new starters within the CCG and HR are currently in the process of transferring their
records from their previous organisations and also staff currently on maternity leave, who are
incorporated into the compliance rate.
The new on-line training system continues to have the ability to provide reminder emails to staff one
month prior to their courses expiring and reminder emails continue to be sent directly to staff
members and copied to Line Managers from the Corporate Affairs team, to continue to address noncompliance.
Complaints
Within the reporting period of 1st August 2017 to 30th September 2017 35 new complaints were
received, all of which were acknowledged within 3 working days of receipt in line with national
guidance.
A number of complaints continue to be received with regards to Continuing Healthcare (CHC)
funding and requests for retrospective reviews. All complaints were investigated and reviewed by
the CHC Team to ensure that the original decisions made were sound and robust, which was found
to be the case in all instances, within this reporting period.
There have also been a number of enquiries in relation to the new prescribing policy for over the
counter medications and patients were advised accordingly as to the process and rationale leading
to the introduction of the policy.
There have been a number of complaints raised regarding the temporary suspension of Eastham
Walk in Centre, with the key concerns being raised in relation to patient access to this service.
Explanations have been provided as to the rationale for this decision and that there will be a widescale Urgent Care Transformation consultation beginning in late November.
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A number of enquiries received during this period were in relation to the Audiology Service which is
provided by WUTH. Explanations of the new service model have been provided.
There are currently 5 complaints being investigated by the Parliamentary and Health Service
Ombudsman (PHSO). The CCG is awaiting the final outcomes and reports with recommendations in
relation to these cases and further updates will be provided at a future meeting.
There were 41 complaints closed within this reporting period (some of which were received in the
previous reporting period).
Full details of each investigation, outcome and lessons learned, where applicable, were provided in
all complaint responses, in line with the national standards for managing complaints and National
Health Service Complaints (England) Regulations 2009.
Patient Advice and Liaison Service (PALS)
The PALS is commissioned by Wirral CCG and provided by Wired to provide ‘on the spot’ help
whenever possible, with the power to negotiate immediate or speedy resolution (within 48 hours) of
problems. Where appropriate, the PALs service will refer patients to independent advice and
advocacy support from local and national sources including HealthWatch.
There were 57 PALS enquiries received within the month of August 2017 and 50 received within the
month of September 2017. The three dominant areas of these were related to Wirral University
Teaching Hospital NHS Foundation Trust, GP Practices and changes to the new prescribing policy
for over the counter medications.
Of the 107 calls received, 20 were formally raised as complaints with the relevant organisation and
the remaining 75 were resolved satisfactorily.
(Source: Monthly PALS report provided from Wired)
MP Enquiries
Within the reporting period of 1st August 2017 to 30th September 2017; 12 new enquiries were
received, all of which were acknowledged within 3 working days.
There were 17 MP enquiries responded to and closed within this period. 14 of these enquiries were
investigated and responded to within the CCG’s Key Performance Indicator of 20 working days and
therefore the CCG was fully compliant in managing and responding to MP enquiries within this
period.
The final responses were delayed in being provided as there were delays in the responses being
provided from the provider organisations, Wirral University Teaching Hospital NHS Foundation Trust
(WUTH) and Wirral Community NHS Foundation Trust (WCFT). Apologies were provided together
with the reasons for the delay in these cases.
Freedom of Information (FOI) requests
Within the reporting period of 1st August 2017 – 30th September 2017, 47 new FOI requests were
received.
The subjects of the FOI requests received are detailed below (split by month):
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Subject
CCG Commissioning
Continuing Healthcare
Finance and Expenditure
ICT
Medicines Management
Mental Health
Other
Primary Care
Total

Number Received
17
10
10
2
1
2
2
3
47

The graphs below provide a breakdown of the subject of FOIs received by month:

August 2017

FOIs received in August 2017

Other

CCG Commissioning

Finance / Expenditure

Primary Care

ICT

CHC
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September 2017

FOIs received in September 2017

CCG Commissioning

CHC

Finance / Expenditure

ICT

Meds Management

Mental Health

Primary Care

All FOI requests received during this period were responded to within 20 working days, in line with
the Freedom of Information Act 2000 and the CCG’s Policy for Management of Freedom of
Information requests. Therefore, the CCG were fully compliant in managing and responding to all
FOI requests within this reporting period.

Subject Access Requests (SARs)
There were 5 SAR’s received within the period of 1st August 2017 to 30th September 2017.
3 of the requests were responded to within 40 days, therefore the CCG was fully compliant in
managing and responding to the request received within this reporting period. The remaining 2
SARs remained open at the time of writing this report.

IMPLICATIONS
The CCG will actively seek to ensure Statutory and Mandatory training targets are continued to be
complied with by reiterating messages for new starters in regard to early completion of all training
modules.
CONCLUSION
Governing Body members are asked to note the contents of the report.
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Wirral Clinical Commissioning Group
Briefing from the Chair of the Audit Committee 21 September 2017

Purpose
NHS Wirral CCG Audit Committee is a sub-committee of the Governing Body which provides
assurance in relation to the operation of key financial, clinical and corporate control systems
operated by and on behalf of the organisation. It regularly receives and scrutinises progress
and compliance reports from the external and internal auditors, Anti-Fraud Specialist and
Information Governance Manager. It also assesses the accuracy and comprehensiveness of
the Annual Governance Statement, and oversees the CCG’s approach to the identification,
assessment, mitigation and management of those key risks which might prevent the
achievement of the organisation’s strategic objectives or the safe custody of its assets.
The Audit Committee agrees an annual workplan, which drives the agenda for its meetings.
The Audit Committee is free to invite any officer of the CCG to attend a meeting, or to
commission expert independent advice to assist in the discharge of its responsibilities.
Significant agenda Items/Key topics discussed






Review Assurance Framework
The committee was advised that all review domains for the CCG’s Assurance
Framework had been ‘Green’ rated by MIAA, including document structure, Governing
Body engagement and content quality. This is an excellent outcome, providing
assurance regarding the management systems established to identify and monitor the
key risks to the achievement of key objectives.
Business of Committees
The committee noted and supported the recent decision to bring together the roles of
the Finance Committee and Turnaround Group, with revised terms of reference.
Review Information Governance Report and GDPR briefing
Progress against the IG Improvement Plan is on track to match or exceed the 91%
compliance rate achieved in 2016/17. The revised toolkit was received in June 2017.
The committee endorsed the IG Handbook, which has been revised in readiness for
the implementation of the General Data Protection Regulations, effective from 25 May
2018. The new regulations will have a significant impact for the CCG and individual
General Practices. The CCG must appoint a senior person to a newly created role of
Data Protection Officer, as well as maintaining the SIRO and Caldicott Guardian roles.
The level and scope of sanctions will be increased significantly, including for noncompliance with the new regulations, and data breaches. A high level training session
and briefing will be provided to all Governing Body members at the October GB
meeting. Attendance is highly recommended.
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The committee was advised that the take-up of staff IG training sessions so far has
been poor, and this must therefore be improved if the CCG is to attain the 95%
completion rate by March 2018.






Internal Audit Report – Continuing Healthcare
An MIAA review of the management of CHC administrative functions provided by NHS
Vale Royal CCG on behalf of local Cheshire and Wirral CCGs has identified a number
of weaknesses, resulting in an audit assessment of Limited Assurance. The national
Decision Support Tool was not consistently used for the clinical assessments,
timescales for assessment completion were frequently not met, care package reviews
were not completed on time, and governance arrangements, including the role of the
Joint CHC/CC Committee need enhancement. This review re-emphasises the
importance of this area to the CCG’s efforts to achieve financial balance, and
accountability for the service performance must be strengthened.
Internal Audit Report – Committee Effectiveness
Phase 1 of the review has been completed, with a number of medium risk improvement
recommendations made to ensure consistency of committee performance.
Conflicts of Interest Policy
The committee approved the revised Conflicts of Interest Policy, which incorporates
changes from the latest guidance issued by NHS England.

Outcomes/actions/assurances/risks





The CCG’s Assurance Framework has been reviewed and received a positive opinion
from MIAA.
The CCG must make appropriate arrangements to support the implementation of new
IG arrangements from May 2018.
Staff compliance with IG training requirements needs to improve.
Close attention should be given to ensure improvements in the management of the
CHC/CC administrative service, which is not currently meeting accepted standards,
leading to adverse impact for patients.

Any formal recommendations
None.

Chair Name: Alan Whittle
Chair of Audit Committee
Date: 21th September 2017.
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Report Title
Lead Officer
Recommendations

Medical Director Report
Dr Paula Cowan
07/11/2017
Governing Body is asked to note the progress of the activities of the Medical
Director and Clinical team.

1. INTRODUCTION
This report provides Governing Body with an update on the activities and delegated duties of the
Medical Director and CCG clinical leads

2. KEY ISSUES / MESSAGES
Wirral Care Record (WCR)
The WCR continues to be utilised in the pilot practice and the HIE is now live in five practices. An update
was given on the WCR project to the GP Protected Learning event where positive feedback was received.
A Programme Manager has been appointed to the project and will commence at the end of October.





All Practices have signed the Information Sharing Agreement for both WCR and HIE. The aim is
now to commence role out of the WCR in a phased approach to practices and a project plan
has been developed to deliver this.
A survey focusing on the benefits and uses of HIE will soon be sent to practices for completion.
The aim is to complete this at the launch and then at three months to review benefits.
The Population Health Clinical Group is developing Phase 2 of the registries. One area of focus
is cardiology: Atrial Fibrillation and Heart Failure, which is being developed through the
Cardiology QIPP group. This is also in line with STP aims and objectives.
Following on from the presentation of the work on the WCR and Registries to the West Suffolk
Leadership Summit July 2017 highlighting the partnership working and development of
Population Heath in Wirral, a further presentation was delivered at the Cerner Health
Conference in Kansas City Missouri in October 2017. This was received well wth positive
feedback.

Engagement with Local Medical Committee
Significant work has been undertaken with Wirral LMC to improve engagement and sharing information
around CCG proposals and pathway redesign. Regular monthly meetings take place between CCG
Medical Director and LMC Officers. The proposals for Musculoskeletal redesign and the delivery of
Phlebotomy are examples of these areas.

Urgent Care Update: Dr Helen Downs, Clinical Lead Urgent Care
While the urgent care system continues to experience pressure, work and processes implemented in
recent weeks is now delivering improved results.

1/6
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Streaming
Streaming is in place at the Arrowe Park Site for both adult and paediatric patients. Partner discussions
continue with ongoing review of the process focusing on the aim to develop a more sustainable solution.
Discharge to Assess D2A
The new model has now been implemented with early indications that this is effective and supporting
outward flow.
Urgent care transformation
Meetings and discussions continue with the completion of the case for change. The communication
timeline is planned and work will commence soon on the involvement and input from relevant
stakeholders such as councilors, MPs and the press

Winter Plan
The winter sustainability plan has been submitted to NHSE. The four main areas are focusing on:





Admission avoidance and ambulatory care
Emergency Department (ED)
Flow and discharge through the acute trust
Community capacity.

The Winter Plan focuses on addressing the concerns of NHSE in respect of the sustainability of the
system into the winter period. Intelligence and data over recent weeks demonstrates that the plans are
beginning to exact change with positive results. The combined ED/Walk in Centre (WIC) activity data has
shown a steady increase towards the desired October 2017 improvement target of 90% over the last few
weeks from a low of 76 % in July 17. There have been two days recently where the 95 % NHSE (NHS
England) constitutional standard was met.

Long Term Conditions update: Dr Sian Stokes, Clincial Lead Long Term Conditions

Diabetes
GPs and Practice nurses have been asked to give expressions of interest in having training to develop
up skilling in Diabetes to help support the community diabetic service. Also in relation to the Diabetes
project discussions at the recent QIPP summit identified ongoing uncertainty about the long term funding
of both the community diabetic and respiratory services. This is to be agreed by the end of October.
Elderly Care
Work has been ongoing between Public Health, Wirral University Teaching NHS Trust and Wirral NHS
CCG with regard to the Falls Service. Referrals into the falls service, which is commissioned by Public
Health, are approximately three times that which was originally commissioned. This is seen as a positive
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development and additional funding has been provided via the Better Care Fund to help support this
service. A number of potential improvement areas have been identified, including:



Promotion of self-referral for patients at risk of falls
Direct referral from A+E for patients attending having had a fall.

There are ongoing discussions around developing this service further.
A Care Home Enhanced Service Providers support meeting was held recently reporting positive feedback
about the service. The relationship building with care homes which this service is supporting is helping
to improve outcomes for patients, and better manage workload for practices. Further discussion about
the future delivery of the service requires further exploration, taking on board the learning from other
areas which support the alignment of practices with care homes. The benefits/risks of pursuing this model
will need clarification and engagement with providers will need to be undertaken prior to any decisions
about the future model of the service.

Gastroenterology
A GP Protected Learning Time (PLT) event was held on September 14th which primarily focussed on
gastroenterology problems. The event was very well attended with excellent presentations given by a
number of the gastroenterology team. Anecdotal feedback from the meeting has been very positive.
The new Coeliac Pathway was launched on 1st October 2017. GPs were updated about this change at
the PLT and this has been followed up with an e mail communication to practices.

Planned Care Update: Dr Lax Ariaraj, Clinical Lead Planned Care

Musculoskeletal (MSK) Redesign
The MSK redesign proposal has been progressing for some months. The service involves the triage of
patients by senior level physiotherapist to the most appropriate treatment or investigation. Currently the
conversion rate from referral to Orthopaedic surgery is approx 29%, compared to national rates of mid
70’s. This service is aimed at streamlining the referral process, reducing unnecessary referrals and
imaging, reducing morbidity for patients and improving their overall journey.

Dermatology
Referral to treatment times for dermatology remains challenging. A significant barrier is the regional
shortage of Consultant Dermatologists.
Further engagement and discussion is required in order to address this issue and as such a Value Stream
Analysis (VSA) event with all providers present was undertaken on October 18th. The outcomes of this
will be collated and help to formulate the decision making process going forward.
Advice and Guidance
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The CCG welcomes the agreement from WUTH to add 4 new specialties to the Consultant Connect
service. These include:





Dermatology
Ophthalmololgy
ENT
Colorectal surgery

The CCG is tentatively exploring the use of a photography app which may be beneficial in managing
patients with dermatological conditions. However, consideration of the information governance principles
around this service would need to be developed and strictly adhered to.

Audiology
The new audiology service removes age restrictions and enables the practitioner to remove wax which
impairs assessment.

Primary Care Update: Dr Simon Delaney, Clinical Lead Primary Care

Phlebotomy
Following on from the GP survey and Patient engagement which took place from April – September, an
options paper was presented to the Operational Group meeting in early October and following this, was
shared with LMC and GP members. This will be discussed further at the next Primary Care CoCommissioning Committee (PMCCC) in November.
7 day Access
The request from NHSE that a 7 day access service, 8am-8pm, 7 days be introduced by November 2017,
has discussed at CCG Operational Group, discussed with GP federations and shared with LMC and at
the recent GP members meeting. Further discussion will be undertaken in order to progress.
Membership engagement
GP members meeting took place on October 18th, with good attendance and engagement in the topics
discussed. Members continue to be actively encouraged to input into the agenda. In order to promote
and encourage more engagement, Members Chair has circulated a survey for completion seeking
members’ views on improving engagement and input into their meetings.
Prescribing



The Medicines Management Committee recently met. The NCSO (No Cheaper Stock Obtainable)
pricing changes have adversely affected the financial position in terms of prescribing as at Month
5. This additional pressure has been highlighted to NHSE.
The Repeat Reordering Scheme – Three practices have expressed a desire to opt-out of this
element of PCQS (Primary Care Quality Scheme). The belief of committee is that all elements of
the scheme should be delivered and practices should not be permitted to opt out of any specific
element. This issue has been forwarded to the Financial Recovery Group (FRG) and
subsequently to Primary Medical Care Co-commissioning Committee (PMCCC).
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Primary Medical Care Co-commissioning Committee (PMCCC)



The progress of Co-commissioning was discussed at which time it was agreed that a
colleague from Halton CCG would attend the next GP members meeting. This took place
on October 18th when the Halton representative gave an update on their experiences of
level 3 co-commissioning followed by member debate. Further discussion is required and
CCG will liaise with NHSE regarding the date for submission of application.



Committee also discussed and reviewed the Repeat Re-ordering scheme and discussion
took place regarding the withdrawal of 3 practices from this element of the PCQS. Further
contact has been made with the practices regarding this matter.



The proposal for practice merger for Silverdale and Heswall & Pensby was agreed.

Antibiotic Prophylaxis
Management of recurrent infections and appropriate use of antibiotic regimes is an area of significant
challenge. We are working with secondary care colleagues to develop pathways which cross primary and
secondary care and ensure most appropriate use of antibiotics.

IMPLICATIONS of Clinical Work







Integration across partners facilitated by the IT developments of WCR and HIE continues with
phased roll out to all practices planned for coming months,
Streaming of patients from the Emergency Department (ED) continues and is helping to support
the system overall in achieving NHSE standards.
4 additional specialties have been added to the Advice and Guidance line, facilitating clinician to
clinician discussion regarding.
New Coeliac pathway launched
Advancements in developing the Phlebotomy, MSK, Falls and Dermatology pathways and
services
Further discussion with Primary Care via the Federations on the delivery 7 day access 8am-8pm
by November.

Clinical Senate The clinical senate meets on a monthly basis. See attached Senate report

CONCLUSION
Governing Body is asked to note the ongoing work of the Medical Director and Clinical Team in
progressing the objectives of NHS Wirral CCG.
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Dr Paula Cowan
Medical Director
Wirral CCG.
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Wirral Clinical Commissioning Group
Briefing from the Chair of the Clinical Senate Committee of
7th November 2017
Purpose
Wirral NHS CCG Clinical Senate is a subcommittee of Governing Body. The principle aims of
the Senate are to provide a multidisciplinary, multi-organisational forum for clinical debate,
allowing senior clinicians the opportunity to influence and give leadership in driving forward
service transformation.
The Clinical Senate contributes to the delivery of our strategic and operational plans whilst
providing clinical ownership of the objectives of the CCG.
The Clinical Senate will ensure that improved health outcomes for the population of Wirral are
underpinned by a focus on quality and safety.

The Clinical Senate meets on a monthly basis. Below is a summary of the discussions held in
the meetings of September and October 2017

Significant agenda Items/Key topics discussed:




Urgent Care and Admissions
Cancer and Immunisation Screening Programme
Wirral Care Record and Health Information Exchange

Outcomes & actions:






The September senate focused on non elective admissions, particularly reviewing the
processes from Primary and community care, services available via the Integrated
Gateway through to Ambulance services, Emergency Departments and Admission.
Good clinical attendance with representation from all areas. It was felt that the
discussions and suggestions be fed into the ongoing urgent care meetings and
forthcoming transformation work.
.
At the October meeting, the team from Public Health delivered a presentation on the
Cheshire and Merseyside NHS Screening and Immunisation Programme. Currently
screening is at the lowest level for 19 years. Considerable work is required to improve
screening to the national average which would potentially impact significantly on
Breast Cancer and Bowel Cancer. Discussion followed with proposals on how to move
forward.

As the Wirral Care Record (WCR) and Health Information Exchange (HIE) are a
standing agenda item, senate was given further update on the progress to-date of the
project. Senate will continue to receive updates.
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Any formal recommendations
The Senate agreed to consider suggestions to feed into and support the urgent care
transformation work.
The Senate agreed that Public Health and CCG should review current Wirral data around
screening and work together on strategies to improve the uptake of screening and
immunisations.

Chair Name: Dr Paula Cowan
Chair of Clinical Senate Committee
Date 7th November 2017

Page 209 of 227

WIRRAL CLINICAL COMMISSIONING GROUP
Quality and Performance Meeting
Minutes of Meeting
29th August 2017
2pm – 4pm
Room 539, OMH

Present:
Linda Roberts (LR) (Chair)
Lorna Quigley (LQ)
Nesta Hawker (NH)
Mike Treharne (MT)
Dr Paula Cowan (PC)
Paul Edwards (PE)
Sue Smith (SS)
Dr Sue Wells (SW)
Gareth James (GJ)
Alan Whittle (AW)

Lay Member
Director of Quality & Patient Safety
Director of Commissioning
Chief Financial Officer
Medical Director
Director of Corporate Affairs
Assistant Director of Quality & Patient Safety
Chair WCCG
Senior HR Business Partner
Lay Member

In Attendance:
Jo Watts
Norma Currie
Michelle Wiles
Grace Price - Jones
Ref
No.
QP1718/0018

Commissioning Manager
Commissioning Manager
Information Governance Lead
Senior Corporate Officer
Minute

Action

Preliminary Business
1.1 Apologies for absence
Apologies were received from Simon Banks.
1.2 Chairs Announcements/Opening Remarks
No announcements were made by the Chair.
1.3 Declarations of Interest
There were no declarations of interest declared by the members of the meeting.
1.4 Minutes & Action Points from previous meeting held on 25th July 2017
Minutes
The minutes of the previous meeting held on the 25th July 2017 were agreed as a true and
accurate record of the meeting.
Minutes of the WCCG Quality & Performance – 29th August 2017
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Action Points
Members reviewed action points on the action log and provided an update was provided
for members on progress of the outstanding actions to date.
AP 12 – it was agreed by the committee to keep this action open until an external
ophthalmology review has been completed by the Royal College of Ophthalmology.
AP 29 – it was agreed that this action was completed and could be closed from the action
log.
AP 30 and 31 – it was agreed that this action will remain on the action log and that an
update will be provided at the September Quality Performance meeting.
Matters Arising
The members discussed the difficulties of full attendance at the meeting due to the A&E
Delivery Board taking place at the same time. Following a discussion, it was agreed that
the time of this meeting could be moved forward, now that the Turnaround Group had been
disbanded.
ACTION: Time of the Quality Performance Meeting to be reviewed due to the clash
with the A&E Delivery Board.
QP1718/0019

2.0 Items for Assurance
2.1 Risk Register
The members reviewed and discussed the following risks:
14-15V – PE appraised the members that the council are still in discussions in regards to
the lease of the building.
17-18B –The group were advised that the consequence and likelihood of the risk needs to
be agreed. LQ advised that this is related to the Special Education Needs and Disability
(SEND) inspection. The risk was initially related to the preparedness for the inspection, but
as this was more advanced, now focussed on the potential findings. Following this LQ
proposed that the likelihood of the risk would be measured as a 4 (likely) and that the
consequence would be measured as a 3 (moderate). It was queried whether the impact
would affect the CCG or the Local Authority (LA), and it was clarified that it would be less
favourable towards the LA. However, health should be involved in the improvement plan.
17-18C –LQ advised that this risk related to the Dynamic Purchasing System used by the
Continuing Healthcare (CHC) Team to provide packages of care to patients. It is a bidding
system for suitable home to bid to provide certain elements to patients’ packages of care.
As providers can be outbid by less expensive providers, a number of care homes are
unhappy with this aspect. A number of local elected members are also unhappy as they
believe that this system reduces the element of patient choice. A presentation is taking
place at the September Overview and Scrutiny Committee to address local elected
members’ concerns. It is believed that there may be a risks on QIPP achievement, on
reputational and a risk to patients receiving appropriate packages of care.
Minutes of the WCCG Quality & Performance – 29th August 2017
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Given these factors, it was proposed that the risk likelihood is measured as a 4 (likely) and
the consequence is measured as a 4 (major). It was agreed that this risk should be
measured as high and can later be reduced.
17/18A – It was advised that the year-end position is achievable and that it is planned for
a break even. It was agreed that this should remain at the levels previously agreed.
ACTION: Risk register to be updated.
2.2 Quality and Performance Reports
Performance Pack
NH presented the performance pack for June 2017 and highlighted the following key areas
of concern:









A&E – In June the combined A&E and WIC performance was 81.14%. WUTH did
not achieve their STF trajectory of 84% for June. The members were advised that
the minutes from the A&E Delivery Board meeting will be distributed. AQuA are
going to review the Delivery Board and review the governance of the meeting.
Ambulance Services – failed to meet CAT A Red 1 targets (63.30%), CAT A Red
2 targets (68.60%) & CAT A 19 minutes (92.40%) in June, which did not achieve
the 95% target. this is linked to A&E delivery. Ways to improve this are being
looked into. Within the A&E Delivery Board, Jim Britt asked that the CCGs raise a
risk that due to changes within the system at NWAS, the response rates will not be
monitored in the short term whilst the new targets were being implemented.
Following a discussion it was agreed that the CCG would be not be able to resolve
this issue, so further to this, it would not be appropriate for the CCG to record this
as a risk. The current handover rate remains to be an issue and has been reported
as being one of the worst in the country. Any potential impact on patient safety
continues to be monitored.
RTT – Wirral CCG did not achieve the incomplete RTT standard in July, performing
at 84.46%. WUTH’s performance was 83.51% which met their STF target of 80%.
The CCG, WUTH, NHSE and NHSI are continuing to meet monthly to seek the
underlying cause of the under-performance. The STF recovery trajectory set by
NHSE and NHSI for March 2018 is 92%. The CCG does not agree with the
trajectory set by NHSE and NHSI.
Cancer – WCCG failed one of the targets this month.
o Urgent referrals are currently performing at 83.84% (standard is 85%)
o There were 16 breaches at CCC attributed to this target, four due to a
requirement of multiple diagnostics, a number of delays were caused by the
wait for investigations, reports or MDT decisions. Five breaches were due
to late referrals from the previous provider WUTH.
WUTH achieved all cancer targets this month.
Dementia – Dementia diagnosis rate for June is 73.33% which is an increase from
May.
111 – it was reported that warm transfers of call have dropped to 42.90% a
reduction from last month which was 46.13%

Minutes of the WCCG Quality & Performance – 29th August 2017
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Mixed Sex Accommodation – there were 10 breaches occurring within WUTH.
These were attributed to patient attending HDU. The standard operating procedure
is being reviewed.
Healthcare Acquired Infections – 0 MRSA cases were reported. 12 Cdiff cases
were reported within June. LQ advised that following Post Infection Reviews,
thematical reviews are taking place.

As part of the immediate recovery plan for A&E performance there is a zero tolerance for
minor breaches. In a recent A&E Delivery Board it was discussed that 60% of breaches
happen between 8pm and 6am and that it appears that patients arriving after 15.00pm are
likely to be admitted. SW raised concerns regarding the patient journey and the care being
received by the patient. It was queried how the Chair of the A&E Delivery Group is holding
their organisation to account and monitors the governance. It was highlighted that GP
referrals have reduced from last year. MT advised that it would be helpful to have an
analysis of how many patients are attending the A&E department at different times of the
day. There was a discussion regarding Ernst and Young who are in the process of
reviewing the pathways within the A&E department and identifying ways to improve patient
experience and flow. Following the July Board to Board with WUTH, the CCG were advised
that WUTH would provide an update on the progress of the review by Ernst and Young.
ACTION: Request an update regarding the progress of the Ernst and Young review.
It was queried whether a response has been received following the letters sent to WUTH
addressed from Simon Banks regarding the concerns of the A&E performance. It was
requested that this is queried with Simon on his return from leave.
ACTION: receive confirmation on whether a response has been received from WUTH
in regards to the concerns raised by the Quality Performance meeting in respect of
the A&E delivery performance.
Further to the whole system Urgent Care recovery plan, NHSE have informed the system
that an urgent piece of work needs to start from Monday 4th September 2017 due to the
prolonged poor performance and patient safety concerns. This will form as clinical
streaming for patients by GPs attending A&E and Advanced Nurse Practitioners within the
Walk In Centre at APH. To enable this to happen without delay current services have been
revised and as a result, the decision has been made to down size the provision at Eastham
Clinic in order to secure additional advanced nurse practitioners for the Arrowepark site.
The clinic at Eastham will focus on planned care such as dressing clinics and phlebotomy
being provided on a daily basis.
2.3 Improving Access to Psychological Services (IAPT)
Jo Watts, Commissioning Manager attended the meeting to present to formal action plan
that has been created as a result of the interim report from Intensive Support Team (IST)
following a visit to the Wirral IAPT Service, Inclusion Matters Wirral. The CCG are still
awaiting the final report from NHS Intensive Support. The report identifies how the CCG
will address the recommendations made by IST and the governance surrounding the
completion of the recommendations. Jo requested the approval of the action plan from the
Quality and Performance members before it is returned to NHSE for consideration. The
Minutes of the WCCG Quality & Performance – 29th August 2017
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members were advised that the service specification is going out to tender with the new
contract to begin July 2018.

There was a discussion regarding the clarification of staff currently employed by the service
on whether members of staff would be TUPED to the new service provider. It was clarified
that members of staff would transfer. Concerns were raised that the current provider does
not have the staffing ratio in order to provide a NICE compliant service. The current
provider has been aware of its position but has not raised or addressed the requirement to
upskill staff within the last eighteen months that it has been operational. It was agreed that
within the new service specification, there will be a requirement for the provider to upskill
members of staff immediately and that members of staff are CBT qualified.
It was advised that the service currently has a positive experience reported for those who
access treatment, however the CCG remains unaware of the effects on patients given the
long waiting times to access the service.
Clarification was provided that the service specification will be outcome based rather than
activity based. It was queried whether the CCG would consider joint procurement with other
CCGs however, the members were advised that this is not possible due to different contract
time periods. However, the CCG is learning from other service models in other areas.
2.4 Compliance Report
The members reviewed the report submitted. PE highlighted that Continuing Healthcare
(CHC) remains a prominent theme regarding the outcomes and length of time it takes to
complete the process. A new theme that has emerged is complaints regarding pain
management clinics. Joint responses are being provided from the CCG and WUTH to
address complaints. There is also a theme in regards to the Repeat Prescribing Scheme
as this roles out to all Wirral practices. Medicines Management are providing support for
the responses. There were concerns raised in regards to the notification given to patients
from their GP Practice. It was agreed that a communication is required to be sent to GP
Practices to ask them to inform patients when the Repeat Prescribing Scheme is being
rolled out.
Following further discussion, it was requested that medicines management provide a
position statement of the GP Practices that have implemented the scheme and when the
remaining practices are going to roll out the Repeat Prescribing Scheme.
ACTION: MT to ensure communications to be sent to GP Practices to ensure
information is being provided to patients following the implementation of the Repeat
Prescribing Scheme.
ACTION: MT to arrange a position statement on the progress of GP practices
implementing the Repeat Prescribing Scheme.
SS advised that the Wirral Serious Incident Review Group are having conversations with
Wirral Community NHS Foundation Trust in regards to the increase of Pressure Ulcers.
WUTH have recorded two Maternity incidents, one of which may present media interest.
The CCG will not receive the completed RCA as the incident is being investigated through
Human Resources at WUTH.
Minutes of the WCCG Quality & Performance – 29th August 2017
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Two Never Events were recorded in June and will be investigated under normal process.
It was noted that there has been an increase of GP incidents, this is due to the contract
breaches being reported by GP Practices following the changes to guidance.
2.5 HR Report
The members noted the HR Report. It was highlighted that the Ethnic Composition of the
workforce, the BME group rate within the CCG fell from 3.04% in April and May 2017 to
1.7% in June 2017.
The CCG cumulative Turnover rate is currently high leaving Wirral at the 6th highest with
a rate of 23.55%.
The members noted the positive progress of the dashboard including statutory and
mandatory training, and reduction in sickness.
There was a discussion on whether exit interviews are completed when staff are leaving.
It was clarified that there is an accompanying proforma to be completed and staff are
encouraged to complete this with their managers or another colleague. However, the proforma is lengthy and it was suggested GJ should review
ACTION: GJ to review of the exit interview proforma to be completed.
2.6 CQUIN Compliance
LQ presented the paper and advised that this is the process used to develop CQUINS and
the report is to help provide the members with assurance on the sanctions. LQ was thanked
for the submission of the report and it was requested that this will return to the QP Group
Meeting quarterly.
ACTION: CQUIN paper to be re-submitted quarterly
2.7 Thorn Heys
Norma Currie, Commissioning Manager attended the meeting to discuss a current review
of learning disability services in regards to respite care and in particular to Thorn Heys
which is a respite unit provided by Cheshire Wirral Partnership Trust (CWP). As part of the
Transformation Care Programme, health respite needs to be delivered differently. The
CCG are working with CWP to develop a service to provide intensive support service as
the patients currently admitted to Thorn Heys and a review is required to understand how
best to meet the needs of these patients in the future.
CWP have previously struggled to staff the centre with clinicians. The CCG are currently
working with CWP to review different ways of providing the service. There is a consultation
period regarding transforming care, this is not specific to the Thorn Heys service. The
consultation involves users, carers and staff to allow them to feedback on how they want
the service to be provided in order to prevent patients from going into hospital. The
consultation is also being presented at the Overview and Scrutiny Committee.
Minutes of the WCCG Quality & Performance – 29th August 2017
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The members agreed that respite is valuable for family and carers.
The importance of the completion of the Equality Impact Assessment (EIA) was stressed
and that this piece of work will need to be completed as soon as possible. It was agreed
that the change in this service will attract attention from external stakeholders.
ACTION: Equality and Impact Assessment to be completed and sent to PC and LQ
for approval.
The members were asked to approve the direction of travel specified within the report and
once the EIA was completed and the consultation, the report will return to the QP meeting.
ACTION: Thorn Heys report to return to QP for final approval.
2.8 Safeguarding Report
The members reviewed the report submitted. LQ advised that this report is to provide
assurance to the CCG. It was advised that one of the Serious Case Review’s will not be
published as it was felt the patient could be identified.
QP1718/0020

3.0 Items for Approval
3.1 Policies for Approval
Information Governance
Michelle Wiles, Information Governance (IG) Lead attended to present the IG report. The
members advised that there is currently a lot of work being completed regarding the new
General Data Protection Regulations (GDPR). There were four incidents reported by the
CCG however, none reportable to the Information Commissioners Office (ICO). It was
reported that spot checks carried out on the CCG are resulting in compliance by staff.
Business Continuity
The members approved the Business Continuity Policy with no further comments.
Conflict of Interest Policy
The members were advised that new guidance has been released so amendments have
been made to the policy.
It was advised that under point 5.4, it was queried whether all members of staff are required
to declare interests. It was confirmed that it is required however, only decision making
members are published.
It was requested that this policy is distributed to GP practice via Primary Care
Communications.
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ACTION: Conflicts of interest policy to be distributed to GP Practices via Primary
Care Communications.
QP1718/0021

4.0 Items for Information
4.1 Serious Incident Review Group
No further comments were made by the members.
4.2 Wirral Drug & Therapeutics Review
It was noted that within the text of the document, the committee name required updating
to the Quality Performance Meeting and the logo used throughout the document requires
updating.
ACTION: Medicines Management to be advised on the updates required for the
report.
4.3 Individual Funding Request (IFR) Quarterly Report
The members noted the report. It was felt that training is required on appropriate referrals
being made for IFR. PC and LQ were asked to identify training needs to the GP with the
possibility to include on a PLT day.
ACTION: PC and LQ to identify training needs following referrals of patients being
made for IFR.

QP1718/0022

5.0 Current Risk Register
The members agreed that there were no further items to add onto the risk register.

QP1718/0023

6.0 Any Other Business
No further business was discussed by the members.

Date and Time of Next Meeting
The next QP Meeting is scheduled for Tuesday 26th September 2017 at 2pm in Room 539 OMH. Please
forward any apologies/agenda items/papers to gail.moore4@nhs.net
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Clinical Senate Meeting
Tuesday 12th September 20173.00pm
Room 539, Old Market House
Present:
Paula Cowan (PC)

Medical Director WCCG

Chelsea Worthington (CW)

Corporate Support Admin Assistant WCCG

Elspeth Anwar (ES)
Lax Ariaraj (LA)

Public Health Consultant
Lead for Planned Care WCCG

Dave Rowlands (DR)
Lesley Doherty (LD)
Eddie Roche (ER)
Susan Maire (SM)
Sian Stokes (SS)
Sue Smith (SuS)
Fawad Ahmed (FA)

Assistant Medical Director for WUTH
Registered Nurse CCG Lay Member
GP Federation Chair
Meds Management
Clinical Lead for Long Term Conditions
Asst Director for Quality and Patient Safety
Wirral Hospice

In Attendance:
Stuart Ryall (SR)

North West Ambulance Service

Item No.

Agenda Items

Action

PRELIMINARY BUSINESS
Welcome and introductions:
PC welcomed members to the group and introductions were made.
Apologies for Absence
Gaynor Westray, Lorna Quigley, Helen Downs, Mark Lipton & Simon Delaney
1.2

Conflicts of Interest
Wirral CCG has updated their policy regarding Conflicts of Interest in line with
new guidance. This will be addressed at each meeting and a declaration must
be made by anyone who has an ‘individual’ conflict of interest with an agenda
item in the meeting. The chair will then make a ruling as to the action to take
in light of the significance of that conflict.
PC reminded committee members of their obligation to declare any interest
they may have on any issues arising within the meeting as an individual.
P a g e 1 of 5

Page 218 of 227

LA advised that he runs admissions to avoidance.
1.3

Minutes and Actions from Previous meeting
The minutes of the previous meeting held on11th July2017 were agreed as a
true and accurate record.
DR asked if his Job title could be changed as he attends senate as the
Assistant Medical Director at WUTH, rather than the Clinical Lead for
Maternity.

1.4

Matters Arising:
PC advised that she is still looking into data sharing between NHS and non
NHS and this is discussed at Wirral Care Record meetings.
ER discussed that he has met with Andrew Cass from Wirral Ways and this
data sharing has been discussed. Any further updates PC will share with the
group.
DR to share details of the NHSE Chief operating officer for PC to deal with
directly.

DR

ITEMS FOR APPROVAL
2.1

Admissions and Discharges: How to improve flow
PC presented to the group a slide show to members on Non Elective
Admission Review and discussed with members the below:
How are patients admitted?







Self-presentation- admit from ED
Ambulance conveyance- admit from ED
GP Referral to ED
GP referral t Acute assessment units
OPD
Post Op

Why do we admit patients?



Non elective GP referrals (assessment areas): reduced by 2.2%
Overall Non elective admissions: increased by 4.1%
Clinical Need
Pressure in Ed and 4 hour target
Bed availability
Social Admission
Easiest option?
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EoL
Admission avoidance






Are we all aware of community services?
PCS,ICCT,OPAT, Hot Clinics, Next Day AMU, Continence service,
Headache Pathway, Transfusion service for DME patients
Is use being encouraged
SPA: 514-5392
Streaming: WIC, Pharmacy, GP

How can we improve? Members discussed:






Case reviews
How to move forward
How to share learning
How to improve patient journey
How to reduce pressures across Health and Social care system

SS asked if the admissions are now lower, how are the total admissions
higher? We need to make sure that all the admissions we are including in the
data are from SUS.
PC
PC will speak to Matt Gilmore from BI re further deep dive into the data and
PC will send out to Members for further information.
There are 7 ambulance and 3 urgent care cares for Arrowe Park to over the
whole of Wirral, there is also 4 fast response units for the Wirral.
Do all providers know of the admission avoidance? ER asked if a short
document with a couple of sentences for each admission avoidance could be
put together for GPs to know which of each of the services do.
It was suggested to look into something that other CCGs may have done,
maybe a GP assessment line or face to face consultations if we could get the
service for the right price.
There was an advice line for all admissions that didn’t work as GPs would
advise the hospital that they knew the patient (which is not always the case)
and that the patient should be admitted.
SS has recently looked at data which showed a GP practice on Wirral whose
admissions have gone up by 107% in the last year. There are various ways
we can look into this. It also found that majority of the patients were admitted
just after morning surgery, members agreed that this is something that needs
to be looked into.
An Acute Centre would maximise patient safety and be the best option for our
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money.
LD advised that there was previous work which was undertook by Seamus
McGirrat WUTH which may be worth taking a look at, although this work is a
couple of years old, the figures will be majorly the same. We need to utilise
the stuff that we have.

SG advised of work which has been done by Community Trust, WUTH and
PC in her previous role clinical lead for urgent care in that work it was
discussed that a GP would be based at ED
There are currently two GPs who are looking at patients that have been
streamed at the front door; this is good work in the right direction.
When Wirral Community Trust nurses were doing the streaming (in the
department not in the allocated rooms) in 3 days, there were only 9 patients
sent back to their GP.
There has been an audit done during the perfect week 18 months ago where
patients where asked why they attend A & E rather than their GP.
There is a green car which the CCG fund to the paramedics, that they are
trying to get rid of, SR advised he is trying to utilise more to keep. There are a
number of Dr’s/Nurses who also use this car with the B6 paramedics, to
attend patients houses where the pathway finder could also be used.
SR also advised the Director of Services work that has recently been going
on which he does not know where this work is up to, PC advised she will
chase.

PC

We need to look at capacity and demand for the timings of the admission
avoidance services.
FA discussed the reasons EoL patients end up getting admitted to the
hospital and that we need to know what services are available inside and
outside of the hospital forEoL patients. Its making everyone aware of what is
out there and this is where the Director of Services comes in. Director of
Services is being developed for 111 that includes all the services that are
available.
SR advised that NWAS have just had some extra funding and a specialised
paramedic will soon be starting to look at frequent attendance. They will also
start to attend practices that are over admitting to the hospital.
SM discussed with members the work the CCG and Medicines Management
team are doing, looking at patients that are admitted due to drugs.
Why is it that the hospital is not turning away patients back to their homes or
care homes when the patient does not need to be admitted? It’s
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understandable that it is hard for someone to judge a patient they don’t know
and GPs find it hard to access over the phone. It would help for the patient to
be seen by a senior clinician as soon as possible. Consultant connect can
also be utilised.
PC asked members to email her with 3 things that they feel should be looked
at and what we can do with them to improve.
2.2

Clinical Senate workplan
This was deferred to the October agenda.

2.3

Terms of Reference review
This was deferred to the October agenda.

2.4

Wirral Care Record update
We are currently developing registries for a dashboard with Cerner, where a
number of different people can access this record.
HIE is now available where you do not need to log into Cerner but can see
the patients recent records.
PC had discussed with Sheila Stewart at WUTH to roll out in ED.
Members will note that there is only 1 practice that is yet to sign up to Wirral
Care Record.

3.1

ITEMS FOR NOTING
Draft Clinical Notes
There were none for noting
ANY OTHER BUSINESS

4.1
There were no further items discussed

DATE AND TIME OF NEXT MEETING
The next meeting will be held on:
10th October 2017, 3pm –5pm, Room 539, Old Market House.
Please forward apologies / agenda papers to chelsea.worthington@nhs.net

ALL
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WIRRAL CLINICAL COMMISSIONING GROUP
Finance Committee
Tuesday 29th August 2017
10.30am Room 539
Present:
Alan Whittle (AW)
Mike Treharne (MT)
Nesta Hawker (NH)
Tricia Clitheroe (TC)
Simon Banks (SB)
Wendy Farrington- Chadd (WFC)
Paula Cowan (PC)

Lay Member (Deputy Chair)
Chief Finance Officer
Director of Commissioning
Assistant Director for Contracts and Delivery
Chief Officer
Turnaround Director
Medical Director

In Attendance:
Chelsea Worthington (CW)
Jo Bradburn (JB)
Ian Williams (IW)
Geraldine Draper (GD)

Corporate Officer (minute taker)
Business Intelligence
Assistant Director for Planned Care
Meds Management

WCCG/Fin
ance
Committee
/29.08.17

Action

Minute
Preliminary Business
1.1 Apologies for absence
Matt Gilmore and Lesley Doherty

1.2 Declarations of Interest
Chair reminded members of their obligations to declare any interest they may have on
any issues arising at committee meetings which might conflict with the business of
Wirral Clinical Commissioning Group.
This will be addressed at each meeting and a declaration must be made by anyone
who has an ‘individual’ conflict of interest with an agenda item in the meeting. The
chair will then make a ruling as to the action to take in light of the significance of that
conflict.
Declarations made by members are listed in the CCG’s Register of Interests. The
Register is available either via the CCG website at the following link:
https://www.wirralccg.nhs.uk/about-us/whos-who/registers-of-interest/
Minutes of the WCCG –Finance Committee – 29.08.2017
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WCCG/Fin
ance
Committee
/29.08.17

Action

Minute
There were no declarations made.
1.3 Minutes & Action Points from previous meeting held on 19th July 2017
The minutes of the previous meeting held on 19th July 2017 were agreed as a true and
accurate record.
Members reviewed the action log and agreed where appropriate to close actions.
MT updated members on action 18 (Diabetes and Respiratory Services Business
Case). MT has had a call with NH, Tracey Dakin and Elspeth Anwar and there has
been a further meeting set up for Directors of Finance for all providers and Clinicians
to get together and discuss a way forward from the 1st April 2018.
SB advised that as he is yet to receive an update from Lorna Quigley of her meeting re
packages of care, it was agreed to keep action 12 open for discussion at the next
meeting.
1.4 Matters Arising
NAO Report feedback (CHC)- MT stated that he had discussed the NAO report with
Lorna Quigley as the CCG lead and the report has also been circulated and discussed
with East Cheshire CCG. LQ will be updating the Quality and Performance committee.
CW to speak to GM to link the action to Q & P Committee. MT will also make sure that
the finance team are involved.

LQ/CW

Prescribing Pressures- The CSU has identified a potential significant increase in
annual costs (£2m) due to price increases for Category M and NSCO (No Cheaper
Stock Obtainable) drugs and also the impact this will have on the CCG.
JB provided some further clarification on the data and impact to the CCG. She also
discussed comparisons from last year to this year. The main shift is with Amber Drugs.
NCSO can last anything from 1 month to many years. There will need to be clinical
assessments completed to see what options are available for dosages etc. It is mainly
Category M drugs that are included in NCSO.
Next steps:
 There will be a report to include a section on assessment of options at
Octobers meeting
 MT to raise with NHSE to see what the funding position is nationally. MT will
also draw attention to this in his finance report at GB.

JB/GD/LM
MT

IMW Proposal paper
£800,000 has been identified as required to clear the back log of patients by July
2018. The money will only be released when performance trajectories are met and
staff are recruited. GB members have also had oversight of this paper and it will be
discussed at the GB September meeting.
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WCCG/Fin
ance
Committee
/29.08.17

Action

Minute
The committee supported the funding proposal, and the payment terms suggested.
2.1 Financial Position Month 4
The main headlines for Month 4 as at the end of July were:
 £1,272k year to date deficit against resource limit
 NHS contracts have deteriorated by £407k compared to budget in month
 QIPP plans need to be delivered in full whilst maintaining strict budgetary
financial management discipline, in order to achieve a balanced financial
position at year end.
Members noted and valued the detailed financial table, which included a breakdown of
the deficit by expenditure area.
Non NHS Contracts are underperforming which is predominantly due to the Spire
Murrayfield contract underspending by £408k at the end of July.
The prescribing position at the end of July is £68k overspent and this is based on
May’s prescribing data.
Members noted the reserve analysis as at Month 4.
A QIPP pie chart provided members with a status update for each QIPP scheme in
terms of implementation, identification and delivery, noting that a high proportion of
savings planned are assessed at moderate risk of under-achievement.
The best/worse/likely forecast outturn table was discussed , MT highlighted that the
£9,229k worst case forecast position does not include the £1.8m pressure from
NCSO/ Category M drug price increases, as it is still unclear what the national position
is.
MT discussed the variance analysis provided in Appendix1. The report included a
number of more detailed appendices to give the committee more information,
especially in respect of WUTH’s contract performance position.
AW felt that the extra information was very helpful.
These appendices will be included in the finance report going forward and may also
include information for Liverpool Heart and Chest Hospital contract performance.
Members noted that the CCG is fully engaged with the Liverpool Heart and Chest
contract and attends contractual meetings.
MT and SB will meet with budget holders and exec leads and any actions will be
delegated to the Activity Management Group (AMG) to hold people to account.
AMG s will challenge all providers if there has been an increase in activity figures for 2
consecutive months .
MT advised that he has recently engaged Assista Consulting to look into activity and
coding issues.
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WCCG/Fin
ance
Committee
/29.08.17

Action

Minute

2.2 AMG Update
The AMG group met last week and NH discussed with members the actions discussed
to give the committee oversight of what AMG are looking into.








Excess bed days/ length of stay
GP referral trends
Emergency medicine and ophthalmology referrals
AQP podiatry service costs
Underperformance of Spire contract activity
Dermatology
Benchmarking average length of stay

It was agreed to have this feedback as a standing item on the agenda going forward.
2.3 Turnaround/Finance Terms of Reference
The proposed merger of the Finance Committee and Turnaround Group was
discussed at the turnaround group meeting that morning and there was support from
the group. Finance Committee also supported the terms of reference and the proposal
will be decided by the Governing Body at its next meeting.
2.4 Draft PWC report
The Council and Wirral CCG had agreed that they would commission PWC to
undertake a due diligence review in respect of the risks and benefits associated with
integrated commissioning.
The report presented was mainly finance focused but is still in draft form. MT stated
that he wanted the committee to have early sight of some of the issues discussed.
MT brought the committee’s attention to Page 44, a risk for the CCG regarding
Complex Care Packages and Joint Funding from the Council’s part, noting Complex
Care Packages and Joint Funding are 2 separate issues.
The Integrated Commissioning Hub that meets regularly will also be reviewing the
report and associated risks.
The CCG’s Governing Body in November will receive a paper in respect of direction of
travel and associated issues including risks to both the Local Authority and the CCG.
This paper will also go to the Local Authority cabinet in November.
Finance Committee was pleased to have seen an early draft of the report which has
given the committee oversight and it was agreed that there is a need for more focus
on mitigation of identified risks before the Governing Body will consider the final draft
of the report.
AW advised that in his role as Audit and Governance Lay member for the CCG, he will
be drawing attention to the Governance issues within the report at the Governing Body
Minutes of the WCCG –Finance Committee – 29.08.2017
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WCCG/Fin
ance
Committee
/29.08.17

Action

Minute
meeting.
2.5 Review financial risks and assurances on BAF
Members reviewed the financial risks and agreed that the current scores should
remain as they are and will be discussed again at the next meeting.
Members reviewed the assurance framework and agreed the following:
 Risk B3- change the score to 12 to coincide with the CCG’s financial position
risk
 Risk C4- look at changing this score also. TC to update on AMG performance
 Risks D7 and F4 to remain the same
Any Other Business
There were no further items discussed

Date and Time of Next Meeting
Tuesday 26th September 9.30-12pm, in room 539
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