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Tower Room, Floral Pavilion Theatre & Conference Centre,
Marine Promenade, New Brighton, Wallasey

CH45 23S

Agenda
Chair: Raj Jain

NHS

Cheshire and Merseyside

Meeting of the Integrated Care Board

AGENDA LEAD ACTION / PAGE
NO & TIME PURPOSE NUMBER
10:45am | Preliminary Business
ICB/01/23/01 | Welcome, Introductions and Apologies Chair Verbal -
Declarations of Interest
(Board members are asked to declare if there are any declarations .
ICB/01/23/02 in relation to the agenda items or if thelre are any cha);ges to thlose Chair Verbal -
published in the Board Member Register of Interests)
Minutes of the previous meeting: . Paper
ICB/01/23/03 Page 3
« 28 November 2022. Chair ™ spproval g
. . Paper
ICB/01/23/04 | Board Action Log Chair [ Fo note Page 18
/01/23/ iSi hai Paper Page 2
ICB/01/23/05 | Board Decision Log Chair For note age 20
10.55am | Standing Items
ICBI01/23/06 | Report of the Chief Executive GUR [ 2be Page 24
Paper &
'ClBll%éf’rf " | Report of the Wirral Place Director SBA | Presentation Page 42
' For note
ICB/01/23/08 . Presentation
11:15am | Resident Story SBA ™ ornote ]
11:20am | ICB Key Update Reports
ICB/01/23/09 Executive Director of Nursing & Care Update CDO Pape.r Page 69
Report For noting
ICB/01/23/10 | Cheshire & Merseyside System Month 9 Paper
11:30am | Finance Report CWI For noting Page 76
ICB/01/23/11 | Cheshire & Merseyside ICB Quality and AMI/ Paper Page 94
11:40am | Performance Report CDO For noting g
11:50pm | ICB Business Iltems
. . . . Paper
ICB/01/23/12 | Review of Liverpool Clinical Services JLE / i Page 144
GUR | For approval
ICB/01/23/13 | Cheshire & Merseyside Integrated Care Paper
12:20pm | Partnership Interim Draft Strategy 2023-24 CWA ™ For noting Page 210
ICB/01/23/14 | NHS 2023/24 Priorities and Operational Paper
12:35pm | Planning Guidance W ™ For noting Page 268
. . Paper
ICB/01/23/15 | Public and Patient Engagement Strategy &
12:45pm | Framework Update CWA For Page 281
endorsement
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AGENDA

ACTION/

NHS

Cheshire and Merseyside

PAGE

NO & TIME

PURPOSE

NUMBER

12:55pm | Sub-Committee Reports
(CBIOL/23/16 Report of the Chair of the Cheshire & Paper
13:05pm Merseyside ICB Audit Committee, including NLA | For noting & Page 336
' amendments to the ICB SORD & SFls Approval
ICB/01/23/17 | Report of the Chair of the Cheshire & Paper
13:15pm | Merseyside ICB Remuneration Committee TFO For noting Page 372
(CB/OL/23/18 Report o_f the Chair of the Cheshire & Paper
13:20pm Merseyside ICB Quality and Performance TFO _ Page 380
Committee For noting
Report of the Chair of the Cheshire & Paper
ICB/01/23/19 ) :
13:25pm Mersey3|de ICB System Primary Care EMO Eor notin Page 388
Committee 9
ICB/01/23/20 | Report of the Chair of the Cheshire & Paper
13:30pm | Merseyside ICB Transformation Committee CWA For noting Page 394
13:35pm | Other Formal Business
. . . Verbal -
ICB/01/23/21 Closing r_emarks,frewe_w of the meeting and Chair For
communications from it Agreement
13:40pm | CLOSE OF MEETING

Date and time of next meeting:
23 February 2023 time tbc Whiston Town Hall, Old Colliery Road, Whiston, Merseyside, L35 3QX

A full schedule of meetings, locations, and further details on the work of the ICB can be found
here: www.cheshireandmerseyside.nhs.uk

Speakers

AMI

Anthony Middleton, Director of Performance and Planning, C&M ICB

CDO

Christine Douglas MBE, Director of Nursing and Care, C&M ICB

CSO

Christine Samosa, Chief People Officer, C&M ICB

CWA

Clare Watson, Assistant Chief Executive, C&M ICB

Cwi

Claire Wilson, Executive Director of Finance, C&M ICB

EMO

Erica Morriss, Non-Executive Director, C&M ICB

GUR

Graham Urwin, Chief Executive, C&M ICB

JLE

Jan Ledward, Place Director (Liverpool), C&M ICB

NLA

Neil Large, Non-Executive Director, C&M ICB

SBA

Simon Banks, Place Director (Wirral), C&M ICB

TFO

Tony Foy, Non-Executive Director, C&M ICB

Meeting Quoracy arrangements:
Quorum for meetings of the Board will be a majority of members (eight), including:
¢ the Chair and Chief Executive (or their nominated Deputies)
e at least one Executive Director (in addition to the Chief Executive)
e at least one Non-Exective Director
e at least one Partner Member; and
e at least one member who has a clinical qualification or background.
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NHS

Cheshire and Merseyside

Integrated Care Board Meeting in Public

Held at
Veep Lounge, Warrington Conference Centre, Halliwell
Jones Stadium, Mike Gregory Way, Warrington, WA2 7NE
Thursday 28 November 2022
10:00am to 12:30pm

UNCONFIRMED Draft Minutes

MEMBERSHIP

Name Initials

Raj Jain RJA | Chair, Cheshire & Merseyside ICB (voting member)

Prof. Steven Broomhead SBR Part_ner Member, Chief Executive, Warrington Borough Council
(voting member)

Christine Douglas MBE cDO Executlvg Director of Nursing and Care, Cheshire & Merseyside
ICB (voting member)

Tony Foy TFO Non-Executive Director, Cheshire & Merseyside ICB (voting
member)

Adam Irvine AIR Partner Member, Chief Executive Officer, Community Pharmacy
Cheshire and Wirral (CPCW) (voting member)

Clir Paul Cummins PCU Partner Memper, Cgblnet Member for Adult Social Care,
Sefton Council (voting member)
Partner Member, Chief Executive, St Helens & Knowsley

Ann Marr OBE AMA | Teaching Hospitals NHS Trust and Southport and Ormskirk
Hospital Trust (voting member)

Graham Urwin GUR | Chief Executive, Cheshire & Merseyside ICB (voting member)

Claire Wilson CWI Chief Finance Officer, Cheshire & Merseyside ICB (voting
member)

Prof. Joe Rafferty CBE IRA Partner Member, Chief Executive Office, Mersey Care NHS
Trust, (voting member)

Prof. Rowen Pritchard- RPJ Medical Director, Cheshire & Merseyside ICB (voting

Jones member)

Neil Large MBE NLA Non-Executive Director, Cheshire & Merseyside ICB (voting
member)

IN ATTENDANCE

Dr Fiona Lemmens ELE Regular Participant, Associate Medical Director, Cheshire &
Merseyside ICB

. Regular Participant, Director of Performance and Improvement,

Anthony Middleton AMI Cheshire & Merseyside ICB

Christine Samosa CSA :?CeBguIar Participant, Director of People, Cheshire & Merseyside

Clare Watson CWA Regular Partlmpant, Assistant Chief Executive, Cheshire &
Merseyside ICB

John Llewellyn JLL Regular Participant, Chief Digital Officer, ICB

Prof. lan Ashworth IAS Director of Public Health for Cheshire West and Chester Council
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(Representing ChaMPs)

Carl Marsh CMA | Place Director — Warrington

David Wilson DWI Chief Officer Halton Healthwatch

Alison Cullen ACU Chief Offlcer_ Warrington Voluntary Action (Voluntary Sector
Representative)

Warren Escadale WES Chief Offlcer_ Voluntary Sector North West (Voluntary Sector
Representative)

Louise Murtagh LMU | Corporate Governance Support Manager (Minutes)

Apologies

Name Initials

Erica Morriss EMO Non-Executive Director, Cheshire & Merseyside ICB (voting
member)

Item Discussion, Outcomes and Action Points ﬁ;tlon
Preliminary Business

ICB/11/22/01 | Welcome, Introductions and Apologies

The Chair (RJA) introduced himself, outlined the housekeeping rules and

thanked Warrington Place for hosting the meeting.

RJA welcomed all present to the meeting of the Integrated Care Board (ICB)
for NHS Cheshire and Merseyside and members introduced themselves to
the audience.

Attendees were reminded that this was a meeting held in public and
confirmed that questions received would be responded to in writing following
the meeting and published on the ICB website.

Apologies for absence were Noted.

ICB/11/22/02 | Declarations of Interest

There were no declarations of interest pertinent to the items being discussed
today.

ICB/11/22/03 | Minutes of the previous meeting — 27 October 2022

The minutes of the meeting held on 27 October 2022 were agreed as a true
record of proceedings subject to the following:

¢ SBR questioned the minutes relating to item ICB/10/22/12 Provider
Collaborative Update. He asked that the minute be changed to confirm
that further discussions between JRA, SBR and GUR would take place
but NOT that a strategic outline business case for the Collaborative to
receive greater delegated responsibilities from the ICB be brought to a
future meeting of the Board for consideration.

RJA advised that his recollection was that the report had been RJA
requested. He confirmed that the recording of the meeting would be
reviewed, and confirmation of the agreed action be shared.

¢ JRA advised that Mersey Care was not part of Sefton Council as listed
in the attendance table. He confirmed that this entry should read as
Mersey Care NHS Trust.
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by

Discussion, Outcomes and Action Points

The Board Approved the Minutes of the 27 October 2022 meeting
subject to the above.

ICB/11/22/04 | Board Action Log

Copies of the action log were provided to the Board prior to the meeting and
RJA Noted that there were no outstanding actions requiring further update for
this meeting.

ICB/11/22/05 | Board Decision Log

Copies of decision logs were provided to the Board prior to the meeting and
RJA Noted that all decisions had been recorded as appropriate.

Standing Items

ICB/11/22/06 | Report of the Chief Executive (Graham Urwin)

GUR presented the Chief Executive Report to the Committee.

There were three items that were brought to the attention of members.

1. Industrial Action
The Royal College of Nursing (RCN) had been the first trade union to
conclude their ballot and would undertake industrial action on 15 and 20
December. Emergency care would be maintained and the definition of
what this referred to locally was being agreed. Other trade unions were
undertaking similar ballots.

The Board was advised that the ICB was not responsible for setting its
employee rates of pay but that the organisation respected and supported
employee rights to take industrial action.

2. Adult Social Care Discharge Fund
Cheshire and Merseyside ICB population was circa 5% of the national
population but had been allocated 6.4% (circa £19.2m) of the national
resource under the discharge fund. The report provided a breakdown of
allocations give to each C&M Council and Place Directors were working
with partners on plans on how best to utilise the additional funding to
increase capacity and reduce the number of non-criteria to reside patients
that were occupying hospital beds. Ultimately, the decisions would be
made through the Better Care Fund in each locality.

It was noted that due to the lateness in receiving the funding not all places
may be in the position to set up contracts and spend the money prior to
the end of the financial year. AMA commented that although work on
schemes covered by the fund needed to be arranged quickly it was
imperative that they were effective and that the proper governance had
been followed. GUR confirmed that Place Directors had been asked to
provide outline plans to aid speedy mobilisation.

SBR agreed that the £19.2m was welcomed but noted that this would not
cover the required shortfall in adult social care. In response, GUR asked
that members noted the recurrent nature of this funding.

3. Decisions taken at the Executive Committee (Employee Lease Car/Salary
Sacrifice Scheme)
GUR confirmed that this was not a subsidy to ICB employees, but a
continuation of salary-sacrifice schemes operational under CCG
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by

Discussion, Outcomes and Action Points

arrangements.
The Board also commented on three further entries in the report

e Publication of the Cheshire and Merseyside Five Year Suicide
Prevention Strategy. The work of CHAMPS was endorsed, and
comments were received on how well the system had worked to
produce the strategy.

¢ Harmonisation of Clinical Commissioning Policies Update. It was good
to see the progress being made in harmonising policies and that any
future actions would include financial implications.

e EPRR Annual Return Update. It was noted that compliance stood at
60%. This rating should not be perceived as poor as the EPRR Team
was delivering against each NHS Core Standard for EPRR following
the ICB becoming a Category 1 responder from the 1 July 2022.

The Integrated Care Board noted the contents of the report.

ICB/11/22/07 | Warrington Together (Carl Marsh)

CMA provided a presentation to the Board, covering demographics for
Warrington, the Place vision and priorities, the integration journey, and the
delivery framework.

Warrington was a large unitary authority and had a population of more than
200,000 people. This number continued to rise and with this came the
significant pressure of an ageing population. CMA highlighted the following
from his presentation:

o Alcohol-related hospital admissions amongst those aged under 18
years were significantly higher than the average for England.
However, the long-term trend shows substantial reductions in the rate
of admissions

¢ Obesity prevalence was an issue locally with estimates that almost
two-thirds (64%) of the Warrington adult population were at an
unhealthy weight. This was higher than the average for England.

e Life expectancy at 65 for both males and females remained
significantly lower than England.

¢ Workforce was the biggest issue that the health and social care sector
faced in Warrington.

System working with partners and citizens was paramount to success.

e The vision for Warrington was to create a ‘place where we work
together to create stronger neighbourhoods, healthier people and
greater equality across our communities’.

o Twelve priorities for Warrington had been agreed pre-pandemic but
were still valid. Of these, three were highlighted - Mental Health,
Poverty and Living Well (Connected Communities)

e The governance and delivery frameworks were shared showing the
Health and Wellbeing Board and the Warrington Together Place
Partnership Board as central to decision making.

o Place development and the integration journey - The Local
Government Association had provided vital input into the
transformational work. With respect to integration Warrington had self-
assessed and Established/Thriving.
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Discussion, Outcomes and Action Points

CMA then introduced Rebecca Emery (REM), Clinical Specialist for
Paediatric Physiotherapy Team Lead for Warrington Paediatric Occupational
Therapy and Physiotherapy Service.

ICB/11/22/08 | Resident’s Story

A local citizen (Elspeth) had volunteered to talk to the Board about her
journey as a patient in receipt of services. Unfortunately, she was unable to
attend, and REM had agreed to present her story for her.

REM started by providing a summary of key entries to Elspeth’s medical
history following her diagnosis of Spinal Muscular Atrophy, Type 2. Members
were then provided with information on how the services were trying to
incorporate the voice of the patient in their work.

Elspeth and her family had been asked to provide feedback from their own
personal experiences as a service user and a service user’s family:
o Positives for Elspeth were that the staff nice and kind, they worked at
the right pace for her, and they understood what works for her
¢ Positives for the parents included that the staff were professional,
knowledgeable, and worked with Elspeth as an individual
¢ Negatives for Elspeth were that things change (e.g., sore hips at
present), it could be a long time between reviews and the need
regular reviews for equipment
¢ Negatives for the parents included the disparity between provision with
other Trusts, the frequency of reviews and availability of staff, and
funding for services e.g., hydro and equipment.

The slides provided examples of how Elspeth had been involved in her care
and treatment decisions and how feedback from patient experience
influenced service improvement.

An example of the type of questions received from Elspeth was, why were all
letters relating to her appointments and treatment addressed to her parents?
This led to a change in process where letters were sent to both patient and
parent when appropriate.

SBR presented REM with a personalised Warrington Wolves Rugby Shirt and
match tickets to be passed on to Elspeth.

The Integrated Care Board thanked REM and noted the presentation.

ICB Key Update Reports

ICB/11/22/09 | Executive Director of Nursing & Care Report (Christine Douglas)

CDO report provided assurance from the Executive Director of Nursing &
Care to the Cheshire and Merseyside (C&M) Integrated Care Board (ICB) on
the quality, safety and patient experience of services commissioned and
provided across the geographical area of C&M.

The report provided the position on the framework for quality governance and
assurance, work underway to ensure safety in the urgent and emergency care
pathway, and the workforce position for C&M.

Quality Governance and Assurance

Page 7 of 398



Action
by

Discussion, Outcomes and Action Points

CDO referred to the 2021 and 2022 National Quality Board (NQB) guidance
that suggested key requirements for quality oversight by ICS and principles
for systems to adopt to deliver their responsibilities. This included the
management of risks to delivering quality and how this was aligned to
organisational frameworks.

Through the evolution of the C&M System Quality Group (SQG), Quality &
Performance Committee, alongside the Place Based Partnerships, oversight
and assurance of quality was being managed in accordance with levels of risk
and associated escalation.

Maintaining Safety in Urgent and Emergency Care

Maintaining safety in urgent and emergency care, particularly during

periods of intense demand, was of paramount importance. A national letter,
issued in August 2022 had outlined steps to increase capacity and operational
resilience in urgent and emergency care ahead of winter, including

reducing ambulance handover delays, reduction of overcrowding in
emergency departments, reducing hospital occupancy and timely discharge,
all of which were inextricably linked and known to have a detrimental impact
to patient safety and experience.

Work at both regional and ICS level was taking place to ensure there was a
consistent and systematic approach to understanding and acting upon
increasing risk at system level, that supported those working at the frontline
to take appropriate action to mitigate and control risk at organisational
level. This work aligned with the quality governance framework previously
described within the paper, whilst recognising and supporting dynamic risk
assessment at the front line.

Workforce

Workforce challenges facing the health and social care system were listed
and the report described the collective actions being taken. The key drivers of
workforce supply and demand, from a national and local perspective were
also provided.

The five C&M workforce priorities were system wide workforce planning,
creating new opportunities, promoting health and wellbeing, maximising, and
valuing the skills of our staff, and creating a positive and inclusive culture.

The NHS People Plan had been published in July 2020 and set out NHS
priorities. C&M produced a local plan based on this. The focus was on the
circa 3,000 vacancies in NHS providers and circa 7,000 in the social/
domiciliary arena. These vacancies led to increased use of bank and
temporary staff. As a system the emphasis was to ensure that the aspirations
for staffing in the NHS did not negatively impact social care provider partners.
Plans would be developed collaboratively with ADASS, NHS England and
primary care partners. Work on addressing the retention of staff was key as
attrition rates were high.

Positive actions taken to date included the new post of a C&M Employment
Lead, the further post of a Senior Nurse to support Care Nurses, and ring-
fenced funding for mentoring.

Members moved on to talk about risks and challenges facing all partners in

Page 8 of 398



Discussion, Outcomes and Action Points

Action
by

the system including attracting and retaining staff, planned and potential
industrial action. CDO confirmed that the C&M People Board was operational
and that there was a need for robust plans to be developed to support this
area of work. Early considerations included potential rostering issues and the
introduction or continuation of flexible working arrangements

PCU commented that low pay for care staff was one of the biggest issues
faced, the additional £19.2m funding through the Adult Social Care Discharge
Fund would not cover costs and questioned cross budgetary support options.
GUR confirmed that the Better Care Fund was designed to provide a forum
for co-funding and co-design solutions. It had not been designed to co-
subsidise across organisations.

The Integrated Care Board:

¢ Noted the content of the report

¢ Requested that a report was presented in January 2023 to describe if
and how arrangements had been successful

ICB/11/22/10

Cheshire & Merseyside System Month 7 Finance Report (Claire Wilson)

The report updated the Board on the financial performance of Cheshire and
Merseyside ICS (“the System”) for 2022/23, in terms of relative position
against its financial plan as submitted to NHS England in June 2022,
alongside other measures of financial performance (e.g., Cash Management
and Better Payment Practice Code) and utilisation of available ‘Capital’
resources for the financial year.

A number of key areas were highlighted:

e A year-to-date (YTD) deficit position of £56.8M against a planned deficit of
£25m, resulting in a YTD variance of £31.9m. This was in part due to
efficiency plans not being met and energy increases

e The ICB and NHS Providers continued to plan delivery a £30.3m deficit by
financial year end.

e Cost Improvement Plan (CIP) YTD performance had improved by £45.9m
in month to £182.6m (full year plan is £330.9m).

e Financial risks associated with the delivery of the financial position were
set out in the paper and CWI confirmed that there were five organisations
within the system that were being actively monitored.

e Provider Trusts cited key pressures related to underachievement on
delivery of CIP programmes as; rising inflation with regard to energy and
operational pressures associated with continued provision of escalation
bed capacity.

¢ Unmitigated net risk remained consistent with month 5 at £74m

Members discussed two Trusts (Liverpool University Hospitals NHS
Foundation Trust and Countess of Chester Hospital NHS Foundation Trust)
and questioned their ability to meet CIP targets.

CWI confirmed that there were regular and thorough conversations with
system partners and NHS England to agree a system approach to meeting
the deficit across C&M. There was a need for a comprehensive provider
organisational integrated performance report to be presented to the Board
covering all challenges being faced by organisations. This would be provided
in the new financial year. In the absence of this presently, members would be
sent dashboards that provided the wider financial position and workforce
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by

information.

RJA commented that the ICB needed to be an exemplar in terms of its own
financial position, and in respect of required recurrent cost improvement. He
asked CWI to comment on this.

Members were advised that the position was as a result of a gap in finances

that was taken on at the start of the year. This would be mitigated by the end
of the year. In respect of recurrent CIP, it was an area that the ICB needed to
improve for future years. Plans to address this were already being formed.

The Integrated Care Board:

¢ Noted the contents of this report in respect of the Month 7 year to
date ICB / ICS financial position for both revenue and capital
allocations within the 2022/23 financial year.

ICB/11/22/11

Cheshire & Merseyside ICB Quality and Performance Report (Anthony
Middleton)

AMI provided an update on the Cheshire and Merseyside ICB Quality and
Performance Report. This included an overview of key sentinel metrics drawn
from the 2022/23 Operational plans, specifically Urgent Care, Planned Care,
Cancer Care, Mental Health and Primary Care, as well as a summary of key
issues, impact, and mitigations.

A number of key areas were highlighted:

e the urgent and emergency care system continued to experience
significant pressure in C&M. Although hospital visits were lower than the
previous year, occupation was higher. There were significant and rising
numbers of patients that no longer met the criteria to reside in hospital.
They occupied over 20% of beds and in turn resulted in insufficient beds
to admit patients from the Emergency Department (ED). Long waits ED
often resulted in poor patient outcomes, poor patient experience, and
delayed ambulance handovers.

TFO asked if the Board could receive an appraisal next year on the
opening up of 205 additional beds over winter to ascertain any impact the
action had made. CDO advised that the workforce groups that she was
involved with would provide better intelligence and that she would provide
this in her routine report.

e The significant backlog for both elective and cancer care due to the
number of patients built up during the pandemic. Patients waiting over 104
weeks for treatment had grown from 30 in April 2021 to a peak of 1,235 in
February 2022. Following focused work, C&M had zero patients waiting
over 104 weeks except for legitimate exemptions relating to patient
choice. It was also expected that there would be a maximum of a 78 week
wait for elective surgery by the end of March 2023.

The Elective Recovery Programme was leading on work across C&M to
support Trusts with the management of their waiting lists, with a particular
focus on supporting LUHFT and Countess of Chester.

Long waits for cancer and elective treatment resulting in poor outcomes -
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C&M performance against this key operational waiting time standards was
below plan. More patients than ever were being seen within 14 days; high
demand had seen performance remain below standard at 73.97% against
the 14- day urgent referral 93% standard.

The Cheshire and Merseyside Cancer Alliance (CMCA) maintained
oversight of performance across C&M using a system level Patient
Tracking List (PTL), targeted support for the most challenged trusts, who
had been provided with additional resources to aid rapid improvement.
C&M had seen a rise in cancer referrals that were running at 120% pre-
COVID levels.

AMA reported that cancer referrals, at the time of the meeting, stood at
130% from pre-pandemic rates. This resulted in not only 30% more
referrals but 30% more treatment. As alluded to earlier in the meeting,
workforce issues exacerbated the problem.

RJA requested that the CMCA be invited to the January 2023 meeting to
explain its work programme

¢ Increased demand, acuity and complexity of cases relating to Mental
Health (MH) & Learning Disabilities continued to cause system wide
pressure and adverse impacts on MH acute care flow. The ICB was not
meeting the national ambition to eliminate out of area placements for
adults in acute inpatient care as a result. There was an action and
capacity plan in place to address this

The Integrated Care Board:

¢ Noted the contents of the report and take assurance on the actions
contained.

¢ Requested that the Cancer Alliance be invited to the January 2023
meeting to explain it work programme

ICB Business ltems

ICB/11/22/12 | Cheshire and Merseyside ICS Digital Strategy (John Llewellyn and
Rowan Pritchard-Jones)

JLL and RPJ provided a presentation to the Board to accompany the draft ICB
Digital and Data Strategy.

RPJ advised members that putting digital into the medical directory was key to
delivery of the digital strategy. It resulted in intelligence directly feeding though
to the strategy and put the citizen central to any decisions being made.

The presentation highlighted the goals, mechanisms for change, strategic
principles and critical success factors connected to the strategy. The aim was
for C&M to be the most digitally advanced and data driven ICS in England by
2025.

Key to success was a comprehensive levelling up programme that provided
equity of access for all in areas such as digital skills, digital inclusion, linked
databases, and access to specialist expertise. A digital exclusion
heatmapping tool had been developed. This helped the organisation to
identify where people were most at risk at being left behind digitally. This data
would be used to identify where resources such as kit and training, should be
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focussed.

Members were advised how investment in technology can improve patient
experience and outcomes, reduce hospital beds days and in turn reduce
costs. Examples were provided the presentation.

PRJ explained that the strategy was in draft form and the next steps were to
talk to partners and Place prior to approval by the Board. A collective view on
funding and the setting of priorities would need to be agreed. Following this
there would be a period of consultation.

Members commented on the importance of levelling up whilst leaving no-one
behind. It was encouraging to see proposals relating to the up-skilling of
citizens and the recycling of devices to get online. It was also important note
affordability for all due to the cost-of-living crises and that traditional routes for
accessing health care should not be cut off.

The four priority areas were welcomed as was the continued commitment to
share data across partners to aid with delivery.

RJA referred to the significant opportunities this strategy offered and also
earlier similar digital strategies. A clear execution plan would be critical to its
success.

The Integrated Care Board:
¢ Endorsed the ICS Digital and Data Strategy with a view to formal
approval at a subsequent ICB Board meeting.

ICB/11/22/13 | ICB Equality, Diversity, and Inclusion Update Report (Clare Watson and
Chris Samosa)

CWA and CS presented the ICB Equality, Diversity, and Inclusion Update
Report paper to the Board for noting.

C&M ICB was the organisation with responsibility for paying ‘due regard’ to
the Public Sector Equality Duty (Section 149, Equality Act 2010) and for all
mandated regulatory Equality Diversity and Inclusion (EDI) requirements. The
Board needed to provide visible leadership to advance equality of opportunity
across the ICB and wider system and lead the ICB to become a more
inclusive employer.

From a workforce perspective it was critical for the organisation to ensure that
all staff felt safe and supported. Compliance with the Workforce Race
Equality Standard (WRES), Workforce Disability Equality Standard (WDES)
and other mandated regulatory requirements were key.

For citizens, the ICS had adopted Equality Delivery Systems 2022 (EDS2).
This generic system aimed to help local NHS systems and organisations, in
discussion with local partners and local populations, to review and improve
their performance for people with characteristics protected by the Equality Act
2010. The report further provided a patient facing EDI update, key priorities
and actions taken since 1 July 2022.

Members were advised that all decisions made by the Board needed to be
through an equality lens. Section four of the report showed where the ICS had
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already put this into action.

Members discussed how data collected via WRES, WDES, CORE20, EDS2
and other system would be used and shared with the Board. IAS agreed to
bring a further report on Core20PIlus to a future Board meeting in relation to
this.

The Integrated Care Board noted:

¢ noted the work undertaken to date from a workforce and patient
perspective.

¢ noted the key priorities that need to be progressed before April 2023.

o noted the current resource constraints to deliver against some
deliverables. These had been highlighted and mitigations were being
explored by relevant Executive Officers.

¢ Requested that IAS present a report to the Board at a future meeting
on Core20Plus

ICB/11/22/14

Consensus on the Primary Secondary Care Interface
(Rowan Pritchard-Jones)

RPJ presented the Consensus on the Primary Secondary Care Interface to
the Board for endorsement and approval of actions for implementation.

Members were advised that the C&M ICB and HCP had recently published
the document that provide a set of principles, that clinicians were encouraged
to consider, at the interface between Primary and Secondary Care. The
purpose of the consensus was to reduce unnecessary bureaucracy and
inappropriate workflow.

If followed, these principles would improve patient care by reducing potential
delays in arranging or delivering interventions as well as, critically, improving
relationships between clinicians.

The report listed the organisations involved in its co-design and how it had
been further promoted on social media. It had been positively acknowledged
by many other systems across the country.

AIR agreed that the Consensus document was a welcomed approach and
had been discussed at the Primary Care Leadership Forum. There were some
areas that would require a significant amount of work from both primary care
and secondary care providers. As means of an update to the report AIR
confirmed that the smoking cessation service was now operational and
receiving referrals.

PRJ confirmed that discharge medicines services were crucial for patients
and a future paper would be required at Board to review.

AMA and JRA confirmed that they supported the Consensus paper from a
partner collaborative perspective.

RPJ confirmed that there were plans in place to continuously review the
document through staff surveys and check-ins with parties across C&M. An
update report would then be presented to Board over the next 12 months.
The Board:
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e endorsed the consensus
¢ agreed on the proposed actions for implementation:
= ongoing promotion to Secondary Care via the Trust Medical
Directors
= recommendation for the formation of Primary Secondary Care
Interface Groups based around Acute Trusts across Cheshire
and Merseyside.

ICB/11/22/15 | Winter Planning 2022-2023 Update (Anthony Middleton)

AMI referred members to the NHS England letter ‘PR1929 Next steps in
increasing capacity and operational resilience in urgent and emergency care
ahead of winter’ as issued 12 August 2022, followed by further national
guidance on 18 October 2022 under the banner ‘Going further on our winter
resilience plans’.

The Winter Planning 2022-2023 report presented to Board updated on the
response to the supplementary guidance. AMI confirmed that this work would
be coordinated via the Winter Planning Oversight Group and an updated
position would be reported to the Board in due course.

A key number of areas were highlighted in the report:
e Acute and community bed capacity

e Provision of Urgent treatment Centres and High Intensity User
services

e Hour Urgent Crisis Response provision

¢ Implementing ‘out of hospital’ home-based pathways, including Virtual
Wards

Supporting Primary Care

Increasing number and breadth of services profiled on the Directory of
Services to facilitate rapid signposting to the most appropriate services
Recruitment and retention

Utilisation of VCS and volunteers

Local communications campaigns

Discharge — increasing capacity on discharge pathways.

Meetings had been held with seven of the nine Place Directors to review
plans and at the end of quarter 4 there would be a further review of these to
ascertain if they had been effective and met their purpose.

Comments received following the presentation included a potential gap
around the work of local councils and the voluntary sector, for example food
banks and support for fuel/energy poverty. A local initiative run by the
voluntary sector, but funded through the NHS, at Warrington Hospital around
hospital discharges was referred to. They were currently supporting 140
patients to remain at home independently.

The Board discussed metrics and how these would be used to assess if
services had performed well and if the introduced measures had been
effective. Any review would be conducted objectively by an independent
person/organisation.

RJA welcomed the report and questioned how was best practice shared? AMI
confirmed that the System Winter Operational Group met weekly. This is the
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forum where cross system learning would be shared. PRJ provided the
example of virtual wards and the effectiveness review that was underway.

The Integrated Care Board:
¢ Noted the contents of this report for information.
¢ Noted that the Board would receive a further update at its
January 2023 Board meeting
o Requested that Clir Louise Gittins, as Chair of the Cheshire and
Merseyside Health and Care Partnership, receive a report on
Place Based Winter Planning.

ICB/11/22/16 | Cheshire and Merseyside ICP Board — feedback from the first meeting
(Raj Jain)

RJA provided an update report to attendees on feedback from the first
Cheshire and Merseyside Integrated Care Partnership (ICP) Board meeting.
Members were asked to take the report as read and opened the floor to
guestions.

Members commented on the following:

¢ Happy to see that the establishment of the ICP, or Cheshire and
Merseyside Health and Care Partnership, as referred to locally, and
that all nine local authorities were represented, and that ClIr Louise
Gittins had been appointed Chair

e Under the terms of reference (TORS - 4.22 and 6.2) questions were
asked around attendees withdrawing during consideration of any item.
CWA confirmed that they were meetings held in public. The document
also referred to the ICB’s constitution, Standing Orders, and Standards
of Business Conduct Policy. CWA advised that as a partnership,
attendees would be expected to act in accordance with their
organisation’s code of conduct. The TORS were currently in draft form
and could be amended upon receipt of comments such as those
received today

e The position of joint Co-Vice Chair would from the Voluntary,
Community and Faith Sector.

The Integrated Care Board:

¢ noted the establishment of the Cheshire and Merseyside ICP and the
discussions and outcomes of its first meeting

e considered the Partnerships Terms of Reference and provided
feedback

e noted that the Partnership Terms of Reference will need to return to
the ICB Board at a future meeting for its approval

¢ noted that the ICB Board will receive a summary report of the
outcomes of the Health and Care Partnership Committee after each of
its meetings and its confirmed minutes.

12.35pm Sub-Committee Reports

ICB/11/22/17 | Report of the Chair of the Cheshire & Merseyside ICB Quality and
Performance Committee (Tony Foy)

TFO provided a verbal report to the Board on what was discussed at the most
recent meeting of the C&M ICB Quality and Performance Committee. TFO
advised of the common theme from the reports considered by the Committee
of improving use of data, intelligence, and a continued focus on risk.
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Main items considered at the meetings included:

¢ An aggregated report from Place Associate Directors of Quality. This
was a substantial report monitoring quality and risk in each Place.
Examples from each Place were referred to.

e The performance report where the committee had focused on the
complex situation in urgent and planned care noting significant
challenges, including handover delays, 12-hour waits, 4-hour target
performance, and capacity challenges. Analysis of the data would
continue at the next meeting.

e The Patient Safety Incident report was received, evidencing the work
of the task and finish group to collate reported Sls across the 9 Places
and establishing common themes. Preparations were underway to use
the national standard framework using early adopter’s feedback.
Positive work was noted from Warrington and Halton in engaging with
Primary Care and care homes.

e A progress report was received on the development of a Learning
Disability and Autism Dashboard with social care also to be included in
the planning.

e Assurance was received regarding the LeDeR programme highlighting
the need for a whole system focus on reducing health inequalities for
people with a learning disability and autistic people. Workforce
development in the service was highlighted as a priority.

e Areport on the innovative use of CIPHA data. An example of people
with respiratory problems who lived in damp housing being given
priority on waiting lists was provided. This highlighted how data could
be used to target those most in need.

The Integrated Care Board noted the items covered by the Cheshire &
Merseyside ICB Quality and Performance Committee at its last meeting.

ICB/11/22/18 | Report of the Chair of the Cheshire & Merseyside ICB Primary Care
Committee (Clare Watson)

CWA provided the Board Members with an update on key issues for
consideration, approval and matters of escalation considered by the C&M ICB
Primary Care Committee at its last meeting and as outlined within the report
to Board.

A number of key areas were highlighted:

e Primary Care Operating Model update

e Deep dive from Place Directors in relation to access to General Practice,
and transformation and development

e A primary care finance update report including information on the
additional roles recruitment scheme of monies (ARRS)

¢ Community Pharmacy contractual changes. A further deep dive report
was due to committee in December 2022. AIR confirmed that there had
been 590 community pharmacies when the ICB took over responsibility
and this now stood at 582. Working with community pharmacies was key
in how to alleviate pressures elsewhere in the system

e An update on dentistry and optometry. A full formal report on dentistry
would be presented to Board in February 2023 relating to this

e The Primary Care Strategy. This would be presented to the Board in
March 2023
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The Integrated Care Board noted the contents of the report.

ICB/11/22/19 | Report of the Chair of the Finance, Investment and Resources
Committee (Claire Wilson)

CWI provided the Board Members with an update on key issues for
consideration, approval and matters of escalation considered by the C&M ICB
Finance, Investment and Resources Committee.

A number of key areas were highlighted:

e The committee reviewed and updated its workplan

e Received the Liverpool University Foundation Hospital Trust external
finance review and action plan

¢ Discussed the financial strategy and the ICB’s approach. The settlement
figure would be provided at the end of December 2022

e CSA provided a work force consultation update

¢ Received financial policies for review.

The Integrated Care Board:
¢ Noted the report
e Approved the revised terms of reference attached to the paper.

Other Formal Business

ICB/11/22/20 | Responses to questions raised by Members of the Public in relation to
items on the agenda

RJA advised the Board and members of the public present that questions that
had been received before the meeting would be addressed and the responses
would be made available on the website.

ICB/11/22/21 | Closing remarks from the Chair, review of the meeting and
communications from it:

The Chair firstly thanked Warrington colleagues for hosting the meeting and
wished Elspeth (patient story item) a speedy recovery.

A summary of the meeting would be posted on the ICB website shortly.

The Chair thanked members, presenters, and the public for their attendance
today.

1.00pm CLOSE OF MEETING
Date of Next Meeting:
26 January 2023

End of Meeting
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Original

Action Log No.

Description

Action Log 2022-23

Action Requirements from the Meetings

By When

Comments/ Updates Outside of the

Status

Meeting Date

Minutes of the previous

SBR questioned the minutes relating to item ICB/10/22/12 Provider
Collaborative Update. He asked that the minute be changed to confirm
that further discussions between JRA, SBR and GUR would take place
but NOT that a strategic outline business case for the Collaborative to

Meetings

Recording reviewed and confirmation that
agreement was given to receive a further
report to the Board. Agreement that report

ICB-AC-22-08 28-Nov-2022 meeting — 27 October 2022 receive gregter delegated respon3|b!I|t|es from the ICB be broughtto a |Raj Jain will only come to Board once there has ONGOING
future meeting of the Board for consideration. : .
. . ; been prior enggement with Trust and Local
RJA advised that his recollection was that the report had been Authority colleaques
requested. He confirmed that the recording of the meeting would be y 9
reviewed and confirmation of the agreed action be shared.
CDO confirmed that the C&M People Board was operational and that
there was a need for robust plans to be developed to support this area of
ICB-AC-22-09 28-NOV-2022 Exec.utlve Director of yvork. Ea'rly con&deyaﬂops |ncludgd potentlgl rostering issues and the Christine Jan 2023
Nursing & Care Report introduction or continuation of flexible working arrangements Douglas
Requested a report to January 2023 to describe if and how
arrangements had been successful
There was a need for a comprehensive provider organisational
Cheshire & Merseyside integrated performance report to be presented to the Board covering all
ICB-AC-22-10 28-Nov-2022 |System Month 7 Finance challenges being faced by organisations. This would be provided in the |Claire Wilson April 2023
Report new financial year.
Cheshire & Merseyside In the absence of a comprehensice provider organisational integrated
ICB-AC-22-11 28-Nov-2022 |System Month 7 Finance performance report, members would be sent dashboards that provided |Claire Wilson Jan 2023
Report the wider financial position and workforce information.
Cheshire & Merseyside ICB |\, ted that the Cheshire and Merseyside Cancer Alliance be  |Matth
ICB-AC-22-12 28-Nov-2022 |Quality and Performance invit r;?uf; eJ a 202385 |ret_ant ersley5|_te al;cer lance be Ca _ewh Jan 2023  [Due to come to February Board ONGOING
Report (Anthony Middleton) invited to the January meeting to explain its work programme unningham
Members discussed how data collected via WRES, WDES, COREZ20,
i ) ICB Equality, Diversity and |EDS2 and other system would be used and shared with the Board. IAS
ICB-AC-22-13 Ao 22 Inclusion Update Report agreed to bring a further report on Core20Plus to a future Board meeting LSl
in relation to this.
PRJ confirmed that discharge medicines services were crucial for
Consensus on the Primary |patients and a future paper would be required at Board to review. An Rowen
ICB-AC-22-14 28-Nov-2022 ; Pritchard- Added to forward planner ONGOING
Secondary Care Interface update report would then be presented to Board over the next 12 Jones
months
. . Requested that ClIr Louise Gittins, as Chair of the Cheshire and
ICB-AC-22-15 28-Nov-2022 Winter Planning 2022-2023 Merseyside Health and Care Partnership, receive a report on Place Apthony Report to be sent to ClIr Gittens by 20.01.23 ONGOING
Update - . Middleton
Based Winter Planning
Report of the Chair of the . .
ICB-AC-22-16  |28-Nov-2022 |Cheshire & Merseyside IcB |\ UPdate on dentistry and optometry. A full formal report on dentistry |~ o watson | Feb2023  |Added to forward planner ONGOING
: . would be presented to Board in February 2023.
Primary Care Committee
Report of the Chair of the . . .
ICB-AC-22-17  |28-Nov-2022 |Cheshire & Merseyside ICB Iﬂg‘?cirggg’ Care Strategy. This would be presented to the Boardin o \worcon | Mar2023  |Added to forward planner ONGOING
Primary Care Committee
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Original

Description

CLOSED ACTIONS

Action Requirements from the Meetings

NHS

Comments/ Updates Outside

Status

Meeting Date

The following changes to the ICB constitution will
be made:-

1) The wording for section 3.7.2 will be reviewed
and revised subject to the agreement of the
Board.

2) The wording for section 3.7.2 will be reviewed
and revised subject to the agreement of the
Board.

of the Meetings

Amendments will be included as
part of any overall proposed
amendments for approval that
will come to the Board in

19 Al Sl e S e 3) The wording of section 7.3 will be reviewed to G 27-Oct-2022 October following completion of SoEESUIT)
ensure completeness. the review of the Constitution,
4) The role of the local authority will be SORD and SFIs and Decision
strengthened and added to the final version and Functions Map
document prior to publication.
5) The principles in section 6.2.1 will be revised
and updated subject to the approval of the
Board.
Amendments will be included as
part of any overall proposed
ICB Functions and Decision The diagra_m/wording on page 241 will be reviewed to - ' amendments for ap_proval that will
ICB-AC-22-02 01-Jul-22 Map make the link between the ICB and the Health and Claire Wilson 27-Oct-22 come_to the Boar(_:l in October _ COMPLETED
Wellbeing Boards clearer. following completion of the review
of the Constitution, SORD and SFls
and Decision and Functions Map
Cheshire & Merseyside . Workforce Update report
ICB-AC-22-03 27-0ct-2022 |System Month 6 Finance |<cduested CWA and CDO provide a Workforce |0 \yilson 28-Nov-2022 included within the Director of | COMPLETED
Update at the next Board Meeting. .
Report Nursing and Care Report
An independent investigation was commissioned
Executive Director of in February 2022, reviewing 202 cases, evidence
ICB-AC-22-04 27.0ct-2022 Nursing and C_are Re;_)on_'t E from f_amily I!sten_in_g sessions, clinical records, Christine Douglas 28-NoV-2022 Taken_action to Quality COMPLETED
Recommendations within |interviews with clinical staff. Committee
the Kirkup Report Agreed to take the Kirkup recommendations to
the Quality Committee for consideration.
ICB-AC-22-05 27-Oct-2022 |Continuous Glucose Requested that in 12 months’ time the Board be | o\ o, pritchard-Jones 01-Oct-2023 Added to forward planner COMPLETED
Monitoring Update provided with a progress update.
Provider Collaborative |92 that & strategic business case relating o Case at February Board has
ICB-AC-22-06 27-Oct-2022 increased delegation be brought to the Board for |Joe Rafferty 28-Nov-2022 - COMPLETED
Update ] . been received. Added to forward
consideration.
plan.
Agreed that an updated position on winter Winter Resilience Plan update
ICB-AC-22-07 27-Oct-2022 |Winter Planning 2022-23 [resilience plans was reported to the Board ata  [Anthony Middleton 28-Nov-2022 report included on agenda for COMPLETED

future meeting
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CHESHIRE AND MERSEYSIDE
INTEGRATED CARE BOARD

Decision Log 2022 - 2023

Updated: 10 January 2023 m

Cheshire and Merseyside

Conflicts of

LIS If a recommendation, destination of and deadline for

completion / subsequent consideration

Decision Ref No. Meeting Date Topic Description considered and Decision (e.g. Noted, Agreed a recommendation, Approved etc.)
agreed treatment
of the conflict

The Chair of the ICB, the CEO of the ICB and the Chair of the ICB Audit
Committee agreed the following appointments as Executive Members of the
Integrated Care Board:-

1) Claire Wilson, Director of Finance;

ICB-DE-22-01 01-Jul-2022 ICB Appointments (Executive Board Members) 2) Professor Rowan Pritchard Jones, Medical Director

3) Christine Douglas MBE, Director of Nursing and Care.. They also agreed that
Marie Boles, Interim Director of Nursing and Care, will fulfil this position until the
substantive postholder commences.

The Chair of the ICB, the CEO of the ICB and the Chair of the ICB Audit
Committee agreed the following appointments as Non-Executive Members of the

ICB-DE-22-02 01-Jul-2022 ICB Appointments (Non-Executive Board Members) Integrated Care Board:- Neil Large MBE, Tony Foy and Erica Morriss.

The Chair of the ICB, the CEO of the ICB and the Chair of the ICB Audit
Committee agreed the following appointments as Partner Members of the

ICB-DE-22-03 il e AU PR EntD (e e 207 Integrated Care Board:- Ann Marr OBE and Dr Joe Rafferty CBE.

The Integrated Care Board approved:-

1) The NHS Cheshire and Merseyside Constitution subject to some agreed
updates (see action plan ref: ICB-AC-22-01 for details).

2) The Standards of Business Conduct of NHS Cheshire and Merseyside.

3) The Draft Public Engagement/Empowerment Framework of NHS Cheshire and
Merseyside.

4) The Draft Policy for Public Involvement of NHS Cheshire and Merseyside.

ICB-DE-22-04 01-Jul-2022 ICB Constitution

The Integrated Care Board approved:-

1) The Scheme of Reservation and Delegation of NHS Cheshire and Merseyside.
2) The Functions and Decisions Map of NHS Cheshire and Merseyside.

3) The Standing Financial Instructions of NHS Cheshire and Merseyside.

4) The Operational Limits of NHS Cheshire and Merseyside.

ICB-DE-22-05 01-Jul-2022 Scheme of Reservation and Delegation

e Thtegrated Care Board approvea:-
1) The core governance structure for NHS Cheshire and Merseyside.
2) The terms of reference of the ICB’s committees.

It also noted the following:-

i) The proposed approach to the development of Place Primary Care Committee
structures which will be subject to further reporting to the Board.

i) The receipt of Place based s75 agreements which govern defined relationships
with and between specified local authorities and the ICB in each of the 9 Places.

ICB-DE-22-06 01-Jul-2022 ICB Committees

The Integrated Care Board agreed the lead NHS Cheshire and Merseyside roles
and portfolios for named individuals, noting that the Medical Director will be the
ICB-DE-22-07 01-Jul-2022 ICB Roles SIRO and the Executive Director of Nursing and Care will be the Caldicott
Guardian.
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Cheshire and Merseyside

Conflicts of
interest
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If a recommendation, destination of and deadline for

Decision Ref No. completion / subsequent consideration

Meeting Date Topic Description

Decision (e.g. Noted, Agreed a recommendation, Approved etc.)

ICB-DE-22-08

01-Jul-2022

ICB Policies Approach and Governance

The Integrated Care Board:-

1) Noted the contractual HR policies that will transfer to the ICB alongside the
transferring staff from former organisations.

2) Endorsed the decision to adopt NHS Cheshire CCG’s suit of policies as the ICB
policy suite from 1st July 2022.

3) Agreed to establish a task and finish group to set out a proposed policy review
process, using the committee structure for policy approval.

4) Noted the intention to develop a single suite of commissioning policies to
support an equitable and consistent approach across Cheshire and Merseyside.

ICB-DE-22-09

01-Jul-2022

Shadow ICB Finance Committee Minutes Approval

The Board agreed that the minutes of the Cheshire and Merseyside Shadow ICB
Finance Committee held on 30th June 2022 can be submitted to the first meeting
of the ICB’s established Finance, Investment and Our Resources Committee.

ICB-DE-22-10

04-Aug-2022

Cheshire & Merseyside ICB Financial Plan/Budget

1) The Board supported the financial plan submission made on 20th June 2022 in
relation to the 2022/2023 financial year.

2) The Board approved the initial split for budgetary control purposes between
‘central ICB’ and ‘Place’ budgets for 2022/23 resulting in a headline 20%/80% split
respectively.

ICB-DE-22-11

04-Aug-2022

Cheshire & Merseyside System Month 3 (Quarter
One) Finance Report

The Board noted the Month 3 Financial Report.

ICB-DE-22-12

04-Aug-2022

Cheshire & Merseyside Month 3 (Quarter One)
Performance Report

The Board noted the Month 3 Performance Report and requested that the next
report includes data around mental health indicators and the wider primary care
service.

ICB-DE-22-13

04-Aug-2022

Establishment of a North Mersey comprehensive
stroke centre for hyper-acute services for the
population of North Mersey and West Lancashire

The Board approved the clinical case for the establishment of a North Mersey
comprehensive stroke centre for hyper-acute services for the population of North
Mersey and West Lancashire subject to an ongoing financial review.

ICB-DE-22-14

04-Aug-2022

Virtual Wards — update on their expansion across
Cheshire and Merseyside

The Board noted the Virtual Wards update.

ICB-DE-22-15

04-Aug-2022

Responses to questions raised by Members of the
Public in relation to items on the agenda

The Board agreed to respond to all public questions raised prior to the August
meeting.

ICB-DE-22-16

29-Sep-2022

Chief Executive Report

1) The Board approved entering into the Sefton Partnership Board Collaboration
Agreement

2) The Board approved the recommendation to delegate authority to the Chief
Executive and the Assistant Chief Executive to sign off collaboration agreements
or memorandum of understanding from other places noting that any arrangements
requiring S75 or pooled budget agreements would be submitted to the ICB Board
for approval.

ICB-DE-22-17

29-Sep-2022

Liverpool University Hospitals NHS Foundation
Trust Clinical Service Reconfiguration Proposal

1) The Board approved the proposals for the five LUHFT major service changes,
which are contained in a business case (and outlined in Section 4 of this paper)
and informed by a formal public consultation

2) The Board noted the decisions of NHS England against the proposals for the
four of the five service areas (vascular, general surgery, nephrology and urology)
that are in the scope of NHS England commissioning responsibilities.

ICB-DE-22-18

29-Sep-2022

Developing the Cheshire and Merseyside Integrated
Care Partnership (ICP)

1) The Board approved the appointment of Louise Gittins as the designate Chair
of the ICP
2) The Board approved the process for the appointment of a vice chair
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Decision (e.g. Noted, Agreed a recommendation, Approved etc.)

Decision Ref No. Meeting Date

1) The Board approved the Committee recommendation to agree the proposed
amendments to the Terms of Reference of the ICB Audit Committee
. . . 2) The Board approved the Committee recommendation to appoint an ICB
e A el ETEEC IS ATC LGS C ST Counter Fraud Champion and the stated named post to undertake this role
3) The Board approved ICB Information Governance Policies and statements /
Privacy notices and their subsequent publication
Report of the Chair of the ICB Quality and The Board approved the proposed amendments to the revised Terms of
ICB-DE-22-20 29-Sep-2022 Performance Committee Reference for the ICB Quality & Performance Committee
ICB-DE-22-21 29-Sep-2022 Report. of the Chair of the ICB System Primary Care The Board app_roved the proposgd amendmentg to_the Committees Terms of
Committee Reference subject to membership from LPS being included.
1) The Board noted the contents of the report.
ICB-DE-22-22 27-Oct-2022 Chief Executive Report 2) The Board approved the recommendation change in the ICB’s named Freedom
to Speak Up Guardian.
ICB-DE-22-23 27-Oct-2022 Welcome to Cheshire East The Board noted the contents of the report and presentation.
ICB-DE-22-24 27-Oct-2022 Residents Story Update - Social prescribing The Board noted the presentation.
1) The Board noted the contents of this report in respect of the Month 6 year to
. . . date ICB / ICS financial position for both revenue and capital allocations within the
ICB-DE-22-25 27-Oct-2022 ghes:'t"e LU AIC DS A L Ll IO AL E LD 2022/23 financial year.
epo 2) The Board requested CWA and CDO provide a Workforce Update at the next
Board Meeting.
|CB-DE-22-26 27-0ct-2022 Cheshire & Merseyside ICB Quality and Performance The B_oard noted the contents of the report and take assurance on the actions
Report contained.
1) Noted the content of the report.
2) Noted that CDO would be taking the Kirkup recommendations to the ICB Quality
ICB-DE-22-27 27-0ct-2022 Executive Director of Nursing and Care Report and Performance Committee for consideration.
3) Noted that a Workforce update will be provided within the next Director of
Nursing and Care report to the Board Meeting.
1) The Board approved the retirement of the current Cheshire & Merseyside
Continuous Glucose Monitoring (CGM) policy, and
. At . o 2) The Board approved the recommendations for CGM and flash glucose
ICB-DE-22-28 27-0ct-2022 Continuous Glucose Monitoring monitoring within NICE NG17, NG18 and NG28.
3) Requested that in 12 months’ time the Board be provided with a progress
update.
1) Noted the content of the report.
. . 2) Agreed that a strategic outline business case for the Collaborative to receive
191201012 2ot 2ipSlee i B SR EDEEURT MR Lo greater delegated responsibilities from the ICB be brought to a future meeting of
the Board for consideration.
|CB-DE-22-30 27.0ct-2022 System Finance Assurance Report The Board_r_mted the contents of the report and the development of the financial
accountability framework.
1) The Board noted the contents of this report for information.
ICB-DE-22-31 27-Oct-2022 Winter Planning 2022-23 2) The Board agreed that an updated position on winder resilience plans is
reported to the Board at a future meeting
. . . 1) The Board noted the items covered by the Remuneration Committee.
ICB-DE-22-32 27-Oct-2022 FCeBp ;rtr:f tnher (iihar:r(? frtnh;izheshlre & Merseyside 2) The Board approved the recommendation to agree the proposed amendments
emuneration ©o ee to the Terms of Reference of the ICB Remuneration Committee (Appendix A).
ICB-DE-22-33 27-Oct-2022 Report of the Chair of the Cheshire & Merseyside THRaBoa?Phe%8d the contents of the report.
ICB Quality and Performance Committee
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Report of the Cheshire & Merseyside Chair of the 1) The Board noted the report
ICB-DE-22-34 27-Oct-2022 ICB Transformation Committee 2) Approved the revised terms of reference attached to the paper.
|CB-DE-22-35 28-NoV-2022 Cheshire and Merseyside ICS Digital Strategy Endorsed the ICS Digital and Data Strategy with a view to formal approval at a

subsequent ICB Board meeting.

Endorsed the consensus

Agreed on the proposed actions for implementation:

ICB-DE-22-36 28-Nov-2022 Consensus on the Primary Secondary Care Interface ongoing promotion to Secondary Care via the Trust Medical Directors
recommendation for the formation of Primary Secondary Care Interface Groups
based around Acute Trusts across Cheshire and Merseyside.

Report of the Chair of the Finance, Investment and

ICB-DE-22-37 28-Nov-2022 .
Resources Committee

Approved the revised terms of reference attached to the paper.
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Chief Executives Report (November 2022)

This report provides a summary of issues not otherwise covered in detail
on the Board meeting agenda. This includes updates on:

System Pressures / NHS Urgent Care Update

Discharge funding for step down care - £200 million fund
Harmonisation of Clinical Commissioning Policies Update
Specialised Commissioning Update

Covid-19 Autumn Booster Update

ICB Organograms

North West Ambulance Service — Winter Watch
Decisions undertaken at the Executive Committee.

For information | For decision / For g For
For ratification
/ note approval assurance endorsement
X X

The Board is asked to:

¢ note the content of the report

e approve the publication of the revised statement on the harmonisation
of clinical commissioning policies

o O O

X X
203 equad B D o
X
No
None
. Outline of strike action dates in Cheshire and
Appendix One .
Merseyside
R TG Clinical Commissioning Polices QIA List and updated
legal statement
Appendix Three | NWAS Winter Watch December 2022 Newsletter
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1.2

2.2

2.3

2.4

Chief Executives Report (January 2023)

Introduction
This report covers some of the work which takes place by the Integrated Care
Board which is not reported elsewhere on this meeting agenda.

Our role and responsibilities as a statutory organisation and system leader are
considerable. Through this paper we have an opportunity to recognise the
enormity of work that the organisation is accountable for or is a key partner in the
delivery of.

System Pressures / NHS Urgent Care Status

| am glad to report that there has been some alleviation of pressure across the
system in the last week and would like to thank all our partners who have worked
tirelessly to achieve this. Our Trusts that went to OPEL 4 have managed to go to
OPEL 3 and sustain this. That said, OPEL 3 still represents a significant level of
system pressure, and particularly for those trusts that have spent a sustained
period of time escalated at OPEL 4, the recovery is ongoing and needs to be
supported.

It is encouraging that ambulance handover delays have further reduced. However,
whilst this is encouraging, those delays that are occurring still significantly
compromises the ability of the ambulance service to meet its response times. With
the improvement in handover times, we have seen improved ambulance response
times for the people of Cheshire and Merseyside. Over the weekend of 14" and
15t January 2023 for example, the mean response time for Category 2 calls,
which should be responded to within 18 minutes, stood at 20 minutes 48 seconds
on the Saturday and 19 minutes 28 seconds on the Sunday. | cannot emphasise
enough how important these response times are, and this improvement is
encouraging when you consider that the response time exceeded 2 hours most
days over the Christmas and New Year period.

Fewer of our residents are being cared for on hospital corridors. That said, corridor
care should not happen at all and is a sign that we are still under great pressure.

Emergency departments are still full with too many patients spending in excess of
12 hours in department, but thankfully far fewer patients are currently experiencing
extreme waits with an overall reduction in the numbers of patients in Emergency
Departments waiting for a bed. However, our more challenged Trusts are still
dealing with 50 or more patients in their Emergency Departments who are waiting
for a bed each day, due to persistently high bed occupancy.
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2.5

2.6

2.7

2.8

Whilst we have seen improvements in discharges and flow as a result of system
wide efforts, our hospitals are still full with bed occupancy averaging 97% across
our hospitals as we started the weekend (14"/15™) . This is despite well over 400
hospital escalation beds open and occupied.

Long stays are an issue, with 1,493 beds occupied by patients who have been in
hospital for 21 or more days as at the 14 January 2023. Many of these longer
stays are for patients who no longer meet the criteria to reside. The latest full week
of data that we have, covering the 2" to the 8" of January shows that 1,122 of our
hospital beds were occupied by patients no longer meeting the criteria to reside in
hospital, this is around 20% of our beds compared to approximately 12%
nationally, and an ambition we set for no more than 10%.

We are immensely grateful for all the efforts that have been made over the past

two weeks to deliver this progress, but as we can expect a high level of pressure

for the coming months, and we also have the additional factor of ongoing industrial

action, we need the continued efforts of system partners to:

¢ Increase and maintain the run rate of hospital discharges every day

e Make effective and rapid use of the national discharge funding

e Move patients to the first available slot, with a view to then moving then onward
to the correct pathway if correct pathway capacity is not readily available.

e Collectively increase our risk-based decisions about who can go home earlier
with a lower package than might previously have been assessed.

The ICB has been working closely with provider organisations to plan for days of
industrial action and provide overall system coordination on the day as part of its
Category 1 status under the civil contingencies act. The ICB’s stategic
coordination centre mobilised from the 01 December 2022 to support delivery of
the urgent care system through the winter period steps up to an Incident command
centre during periods of action and is manned round the clock until formal step
down is agreed through the national incident command and control arrangements.

Discharge funding for step down care - £200 million fund

The Government announced? on 13" January 2023 the release nationally of
£200m funding designed to increase capacity in post-discharge care and support
improved discharge performance, patient safety, experience, and outcomes.
Through use of this fund, integrated care boards are expected to deliver reductions
in the number of patients who do not meet the criteria to reside but continue to do
so, as well as improvements in patient flow which in turn help waiting times in
emergency departments and handover delay.

1 https://www.england.nhs.uk/publication/discharge-funding-for-step-down-care-200-million-fund/
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3.2

4.2

4.3

4.4
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This fund is a short-term intervention to support immediate improvements and
reduce pressures across the UEC pathway, in response to increases in numbers
of patients with no criteria to reside in acute beds. This fund is separate and in
addition to other sources of funding such as the Adult Social Care Discharge Fund.
Cheshire and Merseyside has received an allocation of £9.877 million. As with the
approach undertaken by the ICB with the Adult Social Care Discharge Fund, the
ICB will apportion the funding to Place as per the national NHS allocation formula.

Specialised Commissioning Update

NHS England National Moderation Panel took place in December 2022 and that
from a North West perspective, the three North West Pre-Delegation Assessment
Frameworks (PDAF) (Cheshire and Merseyside Greater Manchester and South
Cumbria and Lancashire) have been received and endorsed.

A recommendation is going to NHSE Board in February 2023, that we move to
joint working arrangements from the 01 April 2023. This conclusion was reached
for all seven regions across England.

The North West were scrutinised on the following areas in particular, which we will

reflect on to ensure that they are more front and centre of our revised PDAF

submissions, were as follows:

e clinical leadership within Domain 2 and describing in more detail how clinicians
will be the front and centre of decision making.

e the governance model in the North West given that we are unique in
segmenting the specialised commissioning delegated list into two different
distinct planning geographies.

Cheshire and Merseyside have been given the green light to move to the next
step and that this will go to NHS England Board in February 2023. Alongside this,
there will be a final list of services that we think are suitable and ready for
delegated commissioning.

Next steps

¢ the joint working arrangements from the 01 April 2023 need to be approved by
the 3 North West ICBs. This legally has to be a Section 65 joint working
arrangement, as defined in the 2006 act, as amended. NHS England lawyers
are working on this at present.

e establish a Joint Planning Forum and target operating model and for this to be
up and running for the beginning of 2024.

¢ the planning guidance requires ICB's to identify a minimum of three joint
priorities with specialised commissioning teams around transformation.
Strategic Senior leadership meetings are taking place at NHSE to do further
work around this, and we should be in position this time next month about what
those priorities might look like from a Cheshire and Merseyside perspective.
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5.3

5.4
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5.6

e NHSE is required to do complete population-based budgets for 2023/24,
working with ICBs. It is anticipated that the allocation formula is published at
some point in January.

e Further work to ensure that ICB's are fully sighted on quality issues in relation to
specialised services and that there is a common understanding about who is
responsible around specialised activity.

e Completion of the revised PDAF (timescales for this are not yet known).

Harmonising Clinical Commissioning Policies Update

As the successor body to the nine former Clinical Commissioning Groups (CCGSs)
within Cheshire and Merseyside, we have inherited each CCG’s commissioning
policies which set out what services are available for the CCG’s population as a
whole and which are based on eligibility criteria.

Each CCG had a suite of policies with regards to the commissioning of various
health care services. Having considered each policy it is evident that a degree of
variation existed between the CCGs. Where this is the case, there is a need to
develop and implement a single suite of commissioning policies across Cheshire
and Merseyside as soon as possible so that the commissioning of these services
is consistent and applicable across Cheshire and Merseyside going forwards.

Where there is no such variation between the CCG policies, NHS Cheshire and
Merseyside has nonetheless determined that, in view of the age of the policies,
there is still a need for those policies to be reviewed and for a single suite of
commissioning policies across Cheshire and Merseyside to be developed.

Developing a single Cheshire and Merseyside wide suite of commissioning
policies is a complex programme of work and requires formal processes to be
followed, including a review and consideration of the latest evidence based clinical
practice and engagement with patients, the public and other key stakeholders
across Cheshire and Merseyside, including with local authorities.

In our previous statement on this matter published on 01 July 2022 we stated that
we planned to be in a position to adopt a single suite of commissioning policies
across Cheshire and Merseyside by 01 April 2023. Having now considered each
policy in some detall, it has become clear that in view of the work involved in
creating a single suite of policies across the NHS Cheshire and Merseyside
footprint, we will not meet the intended date of 01 April 2023.

A paper is scheduled for the forthcoming Quality and Performance Committee, (19
January 2023), to seek approval to harmonise 56 (out of 111 Clinical Policies)
(Appendix Two). For these policies, Quality Impact Assessments have been
undertaken and there is little or no variation between the previous CCG policies
and they are in line with the latest evidence base.
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6.2

For the remaining clinical policies and more detailed consideration and work to
ensure that the harmonisation of these policies results in an NHS Cheshire and
Merseyside single suite of policies which are up to date and reflect the latest
evidence base. This work is in progress, and we will engage with patients, the
public and other key stakeholders across Cheshire and Merseyside as part of this
process.

We hope to be in a position to adopt a single suite of commissioning policies
across Cheshire and Merseyside by early 2024.

Considering this, we now request the Board approves the revised Legal statement
as detailed within Appendix Two, that has been reviewed by Hill Dickinson.

Development of ICB Organograms

The Secretary of State for Health and Social Care has requested that every ICB
publishes its structure charts / organograms on its public website and accordingly
the details for Cheshire and Merseyside can be found on its website.?

As the Board is aware, in October 2022, a review of structures commenced, and a
formal consultation was undertaken for a number of functions, places and teams.
Further work is still required to determine the structures for the following teams:

e All Age Continuing Health Care,

SEND,

Digital

the Medicines Optimisation team

Research and innovation.

Therefore the published structures will be subject to further revision as we
progress this work. It should also be acknowledged that throughout 2023/2024
additional functions and responsibilities will transfer to the ICB from NHS England
and Health Education England and structures will need to be amended accordingly
to reflect these changes.

North West Ambulance Services Activity

Each month, North West Ambulance Service (NWAS) provides partners with a
useful newsletter that is shows a summary of its performance and calls to its
Paramedic Emergency Service, NHS 111 service and Patient Transport Service,
with comparisons to the previous year. Attached as Appendix Three to this report
is the latest newsletter which shows the tremendous effort and challenges faced
by our ambulance colleagues.

2 https://www.cheshireandmerseyside.nhs.uk/media/mu3h3hdw/nhs-cheshire-merseyside-icb-organisational-

structure-6-jan-2023.pdf
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8.2

8.3

8.4

8.5

Of note in this newsletter is that there were more recorded incidences in December
2022 than the same time last year, but more patients were dealt with at the scene,
SO conveyance to hospital was lower this year than the same period last year.

Autumn 2022 COVID-19 Booster Programme Update

The Autumn booster offer is now into its 20" week with an uptake for all eligible
cohorts in Cheshire and Merseyside, as of 15 January 2023, of 60.9% compared
with an uptake in the North West region of 58.6%. Whilst uptake is lower than the
last autumn booster and spring booster Cheshire and Merseyside are performing
best in NW region and nationally uptake is in a similar position. Between the 05
September and 15 January 2023, the Cheshire and Merseyside programme has
delivered 777,497 seasonal boosters and almost 14,000 primary doses as part of
the continuing evergreen offer.

With demand expected to be low in Quarter 4 the network size has been reduced
from 117 to 85 sites with ongoing review and community pharmacy as the main
delivery model. As well as the standard offer, targeted hyperlocal offers are being
used in low uptake areas and Primary Care Networks as well as for citizen groups
such as those with severe mental illness and learning disabilities. Access and
inequalities funding continues to be used to support local offers and the Living Well
Buses with targeted communications to ensure that citizens are aware of the
ongoing autumn winter seasonal booster and the evergreen offers.

Trust frontline Healthcare worker uptake is reported as 47.8 % which is higher than
the national and regional percentage (both at 45.9%). However, there are
significant variations in the denominator used by the national team and the actual
Cheshire and Merseyside performance is nearer to 50.5%. A meeting is shortly to
be held with the national team to try to resolve the denominator issues. Whilst
Cheshire and Merseyside are performing better than other subregions within the
Northwest, uptake remains disappointing and intensive work is ongoing at each
Trust to improve the position.

The success of the Living Well service continues (offered by Cheshire Wirral
Partnership) which is a system wide offer, directed by Place to target hard to
reach, seldom heard groups to offer the autumn booster and evergreen offer. To
date the service has delivered almost 10,000 COVID vaccinations, 2440 Make
every Contact Count intervention and approaching 3000 health screenings across
almost 250 clinics.

News on the future strategy for COVID vaccination and movement to business as

usual together with funding to continue for the Covid Response Team after 31
March 2023 are still awaited.
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Decisions taken at the Executive Committee

Since the last Chief Executive report to the Board in November 2022, the following

decisions have been made under the Executives’ delegated authority at the

Executive Committee. At each meeting of the Executive Team any conflicts of

interest stated were noted and recorded within the minutes:

e Primary Care Rebate scheme. The Executive Team considered a paper on
contractual arrangements with pharmaceutical companies and the NHS where
discounts are offered to get primary care to prescribe a particular brand of drug,
highlighting that £2.1m of savings were identified last year alone. The
Executive Team agreed to progress the development of a policy for Cheshire
and Merseyside.

e Area Prescribing Committees. The Executive Team considered and approved
a paper requesting the development of area prescribing committees.
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Appendix Two: Revised Legal Statement for Approval

On 1st July 2022 NHS Cheshire and Merseyside Integrated Care Board (NHS Cheshire and
Merseyside) became the new statutory body responsible for ensuring health care services are
available to meet the reasonable needs of the people of Cheshire & Merseyside.

NHS Cheshire and Merseyside is required to have clinical commissioning policies that set out what
services are available for our population as a whole and which are based on eligibility criteria.

As the successor body to the nine former Clinical Commissioning Groups (CCGs) within Cheshire
and Merseyside, we have inherited each CCG’s commissioning policies which set out what
services are available for the CCG’s population as a whole and which are based on eligibility
criteria.

Each CCG had a suite of policies with regards to the commissioning of various health care
services. Having considered each policy, it is evident that, in respect of the commissioning of some
health care services, a degree of variation existed between the CCGs. Where this is the case, it is
acknowledged by NHS Cheshire and Merseyside that there is a need to develop and implement a
single suite of commissioning policies across Cheshire and Merseyside as soon as possible so
that the commissioning of these services is consistent and applicable across Cheshire and
Merseyside going forwards.

Where there is no such variation between the CCG policies, NHS Cheshire and Merseyside has
nonetheless determined that, in view of the age of the policies, there is still a need for those
policies to be reviewed and for a single suite of commissioning policies across Cheshire and
Merseyside to be developed.

Developing a single Cheshire and Merseyside wide suite of commissioning policies is a complex
programme of work and requires formal processes to be followed, including a review and
consideration of the latest evidence based clinical practice and engagement with patients, the
public and other key stakeholders across Cheshire and Merseyside, including with local
authorities.

In view of the variation between existing policies, and in some cases the age of the existing
policies, it is essential that any single suite of commissioning policies for Cheshire and Merseyside
reflects and is based on up-to-date clinical practice and research, but also takes into account the
current commissioning landscape, the changing needs of the Cheshire and Merseyside population
and the duties on NHS Cheshire and Merseyside to ensure that health care services are available
to meet the reasonable needs of the population.

In our previous statement on this matter published on 15t July 2022 we stated that we planned to
be in a position to adopt a single suite of commissioning policies across Cheshire and Merseyside
by 1st April 2023. Having now considered each policy in some detail, it has become clear that in
view of the work involved in creating a single suite of policies across the NHS Cheshire and
Merseyside footprint, we will not be in a position to carry out this work and adopt those policies by
1 April 2023.

We have identified 64 (of 112) policies where there is little or no variation between the previous
CCG policies and, having reviewed those policies, they are in line with the latest evidence base. It
is therefore intended that those policies are harmonised into a policy applicable across Cheshire
and Merseyside. Following the review and subsequent endorsement of the completed Quality
Impact Assessments in relation to those policies and approval of this approach by the Quality and
Performance Committee of NHS Cheshire and Merseyside (held on 19" January 2023), we are
now in a position to harmonise 56 of those policies, as detailed within Appendix 1a. The Quality
Impact Assessments in relation to the remaining 8 of those 64 policies are not yet complete, but
we hope to complete those shortly so that those policies can also be harmonised in the same way.
The harmonisation process will produce equivalent policies for NHS Cheshire and Merseyside,
applicable to the population across the NHS Cheshire and Merseyside area.
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The remaining policies, following review, will require more detailed consideration and work to
ensure that the harmonisation of these policies results in an NHS Cheshire and Merseyside single
suite of policies which are up to date and reflect the latest evidence base. This work is in progress
and, as appropriate, NHS Cheshire and Merseyside will engage with patients, the public and other
key stakeholders across Cheshire and Merseyside as part of this process.

We very much hope to be in a position to adopt a single suite of commissioning policies across
Cheshire and Merseyside by early 2024, and we will publish new policies as soon as these are
completed and have been through the relevant engagement and governance processes required.

In the meantime, NHS Cheshire and Merseyside will continue to adopt and operate the CCG
policies it has inherited at Place/borough level, which means that there is currently no change in
commissioning policy for local people resident in those Places/boroughs from what was in place
prior to 1st July 2022.

We will continue to report progress on the development of the new Cheshire and Merseyside wide
policies through regular updates via our website and through our local networks within
communities.

56 Policies to be harmonised, following completed Quality Impact Assessments and

aﬁﬁroval bi the Qualiti and Performance Committee ion 19/01/23‘:

Aesthetics/Cosmetics e Cosmetic Procedures
Ear Nose & Throat (ENT) e Rhinophyma Treatment
Endocrinology e Monogenic Diabetes Testing
Musculo-skeletal (MSK) e Low Back Pain - Peripheral Nerve Field Stimulation
e Low Back Pain - Spinal Injections
o Steroid Joint Injections
e Tendonopathies Treatments
Obstetrics & Gynaecology e Dilation and Curettage
Ophthalmology ¢ Irlens filters for Treatment of Dyslexia
Paediatrics & Child Health o Positional Plagiocephaly Cranial Banding
Radiology e Sinus X-ray
Rheumatology e Joint Pain Injections
Surgery - Breast Surgery e Breast Reduction
e Mastopexy
e Nipple Inversion Correction
Surgery - Ear Nose & Throat e Adenoidectomy
(ENT) e Grommets
e Snoring Interventions
e Tonsillectomy
Surgery - Gastroenterology e Diastasis of the Recti
o Gallstones
Surgery - General Surgery e Haemorrhoid Surgery
Surgery - Musculo-skeletal e Bunion and Lesser Toe Deformity Surgical Removal
(MSK) e Carpal Tunnel
e Dupuytren’s Contracture
o Epidural Adhesions
e Foraminoplasty with Endoscopic Laser
e Ganglion Removal
e Knee Arthritis Diagnostic Arthroscopy
e Knee Arthroscopy
e Low Back Pain - Imaging
e Low Back Pain - Spinal Fusion
e Lumbar Spine Stabilisation Techniques (Non-Rigid)
. Moﬂon;gglymcqgga Surgery




Mucoid Cysts at Distal Inter Phalangeal Joint (DIP)
Surgical Removal

Pectus Deformity Surgical Treatment

Prosthetic Intervertebral Disc Replacement
Temporo- Mandibular Joint Surgical Replacement
Total Knee Arthroplasty

Trigger Finger

Surgery - Obstetrics &
Gynaecology

Hysterectomy for Heavy Bleeding

Surgery - Ophthalmology

Chalazion or Meibomian Cyst Removal
Macular Degeneration - Intraocular Telescope
Myopia and Hypermetropia Treatments
Xanthelasma Palpebrum Surgical treatment

Surgery - Plastic Surgery

Body Contouring and other skin excisions
Ear Lobe Surgical Remodelling
Rhytidectomy - Face or Brow Lift

Skin Lesion Removal

Skin Pigment Disorder Treatment

Viral warts surgical/Laser Therapy

Surgery - Urology

Penile Implant
Sterilisation Reversal (Male)

Surgery - Vascular

Hyperhydrosis (Extreme Sweating) Surgery
Varicose Veins

Vascular

Vascular Occlusions Chelation Therapy

Page 38 of 398




NHS Cheshire and Merseyside
Integrated Care Board Meeting

Report of the Chief Executive

Appendix C: NWAS Winter Watch December 2022 Newsletter

Page 39 of 398



NHS

North West

Ambulance Service
NHS Trust

a oy ‘%Winter Watch
o— ol YSpotlight on December 2022

This is a monthly summary of our performance and calls to our Paramedic Emergency Service, NHS 111 service and Patient Transport Service,
with comparisons to the previous year. It is shared to keep you informed of the demand for our services. If you have any questions or comments on
the content you can contact us at communications@nwas.nhs.uk.

Paramedic Emergency Service

168,668 .
emergency 92,945 unique
contacts incidents
(inc all 999 calls,
duplicates, events, (average of
& 111 ambulance 2,998 aday)
referrals)

0.85% increase
6.6% increase on Aon December

A\ December 2021 2021

Hear & treat See & treat See & convey

16447 patient 26,971 patients 49,527 patients

concerns were treated at the takentoa

resolved over the scene and left destination for

telephone (17.70% there safely further care

of all incidents) (29.02% of all (53.29% of all
incidents) incidents)

Compared to

10,051 (10.91%) in Compared to Compared to

A December 2021 28,442 (30.86%) in 53,660 (58.23%)

December 2021 in Dedember 2021

11,001 (11.84% of

all incidents)

were categorised
as immediately life-
threatening

Compared to 14,826
(16.09%) in December
2021

954 (1.03% of

all incidents) were
categorised as less
urgent

Compared to 297
(0.32%) in December
2021

51,157 (55.04% of
all incidents)

were categorised as
emergencies

Compared to
50,892 (55.23%) in
December 2021

43,722 attendances at
A&E departments

Compared to 54,293 in
December 2021
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17,437 (18.76% of
all incidents)

were categorised
as urgent

Compared to
A 14,334 (15.55%) in
December 2021

Average hospital
handover time
48 minutes 12
seconds

Compared to 27
minutes and 57
seconds in December
2021




156,023 calls
answered in
December 2022

Compared to
155,692 in
December 2021

20,422 callers were
offered a callback

Compared to
20,027 in
December 2021

2,683 (3%)
patients were given
self care advice

Comparedto 2,917
(4%) in December
2021

Overall contracted

activity: 94,533
journeys

A decrease of 5%
(99,236 journeys)

on December 2021

39,532 pre-planned

journeys
(outpatients)

NHS TN

10,945 (7.66%) of
all contacts
resulted in
ambulance
response

Compared to
14, 399 (10.26%) in
December 2021

20,548 (14% of all
triaged calls) referred
to aclinical advisor

Compared to 20,163

A (14%) in December

A

a gp

2021

90,707 (63%)
patients were referred
to community, primary
care or other services

Compared to
82,560 (59%) in
December 2021

Patient Transport Service

45,302 ambulance
journeys
undertaken

A decrease of
6% (48,111

v journeys) on
December 2021

45,141 renal and
oncology patients
transported

An increase of

37,081 (23.80%)
calls answered
within 60 seconds

Compared to
v 56,317 (36.17%)
in December 2021

11,701 (8% of all
patients) were
advised to attend
A&E

Compared to 13,459
v (10%) in December
2021

83.33% of patients
surveyed in December
2022 after accessing 111
said they were very
satisfied/fairly satisfied’
with their experience

A decrease of 1.79%
compared to December
2021 (reponse rates have
been impacted by postal
strikes).

9,216 on the day
unplanned journeys
(discharges)

An decrease of 8%
v (10,072 journeys)
on December 2021

8,254 aborted
journeys (on the day
cancellation/patient
no show)

A decrease of 10% An increase of 0.48%

(44,042 journeys) 0.46% (8,186 journeys) on
on December 2021 A(44,933]0urneys) A December 2021
on December 2021




Integrated Care
Board Report

26 January 2023
Place Director Report — Wirral

Agenda Item No ICB/01/23/07

Report author & contact details Simon Banks, Place Director (Wirral)

Report approved by (sponsoring
Director)

Responsible Officer to take . . .
actions forward Simon Banks, Place Director (Wirral)
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Place Director Report — Wirral

Each host Place is required to produce a Place Director’s Report for
consideration by the Cheshire and Merseyside Integrated Care Board.

Executive
Summary The Wirral Place Director report aims to provide an overview of the Wirral
Place, its successes, its partnership working and its challenges.

For . .
. . For decision / For g as For
information / For ratification
Purpose (x) note approval assurance endorsement
X

The Board is asked to:
o note the contents of the report and presentation.
Impact (x) Financial | IM &T Workforce Estate

(further detail to e | NS

provided in body of Legal _ Health Inequalities EDI Sustainability
paper) X X

Appendices Appendix A | Wirral Place Director Presentation

Recommendation
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. Our Wirral Place
. Our context

. What guides us
. How we work

together

. What we working on
. Frankie’s Story
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Our Wirral Place

Resident 47 General 5 Primary , , o
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enterprise sector
1 Local 22 Wards G atterbriage
Authority et
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Our Wirral Place

« Wirral is as diverse as it is distinctive. It is a place of disparities, with some of the most
affluent and deprived wards in the UK on opposite sides of the motorway, which runs
through the middle of the borough.

« A peninsula some 15 miles long and 7 miles wide, it is bound by the River Dee to the
west, River Mersey to the east, and the Irish Sea to the north.

 Named one of the happiest places to live in the UK, it has a current population of
322,796 (48.4% Male/ 51.6% Female), Wirral is one of the largest metropolitan
boroughs in England. This population is set to increase by 3% to 334,500 in 2040.

« Wirral has 50 miles of rural walking routes, cycle areas and beaches, 24 miles of
coastline and some of the best parks and green spaces in the Country. A rich built,
industrial, maritime, social and cultural heritage that is internationally significant whilst
also being a very connected and accessible destination.

« Aggreat place to live, work, and to do business.

NHS| Primary Care Partnership  [\/2&3 NHS

Wirral University Teaching Hospital WIRRAL VHVIrﬁILCO??umty Cheshire and INHS' ’hfw. RRAL
NHS Foundation Trust e o Wirral Partnership  Cheshire and Merseyside

NHS Foundation Trust
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Our context

Source: State of the Borough - Wirral Intelligence Service
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https://www.wirralintelligenceservice.org/state-of-the-borough/

Male Life Expectancy at Birth

by Wirral Railway Station

2018-2020 (3 Years Pooled)

Underlaid with IMD 2019 Deprivation Quintile

*Station life expectancy is based
on the Wirral ward life
expectancy that the station is
located in
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WIRRAL
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SERVICE
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Wirral life course statistics 2021 m

A comparison to England

Population
° ° *About 224,000 people live
@ E S
O—(tX¢—#& —(f ¢ W= =N nwe
Starting Life expectancy Infant Smoking at Low Children living Childrenin  Good level of  Obesity in Average Depfivation
Well at birth mortality ~time of delivery birthweight in poverty care developmentat  Year6 Attainment 8 = 3 <
(term babies) end of reception 35% of the Wirral pOpU'&tIOI
live in the top 20% most
deprived areas in England
m»n
""‘ @ Child Poverty
Households Households Anti-social Food Fuel poverty Out of work Living 16/17 year olds Admissions for 15% of children aged Oto
without heating  without a car behaviour insecurity benefit claimants ~ Well who are NEET self-harm 15 live in poverty in Wirral
(10-24 year olds)
Key
‘ & ° Statistical significance to
w — -;" C— -:1? @ Q @ @ ﬁ England
Greenspace Air quality Smoking Alcohol related  Depression Unhealthy Self-reported  Physical activity Healthy life B
coverage prevalence admissions (prevalence) weight in wellbeing expectancy etter
in adults (broad measure) adults
No significant
difference
(DD~ D= =
S, | Worse
Life expectancy at 65 Alcohol related  Fluvaccination  Older people Pensioners in Probabilityof  Social isolation Ageing
years of age mortality coverage (65+) receiving winter poverty loneliness Well Produced by Wirral Intelligence Service

@ WIRRAL fuel payments
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available here: https://www.flaticon.com/




Wirral Health Inequalities Electoral Ward Profiles

- b} E = 2
s(2dzss) B & 5 o ozz o5 P[RS EPN e e ) ¢ if
ouser wot R E\:p:Y P oz & & 82 f R\ i: R £f g A3 = iF

Indicator = &

Total Population 15,669 KEE ﬁzs 16,427 13986 14,201 14,195 13728 13,126 13,451 M M 13,958 15162 13,784 13,024 14,%6 14,?"? JSHYQ 16,924 14,658 12,543 - -
Population aged 65 years and over 3375 2340 1948 3021 4146 3244 3392 4058 4374 3602 2,785 3,012 3402 333% 3325 3775 3067 2351 2066 3,633 3,535 3,602 % %
Black and Minority Ethnic Population (Census, 2011) 683 836 1,682 659 512 831 410 487 653 723 618 768 476 922 835 460 735 820 216 764 587 764 “
IMD Score, 2019 17.1 60.6 615 30.8 11.4 373 17.9 9.5 6.3 12.2 39.3 39.1 24.8 32.0 213 15.3 23.5 54.2 58.0 338 15.6 12.6 296 21.7
Income deprivation, IMD 2019 9.9 9.9 6.0 4.3 74 89 7.6 174 12.9
Older people in Poverty, English Indices of Deprivation, 2019 10.6 12.1 7.4 5.1 29 116 9.1 166 14.2
Child Poverty, English Indices of Deprivation , 2019 11.7 115 5.7 4.0 56 96 6.4 218 17.1
GCSE Achievement 739 57.2 69.5 79.9 730 611 76.9 551 56.6
Fuel Poverty, 2020 12.1 8.0 111 1.7 9.0 144 13.2
Emergency hospital admissions in under 55 - 142.8 - 151.9 123.0 1829 140.7
Emergency hospital admissions for injuries in under 5 years olds 1128 1552 1176 1224 80.5 1251 1404 1304 1292 1311 1028 1206 1207 1405 1207 1124 1095 130.8 119.3
Emergency hospital admissions for injuries in under 15 years old 80.8 873 2.8 739 922 EERY 200 1074 1045 990 7sa [JRUEJ 1054 728 | 817 999 920
Emergency hospital admissions for injuries in 15 to 24 years old 82.1 119.6 106.7 1025 1261 1229 1740 1279
Emergency hospital admissions for intentional self harm 64.3 109.3 | 53.7 85.2 327 9 0 635 94.0 1479 100.0
Emergency hospital admissions for all causes, all ages 1018 .7 849 A 5 122 1 96.2 941 1255 100.0
Emergency hospital admissions for coronary heart disease 109.2 24.3 .5 1002 | 773 821 - 929 1017 93.8 9022 3| 1100 1000
Emergency hospital admissions for Myocardial Infarction (heart attack) 66.5 1083 1203 79.2 62.7 83.2 75.7 4.7 69.6 709 101.7 85.0 85.8 633 96.7 713 73.5 916 1050 73.0 67.7 833 100.0
Emergency hospital admissions for stroke 89.9 1 84.9 1011 85.5 74.1 818 799 1 110.5 79.2 88.0 97.8 90.7 26.4 118.1 87.4 69.3 24.0 946 100.0
Emergency hospital admissions for hip fracture in 65+ L 106.8 1129 79.6 9.0 79.3 1015 gmbd 109.6 89.1 1156 EREER 74.0 89.9 119.2 1018 67.0 78.0 99.0 100.0
Inddence of all cancers 1039 1047 1023 1014 1001 [[EEEY 1019 103.0 1009 | 1021 1093 100.0
Inddence of breast cancer 109.6 79.6 294 97.6 103.0 98.3 1144 104.2 1147 92.0 23.9 106.2 99.0 117.8 115.6 22.8 245 1145 98.7 114.5 104.8 100.0
Inddence of colorectal cancer 1086 1046 1261 111.2 1149 1137 9.9 98.8 1134 1213 104.3 pEERS 96.3 103.0 100.0 112.8 100.0
Inddence of lung cancer 747 1123 108.8 741 533 69.4 1261 98.2 90.6 115.2 k3 125.0 22.8 78.7 112.8 100.0
Incidence of prostate cancer 108.8 93.6 526 £9.0 1175 26.9 107.8 108.82 1059 1018 99.3 78.1 74.9 66.0 115.2 119.7 1103 98.8 86.6 94.7 101.8 96.3 100.0
Deaths from all cancer, all ages 99.6 1036 1069 93.9 90.2 99.9 112.8 1089 96.5 101.6 95.6 97.0 871 1086 100.0
Deaths from all cancer, under 75 years 914 1117 m4 731 1050 1052 1048 950 1123 961 | 827 1125 1000
Deaths from all causes, all ages 1048 940 744 851 1012 920 859 g11 @9 1103 1000
Deaths from all causes, under 75 years 85.1 111.4 | 681 1.7 1078 96.1 85.6 3 86.2 5.6 1197 100.0
Deaths from causes considered preventable, under 75 years 68.4 1185 1117 | 6.8 510 1157 884 7L9 1134 228 | &6 | 1247 100.0
Deaths from circulatory disease, all ages 90.6 110.5 363 716 21.9 99.0 1111 819 79.7 90.9 92.4 847 74.8 97.3 100.0
Deaths from circulatory disease, under 75 years 62.3 107.2 1019 56.8 79.7 89.5 114.3 748 74.2 1150 1299 1243 73.2 4.1 107.2 100.0
Deaths from coronary heart disease, all ages 20.3 95.6 233 737 120.7 107.7 89.2 1016 20.2 87.2 . . 779 60.0 939 100.0
Deaths from respiratory diseases, all ages 97.2 116.3 P"‘}Qﬁ 52%5398104,5 968 826 ga4 | 762 1268 100.0
Deaths from stroke, all ages 937 1047 127 1184 1050 122 76 841 897 147.0 912 | 751 | 1120 1314 1423 1000 | 822 | %8 1070 1000
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What guides us - Wirral Plan 2021-2026

Our vision is to create equity for people and place and opportunities for all to secure
the best possible future for our residents, communities and businesses. The vision has
been developed to build on five thematic priorities that focus on improving outcomes for
whole population groups.

Sustainable
Environment

Working towards a clean-
energy, sustainable
borough that leads the
way in its response to the
climate emergency and is
environmentally friendly.

Brighter Futures
Working together for
brighter futures for our
children, young people
and their families by
breaking the cycle of poor
outcomes for all
regardless of their
background.

Safe and Pleasant
Communities

Working for safe and
pleasant communities
where our residents feel
safe, and are proud to live
and raise their families.

Inclusive Economy
Working for a prosperous,
inclusive economy -
helping businesses to
thrive and creating jobs
and opportunities for all.

Active and Healthy Lives
Working to provide happy,
active and healthy lives
for all, with the right care,
at the right time to

enable residents to live
longer and healthier lives.

INHS |

Wirral Community
Health and Care
NHS Fourt@d6iah ofield

NHS

Wirral University Teaching Hospital
NHS Foundation Trust

NHS

Cheshire and

Wirral Partnership
NHS Foundation Trust

Primary Care Partnership
WIRRAL

5 s WIRRAL

Cheshire and Merseyside



What guides us - integrated health and care
principles for Wirral

To strengthen the
focus on wellbeing,
including greater
focus on prevention

and public health

Wirral Plan 2021-26

Maximise the Wirral
health and care pound
by delivery of
improvements in
productivity and
efficiency through

integration

Organise services
around the person
to improve
outcomes

Maintain personal
independence by
providing services
the closest to
home

Core Principles

Reduce health
inequalities
across the Wirral
population

Provide seamless and
integrated services to
patients, clients and
communities,
regardless of
organisational
boundaries

Integrated Care System
Strategic Objectives

NHS

Wirral University Teaching Hospital
NHS Foundation Trust

Primary Care Partnership
WIRRAL

INHS| NHS

Wirral Community Cheshire and
NHHesélLt'}agé‘égqf%&?J'e Wirral Partnership

NHS Foundation Trust

5 s WIRRAL
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How we work together
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How we work together - Wirral Operating Model

STRATEGIC CONTEXT

Local Place Strategies
Wirral Plan 2021-2026

Build Back Fairer —
Marmot

Wirral Public Health
Annual Report

Integrated Health and
Care Principles for
Wirral

ICS Legislation and
Guidance

Opportunities to
embrace innovation
and digital solutions —
for example, through
Population Health
Management - Wirral
Care Record

CORE FEATURES

HEALTH &

WELLBEING BOARD

PLACE-BASED
PARTNERSHIP

PLACE LEAD

WIRRAL PROVIDER

PARTNERSHIP

NHS

Primary Care Partnership

Wirral University Teaching Hospital

NHS Foundation Trust

WIRRAL

DESCRIPTION

To provide leadership and direction for the economy of the health and
social care in Wirral leading to improved population outcomes

Composition: Membership as set out in statute and the constitution

* Lead the development of the Joint Strategic Needs Assessment
* To develop overarching Health and Wellbeing strategy
* To assure the commissioning plans of health partners

Form: Joint Committee with ICB

Composition: Membership includes local authority NHS provider trusts
and Primary Care Networks (PCNs), ICB, VCSE

* Agree and oversee local strategy

* Address unwarranted variation; drive local quality and performance
improvement

* To oversee the planning and implementation of the use of pooled
fund resources

Relationship with ICB based on Mutual Accountability — options under
consideration on best form for achieving this
Convenor of local partnership arrangements

Leadership to staff working on behalf of Place

Provider Partnership based on Formal Agreement (MoU)

Converts Place-based Partnership Strategic Intent into Coordinated
Delivery

Wide range of local partners spanning care sectors according to the
spatial levels outputs across primary, community, secondary, mental

health, social care and the VCSE
Cheshire and

Wirral Community

Health and Care . .
Wirral Partnershi

NHS Fouri@afiah it NHS Foundation Tru!E‘,t

DELIVERY

PCNs (including wider
primary care) at the
centre of neighbourhood
delivery

Working with the Public &
Communities

Provider Collaborative
Delivery Arrangements
within neighbourhoods

Local/C&M/National
Programmes Delivered in
Place

Supported by Enablers:
Integrated Workforce;
Digital; Estates; Integrated
Delivery Unit and
Communications and
Engagement

Cheshire and Merseyside

WIRRAL



How we work together - Governance Map

Cheshire and NHS Cheshire
Merseyside and

Council Partnership (ICP)

Constitution

C&M / Region

Health and Wirral Provider
Wellbeing Place-based Partnership
Board Partnership Board
(including Joint
Strategic
Commissioning
Committee)

SupportingGroups | Place Priority Programmes
Quality and Performance Group

Finance, Investment and Resources

Group Programme
Strategy and Transformation Group Enablers
Primary Care Group

NHS Primary Care Partnershi NHS NHS
# p ZH s%¥*WIRRAL

Wirral University Teaching Hospital WIRRAL Virral Community Cheshire and
Health and Care Wirral Partnership Cheshire and Merseyside

NHS Foundation Trust 398
NHS Foun‘?&ﬂﬁéﬁef NHS Foundation Trust
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What we are working on

NHS Primary Care Partnership m ) NHS
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We are working together.....

« To deliver NHS Operational Planning Priorities 2022/23 and local Place priorities, aligned to Wirral
Plan 2026 and Health and Wellbeing Strategy.

» To enable greater independence for adults and older people in their own homes and local
environment.

» For brighter futures for our children, young people, and their families by breaking the cycle of poor
outcomes for all regardless of their background.

» To provide happy, active, and healthy lives for all, with the right care, at the right time to enable
residents to live long and healthier lives.

» For a prosperous, inclusive economy - helping businesses to thrive and creating jobs and
opportunities for all.

« To ensure that primary care is integrated into Place governance and delivery mechanisms in Wirral.
« To mitigate the impact of cost-of-living increases on our population.

« Maximise the use of public sector estate and ensure that this is linked to Wirral Council’s Local Plan
and regeneration work.

NHS| Primary Care Partnership  [\/2&3 NHS

Wirral University Teaching Hospital WIRRAL VWirral Community Cheshire and NHS wiWIRRAL

NHS Foundation Trust NHHESE:LE'}{@'ZQQ%Q;%E Wirral Partnership  Cheshire and Merseyside

NHS Foundation Trust



State Mariket Community
paradigm paradigm paradigm

Key organisational
principle

Key problems

seeking to solve

Locus of power

View of
service user

- Ps

paradigms: state, market an

Standardisation

Treating iliness

Clinician and
Whitehall bureaucrat

Deficit—led: primarily
a passive patient

Efficiency

Treating ililness more
efficiently

Clinician and
manager

Transaction—-fed: a
custormer with choice
determined
by provider

A source of

Prevention

Preventing illness,
alongside treatment
when needed

Clinician and
community

Asset-led: a
participant in their
own health and
wellbeing

Equal partners with

communities

Implementation
method

e
of services

Top-down, uniform
model of provision

alternatives through
social prescribing

Targets,
performance
management and
productivity drives

—
effective service
response

Devolution, culture
change and
deep community
engagement

Organisational
relationships

Funding model

Accountability

Approach to
engagement

Attitude to data

Separate specialist
organisations

Centrally pilanned
funding model

Whitehall

Not widely pursued

Quantitative data
informs decision-
making at the top

Competition
between
organisations

Activity—based
funding model

Whitehall, across an
increasing number of
arms—-length bodies

Patient feedback
sought through
closed surveys

Quantitative data
informs performance
management within

different services
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Collaboration and
shared community —
led mission across
organisations

Place-based
funding allocations,
joint investment in
prevention

Local accountability
in the context of a
national outcomes
framework

Community
participation viewed
as essential to
service design

Quantitative data,
combined with
qualitative commumity
insights, informs
pPrevention shift

Moving the
paradigm?
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Frankie’s Story

NHS Primary Care Partnership m ) NHS
Wirral University Teaching Hospital WIRRAL W"";a:]co';‘;"::‘“"'ty Cheshire and NHS wEWIR
NHS Foundation Trust NHHeSa:btu Db o Wirral Partnership Cheshire and Merseyside

NHS Foundation Trust



Meet Frankie

| am Frankie and I'm 16 years old. | live with my mum and younger brother in South Wirral. My
dad doesn’t live with us but he’s sometimes around. We have contact but we don'’t always get
on very well.

| sometimes struggle with my mental health, and | have self-harmed and attempted suicide
before, but | do feel more positive now. My mum also struggles with low mood and drug and
alcohol use.

| have a diagnosis of autism. | have been missing from home a number of times , and this has
caused problems between me and my mum.

I've just started at college which I'm enjoying. I've got an Education Health Care Plan and I'm
supported by a mentor.

| had a social worker for over two years as there were concerns about my safety and possible
exploitation. | was sexually assaulted in a relationship | had.

NHS| Primary Care Partnership  [\/2&3 NHS

Wirral University Teaching Hospital WIRRAL VWirral Community Cheshire and NHS wiWIRRAL

NHS Foundation Trust NHHESE:LE'}{@'ZQQ%Q%%E Wirral Partnership  Cheshire and Merseyside
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Frankie’s Story

September 2022- Police Involvement
November 2022- Stepped down

January 2019- became known to children's services
February 2021- Admitted to Wirral Hospital
March 2021 -referral to children's services

NHS

Wirral University Teaching Hospital
NHS Foundation Trust

Primary Care Partnership
WIRRAL

INHS| NHS

Wirral Community Cheshire and

NHHeSaF Icﬂ‘l..’agi?ﬁ% qf%g{e Wirral Partnership

NHS Foundation Trust

5 s WIRRAL
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Frankie’s Story

September 2022- Police Involvement
November 2022- Stepped down

January 2019- became known to children's services
February 2021- Admitted to Wirral Hospital
March 2021 -referral to children's services

NHS

Wirral University Teaching Hospital
NHS Foundation Trust

Primary Care Partnership
WIRRAL

INHS| NHS

Wirral Community Cheshire and

NHHeSaF Iﬂ%&?ﬁ?ﬁ% qf%g{e Wirral Partnership

NHS Foundation Trust

5 s WIRRAL
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Areas of Good Practice (1)

Children's Services There has been a positive impact for Frankie during the period of planning. The family have
been offered a number of services. CAMHSs are working directly with Frankie and this work
Is bringing about some positive changes. The SW has been able to build a relationship with

the family.

Domestic Abuse Hub Based on partnership working, there is evidence that the Frankie's needs have been
recognised.

Compass Excellent recording, evidence base, impact, and prevention of further Missing and CE risk

since the intervention.

Police Really good partnership working has taken place. Frankie has been protected from future
harm. Her wishes and feelings have clearly been taken into consideration. She has been
subject of a strategy meeting and heard at MARAC within 3 days of the incidents being
reported. Thorough police report provided for the strategy meeting. Although Frankie does
not wish to proceed with the rape allegation, further Investigative checks and processes are
being undertaken before the case is filed.

NHS Primary Care Partnership  [\/2&3 NHS

Wirral University Teaching Hospital WIRRAL VWirral Community Cheshire and NHS wiWIRRAL

NHS Foundation Trust NHHES""FL?}&:ZQQ%G‘%%E Wirral Partnership  Cheshire and Merseyside

NHS Foundation Trust



Areas of Good Practice (2)

Cheshire and Wirral Partnership Trust Within CAMHS there is clear evidence of good record
keeping, plans, risk management and responding to need.
It is difficult to measure improvement in the young person
due to the complex presentation.

Wirral Community Health and Care Trust It is difficult to measure if there has been improvement
across all outcome areas by the MDT i.e. To support
Frankie to reduce risk behaviours and improve mental
health outcomes, to support mother to safeguard Frankie
and develop their relationship further. To support Frankie
and her mother to access services.

NHS Primary Care Partnership NHS NHS

Wirral University Teaching Hospital WIRRAL VWirral Community Cheshire and NHS wiWIRRAL

NHS Foundation Trust NHHes""FLt'}a‘Zé‘ﬁ%q%%e Wirral Partnership  Cheshire and Merseyside
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Overall Comments

This case is of a good quality.

There is evidence of consistently good and outstanding practice by a range of agencies and
services highlighted in the report, and the range of interventions have undoubtedly made
Frankie safer and provided her with tools to support her in the long term.

The audit reports have identified the importance of understanding the complexities of the
relationships between Frankie and her parents, as these will need to be worked on before
stronger relationships can form. However, the recent work led by the social worker, with

Frankie’s mum has helped her understand what shapes her relationship with Frankie, and this
work is showing positive outcomes.

NHS| Primary Care Partnership  [\/2&3 . NHS
Wirral University Teaching Hospital WIRRAL VHvlrlia'I]Co??umty Cheshire and INHS' wWIRRAL
NHS Foundation Trust ealth an Yok
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NHS Cheshire and Merseyside
Integrated Care Board Meeting

26 January 2023

The Director of Nursing & Care’s Report

Agenda Item No ICB/01/23/09

Report author & contact details Kerry Lloyd — Deputy Director of Nursing & Care

T LeTg fe T o LT R T I EL T i [c M Chris Douglas — Executive Director of Nursing &
Director) Care

Responsible Officer to take Kerry Lloyd — Deputy Director of Nursing & Care
actions forward
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Executive
Summary

Purpose (x)

Recommendation

Key issues

The purpose of the paper is to provide the Integrated Care Board (ICB) for
Cheshire & Merseyside (C&M) with an overview of the current risks and
issues impacting on quality and safety within the Cheshire and Merseyside
ICS footprint.

The report will feature updates that include:

Industrial Action

System wide operational pressures

The All Age Continuing Health Care Review (AACHC)

Special Educational Needs and Disabilities (SEND) — ICS Maturity

Matrix

¢ Management of Serious Incidents (including North-West Ambulance
Service)

e Supporting Patient Discharge.

For . .
. . For decision / For ipe o For
information / For ratification
note approval assurance endorsement
X X X X X

The Board is asked to:
¢ note the content of the report and request additional
information/assurance as appropriate.

In preparation for the planned first wave of industrial action (1A), the ICS
established a governance framework that aligned to both national and
regional architecture. Within that framework, was the establishment of a
clinical/workforce cell. The cell comprises Nursing, Human Resource and
Medical senior leaders. The cell has met twice weekly to plan and mitigate
the associated risks to patient safety, as a result of the IA. The Cheshire
and Merseyside cell presented the learning from the first wave of the IA at
both the North West Director of Nursing meeting, and the regional
clinical/workforce cell

Current demand for health and care services, combined with resource
challenges, has resulted in growing operational service pressures. Such
pressures have the potential to impact on quality and safety of the services
provided. The quality governance framework for oversight, as previously
reported, supports proportionate risk-based escalation of risks and issues,
in line with the ICB governance framework:

e Organisational oversight
e Place based oversight
e System based oversight.

The AACHC review across C&M has commenced, with a preliminary
update brought to the Executive meeting of the ICB in January 2023, with
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an expected completion date of Autumn 2023. The reviewers have
developed a full programme plan and are currently in the ‘information
gathering and diagnostic phase’. There is ongoing engagement with
system partners to better understand feedback from the range of
stakeholders involved in delivering and receiving AACHC in each of the
nine places across C&M.

The Director of Nursing & Care continues to progress the work to deliver
improved outcomes for those children and young people (and their
caregivers) with SEND. The ICS must submit a quarterly self-assessment
of their maturity in relation to this important agenda. Recognising the need
for place-based partnership working, whilst supporting Executive
responsibility at ICS level, is an area of ongoing focus, with a specific focus
as we move into Quarter 4 2022/23 of the co-production agenda.

That quality of service provision and patient safety is negatively impacted
by demand for services.

X X X X

Jo ¥ equad B J d ab

X X X X

Not Applicable

No conflict of interest identified

Not Applicable

The nature and content of the paper does not require an Equalities Health
Impact assessment (EHIA) to be undertaken.

Not Applicable

Reporting will continue via the established governance routes.

None
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11

1.2

2.2

2.3

2.4

Director of Nursing and Care Report

Executive Summary

The purpose of the report is to provide the Integrated Care Board (ICB) for
Cheshire & Merseyside (C&M) with an overview of the current risks and issues
impacting on quality and safety within the Cheshire and Merseyside ICS footprint.

The report will feature highlights and updates into areas that include:

* Industrial Action

» System wide operational pressures

* The All Age Continuing Health Care Review (AACHC)

» Special Educational Needs and Disabilities — ICS Maturity Matrix

+ Management of Serious Incidents (North-West Ambulance Service)
» Supporting Patient Discharge.

Industrial Action

There have been several periods of IA taking place throughout the month of
December 2022 and January 2023, with further dates planned for January 2023.
The organisations identified for IA have been concentrated within the C&M
system.

In preparation for the first wave of 1A, the ICS established a governance
framework that aligned to both national and regional architecture. Within that
framework, saw the establishment of a clinical/workforce cell. The cell comprises
Nursing, Human Resource and Medical senior leaders. The cell has met twice
weekly since late November 2022, to plan and mitigate the associated risks to
patient safety as a result of the IA.

The cell has gathered insight and impact feedback from all affected organisations
within C&M and has developed a tracker for oversight of any associated patient
harm. Several incidents across the day of action have been identified and further
investigatory work is underway to establish the timeline and patient level detall
before outcomes can be concluded.

The C&M cell presented the learning from the first wave of IA at both the North-
West Director of Nursing meeting, and the regional clinical/workforce cell.
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3.2

4.2

4.3

4.4

4.5

System Wide Operational Pressures

The C&M ICS has continued to see extended waits for services by patients across
the health and care system. The nursing and care team have worked with regional
colleagues to develop a suite of documents that support in ensuring that
professional standards are maintained during periods of increased pressure. The
team has oversight of any patient related harm via organisational/place based
reporting and have received information in relation to Serious Incidents from both
the North West Ambulance Services and place based quality leads. A regional
Standard Operating Procedure (SOP) has been previously approved that
describes those incidents requiring regional

Escalation, and the team can evidence the impact of when this has taken place.
These incidents will be investigated in line with the associated governance in place
and reported via the ICB Quality & Performance Committee reports.

All Age Continuing Health Care Review (AACHC)

The ICB is accountable, via quasi-judicial and legal processes for the fair and
equitable distribution of funding against assessed health needs, as well as being
accountable for the quality, safety and financial assurance of continuing care
provided. This area of provision has significant, and growing costs, with forecast
YE £428.199m (2022/23), which represents 7.26% of the forecast total ICB
budget.

Continuing Care assessment, and commissioning is the responsibility of each of
the 9 places. Currently there are broadly 4 different delivery models across
Cheshire and Merseyside. In house clinical resource, outsourced to
commissioning support, local authority managed and hybrid arrangements.

The purpose of the review is to deliver a Cheshire and Merseyside model of
AACHC that is designed to deliver, equity, consistency, value and quality
assurance whilst building upon the strength and best practice that currently exists
in each place.

The review will therefore set out:

» Baseline financial and performance comparator information
* An option appraisal of AACHC delivery models

* A new model of shared assurance and governance

* AACC best practice and any gaps in quality/risks in practice
* Qutline implementation plan.

Given the complexity of the C&M system and differing models for delivery, the
review is due for completion by Autumn 2023.
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5.2

5.3

5.4

5.5

Special Educational Needs and Disability (SEND)

The Children and Families Act (2014) and SEND Code of Practice (2015) informed
the SEND reforms of 2014, providing legislative guidance to ensure a holistic
approach was taken to identify the education, health and social care needs of
children and young people aged 0-25 years with SEND. Local areas were required
to develop appropriate provision, within a spirit of inclusion, to meet the identified
needs of their SEND children and young people and thereby ensure positive
outcomes for this vulnerable population. The reforms enabled a progression from a
previous focus upon the educational needs and provision of children with SEN into
a holistic model across education, health and social care, in addition to
acknowledging the frequent overlap between SEN and long-term disability.

A SEND Review Green Paper was launched in March 2022 regarding SEND and
alternative provision system (APS) in England, with the government aiming to level
up opportunities for all children, including those with SEND. Consultation ended on
22.7.22 and an Improvement Plan is expected to be published by the Department
for Education by 31.3.23.

New statutory guidance relating to Area Special Educational Needs and
Disabilities (SEND) inspections was published on 29th November 2022 and came
into force on 1st January 2023. The guidance comprises of a framework and a
handbook:

https://www.gov.uk/government/news/improving-outcomes-for-children-and-young-people-with-send.

This new framework will place increased focus on the impact that local area
partnerships have on the experiences and outcomes of children and young people
with SEND. A new on-going cycle of inspections has been introduced, with the aim
of strengthening accountability and supporting continuous improvement across
SEND systems. The SEND teams in each of the ICS place-based areas are
currently preparing for potential inspection announcements through development
and completion of a pre-inspection toolkit and attendance at a series of national
educational events.

Statutory guidance regarding the SEND functions required of NHS Integrated Care
Boards (ICBs) is still awaited, with no timeframe of publication confirmed. In the
interim, SEND functions are embodied in the SEND Code of Practice (2015). The
C&M ICB has to undertake a maturity assessment on a quarterly basis against a
range of Key Lines of Enquiry (KLOE) that demonstrate development in supporting
those with SEND. In January 2023 the KLOEs focused on co-production. The
outcome of an amber rating suggested that whilst the C&M ICS has fora for co-
production in each of its nine place-based areas, more work needs to focus on a
consolidated ICS approach that draws in representation from each of the place-
based groups. This work will be a priority for development in Quarter 4 2022/23.
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6. Discharge Funding for Step Down Care

6.1 The Nursing and Care team will be supporting in the development of a quality
governance framework to support the discharge of those who no longer meet the
criteria to reside in the acute hospital setting. The work will involve ensuring there
is oversight of patient safety and experience across the patient pathway and that
those identified for this programme are receiving the appropriate level of care
provision.

7. Recommendations
7.1 The Board is asked to:
* Note the content of the report and request additional information/assurance as
appropriate.

8. Officer contact details for more information:
Kerry Lloyd — Deputy Director of Nursing & Care
Kerry.lloyd@cheshireandmerseyside.nhs.uk
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NHS Cheshire and Merseyside

Integrated Care Board Meeting
26 January 2023

Cheshire and Merseyside System
Finance Report — Month 9

Agenda Item No ICB/01/23/10

Report author & contact details Mark Bakewell — Deputy Director of Finance

Report approved by (sponsoring
Director)

Claire Wilson — Executive Director of Finance

Responsible Officer to take

. Claire Wilson — Executive Director of Finance
actions forward
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Cheshire and Merseyside System Finance

Report — Month 9

This report updates the Board on the financial performance of Cheshire and
Merseyside ICS (“the System”) for 2022/23, in terms of relative position against
its financial plan as submitted to NHS England in June 2022, alongside other
measures of financial performance (e.g. Cash Management and Better
Payment Practice Code) and utilisation of available ‘Capital’ resources for the
financial year.

. For. For decision / For e
information / For ratification For endorsement
approval assurance
note
X X X X X

The Board is asked to:
¢ Note the contents of this report in respect of the Month 9 year to date ICB /

ICS financial position for both revenue and capital allocations within the
2022/23 financial year.

As at 315t December 2022 (Month 9), the ICS ‘System’ is reporting an aggregate
deficit of £71.9m against a planned deficit of £34.9m resulting in an adverse year
to date variance of £36.9m.

Outlined within the main paper.

0 0
X X X
JoF- =¥ equad B J a ap

X

Paper discussed at ICB Finance, Investment and Resources Committee.
Provider position will be presented to Cheshire and Merseyside Acute and Specialist
Provider Collaborative in line with agreed reporting timetable

No specific issues raised

Financial performance at both place and provider level will be subject to local
public communications and engagement arrangements.

Efficiency Plans and Investment decisions will need to be subject to
organisation level Equality Impact Assessments (EIA). This will be subject to
internal audit review in line with locally agreed audit plans.

Healthcare resource and investment decisions impact on health inequalities
and so future place-based allocation decisions will be subject to EIA
processes. Strong budget management and control is important to minimise
areas of overspend which lead to an unplanned redistribution of resources.

Continued monitoring of financial forecasts for revenue and capital allocations.
Further development of cost improvement plans and system wide efficiency
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opportunities. Development of financial strategy to support future financial
sustainability.

Appendices Appendices 1-5 gives details of the narrative in the main body of the report.
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Cheshire and Merseyside System Finance
Report — Month 9

1. Executive Summary

1.1 This report updates the ICB on the financial performance of Cheshire and
Merseyside ICS (“the System”) for 2022/23, in terms of relative position against its
financial plan as submitted to NHS England, and alongside other measures of
financial performance (e.g., Cash Management and Better Payment Practice
Code) and utilisation of available ‘Capital’ resources for the financial year.

1.2 It should be noted that full NHS provider returns for month 9 will only be submitted
on 24" of January 2023 and are therefore not available in time to produce this
report. Summary financial performance information, or ‘key data’, is used as the
basis of this report but means that some performance information is not available,
for example, cash balances and better payment practice code (BPPC),

1.3 Financial performance for the period ending 31 December 2022:

e the system is reporting an aggregate deficit of £71.9m in the year to date
against a planned deficit of £34.9m, resulting in an adverse year to date
variance of £36.9m.

¢ this represents a deterioration of £15.7m from the position last reported to the
board at month 7.

e cost Improvement Plan performance has improved by £57.5m to £241.1m (full
year plan is £330.9m).

e the unmitigated financial risk being reported by organisations has improved by
£37m, to £37m, with further work being done across the system to mitigate this
in full before the year end.

1.4 The year to date (YTD) position is set out in the table below and comprises a
lower-than-plan YTD surplus position of £4.3m for CCGs/ICB (compared to a plan
profile value of £14.8m) and a year-to-date deficit in the NHS providers of £76.2m
(compared to plan profile of £49.7m).

2022/23

2022/23 2022/23 YTD 2022/23 Forecast
Annual

YTD Plan YTD Actual Variance Forecast Variance
Sector

Surplus / Surplus / Surplus / Surplus / Surplus / Surplus /

(Deficit) (Deficit) (Deficit) (Deficit) (Deficit) (Deficit)
CCGIICB 19.7 14.8 43 (10.4) 19.7 (0.0)
NHS Providers (50.0) (49.7) (76.2) (26.5) (50.0) (0.0)
Trusts
Total System (30.3) (34.9) (71.9) (36.9) (30.3) (0.0)
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1.5

1.6

1.7

The system continues to forecast achievement of the annual planned deficit of
£30.3m. However, a small number of organisations are informally reporting that
delivery of their plan is at risk and so the wider system is working to identify where
improvements can be made to offset any potential overspends against plan. It is
anticipated that the overall system plan of £30m deficit can still be achieved and
discussions with the organisations concerned are ongoing. Further details are set
out in in the report.

M9 Performance — Capital. As at 315t December 2022, provider operational capital
expenditure remains below year-to-date planned values by £42.1m as set out in
sections 32 to 44. All Trusts are forecasting achievement of plan, except for LUHFT,
whose underperformance reflects additional allocation recently allocated and
Mersey Care, whose underperformance will be subject to a transfer of allocation to
Lancashire Care for work on the Whalley site.

Key Performance Indicators. Full key performance indicator data is not available
until providers have submitted their month 9 financial returns later in the month.

System Finance Report to 31 December 2022 (Month 9)

Background

1)

2)

3)

4)

This report updates the ICB on the financial performance of Cheshire and
Merseyside ICS (“the System”) for 2022/23, in terms of relative position against its
financial plan as submitted to NHS England in June 2022, and utilisation of
available ‘Capital’ resources for the financial year.

The revised system plan for 2022/23 submitted on 20" June was a combined
£30.3m deficit consisted of a £19.7m ‘surplus’ on the commissioning side (CCG/
ICB) which partly offset an aggregate NHS provider deficit position of £50.0m. The
plan position reflected a variety of surplus / deficit positions across each C&M
CCG and NHS Provider organisations as can be seen in Appendix 1.

It should be noted that ICBs as successor bodies to CCGs are required to plan for
‘at least’ a break-even position as reflected in the recent Health & Social Care Act,
which has been reflected in the distribution / relative risk position within the ICS
plan submission.

At the end of quarter one and in all financial performance circumstances, CCGs
have been deemed to have delivered a breakeven financial performance position
through an adjusting resource allocation process for the Q1 period (from the full
year ICB allocation) with any residual difference in Q1 performance (both
favourable / adverse) being inherited by the ICB during Q2-4.As a result, the
additional surplus above plan of £6.7m originally reported by CCGs has been
transferred to the ICB.
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Month 9 (December) Performance

ICB/CCG performance

5) For quarter 1, the CCGs allocations were adjusted to breakeven to match the
reported position, this has resulted in the movement of the £6.7m favourable
variance to plan from CCGs budgets to the ICB budget to support achievement of
the annual plan.

6) The ICB is currently reporting a year-to-date surplus of £4.3m compared to an
original planned surplus of £14.7m resulting in an adverse variance to plan of
£10.4m as per the table below:

D P D J J
) ; ) ; ) ; ) ;

System Revenue Resource Limit -2,963,803
ICB Net Expenditure
Acute Services 1,568,051 1,568,213 (162) (2.7%)
Mental Health Services 282,823 289,701 (6,878) (2.4%)
Community Health Services 301,054 298,603 2,451 0.8%
Continuing Care Services 148,022 159,879 (11,857) (8.0%)
Primary Care Services 301,559 306,348 (4,788) (8.0%)
Other Commissioned Services 8,117 8,186 (69) (0.9%)
Other Programme Services 30,196 30,145 52 0.2%
Reserves / Contingencies 3,059 1,716 1,343 43.9%
Delegated Primary Care Commissioning including: 275,491 272,768 2,724 1.0%

a) Primary Medical Services 239,142 236,574 2,568 1.1%

b) Pharmacy Services 36,350 36,194 156 0.4%
ICB Running Costs 23,961 23,902 59 0.2%
Total ICB Net Expenditure 2,942,334 2,959,461 (17,126) 24.1%
TOTAL ICB Surplus/(Deficit) 21,468 4,342 (17,126) (0.6%)
*NB - CCG Q1 Adjustment (6,716) 5 6,716 0.5%
Adjusted Surplus 14,752 4,342 (10,410) (0.1%)

7) This adverse year to date performance is driven by the following issues which are
being actively managed to ensure delivery of the plan by the year end.

a. Mental Health - increased volume and value of packages of care, including

out of area placements and non-contracted activity. This risk is being
managed collaboratively with Mental Health provider partners and expected
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to be mitigated non-recurrently in year though risk share and slippage on
other relevant allocations.

b. Primary Care Services - overspend on prescribing partially offset by
underspends on GPIT and investments.

c. Community Services — overspend relating to independent sector contracts
and community equipment services offset by underspends following a
detailed review of place budgets

d. Continuing care - overspend relating to increases to volume and price for
continuing care packages and funded nursing care. This is an area of
significant focus and review by each place team.

e. Reserves — mitigations secured to offset accepted planning risks.

Delegated Pharmacy — additional funding has now been received to offset

the pressures previously seen in the year-to-date position.

g. Efficiency savings are built into the year-to-date position and reflects a
favourable position of £5.0m but a significant proportion of this is non-
recurrently delivered. Development of recurrent savings was a key area of
focus within the place review meetings in January 2023.

—

8) Further work is required to review transactions from predecessor organisations to
ensure a consistency of approach to accounting policies e.g., the basis for accruals
in areas such as prescribing.

9) The ICB continues to forecast achievement of the annual planned surplus of
£19.7m. However, there are several risks that are being actively managed to ensure
the plan is delivered. This includes a step change in the focus on the development
of recurrent efficiencies.

NHS Provider Performance
10) The table below summarises the combined NHS provider position to the end of

October 2022 reflecting a year-to-date cumulative deficit position of £76.2m
compared to a year-to-date profile plan figure of £49.7m. Further detail is provided

in Appendix 2.
M9 YTD M9 YTD M9 YTD Annual M9 Forecast M9 Forecast, RGeS
Movement M7 -
Plan Actual Variance Plan ACTUAL VARIANCE M9
£m £m £m £m £m £m £m
Alder Hey Children's NHS Foundation Trust 1.6 1.6 00" 4.6 6.1 15" 1.5
Bridgewater Community Healthcare NHS Foundation Trust 0.1) 0.4 0.5 0.0 0.6 0.6 0.6
Cheshire and Wirral Partnership NHS Foundation Trust 2.0 2.1 0.1 2.9 3.2 0.3 0.3
Countess of Chester Hospital NHS Foundation Trust (3.6) (19.3) (15.6) (3.1) (6.3) 3.2) 3.2)
East Cheshire NHS Trust (2.6) (2.4) 0.2 (2.6) (2.3) 0.3 0.3
Liverpool Heart and Chest Hospital NHS Foundation Trust 1.7 2.4 0.7 2.3 3.1 0.8 0.8
Liverpool University Hospitals NHS Foundation Trust (22.2) (27.7) (5.5) (30.0) (30.0) (0.0) (0.0)
Liverpool Women's NHS Foundation Trust 0.7 (1.5) (2.2) 0.6 0.6 0.0 0.0
Mersey Care NHS Foundation Trust 4.0 4.0 (0.0) 5.7 7.7 2.0 2.0
Mid Cheshire Hospitals NHS Foundation Trust (8.6) (10.5) (1.8) (10.4) (10.4) 0.0 0.0
Southport And Ormskirk Hospital NHS Trust (13.9) (13.8) 0.0 (14.2) (14.2) 0.0 0.0
St Helens And Knowsley Teaching Hospitals NHS Trust (4.9) (3.7) 1.2 (4.9) (3.1) 1.8 1.8
The Clatterbridge Cancer Centre NHS Foundation Trust 1.2 2.3 1.1 1.6 2.0 0.4 0.4
The Walton Centre NHS Foundation Trust 2.0 2.7 0.8 2.9 3.9 1.0 1.0
Warrington and Halton Teaching Hospitals NHS Foundation Trust (8.3) (8.3) (0.0) (6.1) 6.1) (0.0) (0.0)
Wirral Community Health and Care NHS Foundation Trust 0.6 0.6 0.0 0.7 0.7 0.0 0.0
Wirral University Teaching Hospital NHS Foundation Trust 0.6 (5.4) (6.0) 0.0 (5.5) (5.5) (5.5)
Total Providers (49.7) (76.2) (26.5) (50.0) (50.1) (0.1) (0.1)
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11)

12)

13)

14)

15)

16)

17)

5 provider Trusts have reported an adverse year to date deficit position for months
1-9, resulting in an adverse position compared to plan of £31.1m.

Further analysis of the year-to-date position demonstrates that the adverse position
is a result of higher than anticipated pay costs (£164.3m) and non-pay costs
(E34.2m) offset set by favourable movements in Income (£163.3m) and non-
operating items (£8.7m) as per the table below.

Surplus / (Deficit) 2022/23 Year-to-date 2022/23 Forecast

Under/(over) Under/(over)
spend (el spend
£m £m £m £m

Income (4,201.7) (4,365.0) 163.3 -3.9% (5,606.7) (5,819.0) 212.3 (3.8%)
Pay 2,726.5 2,890.8 (164.3) (6.0%) 3,632.8 3,820.9 (188.1) (5.2%)
Non Pay 1,451.9 1,486.1 (34.2) (2.4%) 1,926.7 1,961.9 (35.2) (1.8%)
Non Operating Items (exc gains on disposal) 73.0 64.3 8.7 11.9% 97.2 86.2 11.0 11.3%
Total Expenditure 4,251.4 (3,944.6) (166.5) (3.9%) 5,656.7 5,869.0 (212.3) (3.8%)

Actual

C&M NHS Providers 49.7 (8,309.7) (3.2) (6.4%) 50.0 50.1 (0.1) (0.1%)

A small number of organisations are informally reporting that delivery of their plan
is at risk and so the wider system is working to identify where improvements can be
made to offset any potential overspends against plan. Key pressures relate to
underachievement on delivery of planned cost improvement programmes, rising
inflation and operational pressures associated with continued provision of escalation
bed capacity.

The recent increases in the Bank of England base rate have given rise to increasing
inflows from interest receivable. Some providers have able to reflect this as an
improvement to the forecast, as can be seen in the position reported by Alder Hey,
Bridgewater, East Cheshire, Liverpool Heart and Chest, Mersey Care, St Helens
and Knowsley, Clatterbridge and The Walton Centre. This has offset the financial
deterioration in forecast of Countess of Chester and Wirral Teaching Hospital.

Mid Cheshire and Liverpool Women’s have also reported that they are unlikely to
meet their financial plan and further discussions are ongoing to identify how the
system can work together to offset these risks as they crystallise.

National Guidance has been published for those systems and organisations who
are reporting deterioration to their forecast. Several investigative and assurance
actions are carried out and the development of a recovery plan is a key component
of this. The system is required to instigate a specific set of financial controls and
delegated limits with any organisation unable to deliver its agreed financial plan; the
arrangements for how this will be done for the Trusts now reporting adverse forecast
variances are being developed.

The following Trusts are currently reporting adverse variances to plan in the year to
date. The ICB Executive team are meeting regularly with each trust to discuss the
drivers of the positions reported and to seek assurance of the work being done to
support delivery of the financial plan whilst delivering safe, high-quality care for our
resident population.
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e Countess of Chester NHS Foundation Trust
Key drivers to the £15.6m variance to plan are a high level of substantive
vacancies resulting in high levels of agency and bank spend, increased energy
costs, insourcing capacity and Waiting List Initiative (WLI) costs incurred to
deliver elective recovery. CIP performance is marginally behind plan, but being
delivered non-recurrently, resulting in a future pressure. There is significant
concern over the Trust’s ability to deliver its planned forecast outturn.

e Liverpool University Hospitals NHS Foundation Trust (LUFT)

A total of c78 escalation beds open, down from ¢115 last month. Corridor care
remains in place and a significant driver of additional staffing requirements.
The adverse position reported to date is also driven by energy and non-pay
inflation costs, and premium pay costs being incurred to address sickness,
vacancies, and escalation capacity. Efficiencies are currently above the YTD
plan, but a large amount has been delivered non-recurrently, creating future
financial pressure. Elective activity levels remain below the pre-pandemic
levels.

e Liverpool Women’s NHS Foundation Trust
The YTD adverse variance is primarily driven by use of agency and premium
rate staffing. This is due to higher levels of sickness and national shortages of
midwives and consultants.

e Mid Cheshire NHS Foundation Trust (MCHFT)
The Trust is experiencing increased unplanned demand, resulting additional
escalation beds and newly opened discharge lounge. Premium costs are being
incurred to staff these additional areas, driving the overspends reported
against plan. CIP performance is behind plan and elective recovery is also
behind pre-pandemic levels.

e Wirral University Teaching Hospitals NHS Foundation Trust
The adverse variance to plan is as a result of 64 open escalation beds, use of
corridor care in ED, increased energy costs and the Trust’s underperformance
in respect of recurrent CIP.

18) The ICS continues to work with providers with a view to making any final changes
to forecasts before month 10. To support delivery of the overall system position, a
number of mitigations and potential upsides are being explored, including:

a. ldentifying any further benefits from increases in interest receivable

b. National allocation of capital charges support which is approximately £8m
and not yet reflected in the forecast.

c. Any opportunities from the establishment of a C&M Capital Incentive
Scheme are being explored

d. Additional upsides from contract resolutions with commissioners outside of
Cheshire and Merseyside.
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Provider Agency Costs

19) ICB Providers set a plan for agency spend of £113.3m, compared to actual spend
in 2021/22 of £139.2m. The system is required to manage agency costs within
budget and to demonstrate reduced reliance on agency staffing year on year.

20) Agency spend is being closely monitored with approval required from NHS England
for all non-clinical agency above £50k. In Month 9, agency spend is £116.8m
(E32.4m above plan), with all Trusts except for Southport and Ormskirk reporting
adverse positions to plan. The forecast spend being reported by Trusts is £150.9m
(E37.7m above plan) which equates to 4.1% of total pay.

21) Agency spend pressures are variable across Trusts, with some Trusts being
successful reducing their reliance on temporary staffing and are seeing reductions
in agency costs year-on-year. Sharing best practice in this area and providing
additional focus through the efficiency at scale board should provide opportunities
to reduce spend levels.

Efficiencies
ICB Efficiencies

22) The ICB is currently reporting a £5.0m favourable variance to plan YTD mostly
because of non-recurrent savings. The ICB is currently forecasting to achieve the
planned efficiencies of £68.8m. However, there remains a level of unidentified
efficiency as highlighted below.

23) The ICB has established a programme approach to identification, development and
tracking of efficiencies and is a key area focus in respect of both this and future
financial years and this has been a key area of focus in the recent place review
meetings chaired by the ICB CEO.

Provider Efficiencies

24) Provider efficiency schemes are now £0.6m ahead of plan at month 9; efficiencies
of £183.5m have been delivered to date compared to a plan of £182.9m. However,
only £64.7m of this has been delivered recurrently (£118.8m non-recurrently) and

this is a key risk to the underlying financial position of the system. The detail by provider
is included in Appendix 4.

Risks & Mitigations
25) The unmitigated financial risk being reported by organisations has improved by

£37m, to £37m at month 9, with further work being done across the system to
mitigate this in full before the year end.
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ICB Risk and Mitigations

26) Arisk review has identified potential financial risks of £33.4m for 22/23 with a series
of mitigations assessed at a value of £20m leaving a residual unmitigated risk of
£13.4m, This is a £6.6m improvement from the previously reported position of £20m
net risk. Key remaining risks are included in the table below:

. Residual Risk
ETFEED RS after Mitigations
£m £m
Drawdown funding not received 07 -0.3
Additional System Efficiencies 57 -2.6
ICB Additional Efficiencies/Operational
-10.5
Pressures -27.0
Total ICB -334 -13.4

27) The ICB is working alongside system partners to ensure mitigation plans are in
place to manage risks including the continued review of ICB expenditure budgets
for SDF and HCP programmes to identify areas of slippage.

Provider Risks & Mitigations

28) NHS England collect gross risk data from each provider, together with the
mitigations currently being managed. A net risk position is then calculated for each.

29) For Cheshire and Merseyside, £203.5m of gross risk is being reported across
providers, with mitigations being pursued for £179.8m of this, leaving a net risk
position of £23.7m reported for Countess of Chester (£15m), Liverpool Women'’s
(£3.6m), Wirral Teaching Hospital (£2.1m) and Mid Cheshire (£3m). Non delivery of
CIP, energy inflation, and premium pay pressures continue to be flagged as the main
risks at month 9.

30) Active discussions with those organisations identifying net risk are ongoing. Cross
system discussion amongst CEOs and CFOs is ongoing to explore all opportunities
available. These opportunities include national capital charges allocation,
Commissioner negotiations and Interest receivable.

31) The consequences for both the system and individual organisation of not delivering
its plan have been set out in the forecast variance protocol by NHS England.

Provider Capital
32) The ‘Charge against Capital Allocation’ represents the System’s performance
against its operational capital allocation, which is wholly managed at the System’s

discretion. Spend in relation to National programmes and other items chargeable to
the Capital Direct Expenditure Limit (CDEL) are effectively administered on the
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33)

34)

behalf of systems, and therefore under/overspending does not score against
System’s Capital performance.

At month 9, progress of the system’s operational capital programme expenditure
remains below year-to-date planned values by £42.1m. Detail by provider is set out
in Appendix 5.

All Trusts are forecasting achievement of plan, except for the following:

a. LUHFT are forecasting an underspend of £12m, following the allocation of
Additional PDC to support the New Hospital build. This has brought the ICS
forecast in line with the allocation.

b. Mersey Care are reporting at £1.3m underspend, which is related to spend
at the Whalley Site, which is now being carried out by Lancashire Care on
their behalf. An allocation transfer will take place in Month 10 to bring the
position back in line with plan.

c. Alder Hey and CWP are reporting £36k and £100k underspend respectively.
We are looking to reallocate this to other providers.

Primary Care Capital

35)

36)

37)

38)

39)

C&M ICB has a capital allocation of £4.7m for Primary Care, but also benefits this
year from a legal charge redemption of £1.235m.

NHSE Primary Care commissioners have engaged with GP practices and premises
grant requests totalling £1.826m in 22/23 with a further 23/24 impact of £0.846m
have been received and reviewed against the requirements of the Premises
Directions. Plans have now been approved by the ICB Primary Care Committee and
NHSE.

Place digital leads identified and prioritised £4.1m for GP BAU IT. These
programmes have been approved by NHSE regional team and the Primary Care
Committee.

All schemes are being monitored for delivery before year-end. We have been
notified of £551k of slippage, which we are looking to reallocate the resource to the
pipeline of improvement grants or digital schemes not prioritised in the 22/23
allocation

The system has been notified that there may be additional capital monies available
for winter resilience. A bid of £2.4m has been put forward for this, although we do
not know the quantum of resource available.

Strategic Capital

40)

There are a large number of Strategic Capital schemes, administered by NHS
England, the main ones being:
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Mental Health — Urgent and Emergency Care, Dorm Eradication.
Elective Targeted Investment Fund.

Community Diagnostic Centres.

Diagnostics — Levelling up, digitisation, single CT scanner sites.
Digital — EPR, frontline digitisation.

NHP — New Hospitals Programme.

~poooTw

41) Business cases to bid for these funds have been submitted and most funds allocated
for Mental Health, TIF, CDC, NHP and Diagnostics. Digital diagnostics and frontline
digitisation are yet to be allocated.

42) The revenue consequences of these investments may pose a risk to providers
financial positions should anticipated efficiencies are not delivered.

43) Performance against these schemes does not score against the system allocation,

but slippage on these schemes can adversely impact the system allocation in future
years.

Recommendations

The Integrated Care Board is asked to:

¢ Note the contents of this report in respect of the month 9 year to date financial
position for both revenue and capital allocations within the 2022/23 financial year.

Officer contact details for more information

Claire Wilson

Executive Director of Finance

Cheshire and Merseyside ICB
Claire.Wilson@Cheshireandmerseyside.nhs.uk

Mark Bakewell

Deputy Director of Finance

Cheshire and Merseyside ICB
Mark.Bakewell@Cheshireandmerseyside.nhs.uk
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Appendix 1

2022/23 plan submissions by CCG / NHS provider

CCG/ICB Full Year Plan (Deficit) / Surplus
£000’s
NHS HALTON CCG (3,340)
NHS KNOWSLEY CCG 12,051
NHS SOUTH SEFTON CCG (4,051)
NHS SOUTHPORT AND FORMBY CCG (6,336)
NHS ST HELENS CCG (1,905)
NHS WARRINGTON CCG (2,302)
NHS WIRRAL CCG 7,499
NHS CHESHIRE CCG (28,814)
NHS LIVERPOOL CCG 19,755
Total CCG Position (7,788)
NHS LIVERPOOL CCG - as ICB Host 27.112
Total ICB Planned (Deficit/Surplus) 19,669

Full Year Surplus /
Cheshire & Merseyside Provider Organisation (Deficit)
£’000s

ALDER HEY CHILDREN'S NHS FOUNDATION TRUST 4,630
BRIDGEWATER COMMUNITY HEALTHCARE NHS FOUNDATION TRUST 0
CHESHIRE AND WIRRAL PARTNERSHIP NHS FOUNDATION TRUST 2,856
COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST (3,066)
EAST CHESHIRE NHS TRUST (2,554)
LIVERPOOL HEART AND CHEST HOSPITAL NHS FOUNDATION TRUST 2,328
LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST (30,010)
LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 563
MERSEY CARE NHS FOUNDATION TRUST 5,698
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST (10,415)
SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST (14,175)
ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST (4,949)
THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRUST 1,621
THE WALTON CENTRE NHS FOUNDATION TRUST 2,868
WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST (6,106)
WIRRAL COMMUNITY HEALTH AND CARE NHS FOUNDATION TRUST 684
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST 19
TOTAL (50,008)
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Appendix 2

System Financial Position: Combined Year-to-date Financial Position by Organisation as
at Month 9 (315t December 2022)

MOYID M9OYID M9 YTD Annual M9 Forecast M9 Forecast IR
Movement M7 -
Plan Actual Variance Plan ACTUAL VARIANCE M9
£m £m £m £m £m £m
CCGs/ICB 14.8 4.3 (10.4) 19.7 19.7 (0.0) (0.0)
14.8 4.3 (10.4) 19.7 19.7 (0.0)
Providers:
Alder Hey Children's NHS Foundation Trust 1.6 1.6 0.0 4.6 6.1 1.5 1.5
Bridgewater Community Healthcare NHS Foundation Trust 0.1) 0.4 0.5 0.0 0.6 0.6 0.6
Cheshire and Wirral Partnership NHS Foundation Trust 2.0 2.1 0.1 2.9 3.2 0.3 0.3
Countess of Chester Hospital NHS Foundation Trust (3.6) (19.3) (15.6) (3.1) (6.3) (3.2) (3.2)
East Cheshire NHS Trust (2.6) (2.4) 0.2 (2.6) (2.3) 0.3 0.3
Liverpool Heart and Chest Hospital NHS Foundation Trust 1.7 2.4 0.7 2.3 3.1 0.8 0.8
Liverpool University Hospitals NHS Foundation Trust (22.2) (27.7) (5.5) (30.0) (30.0) (0.0) (0.0)
Liverpool Women's NHS Foundation Trust 0.7 (1.5) (2.2) 0.6 0.6 0.0 0.0
Mersey Care NHS Foundation Trust 4.0 4.0 (0.0) 5.7 7.7 2.0 2.0
Mid Cheshire Hospitals NHS Foundation Trust (8.6) (10.5) (1.8) (10.4) (10.4) 0.0 0.0
Southport And Ormskirk Hospital NHS Trust (13.9) (13.8) 0.0 (14.2) (14.2) 0.0 0.0
St Helens And Knowsley Teaching Hospitals NHS Trust (4.9) (3.7) 1.2 (4.9) (3.1) 1.8 1.8
The Clatterbridge Cancer Centre NHS Foundation Trust 1.2 2.3 1.1 1.6 2.0 0.4 0.4
The Walton Centre NHS Foundation Trust 2.0 2.7 0.8 2.9 3.9 1.0 1.0
Warrington and Halton Teaching Hospitals NHS Foundation Trust (8.3) (8.3) (0.0) (6.1) (6.1) (0.0) (0.0)
Wirral Community Health and Care NHS Foundation Trust 0.6 0.6 0.0 0.7 0.7 0.0 0.0
Wirral University Teaching Hospital NHS Foundation Trust 0.6 (5.4) (6.0) 0.0 (5.5) (5.5) (5.5)
Total Providers (49.7) (76.2) (26.5) (50.0) (50.1) (0.1) (0.1)
Total System (34.9) (71.9) (36.9) (30.3) (30.4) (0.1) (0.1)

Note: brackets denote deficit/overspend.
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Appendix 3

Agency spend: Current Performance and Forecast Outturn as at Month 9 (315t December
2022)

Plan Actual Variance Plan Forecast | Variance
Alder Hey Children's NHS Foundation Trust 0 (849) (849) 0 (1,153) | (1,153)
Bridgewater Community Healthcare NHS
Foundation Trust (3,712) (4,427) (715) (4,952) (5,758) (806)
Cheshire And Wirral Partnership NHS (2.323) (5.789) (3.466) (3,100) (7,519) (4.419)

Foundation Trust

Countess Of Chester Hospital NHS Foundation
Trust

East Cheshire NHS Trust (5,736) (8,488) (2,752) (7,739) (10,559) | (2,820)

Liverpool Heart And Chest Hospital NHS
Foundation Trust

Liverpool University Hospitals NHS Foundation

(6,335) | (14,607) | (8,272) | (8.448) | (18,844) | (10,396)

(513) (859) (346) (682) (1,072) (390)

(9,138) | (11,948) | (2,810) | (12,197) | (15,604) | (3,407)

Trust

Liverpool Women's NHS Foundation Trust (626) (2,372) (1,746) (834) (2,432) | (1,598)
Mersey Care NHS Foundation Trust (13,302) (15,540) (2,238) [ (17,744) (20,573) | (2,829)
Mid Cheshire Hospitals NHS Foundation Trust (15,737) (16,012) (275) | (20,983) (20,007) 976
Southport And Ormskirk Hospital NHS Trust (7,056) (5,320) 1,736 (9,413) (7,058) 2,355

St Helens And Knowsley Teaching Hospitals
NHS Trust

The Clatterbridge Cancer Centre NHS
Foundation Trust

The Walton Centre NHS Foundation Trust 0 (161) (161) 0 (284) (284)
Warrington And Halton Teaching Hospitals NHS
Foundation Trust

Wirral Community Health And Care NHS
Foundation Trust

Wirral University Teaching Hospital NHS
Foundation Trust

(7,662) (8,445) (783) | (10,228) | (11,260) | (1,032)

0 (1,292) | (1,292) 0 (1,617) | (1,617)

(7,545) (11,186) (3,641) | (10,241) | (14,771) | (4,530)

(1,286) (1,960) (674) (1,715) (2,417) (702)

(3,384) (7529) | (4,145 | (5,031)| (10,038) | (5,007)

Cheshire & Merseyside Total | (84,355) | (116,784) | (32,429) | (113,307) | (150,966) | (37,659)

YTD and forecast is 4.1% of Total Pay.
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Appendix 4

System Efficiencies: Current Performance and Forecast Outturn as at Month 9 (315t
December 2022)

M9 YTD M9 YTD M9 YTD Annual M9 Forecast M9 Forecast

Plan Actual Variance Plan ACTUAL VARIANCE
£m £m £m £m £m £m

CCGs/ICB 51.6 56.6 5.0 68.8 68.8 0.0

51.6 56.6 5.0 68.8 68.8 0.0
Providers:
Alder Hey Children's NHS Foundation Trust 10.3 10.6 0.4 14.5 14.5 0.0
Bridgewater Community Healthcare NHS Foundation Trust 3.0 3.0 0.0 4.2 4.2 0.0
Cheshire and Wirral Partnership NHS Foundation Trust 6.1 5.7 (0.4) 8.3 8.3 0.0
Countess of Chester Hospital NHS Foundation Trust 8.9 8.6 (0.4) 13.4 13.4 0.0
East Cheshire NHS Trust 3.8 4.0 0.2 5.5 5.5 0.0
Liverpool Heart and Chest Hospital NHS Foundation Trust 3.7 3.9 0.2 4.9 6.0 1.2
Liverpool University Hospitals NHS Foundation Trust 53.9 58.6 4.8 75.0 75.0 0.0
Liverpool Women's NHS Foundation Trust 4.2 3.9 (0.3) 5.6 5.5 (0.1)
Mersey Care NHS Foundation Trust 17.1 17.1 0.0 22.8 22.8 0.0
Mid Cheshire Hospitals NHS Foundation Trust 12.6 12.1 (0.5) 16.8 15.8 (1.0)
Southport And Ormskirk Hospital NHS Trust 5.9 5.9 0.0 10.8 10.8 0.0
St Helens And Knowsley Teaching Hospitals NHS Trust 16.3 16.3 0.0 28.1 28.1 0.0
The Clatterbridge Cancer Centre NHS Foundation Trust 5.1 4.9 0.2) 6.8 6.8 0.0
The Walton Centre NHS Foundation Trust 3.5 3.6 0.1 4.9 4.9 0.0
Warrington and Halton Teaching Hospitals NHS Foundation Trust 9.9 9.1 (0.9) 15.7 15.7 0.0
Wirral Community Health and Care NHS Foundation Trust 3.1 2.7 (0.3) 4.1 4.1 0.0
Wirral University Teaching Hospital NHS Foundation Trust 15.6 13.5 (2.2) 20.8 20.0 (0.9)
Total Providers 182.9 183.5 0.6 262.2 261.4 (0.8)
Total System 234.5 240.1 5.6 330.9 330.1 (0.8)

Recurrent/Non-recurrent split of Provider CIP delivery

Recurrent TOTAL
PROVIDERS M9 YTD = M9 YTD Forecast Forecast M9 YTD M9 YTD Forecast Forecast
Actual  Variance =~ ACTUAL  VARIANCE Actual  Variance ACTUAL VARIANCE
£m £m £m £m £m £m
Alder Hey Children's NHS Foundation Trust (3.5) . (2.6) 7.4 3.8 7.4
Bridgewater Community Healthcare NHS Foundation Trust 1.1 (0.2) 1.4 (0.5) 1.9 0.2 2.8 . X . X
Cheshire and Wirral Partnership NHS Foundation Trust 2.2 0.4 2.9 0.2 3.6 (0.8) 5.4 (0.2) 5.7 (0.4) 8.3 0.0
Countess of Chester Hospital NHS Foundation Trust 3.8 0.2 5.5 (0.0) 4.8 (0.5) 7.9 0.0 8.6 (0.4) 13.4 0.0
East Cheshire NHS Trust 1.2 (1.3) 1.9 (1.6) 2.8 1.5 3.6 1.6 4.0 0.2 5.5 0.0
Liverpool Heart and Chest Hospital NHS Foundation Trust 1.9 (0.9) 3.5 (0.3) 1.9 1.1 25 15 3.9 0.2 6.0 1.2
Liverpool University Hospitals NHS Foundation Trust 9.1 (9.6) 13.0 (19.0) 49.6 14.4 62.0 19.0 58.6 4.8 75.0 0.0
Liverpool Women's NHS Foundation Trust 1.3 1.7) 2.1 (2.1) 2.6 1.4 3.4 2.0 3.9 (0.3) 5.5 0.1)
Mersey Care NHS Foundation Trust 11.5 (0.2) 15.3 (0.2) 5.6 0.2 7.5 0.2 17.1 0.0 22.8 0.0
Mid Cheshire Hospitals NHS Foundation Trust 3.8 (1.2) 5.2 (1.9) 8.3 0.7 10.6 0.9 12.1 (0.5) 15.8 (1.0)
Southport And Ormskirk Hospital NHS Trust 5.2 (0.7) 7.8 (3.0) 0.7 0.7 3.0 3.0 5.9 0.0 10.8 0.0
St Helens And Knowsley Teaching Hospitals NHS Trust 10.3 (6.0) 22.1 0.0 6.0 6.0 6.0 0.0 16.3 0.0 28.1 0.0
The Clatterbridge Cancer Centre NHS Foundation Trust 2.1 (1.2) 2.9 (1.5) 2.8 1.1 3.8 1.5 4.9 (0.1) 6.8 0.0
The Walton Centre NHS Foundation Trust 2.1 (0.8) 3.2 (0.9) 1.5 0.8 1.8 0.9 3.6 0.1 4.9 0.0
Warrington and Halton Teaching Hospitals NHS Foundation Trusi 0.7 (3.2) 2.0 (4.5) 8.4 2.4 13.7 4.5 9.1 (0.9) 15.7 0.0
Wirral Community Health and Care NHS Foundation Trust 1.4 (0.7) 2.3 (0.3) 1.4 0.3 1.8 0.3 2.7 (0.3) 4.1 0.0
Wirral University Teaching Hospital NHS Foundation Trust 3.9 (6.5) 5.8 (8.1) 9.6 4.3 14.2 7.2 13.5 (2.2) 20.0 (0.9)
Total Providers 64.7 (37.1) 104.0 (46.5) 118.8 37.7 157.4 45.7 183.5 0.6 261.4 (0.8)
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Appendix 5

Provider Capital: Current Performance and Forecast Outturn as at Month 9 (31t
December 2022)

(based on formal reporting to NHSEI)

Excluding IFRS16 Impact

PROVIDER: MO YTD MOYID M9 YTD ANNUAL M9 FORECAST M9 FORECAST
PLAN  ACTUAL VARIANCE PLAN ACTUAL VARIANCE

£m £m £m £m £m £m

Alder Hey Children's NHS Foundation Trust 4.2 4.9 (0.8) 8.9 8.9 0.0
Bridgewater Community Healthcare NHS Foundation Trust 18 0.7 11 2.1 2.1 0.0
Cheshire and Wirral Partnership NHS Foundation Trust 2.2 1.8 0.4 2.6 2.5 0.1
Countess of Chester Hospital NHS Foundation Trust 8.0 8.5 (0.4) 19.9 19.9 0.0
East Cheshire NHS Trust 4.6 1.0 3.6 6.1 6.1 0.0
Liverpool Heart and Chest Hospital NHS Foundation Trust 7.5 6.0 15 113 11.3 0.0
Liverpool University Hospitals NHS Foundation Trust 44.5 25.0 19.4 62.6 50.6 12.0
Liverpool Women's NHS Foundation Trust 8.3 5.0 3.3 8.8 8.8 0.0
Mersey Care NHS Foundation Trust 7.7 3.6 4.1 111 9.8 13
Mid Cheshire Hospitals NHS Foundation Trust 20.7 21.5 (0.8) 38.0 38.0 0.0
Southport And Ormskirk Hospital NHS Trust 7.7 5.9 1.8 11.3 11.3 0.0
St Helens And Knowsley Teaching Hospitals NHS Trust 3.0 2.3 0.8 4.5 4.5 0.0
The Clatterbridge Cancer Centre NHS Foundation Trust 5.0 2.3 2.7 7.0 7.0 0.0
The Walton Centre NHS Foundation Trust 4.3 1.6 2.7 5.7 5.7 0.0
Warrington and Halton Teaching Hospitals NHS Foundation 7.0 5.5 1.5 12.5 12.5 0.0
Wirral Community Health and Care NHS Foundation Trust 7.7 5.8 2.0 9.4 9.4 0.0
Wirral University Teaching Hospital NHS Foundation Trust 8.7 9.4 (0.7) 11.9 11.9 0.0
Total Charge against System Operational Capital Plan 152.8 110.6 42.1 233.7 220.3 13.4
System Operational Capital Allocation 222.4 220.3 2.1

Note: brackets denote deficit/overspend
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NHS Cheshire and Merseyside
Integrated Care Board Meeting

26 January 2023

Quality & Performance Report

Agenda Item No ICB/01/23/11

FET L e TR NG R CIETIER Andy Thomas (contact details in body of report)

T oLeTg deTol o LalZ-Te RV T L EX T i [« Anthony Middleton, Director of Performance and
Director) Planning

Responsible Officer to take
actions forward

Andy Thomas, Associate Director of Planning
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Quality & Performance Report
Board Summary

The attached presentation provides on overview of key sentinel metrics
drawn from the 2022/23 Operational plans, specifically Urgent Care,
Planned Care, Cancer Care, Mental Health and Primary Care, as well as a
summary of key issues, impact, and mitigations.

For ..
. . For decision / For e . For
information / For ratification
Purpose note approval assurance endorsement
X X
The Committee is asked to:
Reco endatio e note the contents of the report and take assurance on the actions
contained.

¢ the urgent and emergency care system continues to experience
significant and sometimes severe pressure across the whole of NHS
Cheshire & Merseyside.

¢ significant backlogs for both elective and cancer care.

¢ impact on ambulance response times, ambulance handover times, long
waits in ED resulting in poor patient outcomes and poor patient
experience.

¢ long waits for cancer and elective treatment resulting in poor outcomes.

o U U

er dela O De X

DIO aed PDOd O 20d E2d 20 a - ' c d
pape X
RelE e n/a

ee O

alla(e > O

0 0 n/a
Patient and Pub n/a

dade e

0 o
Sive nd n/a

O
= n/a

n/a- regular report
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11

1.2

1.3

1.4

1.5

1.6

Quality & Performance Report
Board Summary

Urgent Care

The urgent and emergency care system continues to experience significant
pressure across the whole of NHS Cheshire & Merseyside.

All acute hospitals across the system report daily against a nationally defined set
of Operational Pressures Escalation Levels (OPEL). Trusts across C&M have
been consistently reporting at OPEL 3 for an extended period during 2022. OPEL
3 is defined as ‘the local health and social care system is experiencing major
pressures compromising patient flow’. All acute Trusts report that they are often
close to OPEL 4, the highest level of escalation.

As winter pressures continued to build over the course of December, a number of
Trusts across C&M declared the highest level of escalation, OPEL 4. This means
that actions at OPEL 3 have failed to deliver sufficient capacity, that emergency
care pathways are significantly compromised, with severe handover delays,
ambulances unable to unload their patients, crowded emergency departments due
to delays in admitting patients to hospital beds, high bed occupancy, and the
system unable to manage effective flow/discharge capacity. During December, the
following Trusts have been at OPEL 4 for one or more days on one or more
occasions:

St Helens & Knowsley

Warrington & Halton

Southport & Ormskirk

Liverpool University Hospitals

Wirral University Teaching Hospital

Countess of Chester.

North West Ambulance Service (NWAS) is consistently reporting at Resource
Escalation Action Plan (REAP) Level 4, its highest escalation, with C&M recently
under the greatest pressure across the NW region, particularly over the festive
period.

Ambulance handover delays over 60 minutes have continued to rise. On some
days within the past month over 100 ambulances have been delayed outside
Trusts in Cheshire & Merseyside for over an hour, impacting in turn on ambulance
response times.

Category 2 ambulance call response times, which should be responded to within
18 minutes and includes serious presenting conditions including patients who may
have had a stroke or are experiencing chest pain, have deteriorated since
September, and in December there were severe performance challenges, with the
mean wait for a Category 2 call exceeding 2 hours on several days.
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1.7

1.8

1.9

1.10

1.11

1.12

1.13

The delays in ambulance handovers at hospitals relate to overcrowding in
emergency departments. Overall demand in terms of ED attendances is not
exceptionally high. Rather, the overcrowding is caused by there being insufficient
bed capacity available within our hospitals to admit all those patients requiring a
hospital bed. This leads to patients having to wait for a bed in the emergency
department or on an assessment unit, as can be seen from the increasing number
of patients experiencing a delay of over 12 hours from the point of a decision to
admit.

The impact on ED of delays from decision to admit is crowding in department and
in waiting areas and corridor care, with the numbers of patients waiting more than
12 hours in A&E from a decision to admit increasing steeply over recent months.
All our acute Trusts with the exception of Alder Hey and specialist trusts, are
having to care for patients on corridors in order to try to release ambulance crews
as rapidly as possible.

The majority of C&M acute Trusts with an Emergency Department are reporting
occupancy in a range from 97%-100%, despite the opening of additional
escalation beds. The lower occupancy levels reported in the performance tables
reflect the inclusion of specialist Trusts.

Within acute Trusts, there continues to be a significant number of patients no
longer meeting the criteria to reside in hospital, who typically occupy over 20% of
acute hospital beds. In conjunction with increased admissions due to influenza and
the continued underlying level of COVID-19 (7% of hospital beds occupied by
patients with COVID-19 at time of this report), this in turn means that there are
insufficient beds to admit patients from the Emergency Department or direct
admissions requiring beds.

In terms of mitigations, in the run up to winter, the ICB coordinated the production
and assurance of winter plans at Place level, with each Place having a winter plan
agreed with system partners. This was further assured through a series of Place
Review meetings.

These winter plans included additional national funding to open an additional 205
beds over the course of the winter. The trajectory called for 161 of these beds to
be open by the end of December. In practice 194 of these beds were open as at
the end of December, with Trusts accelerating the roll out in response to system
pressures. It should be noted that Trusts report that over 400 escalation beds are
open across Cheshire & Merseyside.

The ICB also opened its System Control Centre (SCC) on 01 December in line
with national guidance. The SCC operates daily, gathering intelligence and where
possible brokering mutual aid across the system. This has been augmented by a
dedicated EPRR response to industrial action in December and January with an
Incident Coordination Centre stood up alongside the SCC on these days to
mitigate.
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1.14 All winter plans included plans to discharge as many patients as possible ahead of

the festive period and to hold discharge focused events in January, such as MADE
or Perfect Week. The mounting pressure ahead of the Christmas weekend limited
the ability of Trusts to reduce occupancy sufficiently ahead of the bank holidays, and
consequently severe pressure was experienced over the week between Christmas
and the New Year, and into the first weeks of January.

1.15 Place Directors are working closely with their respective Local Authorities to

facilitate discharge. Given the extraordinary level of pressure, this response has

included a focus on:

¢ Increasing and then maintaining the run rate of hospital discharges every day.

e Moving patients to the first available slot, with a view to then moving then onward
to the correct pathway if correct pathway capacity is not readily available.

e Collectively increasing risk based decisions about who can go home earlier with
a lower package of care than might previously have been assessed.

1.16 The key risks to delivery remains workforce, encompassing recruitment, retention

2.2.

2.3.

2.4.

2.5.

(better wages available in other sectors), skill mix/shortages, gaps in rotas, sickness
etc. These issues are apparent across medical, nursing, AHPs, ambulance service,
mental health and community care, and social care including domiciliary care

Elective Care & Diagnostics

. The Cheshire & Merseyside Acute and Specialist Trusts Provider Collaborative

(CMAST) hosts the C&M Elective Recovery programme. The programme is
focused on two key areas of performance namely recovery of elective activity to
pre-pandemic levels and beyond, and the reduction of the longest waits for
treatment.

The current priority is on eliminating waits in excess of 78 weeks by the end of
March 2023. As at the week ending 11 December 2022, 3,259 patients across
Cheshire & Merseyside were waiting over 78 weeks.

Whilst long waits for elective treatment are a recognised issue for all Trusts, the
largest numbers of patients how have been waiting over 78 weeks are at Liverpool
University Hospitals (LUHFT) with 1,799; St Helens & Knowsley (367); Warrington
& Halton (235); and Countess of Chester (166).

The Elective Recovery Programme is leading on work across C&M to support
Trusts with the management of their waiting lists, with a particular focus on
supporting LUHFT and Countess of Chester. In order to ensure that no patients
are waiting over 78 weeks at the end of March 2023, the system has 11,907
patients to clear by March 2023. Previous reporting indicated 13,592 patients to
clear by March 2023. The system is clearing on average 1400 patients per week.

The providers with the highest number of patients to clear are LUHFT (5379) and
Countess of Chester (1513).
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2.6. Theatre productivity is a key element of plans, and in Cheshire & Merseyside this
continues to be in the upper quartile nationally, however risks exist with the non-
elective pressures currently being experienced by the system.

2.7. Current clearance rates are consistent with achievement of the elimination of 78
2week waits, but this is subject to significant risk of disruption due to impact of
winter pressures and industrial action.

2.8. Patients waiting for long periods of time deteriorate and may require more
interventions. We are working hard to clear the longest waiting patients to reduce
this risk.

2.9. It should be noted that overall numbers on referral to treatment pathways for
elective care are still increasing, whilst the overall 78 week wait cohort is reducing
steadily as a result of the work the team are supporting. There are active schemes
of work across all providers to fill the gap between their internal capacity and the
demand of 78 weeks. This includes use of the ISP, productivity programmes,
Mutual Aid plans and use of elective hubs.

2.10. Specific deep dive profiling work has taken place at LUHFT to support their overall
restoration which looks at clock stops per specialty on a weekly basis.

2.11. Clinical pathways development continues across key specialties: Orthopaedics,
ENT, and Dermatology

2.12. The Mutual Aid Hub is live in C&M and supporting trusts with their escalation
around long waits and complex patients.

2.13. Implementation of Elective Hubs continue to be a mitigating factor providing
additional capacity. 5 Hubs being developed — Clatterbridge (Wirral), Broadgreen
(LUFT), Northwich (Mid Cheshire), Liverpool Women’s and North Mersey (location
and focus TBC).

2.14. Approval has been given to fast track the capital business case process for the
procurement of an additional LUHFT robot which will support general surgery and
urology patients.

2.15. OP performance remains strong, and the % follow ups remains below the England
average.

2.16.Numbers of patients on a PIFU pathway is also improving.

2.17.Elective recovery is measured in terms of value-weighted elective activity for
access to the Elective Recovery Fund. By this measure, the latest published data
for the month ending 30 September 2022, taken from SUS puts C&M at 93.1% of
2019/20 spend value compared to 88.4% for the North West, and 94.9% for
England.
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2.18.Diagnostics: National waiting target remains at <1% waiting over 6 weeks for a
diagnostic test and zero 13+ week waiters. A national activity target has been set
at 120% of pre-pandemic levels, specifically 2019/20 activity baseline across a
range of seven common diagnostic modalities.

2.19.77% of patients have been waiting 6 weeks or less with 23% of patients waiting 6
weeks or more. The total number of patients waiting has increased to 72,607.

2.20. All of the 7 test modalities monitored within the operational plans have seen an
increase in activity in October.

3. Cancer

3.1. A sharp and sustained rise in urgent suspected cancer referrals, capacity
constraints experienced during each wave of COVID-19, alongside ongoing
diagnostic backlogs and workforce constraints has resulted in the total cancer
waiting list increasing considerably since 2019.

3.2. Urgent suspected cancer GP referrals continue on an upward trend. YTD referrals
are 127% of pre-pandemic baseline Conversion rates have not significantly
changed and the number of new cancers diagnosed has increased. This suggests
that, in most cases, the increase in demand (i.e., GP cancer referrals) is genuine
and appropriate.

3.3. More patients that ever are being seen within target time, however performance
against the 14 day standard remains below target.

3.4. 28 day faster diagnosis performance remains challenged due to high referral
volumes.

3.5. Lower GI cancer pathways are under significant pressure in most providers as a
combined result of increased referrals and diagnostic capacity constraints. LGl
referrals are up 25% on last year, and up 56% on 2019.

3.6. 62 day cancer performance remains below the operating standard. However, C&M
is the second best performing Alliance in England.

3.7. The number of patients waiting more that 62 days for a diagnosis or treatment (aka
the over 62 day backlog) remains a concern. Whilst the backlog reduced during
November, it has risen again during December. Liverpool University Hospitals
NHS FT accounts for 41% of C&M'’s backlog. Nearly half the backlog in LUFT and
at Alliance-level is made up of patients on suspected LGI cancer pathways. The
over 62 day cancer backlog stands at 1,892 as at 04 December 2022.

3.8. High referral levels have resulted in more cancer patients being diagnosed and

treated than in any previous year. Data suggest that the proportion of patients
diagnosed with early stage cancers has increased, which is positive.
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3.9. However, although a greater number of patients have been seen and treated
within target times, high volumes have meant that significant numbers of patients
have experienced delays. The impact will continue to be monitored through patient
experience surveys and clinical harm reviews. 2,800 additional cancer first
appointments are being provided each month compared with 2019 to manage
increased demand.

3.10. The Cancer Alliance is supporting improved efficiency and productivity with
funding and project resources through the faster diagnosis programme.

3.11. Lower GI pathways continue to be the focus of targeted support, primarily through
the Alliance’s faecal immunochemical testing (FIT) programme and the Endoscopy
Network’s improvement programme.

3.12. Capital investments, training & education (in both primary and secondary care)
and a pipeline of innovation are all building resilience and supporting recovery.

3.13. The key targets highlighted in the 2023/24 operational planning guidance, namely
the 28 day faster diagnosis standard and the reduction of the over 62 day backlog,
are both anticipated to be achieved by the end of Q4 2023/24 in line in the national
expectation Cancer services are busier than ever, seeing and treating more patients
each month than ever before. Further efficiencies are being pursued; however, the
sustained rise in demand will also require significant further investment in the
workforce.

4. Mental Health & Learning Disabilities

4.1. IAPT recovery and waiting times are continuing to improve, however, the number
of people accessing services for the month of September appears to have reduced
across all 5 providers. This is being explored further to understand the potential
impact on the ability to achieve agreed recovery targets by March 2023.

4.2. Perinatal MH access is increasing as new staff start in post. The recovery plan
agreed with NHS England is on track for delivery by March 2023. This forecast will
result in the ICB being one year behind the national LTP trajectory.

4.3. Access to Physical Health Checks for people with Severe Mental lliness (SMI)
remains below the annual trajectory but historic trends indicate that primary care
increase the number of checks undertaken during the last quarter of the year.
Links have been strengthened with the Core20Plus5 workstream to explore
opportunities for focused action to achieve target.

4.4. The number of out of area placement bed days is reducing, however, elimination
by March 2023 is unlikely to be achieved as a result of continued high demand and
delayed discharges.

4.5. Winter pressure funding has been used to maintain some of the successful
discharge initiatives previously implemented.
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4.6.

4.7.

4.8.

4.9.

4.10.

4.11.

4.12.

ICB level data has not been published for all MH metrics as a result of errors being
found in the NHS Postcode Directory data produced by ONS which NHS Digital
use for location derivation.

Workforce is a continued significant risk in terms of delivery of the Mental Health
Long Term Plan ambitions, across a wide range of staffing groups.

In relation to LD Annual Health Checks, as in previous years most GP practices
experience a peak in Q4, rather than a smoother profile being delivered throughout
the year. This presents an additional risk to achieving targets and the LD
population receiving their LD Annual Health checks, as time for mitigating actions
in year is limited.

Ongoing work continues to improve the accuracy of the LD registers. A new
monthly LD AHC dashboard which provides GP Practice level uptake data is
circulated to place to support monitoring and targeting of practices, to promote
uptake throughout the year.

LD Annual Health Checks are an enhanced service, which provides limited
leverage. Places will be asked to confirm their forecast outturns early in Q4.

During Q1 and Q2 as per the National directive there has been a focus on
targeting those patients who had not received an LD AHC in 12 months+, and
were classified as ‘outstanding’, as well as delivering routine checks due.

Engaging with ‘hard to reach’ patients has been challenging and time consuming,
as of September 2022 c28% of those ‘outstanding’ had undertaken their LD AHC,
with a further 150 patients ‘declining with capacity’. Separate reporting for the
‘outstanding’ group ceased in September.

4.13. South Sefton GP Federation continue to pilot the utilisation of a small dedicated

Primary Care team to facilitate LD AHCs, help to identify barriers and enable
reasonable adjustments. This approach continues into Q4 and is yet to be fully
evaluated.

4.14.In Q4, we are planning to pilot the use of ‘point of care’ kit blood sampling in

5.

5.1.

Liverpool GP practice(s), introducing a reasonable adjustment with the aim of
improving uptake, efficiency, and experience.

Primary Care

The number of GP Practices across Cheshire and Merseyside is 355 looking after

a population of 2.7 million people with the GP Practices grouped into 55 Primary
Care Networks to deliver certain functions under the relevant national contracts.
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5.2.

5.3.

5.4.

5.5.

5.6.

GP practices were asked to focus on ‘recovery and restoration’ of general practice
services, returning to pre-pandemic levels and scope of delivery as quickly as
possible during 2022-23.

In relation to access, appointment activity during November 2022 is higher than
the same pre-pandemic period.

The mix of appointments across Cheshire & Merseyside however shows that face
to face appointments, are overall slightly lower than pre pandemic but there has
been a relative increase in telephone appointments.

Further work is ongoing in care navigation support for practice and patients in
understanding the various forms of consultation available and why a certain type of
appointment is used in some circumstances.

A small number of PCNs Enhanced Access provision is still not at full capacity.

Assurance regarding this is being followed up by Place with the relevant PCNs to
ensure this is addressed.

Summary/Recommendations

. The Board is asked to note the contents of the report and take assurance on the

actions contained.
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NHS

Cheshire and Merseyside

Section Il: Urgent Care

Ambulance Response times — Cat 2

01:04:48 Organisation Sep-22 Oct-22  Nov-22
00:57:36 - .
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00:36:00 England 00:47:59 01:01:19 00:53:17
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Section II: Urgent Care

NHS

Cheshire and Merseyside

Friends & Family score — A&E
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Section Il: Urgent Care

NHS

Cheshire and Merseyside

Bed Occupancy General & Acute

95.0%
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90.0%
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Organisation Sep-22 Oct-22 Nov22 Dec-22*
Cheshire & Merseyside 92.5%  93.2%  93.4%  93.8%
North West 92.9% 93.5%

England 93.4%  94.3%

* _ Daily average to 22" December

No longer meeting criteria to reside (Percentage of G&A bed stock)
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* Week commencing 05/12

Southport and Ormskirk, and Warrington and
Halton did not submit data this week. Therefore
the latest C&M and NW positions will be
underreported by c. 210.



Section Il: Planned Care

NHS

Cheshire and Merseyside

Referrals
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Organisation Aug-22 Sep-22 Oct-22
Cheshire & Merseyside 92,025 91,532 93,701
North West 232,540 227,572 238,299
England 1,835,606 1,816,619 1,860,404
Organisation Aug-22 Sep-22 Oct-22
Cheshire & Merseyside 104.1% 100.2% 96.8%
North West 104.1% 100.2%  96.8%
England 101.5%  99.5% 98.5%
Organisation Aug-22 Sep-22 Oct-22
Cheshire & Merseyside 99.2% 95.5% 94.1%
North West 99.2% 95.5% 94.1%
England 101.7% 100.5% 97.6%
Organisation Aug-22  Sep-22  Oct-22
Cheshire & Merseyside 94% 94% 94%
North West 93% 92% 92%
England 94% 94% 94%
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NHS

Cheshire and Merseyside

Patient Initiated Follow-up (PIFU) ICS Benchmark - Oct 22
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Elective inpatient admissions % of pre-COVID activity - Oct 22 (comparison with 2019/20)
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Organisation Aug-22 Sep-22 Oct-22
Cheshire and Merseyside 1.4% 1.7% 2.0%
North West 1.2% 1.6% 1.5%
England 1.7% 1.7% 1.9%
Organisation Aug-22 Sep-22 Oct-22
Cheshire & Merseyside 82.3% 90.9% 87.0%
North West 82.3% 90.9% 87.0%
England 81.5% 87.9% 86.9%
Organisation Aug-22 Sep-22 Oct-22
Cheshire & Merseyside 92.0% 95.3% 90.6%
North West 92.0% 95.3% 90.6%
England 96.5% 98.7% 99.7%
Organisation Aug-22  Sep-22  Oct-22
Cheshire & Merseyside 93.4% 94.0% 94.1%
North West 93.4% 94.0% 93.5%
England 94.1% 94.2% 94.0%



NHS

Cheshire and Merseyside

Section Il: Planned Care

Hip fracture best practice
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The number of people waiting 78 Weeks or more — Oct 22
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Cheshire and Merseyside

Diagnostic 6 week wait — objective no more than 1%
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Section IV: Cancer Care

NHS

Cheshire and Merseyside

The number of 2 week wait pathway patients seen * proxy for referrals
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Number of patients receiving treatment for cancer treatment by their GP waiting on 62 day pathway
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Over 62 day cancer backlog *as at 4th Dec 22
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Organisation

Cheshire and Merseyside
North West

England

Organisation

Cheshire and Merseyside
North West

England
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Aug-22
67.57%
60.70%
61.90%

Oct-22
2205
5948

33207

Sep-22
68.00%
59.70%
60.50%

Nov-22
1819
5007

28409

Oct-22
69.20%
62.30%
60.30%

Dec-22
1892
4950

27463



Section V: Mental Health

NHS

Cheshire and Merseyside

Children and young people (ages 0-17) mental health services access (number with 1+ contact)

32,000

30,000

28,000
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e
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ce-ung

No update for this metric

Organisation Apr-22 May-22 Jun-22
Cheshire and Merseyside 28,560 28,610 28,010
North West 92,591 94,070 93,827
England 677,230 689,380 691,935

% of children and young people with eating disorders seen within 1 week (Urgent): *rolling 12 months

100%
95%
90%
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65%
60%
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50%

% of open referrals on
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No update for this metric

Organisation Q321/22 Q421/22 Q122/23

Cheshire and Merseyside 85% 79.6% 83.3%
North West 85% 90.9% 84.6%
England 59% 61.9% 68.1%

* 12 months to end of quarter

no national/regional benchmarking available due to cyber
incident affecting submissions

EIP pathway that waited for treatment within two weeks *rolling 3 months

Organisation Aug-22 Sep-22 Oct-22
Cheshire and Merseyside 70.83% 64.30% 57.96%
North West

England 59.50% 72.73% 76.92%



Section V: Mental Health

NHS

Cheshire and Merseyside

IAPT

6,000
5,000
4,000
3,000
2,000
1,000

o]

IAPT

70%
60%
50%
40%
30%
20%
10%

0%

access: No of people entering NHS funded treatment

M\

1Z-1dy
Tz-Reiy
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e
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Zz-8ny
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Organisation Jul-22
Cheshire and Merseyside 4165
Morth West 13095
England 96156

source: NHS futures core data pack

Aug-22
4510
14255
101382

recovery: % of people that attended at least 2 treatment contacts and are moving to recovery
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Organisation Jul-22
Cheshire and Merseyside 44.00%
North West 48.00%
England 49.90%

The percentage of people entering IAPT who waited less than 6 weeks for 1st treatment

100%
90%
80%
70%
60%
50%
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30%
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91%
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Organisation Jun-22
Cheshire and Merseyside 91.00%
North West 85.00%
England 88.70%

Aug-ZZ
43.30%
47.00%
49 40%

Sep-22
3915
12605
95023

Se_p-ZZ
48.0%
49.0%
49.8%

Jul-22 Aug-22
90.00% 91.00%
85.00% 86.00%
89.60% 91.20%

*source : NHS futures IAPT dashboard

Organisation Aug-22
Cheshire & Merseyside 90.3%
North West 89.1%
England 87.8%

Sep-22
91.0%
89.1%
88.4%

Oct-22
89.9%
89.9%
85.7%



Section V: Mental Health

NHS

Cheshire and Merseyside

No of women accessing specialist community perinatal mental health services *rolling 12 months
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Physical health checks for people with severe mental iliness
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Organisation Aug-22 Sep-22 Oct-22
Cheshire and Merseyside 1,440 1,330 1,390
North West 5,540 5,405 5,455
England 45,130 44,565 44,860
No update for this metric
Organisation Q421/22 Q122/23 Q222/23
Cheshire and Merseyside 67.9% 65.9% 67.6%
North West 75.7% 73.2% 73.9%
England 75.7% 73.2% 74.5%

saurce: NHS SOF

* metric calculation has changed in line with SOF
definition — denominator is LTP indicative trajectory
(weighted share of national LTP ambition 22/23

Total number of inappropriate adult acute mental health out of area placements bed days : rolling 3 month periods

6,000
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Organisation Jul-22 Aug-22 Sep-22
Cheshire and Merseyside 2,095 1,790 1,230
Morth West

England 52,815 53,450 54,865

source: NHS futures OAP report

* Data quality issues addressed from June (over-
reported in previous periods)

Rate of people discharged per 100,000 from adult acute beds aged 18-64 with a length of stay of 60+ days *rolling Qtr

_/\/\/
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z-ung

No update for this metric

Organisation Apr-22 May-22 Jun-22
Cheshire and Merseyside 9.20 10.50 11.10
North West 9.00 11.00 11.00
England 8.10 B.70 8.70

Source: MH core data pack NHS futures



Section VI: Primary Care

NHS

Cheshire and Merseyside

Total appointments delivered against pre-covid baseline
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Organisation

Cheshire and Merseyside
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England

Face to Face appointments delivered against pre covid baseline
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Telephone appointments delivered against pre-covid baseline
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Organisation

Cheshire and Merseyside
North West

England

Sep-22
111.6%
113.8%
111.1%

Sep-22
89.8%
93.3%
92.9%

Sep-22
258.4%
299.9%
241.0%

Oct-22
108.2%
110.2%
107.9%

Oct-22
91.8%
94.8%
93.8%

Oct-22
233.6%
266.1%
215.4%

Nov-22
117.4%
120.0%
118.1%

Nov-22
96.5%
100.9%
100.3%

Nov-22
264.9%
294.2%
239.5%

Number of people aged 14+with a learning disability on the GP register receiving an annual health check
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Qi
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17.90%

a3

Q4

Qi

Q2

24.50%

as

Q4

71.70%

23.60%

Organisation
Cheshire & Merseyside
North West

England
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Qi

22/23 22/23

Q2

Aug-22
18.7%
18.7%
20.2%

Sep-22

23.6%
24.1%
26.0%

Oct-22
29.3%
30.3%
32.1%



NHS

Cheshire and Merseyside

Section VII: Quality Care Dashboard

‘Latest period |Target ‘Value
Clinical Effectiveness
Admitted to stroke Unit < 4 hours Q122/23 60.00% 3790%
Assessed by stroke consultant within 24 hours Q122/23 90.00% 83.00%
Assessed by stroke nurse within 24 hours Q122/23 90.00% 92.00%
Spent >90% of stay on stroke unit Q122/23 90.00% 71.90%
Stroke Audit Score Q122/23 70 68
Antibacterial items by STAR PU 12 months to Jun 22 0.871 1.006
% Co-amoxiclav, Cephalosporins, Quinolones items 12 months to Jun 22 10.00% 8.10%
Watch Reserve DDD's / 1000 total admissions 12 months to Aug 22 2658 2707
Combined antibiotic prescribing to patients aged 70 year plus, 369 354
per 1000 patient list size aged 70 + 12 months to Jul 22
Percentage of Children aged 0-4 prescribed antibiotics Aug-22 3.90%
Cancelled Operations Q2 22/23 0.65% 1.00%
Treated Within 28 Days of Cancellation Q2 22/23 99.00% 77.70%
Patient safety
Summary Hospital Mortality Indicator Jul-22 100 101.9
C.difficile (All Cases) Sep-22 - 44.6
C.difficile (Hospital Onset) Sep-22 13 22.9
E.coli (All Cases) Sep-22 - 104
E.coli (Hospital Onset) Sep-22 - 20.6
Klebsiella spp. (All Cases) Sep-22 - 29
Klebsiella spp. (Hospital Onset) Sep-22 - 8.5
MRSA (All Cases) Sep-22 - 1.8
MRSA (Hospital Onset) Sep-22 - 0.5
MSSA (All Cases) Sep-22 - 37.6
MSSA (Hospital Onset) Sep-22 - 11.5
P.aeruginosa (All Cases) Sep-22 - 7.9
P.aeruginosa (Hospital Onset) Sep-22 - 2.6
Serious Incidents 12 months to Sept 22 1187
Never Events 12 months to Sept 22 29
Pressure Ulcers meeting S| Criteria 12 months to Sept 22 86
NRLS - proportion incidents reported that are harmful 23.70%
(average of C&M Trusts) 6 months to Aug 22
Patient Experience
Complaints Rate Q4 21/22 23 17.6
Mixed Sex Accommodation Breaches Page 118 of 398 | OcCt-22 0 29

Source: Public View & Regional Quality Group — Northwest




Section VII: Quality Care

NHS

Cheshire and Merseyside

Admitted to stroke unit <4 hours
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Spent >90% of time on stroke unit
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C.Difficile (Hospital Onset)
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E.Coli (Hospital Onset)

22.0

21.0

20.0

19.0

18.0

17.0

16.0

15.0

20.6

S, * SR | S * Y. S G |

Organisation Q321/22 Q421/22 Q122/23
Cheshire & Merseyside  36.4% 28.2% 37.9%
North West 40.7% 363% 40.6%
England 39.6% 38.2% 38.6%
Organisation Q321/22 Q421/22 Q122/23
Cheshire & Merseyside  74.3% 66.3% 71.9%
North West 75.0% 68.2% 75.0%
England 76.8% 73.1% 74.2%
Organisation Jul-22  Aug-22  Sep-22
Cheshire & Merseyside 214 220 229
North West 239 255 26.0
England 19.1 19.0 19.0
Organisation Jul-22 Aug-22  Sep-22
Cheshire & Merseyside 18.7 19.1 20.6
North West 22.3 22.7 224
England 211 20.6 21.6

Lo > » . » S Y ig ' * S V.. ' g
& &Y o @ & @ ¥ Pige 119 of 398
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Section VII: Quality Care

NHS

Cheshire and Merseyside

SHMI
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——Greater Manchester ——C&M

Organisation May-22 Jun-22 Jul-22
Cheshire & Merseyside 102.1 101.7 101.9
North West 1023 101.7 101.9
England 102.0 1014 101.9

i Trusts wth 4 or More Never Events in the Previous 12 Months

10
6
6 I 5 5
0 I

Manchester University NS Countess Of Chester Salford Royal NHS Liverpool Univessity
Foundation Trugt Hospital NHS Foundation Foundation Trust Hospitals NHS Foundation
Trust Trust
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NHS

Cheshire and Merseyside

ICB — National Performance Ambition Metrics

Increase diagnostic activity to Eliminate 78 week waiters by
120% pre-pandemic levels the end of March 2023

133.4%, 6t of 42

. 2,952

S 133.4%

5% of outpatient
attendances to convert to
PIFU pathways

-25% reduction in outpatient
follow up attendances

No update for this metric

94.1% (reduction of -5.9%)

0.68% 30th of 42
|

10% more patients to complete treatment through a combination of completed pathways (4% via
clock stops and 6% via Advice & Guidance deflections)

Clock stops Advice & Guidance

0,0% I
+7.1% 29t of 42 L

T amhofa2

A Page 121 of 398



NHS

Cheshire and Merseyside

ICB — National Performance Ambition Metrics

Increase day cases, ordinary admissions, OPFA and OP with procedures (excluding OPFU) by 10%
on 2019/20 levels

Day case Ordinary admissions

90.6% 40th of 41 - 87.0%, 20”‘ of 42

Outpatient new

96.8%, 24t of 42
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NHS

Cheshire and Merseyside

ICB — National Performance Ambition Metrics

Improvements to cancer treatments against cancer standards (62 days urgent ref to 1% treatment,
28 faster diagnosis & 31 day decision to treat to 15t treatment)

28 day faster diagnosis (75% standard) 31 day decision to treat (96% standard)

92.3%, 215t of 42
62.3%, 33 of 42

62 day referral to treat (85% standard)

69.5%, 9th of 42
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NHS

Cheshire and Merseyside

Appendix 2 — Provider Summaries
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NHS

Cheshire and Merseyside

Warrington & Halton Hospital Summary

¥ Key Performance Indicator
AGE - 4 Hour Standard

ABE Attendances All

Breast Feeding Initiation
C.difficile {Hospital Onset)
Cancelled Operations

Cancer - 28 Day Faster Diagnosis

Cancer 2 Week Wait

Cancer 2 Week Wait Breast Symptomatic

Cancer 31 Day First Treatment
Cancer 62 Day Classic

Day Surgery Activity

Diagnostics - & Wesk Standard
E.coli (All Cases)

Elective Inpatient Activity

Mixed Sex Accommodation Breaches
MRSA (All Cases)

MS54 (All Cases)

Qutpatient Follow Up Activity
Outpatient New Activity
Qutpatient Total Activity

RTT 104 Week Breach

RTT 52 Week Breach

RTT 78 Week Breach

RTT Incomplete 18 Week Standard
RTT Total Incompletes

Sickness Absence Rate

Staff Recommend Care

Summary Hospital Mortality Indicator

Period
MNov 22
MNov 22
Sep 22
Sep 22
Q2 22723
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Sep 22
Oct 22
Oct 22
Sep 22
Sep 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22

Jul 22

Q3 21/22

Jul 22

Target

95.00%

70.0%
13.00
0.65%
75.0%
93.00%
93.0%
96.00%

§5.00%

1.00%

92.00%
4.00%

50.00%
100.00

%
63.8%
10,512
67.6%

21.7
0.4%
72.9%
89.2%
97.9%
98.3%
64.9%
2,255
24.1%
112.7
230
3
3.2
37.0
28,385
7,330

35715

1,583
215
61.7%
28,533
7.4%
63.7%
974
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NHS

Cheshire and Merseyside

Wirral University Teaching Hospital Summary

¥ Key Performance Indicator
A&E - 4 Hour Standard

ASE Attendances All

Breast Feeding Initiation
C.difficile (Hospital Onset)
Cancelled Operations

Cancer - 28 Day Faster Diagnosis

Cancer 2 Week Wait

Cancer 31 Day First Treatment
Cancer 62 Day Classic

Day Surgery Activity
Diagnostics - & Week Standard
E.coli (All Cases)

Elective Inpatient Activity

Mixed Sex Accommedation Breaches

MRSA (Al Cases)

MSSA (All Cases)

Outpatient Follow Up Activity
Outpatient New Activity
Outpatient Total Activity

RTT 104 Weel Breach

RTT 52 Week Breach

RTT 78 Week Breach

RTT Incomplete 18 Week Standard
RTT Total Incompletes
Sickness Absence Rate

Staff Recommend Care

Summary Hospital Mortality Indicator

Period
Nov 22
MNov 22
Sep 22
Sep 22
Q2 2223
Oct 22

Oct 22

Oct 22
Oct 22
Sep 22
Oct 22
Oct 22
Sep 22
Sep 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Jul 22
Q3 21/22
Jul 22

Target
95.00%

70.0%
13.00
0.65%
75.0%

93.00%

96.00%

85.00%

1.00%

92.00%
4.00%
80.00%
100.00

o
63.9%
11,207
59.6%

45.5
0.9%
75.2%

88.3%

97.3%
73.1%
3,705
13.2%
97.6
515

34.4
32,375
12,350

44,725

1.279
E5
61.8%
37457
7.0%
67.8%
104.4
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NHS

Cheshire and Merseyside

St Helens & Knowsley Hospital Summary

v Key Performance Indicator
AS&E - 4 Hour Standard

ABE Attendances All

Breast Feeding Initiation
C.difficile {Hospital Onset)
Cancelled Operations

Cancer - 28 Day Faster Diagnosis

Cancer 2 Week Wait

Cancer 2 Week Wait Breast Symptomatic

Cancer 31 Day First Treatment
Cancer 62 Day Classic

Day Surgery Activity

Diagnostics - & Week Standard
E.coli (All Cases)

Elective Inpatient Activity

Mixed Sex Accommodation Breaches
MRSA (All Cases)

MSSA (All Cases)

Outpatient Follow Up Activity
Outpatient New Activity
Outpatient Total Activity

RTT 104 Week Breach

RTT 52 Week Breach

RTT 78 Week Breach

RTT Incomplete 18 Week Standard
RTT Total Incompletes

Sickness Absence Rate

Staff Recommend Care

Summary Hospital Mortality Indicator

Period
Nov 22
Maov 22
Sep 22
Sep 22
Q2 22723
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Sep 22
Oct 22
Oct 22
Sep 22
Sep 22
Dct 22
Oct 22
Oct 22
Oct 22
Oct 22
Dct 22
Oct 22
Dct 22
Jul 22
Q3 21/22
Jul 22

Target

95.00%

70.0%
13.00
0.65%
75.0%
93.00%
93.0%
96.00%

85.00%

1.00%

0

0
92,00%
4.00%
80.00%
100.00

60.7%

14,634

45.8%
13.4

93.0%
97.4%
82.6%
4,080
23.2%
99.3
425

28,320
14,505

42,825

2,408
395
67.3%
44394
4.2%
79.4%
104.3
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NHS

Cheshire and Merseyside

Mid Cheshire Hospitals Summary

The trust have reported no patients waiting over 104 weeks for the second month. Despite more activity in most diagnostic
modalities in 2022 compared to pre-pandemic, the backlog has increased slightly. Performance against the majority of Cancer
targets for the trust remain above England and Cheshire & Merseyside averages.

» Key Performance Indicator Period Target LY SPC Last 12 Months
ASBE - 4 Hour Standard Nov 22 95,00% 57.8% DE
A&E Attendances All Nov 22 - 9518 3
Breast Feeding Initiation Sep 22 70.0% 70.6%
C.difficile (Hospital Onset) Sep 22 13.00 15.9 &6
Cancelled Operations Q2 22/23 0.65% 1.8%

Cancer - 28 Day Faster Diagnosis Oct 22 75.0% 69.2%

Cancer 2 Week Wait Oct 22 93.00% 91.0%

Cancer 2 Week Wait Breast Symptomatic Oct 22 93.0% 83.7% &
Cancer 31 Day First Treatment Oct 22 96.00% 89.8%

Cancer 62 Day Classic Oct 22 85.00% 74.7% DF
Day Surgery Activity Oct 22 - 2,120
Diagnostics - 6 Week Standard Oct 22 1.00% 28.1% 210
E.coli (All Cases) Sep 22 - 96.3

Elective Inpatient Activity Ot 22 - 240

Mixed Sex Accommodation Breaches Oct 22 0 0 B
MRSA (All Cases) Sap 22 - 2.0

MSSA (All Cases) Sep 22 - 31.8
Cutpatient Follow Up Activity Oct 22 - 17,370
Outpatient New Activity Oct 22 - 8,370
Cutpatient Total Activity Oct 22 - 25,740

RTT 104 Wesk Breach Oct 22 4] 0 F
RTT 52 Week Breach Oct 22 0 1,635 1)
RTT 78 Week Breach Oct 22 0 145
RTT Incomplete 18 Week Standard Oct 22 92.00% 57.1% F
RTT Total Incompletes Cct 22 - 36,738 B
Sickness Absence Rate Jul 22 4.00% 5.9% &6
Staff Recommend Care Q3 21/22 80.00% 71.9%
Summary Hospital Mortality Indicator Jul 22 100.00 94.7
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NHS

Cheshire and Merseyside

Liverpool University Hospitals Summary

v Key Performance Indicator
AS&E - 4 Hour Standard

A&E Attendances All

C.difficile (Hospital Onset)
Cancelled Operations

Cancer - 28 Day Faster Diagnosis

Cancer 2 Week Wait

Cancer 2 Week Wait Breast Symptomatic

Cancer 31 Day First Treatment
Cancer 62 Day Classic

Day Surgery Activity

Diagnestics - & Week Standard
E.coli (All Cases)

Elective Inpatient Activity

Mixed Sex Accommodation Breaches
MRSA (All Cases)

MESA (All Cases)

OCutpatient Follow Up Activity
Outpatient New Activity
Outpatient Total Activity

RTT 104 Week Breach

RTT 52 Week Breach

RTT 78 Week Breach

RTT Incomplete 18 Week Standard
RTT Total Incompletes

Sickness Absence Rate

Staff Recommend Care

Summary Hospital Mortality Indicator

Period
MNaowv 22
Nov 22
Sep 22
Q2 22/23
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Sep 22
Oct 22
Oct 22
Sep 22
Sep 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Jul 22
a3 21/22
Jul 22

Target

95.00%

13.00
0.65%
75.0%

93.00%
93.0%
96.00%
85.00%

1.00%

92.00%
4.00%
80.00%

100.00

%
66.5%
26,837

24.2
0.8%
59.7%
54.5%
44.0%
90.7%
53.6%
5,330
16.7%
1137
1,065
0
1.9
37.3
50,665
28,170
78,835

13
10,382
1,739
49.0%
87,097
7.2%
60.3%

102.2
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NHS

Cheshire and Merseyside

East Cheshire Hospitals Summary

Significant progress continues with the utilisation of Independent Sector capacity, specifically within Gastroenterology, ENT,
General Surgery and T&O specialities and some theatre lists are being converted to support long waiting patients. The cancer
62 day performance has seen a continuation of challenged performance. This is multi-factorial with the main impacts being
the challenges of complex diagnostic pathways, delays in radiology as well as the reporting of histology.

¥ Key Performance Indicator Period Target Y SPC Last 12 Months
ABE - 4 Hour Standard Mov 22 95.00% £2.6% ) (F
A&E Attendances All Nov 22 - 4,238 i
C.difficile (Hospital Onset) Sep 22 13.00 10.7

Cancelled Operations Q2 22/23 0.65% 2.2%

Cancer - 28 Day Faster Diagnosis Oct 22 75.0% 64.9% "
Cancer 2 Week Wait Oct 22 93.00% 80.8% ) E
Cancer 2 Week Wait Breast Symptomatic Oct 22 93.0% 58.6%

Cancer 31 Day First Treatment Oct 22 96.00%  48.1% DE
Cancer 62 Day Classic Oct 22 85.00% 32.8% O ®
Day Surgery Activity Oct 22 E 875
Diagnostics - & Week Standard Oct 22 1.00% 20.8% B E
E.coli (All Cases) Sep 22 - 103.0
Elective Inpatient Activity Oct 22 - 100
Mixed Sex Accommaodation Breaches Oct 22 0 12 B ®
MRSA (All Cases) Sep 22 - 1.5

MSSA (All Cases) Sep 22 - 50.6 ®
Outpatient Follow Up Activity Oct 22 - 5.420
Outpatient New Activity Oct 22 - 4,185
Cutpatient Total Activity Oct 22 - 9,605 2
RTT 104 Wesk Breach Cct 22 0 1 F
RTT 52 Week Breach Oct 22 0 237 = (E
RTT 78 Week Breach Oct 22 0 31 -
RTT Incomplete 18 Week Standard Oct 22 92.00%  68.9% DE
RTT Total Incompletes Oct 22 - 10,313
Sickness Absence Rate Jul 22 4,00% 7.3% B ®
Staff Recommend Care Q3 21722 80.00% 64.6%
Summary Hospital Mortality Indicator Jul 22 100.00 116.9 o ®
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NHS

Cheshire and Merseyside

Countess of Chester Hospital Summary

The trust upgraded from an out-dated electronic patient record (EPR) system to a new EPR system in 2021. Data issues have
impacted on availability of data and the trust’s ability to manage waiting lists effectively, leading to poor performance across
the majority of areas.

Issue: Data, once migrated from the old system, was not visible on the new system, leading to ongoing use of manual records.
Action: Detailed validation of patient records across every service and all points of delivery (POD), eg Out Patients, Inpatients
etc. commenced in November 2021 and is expected to be completed by December 2022.

Mitigation: As at September 2022 validation of Diagnostic data is almost complete and good progress has been made on
validating RTT, particularly Open Pathways. In addition there is notable improvements to TCI data and Outpatient Follow Ups
(FUPs). The trust are also working with NHS digital to ensure data from the new system is loading accurately onto the “Spine”.
For cancer the trust have implemented a process/pathway review, leadership restructure and overhaul of operational reporting
governance.

w Key Performance Indicator Period Target o SPC Last 12 Months
ASE - 4 Hour Standard Now 22 95.00% 55.1%

A&E Attendances All Mowv 22 - 7.067 &

Ereast Feeding Initiation Sep 22 T0.0% 66.7%

C.difficile (Hospital Onset) Sep 22 13.00 36.3 F

Cancelled Operations Qz 22/23 0.65% 0.7%

Cancer - 28 Day Faster Diagnosis Oct 22 75.0% 62.3%

Cancer 2 Week Wait Oct 22 93.00% 70.1% B (F

Cancer 31 Day First Treatment Oct 22 96.00% 97.8% =
Cancer 62 Day Classic Oct 22 &5.00% T79.5% T
Day Surgery Activity Oct 22 - 2,015 3
Diagnostics - & Week Standard Oct 22 1.00% 24.2% B E
E.coli (All Cases) Sep 22 > 128.4 A
Elective Inpatient Activity Oct 22 - 265 E
Mixed Sex Accommodation Breaches Oct 22 a o

MRSA (ANl Cases) Sep 22 - .4

MSSA (All Cases) Sep 22 - 49.6 B
Cutpatient Follow Up Activity Oct 22 - 15,725 5
Cutpatient Mew Activity Oct 22 - 7,085 L
Cutpatient Total Activity Oct 22 = 22,810

RTT 104 Week Breach Ocr 22 o 4 D (E
RTT 52 Week Breach Oct 22 o 4,368 D)
RTT 78 Week Breach Oct 22 o 210

ETT Incomplate 18 Week Standard Oct 22 92.00% 44.1% T
RTT Total Incompletes Oct 22 - 39,810 R
Sickness Absence Rate Jul 22 4,00% B.7% B (6
Staff Recommend Care Q3 21/22 30.00% B7.1%
Summary Hospital Mortality Indicator Jul 22 100.00 98.9 L
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NHS

Cheshire and Merseyside

Southport & Ormskirk Hospital Summary

» Key Performance Indicator
ABE - 4 Hour Standard

ABE Attendances All

Breast Feeding Initiation
C.difficile (Hospital Onset)
Cancelled Operations

Cancer - 28 Day Faster Diagnosis
Cancer 2 Week Wait

Cancer 31 Day First Treatment
Cancer 62 Day Classic

Day Surgery Activity

Diagnostics - & Week Standard
E.coli (All Cases)

Elective Inpatient Activity

Mixed Sex Accommodation Breaches
MRSA (All Cases)

MSSA (All Cases)

Outpatient Follow Up Activity
Cutpatient New Activity
Dutpatient Total Activity

RTT 104 Week Breach

RTT 52 Week Breach

RTT 78 Week Breach

RTT Incomplete 18 Week Standard
RTT Total Incompletes

Sickness Absence Rate

Staff Recommend Care

Summary Hospital Mortality Indicator

t Breast Symptomatic

+ Period
MNov 22
MNov 22
Sep 22
Sep 22
Q2 22/23
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Sep 22
Oct 22
Oct 22
Sep 22
Sep 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Jul 22
Qs 21/22
Jul 22

Target

95.00%

70.0%
13.00
0.65%
75.0%

93.00%

96.00%

85.00%

1.00%

92.00%
4.00%
80.00%
100.00

%
74.2%
10,727
62.2%

25.6
1.0%
63.3%

78.4%

87.2%
65.6%
1,745
25.2%
1534
215
11

46.5
14,620
5720

20,540

218
15
67.5%
15,493
7.9%
52.8%
100.9
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NHS

Cheshire and Merseyside

Liverpool Women’s Hospital Summary

¥ Key Performance Indicator
ABE - 4 Hour 5tandard

A&E Attendances All

Breast Feeding Initiation
C.difficile (Hospital Onset)
Cancelled Operations

Cancer - 28 Day Faster Diagnosis
Cancer 2 Week Wait

Cancer 31 Day First Treatment
Cancer 62 Day Classic

Day Surgery Activity

Diagnostics - & Week Standard
E.coli (All Cases)

Elective Inpatient Activity

Mixed Sex Accommodation Breaches
MRSA (All Cases)

MSSA (All Cases)

Dutpatient Follow Up Activity
Outpatient New Activity
Outpatient Total Activity

RTT 104 Wesk Breach

RTT 52 Week Breach

RTT 78 Week Breach

RTT Incomplete 18 Week Standard
RTT Total Incompletes

Sickness Absence Rate

Staff Recommend Care

+ Period
Mav 22
Nov 22
Sep 22
Sep 22
Q2 22/23
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Sep 22
Oct 22
Oct 22
Sep 22
Sep 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Jul 22

Q3 21/22

Target
95.00%
70.0%
13.00
0.65%
75.0%
93.00%
96.00%
85.00%

1.00%

92.00%

4.00%

80.00%

%4
83.5%
1.252
67.5%
0.0
0.2%
52.9%
91.8%
81.3%
23.8%
415
38.2%
45,6
145

0.0
3.6
7,745
4,350
12,095

2,548
62
44.8%
17,716
8.2%

69.1%
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NHS

Cheshire and Merseyside

Liverpool Heart & Chest Hospital Summary

v Key Performance Indicator
C.difficile (Hospital Onset)
Cancelled Cperations

Cancer - 28 Day Faster Diagnosis
Cancer 2 Week Wait

Cancer 31 Day First Treatment
Cancer 62 Day Classic

Day Surgery Activity

Diagnostics - & Week Standard
E.coli (All Cases)

Elective Inpatient Activity

Mixed Sex Accommaodation Breaches
MRSA (All Cases)

MS5A (All Cases)

Outpatient Follow Up Activity
Outpatient Mew Activity
Cutpatient Total Activity

RTT 104 Week Breach

RTT 52 Week Breach

RTT 78 Week Breach

RTT Incomplete 18 Week Standard
RTT Total Incompletes

Sickness Absence Rate

Staff Recommend Care

Period
Sep 22
Q2 22/23
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Sep 22
Oct 22
Oct 22
Sep 22
Sep 22
Oct 22
Oct 22
Oct 22
Dct 22
Oct 22
Dct 22
Oct 22
Oct 22
Jul 22
Q3 21722

Target ¥
13.00 2.0
0.65% 2.3%

75.0% 33.3%
93.00% 100%
96.00% 100%
85.00% 100%
- 350
1.00% 0.4%
B 14.1

- 375

- 22.2
= 4,050
- 2,430

- 5,480

92,00% 78.9%
- 4,956
4.00% 6.7%

80.00% 91.6%
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Alder Hey Hospital Summary

NHS

Cheshire and Merseyside

w Key Performance Indicator
AHE - 4 Hour Standard

ABE Attendances All

C.difficile (Hospital Onset)
Cancelled Operations

Cancer - 28 Day Faster Diagnosis
Cancer 2 Week Wait

Cancer 31 Day First Treatment
Day Surgery Activity

Diagnostics - & Week Standard
E.coli (All Caszes)

Elective Inpatient Activity

Mixed Sex Accommodation Breaches
MRSA (All Cases)

MSSA (All Cases)

Outpatient Follow Up Activity
Dutpatient Mew Activity
Outpatient Total Activity

RTT 104 Week Breach

RTT 52 Week Breach

RTT 78 Week Breach

RTT Incomplete 18 Week Standard
RTT Tetal Incompletes

Sickness Absence Rate

Staff Recommend Care

Period
Nov 22
Nov 22
Sep 22
Q2 22/23
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Sep 22
Oct 22
Oct 22
Sep 22
Sep 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Jul 22
Q3 21/22

Target
95.00%
13.00
0.65%
75.0%
93.00%

96.00%

92.00%

4.00%

§0.00%
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64.6%
6,609
0.0
1.3%
100%
100%

100%

1,745

35.9%

31.0
16,035
6,335

22,370

378

54.5%
23,576
7.4%
89.5%
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The Walton Centre Summary

NHS

Cheshire and Merseyside

¥ Key Performance Indicator
C.difficile (Hospital Onset)
Cancelled Operations

Cancer - 28 Day Faster Diagnosis
Cancer 2 Week Wait

Cancer 31 Day First Treatment
Cancer 62 Day Classic

Day Surgery Activity

Diagnostics - & Week Standard
E.coli (All Cases)

Elective Inpatient Activity

Mixed Sex Accommodation Breaches
MRSA (Al Cases)

MSSA (Al Cases)

Outpatient Follow Up Activity
Outpatient New Activity
Outpatient Total Activity

RTT 104 Week Breach

RTT 52 Week Breach

RTT 78 Week Breach

RTT Incomplete 18 Week Standard
RTT Total Incompletes

Sickness Absence Rate

Staff Recommend Care

- Period
Sep 22
Q2 22/23
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Sep 22
Oct 22
Oct 22
Sep 22
Sep 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Jul 22

Q3 21/22

Target
13.00
0.65%
75.0%

93.00%

96.00%

85.00%

1.00%

92.00%

4.00%

80.00%

2
14.0
0.9%
92.9%
100%

100%
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NHS

Cheshire and Merseyside

The Clatterbridge Cancer Centre Summary

¥ Key Performance Indicator
C.difficile (Hospital Onset)
Cancer - 28 Day Faster Diagnosis
Cancer 2 Week Wait

Cancer 31 Day First Treatment
Cancer &2 Day Classic

Day Surgery Activity

Diagnostics - & Week Standard
E.coli (All Cases)

Elective Inpatient Activity

Mixed Sex Accommeodation Breaches

MRSA (All Cases)

MSSA (All Cases)

Cutpatient Follow Up Activity
Outpatient New Activity
Cutpatient Total Activity

RTT 104 Week Breach

RTT 52 Week Breach

RTT 78 Week Breach

RTT Incomplete 18 Week Standard
RTT Total Incompletes
Sickness Absence Rate

Staff Recommend Care

Period
Sep 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Sep 22
Oct 22
Oct 22
Sep 22
Sep 22
Oct 22
Oct 22
Oct 22
Oct 22
Cct 22
Oct 22
Oct 22
Oct 22
Jul 22

Q3 21722

Target
13.00
75.0%
93.00%
96.00%
85.00%

1.00%

4.00%

80.00%
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1,340
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NHS

Cheshire and Merseyside

Cheshire & Wirral Partnership Summary

» Key Performance Indicator

EIF Open Referrals Waiting < 2 Weeks
IAPT Face to Face

IAPT Incomplete Waiting under 18 weeks
IAPT Incomplete Waiting under & weeks

IAPT Recavery Rate

IAPT Referrals

Sickness Absence Rate

Staff Recommend Care

Target

75.00%

95.0%
75.0%

50.0%

4.00%

80.00%

2.6%

10%
78.7%
64.7%
53.5%

920

7.3%

69.5%
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Mersey Care Summary

» Key Performance Indicator
ABLE - 4 Hour Standard

AGLE Attendances All

EIP Open Referrals Waiting < 2 Weeks

IAPT Face to Face

IAPT Incomplete Waiting under 18 weeks
IAPT Incomplete Waiting under & weeks
IAPT Recovery Rate

IAPT Referrals

Mixed Sex Accommaodation Breaches

RTT 104 Week Breach

RTT 52 Week Breach

RTT 78 Week Breach

RTT Incomplete 18 Week Standard
RTT Total Incompletes

Sickneszs Abszence Rate

Staff Recommend Care

- Period
Nov 22

Nowv 22

Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Jul 22

Q3 21/22

Target

95.,00%

75.00%

95.0%
75.0%
50.0%

92,00%

4.00%

80.00%

%4
96.5%
12,929

46.2%

97.0%
49.8%

2,565

0
97.9%
a7
8.7%

67.0%
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NHS

Cheshire and Merseyside

Wirral Community Summary

w Key Performance Indicator Period Target LY SPC Last 12 Months
A&E - 4 Hour Standard Moy 22 95.00% 98.8% B .
ABE Attendances All Nov 22 = 3,739
= | t Trea ent Oct -
Diagnostics - & Week Standard Oct 22 1.00% 67.0%
RTT 104 Week Breach Oct 22 0 2 B E
RTT 52 Week Breach Oct 22 { 6
RTT 78 Week Breach Oct 22 0 & .
RTT Incomplete 18 Week Standard Oct 22 92.00% 86.3% T
RTT Total Incompletes Oct 22 - 139 B¢ ) =
Sickness Absence Rate Jul 22 4.00% 8.5% -
Staff Recommend Care Q3 21/22 80.00% 72.8%
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Cheshire and Merseyside

Bridgewater Community Healthcare Summary

¥ Key Performance Indicator
ABE - 4 Hour Standard

AKE Attendances All

Cancer - 28 Day Faster Diagnosis
Cancer 2 Week Wait

Cancer 31 Day First Treatment
Cancer 82 Day Classic

Day Surgery Activity

Diagnostics - 6 Week Standard

Elective Inpatient Activity

Qutpatient Follow Up Activity
Outpatient New Activity
Cutpatient Total Activity

RTT 104 Week Breach

RTT 52 Week Breach

RTT 78 Week Breach

RTT Incomplete 18 Week Standard
RTT Total Incompletes

Sickness Absence Rate

Staff Recommend Care

Period
Mow 22
Mow 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22

Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Jui 22
Q3 21722

Target

95.00%

75.0%
93.00%
96.00%

85.00%

1.00%

92.00%

4.00%
80.00%

87.3%
3,690
72.9%
92.4%
100%

92.0%

1.3%

7,260
1.895

9,155
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NHS OF Metric Name Full

S009a: Total patients wading more Shan 52 weeks to
start consuitant led treatment

S009b: Total patients waling more fhan 78 weeks to
starl consuifant led treatment

S00Ac: Total patients waifing more than 104 waeks fo
start consultant led treatment

S010a: Total patients treated for cancer compared with
the same point in 201920

S012a Proportion of patients meeling the faster cancer
diagnosis standard
S013a Diagnostic actity levels: Imaging

S013b: Diagnostc actiiy levels: Physioiogical
measurement

S013¢. Diagnestic activity levels: Endoscopy
$013d Diagnostic acthty levels: Tofal
$031a Rate of personakised care interventions

50322 Personal heath budgets

50403 Methicifin resistant Staphylecoccus aureus
(MRSA) bacteraemia infection rate

S041a Clostdum difficie mfection rate

$0423 E cofi bioodstream infection rate

S044a Anfimicrobial resistance: toal preseaibing of
ardbiolics in primary care

S044b. Anfimicrobial resistance proportion of
broad-spectrum andibiobe presceibing in primary care
S(M5a: Populaion vacenation coverage: MMR for tvo
doses (5 year okds)

S0472 Proportion of people over 65 recening a
seasonal fla vaccinatio

SUSDa Cervical screening coverage - % femaies aged
25 B4 attending screening within the farget peried
S053a % of aksial fibrllation patients with @ record of 8
CHA2DS2-VASc score of 2 or more who are trealed
wih ancoagulation drug therapy

S053b: % of hypertension patients who are treated fo
tamget as per NICE guidance

S053¢: % of patients idenified as having 20% o
greater 10-year risk of eveloping CVD are reated with
statns

U553 Number GP referrals to NHS Digital wexght
management secvices par 100k population

S0852 Inappropriate adult acute mental heatty
placement out of area placement bed days

$105a Proportion of patients discharged from hospial
fo their usual place of residence

$115a Proportion of diabedes patients that have
received all eight diabeles care processes

NHS

Cheshire and Merseyside

C&M Place Summary:
Dec 22 System Oversight Framework publication

SubiC8
Aggregation oo NHS CHESHIRE (SUB  NHSHALTON {SUBICB NHS KNOWSLEY (SUB NHS LIVERPOOL (SUB mmsm “gmﬁ‘gg‘rgo NHS STHELENS (SUB ‘m:;w‘.g:’ NHS WIRRAL (SUB IC
Source ICBLOCATION) (270) ~ LOCATION)(01F)  ICBLOCATION) (01J)  1CB LOCATION) (93A) o) LOCATION) (04¥) ICB LOCATION) (01X) (02€) LOCATION) (2F)
SuniC8 X220
SubiCs x00
Subics 2220
SablC8 2209
SublC8 x20
SublC8 A2209
SublC8 2620
SulC8 2620 104.4%
SwiC8 A28 105.5% 2.5%
SuiCB n3m 24.03 per 1,000 52.99 per 1,000 4044 per 1,000 2645 per 1,000 4076 per 1,000
Swics 2230 : e 0A1 per 1,000 0.54 per 1,000 1205 per 1,000 045 per 1,000
e ] 2220
SubiC8 %20 9.1%
SuiC8 22200 17.8%
SuiC8 fg :;;l : 114.8%
SoiC8 22204
SuniC8 2220
SuniC8 2204
SublC8 €K1
SubiC8 m-n
SublC8 22203 60.4% 5%
SubiC8 n230 144.2 per 100,000 B85.2 per 100,000 per 400,000 133 per 100,000 24.9 per 400,000
SuiCB ;52""” : 53
SudlC8 %20
SuiC8 1204

Rank Banding
B Highest performing quartile
M Interquartile range

B Lowest performing quartile
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Cheshire and Merseyside

ICB — Provider SOF Segments

NHS Provider Segmentation: as of 7th October 20222

Trust ~ |Segmentation Score !

Cheshire and Wirral Partnership NHS Foundation Trust 1

Liverpool Heart and Chest Hospital NHS Foundation Trust

The Walton Centre NHS Foundation Trust

Alder Hey Children’s NHS Foundation Trust

Bridgewater Community Healthcare NHS Foundation Trust

Clatterbridge Cancer Centre NHS Foundation Trust

Mersey Care NHS Foundation Trust

Mid-Cheshire Hospital NHS Foundation Trust

North West Ambulance Service NHS Trust

Southport and Ormskirk Hospital NHS Trust

St Helens and Knowsley Teaching Hospitals NHS Trust

Warrington and Halton Teaching Hospitals NHS Foundation Trust

Wirral Community Health and Care NHS Foundation Trust

Countess of Chester NHS Foundation Trust

East Cheshire NHS Trust

Liverpool Women's Hospital NHS Foundation Trust

Wirral University Teaching Hospital NHS Foundation Trust

B W W W (NN NN NN (N (NN =

Liverpool University Hospitals NHS Foundation Trust

Key

Consistently high performing across the five national oversight
Segment 1 |themesand playing an active leadership role in supporting and
driving key local place-based and overall ICS priorities

Plans that have the support of system partners in place to
Segment 2 address areas of challenge.Targeted support may be required to
address specific identified issues

Significant support needs against one or more of the five
Segment 3 |npational oversight themes and in actual or suspected breach of
the licence {or equivalent for NHS trusts)

In actual or suspected breach of the licence (or equivalent) with
Segment4  |yery serious, complex issues manifesting as critical quality
and/or finance concerns that re&@ﬂ%%\%é’ﬁ?% support




NHS Cheshire and Merseyside

Integrated Care Board Meeting
26 January 2023

Liverpool Clinical Services Review

Agenda Item No ICB/01/23/12

Carole Hill, Associate Director, Strategy, Integration

P e 2 GEmEmE p A and Partnerships, Liverpool Place

Report approved by (sponsoring
Director)

Jan Ledward, Liverpool Place Director

Responsible Officer to take

actions forward Jan Ledward
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Liverpool Clinical Services Review

The purpose of this paper is to publish the report from the Liverpool
Clinical Services Review, which includes a set of recommendations for
the Cheshire and Merseyside ICB to consider.

The objective of the Liverpool Clinical Services review is to realise
opportunities for greater collaboration between acute and specialised
trusts to optimise clinical pathways in acute care in Liverpool.

For

. . For decision / For e o For
information / For ratification
note approval assurance endorsement
X

The Board is asked to:
e approve, in full, the recommendations set out in the report.
¢ note the implementation plan and associated timescales.

The objective of the review is to identify ways in which to improve
outcomes and ensure clinical and financial sustainability of acute and
specialist services delivered by NHS providers in Liverpool.

The report from the clinical services review sets out:

¢ the population health challenges and inequalities experienced by
people in Liverpool region to be addressed.

e the fragmentation and variability of acute services in the Liverpool city
region.

X X X
JoF- 3 eauad B J a ab

X X X X

The Clinical Services Review has been overseen by the One Liverpool
Partnership Board

N/A

The recommendations from the Clinical Services Review do not represent
formal proposals at this stage. The next phase of implementation will
require co-production, patient, and public engagement,

Next steps are detailed in the body of the paper.

Appendix One Liverpool Clinical Services Review Report
Appendix Two Summary of Recommendations
Appendix Three High Level Implementation Plan
Appendix Four High Level Communications Plan
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1.2

1.3

1.4

2.2

2.3

2.4

Liverpool Clinical Services Review

Executive Summary

The purpose of this paper is to publish the report from the Liverpool Clinical
Services Review, which includes a set of recommendations for the Cheshire
and Merseyside ICB to consider.

The objective of the Liverpool Clinical Services review is to realise opportunities
for greater collaboration between acute and specialised trusts to optimise
clinical pathways in acute care in Liverpool and beyond.

The review is set within the context of the One Liverpool Strategy and involves
the whole Liverpool system, including primary, community and mental health.

Liverpool is exceptional in the number of acute and specialist provider trusts in
the city, many of which provide outstanding care but are challenged due to
fragmentation of services, variation in quality, financial positions, experiences of
care, workforce capacity and sustainability.

Introduction

Cheshire and Merseyside Integrated Care System (C&M ICS) were asked by
NHS England to commission an independent review that identified and
provided recommendations to realise opportunities for greater collaboration
between acute and specialised trusts to optimise the model for acute care in
Liverpool and beyond.

The review was also to consider alignment and interdependencies with One
Liverpool, the city’s health and wellbeing strategy and the wider Cheshire and
Merseyside system.

The focus of the review was primarily the six acute and specialist trusts in the
city: Alder Hey Children’s NHS Foundation Trust; Clatterbridge Cancer Centre
NHS Foundation Trust; Liverpool Women’s Hospital NHS Foundation Trust;
Liverpool Heart and Chest Hospital NHS Foundation Trust; Liverpool University
Hospitals NHS Foundation Trust; and The Walton Centre NHS Foundation
Trust. Other partners core to the Liverpool system, also involved in the review,
include general practice, Mersey Care NHS Foundation Trust and Liverpool City
Council.

The deliverables for the review were:

e To make a clear and compelling case for greater collaboration

¢ |dentify priorities for collaboration and the reasons why

e Develop a blueprint for the collaborative opportunities to be implemented.

e To articulate the conditions for success, setting out the supporting
arrangements to be put in place

e To produce an implementation roadmap to deliver the blueprint.
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3.2

3.3

3.4

3.5

4.2

Overview of Recommendations
Through the review process, twelve opportunities emerged, which are detailed
in the full report, which is at Appendix One.

Some of these opportunities are already being implemented through the
delivery of the One Liverpool strategy and through ICS-wide programmes led by
Cheshire and Merseyside Acute and Specialist Trusts (CMAST), Community
and Mental Health Collaborative and the Cancer Alliance.

An extract of all the recommendations associated with the priorities identified
are at Appendix Two.

In pursuing delivery of the 12 priorities, it is recommended that a detailed
programme of work should be produced, building on existing programmes
where appropriate and ensure the creation of other mechanisms to ensure
delivery e.g., Joint Committees between a number of providers, to take forward
these opportunities.

The consensus of the One Liverpool Partnership Board is that there are three
critical priorities to take forward immediately to address the challenges with
greatest risk and opportunity within the Liverpool system:

e Solving the clinical sustainability challenges affecting women’s health in
Liverpool.

e Improving outcomes and access to emergency care, making optimal use of
existing co-adjacencies at the Aintree, Broadgreen and Royal Liverpool
Hospital sites.

¢ Significant opportunities to achieve economies of scale in corporate services.

Governance and Reporting

The legislative changes within the Health and Care Act (2022) allow NHS
foundation trusts to jointly exercise their functions with other NHS trusts and
foundation trusts to form joint committees that could exercise functions and
jointly take decisions that have been delegated by their individual organisations,
in line with their schemes of delegation. Recent NHS guidance also sets out
clear expectations for collaboration by NHS trusts and the governance
characteristics that trusts can adopt to support this.!

The governance arrangements for the Liverpool Clinical Services Review are
represented in the Diagram One.

! https://www.england.nhs.uk/wp-content/uploads/2022/10/B2075-guidance-on-good-governance-and-collaboration-october-22-

1.pdf
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Diagram One: Liverpool Clinical Services Review Governance diagram

Cheshire and Merseyside ICB

ICB sub committee - Liverpool
womens services — LUHFT, Liverpool
Women’s Hospital, Alder Hey &
Clatterbridge

One Liverpool Partnership Board

Corporate Efficiency
Committee in Common
CMAST

Joint Committee Jeli G i Joint Committee

LUHFT & Walton Centre HYRIFT & le(e:;z:tol iz LUHFT & Clatterbridg e

!

Trust Boards

4.3 The recommendations from the Clinical Services review include proposals for
Liverpool acute and specialist trusts to form joint committees to expedite the
recommendations from the review.

4.4 Monthly reporting from the Joint Committees into the One Liverpool Partnership
Board will provide assurance on delivery of the recommendations. The One
Liverpool Partnership Board will, in turn, report quarterly to the ICB.

4.5 The ICB subcommittee for women’s services will report monthly into the ICB.

4.6 A risk register will be required for each joint committee and the One Liverpool
Partnership Board. Unmitigated risks will be escalated to the ICB as part of the
guarterly reporting, or sooner if the risk posed is significant and requires
immediate action and/or decisions.

4.7 The ICB reserves the right to intervene where:
e Progress is deemed to be stalled or timescales are not being met.
e Decisions are not within the scope of agreed terms of reference.
e Where one of more partners cannot agree.

4.8 A set of principles have been proposed for partners to observe, within scope of

the Liverpool Clinical Services Review. Once these are agreed they will be
shared.
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5.2

6.2

6.3

6.4

8.

Implementation
A high-level implementation plan for the first phase of taking forward the
recommendations from the Clinical Services Review is at Appendix Three.

The implementation plan sets out shorter-term actions to establish governance,
leadership, and resourcing arrangements for implementation of the
recommendations. Detailed plans will be developed and reported as
implementation workstreams proceed.

Engagement and Communications

It is important to recognise that the Clinical Services Review goes no further
than making recommendations for NHS and wider partners to take forward
collaboratively. These recommendations do not represent formal proposals at
this stage.

The next phase of proposal development for the two critical priorities will
incorporate co-production and patient and public engagement, in line with NHS
England guidance? setting out engagement best-practice principles and legal
requirements for Integrated Care Boards and other NHS organisations, as well
as the Cheshire and Merseyside ICS Public Engagement Framework.?

Specific engagement and communications plans will be incorporated into the
implementation of each workstream.

A high-level communications plan to support the initial implementation phase is
at Appendix Four.

Recommendations

The Board is asked to:

e approve, in full, the recommendations set out in the report.
¢ note the implementation plan and associated timescales.

Officer contact details for more information

Jan Ledward: jan.ledward@cheshireandmerseyside.nhs.uk
Carole Hill: carole.hill@liverpoolccg.nhs.uk

2 NHS England issued Working with People and Communities: statutory guidance, for ICBs and other NHS organisations.

3 https://www.cheshireandmerseyside.nhs.uk/media/jz1ip34u/cm-public-engagement-framework-draft-101022.pdf
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NHS Cheshire and Merseyside
Integrated Care Board Meeting

Liverpool Clinical Services Review

Appendix One: An independent review of acute and specialist
provider collaboration in Liverpool
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Purpose of the document

This document outlines the outputs of the Liverpool Clinical Services Review, commissioned by the Cheshire
and Merseyside Integrated Care Board (ICB), and delivered by CF. The Cheshire and Merseyside Integrated
Care System (ICS) was asked by NHS England (NHSE) to commission an independent review of the acute
care model with a view to identifying opportunities that will improve hospital-based clinical services in
terms of their quality, efficiency, and effectiveness.

The focus of the review and consequently this document is primarily on the six acute and specialist trusts:
Alder Hey Children’s NHS Foundation Trust; Clatterbridge Cancer Centre NHS Foundation Trust; Liverpool
Women'’s Hospital NHS Foundation Trust; Liverpool Heart and Chest Hospital NHS Foundation Trust;
Liverpool University Hospitals NHS Foundation Trust; and The Walton Centre NHS Foundation Trust. The
Trusts operate as part of the Liverpool place-based partnership, led by the One Liverpool Partnership
Board. Other partners core to One Liverpool include general practice, Mersey Care NHS Foundation Trust,
and Liverpool City Council.

The review took was conducted over a 16-week period from August to December 2022, broadly following
an Appreciative Inquiry (Ai) approach before deep-diving into priority areas. The outputs of this
engagement are summarised in this document, which covers the case for greater acute and specialist
provider collaboration, the priorities for action, the conditions needed for success, and the
recommendations of the review.
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Executive summary

CF was commissioned in August 2022 by the Cheshire and Merseyside Integrated Care Board (ICB), with
day-to-day oversight from the One Liverpool Partnership Board, to undertake an independent review that
identified and detailed how to realise collaborative opportunities for the acute and specialist trusts to
optimise the acute care model for Liverpool.

The new Health and Care Act 2022 includes a set of legislative changes to enable health and care to work
more closely together. Provider collaboratives are a key component of delivering system working, being
one way in which providers work together to plan, deliver, and transform services. National guidance has
mandated that all trusts providing acute and mental health services are expected to be part of one or more
provider collaboratives.

Like ICSs all over the country, NHS Cheshire and Merseyside became a statutory organisation on 1 July 2022
and is now responsible for the health and care of over two and half million people across nine places.
Liverpool is a place-based partnership in the Cheshire and Merseyside ICS, and major city in England. A
significant proportion of the people of Liverpool live in deprivation, with 58.4% of households classified as
being deprived to some degree, and/or with poor health and wellbeing. This contributes to the people of
Liverpool living on average two and a half years less than people in the rest of England. Progress on closing
this gap has stagnated in recent years and the gap between the most affluent and most deprived groups
has widened. Much of the morbidity and early mortality is avoidable. Despite significant improvement over
the last 20 years, the rate of avoidable mortality in Liverpool has remained consistently 50% above the
national rate.

Organisations in Liverpool have collectively developed a 5-year strategy, One Liverpool, which runs from
2019 to 2024. Its aim is to deliver better population health and wellbeing in Liverpool, and it represents a
whole system approach to delivering change that engaged Liverpool City Council, the local NHS and other
key public and voluntary sector partners in its development. The One Liverpool strategy is part of the
Liverpool City Plan and focuses on the positive and transformative actions that the health and care system
will take together and with the people of Liverpool to improve population health and reduce health
inequalities. In this context, the independent review was commissioned to complement this strategy and
accelerate provider collaboration in recognition of the opportunity to optimise the acute care model and
deliver financial sustainable services.

The review engaged over 300 people through individual interviews, group discussions with each of the
acute and specialist provider executive and hospital management teams, a GP engagement session with
PCN clinical leads, and over 150 senior staff from across Liverpool who contributed via a staff survey.

Through this engagement, twelve opportunities emerged that, together, form the strategic agenda for
collaboration between the acute and specialist providers. These opportunities are additive to pre-existing
priorities and will in some cases require wider partnerships to deliver on them. They outline a holistic and
systematic requirement for collaboration between the acute and specialist providers themselves, and
collectively with Mersey Care, PCNs, and the local authority, but also the academic institutions in Liverpool
and other stakeholders. The twelve collaboration opportunities are:

1. Improving physical and mental health by strengthening ways of working with PCNs and
neighbourhood teams and providing more anticipatory care, especially for people with long term
conditions and complex lives — Liverpool has a higher burden of long-term conditions, in particular
cardiovascular disease, and chronic obstructive pulmonary disease, and multimorbidity than the
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national average. The current consequence of this is an increased use of hospital-based services, which
reactively manage deterioration and acute exacerbation. There is a significant improvement
opportunity by proactive, anticipatory management of conditions to improve health, avoid acute
exacerbations and the need for hospital-based services.

Creating socially inclusive training and employment opportunities for the Liverpool City

Region, leveraging anchor institution status to address local deprivation — People living in Liverpool
are more disengaged from the labour market with long-term unemployment rates twice that of the rest
of England. Once employed, however people living in Liverpool have better weekly earnings than in
other areas. With NHS organisations being one of the major employers, their role within this
opportunity is evident in providing wider economic benefits in terms of job offerings. Colleagues clearly
described the opportunity to collaborate on shared apprenticeship and school leaver programmes for
the local community. There is an imperative opportunity to support local people to gain and remain in
employment, taking collective action to address local deprivation.

Improving outcomes and access to emergency care, making optimal use of existing co-adjacencies at
Aintree, Broadgreen, and Royal Liverpool sites — There are challenges with both timely access and
poor outcomes in the urgent and emergency care pathways. Emergency inpatient services across
Liverpool are more commonly provided from only one of the city’s five acute sites compared to other
areas which means that when people need specialist care, they frequently require transfer to another
site and their care becomes fragmented. For some specialties and conditions, this results in long
lengths of stay in the emergency department and inpatient lengths of stay that are double the national
average. This is associated with increased mortality and poorer outcomes for patients. There can even
be significant delays in care when this is delivered between different providers occupying the same
hospital site. There is an opportunity to embrace collaboration, and in doing so share best practice,
drive up collective quality and performance standards and standardise pathways to ensure optimum
emergency care delivery across the city.

Levelling-up performance on cancer and cardiovascular disease to address health inequalities —
Cancer is the city’s largest cause of premature deaths. There has been a large increase in referrals and
consequently the number of people on the cancer patient tracking list from the pre-pandemic baseline.
Additionally, the review found stark inequalities in cancer diagnosis. Patients diagnosed with cancer in
the Emergency Department last year were between 2 and 6 times more likely to be an ethnic minority
than white, and we know these late-stage diagnoses are likely to have a significant impact on survival
rates. Similarly for cardiovascular disease, which is largely preventable through a healthy lifestyle and
the early detection and control of risk conditions, there are significant gaps in diagnosis and treatment
across Liverpool. There is an opportunity to address late diagnosis of cancer and cardiovascular disease,
and inequalities in access which requires a place-based approach involving primary care and local
government, working at PCN level to implement culturally sensitive targeted interventions, taking
account of local needs.

Providing timely access to high-quality elective care by making efficient use of existing estates and
assets — Elective waiting lists have grown across Liverpool by a third every year since 2019 and this has
been further exacerbated by the impact of the pandemic. While all trusts in Liverpool have seen an
increase in the number of people waiting for treatment, Liverpool University Hospitals NHS Foundation
Trust has faced very challenging circumstances with both a significant elective 18 week and 104+ week
backlog across multiple specialities. All organisations in the city have theatre capacity that could be
used more effectively as a shared asset to provide timely access to high quality elective care.

Solving clinical sustainability challenges affecting women’s health in Liverpool — Overwhelmingly, the
most important challenge stakeholders identified as needing to be addressed was the clinical
sustainability of services for women and the clinical risk in the current model of care. Specifically, seven
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10.

11.

of twelve co-dependencies for maternal medicine centres and therefore for consultant-led obstetric
services are not currently met at the Crown Street site. This results in fragmentation of services for
women and babies, with some requiring ambulance transfer to other providers to receive the care they
need. This, given the clinical circumstances necessitating the transfer, carries an inherent risk, and also
result in mothers and babies being separated. There is an imperative opportunity and shared will
amongst the acute and specialist providers to respond to the current case for change, developing a
future care model to ensure the best possible care for women and babies across Liverpool.

Combining expertise in clinical support services to provide consistent services across the city —
Stakeholders have spoken enthusiastically about the collaboration that already takes place for
delivering clinical support services, both within the city, such as Liverpool Clinical Laboratories; and as
part of the ICS, such as Cheshire and Merseyside Radiology Imaging Network (CAMRIN). There was
widespread recognition that there was opportunity for further collaboration to combine expertise in
clinical support services in order to address workforce challenges and make efficient use of resources.
Examples of this include diagnostic imaging and the ability to address the workforce challenges,
pharmacy and the sustainability of its workforce, and further consolidation of pathology services
including resetting existing partnerships to maxmise value.

Developing world-leading services in Liverpool by realising the collaborative potential in innovation,
research, and clinical trials — Over the years, the research and education infrastructure of Liverpool has
had healthy investment, with significant resources available across the city region. Stakeholders almost
universally reflected that there were opportunities to leverage this infrastructure to develop world-
leading services for the city — primarily by delivering data-enabled clinical trials and establishing a hub
to act as a single point of planning and operations for delivering clinical trials.

Attracting and retaining talent across Liverpool, providing a more joined-up offer for staff — Health
and social care is the largest employer in the Liverpool City Region, employing 117,000 people. Across
the six organisations, around 25,000 people were employed in 2021/22, many of whom live in
Liverpool, and £1.29bn was spent on workforce costs in 2021/22. According to senior staff, the biggest
challenge to ongoing service delivery is recruitment and retention of staff. Colleagues also consistently
described how competition between Trusts magnifies this challenge and the benefits that collaborative
working could have in addressing these issues. Opportunities included an integrated training and
development offer, implementing staff passports, standardising policies, collective workforce planning,
and joint recruitment, working together to create a strong employer brand to improve recruitment and
retention rates and reduce recruitment costs.

Achieving economies of scale in corporate services — Across all organisations in Liverpool, £132.4
million is spent on corporate services (2021/22) and the majority of trusts spent more on corporate
services per £100 million income than other Trusts. Collaborative working between the trusts would
encourage a uniform approach to services and to the delivery of corporate services, freeing up
resources by doing a greater number of tasks once between the organisations. As well as reducing cost
and duplication, maximising this opportunity allows expertise across the city to be shared and
leveraged for the benefit of all. This opportunity could be rapidly realised in transactional areas where
services are process and system based including HR services such as recruitment checks, finance
administration and IT support.

Building on and integrating digital investments to unlock innovative approaches to delivering care
and achieving commitments to environmental sustainability — There has been significant investment
in digital systems across the city with some organisations achieving international recognition for their
efforts, but there is more work to do in order to bring all organisations up to the same standard. More
than ten EPR and PAS systems are in use across organisations in Liverpool and despite some
organisations using the same software company, the systems do not deploy functionality that allows
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12.

for interoperability. There is an opportunity to increase the overall level of interoperability between
information and data systems to support the more effective delivery of care across organisational
boundaries.

Making best use of resources to secure financial sustainability for all organisations in Liverpool —
Currently, NHS organisations in Liverpool are in financial deficit with an aggregated reported deficit
position of £12.3 million at YTD (August 2022/23), which is expected to deteriorate further over the
rest of the financial year. The Cheshire and Merseyside ICS is set to see its allocation reduced by circa
£350 million over the coming years and this sets the context for needing to stabilise the current
position and prepare for the future challenge ahead. Throughout the review, colleagues have reflected
on the financial pressures and sustainability challenges faced in Liverpool and how opportunities to
collaborate could seek to address these challenges. Each of the opportunities outlined in the case for
collaboration have either a direct or indirect financial benefit that organisations can realise.

Several of these opportunities are already being taken forward as part of implementing the One Liverpool

strategy via the programme of work led by Liverpool Health Partners, and through ICS-wide programmes

led by Cheshire and Merseyside Acute and Specialist Trusts (CMAST) and the Cancer Alliance. In these

areas, the ongoing work can be supplemented by the findings and opportunities identified in this review.

The One Liverpool Partnership Board agreed that the review should move on to address the most critical
issues facing the system, which are longstanding clinical risks for women’s health, current financial

sustainability, and operational pressures for emergency care. Two priorities were aligned upon as a core

focus for collaboration: 1) Solving clinical sustainability challenges affecting women’s health in Liverpool

and 2) Improving outcomes and access to emergency care, making optimal use of existing co-adjacencies at

Aintree, Broadgreen, and Royal Liverpool sites.

In pursuing these opportunities, we recommend that:

1.

2.

The twelve opportunities in the case for collaboration should be adopted by the six acute and specialist
providers in Liverpool as their strategic agenda for working together. For five of the opportunities,
wider partnerships are required, which should be forged to ensure progress, specifically:

a. Improving physical and mental health by providing more anticipatory care (opportunity 1)
requires working through the One Liverpool Partnership with General Practice, Liverpool City
Council and Mersey Care FT,

b. Levelling-up performance on cancer to address health inequalities (opportunity 4) requires
working through a place-based partnership endorsed by the Cheshire and Merseyside Cancer
Alliance,

c.  Work with all existing partners of the Liverpool Health Partners to pursue the research and
innovation agenda (opportunity 8) and additionally include Liverpool City Council and Applied
Research Collaboration North West Coast. This effort could be expanded to include interested
providers across Cheshire and Merseyside ICB,

d. The longer-term digital agenda (opportunity 11), which requires working through the Cheshire
and Merseyside ICB as part of the Digital Programme,

e. To solve clinical sustainability challenges affecting women’s health (opportunity 6), work with the
Cheshire and Merseyside ICB (see recommendation 4).

For the further five opportunities there is a synergy with the agenda of the Cheshire and Merseyside
Acute and Specialist Trust Provider Collaborative and consequently the work should be undertaken in
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4.

the view of the Collaborative and in line with its governance. The starting point for realising the

opportunities identified in this review should be the six organisations in Liverpool. Only once tangible

progress is made within this scope should it be broadened to a wider geography. This includes:

a. Address elective care waits and backlog (opportunity 5) through the Elective Recovery and
Transformation Programme,

b. Combine expertise in clinical support services (opportunity 7), in part through the Diagnostics
Programme,

c. Attracting and retaining talent across Liverpool, providing a more joined-up offer for staff
(opportunity 9) through the Workforce Programme,

d. Realise economies of scale in corporate services (opportunity 10) through the Efficiency at Scale
workstream of the Finance, Efficiency & Value Programme, and

e. Making best use of resources to secure financial sustainability for all organisations in Liverpool
(opportunity 12) through the Finance, Efficiency & Value Programme.

A rolling programme should be established, building on relevant pre-existing programmes, to take
forward the opportunities for implementation. Overall, it will take a number of years to realise the
potential benefits from this effort. The work should start by leveraging efforts already underway. Pre-
existing programmes should incorporate the findings of the review into their ongoing work by
undertaking a stocktake of existing workstreams, specifically:

a. Levelling-up performance on cancer and cardiovascular disease to address health inequalities
(opportunity 4) requires working through a place-based partnership endorsed by the Cheshire and
Merseyside Cancer Alliance and the Liverpool Cardiology Partnership respectively,

b. Provide anticipatory care to improve physical and mental health (opportunity 1) through the
Complex Lives and Long Term Conditions Segments, of the One Liverpool Programme.

The current programme of work, the Future Generations Programme, led by Liverpool Women's
Hospital NHS FT should be reset as a system priority. The opportunity to solve clinical sustainability
challenges for women’s health should be taken forward as an ICB-led service change programme, in
line with best practice requirements for service reconfiguration. To support this, we recommend:

a. A sub-committee of the ICB to be established to oversee the programme of work, including at
minimum representation from Liverpool Women’s Hospital NHS FT, Liverpool University Hospitals
NHS FT, Clatterbridge Cancer Centre NHS FT and Alder Hey Children’s NHS FT. These organisations
will need to identify dedicated clinical and managerial leadership to engage deeply in the
programme with partners, with external stakeholders, with patients and the public and within their
own organisations with staff.

b. Adirector of the ICB be identified as the joint-SRO of the programme and lead the work.

c. A non-executive director of the ICB to be identified to chair the sub-committee.

A clinical joint-SRO to be identified who can work on the programme for a dedicated period every

week and chair the clinical working group. This individual should be experienced in service change

with experience in a relevant clinical area, and independent of any of the organisations in Cheshire
and Merseyside.

e. The finance director of the ICB to chair the finance, analytics and estates working group which will
develop and review the economic and financial modelling, including capital requirements.

f. A dedicated team to be identified to support the programme, with the expertise needed to meet
the different requirements of the programme such as clinical evidence and research,
communications and engagement, finance, analysis and estates and capital development. This
team should be hosted by the ICB reporting to the lead ICB director.

Page 158 of 398



g. Areset work programme be created and agreed by January.

h. An operating model between the Liverpool University Hospitals NHS FT and Liverpool Women’s
Hospital NHS FT should be developed to optimise partnership working and short-term mitigation of
risks, led by the existing Partnership Board.

Improving outcomes and access to emergency care, making optimal use of existing co-adjacencies

should also be immediately prioritised for delivery. A programme of work should be established which

implements the three new pathway elements proposed by this review: 1. fast-tracking, 2. passporting,
and 3. in-reach. The overall aim of this work should be to ensure each hospital site in Liverpool delivers
optimal care and efficiency, uninhibited by organisational boundaries. This should include creating
integrated clinical teams on each site with joint ways of working. In taking this forward, we
recommend:

a. Clinicians should be at the forefront of the development of this approach and leads should be
identified from each organisation and each site, to oversee the work and facilitate broad
engagement with staff.

b. There should be early engagement with General Practice, Mersey Care FT, and the North West
Ambulance Service NHS Trust to incorporate pre- and post-hospital elements of the pathway.

c. Anoperating model for each site should be developed, ensuring highest quality clinical pathways,
clear accountability, and optimised site-based working. This should be underpinned by demand and
capacity analysis.

d. Building on the financial analysis undertaken as part of this review, a target financial model should
be developed and agreed linked to 5c. This should reset financial flows and ensure overall
efficiencies are realised including in respect to reduced length of stay and reduced interhospital
ambulance transfers.

e. Three joint committees should be established with delegated authority from the relevant trusts for
site-based operations. These arrangements should oversee the design and delivery of the new
operating models as well as business-as-usual operations, which will likely give rise to further
improvement opportunities. The three committees should include at least one non-executive
director and executive director from each organisation as well as a site-based leadership team. The
committees should comprise of:

i. Liverpool University Hospitals FT and Liverpool Heart and Chest Hospital FT for the Broadgreen
site

ii. Liverpool University Hospitals FT and The Walton Centre FT for the Aintree site

iii. Liverpool University Hospitals FT and Clatterbridge Cancer Centre NHS FT for the Royal
Liverpool site

f. To progress the work, a dedicated team supporting all three joint committees should be
established that provides capacity to systematically work through the operating model on each site,
undertaking design work and modelling for the pathway and service transformation. This team
should be led by a dedicated senior individual working across organisational boundaries on behalf
of all organisations.

To provide overall Liverpool system oversight and review of performance on delivering high quality
emergency care with aligned incentives and funding, two committees-in-common should be
established involving relevant executives and non-executives from Alder Hey Children’s NHS FT,
Clatterbridge Cancer Centre NHS FT, Liverpool Heart and Chest Hospital NHS FT, Liverpool University
Hospitals NHS FT, Liverpool Women'’s Hospital NHS FT, The Walton Centre NHS FT, Mersey Care FT, and
General Practice Liverpool. These committees-in-common should meet quarterly and cover:
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a. Quality —reviewing the effectiveness and quality of emergency care using shared data and analysis
and determining further improvements required, and

b. Finance — reviewing overall financial effectiveness and establish effective incentive and risk sharing
mechanisms.

To progress at pace Boards of relevant organisations should receive proposed terms of reference,
including delegations, accountability, and escalation arrangements, for the governance groups set out
in the recommendations 4, 5 and 6 in their January meetings. A proposal for how the programme(s) of
work is resourced should also be included to ensure the appropriate team and leadership needed to
deliver.

A communications and engagement plan should also be developed and agreed by all organisations. The
aim should be to communicate the findings of the review and its recommendations and engage staff,
patients, and the public on the next steps. Engagement on the future programme of work as well as
open communications in respect to progressing the recommendations should be embedded into how
this is taken forward.
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Introduction and context

Like ICSs all over the country, NHS Cheshire and Merseyside became a statutory organisation on 1 July 2022
and is now responsible for the health and care of over two and half million people across nine places.
Places are coterminous with local authority boundaries in Cheshire East, Cheshire West, Halton, Knowsley,
Liverpool, Sefton, St Helens, Warrington, and Wirral. The ICS includes 18 NHS trusts, 355 GP practices in 50
PCNs and 590 community pharmacies that provide services for people in Cheshire and Merseyside, and in
some cases beyond.

The geography has areas of substantial wealth and others of substantial deprivation. 33% of the population
live in the most deprived 20% of neighbourhoods in England. The Index of Multiple Deprivation shows that
Knowsley is the second most deprived borough in England and Liverpool the third. Knowsley also has the
highest proportion in England of its population living in income deprived households (tied with
Middlesborough), equating to one in four of all households. Even within the wealthier areas in the region,
there is substantial deprivation and associated poor health — while 31% of neighbourhoods in Cheshire
West and Chester are in the top two income deciles, 16% of neighbourhoods are in the lowest income
deciles.

The vision for the ICS is for “everyone in Cheshire and Merseyside to have a great start in life and get the
support they need to stay healthy and live longer”. Its mission is to do this by working together, as equal
partners, to support seamless, person-centred care and tackle health inequalities by improving the lives of
the poorest fastest. In support of this vision and mission, the ICS has four strategic objectives, which are to:

e Improve population health and healthcare

e Tackle unequal outcomes and access

e Enhancing productivity and value for money

e Support broader social and economic development

Within Cheshire and Merseyside, place-based partnerships — led by Place Directors — have freedom to
design and deliver services according to local need. This includes understanding and working with
communities, joining up and co-ordinating services around the needs of people, addressing social and
economic factors that influence health and wellbeing, and supporting quality and sustainability of local
services.

Liverpool and its population

Liverpool is a major city in England and one of the Core Cities, along with Belfast, Birmingham, Bristol,
Cardiff, Glasgow, Leeds, Manchester, Newcastle, Nottingham, and Sheffield. It is the 8™ largest city by
population size and is home to 565,000 people, including 119,000 children and young people, 332,000
working age adults, and 50,000 people over the age of 70. Liverpool has relatively less ethnically diverse
communities compared to the other Core Cities, with 86% of population identifying as White British.

This population of Liverpool is expected to grow by 10% to 2043, which is 2% greater than the growth
expected nationally. The group expected to see the largest growth, by 60%, is the 80+ group, which is
slightly lower than the 70% growth seen nationally for this age group.

Liverpool has the greatest extent of deprivation in England as measured by the Index of Multiple
Deprivation (IMD), with two in three people living in deprivation, and eight in every hundred people living
in the most deprived one percent of the country. With respect to income, Liverpool is the 4™ most deprived
local authority, and the 5™ most deprived with respect to employment and living environment.
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The pertinence of this is characterised by the growing body of evidence showing that population health is
determined to a great extent by social, environmental, economic, political, and cultural factors (the social
determinants of health as set out in Figure 1). As a result, health follows a social gradient; a higher social
position, whether measured by education, income, or occupational status, is associated with better health
and longevity. The accumulation of positive and negative effects of social, economic, and environmental
conditions on health and wellbeing throughout life contributes to inequalities in health.?

Source: Dahigren and Whitehead, 1991

Figure 1: Dahlgren-Whitehead rainbow model of social determinants of health

In that context, the negative impact of deprivation affects people in Liverpool even before they are born.
Babies are born to mothers in poorer health, who are twice as likely to smoke during early pregnancy and
less likely to take folic acid supplements. Services in Liverpool have responded to this heightened risk by
providing earlier access to maternity to more mothers than other places in England. The number of
mothers who are smoking falls from 21.5% in early pregnancy to 11.3% at the time of delivery (compared
to 17.1% and 12.4% respectively for the rest of England). However, this does not fully mitigate the impact
of a poorer start in life for children. Babies are more likely to be low birth weight (7.3% compared to 6.9%
nationally) and more likely to die as neonates (3.0 deaths per 1,000 live births compared to 2.8 nationally).
This continues to affect children and young people in Liverpool throughout their life course. They are more
likely to be overweight or obese at reception (26.8% compared to 23.0% nationally) with the gap increasing
further by year 6 (41.2% compared to 35.2% nationally). They are more likely to live in dysfunctional
families and have lower educational attainment than elsewhere in the country with only 44% of pupils
achieving >Grade 5 in English and Maths at GCSE compared to 51.9% nationally.

As adults, lifestyle factors that contribute to improved health and wellbeing such as physical activity rates
and healthy eating are all lower in Liverpool compared to the rest of the country. For example, 27% of

1 public Health England and the UCL Institute of Health Equity; Psychosocial pathways and health

outcomes: Informing action on health inequalities (2017); (accessed on 20/09/2022)
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/647709/Psychos
ocial_pathways_and_health_equity.pdf
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adults are physically inactive compared to 22% in England. The environment people live in is also
particularly challenging. In Liverpool, there are greater levels of air pollution, and households are more
likely to suffer fuel poverty and live in overcrowded conditions. Children and adults also live in a city with
the highest rates of violent crime in England; three times as many hospital admissions are due to violence
than the England average.

More people also engage in health-harming behaviours. Adults are more likely to smoke and drink over 14
units of alcohol per week. Consequently, Liverpool has one of the highest rates of alcohol related hospital
admissions in England with higher proportion of dependent drinkers not in treatment than the rest of
England. People are also more likely to misuse and abuse drugs with two and half times as many deaths
from drug misuse in Liverpool compared to the national average.

All these factors together, contribute to men and women in Liverpool living on average two and a half years
fewer than the people in the rest of England, with the progress to close the gap stagnating in recent years.
This gap is wider still between the most affluent and most deprived people living in Liverpool with men and
women in Everton spending 18 and 17 fewer years of their lives respectively in good health compared to
men and women living in Church.

Much of this morbidity and mortality is avoidable and despite significant improvement over the last 20
years, the rate of avoidable mortality in Liverpool has remained consistently 50% above the national rate.
This represents an additional 740 people dying every year in Liverpool with the leading causes of these
deaths being cancer, cardiovascular disease, and respiratory disease.

The cost-of-living crisis is also expected to have a negative impact on physical and mental health, with more
than half of British people? already reporting a negative health effect from increased food, heating, and
transport costs. In the short term, there will be an increased demand for health and care services and in
recognition of this, the Combined Authority has earmarked £5 million to provide voluntary and community
sector support®. In the longer term, the situation will likely exacerbate the existing health inequalities,
making them starker still.

This context provides an opportunity for organisations in Liverpool to work together to improve outcomes,
health and wellbeing for people living and working in Liverpool.

Collectively the six acute and specialist organisations in Liverpool provide local acute hospital services to
the people of Liverpool and the surrounding areas including Sefton and Knowsley. Liverpool based
providers also support service provision at neighbouring District General Hospitals such as Southport and
Ormskirk Hospital NHS Trust. All organisations in Liverpool also provide specialist tertiary services for the
wider Cheshire & Merseyside ICS, the North West of England, Isle of Man and North Wales, and train future
staff for a significantly wider footprint. Several organisations, namely Alder Hey Children’s NHS FT,
Liverpool Heart and Chest Hospital NHS FT, the Hewitt Fertility Centre and fetal medicine services at the

2 BMJ; Rising cost of living is damaging people’s health, says royal college, 2022.
https://www.bmj.com/content/377/bmj.01231?ijkey=8666283869e9198ad1ceb17bf009f6ab08e869138&keytype2=tf

ipsecsha
3 Liverpool City Combined Authority, 2022. https://www.liverpoolcityregion-ca.gov.uk/4-7m-cost-of-living-support-

prioritised-as-liverpool-city-regions-44m-shared-prosperity-fund-plans-revealed/
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Liverpool Women’s Hospital NHS FT, and The Walton Centre NHS FT, have a national and international
reputation that attracts quaternary referrals.

In this context, organisations in Liverpool have collectively developed a 5-year strategy, One Liverpool,
which runs from 2019 to 2024. Its aim is to deliver better population health and wellbeing in Liverpool, and
it represents a whole system approach to delivering change that engaged Liverpool City Council, the local
NHS and other key public and voluntary sector partners in its development. The One Liverpool Strategy is
part of the Liverpool City Plan and focuses on the positive and transformative actions that the health and
care system will take together and with the people of Liverpool to improve population health and reduce
health inequalities. In support of that, it has four objectives: 1. Targeted action on inequalities, at scale and
with pace; 2. Empowerment and support for wellbeing; 3. Radical upgrade in prevention and early
intervention; and 4. Integrated and sustainable health and care services. The strategy commits to being all
age, all ethnicity, physical and mental health, aimed at empowering residents, improving equity and
outcome focused.

Provider collaboration as a strategic enabler

The new Health and Care Act 2022 has a set of legislative changes to enable health and care to work more
closely together. The intention is that there is a duty to collaborate, promoting joint working across
healthcare, public health, and social care. The duty will apply to both NHS organisations and local
authorities with a focus on reducing competition, removing the legislation that hinders collaboration and
joint decision-making. Provider collaboratives are a key component of delivering system working, being one
way in which providers work together to plan, deliver, and transform services. National guidance has
mandated that all trusts providing acute and mental health services are expected to be part of one or more
provider collaboratives by April 2022.

By working effectively at scale, providers can properly address unwarranted variation and inequality in

access, experience, and outcomes across wider populations, improve resilience in smaller trusts, and

ensure that specialisation and consolidation occur where this will provide better outcomes and value.

Meeting these challenges is essential to delivering recovery from the pandemic and can only be achieved

by providers working together with a shared purpose. The experiences of existing provider collaboration

and the successful ways that providers have worked together to respond to the pandemic have

demonstrated the specific types of benefits of scale that can be delivered including*:

e Reductions in unwarranted variation in outcomes and access to services,

e Reductions in health inequalities,

e Greater resilience across systems, including mutual aid, better management of system-wide capacity
and alleviation of immediate workforce pressures,

e Better recruitment, retention, development of staff and leadership talent, enabling providers to
collectively support national and local people plans,

e Consolidation of low-volume or specialised services, and

e Efficiencies and economies of scale.

In identifying, promoting, and championing the benefits of collaboration, NHS England have encouraged
providers to build on local successes through provider collaborative structures and now, also require

4 https://www.england.nhs.uk/wp-content/uploads/2021/06/B0754-working-together-at-scale-guidance-on-provider-
collaboratives.pdf
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all providers to be part of a collaborative. This policy imperative is seen as a mechanism to ensure providers

support the delivery of the triple aim through:

e Aligning priorities,

e Supporting establishment of the Integrated Care System (ICS) with the capacity to support population-
based decision-making, and

e Directing resources to improve service provision.

In Cheshire and Merseyside, there are two provider collaboratives: Cheshire and Merseyside Acute and

Specialist Trust (CMAST) and Mental Health, Community and Learning Disability Collaborative (MHLDSC).

The acute and specialist providers are part of CMAST, which in addition to the triple aim priorities, has

identified a number of complementary functions that the collaborative can and should perform:

e Prioritising key programmes for delivery on behalf of the system, and

¢ Creating an environment of innovation, challenge, and support in order to deliver improved
performance and quality of service provision.

Following the success of a number of CMAST initiatives and the establishment of the NHS Cheshire and
Merseyside ICB, CMAST’s ways of working have been formalised through a Joint Working Agreement, which
has passed through each of the Trust Boards. The acute and specialist trusts have identified that a
preferred model for their closer collaboration and joint working is to establish a governance structure that,
so far as possible within the legislation, enables “group” and common decision-making structures. Each
organisation has agreed to establish a committee that has functions delegated to it from its respective
Trust which shall work in common with the other CMAST Committees in Common, but which will each take
its decisions independently on behalf of its own Board. The CMAST Committees in Common will act
collectively through the CMAST Leadership Board.

Through this Joint Working agreement, CMAST will pursue several immediate and short-term programmes
of work to ensure the coordination of an effective provider response to current system and NHS priorities

including ongoing pandemic response, NHS service restoration and elective recovery, support, and mutual
aid, sharing best practice, increasing standardisation, and reducing variation.

The health and care landscape of Liverpool, particularly the acute sector, is unusual with six separate acute
NHS organisations serving the local population. The complexity of the landscape is exacerbated by the
range of specialist hospitals and services, and the varied financial positions and spectrum of care quality
ratings across providers. Consequently, there is greater provider and system fragmentation within the
Liverpool boundary. In the context of national policy on provider collaboration, there is a greater
opportunity for working together differently and hence the review has focused on opportunities where the
benefits to staff, patients and the wider healthcare system can be realised.

Stakeholders spoke extensively about the foundations for closer collaboration that have been set in
Liverpool, particularly as a result of managing the Covid-19 pandemic response. During that time, a sense of
shared purpose helped to accelerate collaboration and draw on the collective strengths of all partner
organisations. A range of clinical examples of previous and current collaboration were cited including the
work of the Liverpool Neonatal Partnership, mutual aid during the pandemic between organisations such as
the use of paediatric ITU capacity at Alder Hey Children’s NHS FT for adults, and stroke services between
Liverpool University Hospitals NHS FT and The Walton Centre NHS FT. Additionally there were some limited
examples of risk sharing between organisations, specifically for spinal services between Liverpool University
Hospitals NHS FT and The Walton Centre NHS FT, and haemo-oncology services between Liverpool
University Hospitals NHS FT and The Clatterbridge Cancer Centre NHS FT. Beyond clinical collaboration,
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colleagues described opportunities that had been realised in the establishment of CIPHA as a population
health management platform across Cheshire and Merseyside, and sharing of new internationally recruited
nurses between Liverpool Heart and Chest Hospital NHS FT, The Walton Centre NHS FT, and Liverpool
University Hospitals NHS FT.

The engagement that has taken place to date has clearly highlighted an enthusiasm for collaboration, and
to build on the existing strengths within the organisations and the ongoing mutual aid arrangements that
exists between organisations.

Purpose and scope of the review

CF was commissioned in August 2022 by the Cheshire and Merseyside Integrated Care Board (ICB), NHS
Cheshire and Merseyside, with day-to-day oversight from the One Liverpool Partnership Board, to
undertake an independent review of the acute care model with a view to identifying opportunities that will
improve clinical hospital-based services in terms of clinical quality, efficiency, and effectiveness. The
original terms of reference for the review can be found in Annex 1.

The organisations primarily in scope of the review were the six NHS Trusts that are part of the Liverpool
Place: Alder Hey Children’s NHS FT, Clatterbridge Cancer Centre NHS FT, Liverpool Heart and Chest Hospital
NHS FT, Liverpool University Hospitals NHS FT, Liverpool Women’s Hospital NHS FT, and The Walton Centre
NHS FT.

Other partners core to One Liverpool include general practice, Mersey Care FT, and Liverpool City Council.
The North West Ambulance Service (NWAS), the University of Liverpool and Liverpool John Moores
University are also key partners to the six acute and specialist providers.

At the outset of the work, colleagues requested a reset of the scope of work. In particular, colleagues felt
that the starting point for the review needed to articulate the significant collaborative efforts that were
already underway. The revised objectives of the review were to identify and detail how to realise
opportunities that optimise the acute care model for Liverpool including co-designing seamless pathways of
care for those using services, which provide high quality and safe care, improving equity and integration in
terms of access and outcomes, making best use of resources to create long term financial and clinical
sustainability and maximising the wider potential of Liverpool City Region.

This revised scope was then socialised through a set of meetings and agreed by One Liverpool Partnership
Board on 2 August.

The deliverables agreed were:

e A case for collaboration that sets out the context for, and drivers of, deeper collaboration, the priorities
that have been chosen for collaboration and reasons why;,

e Ablueprint for collaborative opportunities that sets out detail on how to realise the collaboration
opportunities chosen and identified areas of challenge and requirements to overcome,

e An articulation of the conditions for success which describe the supporting arrangements that will need
to be in place to achieve the domains of collaboration outlined in the case for collaboration, and

¢ Animplementation roadmap which sets out the steps needed to deliver the blueprint and support
conditions for success.
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Approach to the review

The approach to the review was one of Appreciative Inquiry (Ai), which is an established method to
facilitate change that seeks to build on what is already working well. Collaboration opportunities were
identified through exploring where strengths can be harnessed, where challenges are shared and where
individual challenges need to be addressed collaboratively.

The review was conducted in full recognition of the NHS Long Term Plan, the One Liverpool Strategy, and
the strategies of the six organisations. In support of that, over 50 documents were reviewed and
considered as part of the review.

The terms of reference highlighted the need to engage with a range of stakeholders, including those
beyond the primary scope of the review. The discovery phase of the work engaged almost 300 people with
70 individual interviews, group discussions with each of the acute and specialist provider executive teams
and hospital management groups that engaged over 50 people, a GP engagement session with eight PCN
clinical leads, and over 150 senior staff from across Liverpool contributing via a staff survey.

The engagement was supplemented by extensive data analysis to sense check and evidence the hypotheses
and views expressed in the interviews, discussions, and survey outputs.

The outputs of the discovery work were reflected back, tested, and refined in a series of joint sessions — a
small group discussion, a system-wide workshop and as part of a One Liverpool Partnership Board
discussion in September 2022. The opportunities that have been identified vary in their detail, reflecting
the constraints of the process.

The full interview list can be found at Annex 2 and covers both those people engaged through one-to-one
and group discussions. The survey was anonymous. Participants in the workshops and boards meetings,
which engaged in the overall findings reflected in this report are also listed in Annex 3.

Representatives from each organisation agreed the next phase of the work should move on to address the
most critical issues facing the system, which are the longstanding clinical risks for women’s health, current
financial sustainability, and operational pressures for emergency care. They also wanted to push
recommendations to a tangible level of detail on a subset of opportunities, as opposed to a broad-brush
approach on many. Consequently, a gateway review including prioritisation took place as part of a One
Liverpool Partnership Board discussion.

For the prioritised opportunities, a series of task and finish groups, involving clinical colleagues from all
organisations, was held to work through the detail of the opportunity, with a system workshop to check
and challenge the outputs. Participants in each task and finish group are listed in Annex 4 and for the
workshop in Annex 3.

The roadmap for pursuing the opportunities was explored in a smaller roundtable discussion and confirmed
at the One Liverpool Partnership Board discussion in November 2022. Participants of both meetings are
listed in Annex 3.

The rest of this document sets out the case for greater acute and specialist provider collaboration, the

priorities for action, and the conditions needed for success, and includes the recommendations of the
review.
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The case for greater acute and specialist provider collaboration

Twelve collaboration opportunities have emerged through the engagement and collectively these make up
the strategic agenda for collaboration between the acute and specialist providers. These opportunities are
additive to pre-existing priorities and will in some cases require wider partnerships to deliver on them. They
outline a holistic and systematic requirement for collaboration between the acute providers themselves,
and collectively with Mersey Care, PCNs, and the local authority, in particular, but also the academic
institutions in Liverpool and other stakeholders.

Improving physical and mental health by providing more anticipatory care, especially for people with
long term conditions and complex lives, through strengthened relationships with primary care

Liverpool has a higher burden of long-term conditions and multimorbidity than the national average. The
consequence of this is an increased use of hospital-based services, which reactively manage deterioration
and acute exacerbation as opposed to the proactive anticipatory management that could avoid use of
hospital-based services. Liverpool also has one of the highest rates of unplanned admissions for chronic
ambulatory sensitive conditions, with an additional 365 people a year admitted to hospital compared to the
rest of the country. Much of this activity is from relatively small groups of the population - people with
Complex Lives and long-term conditions.

Around 45% of the population have one or more long-term condition (LTC). People with LTCs account for
60% of all A&E attendances, 85% of all hospital admissions, 92% of mental health contacts and 91% of all
community contacts. The long-term conditions that affect people living in Liverpool at a higher rate to the
rest of England are chronic obstructive pulmonary disease (COPD), coronary heart disease (CHD), obesity,
and depression. In Liverpool, there are 80,000 people with high blood pressure, 17,800 people with
coronary heart disease and 17,400 with chronic obstructive pulmonary disease. The prevalence of these
conditions is similar to the national average although many of these conditions will be co-existing,
increasing the burden of disease. Throughout the engagement colleagues reflected on the younger
presentation and extent of multi-morbidity in Liverpool.

In Liverpool people with complex lives represent 1% of the population but account for over £43 million
spent every year on health and care services, or around 5% of the total locally commissioned expenditure
on acute and community and services. They are people who have either:
* One or more physical condition, and one or more mental health condition, and one or more of
either homelessness, substance and/or alcohol abuse, history of offending, high intensity use of
A&E, history of being looked after, or domestic abuse,
* Orregardless of physical or mental health, three or more from - homelessness, substance and/or
alcohol abuse, history of offending, high intensity use of A&E, history of being looked after, or
domestic abuse.

People with Complex Lives are twice as likely to use acute hospital services than others and more than ten
times as likely to use mental health services. As well as being more likely to access services, the average use
of services is also significantly higher for those with Complex Lives, with 2.5 emergency department
attendances per year compared to 0.3 for the rest of Liverpool, and 8 mental health contacts per year
compared to 0.4.

Colleagues spoke passionately about the significant opportunities for collaboration to provide holistic,
preventative, and anticipatory care for people in Liverpool and expressed a strong desire to work in
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partnership with primary care to deliver this care. Many of the foundational elements needed, such as an
integrated dataset, are already in place in Liverpool through CIPHA and so collaborative effort on
population health management could have significant impact. Work to set up multi-disciplinary
neighbourhood teams and provide integrated care must begin now for benefits to be realised in the future.

In pursuit of this opportunity, the acute and specialist providers in Liverpool should continue work
collaboratively with system partners to support the development of effective place-based partnerships as
part of the One Liverpool programme of work to deliver holistic, anticipatory care through multi-
disciplinary neighbourhood teams that take targeted action at PCN-level. The CORE20plus5 approach
should also be embedded into the One Liverpool strategy and delivery methodology to ensure that
prevention and addressing health inequalities are core to the programme of work.

For long term conditions, an anticipatory model of care should be developed and implemented that
encompasses case finding, care planning, structured education and self-management, and access to
specialist opinion involving a health and social care multi-disciplinary team at a PCN level. For people with
complex lives, the anticipatory model should be supplemented by care planning and navigation / co-
ordination, rapid response, reablement and a healthy living environment. The One Liverpool Programme
already has programmes of work related to both segments and these opportunities should be taken
forward by the relevant Segment delivery groups.

Making place-based partnerships a priority ensures that the needs of local populations, at place and
neighbourhood level, are being recognised by leveraging collective expertise, insight, and relationships. The
objectives of a place-based partnership centre on improving the quality, co-ordination and accessibility of
health and care services and this needs to be a focus in order fully to respond to the case for collaboration.

Creating socially inclusive training and employment opportunities for the Liverpool City
Region, leveraging anchor institution status to address local deprivation

The position of NHS organisations as major employers and anchor institutions in the Liverpool City Region
emphasises the role of a hospital beyond the direct patient care benefits that they deliver. Having a
hospital within the community generates wider economic benefits as a result of the jobs it offers. It is also a
focal point which can help partnerships between healthcare organisations and communities responding to
the wider social determinants of health.

People living in Liverpool are more disengaged from the labour market with long-term unemployment rates
twice that of the rest of England (3.9 people per 1,000 working age people in Liverpool vs. 1.9 in England).
One in ten people receive Employment and Support Allowances compared to one in twenty in the rest of
the country. This is even starker for those with long term health or mental health conditions with more
relatively disengagement in the labour market than in the rest of the country.

One consequence of this lack of employment is that Liverpool has the greatest extent of deprivation in the
country: two thirds of people in Liverpool are in the most deprived 30% of people nationally, and 8% are in
the most deprived 1%. Income deprivation affects four in ten children in Liverpool, the fourth highest rate
in the country after Middlesbrough, Knowsley, and Hartlepool. The lack of money (or low income) has been
shown to have the strongest impact on children’s cognitive, social-behavioural, educational attainment and
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health outcomes, independent of other factors®. The consequence is increased risk of social and economic
disadvantage in early adulthood, which includes lower earnings, higher risk of unemployment or spending
time in prison (men) and becoming a lone parent (women)®’.0Once employed, however people living in
Liverpool have better weekly earnings (£480) than in other Core Cities (£465).

There is an imperative to support local people to gain and remain in employment, taking collective action
to address local deprivation. Specifically, stakeholders described energy around creating socially inclusive
training and employment opportunities through apprenticeship and preceptorship programmes for the
Liverpool City Region. While many organisations offer a small number of such programmes already, the
collective efforts of the acute and specialist providers in Liverpool could scale and significantly extend the
reach of the ongoing work. Many other systems are already working collaboratively on socially inclusive
employment to address local workforce challenges, by pooling and making use of unused apprenticeship
levies and jointly procure training programmes for apprentices that could be replicated in Liverpool.

Improving outcomes and access to emergency care, making optimal use of existing co-adjacencies at
Aintree, Broadgreen, and Royal Liverpool sites

Urgent and emergency pathways in Liverpool are one of the greatest points of pressure for the city,
frequently cited by stakeholders as the most significant issue after the sustainability of women’s health
services in Liverpool. There are challenges with both timely access and poor outcomes, and performance
has worsened since the onset of the covid pandemic. In most places access is falling short of national
standards, especially with respect to emergency department waits.

People seen within four hours of arrival in Type 1 emergency departments
Proportion of total attendances, August 2021 to July 2022
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Figure 2: Four hour performance by organisation

5 Cooper K and Stewart K. Does money affect children’s outcomes? An update. London: Centre for Analysis of Social
Exclusion; 2017. http://sticerd.lse.ac.uk/dps/case/cp/casepaper203.pdf (accessed 24/10/2022)
6 Gregg P, Harkness S and Machin S. Child poverty and its consequences. York: Joseph Rowntree Foundation; 1999.

www.jrf.org.uk/report/child-poverty-and-its-consequences (accessed 24/10/2022)

7 Gregg P, MacMillan L and Vittori C. Nonlinear estimation of lifetime intergenerational economic mobility and the role
of education. Department of Quantitative Social Science working paper no. 15-03. London: Institute of Education;
2015. http://repec.ioe.ac.uk/REPEc/pdf/qsswp1503.pdf (accessed 24/10/2022)
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Liverpool University Hospitals NHS FT sees 52% of people within four hours of arrival at an emergency
department. This is 43% below the constitutional standard, and 9% below the national average as set out in
Figure 2.

Emergency inpatient services across Liverpool are more commonly provided from only one of the city’s five
acute sites compared to other areas, with some notable exceptions, which are non-interventional
cardiology, respiratory and haematology services. This means that when people need specialist care, they
frequently require transfer to another site and their care may become fragmented in some places. For
some specialties and conditions, this results in long lengths of stay in the emergency department (Figure 3)
and inpatient lengths of stay that are double the national average. This is associated with increased
mortality and poorer outcomes for patients.

Length of stay in ED
Average length of stay in hours, 2021/22
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Figure 3: average length of stay in the emergency department by speciality

A specific example of this is care for non-ST elevation myocardial infarctions (NSTEMI). Liverpool has the
fifth highest rate of death attributed to heart disease in England, whilst NHS Cheshire and Merseyside ICB is
ranked 40 of 42 for access to invasive investigation for NSTEMI within 72 hours of hospital admission. When
we consider length of stay for those with a NSTEMI, patients admitted to Aintree University Hospital or
Royal Liverpool Hospital who are subsequently transferred to Liverpool Heart and Chest Hospital NHS FT
have on average a combined length of stay that is double the length of stay of those who are admitted
directly.

NSTEMI is an example of fragmented care and through the engagement it was clear that there were several
other groups of people that were not having their emergency needs met through the existing pathways
including women, people with head injuries and people with mental health needs.

Opportunities exist across a spectrum of collaboration. This includes sharing best practice, data and
information, standardising quality, and performance standards, creating rotational posts and shared roles
between organisations, standardising pathways, and ensuring robust protocols and procedures are in place,
networking services and consolidating services. Stakeholders agreed it was important to consider this
opportunity in more detail to understand where greater collaboration could have the most impact.

Levelling-up performance on cancer and cardiovascular disease to address health inequalities

Cancer is the city’s largest cause of premature deaths with 605 deaths under the age of 75 in 2020,
representing around a third of all premature deaths in Liverpool.
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The impact of the pandemic on cancer care has been significant. The number of people referred for a
cancer assessment has grown by 134% over the last 2 years and the number of people on the cancer
waiting list has increased by 220% as shown in Figure 4. The 62-day backlog has increased by 241%
compared to the pre-Covid baseline, with progress to work off the backlog worsening in recent months
with progress to clear the 104-day cancer backlog also having stagnated recently.

Referrals for cancer assessment Referrals for cancer patient tracking list
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Figure 4: cancer assessment and patient tracking list referrals for Cheshire and Merseyside

This is a significant increase from the pre-pandemic baseline and collaboration between organisations
needs to ensure that capacity is directed effectively between planned care backlog clearing efforts. The
Cheshire and Merseyside Cancer Alliance is responsible for taking forward cancer recovery efforts including
reducing waiting times for diagnosis and treatment, improving awareness of the symptoms of cancer,
providing personalised care, and focusing on prevention to stop cancer from developing in the first place.

Every week, three people are diagnosed with cancer in the Emergency Department at the Royal Liverpool
Hospital, and this cohort of patients also exposes some clear inequalities - patients diagnosed with cancer
in the Emergency Department last year were between 2 and 6 times more likely to be from an ethnic
minority than white. We know that cancers diagnosed in ED are likely to be in later stages of disease
progression and there is likely to be an impact on survival rates as a consequence. Action to address late
diagnosis of cancer and inequalities in access requires a place-based approach involving primary care and
local government, working at PCN level to implement culturally sensitive targeted interventions, taking
account of local needs. This approach should be endorsed by the Cancer Alliance and could be rolled out to
other places in the Cheshire and Merseyside ICS.

Similarly, there are opportunities in cardiovascular disease, which is the second biggest cause of premature
mortality in Liverpool, with around 400 deaths a year of people aged 75 and under from all cardiovascular
causes. Liverpool has the fifth highest rate of death attributed to heart disease in England and the ninth
highest from acute myocardial infarction for men. Cardiovascular disease is considered to be largely
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preventable through a healthy lifestyle and the early detection and control of risk conditions; atrial
fibrillation (AF), high blood pressure (hypertension, BP) and high cholesterol (the ‘ABC’ of CVD prevention).
While significant progress has been made in diagnosis atrial fibrillation, gaps in hypertension and high
cholesterol diagnosis and early treatment exist with only 58.5% of the expected people with high blood
pressure diagnosed and of those diagnosed only 57% being treated in accordance with NICE guidelines.
Cardiovascular disease and its early diagnosis are associated with deeply embedded inequalities in
Liverpool and is the most significant contributor to the gap in life expectancy between the most and least
deprived in Liverpool, accounting for 21% of the difference in 2021.

As with cancer care, action to address late diagnosis of cardiovascular disease and inequalities in access
requires a place-based approach involving primary care and local government, working at PCN level to
implement culturally sensitive targeted interventions, taking account of local needs. This approach should
be endorsed by the Liverpool Cardiology Partnership and could be rolled out to other places in the Cheshire
and Merseyside ICS.

Providing timely access to high-quality elective care by making efficient use of existing estates and assets

Elective waiting lists have grown across Liverpool by a third every year since 2019 as shown in Figure 5. This
rate is expected to increase even further as the post-COVID recovery or ‘bounceback’ in referrals continues
to be seen. While all trusts in Liverpool have seen an increase in the number of people waiting for
treatment, Liverpool University Hospitals NHS FT has faced very challenging circumstances with both a
significant elective 18 week and 104+ week backlog across multiple specialities. As of July 2022, 49% of
patients were seen within 18 weeks with 9,869 waiting more than 52 weeks for treatment at Liverpool
University Hospitals NHS FT, and 62 people waiting more than 104+ weeks as of June 2022. Waits of this
nature mean that patients are living with painful conditions for longer, and recent research® has shown that
those who wait more than 6 months for elective surgery will have a 50% increased chance of worse
outcomes — a far shorter period than the 52 weeks many patients have waited already.

8 Cisternas, Alvaro F.a; Ramachandran, Roshnia,*; Yaksh, Tony L.b; Nahama, Alexisa Unintended consequences of
COVID-19 safety measures on patients with chronic knee pain forced to defer joint replacement surgery, PAIN
Reports: November/December 2020
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Working through the elective backlog will be long-term challenge, given the continued ‘bounceback’ and
the size of the current waiting list. The service changes set out by Liverpool University Hospitals NHS FT

following its formation seek to create a split between elective and emergency activity, concentrating the
former at Broadgreen. Implementation of this new configuration will not be immediate and, beyond this

there is also an opportunity in the short to medium term to think about how to make efficient use of
existing estates and assets across the city.
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Figure 5: incomplete referral to treatment waiting list

Following the pandemic, the Cheshire and Merseyside Acute and Specialist Trust Provider Collaborative
(CMAST) mobilised a programme of work focusing on elective recovery efforts. The programme seeks to
recover activity levels to pre-Covid levels and exceed them, reduce the waiting list and treatment backlogs,
and transform pathways to deliver resilient pathways in the longer term.

Within Liverpool, all organisations in the city have physical theatre capacity that could be used between
organisations more effectively to provide timely access to high quality elective care. An example of this in
practice during the pandemic was the provision of ophthalmic surgery at the Crown Street site.
Collaboration at the Liverpool footprint should be pursued alongside CMAST efforts on the basis that the

any negative impact to access to care is minimal between these providers, and currently represents an
underutilisation of system capacity.

Providing an increase to the level of elective capacity, where patients have a far lower risk of their
procedure being cancelled or postponed due to emergency pressures, provides greater resilience in the
system. This benefit is conferred when it is needed most, during periods of particularly high demand, such
as winter, when elective performance typically suffers. In addition to the patient benefit, the ability to
provide protected elective services offers more effective and attractive training opportunities and a
potential opportunity to consider repatriation of activity from outside of Liverpool. There are also central
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incentives for ICSs to recover elective activity to above pre-pandemic levels and collaborative efforts within
and even beyond acute and specialist providers in Liverpool would support collectively achieving the
funding available through the Elective Recovery Fund.

Solving clinical sustainability challenges affecting women’s health in Liverpool

Overwhelmingly, the most important challenge stakeholders identified as needing to be addressed was
clinical sustainability of services for women in Liverpool and the associated clinical risk. The Liverpool
Women'’s Hospital NHS FT is a maternal medicine centre, has a world-leading reproductive medicine unit,
and provides tertiary services across its full portfolio of specialities. The Liverpool Women'’s Hospital NHS FT
main hospital site at Crown Street is isolated from other adult services in Liverpool meaning it is less able to
manage acutely ill or rapidly deteriorating patients, women with complex surgical needs and significant
medical co-morbidities. There is a lack of specialist expertise on site to render assistance, intensive care
facilities and critical care outreach services, 24-hour laboratory services to support diagnosis, monitoring
and intervention, therapies and recovery support, a blood transfusion laboratory suitable for the
management of major haemorrhage, and imaging facilities to support timely diagnosis. Specifically, seven
of twelve co-dependencies for maternal medicine centres (and therefore for consultant-led obstetric
services) are not currently met at the Crown Street site. Additionally of the 1,132 standards for service
delivery, currently 118 are not met by the Liverpool Women’s Hospital NHS FT, and 75 of these are not met
as a consequence of being on an isolated site.

Services should be co-located in the same hospital

. Services do not meet recommendations
Adult critical care

General and obstetric anaesthetics . L .
Service provision inconsistent

Neonatology: L3
Emergency general surgery Services meet recommendations
Acute medicine

Acute stroke

General cardiology
Interventional radiology
X-ray

Obstetric ultrasound
Urgent access to CT scan

Emergency haematology and biochemistry

Figure 6: co-dependencies met for maternal medicine centre and consultant-led obstetric unit

Similarly, other adult acute sites in Liverpool do not have co-located women’s services and are therefore
less able to meet women’s medical needs, including women who are pregnant, when they present at the
emergency department or who are inpatients at other sites.

A number of groups are particularly impacted by the configuration of services across sites:

¢  Women with complex conditions who need specialist care while pregnant as their birth is classed as
‘high-risk’

¢ Pregnant women needing intensive care while giving birth

e Babies requiring complex surgery after birth followed by specialist neonatal care
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¢ Women needing intensive care while undergoing surgery for a gynaecological issue

¢  Women with complex conditions who need acute medical or surgical input

e Women admitted to LWH with acute medical or surgical problems needing general or specialist opinion

¢  Women with complex gynaecological issues requiring surgery and those with gynaecological cancers
requiring surgery

The consequence of this is that women and babies are transferred by ambulance between sites to receive
the care they need. LWH has the one of highest rate of transfers in the country for mothers and their
babies with 11 transfers for every 1,000 discharges.

LWH is the only specialist obstetric and gynaecology service provider in the country in such an isolated
position. This has created a significant gender inequality in access to services and suboptimal quality of care
for women and their families, as well as increased risks for clinical and care staff to manage, both at the
Crown Street site and other acute sites across Liverpool. The current risks have a multitude of impacts
including difficulties in recruitment and retention, particularly for gynaecologists and anaesthetists, and an
inability to meet national care standards. They are also driving increased clinical negligence costs for LWH
with maternity CNST costs per £100m the highest in the country by a significant margin, over and above what
those costs that are driven by the case mix and highly specialised service provision at the Liverpool Women’s
Hospital NHS FT.

While many risks have been mitigated or worked around, stakeholders spoke extensively about their
concerns for the safety of women and babies whose condition deteriorates while within the hospital and
the subsequent risk of being transferred across the city.

Combining expertise in clinical support services to provide consistent services across the city

Stakeholders have spoken enthusiastically about the collaboration that already takes place for delivering
clinical support services, both within the city, such as Liverpool Clinical Laboratories, and as part of the ICS,
such as Cheshire and Merseyside Radiology Imaging Network (CAMRIN). There was widespread recognition
that there was still scope for further collaboration to combine expertise in clinical support services. The
imaging and pathology networks sit within the overarching CMAST Diagnostic Programme, which brings
together all diagnostic networks, including endoscopy, Community Diagnostic Centres, physiological
testing, primary care diagnostics and digital in diagnostics. This dedicated programme of work is focused on
diagnostics with focus on driving forward and facilitating collaboration, improving productivity, reducing
waiting and reporting times, and ensuring only clinically appropriate tests are carried out.

Diagnostic imaging

Diagnostic tests, both imaging and reporting, have seen increased waiting times in 2022 compared to 2021
for six week waits, which reached a peak of 45% of the waiting list, and 13 week waits, which reached a
peak of 25% of the waiting list.

Trusts within Cheshire and Merseyside have been working collaboratively since they joined together to
procure their Radiology Information System (RIS) and Picture Archiving Communication Software (PACS) in
2012. This approach was ground-breaking and the first of its type in England and it is now seen as the gold
standard for imaging networks. Since 2016, 12 Trusts across the ICS have come together to work on a large-
scale change programme to improve services for patients and staff. Opportunities continue to exist to unify
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systems as well push innovative practice further in this space including implementing the use of Al at scale
in radiology.

One of the biggest challenges facing the service is the scale of the workforce challenge and while work is
ongoing at the ICS level, stakeholders identified opportunities for further collaboration, specific to the
acute and specialist Trusts in Liverpool. Joint radiology training posts and appointments between the
organisations in Liverpool were thought to be valuable to support recruitment and retention of staff.

As with elective backlogs, collaboration to address 6- and 13-week backlogs for diagnostic imaging services
at the Liverpool footprint should be pursued alongside CMAST efforts on the basis that the any negative
impact to access to care is minimal between these providers, and currently represents an underutilisation
of system capacity. These opportunities should be taken forward specifically by the Imaging workstream
and the Imaging Network Management Group which forms part of the CMAST Diagnostic Programme.

Pathology

There is significant work underway to develop the Cheshire and Merseyside Pathology Network and
consolidate pathology services across the footprint. The direction of travel has been consolidation of
pathology services to concentrate expertise and deliver targeted investment to strengthen a regional
pathology network. Following the formation of Liverpool University Hospitals NHS FT, Liverpool Clinical
Laboratories (LCL) developed as a successful partnership between three organisations: Liverpool Heart and
Chest Hospital NHS FT, Liverpool University Hospitals NHS FT, and Liverpool Women’s Hospital NHS FT. LCL
employs over 500 staff and processes the sixth highest volume of laboratory tests in England.

Stakeholders expressed that there was an opportunity for other organisations to take part in LCL and
support its ambition to become a centre of excellence for clinical diagnostic and investigation services. To
realise this opportunity, ways of working between existing organisations in the collaboration as well as any
new partners need to be reset and worked through.

This opportunity should be taken forward specifically by the Pathology workstream and the Pathology
Network Management Group of the CMAST Diagnostic Programme.

Pharmacy

Currently acute and specialist organisations in Liverpool collectively spend £11.4 million on pharmacy
services for the city. Some organisations provide their services separately to one another, including having
duplicated services on the same site. Colleagues described the pharmacy workforce as being particularly
fragile due to increasing workloads and a lack of funding and opportunity for training opportunities for
pharmacists.

The Transfers of Care Around Medicines initiative between Cheshire and Merseyside trusts and community
pharmacies has saved £11 million over three years and an estimated 6,008 bed days® through medication
reviews after discharge in the community. This collaboration is believed to be the fastest and widest roll-
out of any such initiative in England, demonstrating the scope for further collaboration in this space.

% https://www.pharmacynetworknews.com/health-nhs/cheshire-and-merseyside-pharmacies-help-save-nhs-11-
million

Page 177 of 398



For future collaboration, stakeholders identified opportunities similar to those for radiology, with joint
appointments as an opportunity to address the sustainability and resilience of the pharmacy workforce.
This would enable better training opportunities for pharmacy staff with a broader range of experience and
specialisms, which would in turn support recruitment and retention.

Colleagues also thought there would be benefit in pursuing a partnership model similar to the LCL to
provide a single pharmacy function across Liverpool, recognising that collaboration on pharmacy services
for the Aintree and Broadgreen sites already exists. Leveraging the scale of this service would enable
pharmacists to spend more time on clinical services, and less time on infrastructure or back-office
services™. This in-turn would allow pharmacist to drive medicines optimisation on wards in hospitals,
thereby securing better outcomes for patients and better value for money.

Developing world-leading services in Liverpool by realising the collaborative potential in innovation,
research, and clinical trials

Over the years, the research and education infrastructure of Liverpool has had healthy investment, with
significant resources available across the city region. Stakeholders almost universally reflected that there
were opportunities to leverage this infrastructure. There are two NIHR funded Clinical Research Facilities
(CRF) in the city, one at the Royal Liverpool Hospital and the other at Alder Hey Hospital. These are two of
28 research facilities across the UK funded by the NIHR, and Alder Hey’s CRF is one of two exclusively for
paediatric patients in the country. Funding for these facilities has been granted until 2027. Organisations in
Liverpool are estimated to have a combined income of c.£104 million annual for research and development
in 2021/22, of which £31.6 million is Trust based and £73 million is allocated to academic institutions.

The acute and specialist trusts in Liverpool work in partnership to deliver the Liverpool CRF with 26 beds at
the Liverpool University Hospitals NHS FT, units at the Clatterbridge Cancer Centre NHS FT, and at the
Liverpool Heart and Chest Hospital NHS FT. The CRF at the Royal Hospital sites has more than doubled in
size from 12 beds to 26 beds as part of the move to the new hospital. The CRF was instrumental in
responding to the COVID-19 pandemic, working in partnership with academics at the University of
Liverpool and Liverpool School of Tropical Medicine to test and develop vaccines and medicines to combat
the virus.

As well as the CRF, organisations in Liverpool are involved in wider research collaboration. Examples
include:

e Liverpool has an Experimental Cancer Medicine Centre (ECMC), which is a collaboration between
the University of Liverpool (Liverpool Clinical Trials Centre and Good Clinical Practice Laboratory
Facility) and The Clatterbridge Cancer Centre NHS FT

e The Clatterbridge Cancer Centre NHS FT is also part of a Biomedical Research Centre (BRC) with The
Royal Marsden NHS FT, The Institute of Cancer Research (ICR), and City, University of London,
which is the only BRC specifically focused on cancer

10 Department of Health and Social Care, 2015. Operational productivity and performance in English NHS acute
hospitals: Unwarranted variations.
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/499229/Operati
onal_productivity_A.pdf
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e The Liverpool Centre for Cardiovascular Science (LCCS) has also been formed as a strategic research
platform between University of Liverpool, Liverpool Heart and Chest Hospital Trust, Liverpool John
Moores University and Liverpool Health Partners

e The Liverpool Neuroscience Biobank at The Walton Centre (LNBW) was established to promote
multidisciplinary basic and translational neuro-oncology and neurology research working in
Liverpool and within the Brain Tumour North West Collaboration.

Despite the investment in clinical research, clinical trial participation per 100,000 of the population in
Liverpool is lower than Core City peers. Clinical research brings significant benefits to the patient
population and studies have shown that Trusts with the best emergency mortality outcomes were those
that were most active in clinical research®!. A systematic review by the Health Services and Delivery
Research programme, suggested that engagement with clinical research by individuals and healthcare
organisations increased the likelihood of a positive healthcare performance.

The NIHR-INCLUDE commission, which sought to address the lack of representation in health and care
research, identified the socio-economically disadvantaged, unemployed, and those on low income as
under-represented groups in research'*®3, Liverpool presents an opportunity to enhance research for such
under-represented groups. People living in the city have some of the most challenging social issues in the
UK, which means there also is a chance for research to make an impact on health where it is needed most.

Outstanding
reputation

Duts;al?ldingcare - — X Recognition for clinical &
elivery o become a world leading service academic performance
requires additional criteria _

Public evidence of
SUCCEes5es

Staff engaged in promoting the service
externally

Digital maturity to underpin clinical performance

Ability to monitor and showcase strong performance
and outcomes

Stable workforce suitably skilled to deliver and effectively

Sharing practice by teaching others

Large patient population treated to a
consistently high standard

supported by infrastructure and enablers

Sufficient volume of activity to deliver high quality care and maintain safe
levels of staffing

Shared, well-defined and well-led specialty-level vision and mission

Figure 7: world-leading services framework

11 Research Activity and the Association with Mortality, https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4342017/

12 NIHR (2020) Improving inclusion of under-served groups in clinical research: Guidance from the NIHR-INCLUDE
project. UK: NIHR. Available at: www.nihr.ac.uk/documents/improving-inclusion-of-under-served-groups-in-clinical-
research-guidance-from-include-project/25435 (date accessed: 21/10/2022)

13 NIHR (2020) Ensuring that COVID-19 Research is Inclusive: Guidance from the NIHR CRN NIHR-INCLUDE project. UK:
NIHR. Available at: www.nihr.ac.uk/documents/ensuring-that-covid-19-research-is-inclusive-guidance-from-the-nihr-
crn-include-project/25441 (date accessed: 21/10/2022)
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In addition, being able to harness the research and innovation potential across the Trusts is vital in fulfilling
the criteria to becoming world leading services. The ‘Outstanding’ reputation that many of the acute and
specialist Trusts have for service delivery from the CQC can be built upon to deliver world-leading services.
A strong academic strategy will support delivery of the world leading services by attracting research
funding and investment, talent, and driving quality as set out in Figure 7.

The research and innovation agenda for the city should be pursued through a refreshed scope of the
Liverpool Health Partners (LHP), working with all existing partners and additionally include Liverpool City
Council and Applied Research Collaboration North West Coast. The refreshed scope of the LHP should
consider:

e Delivering data-enabled clinical trials from end-to-end by using routine data rapidly to identify potential
trial recruitment pools, recruiting participants through a single point of entry, and tracking them
through a trial using data collected from routine sources and telemedicine

e Establishing a hub to act as a single point of planning and operations for organisations interested in
running a clinical trial in Liverpool, supported by spokes that support recruiting participants and
facilitating ongoing monitoring

Attracting and retaining talent across Liverpool, providing a more joined-up offer for staff

Health and social care is the largest employer in the Liverpool City Region, employing 117,000 people.
Across the six organisations, around 25,000 people were employed and £1.29bn was spent on workforce
costs in 2021/22. As a result, the workforce agenda between the acute and specialist trusts is significant
and has far reaching consequences into the community.

According to senior staff, the biggest challenge to ongoing service delivery is recruitment and retention of

staff (Figure 8). This reflection is supported by data and is seen to manifest in several ways:

e The turnover rate for medical staff is relatively high, ranging between 20% to 35% across the Trusts,
with four of the six organisations having a rate above the national median of 30%.

e Staff motivation shows room for improvement with staff reporting on or below average motivation
scores in five out of six organisations.

e Satisfaction with training programmes is also variable across Liverpool with overall satisfaction lower
than the national average at four out of six organisations.

e Use of bank and agency staff is high, and competition for capacity in the same staff groups leads to
often escalating rates paid out to staff and subsequently disproportionate spend on agency and bank
rates.
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Clinical Services Review survey (n=150)
Q: What are the biggest challenges being faced by your service/specialism?, Number of survey respondents

Recruitment and retention of staff

[
(=]
=y

Delivering care within the resource constraints

The number of challenges we need to address

Headspace to think strategically

Staff experience

Our financial position

Our ability to address health inequalities
Patient experience

Other

Quality of our service

Our research track record

Our approach to innovation

\‘ I

Qur leadership 13

Figure 8: Liverpool Clinical Services Review survey - biggest challenges faced by your service responses

Colleagues also consistently described how competition between Trusts magnifies this challenge in
particular in relation to staff groups that are common to all organisations, such as theatre staff.

To address these issues, stakeholders described a host of different opportunities in this space to work
collaboratively to attract and retain talent at all levels. These included an integrated training and
development offer, implementing staff passports, standardising policies, collective workforce planning, and
joint recruitment. Working together to create a strong employer brand could improve recruitment and
retention rates, reduce recruitment costs, and increase pride amongst staff.

A consistent theme in the opportunities described was the opportunity to integrate training, education, and
development for staff. The collective scale and the diversity of work within the organisations allow for a
greater range of programmes, and more varied training opportunities to be offered to all staff. Colleagues
also described how each organisation had its own leadership development training and that a joint
programme in this space could support colleagues to lead for collaboration. Colleagues also felt that
implementing staff passporting mechanisms would not only improve often lengthy mandatory and staff
training requirements, allowing faster recruitment, but would enable the movement of staff seamlessly
between sites and support filling gaps in staffing at other organisations.

Working together could allow all organisations to set a single set of policies and prices for temporary
staffing, allowing for a more consistent level of spend between them particularly given financial constraints.
Work to set up a collaborative bank also has the potential to release significant savings, as well as bring
greater flexibility of working for staff.

Through CMAST, there is an existing Workforce Programme focused on addressing system workforce
pressures and leading on workforce development that should support the implementation of this
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opportunity. In the longer term, recognising the inherent challenge for the health and social care workforce
as a whole, organisations in Liverpool should work together to standardise workforce models and
proactively identify roles that will be particularly difficult to recruit for. This should be done in conjunction
with the implementation of new proactive models of care that provide preventative and anticipatory care.

Achieving economies of scale in corporate services

Another area where stakeholders were able to clearly articulate the potential for closer working was
corporate services and leveraging the expertise across organisations and economies of scale in doing so.
Across all organisations in Liverpool, £132.4 million is spent on corporate services (2021/22) and the
majority of trusts spent more on corporate services per £100 million income than trusts in the Core Cities
as shown in Figure 9. In 2020/21%, all organisations in Liverpool spent more on finance and HR corporate
functions for every £100 million of income earned than the national lower quartile.

Cost of corporate services per £100 million
£m per £100m income, FY2020/21

LWH

Mersey Care

LHCH
Walton £5.73
University Hospitals Birmingham NHS Foundation Trust £5.67

Clatterbridge

Alder Hey

Sheffield Teaching Hospitals NH5 Foundation Trust
Manchester University NHS Foundation Trust

Newcastle Upon Tyne Hospitals NHS Foundation Trust

Naorth Bristol NHS Trust

LUFT

University Hospitals Bristol and Weston NHS Foundation Trust
Leeds Teaching Hospitals NHS Trust

Nottingham University Hospitals NHS Trust

Figure 9: cost of corporate service per £100 million income by organisation

Post-covid there is more collaboration than ever, with a joint procurement function having been set up
between The Walton Centre NHS FT, Clatterbridge Cancer Centre NHS FT, Alder Hey Children’s NHS FT and
Liverpool Heart and Chest Hospital NHS FT. There are also opportunities to build on, including the joint
digital service that has been established between Alder Hey Children’s NHS FT and Liverpool Heart and
Chest Hospital NHS FT. Scaling these collaborative efforts further and applying them to other corporate
services including HR, Finance, Estates and Facilities and IM&T has been recognised as a point of focus in
addressing the financial challenges faced by the system. Specifically, collaborative working between the
trusts would encourage a uniform approach to the delivery of corporate services, freeing up resource by

14 Note: these figures pre-date the collaboration on procurement and the Clatterbridge Cancer Centre currently hosts
the Cheshire and Merseyside Cancer Alliance along with other ICS function which inflates their position.
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doing a greater number of tasks once between the organisations. As well as reducing cost and duplication,
maximising this opportunity allows expertise across the city to be shared and leveraged for the benefit of
all.

The case for collaborating on transactional services that could be more efficiently done once for all
organisations is made clearly through payroll, in recognition of the work already undertaken on behalf of
the system by St Helens and Knowsley Teaching Hospitals NHS Trust. This could be expanded to other areas
where services are process and system based including HR services such as recruitment checks, finance
administration and IT support, and should be addressed at pace.

With respect to facilities such as catering, colleagues also felt there would be significant benefit, both
operational and financial, in joint procurement of services to leverage the scale of multiple organisations in
the negotiation of contracts. Taking this further still, stakeholders saw an additional opportunity to support
local economic growth by jointly procuring these services with local organisations, or potentially even
bringing the services in-house with a host organisation to lead this.

In working these opportunities through, the different models for collaboration and consolidation of
corporate services should be considered from retaining in-house functions and hosting to fully outsourcing
services to external providers.

An existing programme of work pursuing this opportunity is being led by the Cheshire and Merseyside
Acute and Specialist Provider Collaborative, through the Efficiency at Scale workstream of the Finance,
Efficiency & Value Programme. The specific opportunities outlined in this opportunity should also be
considered as part of realising the opportunity to deliver the emergency pathway (opportunity 3).

Building on and integrating digital investments to unlock innovative approaches to delivering care and
achieving commitments to environmental sustainability

The Long-Term Plan is explicit about the need for digitally enabled care to become mainstream, and
stakeholders across Liverpool are enthusiastic about the potential benefits of drawing on a greater range of
digital solutions to support patient care.

There has been significant investment in digital systems across the city with some organisations achieving
international recognition for their efforts, but there is more work to do in order to bring all organisations up
to the same standard. More than ten EPR and PAS systems are in use across organisations in Liverpool
which limits interoperability, and even where organisations are using the same software company,
functions to support interoperability have not been deployed or are not made use of. Currently only Alder
Hey Children’s NHS FT and the Clatterbridge Cancer Centre NHS FT have invested in HL7 Fast Healthcare
Interoperability Resource application programming interfaces.

While there is longstanding agreement that a place-based or system-based approach should be taken for
EPR procurement in line the with national process that has been set up, re-procurement of services is still a
way into the future for some organisations. Stakeholders spoke extensively about the opportunity to
ensure that current procurement efforts are aligned to collective future ambitions and are future proofed
for interoperability.
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Alongside EPR systems, colleagues also describing the host of other software used such as Sunquest ICE for
pathology services that are currently not deployed across all organisations. A specific example cited was at
the Broadgreen site where pathology information such as blood test results are not visible between
Liverpool University Hospitals NHS FT and Liverpool Heart and Chest Hospital NHS FT.

Digital solutions can also be put in place to support more anticipatory care closer to the home. Mersey Care
NHS FT hosts the largest telehealth service in Europe and the service currently supports around 2,000
patients a day with long-term conditions such as COPD, diabetes, and heart failure across its catchment,
with significant success in terms of outcomes for patients and reducing hospital visits. The benefits of using
the service were particularly apparent for many stakeholders during the pandemic. However, colleagues
also described these services as being underutilised in Liverpool and saw opportunity for clinical teams to
work together to make better use of existing services and to expand their scope to meet the needs of local
people.

A longer-term commitment for the city has been to implement a shared care record. The Share2Care
record has been developed as Cheshire and Merseyside’s Local Health and Care Record, providing a
repository for key documentation through E-xchange. However as of December 2020, some organisations
in Liverpool do not publish or view data using this platform including the Liverpool Women’s Hospital NHS
FT, some sites of the Liverpool University Hospitals NHS FT, Mersey Care NHS FT, and primary care. This
should be resolved and pursued at a system level, docking into the ICB Digital Programme to ensure that
there is consistency across the ICS.

Making best use of resources to secure financial sustainability for all organisations in Liverpool

Currently, NHS organisations in Liverpool are in financial deficit with an aggregated reported deficit position
of £12.3 million at YTD (August 2022/23), which is expected to deteriorate further over the rest of the
financial year.

The Cheshire & Merseyside ICS allocation per head to NHS organisations remains higher than all other core
cities with the overall allocation due to decrease by c.£300 million over the coming years. Alongside this the
new Specialised Commissioning allocation will mean that Cheshire and Merseyside will be allocated £50
million less income from specialised commissioning. Local government in Liverpool and across Cheshire and
Merseyside has also seen one of the largest decreases in real terms spending power since 2010 with a
decrease of £700 per head of the population.

This sets the context for needing to stabilise the current position before it deteriorates further and start to
prepare for the future challenge ahead. Throughout the review, colleagues have reflected on the financial
pressures and sustainability challenges faced in Liverpool and how opportunities to collaborate could seek
to address these challenges. Each of the opportunities outlined have either a direct or indirect financial
benefit that organisations can realise:
i.  Colleagues spoke extensively about reducing cost through supporting more proactive anticipatory
models of care, and reducing the number of high-cost interventions required in hospital
ii. Reducing duplication of effort and excess lengths of stays associated with fragmentation of
emergency pathways
iii. All trusts have an opportunity to increase theatre utilisation and elective productivity, which would
allow for more treatment to be delivered at a lower cost
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vi.

Vii.

viii.

Xi.

Increasing the elective throughput will help to prevent conditions from worsening and requiring
more expensive care in the long-term

Increasing elective throughput will also help to keep profitable procedures within the NHS, rather
than allowing them to go to the private sector

Improving cancer and cardiovascular care to promote earlier diagnostics, will allow for earlier
interventions, which are generally less expensive

Reducing the number of transfers needs for women and babies across Liverpool to access services
by resolving co-dependencies

Reducing the level of spend on bank and agency staff by supporting staff recruitment, retention
and health and wellbeing

Improving the research offer will allow for greater income to be received from clinical trials and
attract investment from life science companies. It will also contribute to improving the reputation
of the organisations, which can also attract further investment for the city

Improving digital investment in care models will support more proactive and less expensive models
of care

Doing a host of corporate activities once between organisations will free up resource to be directed
and invested elsewhere
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In responding to the case for collaboration, we recommend:

The twelve opportunities in the case for collaboration should be adopted by the six acute and specialist
providers in Liverpool as their strategic agenda for working together. For four of the opportunities, wider
partnerships are required, which should be forged to ensure progress, specifically:

a. Improving physical and mental health by providing more anticipatory care (opportunity 1)
requires working through the One Liverpool Partnership with General Practice, Liverpool City
Council and Mersey Care NHS FT,

b. Levelling-up performance on cancer and cardiovascular disease to address health inequalities
(opportunity 4) requires working through a place-based partnership endorsed by the Cheshire
and Merseyside Cancer Alliance and the Liverpool Cardiology Partnership respectively,

c.  Work with all existing partners of the Liverpool Health Partners to pursue the research and
innovation agenda (opportunity 8) and additionally include Liverpool City Council and Applied
Research Collaboration North West Coast. This effort could be expanded to include interested
providers across Cheshire and Merseyside ICB,

d. Thelonger-term digital agenda (opportunity 11), which requires working through the Cheshire
and Merseyside ICB as part of the Digital Programme,

e. To solve clinical sustainability challenges affecting women'’s health (opportunity 6), work with
the Cheshire and Merseyside ICB (see recommendation 4).

For the further five opportunities there is a synergy with the agenda of the Cheshire and Merseyside
Acute and Specialist Trust Provider Collaborative and consequently the work should be undertaken in the
view of the Collaborative and in line with its governance. The starting point for realising the
opportunities identified in this review should be the six organisations in Liverpool. Only once tangible
progress is made within this scope should it be broadened to a wider geography. This includes:
a. Address elective care waits and backlog (opportunity 5) through the Elective Recovery and
Transformation Programme,
b. Combine expertise in clinical support services (opportunity 7), in part through the Diagnostics
Programme,
c. Attracting and retaining talent across Liverpool, providing a more joined-up offer for staff
(opportunity 9) through the Workforce Programme,
d. Realise economies of scale in corporate services (opportunity 10) through the Efficiency at Scale
workstream of the Finance, Efficiency & Value Programme, and
e. Making best use of resources to secure financial sustainability for all organisations in Liverpool
(opportunity 12) through the Finance, Efficiency & Value Programme.
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Priorities for action

Several opportunities are already being taken forward by programmes of work as part of implementing One
Liverpool, the Liverpool Health Partners, and as ICS-wide programmes of work through CMAST and the
Cancer Alliance. In these areas there is ongoing work, which can be supplemented by the findings and
opportunities identified in this review.

To take the prioritised programmes of work forward, we recommend:

A rolling programme should be established, building on relevant pre-existing programmes, to take
forward the opportunities for implementation. Overall, it will take a number of years to realise the
potential benefits from this effort. The work should start by leveraging efforts already underway. Pre-
existing programmes should incorporate the findings of the review into their ongoing work by
undertaking a stocktake of existing workstreams, specifically:
a. Address inequalities in cancer diagnosis (opportunity 4) through the Early Detection workstream
and Health Inequalities and Patient Engagement Programme, of the Cheshire and Merseyside
Cancer Alliance, and
b. Provide anticipatory care to improve physical and mental health (opportunity 1) through the
Complex Lives and Long Term Conditions Segments, of the One Liverpool Programme.

As transformational change becomes business as usual, priorities should be reassessed and agreed.

Colleagues agreed that the review should move on to address the most critical issues facing the system,

which are longstanding clinical risks for women’s health, current financial sustainability, and operational

pressures for emergency care. Two priorities were aligned upon as a core focus for collaboration in the

coming period:

1. Solving clinical sustainability challenges affecting women'’s health in Liverpool

2. Improving outcomes and access to emergency care, making optimal use of existing co-adjacencies at
Aintree, Broadgreen, and Royal Liverpool sites

The collective financial challenge faced by Liverpool was considered to be underpinning and should be
threaded through all collaboration opportunities. This was explicitly considered as part of realising the two
opportunities prioritised and the opportunity benefit is articulated throughout this document.

Solving clinical sustainability challenges affecting women’s health in Liverpool

In exploring this opportunity, it was recognised that extensive work has been ongoing for a number of years
to set out the case for change and develop a set of recommendations for service change, including work to
prepare for a public consultation. Between 2015 and 2017, an extensive programme of work was
undertaken, led by the Liverpool Clinical Commissioning Group, supported by the Liverpool Women’s
Hospital NHS FT, and involving significant engagement from system partners on a pre-consultation business
case to explore options for the future of health services for women and babies in the city.

The challenges prompting this work remain and have been reviewed by external independent bodies
including the Northern England Clinical Senate. These independent views have universally recognised that
services would become unsustainable and potentially unacceptable within the next 5 years, and
consequently there is a system imperative to resolve this issue.
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The current work, led by the Liverpool Women’s Hospital NHS FT and supported by system-wide
stakeholders and the Liverpool Place colleagues, as part of the Future Generations programme, has been
focused on formalising existing joint working arrangements with Liverpool University Hospitals NHS FT and
implementing further mitigating actions through a Partnership Board. These actions have included
redevelopment of the existing neonatal unit, investment to increase 24/7 consultant cover and planning for
a 24/7 on-site transfusion laboratory at Crown Street by April 2023.

The future programme of work to realise the women’s health opportunity will need to follow the latest
national guidance on service change and should be pursued as an ICB-led service change programme. In
parallel to this, recognising the timescale of any service change programme, the ongoing work to continue
to mitigate and address risks must be continued and strengthen through the existing Partnership Board
arrangements. To deliver this, an operating model between the Liverpool University Hospitals NHS FT and
Liverpool Women’s Hospital NHS FT should be developed to optimise partnership working and short-term
mitigation of risks. In so doing, there should be a recognition of the costs associated with these measures,
driven by the unique nature of the service model, and financial support for this should be worked through
with the ICB.

The service change work should begin by reconfirming and strengthening the current case for change. In
responding to the challenges set out by the case for change, opportunities and best practice care models
should be developed that set out how care could be delivered in the future. To deliver the future care
model, service change will likely be required, by which we mean what services can be accessed and where.
In following this process, extensive clinical engagement will be needed, as well as engagement from
finance, estates, and information colleagues. Any potential service change implications would require the
ICB to undertake an options appraisal process.

Service change and the requirement to consult is complex with no clear definitions in law. ‘Substantial’
changes to NHS service provision (how, where or when) mandate consultation with relevant Local
Authorities who then determine the need for public consultation or not. Early engagement is key.

If an options appraisal process is recommended to consider the proposed service changes, it would need to
follow best practice and requirements on service reconfiguration. As part of this process any
interdependencies with other services will be considered as well as the potential impact of proposed
service changes on population groups with protected characteristics. The outputs of the options appraisal
process would be described in a pre-consultation business case (PCBC) which would set out the benefits
and limitations of the options compared to the status quo. We would recommend that the Strategic Outline
Case, which will describe the high-level business case for the changes and estimated capital and revenue
requirements, is also drafted alongside the PCBC.

The ICB may then need formally to consult the public on any proposed service changes. Any decision to
consult would require formal approval of the ICB Board, who would consider in public the PCBC. Before
consultation on each preferred option, the financial proposal should be assessed for capital and revenue
impact and only implementable and sustainable options (in service, economic and financial terms) should
be offered for public consultation. Capital funding requirements of > £15 million mandate confirmation of
affordability before consultation is launched.
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Public consultation allows the public to comment on the options proposed and in support of this, a
consultation document is produced. Input from the public information can be captured through holding
events or through asking for responses online, for instance via a survey. Concurrently, an Outline Business
Case (OBC) should be drafted to set out the preliminary information on the proposed options. Feedback
from the public consultation, alongside internal views on the preliminary outline business case should be
used to refine the options proposals and provide basis for any extra analysis to be performed. These
alterations should be incorporated into A Decision-Making Business Case (DMBC) to refine and detail the
preferred option and include detailed financial and implementation planning. To complete the process, a
Full Business Case (FBC) should be produced to explain in detail the planned solution and how it matches
service requirements and constraints, through the latest evidence and analysis. It should also show that the
most economically advantageous offer is being proposed and is affordable.

There are a number of benefits that could be realised from service change and are important for people,
staff, and the wider healthcare system. Optimal clinical co-location of services would result in improved
patient safety, outcomes, and experience, through enhanced provision of clinical necessary services. It
would support staff satisfaction, recruitment, and retention, ensuring that the organisation is an attractive
and fulfilling place to work and that there are opportunities to upskill staff in multi-disciplinary teams
(MDTSs) though managing complex cases, providing access to an experienced workforce and development
opportunities through close working with other specialities. Furthermore, co-location would expand the
development of world-leading services for women and babies in Liverpool building on the existing research
portfolio and strengthening the resilience of the workforce.

As well as resolving critical clinical and workforce issues through service change, there are several
quantifiable opportunity benefits that may be possible to realise should there be a change in how services
are provided. These include:

e Reducing maternity clinical negligence costs (CNST) at Liverpool Women’s Hospital NHS FT which
are significantly higher than peers at £2.3 million per 1,000 births. With the assumption that service
provision would be enhanced and reduce risk, clinical negligence costs could reduce over a period
time with the recurrent benefit equivalent to between £4.9 million to reach the peer median and
£6.1 million to reach the upper quartile.

e Reducing soft facilities management costs at Crown Street depending on the resulting service
provision there. Based on the assumption that 24/7 care may no longer be provided at the site,
there would be an opportunity benefit of around £1.6 million

e Reducing the number of interhospital transfers needed between Liverpool University Hospitals NHS
FT and Liverpool Women’s Hospital NHS FT for women who need critical or specialist care, would
have an opportunity benefit equivalent to £155,000 (through 229 transfers in 2019/20) which
would not be cash-releasing

e Reducing the length of stay for people staying in hospital who subsequently need transfer has
opportunity benefit based on 2019/20 activity equivalent to £65,825, although due to the
occupancy rates at Liverpool University Hospitals NHS FT, we would not expect that this benefit
would be cash-releasing.

Further benefits could also be realised by a change to service model as the current model of care has
required significant investment to be made in workforce for example for additional rotas and capital for
additional diagnostic capacity such as a CT scanner. Some of these investments could be unwound and
efficiencies gained if the service model were to change in the long-term. In the short-term this investment
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needs to continue to continue delivery of safe and effective services, and ongoing financial support should
be worked through with the ICB.

To take forward this priority opportunity, we recommend that:

The current programme of work, the Future Generations Programme, led by Liverpool Women’s Hospital
NHS FT should be reset as a system priority. The opportunity to solve clinical sustainability challenges for
women'’s health should be taken forward as an ICB-led service change programme, in line with best
practice requirements for service reconfiguration. To support this, we recommend:

a. A sub-committee of the ICB to be established to oversee the programme of work, including at
minimum representation from Liverpool Women’s Hospital NHS FT, Liverpool University
Hospitals FT, Clatterbridge Cancer Centre NHS FT and Alder Hey Children’s NHS FT. These
organisations will need to identify dedicated clinical and managerial leadership to engage deeply
in the programme with partners, with external stakeholders, with patients and the public and
within their own organisations with staff.

b. Adirector of the ICB be identified as the joint-SRO of the programme and lead the work.

A non-executive of the ICB to be identified to chair the sub-committee.

A clinical joint-SRO to be identified who can work on the programme for a dedicated period every
week and chair the clinical working group. This individual should be experienced in service
change with experience in a relevant clinical area, and independent of any of the organisations in
Cheshire and Merseyside.

e. The finance director of the ICB to chair the finance, analytics and estates working group which
will develop and review the economic and financial modelling, including capital requirements.

f. A dedicated team to be identified to support the programme, with the expertise needed to meet
the different requirements of the programme such as clinical evidence and research,
communications and engagement, finance, analysis and estates and capital development. This
team should be hosted by the ICB reporting to the lead ICB director.

g. Areset work programme be created and agreed by January.

h. An operating model between the Liverpool University Hospitals NHS FT and Liverpool Women’s
Hospital NHS FT should be developed to optimise partnership working and short-term mitigation
of risks, led by the existing Partnership Board.

Improving outcomes and access to emergency care, making optimal use of existing co-adjacencies at
Aintree, Broadgreen, and Royal Liverpool sites

For emergency pathways, each hospital site in Liverpool should deliver optimal care and efficiency,
uninhibited by organisational boundaries. The task and finish process for this opportunity recognised that
for urgent and emergency care, there are a number of co-dependencies for services that are not met by
current service delivery in Liverpool.

The core emergency department offer at the Royal Liverpool and Aintree sites does not benefit from on-
site access to gynaecology and interventional cardiology services, necessitating interhospital transfer for
some patients. More critically, the Major Trauma Centre at the Aintree site does not have on-site access to
gynaecology, neonatology, obstetrics, thoracic or cardiac surgery. Although it also does not have access to
acute paediatric services, this is mitigated by Alder Hey Children’s Hospital NHS FT being the Major Trauma
Centre for children and young people aged under 16 and providing access to specialist paediatric services
on site, meeting all co-dependency requirements. For children aged between 16 and 18, colleagues
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discussed the option of considering them as part of the scope of this opportunity, however this group
represented small volumes and therefore effort was prioritised to addressing other groups first.

Two groups of users emerged: those for whom critical co-dependent services are not available on the site
they are receiving care, and those for whom collective expertise and existing co-adjacencies could be
further leveraged. For each, colleagues described an ambition for emergency pathways that enable people
seeking urgent and emergency care to avoid unnecessary transfers between sites and organisations,
minimising delays and providing timely access. This would also reduce repetition for people accessing
services and duplication of effort for staff, by providing the right information at the right time for people,
their carers and staff and making use of digital innovation and technology as far as possible. Colleagues
aspired to deliver a pathway that facilitates joint ways of working within and between organisations and
allows for proactive planning for onward care, thinking holistically about the person at every stage
including presentation.

Guided by this ambition existing pathways for groups where needs are currently sub-optimally met were
mapped and redesigned across eight pathways. Common themes between the redesigned pathways were
identified and articulated into three additional pathway elements for how care should be delivered in the
future. They are fast-tracking, passporting, and in-reach. Each element has specific benefits which are set
out below.

Fast-tracking

When people with an emergency need require care, they either present directly or are conveyed by
ambulance to either the Royal Liverpool or Aintree emergency departments, where they are assessed and
often admitted to receive initial care before clinical teams determine they require specialist treatment and
care at a different site. This results in long wait times both in the emergency department and as an
inpatient awaiting transfer.

Fast-tracking allows for people to be directly conveyed or rapidly directed to the best place of care for their
primary condition either through a rapid transfer protocol or access to specialist opinion using a digital
platform to determine whether direct conveyance to hospital is appropriate. Fast tracking protocols already
exist for a number of pathways, for example major trauma and stroke protocols directly to Aintree site, and
STEMI direct conveyance to Liverpool Heart and Chest Hospital NHS FT.

Implementing fast-tracking will ensure that people receive streamlined and appropriate specialist care in a
timely fashion, meeting their needs more effectively and reducing the need for transfers when they are
critically unwell. Direct conveyance to the most appropriate setting will improve morbidity and potentially
mortality.

Colleagues agreed that this opportunity should be initially implemented for cardiology services including
acute coronary syndromes and arrythmias, and for neurology services specifically moderate head injuries.

This pathway change will reduce emergency department attendances to Liverpool University Hospitals NHS
FT. If this model was in place in 2021/22, 577 cardiology, 118 cardiac and thoracic surgery, and 348
neurology attendances could have been avoided, equivalent to a potential saving of £175,000. As a
consequence, spells at Liverpool University Hospitals NHS FT would also be avoided as patients attend the
specialist centre directly. If this model was implemented in 2021/22, 411 cardiology spells, 110 cardiac and
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thoracic surgery spells and 211 neurology spells would have been avoided with an opportunity benefit of
£1.77 million.

There will also be a reduction in the number of interhospital transfers needed between Liverpool University
Hospitals NHS FT and specialist trusts. For 2021/22, the numbers of transfer avoided would have been 577
cardiology and 118 cardiac and thoracic surgery transfers between Liverpool University Hospitals NHS FT
and Liverpool Heart and Chest Hospital NHS FT and 91 neurology transfers between Liverpool University
Hospitals NHS FT and The Walton Centre NHS FT. The potential opportunity benefit is £204,000.

Passporting

Some groups of people with an emergency need have access to a specialist advice service which can sign-
post them to the correct service. For example, people with cancer have access to an oncology helpline. In
some instances, people can be directly admitted to the Clatterbridge Cancer Centre Clinical Decisions Unit
for assessment and treatment of their condition, however existing conveyancing protocols mean those
attending by ambulance can currently only be taken to emergency departments at the Royal Liverpool or
Aintree sites.

Passporting allows people with a known condition to bypass A&E and reach the most appropriate place for

their primary need. In practice, this means having an agreed written care plan that can be easily located

and accessed by any health care professional (for example by keeping it in the fridge) and implemented

should an emergency need related to the known condition arise. This passport gives them ‘priority’ or

direct access into the service they require. Passporting could result in a variety of alternative outcomes:

e People and their families or carers would have clear signposting should an emergency need arise

e Paramedics can directly convey to the appropriate service, notifying the relevant on-call team ahead of
time

e Paramedics can access specialist advice from the relevant on-call team if there is uncertainty about the
best conveyance destination

e  Where direct access to services would not be appropriate, the passporting mechanism could alert the
relevant team that the person is being taken to A&E so that relevant information can be shared, and
ongoing specialist support provided

Implementing passporting will improve experience of care, safety, and outcomes by providing appropriate
specialist care for people in the right place by specialist multidisciplinary teams who can comprehensively
meet their needs. These teams will be guided by an individualised care plan and will only carry out relevant
tests and diagnostics.

Colleagues agreed that the first areas to implement passporting would be for people with cancer and for
people readmitted within 14 days of a stay in hospital. This pathway change has the potential to reduce
emergency department attendances to Liverpool University Hospitals NHS FT. If this model was in place in
2021/22, 143 cancer attendances could have been avoided and 134 spells for cancer, equivalent to an
opportunity benefit of £529,000. This would have been accompanied by a reduction in the number of
interhospital transfers needed between Liverpool University Hospitals NHS FT and Clatterbridge Cancer
Centre NHS FT and reduced length of stay. In 2021/22, the numbers of transfers avoided could have been
up to 48, resulting in an additional opportunity benefit of £12,000, with the reduction in beds equivalent to
1.7 beds across the year and an opportunity benefit of £193,000.
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In-reach

When someone with an acute need also has co-morbidities, they often require expert advice to optimise
the management of their co-morbidities along with their acute presentation. Consultants can currently
make consultant-to-consultant referrals for advice, however there are often delays in providing this and at
times it will not come until post-discharge. Advice can be sought from colleagues informally but there is no
established mechanism for this.

In-reach provides multi-disciplinary team input for people with a known condition who attend the hospital
and need specialist advice for their known condition (which is not their primary need). In-reach means
specialist advice can be easily and quickly obtained by other teams. This can happen through a variety of
means which can reach any site if needed:

e through an “advice and guidance” service: a digitally enabled service manned by a dedicated specialist
in which requests can be logged and responded to within a defined time period, via telephone or
message depending on what is most appropriate.

e virtual consultation: based on the advice and guidance service, virtual consultations can be set up if
recommended. This mechanism should leverage existing digital capabilities and models used for virtual
appointments but in an acute inpatient setting.

e in person consultation: based on contact through the advice and guidance service, the dedicated
specialist can easily move between sites to provide in person consultations where necessary.

In-reach improves the experience and care that people receive by ensuring this is holistic and that co-
morbidities are proactively managed in the context of an unrelated acute presentation. This can contribute
to areduced length of stay as there is timelier access to specialist opinion and people, their carers and staff
will have greater confidence in management and treatment plans. In-reach also creates an environment for
further learning opportunities and cross-fertilisation of expertise and knowledge across professions and
specialities. Models for in-reach already exist for some specialist services across the city for example cancer
services.

This pathway change has the potential to reduce overall length of stay as people with multiple co-
morbidities in Liverpool have a significantly higher length of stay than the national average. Those with
fewer co-morbidities had a similar length of stay to the national average indicating where people have
multiple co-morbidities, there would be a benefit from in-reach. If the in-reach model had been in place in
2021/22, 4,603 bed days or 12.6 beds could potentially have been saved, which is equivalent to an
opportunity benefit of £1.3 million.

Colleagues agreed that in-reach should be implemented for all people with comorbidities across all sites
beginning with those with diabetes to test the concept, and then rapidly rolled out for other conditions.
This pathway should be implemented in all areas where sufficient demand exists across organisations to
realise a cumulative benefit of the service.

To deliver these, an operating model for each site should be developed to include implementing processes

to create joint teams across sites, ensuring clear clinical pathways and accountability, and optimising site-

based working. This includes:

e Ring-fencing capacity for additional fast-tracking and passporting services,

e Sharing physical capacity, for example ITU beds, to enable elective activity to continue without being
displaced by emergency pressures,

e Sharing diagnostic capacity such as x-ray machines and scanners to provide timely access,
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Making best use of staff experience and expertise, for example creating joint appointments to provide
specialist input across sites, and

Consolidating teams that could be shared, for example through having a single medical emergency
team for each site and a shared discharge support team

Clinical support services sharing physical capacity and workforce, for example a shared pharmacy
service for the site with a single overnight rota for pharmacy.

Colleagues identified several priority pathways where these three pathway elements could be applied, with

a view to maximising the impact of the opportunity:

All sites should implement passporting for people with cancer and people readmitted within 14 days of
a stay in hospital and in-reach for people with comorbidities, for this purpose defined as people with an
HRG complication or comorbidities score (CC) of 10 and above.

At Broadgreen site, focus should initially be on rapid implementation of fast-tracking for cardiology
services including acute coronary syndromes and arrythmias; strengthening the STEMI pathway as well
as setting up a pathway for direct conveyance of NSTEMI and pacing.

At the Aintree site, colleagues should initially focus on fast tracking for moderate head injuries, as well
as reviewing the effectiveness of the stroke pathway which has recently been implemented.

At the Royal site, effort should be directed at developing passporting for people with cancer who could
be seen directly at the CCC.

Implementing joint clinical working will also bring synergies in operations on each site and there are

examples of inefficient use of resources that represent opportunities for non-clinical integration. As

organisations collaborate to implement new clinical pathways, they should also embrace this broader

agenda. These include:

Digital: resolving interoperability of systems to ensure information can be shared and diagnostics such
as pathology and radiology do not need to be duplicated,

Corporate services: in support of joint operations on sites, shared HR, finance, strategy, and estates
functions that work across organisations on sites, and

Facilities management: where there is duplication of services on sites for both hard and soft facilities
management services, for example catering, portering and security services.

The site-based operating models will have financial benefits over and above those set out for the clinical

pathways in particular where services can be consolidated across sites to provide shared teams. The

opportunities relevant to each site need to be systematically and holistically worked through to determine

the full scale and scope of the site-based model.
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We recommend that:

Improving outcomes and access to emergency care, making optimal use of existing co-adjacencies should

also be immediately prioritised for delivery. A programme of work should be established which

implements the three new pathway elements proposed by this review: 1. fast-tracking, 2. passporting,

and 3. in-reach. The overall aim of this work should be to ensure each hospital site in Liverpool delivers

optimal care and efficiency, uninhibited by organisational boundaries. This should include creating

integrated clinical teams on each site with joint ways of working. In taking this forward, we recommend:

a.

Clinicians should be at the forefront of the development of this approach and leads should be
identified from each organisation and each site, to oversee the work and facilitate broad
engagement with staff.
There should be early engagement with General Practice, Mersey Care FT, and the North West
Ambulance Service NHS Trust to incorporate pre- and post-hospital elements of the pathway.
An operating model for each site should be developed, ensuring highest quality clinical pathways,
clear accountability, and optimised site-based working. This should be underpinned by demand
and capacity analysis.
Building on the financial analysis undertaken as part of this review, a target financial model
should be developed and agreed linked to 5c. This should reset financial flows and ensure overall
efficiencies are realised including in respect to reduced length of stay and reduced interhospital
ambulance transfers.
Three joint committees should be established with delegated authority from the relevant trusts
for site-based operations. These arrangements should oversee the design and delivery of the
new operating models as well as business-as-usual operations, which will likely give rise to
further improvement opportunities. The three committees should include at least one non-
executive director and executive director from each organisation as well as a site-based
leadership team. The committees should comprise of:
i. Liverpool University Hospitals FT and Liverpool Heart and Chest Hospital FT for the
Broadgreen site
ii. Liverpool University Hospitals FT and The Walton Centre FT for the Aintree site
iii. Liverpool University Hospitals FT and Clatterbridge Cancer Centre NHS FT for the Royal
Liverpool site
To progress the work, a dedicated team supporting all three joint committees should be
established that provides capacity to systematically work through the operating model on each
site, undertaking design work and modelling for the pathway and service transformation. This
team should be led by a dedicated senior individual working across organisational boundaries on
behalf of all organisations.

This opportunity and the resulting recommendations form one part of the urgent and emergency care

pathway and should be seen as additive to the other system initiatives such as efforts to reduce

attendances and redirect demand to primary and community settings. Colleagues reflected on the urgent

emergency pressures currently faced by the system and felt there were two particular areas of focus:

community urgent and emergency care, and flow and discharge pathways. Prior to the pandemic, the

North Mersey review of urgent care provision concluded there was a need for an integrated UTC model to

be developed to support delivery of same day and urgent care needs of local people and connect

seamlessly with other parts of the emergency pathway. There is a need to reset and reinvigorate this work

in order to address urgent and emergency demand that continues to put pressure on organisations. At the
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other end of the emergency pathway, colleagues also felt that there was a need to work together on
improving flow and discharge along with community and social care to reduce the number of people in
hospital who did not need have the criteria to reside. During the review period, colleagues also reflected on
the need for a review of community and mental health services and capacity, reflecting on the long waits in
the emergency department and in hospital for in-reach and onward care.

All organisations involved in the urgent and emergency pathway need a forum in which they can review
system effectiveness with a shared data view and to make decisions about improving quality and safety of
the emergency pathway as well as optimising the use of overall resources. Committees in Common create a
mechanism for doing this by allowing two or more organisations to meet in the same place at the same
time to discuss the same topics yet remain distinct and take their own decisions. The benefit of this
arrangement is that it allows each organisation to retain control but is supportive of collaboration. It also
reduces administrative burden and is an efficient decision-making process.

We recommend that:
To provide overall Liverpool system oversight and review of performance on delivering high quality
emergency care with aligned incentives and funding, two committees-in-common should be established
involving relevant executives and non-executives from Alder Hey Children’s NHS FT, Clatterbridge Cancer
Centre NHS FT, Liverpool Heart and Chest Hospital FT, Liverpool University Hospitals FT, Liverpool
Women'’s Hospital NHS FT, The Walton Centre FT, Mersey Care FT, and General Practice Liverpool. These
committees-in-common should meet quarterly and cover:
a. Quality —reviewing the effectiveness and quality of emergency care using shared data and
analysis and determining further improvements required;
b. Finance — reviewing overall financial effectiveness and establish effective incentive and risk
sharing mechanisms.

Conclusion and next steps

In conclusion, this report sets the direction and short-term priorities for further collaboration between the
acute and specialist trusts in Liverpool. In describing these benefits, stakeholders also caveated these
opportunities by highlighting several conditions that would need to be in place for them to be realised. The
case for collaboration provides a basis for long term strategic efforts between acute and specialist
providers in Liverpool and creates the shared vision and goal needed for collaboration.

Several elements were thought to be foundational including developing governance for collaborative
decisions, sharing information, and having an interoperable digital environment, having an underpinning
financial framework, and communicating and engaging clearly.

Developing the governance arrangements to support collaborative decisions making will be required for
enduring collaboration. This will include outlining clear ways of working, which align the decision-making
structures of organisations. Both the proposed joint committees and committees in common work in
support of this condition. In aligning the operating models in the collaboration, the relationship between
the collaboration and the wider provider collaboratives within the ICS need to be clarified.

Sharing of information and performance data was considered to be an important enabling factor in decision
making and in providing clarity to issues that require collaboration. To ensure the smooth movement of
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patients between sites and organisations, shared clinical information and a digital environment for staff,
which supports movement between organisations.

Colleagues also described the uncertainty around how the financial flows will settle with the ICS, and how
risk is managed within that can get in the way of clinical decision making that would support collaboration.
In order to address this, creating effective incentives and risk sharing mechanisms for finance were thought
to be important.

Critically, in recognition of the considerable scope of these opportunities, colleagues described needing
strong clinical and non-clinical leadership to take forward the work, reflecting the significant mindset shifts
that are needed. Stable leadership provides staff with clear direction and draws professionals together
around a shared vision for the future, which is central to co-ordinating transformation across several sites
and functions. Leadership oversight should be proportionate to the scope of the initiative that is being
delivered.

Protecting time and creating dedicated capacity for collaboration will create the headroom needed to
transform services and the way that organisations and people work together, ensuring that operationally
pressures do not hinder progress. To make best use of this capacity, it was agreed that prioritising efforts
and phasing delivery of the work was needed to make the biggest impact, rather than trying to collaborate
on many things simultaneously. For some of the more significant opportunities that have been outlined,
this will require a substantial commitment.

Overwhelming colleagues talked about the need for trusted relationships between partners as the basis for
collaboration. Relationships have been improving over time; COVID helped to accelerate progress
However, colleagues also highlighted that they would need to continue building trusted relationships,
putting collaboration ahead of organisational sovereignty.

The collaborative opportunities that have been identified are considerable in scale and scope. Stakeholders
have often been able to describe with enthusiasm the potential benefits of deeper collaboration.

There has been significant energy to engage in the process so far with a collective willingness and
motivation to act on the findings of the review. To build on this momentum, action to implement the
recommendations of the review needs to be taken swiftly and without delay, and should be resourced
commensurate to their scope.

We recommend that:

To progress at pace Boards of relevant organisations should receive proposed terms of reference,
including delegations, accountability, and escalation arrangements, for the governance groups set out in
the recommendations 4, 5 and 6 in their January meetings. A proposal for how the programme(s) of work
is resourced should also be included to ensure the appropriate team and leadership needed to deliver.

A communications and engagement plan should also be developed and agreed by all organisations. The
aim should be to communicate the findings of the review and its recommendations and engage staff,
patients, and the public on the next steps. Engagement on the future programme of work as well as open
communications in respect to progressing the recommendations should be embedded into how this is

taken forward.
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Appendix Two Summary of Recommendation

Collaboration

In responding to the case for collaboration, the following partnership
configurations are recommended for each opportunity identified in the review:

The twelve opportunities in the case for collaboration should be adopted by the six
acute and specialist providers in Liverpool as their strategic agenda for working
together. For four of the opportunities, wider partnerships are required, which should
be forged to ensure progress, specifically:

a. Improving physical and mental health by providing more anticipatory care
(opportunity 1) - One Liverpool Partnership with General Practice, Liverpool City
Council and Mersey Care NHS FT,

b. Levelling-up performance on cancer and cardiovascular disease to address health
inequalities (opportunity 4) - working through a place-based partnership endorsed
by the Cheshire and Merseyside Cancer Alliance and the Liverpool Cardiology
Partnership respectively,

c. Work with all existing partners of the Liverpool Health Partners to pursue the
research and innovation agenda (opportunity 8) and additionally include Liverpool
City Council and Applied Research Collaboration North West Coast. This effort
could be expanded to include interested providers across Cheshire and
Merseyside ICB,

d. The longer-term digital agenda (opportunity 11), which requires working through
the Cheshire and Merseyside ICB as part of the Digital Programme,

e. To solve clinical sustainability challenges affecting women’s health (opportunity 6),
work with the Cheshire and Merseyside ICB (see recommendation 4).

For the further five opportunities there is a synergy with the agenda of the Cheshire
and Merseyside Acute and Specialist Trust Provider Collaborative (CMAST),
Community and mental health Collaborative and consequently the work should be
undertaken in the view of the Collaboratives and in line with its governance. The
starting point for realising the opportunities identified in this review should be the six
organisations in Liverpool. Only once tangible progress is made within this scope
should it be broadened to a wider geography. This includes:

a. Address elective care waits and backlog (opportunity 5) through the Elective
Recovery and Transformation Programme,

b. Combine expertise in clinical support services (opportunity 7), in part through the
Diagnostics Programme,

c. Attracting and retaining talent across Liverpool, providing a more joined-up offer for
staff (opportunity 9) through the Workforce Programme,

d. Realise economies of scale in corporate services (opportunity 10) through the
Efficiency at Scale workstream of the Finance, Efficiency & Value Programme, and

e. Making best use of resources to secure financial sustainability for all organisations
in Liverpool (opportunity 12) through the Finance, Efficiency & Value Programme.
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Interdependent Programmes

To take the prioritised programmes of work forward, it is recommended that:

A rolling programme should be established, building on relevant pre-existing
programmes, to take forward the opportunities for implementation. Overall, it will
take a number of years to realise the potential benefits from this effort. The work
should start by leveraging efforts already underway. Pre-existing programmes
should incorporate the findings of the review into their ongoing work by
undertaking a stock take of existing workstreams, specifically:

a. Address inequalities in cancer diagnosis (opportunity 4) through the Early
Detection workstream and Health Inequalities and Patient Engagement
Programme, of the Cheshire and Merseyside Cancer Alliance, and

b. Provide anticipatory care to improve physical and mental health (opportunity 1)
through the Complex Lives and Long-Term Conditions Segments, of the One
Liverpool Programme.

As transformational change becomes business as usual, priorities should be
reassessed and agreed.
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Women'’s Health

1.

© N

In the work to solve clinical sustainability challenges affecting women’s
health in Liverpool, it is recommended that:

The current programme of work, the Future Generations Programme, led by
Liverpool Women’s Hospital NHS FT should be reset as a system priority. The
opportunity to solve clinical sustainability challenges for women’s health should be
taken forward as an ICB-led service change programme, in line with best practice
requirements for service reconfiguration. To support this, we recommend:

A sub-committee of the ICB to be established to oversee the programme
of work, including at minimum representation from Liverpool Women’s
Hospital NHS FT, Liverpool University Hospitals FT, Clatterbridge
Cancer Centre NHS FT and Alder Hey Children’s NHS FT. These
organisations will need to identify dedicated clinical and managerial
leadership to engage deeply in the programme with partners, with
external stakeholders, with patients and the public and within their own
organisations with staff.

A director of the ICB be identified as the joint-SRO of the programme
and lead the work.

A non-executive director of the ICB to be identified to Chair the sub-
committee

A clinical joint-SRO to be identified who can work on the programme for
a dedicated period every week and chair the clinical working group. This
individual should be experienced in service change with experience in a
relevant clinical area, and independent of any of the organisations in
Cheshire and Merseyside.

The finance director of the ICB to chair the finance, analytics and
estates working group which will develop and review the economic and
financial modelling, including capital requirements.

A dedicated team to be identified to support the programme, with the
expertise needed to meet the different requirements of the programme
such as clinical evidence and research, communications and
engagement, finance, analysis and estates and capital development.
This team should be hosted by the ICB reporting to the lead ICB
director.

A reset work programme be created and agreed by January.

An operating model between the Liverpool University Hospitals NHS FT
and Liverpool Women’s Hospital NHS FT should be developed to
optimise partnership working and short-term mitigation of risks, led by
the existing Partnership Board.
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Improving Outcomes and Access to Emergency Care

Improving outcomes and access to emergency care, making optimal use of
existing co-adjacencies at Aintree, Broadgreen and Royal Liverpool sites.

It is recommended that:

Improving outcomes and access to emergency care, making optimal use of
existing co-adjacencies should also be immediately prioritised for delivery. A
programme of work should be established which implements the three new
pathway elements proposed by this review:

1. fast-tracking, 2. passporting, and 3. in-reach. The overall aim of this work should
be to ensure each hospital site in Liverpool delivers optimal care and efficiency,
uninhibited by organisational boundaries. This should include creating integrated
clinical teams on each site with joint ways of working. In taking this forward, we
recommend:

a. Clinicians should be at the forefront of the development of this approach and
leads should be identified from each organisation and each site, to oversee the
work and facilitate broad engagement with staff.

b. There should be early engagement with General Practice, Mersey Care FT,
and the North West Ambulance Service NHS Trust to incorporate pre- and
post-hospital elements of the pathway.

c. An operating model for each site should be developed, ensuring highest quality
clinical pathways, clear accountability, and optimised site-based working. This
should be underpinned by demand and capacity analysis.

d. Building on the financial analysis undertaken as part of this review, a target
financial model should be developed and agreed linked to 5c. This should reset
financial flows and ensure overall efficiencies are realised including in respect
to reduced length of stay and reduced interhospital ambulance transfers.

e. Three joint committees should be established with delegated authority from the
relevant trusts for site-based operations. These arrangements should oversee
the design and delivery of the new operating models as well as business-as-
usual operations, which will likely give rise to further improvement opportunities.
The three committees should include at least one non-executive director and
executive director from each organisation as well as a site-based leadership
team. The committees should comprise of:

i. Liverpool University Hospitals FT and Liverpool Heart and Chest Hospital FT
for the Broadgreen site

ii. Liverpool University Hospitals FT and The Walton Centre FT for the Aintree site

iii. Liverpool University Hospitals FT and Clatterbridge Cancer Centre NHS FT for
the Royal Liverpool site

f. To progress the work, a dedicated team supporting all three joint committees
should be established that provides capacity to systematically work through the
operating model on each site, undertaking design work and modelling for the
pathway and service transformation. This team should be led by a dedicated
senior individual working across organisational boundaries on behalf of all
organisations.
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Appendix Three High Level Implementation Plan

Action Lead Deadline

1. Women'’s Health
Establish a sub-committee of the ICB to oversee the programme to develop service SRO, supported by 31/01/23
change proposals for the future configuration of services: ICB Governance lead

e Agree terms of reference and membership

e Agree that Raj Jain chairs the sub committee

e Ask CMAST to identify a representative from the other DGHs who provide

maternity services to be a member of the sub-committee

Agree that Christine Douglas is the Executive SRO for the programme ICB CEO 31/01/23
Appoint an independent Clinical SRO ICB Medical Director | 28/02/23
Review existing governance in place — align or stand down if appropriate SRO 31/01/23
Establish working groups for finance/estates/capital, engagement, clinical SRO 24/02/23
research/evidence.
Identify resources with the right skill mix and experience to support the programme, SRO 24/02/23
hosted by the ICB
Develop an operating model between the Liverpool University Hospitals NHS FT and | LUHFT & LWH 31/03/23
Liverpool Women’s Hospital NHS FT to optimise partnership working
Define the work programme and timescales for delivery SRO 28/02/23
Establish monthly reporting to the ICB, aligned to the ICB Board cycle SRO 28/02/23

2. Improving Outcomes and Access to Emergency Care
Establish three joint committees with delegated authority from the relevant trusts to 10/02/23
enable streamlined governance for site-based proposals: Trust Chairs

e Agree terms of reference

¢ Identify membership of each Joint Committee (minimum 1 trust executive and 1

non-executive)

e Date of first meetings — early February 23
Identify SROs for each site-based programme Trust CEOs 31/01/23
All relevant Trust Boards to consider and approve recommendations from the Trust CEOs 31/01/23

Liverpool Clinical Services Review, including approval to establish joint committees
with delegated authority within this agreed scope.
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Recommendations to include principles for collaboration, for approval by Trust Boards

Establish a Programme Management Office to support delivery of programmes, led by | Trust CEOs 28/02/23
a dedicated senior manager, working on behalf of all organisations
Establish engagement and involvement mechanisms with other partners providing AD for Delivery, 28/02/23
dependent services across the whole patient pathway, including General Practice, Liverpool provider
Community, and mental health, NWAS Collaborative
PMO to establish monthly reporting to the OLPB and quarterly reporting to the ICB PMO Lead 28/02/23
and relevant Trust Boards
Develop a target financial model to reset financial flows and ensure overall ICB Director of
efficiencies are realised Finance
Establish clinical leadership and engagement mechanisms across each site, to Trust Medical 28/02/23
ensure clinical effective clinical input into the development of proposals. Directors

3. Corporate Back Office
Engage with Cheshire and Merseyside Acute and Specialist Trusts (CMAST) to align | Chair CMAST 28/02/23
recommendations from the Clinical Services Review with Cheshire and Mersey-wide
priorities to realise economies of scale in corporate services.
Accountability
Identify and map governance arrangements for each component of delivery of the Liverpool Place 31/01/23

recommendations from the Liverpool Clinical Services review and overarching
accountability for delivery of the whole programme.

Director
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Appendix Four

High Level Communications Plan

The recommendations from the Liverpool Clinical Services Review will lead to the establishment of significant programmes
which will be supported on an ongoing basis by patient, public and stakeholder communications, engagement, and involvement.

If any programme develops proposals which represent a service change, providers and the ICB are subject to comply with

statutory requirements and NHS guidance in engaging with patients and public in the development of proposals.

The communications plan, below, sets out high level actions based on what is known about implementation of these
recommendations. Detailed plans will be developed as programmes progress and proposals are developed.

Action Lead Date
Identify resources within the ICB AD for Communications and 28/02/23
communications and engagement function and | Empowerment, ICB

R within Trusts to support the overarching

esources

programme and each workstream
Ensure resource includes skills in delivering
engagement and public consultation
Develop a proactive plan to communicate the ICB communications team for 20/01/23
recommendations from the review, subject to overarching co-ordination and women’s
ICB. services.
Products to include public-facing core narrative | Provider communications teams to

Launch about the purpose and deliverables of the collaborate based on site-based

Clinical Services Review in establishment
phase

Incorporate progress and updates in the One
Liverpool Partnership Board, Trust and ICB
communications.

configurations
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Action

Lead

Date

Utilise case studies, patient stories and data to
communicate delivery.

Communicate collaborative nature of
programmes.

Channels:

ICB, One Liverpool Partnership Board, Trust
websites

Stakeholder and public bulletins

Proactive Media

Social media

Promote options for involvement and
engagement

Staff
Communications

Provider communications teams to incorporate
communications about the purpose and
programme deliverables through existing
internal communications channels.

Provider communications teams to work
collaboratively to ensure consistency of
approach and messaging

Liverpool Place/ICB communications
team to support trusts to establish trust -
led communications

Commence
from 26/01/23
and ongoing

Trust Boards
within scope of
review

Collaborate with Trust governance leads to
incorporate updates and patient stories into
Trust board cycles

Launch stakeholder briefing to be shared with
each trust board

Provider communications teams

26/01/23

Trust
engagement
forums

Identify existing engagement forums and how
they could be engaged and involved in each
workstream and proposal development.
Identify gaps and promotion of engagement
options to broaden involvement

Trust communications and engagement
teams working collaboratively

28/02/23
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Action Lead Date
General Establish ongoing communications through ICB communications lead, liaising with 19/01/23
practice, regular stakeholder updates for use in partner | three North Mersey Place teams onwards
community, and | communications, including LA, PCNs, LMCs

social care and Mersey Care

partners — North
Mersey

MPs

Stakeholder briefing and face to face updates
offered on a regular basis - Knowsley,
Liverpool and Sefton constituencies

ICB communications team

18/01/23 and
continuous
following launch

Local authorities

Stakeholder briefing for Cabinet members for
social care and onward cascade to senior team
and councillors.

Discuss requirements for Scrutiny Committees
with each Chair of the three North Mersey LAs

ICB communications team

18/01/23

Media

Develop a media plan for launch on ongoing
communications.

Establish ongoing plan for proactive media as
each workstream progresses, informed by key
milestones

ICB Communications team

19/01/23

Healthwatch
Knowsley,
Liverpool and
Sefton

Stakeholder briefing for launch

Engage with each Healthwatch about ongoing
engagement and involvement in the
programmes

ICB communications team

19/01/23
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Cheshire and Merseyside Health and Care Partnership Draft

Interim Strategy

. For_ For decision / For g as For
information / For ratification
note approval assurance endorsement
X

The Board is asked to:

¢ Note the contents of the draft interim strategy

¢ Note the proposed next steps agreed by the Health and Care
Partnership at the meeting of 17" January; including the ICB using the
priorities within the draft interim strategy to inform development of the
ICB Five Year Joint Forward Plan.

The Integrated Care System will struggle to provide the capacity and
resource to deliver the wide range of areas included in the draft interim
strategy. To mitigate this the strategy is being prioritised to allow for more
detailed delivery plans to be developed targeted at those areas with the
greatest impact on population health and reducing inequalities.

Financial resources to implement the strategy in a constrained financial
environment.

The maturity of the HCP membership and relationships will take time to
develop in order to maximise the full benefits of system working.

The capacity to implement the breadth of priorities identified in the strategy
could lead to a more limited scale of improvement in the health of our
opulation

X X X X
JoF- 3 eauad B J 2 ap

X X X X

The Strategy has been considered at the Health and Care Partnership
Meeting on 17™" January. A number of next steps were agreed, which are
described in this report.

None identified

Healthwatch intelligence has informed the interim strategy content.
However, engagement on the interim strategy document itself has not
directly taken place.

As the Joint Forward Plan content is developed there will be engagement

with the public to reflect the Health and Care Partnership and Health and
Wellbeing Board Strategies and Operational Plan priorities.
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Equality,
Diversity, and
Inclusion

Health
inequalities

Next Steps

The engagement is planned to take place through existing Place based
engagement mechanisms.

will be fully assessed and considered.

The document has been developed based on existing plans and strategies,
some of which have had the impacts assessed. However, as the interim
strategy is relatively high-level the lack of sufficient detail available on plans
has meant it is not possible to undertake some of the assessments. As the
detailed plans behind the strategy are further developed then the impacts

Addressing health inequalities have been identified as a key strategic

objective, with the All Together Fairer recommendations adopted.

Health inequalities are a golden thread running through the draft interim
strategy

A number of next steps were agreed at the Cheshire and Merseyside
Health and Care Partnership Meeting of 17" January 2023:

e undertake a further period of engagement to enable the full breadth of
HCP member partners to add their perspective and expertise to the
strategy and identifying the highest priority areas within it.

e undertake engagement with our citizens on the priorities and plans,
alongside our Place Health and Wellbeing Boards to maintain a single
joined up conversation about our plans. It is envisaged that we will
utilise existing and established forums across Cheshire and Merseyside
to gain further feedback from citizens, the findings of which will be
reported back to the HCP. The ICB, and partners, will publish the
document on websites to support this process.

e develop a prioritisation framework which will support the refinement
process. The work developing this draft framework is being overseen
by our Population Health Board.

e use the information collected through the population health intelligence
to inform a workshop with the HCP in March 2023 to identify the
greatest priority work areas within our draft interim strategy and the
intention is to ensure the breadth of the HCP membership is included in
these sessions in order that all organisations can consider the priorities
from a system perspective as well as considering how they may be
incorporated into their own organisational plans. This will include the
commitments identified in the strategy as “We Will” statements.

¢ include relevant additional national planning requirements for those
areas relevant to the HCP strategy including the national financial and
operational planning guidance to the NHS, and the initial guidance from
DHSC indicated updated national guidance on ICP (HCP) strategies
would be issued “by June 2023 to the final strategy.
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e consider the draft interim strategy priorities, alongside our nine Health
and Wellbeing Board priorities and the national universal NHS
operational planning priorities for 2023-24 when producing the ICB Five
Year Joint Forward Plan.

e develop a financial strategy that complements this work will happen
during 2023 in reflection of the budgetary projections.

Cheshire and Merseyside Health and Care Partnership Draft

Appendices AppendixOne | i Strateqgy

Explanation or clarification of abbreviations used in

Glossary of Terms

this paper
Champs The Champs Public Health Collaborative
CIPHA Combined Intelligence in Population Health Action
DHSC Department of Health and Social Care
ICB Integrated Care Board
Integrated Care Partnership in Cheshire and Merseyside
ICP/HCP we refer to the ICP as a Health and Care Partnership
(HCP)
ICS Integrated Care System
JFP Five Year Joint Forward Plan
LTP NHS Long Term Plan
NHS National Health Service
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Cheshire and Merseyside Health and Care Partnership Draft

1.2

1.3

1.4

1.5

Interim Strategy

Executive Summary

On 17t January 2023, the Cheshire and Merseyside Health and Care Partnership
considered the draft interim strategy, which has been developed across the HCP
during the final quarter of 2022.

The interim strategy was developed following guidance from the Department of
Health and Social Care (DHSC) requiring development and publication of a
strategy by December 2022. This date was driven by the requirement to inform the
development of an Integrated Care Board (ICB) Five Year Joint Forward Plans by
April 2023. Following feedback as to the challenges meeting this date the DHSC
clarified the December 2022 publication date was not mandatory and can be
considered as guidance.

The approach taken by Cheshire and Merseyside has been to build from existing
strategic priorities and plans, with a specific focus on prioritising reducing health
inequalities and prevention of ill health.

As the HCP is not yet a formal joint committee, and following discussions with
Local Authority legal representatives, it was recommended and accepted that the
HCP strategy remains as a draft interim document which we work to refine and
improve in parallel to formalising the HCP governance with an updated final
strategy document presented for approval, to the HCP, in the summer of 2023.

A draft of the interim strategy was shared with a range of stakeholders on 01
December 2022 and the strategy updated to reflect this feedback. The document
presented was noted with the following next steps agreed at the HCP meeting on
171 January 2022:

= the draft interim strategy document would be published on the NHS Cheshire
and Merseyside ICB website alongside those of wider partners at their own
organisational discretion. This would allow wider access and engagement on
the draft strategy with our public during 2023

= engagement would take place with our communities and HCP
members/partners in refining the content, in partnership with Place Health and
Wellbeing Boards

= work would continue to prioritise the areas contained in the draft interim strategy

by reviewing population health intelligence and then reviewing, and agreeing,
the priorities at a workshop in the March 2023 HCP meeting
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= that NHS Cheshire and Merseyside ICB consider the prioritised areas identified
within this draft interim strategy when developing the ICB Five Year Joint
Forward Plan, by June 2023 (draft by March 2023) and all HCP members use
the interim draft strategy to inform their own organisational plans

= the HCP would develop an annual plan which details work programmes which
deliver these shared priorities and have clear and measurable outcomes. The
work programmes will recognise the response to our immediate service
pressures as well as our longer-term objectives as members of the HCP

= development of a system financial strategy that supports delivery of the final
approved HCP Strategy, recognising that this would most likely extend beyond
the end of March

= when the NHS planning process would be completed as part of the NHS
operational planning process

= work between Partners would continue with the intention to establish the HCP
as a Statutory Joint Committee from July 2023.

2. Introduction / Background

2.1 The Department of Health and Social Care (DHSC) issued statutory guidance? for
the production of an HCP Strategy, which should be published by the HCP by
December 2022. Noting that following a number of queries nationally it was
recently clarified that December timeline was a recommendation rather than a
requirement.

2.2 The draft interim HCP strategy has been designed to describe the areas of work
being undertaken collectively at a Cheshire and Merseyside level and complement
our nine Place based Health and Wellbeing Strategies.

2.3 Both the HCP Strategy and nine Health and Wellbeing Strategies are required to
be considered, alongside 2023 NHS Planning Guidance, by NHS Cheshire and
Merseyside ICB in developing the Five Year Joint Forward Plan by April 2023.
This purpose was the driver for having an HCP Strategy available by December.
These ICB plans are required to be updated annually, so in support of this regular
refreshes of the HCP strategic priorities will be required.

2.4 In developing the draft interim strategy there was a list of areas which DHSC said
should be included, and have been considered in developing the HCP strategy:

personalised care

addressing disparities in health and social care

population health and prevention

health protection

1 Guidance on the preparation of integrated care strategies
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2.5

2.6

2.7

2.8

2.9

babies, children, young people and their families, and healthy ageing
workforce

research and innovation

health-related services

and data and information sharing.

The local approach has been designed following discussions with a range of
stakeholders including HCP founder members meeting in September, Directors
of Public Health, Health and Wellbeing Board feedback, ICB Executive and
Board discussions, Healthwatch and ICS Population Health Board. The
approach taken has been to build from our existing Cheshire and Merseyside
strategic plans, and associated documents, pulling the work together into a
single strategy.

This approach has meant the document is relatively lengthy and covers a huge
breadth of activity, and the relative maturity and detail of plans is variable.

The key focus of the draft interim HCP strategy is to reduce health inequalities,
and to support this the Cheshire and Merseyside All Together Fairer
recommendations and Beacon Indicators are embedded as Strategic Objectives
as well as a focus in Section 6 of the draft interim strategy, as well as being a
golden thread running through the document.

Through discussions with our nine Healthwatch organisations we identified a
number of challenges being experienced by our communities (Section 4), and
which were being reported to them. The document provides information in
response to these areas (primarily Sections 6 and 8).

The content has been further developed through engagement with a range of
stakeholders including, Champs Public Health Collaborative, Directors of Public
Health, Population Health Board, Health and Wellbeing Boards and subject matter
experts related to specific areas such as Healthwatch, ICS programme leads,
CVFSE representatives.

2.10 A draft of the document was shared with HCP and ICB Board Members, Health

and Wellbeing Boards and a wider range of stakeholders and content contributors,
e.g., Population Health Board members, on 1 December 2022 with a large volume
of feedback received and incorporated into the latest version of the strategy,
appended to this report. The most material revisions made to the document where
in relation to:
e Flow and structure of the document; including addition of a section which
describes the reason for developing the strategy and key next steps (Section 3)
e Specifically reference prevention in our mission and strategic objectives
(Section 5)
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2.11

4.2

4.3

4.4

¢ the recently published principles for Health and Wellbeing Boards and
Integrated Care Systems when working together? (Section 2)

¢ Integration of the Core20PLUSS5 for Children and Young People into our section
on Children and Young People (Section 7)

e Focus on reflecting our duties in relation to Equality, Diversity, and Inclusion.

The Cheshire and Merseyside Joint Health Scrutiny Committee have also received
a copy of the report and provided feedback. The feedback received will be used to
support development of the plans within individual programmes of work.

Recommendations

The Board is asked to:

¢ Note the contents of the draft interim strategy

¢ Note the proposed next steps agreed by the Health and Care Partnership at the
meeting of 17" January; including the ICB using the priorities within the draft
interim strategy to inform development of the ICB Five Year Joint Forward Plan.

Next Steps

In developing the interim strategy document it was recognised that is to be an
interim strategy and that further work was required to refine the content and to
identify the priority areas within it over the coming months.

As such, a further period of engagement has been agreed by the HCP, providing
additional time and opportunity to enable the full breadth of HCP member partners
to add their perspective and expertise to the strategy and identifying the highest
priority areas within it.

This extended engagement period will also allow us to undertake engagement with
our citizens on the priorities and plans, alongside our Place Health and Wellbeing
Boards to maintain a single joined up conversation about our plans. It is envisaged
that we will utilise existing and established forums across Cheshire and
Merseyside to gain further feedback from citizens, the findings of which will be
reported back to the HCP.

Work has commenced to develop a prioritisation framework which will support the
refinement process. The core team members include Public Health
(Champs/Director of Public Health), ICB, Place leadership, Business Intelligence
(Cheshire and Merseyside, CIPHA — Combined Intelligence for Population Health
Action, System P and regional Office of Health improvement and Disparities-
OHID), a Finance representative and a representative of our communities. The
work developing this draft framework is being overseen by our Population Health
Board.

2 health-and-wellbeing-boards-guidance
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4.5

4.6

4.7

4.8

The information collected through the population health intelligence will be used to
inform a workshop with the HCP in March 2023 to identify the greatest priority
work areas within our draft interim strategy and the intention is to ensure the
breadth of the HCP membership is included in these sessions in order that all
organisations can consider the priorities from a system perspective as well as
considering how they may be incorporated into their own organisational plans.
This will include the commitments identified in the strategy as “We Will”
statements.

We will also include relevant additional national planning requirements for those
areas relevant to the HCP strategy including the national financial and operational
planning guidance to the NHS, and the initial guidance from DHSC indicated
updated national guidance on ICP (HCP) strategies would be issued “by June
2023”.

In developing the ICB Five Year Joint Forward Plan the draft interim strategy
priorities will be considered, alongside our nine Health and Wellbeing Board
priorities and the national universal NHS operational planning priorities for 2023-24

Developing a financial strategy that complements this work will happen during
2023 in reflection of the budgetary projections.

Officer contact details for more information
Neil Evans, Associate Director of Strategy and Collaboration
(neilevans@nhs.net or 07833685764)
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Section 1 - Foreword

For too long health and care organisations across Cheshire and
Merseyside have struggled to bridge the gap between health and
social care, ill-health prevention and treatment - despite much well-

meaning effort.

The development of Cheshire and
Merseyside Health and Care Partnership -
our statutory Integrated Care Partnership -
provides a once-in-a-lifetime opportunity

to combine our efforts and collective
resources to make tangible improvements
across our communities.

Consisting of representatives from across our
communities, the NHS, local authorities,
voluntary sector, housing, police, education
and fire and rescue, and local businesses our
Partnership Board provides a multi-agency
forum to assess the health, public health and
social care needs of people across Cheshire
and Merseyside - and develop a combined
strategy to address them.

Joining up health and care is nothing new -
we have been working towards this for years
and will continue to build on this excellent
work by supporting innovation and learning
from examples of best practice across
Cheshire and Merseyside and beyond.

Tackling health inequalities is our shared key
aim. As a ‘Marmot Community’, we are truly
committed to improving the health and
wellbeing of our population and in doing so
focussing on reducing inequalities.

We are already well-placed to not only
understand what the key issues are

across Cheshire and Merseyside - but how
to measure our collective progress in
tackling them.

Published in May 2022, the landmark report
All Together Fairer: Health Equity and the
Social Determinants of Health in Cheshire
and Merseyside features 22 Beacon
Indicators to help measure our progress
against the key themes.

This strategy sets out how we will work
together to address the key challenges facing
people across Cheshire and Merseyside.
Over the coming year we will work to develop
this strategy, and the detailed plans sitting
behind it, and as part of this ensure the voice
of our communities is at the heart of
everything we do.

Clir Louise Gittins
Chair

Raj Jain
Vice Chair

XXX
Vice Chair (TBC)

Page 223 of 398


https://www.cheshireandmerseyside.nhs.uk/your-health/tackling-health-inequalities/
https://www.cheshireandmerseyside.nhs.uk/your-health/tackling-health-inequalities/
https://www.cheshireandmerseyside.nhs.uk/your-health/tackling-health-inequalities/

Section 2 - About the Health

and Care Partnership

Our health is affected by many things outside of our genetic make-up -
such as housing, unemployment, socio-economic disadvantage, financial
stress, experiences in childhood, domestic abuse, poverty and lifestyle
choices. This can only truly be addressed via a partnership between our
communities, the NHS, local government, the voluntary sector and others.

For years health services, such as GP
practices and hospitals, and care services
were run by separate organisations with
different objectives. Now, building on ever-
closer collaboration, not least in response to
the Coronavirus (COVID-19) pandemic, the
health service and local authorities have come
together with system partners to form
Cheshire and Merseyside Health and Care
Partnership - our Integrated Care Partnership.

The Health and Care Partnership is currently
moving towards operating as a statutory
committee consisting of health and care
partners from across the region and provides
a forum for NHS leaders, local authorities and
other key organisations to come together, as
equal partners, and take collective action.

A vital role of the partnership is to assess the
health, public health and social care needs of
Cheshire and Merseyside and to produce a
strategy to address them - thereby helping to
improve people’s health and care outcomes
and experiences and ensuring we reduce
variation across our communities. In making
our decisions on where to invest our
resources we will prioritise based on evidence.

By working in partnership, health and care
organisations across Cheshire and
Merseyside will be better supported to
combine our assets to improve efficiency and

reduce duplication. By working across
Cheshire and Merseyside we can ensure that
we learn from each other and adopt what’s
working well to collectively improve.

The core membership of Cheshire and
Merseyside Health and Care Partnership
includes:

e NHS Cheshire and Merseyside Integrated
Care Board

e Local authority partners

e Ambulance Service

e Police

e Fire and Rescue Service

e Voluntary, community and faith sector
e Local Enterprise Partnership
e Primary care

e Provider collaboratives

e Social care provider

e Adult social care

e Children’s services

e Public health

e Carers

e Housing

e Healthwatch

e Education.
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Bringing together key participants
to improve health and care

The Integrated Care System (ICS) creates an umbrella and an operating
model under which this complex map of stakeholders can find new ways
of working together, aligned around the needs of the local population.

[H] 17 NHS Providers ‘f‘h 2.7m people across 9 Places
el daton Trust

St Holens

Liverpool

Knowslcy

Halton

Cheshire West

2)5> 2 NHS Provider Vi Other
L) Collaboratives > Partners

example: educa

Working together as

Lancashire and
South Cumbria ICS

Groater
Manchester ICS

I Our ambulance service alsa supports |

3. 1 Ambulance Service
=R

Northy West Amtulance Servico

270 55 Primary
: are Networks

ﬁ 9 Local Authorities

» Cheshire East Couricil

> Cheshire Wost and Chester Couneit
> Halton Borough Council

> Knowsley Caurcl

> Liverpeot City Council

» Seftan Councll

> S5t Halson Councll

> Warringtan Boro(gh Caunci|

> Wirral Counddl

Voluntary,
Community,
Faith and Social
Enterprise
(VCFSE) sector

This strategy builds on local joint strategic

needs assessments and health and wellbeing

Partners

strategies and will be further developed with

the involvement of local communities and
independent health and care consumer
champion Healthwatch. We will ensure that

As a Partnership we will apply a set of
principles to our relationships, including:

e building from the bottom up

e following the principles of subsidiarity

the voice of our population will be central to
our planning and decision making. Whilst the

document doesn’t aim to describe all the

e having clear governance, with clarity at
all times on which statutory duties are
being discharged

work happening across our nine Places in
Cheshire and Merseyside it is intended to

describe many of the key areas of work being

e ensuring that leadership is inclusive and
collaborative

e avoiding duplication of existing
governance mechanisms

e being led by a focus on population health
and health inequalities.
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undertaken collectively and which
complement existing Health and Wellbeing
Board Strategies and Place Plans - hence the
inclusion of summaries of Cheshire and
Merseyside’s nine Place Plans in Section 10.



Much of the work outlined in this document will be delivered in localised Place-based partnerships.
The infographic below - courtesy of the King's Fund - sets out the key functions of Place-based

partnerships:

Figure 1 Key functions of place-based partnerships

Understanding
and working with
communities

Joining up and
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Supporting
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local economic
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health and care
organisations

local services

8. Making best
use of financial
resources

9. Supporting
local workforce
development and
deployment

10.Driving
improvement
through local
oversight of quality
and performance

Charles A, Ewbank L, Naylor C, Walsh N, Murray R (2021). Developing place-based partnerships: the foundation of
effective integrated care systems. London: The King’s Fund. Available at: www.kingsfund.org.uk/publications/place-

based-partnerships-integrated-care-systems

Working with people and
communities

Across Cheshire and Merseyside, partners are
committed to involving people and
communities to harness the knowledge and
lived experience of those who use and
depend on the local health and care system
and provide an opportunity to improve
outcomes and develop better, more effective
services, removing barriers to accessing
services where they exist.

Healthwatch, the community, voluntary and
faith sector, local authorities, NHS
organisations and other partners already
have well-established ways of engaging with
people and communities, and we need to
build on these strengths and assets, and
recognising the vital role played

in both creating and delivering solutions to
local challenges.

If we are to help reduce inequalities and close
the gap on the disparities in access to,
experience of and outcomes for health and
care, we must collaborate, cocreate and
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coproduce solutions to the design,
development and delivery of local services.

Developed by NHS England, the Local Government Association, Healthwatch England and the
National Association for Voluntary and Community Action, the 10 key principles that will guide how
we work with people and communities in Cheshire and Merseyside are:

10 key principles

1. Put the voices of people and
communities at the centre of decision-
making and governance, at every level
of the ICS.

2. Start engagement early when
developing plans and feed back to
people and communities how their
engagement has influenced activities
and decisions.

3. Understand your community’s
needs, experience and aspirations for
health and care, using engagement to
find out if change is having the desired
effect.

o.
0'0

Iz:"\

4. Build relationships with excluded
groups, especially those affected by
inequalities.

5. Work with Healthwatch and the
voluntary, community and social
enterprise (VCSE) sector as key
partners.

6. Provide clear and accessible public
information about vision, plans and
progress, to build understanding and
trust.

7. Use community development
approaches that empower people and
communities , making connections to
social action.

£ W

8. Use co-production, insight and
engagement to achieve accountable
health and care services.

9. Co-produce and redesign services
and tackle system pr