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Date: 13th January 2020 
 

St Helens CCG 
The Gamble Building 
Victoria Square 
St Helens 
WA10 1DY 
 
 

Dear Sir/ Madam 
 
Re: Freedom of Information Request 
 
Further to your recent Freedom of Information request regarding MSK Service, please see 
below our response to your request. 
 
Request/Response 
 
 
1 ) Details of Musculoskeletal Services (MSK) 

  
   
  
2)    Spend on MSK services: 

  

a)    Do you operate an integrated (iMSK) MSK 
offering? If yes – can you specify what 
services (for example: orthopaedics, 
physiotherapy, rheumatology, pain 
management etc.) form part of your iMSK 
offering? 

 Yes 

b)    If you do not provide an integrated MSK 
service, do you plan on implementing an iMSK 
offering in the future? 

 N/a 

c)     Do you operate a single point of access 
(SPOA) for MSK patients? Do patients need a 
GP referral to access this service? 

 No 

d)    Could you provide a copy of your current 
service specification for the MSK service and 
patient pathway(s)? 

 See attached 

e)    What was the total spend on MSK services in 
the last financial year in your CCG? 

 £14,545,562 

f)      Could you provide a breakdown of the MSK 
spend on community services, vs acute? 

 See attached table 

mailto:sthelensccg.foi@nhs.net


  
   
3)    Procurement of MSK services: 

Please complete the tables below with the details of all current providers of MSK 
services 

  
  
 
Should you require any further information or clarification regarding this response or do not 
feel that your request has been answered as you would expect, please contact us to discuss.  
 
We also wish to take this opportunity to inform you that a formal complaints and internal 
review process is available, which will be managed by a FOI Appeals Officer. 
 
This can be formally requested and must be done within a reasonable period of time (3 
calendar months) from the date this response was issued.  
 
Where you are not satisfied with the response to a request for information that falls within the 
Environmental Information Regulations, you should make a representation for a review to 
FOI Appeals Officer, sthelensccg.foi@nhs.net within 40 days of receipt of the response. 
 
If you are not satisfied with our review under the Freedom of Information Act or the 
Environmental Information Regulations, you may apply directly to the Information 
Commissioners Office (ICO) for a review of your appeal decision.  Generally, the ICO cannot 
make a decision unless you have exhausted our complaints procedure.  
 
The ICO can be contacted at;  
 
ICO, Wycliffe House, Water Lane, Wilmslow, Cheshire, SK9 5AF  
www.ico.gov.uk   
 
Should you need any further clarification or assistance, please do not hesitate to contact me 
quoting the above reference. 
 
Yours sincerely,  
 

 
 
Angela Delea 
Associate Director – Corporate Governance 
NHS St Helens Clinical Commissioning Group    

Current 
Provider 

Contract 
Start 
Date 

Contract 
Length 
(exc. 

potential 
extensions) 

Any 
potential 
contract 

extensions? 

Contract 
Type 
(e.g. 

Block, 
Cost & 

Volume, 
PBR etc) 

Estimated 
Annual 

Value (£) 

Services 
included (e.g. 

physio, mCATs, 
Rheumatology 

etc.) 

 North 
West 
Boroughs 
NHS Trust 

 1/5/2018  3 years 
  
 
No 
 

 Block  £1,710,377 
  
 
See Question 2  

mailto:sthelensccg.foi@nhs.net
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Service Specification 
No. 

Nov 2019 CV 

Service St Helens Musculoskeletal Service 
Commissioner Lead Ruth Hunter 
Provider Lead To be confirmed following procurement 
Period 1/5/18 – 30/4/21 (with the option for one 24 

month extension) 
Date of Review September 2019 

 

1. Population Needs 

  

1.1  National/local context and evidence base  

The term musculoskeletal conditions is often used to include a broad range of 
health conditions affecting the bones, joints, muscles and spine, as well as rarer 
autoimmune conditions such as lupus. In fact, musculoskeletal conditions comprise 
over 100 different diseases and syndromes that interfere with people’s ability to 
carry out their normal daily activities. Common symptoms include pain, stiffness and 
a loss of mobility and dexterity. Broadly speaking there are three groups of 
musculoskeletal conditionsi: 

1. Inflammatory conditions (e.g. rheumatoid arthritis)  
2. Conditions of musculoskeletal pain,  (e.g. osteoarthritis, back pain)  
3. Osteoporosis and fragility fractures (e.g. fracture after fall from standing 

height) 

The Global Burden of Disease Report iihighlighted an increase in the prevalence of 
all musculoskeletal (MSK) conditions in the UK along with the number of years lived 
with disability. Recent trends in life expectancy in England highlight people are 
living longer, and that makes achieving a good quality of life in later years even 
more important. Population trends and surveys identify rising levels of obesity and 
inactivity both of which can be a causal factor and exacerbate the impact of some 
musculoskeletal conditions.  

Musculoskeletal conditions can be painful and distressing, causing a loss of 
confidence, dignity and independence. In some cases they can have quite severe 
consequences to the life chances of an individual through the loss of work, 
dependence on the state, family and friends. An ageing population which is forced 
to retire early due to ill health will increasingly affect the economic status of 
individuals and society. Therefore effort is needed to prevent, detect and treat all 
MSK conditions.iii. 

The focus of this service specification will be all MSK conditions eg back pain, 
tennis elbow – these will be referred to in this document as MSK conditions 
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Data from NHS Digital, the Arthritis Society and NICE paint a concerning picture of 
the impact of MSK conditions nationally: 

• Musculoskeletal disorders were the second major cause of morbidity in the 
UK second only to behavioural and mental health disorders ii 

• 30.8m working days were lost in the UK in 2016 due to MSK conditions 
• 59.4% of working age (16–64) people with a musculoskeletal condition are in 

work, compared to 73.5% of working age people overall 
• Musculoskeletal conditions can be caused or made worse by work, 34% of 

all work–related illness cases in Great Britain in 2015/16 were due to work 
related musculoskeletal disorders - the most common problems are back 
pain or disorders with the hand, wrist or arm. 

• One in five people consult a GP about a musculoskeletal problem each year. 
• Treatment and support for people with chronic pain (such as back pain or 

osteoarthritis) in primary care in the UK has been estimated to account for 
4.6 million appointments per year, comparable to 793 whole time GPs. 

• 1.4 million referrals to consultant (7.5% of all referrals) were due to 
musculoskeletal conditions in England in 2014/15, resulting in 2.16 million 
bed days 

• MSK conditions affect 1 in 4 of the population – approximately 9.6m adultsiv 
• Low back pain causes more disability than any other condition, affecting 1 in 

10 people and becoming more common with increasing age 
• In the UK it is estimated that low back pain is responsible for 37% of all 

chronic pain in men and 44% in women and the total cost of low back pain to 
the UK economy is reckoned to be over £12 billion per year. 
 

The high morbidity associated with lower back pain means that many treatments 
have been made available in the past, however some of these treatments have 
been shown to be no better than placebos and it is in this context that NICE have 
issued detailed new guidance on the management of lower back pain and sciatica 
(NICE 59). Alongside this guidance NHSE have funded a number of Vanguard 
Programmes with an emphasis on spinal symptoms. NHSE are implementing a new 
national pathway to improve management of back pain and sciatica. The pathway 
has the specific goal of reducing chronicity and psychological distress due to back 
pain and sciatica, with the pathway de-medicalising these conditions and changing 
the way patients and professionals view them. 

In particular the guidance focuses on exercise to augment any massage or 
manipulation therapies to manage back pain and a reduction in the levels and 
timing of joint injections and other interventions which hitherto have been readily 
available in the community and secondary care settings with mixed efficacy. 

Locally, data is available on the prevalence of some MSK symptoms and pathology: 

The estimated prevalence of back pain in St Helens is 18.4%, this is higher than the 
England average of 16.9%. 12,484 men and 19,966 women live with back pain; the 
largest risk factor for back pain in St Helens is the level of obesity in the borough. 
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In terms of MSK conditions which can warrant surgery, St Helens does not have 
significantly higher levels of morbidity when compared to the North West average. 
(table 1) However it has higher levels of hip and knee replacements when 
compared to Cheshire and Merseyside CCGs (table 2). Hip and knee replacements 
are conducted under the Cheshire and Merseyside Commissioning policy (see 
appendix 1) and it is adherence to this policy which will ensure equity of access to 
hip and knee replacements. 

Table 1 prevalence of pathology of hip and knee 

pathology St Helens prevalence/% North West 
prevalence/% 

Hip osteoarthritis (severe) 3.3 3.8 
Hip osteoarthritis (total) 10.92 11.17 
Hip osteoarthritis (severe) 6.53 6.47 
Hip osteoarthritis (total) 19.03 18.77 

Table 2 comparative surgery rates 

Date range April 2012 – April 2016 
Conversion rate by CCG hips knees 
St Helens CCG 3.7% 4.5% 
C&M CCGs 2.9% 3.2% 

Referral to hospital for specialist opinion 

Demand for elective care services is continuing to grow and more patients are 
being referred for treatment than hospitals are able to treat. This is leading to an 
increasing national waiting list and declining performance against the Referral to 
Treatment (RTT) standard. Analysis of activity across the NHS shows very large 
variations in the number of patients being referred to hospital as outpatients. There 
is robust evidence that suggests that for MSK referrals, patients could be managed 
differently without having to be referred to a hospital for treatment. The alternative 
management methods involve coordinating services to offer community triage, 
assessment- including diagnostics, treatment/ intervention (including physiotherapy, 
chronic pain management and joint injections), onward referral to other services 
and discharge of patients to GP with a care plan. Coordination in this way has led to 
a reduction of 20-30% in hospital referrals for MSK conditions iv.  
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Table 3 shows the number of MSK related referrals to secondary care services 
made by St Helens CCG GPs in 16/17 

Table 3 GP referrals to orthopaedics, rheumatology, spinal neurosurgery and pain 
for St Helens CCG 16/17 

Referral type Number of GP Referrals 
First out patient referrals (proxy – 
attends) orthopaedics 

4,257 

First out patient referrals (proxy – 
attends) rheumatology 

971 

First out patient referrals (proxy – 
attends) pain 

135 

First out patient referrals (proxy – 
attends) neurosurgery 

13 

The conversion rate from an outpatient first attend to elective admission in 2016/17 
for trauma & orthopaedics was 41.5%. 

Having well-resourced MSK services in place means that patients enjoy the best 
possible MSK health at the same time as reducing the burden on secondary care 
services and society and individuals. It improves patient experience by smoothing 
the MSK pathway so that patients do not have to make unnecessary hospital visits 
nor have unwarranted diagnostic tests – they are assured that they are being seen 
in the right setting in a timely fashion. 

To support efforts to reduce unnecessary referrals to secondary care and improve 
MSK health of patients St Helens CCG will commission an MSK service that will 
comprise four elements: 

• single point of access (SPA) 
• musculoskeletal clinical assessment and treatment (MCAT) Service 
• physiotherapy 
• chronic pain management service 

2. Outcomes 
2.1 NHS Outcomes Framework Domains & Indicators 

Domain 
1 

Preventing people from dying prematurely  

Domain 
2 

Enhancing quality of life for people with long-
term conditions 

  

Domain 
3 

Helping people to recover from episodes of ill-
health or following injury 

  

Domain 
4 

Ensuring people have a positive experience of 
care 

  

Domain 
5 

Treating and caring for people in safe 
environment and protecting them from 
avoidable harm 
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Locally Defined Outcomes 

Locally defined outcomes will be utilised to develop performance indicators to 
measure the effectiveness of the commissioned service. These may include: 

• Patients report positive experience of the service 
• Patients show improvement in function and Quality of Life using validated 

measures 
• Patients will have a range of ways to self-manage and an understanding of 

how behaviours can influence MSK health 
• All MCAT Service users considering surgery participate in the decision about 

the course of their treatment (shared decision making) and feel informed 
about their care 

• All service users achieve their set goals in a documented care plan 
• Improved social functioning (e.g. return to work – paid or unpaid) 
• Patients arriving at the service and GPs referring into the service have a 

good understanding of what to expect of the service 

3. Scope 
 

3.1 Aims and objectives of service 

Aim of service 

To reduce the morbidity associated with MSK conditions for the GP registered 
population of St Helens. This will be achieved through the provision of evidence 
based interventions and education and advice so that patients can self-manage and 
prevent problems developing. 

Objectives of service: 

• To provide improved access to care aligned with St Helens Locality Structure 
(appendix 2) 

• To deliver treatment to patients in a timely fashion to enable patients to reach 
their individual treatment goals sooner.  

• To ensure that all patients receive treatment according to their clinical need 
with routine patients treated in chronological order, thereby minimising the 
time that the patient spends on the waiting list and thus improving the quality 
of their patient experience 

• To deliver clinically effective treatments that reduce the demand on 
secondary care (acute) and specialised (tertiary) services and reduces the 
need for more costly interventions 

• To provide community services that have a strong emphasis on patient 
education and self-management, thereby promoting active, healthy lifestyles 
and reducing recurrence of injury or illness 

• To provide feedback, advice and guidance via phone, email and face to face 
for referring clinicians as to how conditions can be managed within primary 
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care where appropriate, or provide advice and guidance on requests to 
encourage and promote up-skilling in primary care 

• Assess clinically and refer onward patients who are not appropriate for 
treatment within the service 

• Assess clinically and refer backward patients who may be managed by their 
own GP practice in primary care 

• Provide a holistic, one-stop (where appropriate) service for patients  
• To operate well planned and clearly articulated care pathways, which link 

with Map of Medicine and cover the defined presentations and conditions 
and deliver safe, evidence-based care 

• To ensure each patient will see a professional with relevant skills, using the 
right equipment, in a suitable location 

• The service will deliver the shortest pathway possible, compatible with best 
patient outcomes 

• To deliver an integrated service which works closely with other service 
providers across the local healthcare system maximising efficiencies and 
delivering high quality care including direct listing of appropriate patients via 
the RMS 

• To improve the patient experience and efficiency of the service by reducing 
Did Not Attend (DNA) and cancellations, utilising slots fully 

• To develop clear pathways showing how patients will flow seamlessly across 
primary and secondary care services 

• To ensure that prescribing is evidence based and in line with relevant local 
and national guidance eg Pan Mersey and NICE 

• To have clear pathways showing the full details of the clinical pathway which 
patients follow before prescribing take place 

• To ensure that high quality, relevant and timely information is offered to all 
service users 

• To establish discharge planning processes as each patient enters the service 
• To establish pathways and relationships to sign post patients on to local self-

help groups and make full use of opportunities in the voluntary sector 
• To ensure that patients and referrers have a clear understanding of what the 

MSK service will offer, namely that there will be a focus on self-care and self-
management which may be achieved for example in terms of the 
physiotherapy service through exercise rather than manual therapy 

• To follow the Cheshire and Merseyside commissioning policy or any future 
updates 

3.2 Service descriptions/care pathway  

Overall MSK service description: 

The MSK service will comprise 4 elements: 

• Single Point of Access (SPA) 
• Musculoskeletal Clinical Assessment and Treatment (MCAT ) Service 
• Physiotherapy 
• Chronic Pain Management Service 
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3.2.1  MSK Service –General: 

• The service will ensure that all staff demonstrate the values and behaviours 
of St Helens CCG and are approachable and supportive of patients, carers 
and referrers (appendix 3) 

• The provider will ensure that all GP practices and other referrers have 
access to up to date service information  and relevant media materials 
(including leaflets) to support patient self-care and self-management eg 
exercise and analgesia  

• The provider will have a comprehensive web presence where patients and 
professionals can source information on self-care and self-management; this 
will link to other appropriate initiatives eg the national back pain pathway web 
presence. It will include the service’s expectations of patients during their 
time in the MSK service and how to access the service 

• The MSK service will have clinical leadership no less than consultant grade 
physiotherapist 

• The MSK service will utilise Multi-disciplinary team (MDT) meetings as 
required but on at least a monthly basis to ensure that pathways have the 
correct level of clinical supervision and assurance and to provide support to 
patient management. The MDT team will consist of all of the Healthcare 
Professionals (HCP) Groups of staff as set out in section 3.2.3.1 of this 
service specification 

• The provider will be able to evidence ongoing training and education for all 
staff in the service, all non-medical prescribers will have regular supervision 
and this will be documented and auditable upon request by the 
commissioner 

• The provider will liaise with community mental health services and have 
pathways in place to ensure prompt referral 

• The provider will demonstrate innovation in the model they propose to 
maximise the effectiveness of the service, this will include the development 
of a downloadable booking app or equivalent which at a minimum allows 
patients to cancel when they cannot attend an appointment 

• The service will increase and maintain at the specified level conversion rates 
from outpatient attendances to intervention in secondary care through more 
appropriate referrals to acute service providers 

• Achieve a maximum waiting time of 6 weeks for patients referred into the 
MSK MCAT Service and maintain the target of a maximum 18 week period 
from referral to treatment for all clinical pathways 

• All patients will have a detailed care / management plan in place following 
first assessment/contact 

• Rapid reporting and feedback to the service is expected. The service will 
have direct access to Magnetic Resonance Imaging (MRI), plain film x-ray 
and blood tests as needed and will deliver a ‘one stop shop’ approach for 
assessment to include appropriate diagnostics wherever possible 

• The service will use an be able to demonstrate an “every contact counts 
approach” throughout all encounters with patients to encourage healthy 
behaviours and lifestyles conducive to all round health and wellbeing, this will 
be evidenced by the numbers of referrals to the Health Improvement Team, 
other public health offer and advice to use community gym facilities 
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• The service will recognise some groups of patients may not be able to 
express their need or underplay their condition eg patients with language 
barriers, disability or old age, the provider will be able to evidence how they 
ensure the service is accessible to such groups 

• The service will be able to demonstrate how it has contributed to the 
prevention of poor MSK health incidence in the community via its annual 
report 

A proposed service model is shown in appendix 4 

3.2.2 MSK service- Single Point of Access: 

• The provider will implement a single point of access (SPA) to accept and 
process accordingly all ‘in scope’ MSK physiotherapy, orthopaedic, 
rheumatology, secondary care pain and chronic pain management referrals 
including referrals from Primary care and other referral routes, including self-
referral. 

• At the initial point of referral processing all obvious referrals for 
physiotherapy can be directed to the physiotherapy service providing they 
meet the inclusion criteria set out in section 3.4.2 

• All other referrals will be clinically triaged by an MCAT process comprising 
extended scope practitioners and having access to consultants, in order to 
support the decision making process 

• All referrals from primary care will be screened for completeness in line with 
current processes by St Helens CCG RMS before onward referral to the 
MSK  SPA as per current agreement (Note: no clinical triage will be 
undertaken by RMS provider) 

• The service will offer timely telephone advice and guidance to GPs regarding 
management of patients who they are considering referring or who have 
been discharged from the service 

• The provider will ensure that IT systems are interoperable with those 
developed by St Helens Cares as this develops and gains prominence 
(appendix 5) 

 

3.2.3: MSK Service-MCATS (Musculoskeletal Clinical Assessment and 
Treatment Service): 

This interface service will offer paper triage, telephone triage and face to face triage 
with clinical assessment and treatment 

3.2.3.1 Paper / Telephone triage 

The service will: 

• Provide triage by extended scope practitioners (ESPs) , GPs with Special 
Interests or consultants for all referrals as clinically appropriate 

• Have available a multi-disciplinary team including ESPs, orthopaedic, 
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rheumatology and pain consultants to support a safe and effective triage/ 
decision making process 

• Refer onto the most appropriate service – either within the wider MSK 
service or external eg secondary care orthopaedics, rheumatology, 
neurology or pain services 

• Share the initial referral and assessment information as part of the ‘telling the 
story once’ approach so there is no duplication of assessment and 
information gathering 

• Send all onward referrals which are external to the MSK service via the RMS 
for the booking team to offer choice 

• Audit their practice regularly, at least biannually, to ensure that patients are 
referred to the correct services first time 

• Refer patients directly via agreed pathways for diagnostic imaging required 
to support assessment and management, including MRI, X-Ray and 
ultrasound scanning, this will be limited to the advanced practitioner roles 
only 

3.2.3.2 Face to face triage with clinical assessment and treatment/ intervention: 

The service will: 

• Have appropriately qualified staff to administer injections in line with NICE 
guidance, at the assessment appointment, not at a follow up appointment 

• Have a first to follow up rate of no more than 1:1 
• Refer patients for diagnostic testing 
• For any patients who are deemed suitable for referral to secondary care, the 

MCAT MDT will review the recommendation to ensure suitability and this 
MDT review will be documented 

• Ensure that shared decision making has been made and documented for any 
patients being referred to secondary care 

• Have access to podiatry services for biomechanical advice and strong links 
to orthopaedic foot consultants in secondary care 

 

 

3.2.4 MSK Service-Physiotherapy 

The service will: 

• Provide physiotherapy assessment and therapeutic interventions based on 
individual patient need. This may be group or individual therapy 
dependent upon both presenting condition and patient need 

• Provide flexible schemes and alternative approaches to managing patients 
with MSK conditions and maximise the service delivery for effectiveness 
and efficiency 

• Identify and maximise functional potential through health promotion, 
preventative health care, treatment and rehabilitation 
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• All appointments will be made on an opt in basis by patients 
• First to follow up rate will be no more than 1:2 
• Accept referrals from the SPA or from the MCAT or chronic pain service 
• Ensure that all patients are able to demonstrate that they can carry out any 

exercise programmes which are agreed, this may be through the 
practitioner demonstrating the exercise or supporting the patient to do the 
exercise 

• Identify a physiotherapist liaison officer for all GP practices 
• Ensure that all GPs are clear on the role and contact details of their 

physiotherapy liaison officer/other named service professional 
• Share the outcome measures achieved by patients with their GPs in a 

format which is understandable and useful 

3.2.5 Chronic pain management service 

This interface service will: 

• Deliver a balance of therapeutic interventions to reduce pain, disability & 
distress 

• The core elements of the community pain service will focus upon a 
biopsychosocial model 

o Biological - diagnosis, investigations, interventional treatment e.g. 
medication or injections etc 

o Psychological - distress and the management of this 
o Functional - individual, family and work related functioning; Activities 

of Daily Living (ADL) 
• Assess patients referred to it from the MCAT Service to offer multi-

disciplinary assessment and treatment of patients utilising the initial 
assessment completed and information shared by the MCAT service 

• Rationalise medication to optimise pain relief and to avoid inappropriate use 
of pain relief 

• Give clear advice to GPs on the steps to take to reduce their patient’s 
reliance on medication – this will not be limited to advice on medication 

• Use diagnostic methods to support management of patients 
• Manage patients optimally in the acute phase to reduce chronicity 
• Consider pain management in the context of the patient’s social, family and 

occupational issues when drawing up a care plan 
• Support GPs to optimally manage patients who are not candidates for 

surgery by developing a care plan to be shared with primary care 
• Draw on the expertise of the MCAT MDT to ensure that all referrals to 

secondary care are appropriate 
• Use specified validation tools to measure pain, well-being and quality of life 
• Manage patients such that unnecessary secondary care appointments are 

not made 
• A multi-professional team will deliver the service. This will as a minimum 

include pain specialist Physicians, Psychologists, Physiotherapist, 
Occupational therapist 

• Offer a drop in service for patients to seek support and advice 
• Consider and provide a range of locations for the service in line with  the 
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national back pain model which aims to de-medicalise pain eg community 
leisure centres 

• Share the outcome measures achieved by patients with their GPs in a format 
which is understandable and useful 

3.2.6 Pathway development 

The provider will need to agree the detail of all care pathways with the 
commissioner prior to the start of the service. This will include the staffing levels, 
location, frequency of clinics, number of clinic slots available, type of clinic slot and 
start and end times of clinics/ service availability. The care pathways will be inserted 
into this specification. 

The provider will agree pathways for onward referral for any red flag symptoms 
which are identified on assessment after a patient has been accepted into the 
service – this will include pathways for cauda equine and other serious pathology.  

3.2.7 Prescribing Summary 

• Prescribing (either directly by the provider service or via provider request to 
GP to prescribe) will be cost effective and evidence based and in line with 
Pan Mersey Area Prescribing Committee Formulary and Guidance, and 
NICE Guidance.  This will include the requirement that drug choice should 
follow the Pan Mersey ‘prioritised’ order of prescribing e.g. first line 
medication before second line medication 

• Requests should not be made to General Practitioners to provide patients 
with non-formulary or unlicensed/off-label products 

• Non-medical prescribers will, when necessary, prescribe drug treatments   
according to their P List such that patients do not need to attend additional 
GP appointments to obtain such medication. P Lists utilised by prescribers 
must be in line with Pan Mersey Area prescribing Committee Guidance and 
must be shared annually (or following any changes) with the CCG non-
medical prescribing lead along with declarations of competence 

• All non-medical prescribers will have regular medical supervision and this will 
be documented and auditable upon request by the commissioner 

• The provider will provide the commissioner with clear clinical pathways which 
patients will have followed before prescribing takes place 

• Prescribing will remain within a given prescribing budget and will be 
monitored closely by the CCG via data review 

• The provider will work with the CCG’s Medicines Management Team to 
ensure that any prescribing practices remain in line with CCG requirements 
and within budget 

• The provider will be required each year of the contract to collate data and 
report to the CCG the  total number of patients referred to the service; the 
number receiving an intervention; and the number of prescription items 
prescribed  

• The provider will be required to undertake a six monthly ‘hands on’ audit and 
report findings and any action plans to the CCG in order to demonstrate 
compliance with Pan Mersey Area Formulary and Guidance and compliance 
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with all stipulations within this service specification and contract. A focus of 
the audit sample must include those patients where the service has 
requested GP prescribing 

3.3 Population covered 

3.3.1 The MSK Service accepts referrals for people (for age requirements see 
below) who are registered with a St Helens GP. For St Helens residents who are 
not registered with a GP the service should make every effort to encourage and 
support registration. 

Referral method to MSK Service 

• Primary Care Referrals will be via St Helens RMS using a standard template, 
no triage will take place in the RMS for MSK Conditions NB on award the 
provider will agree processes with the commissioner for managing GP 
referrals which do not come via the RMS, a plan will be agreed to reduce the 
number of such referrals to a minimum. 

 

• Patients or their agents can self-refer – a number of methods should be 
offered: 

o Internet submission of self- referrals 
o Using a downloadable app 
o Telephone 
o Paper – letter or referral form patients obtain from their GP practice 

3.3.2 The CCG expects the following indicative number of referrals to the MSK 
service based on 16/17 data:  

Type of referral Expected referrals in 
new MSK service 

Physiotherapy 8,726 
Chronic pain 278 
Orthopaedics 4,257 
Rheumatology 971 
Secondary care pain 135 
Spinal neurosurgery 13 

 

3.4 Any acceptance and exclusion criteria and thresholds 

3.4.1 Inclusion criteria for MSK Service 

• All orthopaedic referrals 
• All MSK physiotherapy referrals 
• All secondary care pain referrals 
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• All community chronic pain referrals 
• All rheumatology referrals 
• All spinal neurosurgery referrals 
• Referrals from orthopaedic, rheumatology, pain management specialties in 

secondary care 
• Referrals from A&E departments  

For all referrals, the service should accommodate those with learning disabilities; 
this includes making and documenting reasonable adjustments made to facilitate 
access. 

Exclusion criteria for MSK service 

• Those requiring emergency treatment 
• Those with suspected serious pathology, or red flag symptoms 
• Patients who require diagnostic investigations which should be completed 

prior to referral 
• Patients with  a neurological condition requiring specialist neurological 

physiotherapy 
• Patients who require Physiotherapy treatment post operatively 

where treatment is available via a separate, defined and 
commissioned pathway 

• Cancer referrals 

‘Red flag’ symptom is the term given to the identification of dangerous or 
potentially dangerous findings in the history or examination. 

Red flag symptoms include; 

• Bodyweight loss, if the reason for the weight loss is not clear 

• Appetite loss 
• Feeling unwell - anyone who complains of persistently feeling unwell, 

especially with loss of appetite and weight loss, should be regarded 
with suspicion 

• Pain on rest and at night - if the pain is particularly bad lying down, or at 
night, it should be recorded as a suspicious finding 

• Early morning stiffness - lasting for an hour or more - could be due to a 
rheumatoid condition 

• Previous medical history of a tumour - a recurrence could be the 
presenting cause of the patient's problems 

• Bladder and bowel function - not previously present, or an inability to pass 
water (retention), is important and should be immediately reported 
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• Perineal loss of sensitivity 

• Spasticity and hyper-reflexia - any significant increase in tone, reflexes 
or clonus could indicate a central nervous system problem 

• Generalised loss of muscle power 

• Thoracic pain - most MSK spinal pains occur in the lumbar, sacral or cervical 
areas and are benign. Thoracic pain is associated with a higher risk of 
serious conditions such as tumours, and this should be taken into account 

3.4.2 Physiotherapy Service 

Inclusion criteria for physiotherapy service 

• Age 16 or above 
• Referrals are accepted for any patient with musculoskeletal pathology which 

would benefit from conservative physiotherapy management  

Exclusion criteria for physiotherapy service 

• Those deemed to have conditions unlikely to benefit from conservative 
p hysiotherapy management 

• Those who have previously not responded to physiotherapy treatment 
for the same presenting condition unless there are good indications that 
further treatment shall provide improved outcomes.  

3.4.3 Chronic pain management service 

Inclusion criteria for chronic pain management service 

• Age 18 years and over 
• Persistent or episodic pain of greater than 6 weeks duration  
• All appropriate investigations or treatments have been completed or are 

being sought at the point of referral  
• Patient continues to demonstrate evidence of pain-related psychological/ 

emotional distress and is failing to return to normal pre-pain activity or 
lifestyle 

 

Exclusion criteria for pain management service 

• Cancer related pain unless referred by the Palliative Care Cancer Service  
• A hospital in-patient 
• Patient having been referred to or already being seen by another pain 

service 
• Uncontrolled alcohol or substance abuse 
• Uncontrolled psychotic or other major psychiatric illness 
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• Housebound or unable to attend outpatient clinic 

3.4.4 MCAT Service 

Inclusion criteria for MCAT service 

All referrals which meet the inclusion criteria for the MSK Service but do not meet 
the criteria for chronic pain management or physiotherapy 

Exclusion criteria for MCAT service 

This service is not available to patients whose needs are assessed as sitting 
outside the scope of the service or whose healthcare needs present complications 
or risks which require more specialised service intervention. These include the 
following:- 

• Patients under the age of 16. These patients should be referred to paediatric 
services 

• Patients with post-operative or post traumatic complications. 

3.5 Service availability 

The service shall be available to meet the requirements of the service 
specification, with particular focus on required waiting times, so as not to 
compromise the 18 week referral to treatment pathway. 

As a minimum, the Provider shall ensure the Service is provided, 52  weeks  
a  yea r  Monday to Friday during core hours (08.00 to 18.00 hrs.) with 
sufficient clinics to meet waiting time criteria. Opening times should be flexed 
to meet demand and should include some evenings, weekends and school drop 
off times. Innovation in opening times will be encouraged. 

The service will be expected to collect regularly and evidence the use of patient 
experience data to guide decisions about clinic times so that the service 
demonstrably responds to patient need – this is particularly important for patients 
who work. The service will work to maximise response rates by using and being 
able to evidence innovative methods to engage patients. 

Patients (particularly those who require ongoing care within the Service) 
should be supplied with contact details for a named clinician who can 
respond to queries and concerns, and, where necessary, give clinical 
telephone advice. 

3.6 Interdependence with other services/providers 

The CCG is strongly committed to working with a wide range of Health, Community 
and Social Care partners to develop St Helens Cares; a Borough based local care 
system. The provider will be expected to be able to demonstrate that it can work in 
genuine collaboration with St Helens Cares and show a clear commitment to the 
local principles for working together, agreed by the St Helens Peoples Board which 
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are: - 

• Listen to and hear each other  
• Keep things simple and clear  
• Be transparent, honest, open and truthful  
• Develop a new approach to working  
• Be ambitious and aspirational but realistic  
• Decide on real priorities linked to clear outcomes  
• Remain action focussed  
• Ensure delivery 

Key Interdependencies: 

• St Helens GP practices 
• St Helens Council 
• CCG GP Protected Learning Time Events 
• Patient and carer groups 
• Healthwatch 
• Medicines management team 
• Estates management 
• Health Improvement Team 
• Secondary care orthopaedic services 
• Secondary care rheumatology services 
• Secondary care pain management services 
• Secondary care neurology services 
• Voluntary sector services 
• Community mental health services 
• Orthotics services 
• St Helens RMS 
• Individual funding request team 
• Procedures  in any procedures of low clinical priority policy 
• Podiatry 
• A&E 
• Secondary care radiology 
• Outpatient clinic staff 
• Occupational therapy 
• Mental health services 
• Dietetics 
• Biomechanics 
• Urgent care centre/ Walk in Centres service St Helens patients 
• Children’s pain and physiotherapy teams (particularly in transition)  
• Specialist and tertiary centres 

As a community service it is critical that good working relationships are formed, with 
open dialogue with secondary and primary care colleagues, as well as colleagues 
from related community services, to ensure that patients receive the best care in the 
most appropriate setting. In particular, the Provider will liaise closely with primary 
care, secondary care as stated above and other departments, as well as related 
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community services to ensure there is clarity regarding referral pathways. 

The Provider shall be required to be involved in any local networks that are of 
relevance to this service, such as the local networks relating to the specialty area. 

3.7 DNAs (Did not attends) for MSK service 

A patient information sheet will be given to all patients on booking their first 
appointment which details clearly the access policy. 

Patients who do not attend their agreed and confirmed first appointment should 
be discharged back to the care of their referring source, and the referrer and 
patient informed of this action. The onus in this discharge has to be for the 
patient to re-initiate contact with the service, not for the GP to have to follow up 
with the patient. 

Patients who do not attend their agreed and confirmed follow-up appointment 
should be given one further opportunity to attend. Patients who then DNA their 
second and subsequent agreed and confirmed follow-up appointment should 
be discharged back to the care of their referring source, and the referrer and 
patient informed of this action. 

When a patient contacts the service following a DNA and requests a further 
appointment, the decision whether to grant this request should be made by the 
provider health care professional, following a review of the patient’s DNA 
circumstances and clinical need. In most cases it is expected that this request 
for an appointment is granted. 

The provider should use all reasonable means at its disposal, including text 
reminders wherever possible, to  reduce the rate of DNAs by making further 
and more frequent contact with the patient, to remind them of their appointment 
arrangements. 

The provider must ensure that all GPs have access to clear concise 
information which details the access policy from service go live. 

Patient initiated cancellations 

Patients should be allowed to cancel their previously confirmed appointment and 
request a rebooking once, and a second appointment date and time agreed with 
the patient. If the patient then cancels their second confirmed appointment, the 
patient should be discharged back to the care of their referring source, and the 
referrer and patient informed of this action. Similarly, if a patient requests 
termination of their treatment cycle, the patient should be discharged back to the 
care of their referring source, and the referrer and patient informed of this 
action. 

Service initiated cancellations 

Where patient appointments have to be cancelled, the Provider shall offer 
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alternative dates, within 5 Operational Days, to the patient without significantly 
lengthening their treatment pathway time. Wherever possible, patients who have 
been cancelled once should not be cancelled again, except as the result of an 
urgent clinical re-prioritisation, and there being no other options. 

3.8 Discharge from the MSK Service 

The service is expected to discharge patients once their packages of care are 
completed 

Discussions regarding the length of time the service will support a patient with their 
MSK condition should be conducted during the initial stages of their engagement 
with the service. This should be clearly documented in the patient’s management 
plan.  

Service providers must ensure arrangements are in place for patients to be 
reassured that they will be seen again if their condition were to deteriorate or 
reoccur within a year. 

The Provider will be responsible for ensuring that the referring GP and the patient is 
sent a typed discharge summary letter outlining the following:-  

• Diagnosis  
• Interventions  
• Treatment plan  
• Progress made by the patient  
• Patient advice given in relation to next steps, including self-management or 

onward referral to another professional or organisation.  

This discharge summary letter should be sent electronically to the referring GP and 
by post to the patient (if requested when asked) within 3 working days of discharge 
from the service 

If the patient requires a referral to a secondary care provider, the provider must 
refer the patient through the RMS so that choice can be offered. The provider must 
then ensure that a discharge summary, as detailed above accompanies the referral 
to the RMS and that the patient’s GP is informed of the referral. If surgery is 
required, the provider will ensure that relevant diagnostic tests have been taken and 
the results forwarded to the surgery provider prior to the patient’s first appointment 
with the surgery provider. If the patient requires referral to another service within 
NHS St Helens outside the scope of the MSK Service, the GP will be notified within 
2 working days and requested to refer the patient to the service directly 

3.9 Communication and Engagement 

The provider will have a detailed communication and engagement plan to ensure 
that all GPs, primary care and secondary care providers are aware of the MSK 
Service, what it offers and how to access it. 
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4. Applicable Service Standards 
 

4.1 Applicable national standards (eg NICE)  

• The Provider shall deliver services in accordance with best practice in health 
care and shall comply in all respects with the standards and recommendations  
contained in: 

• Registration with the Health and Care Professions Council and compliance 
with their guidance including Standards of proficiency 

• The Chartered Society of Physiotherapists  (CSP) including Core Standards of 
physiotherapy practice and Scope of Physiotherapy Practice 

• St Helens Map of Medicine pathways where available 
• Low back pain and sciatica in over 16s: assessment and management, NICE 

guideline [NG59], November 2016 
• All recognised clinical service standards such as evidence based clinical 

guidelines from the CSP and other similar bodies 
• National Institute for Health and Clinical Excellence guidance, 
• NICE Guidance, Osteoarthritis: The Care and Management of Osteoarthritis in 

Adults. February, 2014. 
• NICE Guidance, Rheumatoid Arthritis: The Management of Rheumatoid 

Arthritis in Adults, February, 2009. 
• NICE Pathway – Musculoskeletal  Conditions 

(http://pathways.nice.org.uk/pathways/musculoskeletal-conditions) 
• National Services Frameworks (Long Term Conditions, 2005, Older People, 

2001) Musculoskeletal Service Framework - A joint responsibility: Doing it 
Differently, Department of Health (2006). 

• Any other quality standards agreed in writing between the provider and the 
Commissioner. 

 Applicable standards set out in Guidance and/or issued by a competent body 
(eg Royal Colleges)  

Accessible Information Standard, Making health and social care information accessible 

https://www.england.nhs.uk/ourwork/accessibleinfo/ 

the reporting requirements will be added to the information requirements in 
Schedule 6 of the contract 

 

4.2 Applicable local standards 

• Prescribing in line with Pan Mersey Area Prescribing Committee Formulary 
Appendix 6) 

• Management of patients in line with Map of Medicine 
• Cheshire and Merseyside Commissioning Policy 14/15 and all future policies 

 

http://pathways.nice.org.uk/pathways/musculoskeletal-conditions)
https://www.england.nhs.uk/ourwork/accessibleinfo/
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5. Applicable quality requirements and CQUIN goals 
 

5.1 Applicable Quality Requirements for MSK Service 

The service will be required to deliver to an agreed set of quality standards. The 
provider will agree with the commissioners how to measure and report on these 
indicators. This list may be changed over time in negotiation with St Helens CCG. 

Quality 
Element 

Criteria Quality 
information / 
indicator 

Estimated timescale 
(to be agreed with  
provider) 

1. Keeping 
Service Users 
and Staff 
Safe 

Notification of and 
learning from 
service user safety 
and all serious 
untoward incidents  
 

Report to CCG 
Accountable 
Manager 

 
 

Service User 
Safety Incident 
reports with 
evidence of 
learning 

Quarterly  
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Compliance with St 
Helens Multi 
Agency 
Safeguarding 
policies and 
procedures.  This 
will include training, 
compliance and 
clinical supervision. 

 

Community Health 
Services must have 
a clear 
Safeguarding 
Children policy 
(including Child 
Protection) which is 
adhered to at all 
times, in line with 
‘Working together 
to Safeguard 
Children’ (2006).   

Risk 
Assessments 
and action 
plans 

 

Reporting of 
safeguarding 
incidents and 
serious case 
reviews 
 
Annual reports 
on 
safeguarding to 
include 
safeguarding 
training activity 

 
HR evidence 
for professional 
registration and 
CRB checks for 
appropriate 
staff 

Annual 
 

 

Where appropriate 
 
 

 

 

Annual 
 
 
 

 

 

Annual 

2.Clinical and 
Cost 
Effectiveness 

Description of KPI Target Frequency 

Quarterly meetings will 
be held  with the 
commissioner where the 
previous quarter’s 
reports will be discussed 

MSK Service   

Red flag symptoms 
referred on within 1 
working day 

100% Discussed quarterly by 
exception 

Patients with goals 
set 

100% 6 monthly audits to be 
presented to 
commissioners at 
quarterly meetings twice 
a year 

Physiotherapy 
service 
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Urgent referrals to 
be seen within 2 
weeks subject to 
clinical judgement 

100% Discussed quarterly by 
exception 

Routine referrals to 
be seen within 8 
weeks 

80% Monthly submissions, to 
be discussed quarterly 

 Routine referrals to 
be seen within 10 
weeks 

100% Monthly submissions, to 
be discussed quarterly 

 MCAT Service   

 Urgent referrals to 
be seen within 2 
weeks subject to 
clinical judgement 

100% Discussed quarterly by 
exception 

 Face to face 
appointments seen 
within 6 weeks 

100% Monthly submissions, to 
be discussed quarterly 

 Conversion rate for 
active 
intervention/surgery 
orthopaedics 

>80% 6 monthly audits to be 
presented to 
commissioners at 
quarterly meetings twice 
a year 

 Conversion rate for 
active 
intervention/surgery 
spinal 
neurosurgery, this 
is carried out under 
Walton contract 
and is not available 
to NWBH team 

>50%*** N/A 

 Chronic pain 
service 

  



23 
 

 Patients seen 
within 4 weeks of 
return of full referral 
information 

80% Discussed quarterly by 
exception 

 Patients seen 
within 6 weeks of 
return of full referral 
information 

100% Discussed quarterly by 
exception 

 Patient 
experience  MSK 
service 

  

 Family and friends 
offered to patients*  

100% 6 monthly report,  
presented to 
commissioners at 
quarterly meetings twice 
a year 

 Patient 
experience 
Shared decision 
making 

  

 Patients referred 
for secondary care 
surgery  or 
intervention 
undertake shared 
decision making 

 

100% 6 monthly audits to be 
presented to 
commissioners at 
quarterly meetings twice 
a year 

 Patient 
experience  

  

 Patients asked to 
complete MSK HQ 

>90% Monthly submissions, to 
be discussed quarterly 

 Patient 
experience pain  

  

 Pain self- efficacy 
questionnaire 
(PSEQ) offered to 
appropriate patients  

100% 6 monthly report,  
presented to 
commissioners at 
quarterly meetings twice 
a year 
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 Warwick Edinburgh 
Mental Well Being 
Scale (WEMWBS) 
offered to 
appropriate patients 

100% 6 monthly report,  
presented to 
commissioners at 
quarterly meetings twice 
a year 

 Roland Morris 
Disability 
Questionnaire – 
Amended (RMDQ-
A) offered to 
appropriate patients 

100% 6 monthly report,  
presented to 
commissioners at 
quarterly meetings twice 
a year 

 Chronic Pain 
Acceptance 
Questionnaire 
(CPAQ) offered to 
appropriate patients 

100% 6 monthly report,  
presented to 
commissioners at 
quarterly meetings twice 
a year  

 Centre for 
Epidemiological 
Studies Depression 
Scale (CES-D) 
offered to 
appropriate patients 

100% 6 monthly report,  
presented to 
commissioners at 
quarterly meetings twice 
a year 

 Pain Anxiety 
Symptom Scale 
(PASS) offered to 
appropriate patients 

100% 6 monthly report,  
presented to 
commissioners at 
quarterly meetings twice 
a year 

 5 minute walk 
offered to 
appropriate patients 

100% 6 monthly report,  
presented to 
commissioners at 
quarterly meetings twice 
a year 

 Sit to stand test 
offered to 
appropriate patients 

100% 6 monthly report,  
presented to 
commissioners at 
quarterly meetings twice 
a year 
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3.Governance Integrated 
governance 
arrangements 
 

 

Details of 
governance 
structures, 
accountability 
and 
communication 
arrangements 

 

Organisational indicator 
and not applicable to 
individual service 
specification 

Risk Assurance 
and management 

 

Process in 
place to identify 
risks 
 
Action plans in 
place and 
monitored to 
address risks 
 

Notify the 
commissioner 
and contract 
lead of any 
significant 
changes in 
condition or 
circumstances 
of the service 

 

To be contained in 
annual corporate report 
by exception only 
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Equality and 
Human Rights 
Legislation 
 

Equality Impact 
Assessments 
(EIAs) to be 
carried out and 
action plan 
drawn up 

 

Action plan to 
be actively 
monitored and 
updated. 
 
Evidence of 
equality data 
collection (on 
the 6 strands of 
Race, 
Disability, 
Gender, Sexual 
Orientation, 
Religion and 
Age) and use to 
improve access 
 
Equality reports 
to include 
procedures for 
impact 
assessments 
and 
consultation on 
new services 

After 12 months of 
service delivery - 
complete 
 
 
 

 

Quarterly as part of the 
self-assessment 
process - complete 

 

 

 

To form part of annual 
corporate report 
 
 

4. Service 
User 
Experience 
and 
Engagement 

Service user 
feedback including 
complaints 

 
 
 
 

 

Complaints 
report with 
evidence of 
learning 
lessons and 
changes to 
practice 

 
Service User 
survey reports 
and plans 

 

To form part of annual 
corporate report 
 

 Treating Service 
users with Dignity 
and Respect 
 

Annual Service 
User survey  
 

To form part of annual 
corporate report 
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Service User 
feedback 
reports / 
surveys 
addressing 
dignity, respect 
and privacy 

 

 

 Service User / 
public engagement 
 

 

Strategy and 
plans to 
proactively 
engage, consult 
and gain 
service user 
feedback 

 

Annual report,  
presented to 
commissioners at 
quarterly meetings once 
a year 
 

*** Conversion Rates 

In the circumstance when the conversion rate is greater than 5% below target, the 
provider will be expected to meet with the commissioner and produce a remedial 
action plan within 4 weeks. 

KPIs for clinical effectiveness 

These are shown in the above table section 2. They will be reported monthly for 
three months then quarterly at the discretion of the commissioner. The data 
required may be modified by the commissioner over time to meet emerging needs. 

5.2 Activity Data 

All reported monthly for three months then quarterly /monthly at the discretion of the 
commissioner. The data required may be modified by the commissioner over time 
to meet emerging needs. 

The waiting times and the numbers waiting for physiotherapy, chronic pain and 
MCAT Service will be supplied to the commissioner in a format that shows the 
number of weeks waited. 

MSK Service 

Activity  
Referrals received, number and percentage 
Inappropriate referrals received by reason, number and percentage, 
themes and sources will be discussed in quarterly meetings 
Appropriate referrals, number and percentage  
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Physiotherapy Service  

Description 
ID Description 
A Number of referrals received 

B Number of inappropriate referrals received (and as a 
percentage of A) 

C 
Number of appropriate referrals (and as percentage of A) 

D 
Number of DNAs (and percentage of G and I) 

E 
Number of DNAs first (and percentage of I) 

F 
Number of DNAs follow up (and percentage of G) 

G Number of follow up appointments 
H Number discharged from service  
I Number of first appointments  
J Number of patients in system 
K Number of Patients Discharged 

Chronic pain service 

Description 
Number of referrals received  
Number of inappropriate referrals  
received  
Number of appropriate referrals to CPMS  
Number of DNA first appointment  
number of DNA  
Number discharged from service  
Number of first appointments  
Number of patients in system 
Discharge destination / by destination 

MCAT Service 

Outcome of MCAT attendance information  

Detail 
Type of attend (paper, FTF) by number and percentage 
Referrals to individual physiotherapy number and percentage of type of 
attend 
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Referrals to injection by type number and percentage of type of attend 
Referrals to group physiotherapy number and percentage on request 
Referrals to health improvement team number and percentage of type of 
attend 
Referrals to other service by type number and percentage of type of 
attend 
Referrals to secondary care by speciality number and percentage of type 
of attend  
Follow up appointment booked with AMP number and percentage of 
type of attend 
Discharged to secondary care by specialty number and percentage of 
type of attend 
Discharge to GP number and percentage of type of attend 

Face to Face Clinical Assessment and Treatment 

For A and B below the provider will evidence adherence to the CBCT policy via 6 
monthly audits to be presented to commissioners at quarterly meetings twice a year  

A) PLCP Policy – Knee Replacement to be completed for each 
patient 
*All need to be positive to proceed Y/N 

 Date 
Procedure 
patient decision aid used y/n 
BMI<40 
Moderate/severe joint pain 
Moderate to severe functional limitation (significant impact on QOL) 
Tried meds/weight control/physical therapy 
Radiological features of severe disease or features of moderate disease 
with ltd mobility or instability of the joint 

PLCP compliant – patient wishes to proceed with surgery 

PLCP compliant – patient does not want surgery 

PLCP non-compliant – patient requesting surgery 

 

 
 
B PLCP Policy – Hip Replacement  

 ** Either needs to be positive to proceed 
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Prescribing chronic pain management: 

No prescribing will take place 

5.3 Outcome data 

All data in 5.3 will be in the quality schedule 

Any requirements /future requirements for data collation and reporting on relevant 
national indicators will be met by the provider 

MCAT outcomes 

Shared decision making 

description Target 
Patients reporting 
positively for all 
measures on 
collaboRATE 

>90% 

 

Physiotherapy outcomes 

Service  Measure Name  Indicator Threshold 
Physiotherapy MSK-HQ Patients show an 

increase or 
maintenance in 
score  

>90% 

 

 

Patient decision aid used y/n 
Procedure 
Severe joint pain and functional limitation despite meds/weight 
control/physical therapy or see next criterion below 
Mild/moderate joint pain and severe functional limitation despite 
meds/weight control/physical therapy 
PLCP compliant – patient wishes to proceed with surgery 
PLCP compliant – patient does not want surgery 
PLCP non-compliant – patient requesting surgery 



31 
 

Pain outcomes 

The following outcomes measures are used to evaluate the chronic pain service 

They are completed pre and post entry to the service and at the 3 month follow up.  

On average all patients should show improvement across the measures. The level 
of improvement will be agreed between the Commissioner and Provider; within 3 
weeks from the contract being awarded the provider will be required to attend an 
outcome meeting to agree these levels. 

Name of tool threshold 
Pain self- efficacy questionnaire (PSEQ) overall increase for patients 
Warwick Edinburgh Mental Well Being 
Scale (WEMWBS) 

overall increase for patients 

Roland Morris Disability Questionnaire – 
Amended (RMDQ-A) 

overall decrease for 
patients 

Chronic Pain Acceptance Questionnaire 
(CPAQ) 

overall increase for patients 

Centre for Epidemiological Studies 
Depression Scale (CES-D) 

overall decrease for 
patients 

Pain Anxiety Symptom Scale (PASS) overall decrease for 
patients 

Pain Catastrophising Scale (PCS) overall decrease for 
patients 

5 minute walk overall increase for patients 
Sit to stand test overall increase for patients 

*An increase in scores represents an improvement on all measures apart from 
RMDQ-A, CES-D, PASS & PCS where a decrease in scores represents an 
improvement. 

Pain report  

A six montthly report will be required focussing on the outcomes for those who are 
or wish to return to work, it will include at least 1 short case study. Patient 
experience surveys have highlighted that a chronic pain service needs to be 
accessible and targeted toward those who are working as well as those who are 
not, this report will illustrate how the service has taken account of and catered to the 
needs of the working population. 

5.4 Audit, education, surveys, research 

• To ensure that diagnostics are requested only when required to confirm a 
clinical hypothesis, the provider will undertake an annual audit which will be 
available to commissioners on request. The audit protocol will be agreed  
with commissioners such that it can demonstrate the level of correlation of 
clinical hypothesis against result of diagnostic test 

• The provider will be required to undertake a six monthly ‘hands on’ audit and 
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report findings and any action plans to the CCG in order to demonstrate 
compliance with Pan Mersey Area Formulary and Guidance and compliance 
with all stipulations within this service specification and contract. A focus of 
the audit sample must include those patients where the service has 
requested GP prescribing 

• The provider will deliver a face to face education session annually to primary 
care referrers subject to being able to secure a place at a GP learning event 

• The provider will carry out a bi annual survey of GP experience of the MSK 
service with questions designed to find out their views of (but not limited to): 

• Quality of information in discharge letters sent to GPs across the whole 
MSK Service, including utility of outcomes data 

• Feedback they have had from patients 
• Utility of the information materials which the provider has supplied 
• Advice from pharmacy advisers on how to reduce pain medication for 

patients 
• Experience of working with staff in the service 

• The provider will actively engage with suitable research opportunities  

To enhance the response rate the commissioner will send out the survey to GPs 
and collate the results for the provider to analyse. 

5.5 Applicable CQUIN goals (See Schedule 4 Part [E]) 

CQUIN will not be applied as the national CQUINs are phased over 2 years starting 
April 2017. A local quality scheme will apply instead of a CQUIN. A payment for the  
quality scheme is subject to achieving the targets described in appendix 7. Funding 
for the local quality scheme is already built into the contract value and non- 
achievement of the local quality scheme will reduce payments to the provider 

5.7 compliance section of the Quality Contract 

The provider will apply reasonable adjustments and this will be monitored through 
the compliance section of the quality contract 

 
6. Location of Provider Premises 
All venues are DDA compliant. 

Clinics and venues should be located across St Helens and be easily accessible by 
public transport, car and on foot. 

St Helens vision is to have a number of localities where services can be wrapped 
around a group of patients and practices and it is expected that the provider will 
participate in this model of care and locality provision as appropriate 

Appropriate diagnostic facilities need to  be available at each site where possible 

Locations will have access to IT and telephone systems. IT systems will be able to 
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accommodate RMS software; there will be access to patient records from all sites 
used. 

As a minimum the provider is expected to maintain the use of current locations 
where possible and in proposing a delivery model, a service in each of the locality 
areas as part of St Helens Cares. 

As part of the mobilisation phase the provider will work with the CCG to deliver 
services from the agreed locations – the provider will undertake public consultation 
and engagement where needed if changes are made to locations. 

At present physiotherapy and pain management services are delivered from the 
following locations:  

Lowe House 

Fingerpost 

Millennium Centre 

Newton Hospital 

St Helens Hospital 

Fairfield Independent Hospital 

Duke Street St Helens 
7. Future developments 
During year 1 the provider will explore with the commissioner how GP receptionist 
staff can safely signpost patients to the MSK Service without them needing an initial 
GP appointment – this is in addition to the ongoing self-referral. This will be 
implemented in Q1 year 2 

During year 1 the provider will work with the commissioner to agree direct referral 
pathways to orthotics with secondary care - achieved 

From year 2 the provider will deliver a minimum of 1 walk in clinic, the exact details 
to be agreed with the commissioner, this will be monitored for acceptability, 
effectiveness and cost effectiveness. This has been superceded by the introduction 
of first contact practitioners 

 
8. Clinical pathways 
During the implementation period the provider will convene a workshop to agree 
clinical pathways with clinicians from interdependent services and commissioners. 
The pathways will be implemented from the start of the service. 

 
9. Payment arrangements 
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The service is to be provided on a block contract basis and the CCG expects to 
receive monthly invoices from the provider.  An element of the payment is linked to 
outcome measures as set out in the quality scheme in appendix 7  The CCG would 
expect to enact financial penalties for non-compliance of the stated outcome 
measures. 

The payment details are shown in the table below for the maximum financial 
envelope 

Max financial 
envelope/annum 

year 1 quality 
payment = 3% 

year 2 
quality 
payment = 
5% 

year 3 
quality 
payment = 
5% 

total quality 
payment over 
duration of the 
contract - 3 
years 

 £                                        
1,994,872.00  

 £                      
59,846.16  

 £                  
99,743.60  

 £                   
99,743.60  

 £                          
259,333.36  

We expect to apply national NHS planning guidance to the contract in terms of 
inflation and efficiency savings in-line with other NHS contracts. 
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Appendix 1 

FINAL Commissioning 
Policy 13.05.2015.pd  

 

Appendix 2 – locality working 

The GP Forward view states that in order to be sustainable Primary Care needs to be delivered at scale and the vision in St Helens is 
to have a number of localities where services can be wrapped around a group of patients and Practices. We expect the successful 
bidder to participate in this model of care and work within these localities.  

The localities are North, South, Central, and Newton and Haydock, see map 

St Helens Cares 
Localities.doc  

Appendix 3 St Helens CCG – Values and Behaviours 

INTEGRITY:  

We will: 
• Be honest and transparent when making difficult decisions; 
• Always aim to do the right thing by the people in St Helens; 
• Treat everyone fairly. 
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COMPASSION AND RESPECT: 

We will: 
• Show care and compassion to all people; 
• Find time for our  staff, patients and the public, without waiting to be asked; 
• Value every patient and member of staff. 

WORKING TOGETHER: 

We will: 
• Aim for better connected health and social care; 
• Work differently to improve integration; 
• Involve our staff and the people of St Helens; 
• Work collaboratively across team and organisations; 
• Work together to constantly improve health and social care in St Helens. 

MAKING A DIFFERENCE EVERY DAY: 

We will: 
• Improve the lives of people in St Helens; 
• Learn from everything we do; 
• Constantly seek to be innovative and improve; 
• Engage with staff and people in St Helens and use this to drive improvement. 

We value the St Helens £  - and will spend it wisely in an efficient and sustainable way 
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Appendix 4 - Proposed service model 

 

 

 

Primary Care 
Referral from RMS 

Discharge 

MCAT 
Triage- paper and 

telephone  

Physio 

Discharge 

Therapy 
eg 

Podiatry 

Community 
Chronic pain 

Service 

Secondary 
Care  

 

Face to face: 
 Assessment; 
Diagnostics; 
Intervention 

MSK Service 

SPA 
Data Quality & Completeness 

(Administration) 

Requires 
2

nd
 Opinion 

Complex 

MSK Service proposed model 
***Direct listing to orthopaedics, pain, neurosurgery and 
rheumatology 

Inappropriate Referral: 
return to Primary Care  

Inappropriate Referral: 
Refer to alternate service 

as appropriate 

Other- self-
referral 

*** 
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Appendix 5 – St Helens cares 

St Helens, as are many areas of the country, are facing unprecedented financial challenges at a time when people’s expectations of 
services and support are increasing, and at a time when people are living longer, with more complex health and care needs. If nothing 
is done to transform, the affordability challenge for the borough has been calculated at £101 million by 2020. 
 
St Helens has placed itself at the forefront of radical thinking about how best to address this challenge. With the creation of the St 
Helens People’s 
Board- a Borough based partnership that extends beyond health and social care to include public, private and third sector bodies- St 
Helens has articulated its aspiration for a whole system, place-based solution to develop a sustainable health, community and social 
care system. 
 
The ambition is underpinning the local response to the health and social care challenge. It is aligned with regional and sub-regional 
planning footprints – including the Cheshire and Merseyside Sustainability and Transformation Plan (STP) and the Alliance Local 
Delivery System (LDS) Plan, and the NHS Five Year Forward View. 
 
The integrated local care system, St Helens Cares seeks to further develop person centred services and support, delivered in the 
most appropriate locations. In St Helens the potential scope of this provision includes a range of partners not typically involved in the 
direct provision of health and social care services, for example housing, education and blue light services. 
 
The development of the Local Care System will help fulfil the mission statement for the St Helens Peoples Board, which is; 

“Improving people’s lives together, by tackling the challenge of cost and demand” 
The People’s Board also aims to become; 

“The most effective Borough based partnership in the country with enhanced stewardship by those who are democratically 
elected” 
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Appendix 6  

Pan Mersey website – http://www.panmerseyapc.nhs.uk/ choose the Formulary tab at the top 

Appendix 7 

Quality scheme 

Clinical Quality 
Scheme for MSK Serv  

                                                           
i Extract from State of Musculoskeletal Health 2017 Arthritis Research UK 2017 
ii Global Burden of Disease Report 2015 WHO 
iii iii Extract from MUSCULOSKELETAL CONDITIONS AND MULTIMORBIDITY, Arthritis Research UK 
iv Elective Care High Impact Interventions, MSK conditions NHSE 2017 

http://www.panmerseyapc.nhs.uk/


St Helens CCG (All Acute Providers) | 2018/19 Financial Year | Inpatients & Outpatient
Source: APC & OPA SUS Data

POD breakdown of Trauma & Orthopaedics activity & spend

POD Activity Cost
Day Case 1,658 £3,052,137
Elective Inpatient 1,264 £6,204,735
Non Elective Inpatient 640 £2,838,286
Non Elective Non Emergency Inpatient 10 £40,701
Non Elective Stay 24 £15,914
Outpatient Firsts 7,238 £1,106,838
Outpatient Follow Ups 16,095 £958,856
Outpatient Procedures 2,825 £328,095
Total 29,754 £14,545,562
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