
 
 

  

NHS St Helens CCG 

Operational Plans 

2021-22 

 

 

 

 

15 July 2021 



Delivering the NHS COVID vaccination programme and continuing 
to meet the needs of patients with COVID-19 
 
Aim – offering a first dose to the adult population by the end of July 
 

 The CCG is on track with Primary Care Network/Mass Vaccination Site and 
Pharmacy delivery  

 We will continue to run the vaccine bus for hard to reach and will develop 
ongoing plan for bus schedule throughout summer  

 
Aim – Offer boosters to population as plans are published  
 

 Plans have recently been published to start September 21 and planning is in 

progress  

 It is likely to be able to be practice based and will run alongside the flu campaign 

 The campaign will start with  over 70s, Clinically Extremely Vulnerable, Health & 

Care workers in September followed by cohorts 1-9 by December 

 We will also have Saints Mass Vaccination Site and Pharmacy sites to support 

 A vaccination staff bank in development to give resource to support. 

Aim – Meeting needs of those with Covid 
 

 Practices will continue to work using the hot/cold site model for patients with 
suspect Covid until they feel ready to manage in practices following Infection 
Control  guidelines  

 

 CCG will continue to support the Acute Visiting Car capacity as long as enhanced 
infection control measures are required, to ensure access to all who need a home 
visit 

 

 Covid Oximetry service will remain in place as long as there is demand for it, 
current referrals are much reduced. This has been a real success in the borough 
as uptake has been amongst the highest across Cheshire and Merseyside (C&M) 

 

 Virtual wards will remain in place and we will look to expand use of wards to other 
areas. These have been successful in managing respiratory conditions  

 

 Long Covid Clinic will remain in place with Liverpool University Hospitals and St 
Helens residents are able to be referred in to it following strict pathway criteria – 
ongoing. A new Long Covid Enhanced Service has been published and we will 
work with practices to encourage sign up 

 

 Digital developments remain in place and further telehealth options are being 
implemented to supplement these, these allow access to services even for those 
who have Covid symptoms. 
  

 

 



Restoration of elective and cancer care and manage the increasing 
demand on mental health services 
 

Aim - Maximise elective activity, taking full advantage of the opportunities to 
transform the delivery of services 

 

 The CCG recognise that elective care restoration is being led by the provider 
collaborative, but aware that this impacts across the system, so we have a 
system recovery group to keep all partners updated on progress against recovery 
plans. We will continue to meet as long as necessary. The group focusses on all 
aspects of recovery and not just elective care 

 

 STHK brief at these meetings on outstanding waits and process on clinical 
prioritisation 

 

 Plans have been developed for a diagnostic hub at St Helens hospital and this is 
likely to be one of the first to be live in C&M 

 

 The CCG has a contract with the Independent Sector and St Helens and 
Knowsley Trust (STHK) are also working closely with them directly to maximise 
capacity 

 

 The CCG plans support the priorities set out in the plan for full pathway redesign 
in cardiac, musculoskeletal (MSK) and eye care 

 We have agreed that the informal advice and guidance between primary care 
during Covid has worked well and we will embed and extend those principles 

 We will reconsider unwarranted variation between practices on referrals. 

 
Aim - Restore full operation of all cancer services 
 

 Cancer Service restoration is being led by the providers and Cancer Alliance, 
however, the CCG remains linked in to the system through our System Recovery 
Group 

 

 GPs are reducing vaccinations so that they can focus on activity in practice, and 
the Quality and Outcomes Framework achievement on early cancer diagnosis is 
one of these priorities 

 We will restore the targeted lung health check programme 

 The CCG have an integrated Executive Leadership Team and the Director of 
Public Health is part of that team, as such, all public health priorities are a key 
focus for our system.  

 

 

 



Aim - Expand and improve mental health services and services for people with a 
learning disability and/or autism 

 We have implemented ‘Thoughtscape- first stop for your mental health’ which 
is our collaborative community provision of Kooth, Resilience Teams and 
Mental Health Support Teams to ensure children get the right support they 
need at the right time, and we will continue to develop this approach, bringing 
together schools and Primary Care Networks (PCNs) to support children and 
young people (CYP) and their families 

 We have agreed to appoint a nurse to support practices in achieving the 
Serious Mental Illness health checks who will be recruited to in quarter 1 and 
will begin working with practices 

 We are working with PCNs who have developed a plan to meet the Learning 
Disability (LD) health check target, which they met successfully in 2020/21.We 
will continue to drive the quality of the annual health check for people with a 
learning disability 

 

 We will work with Merseycare, the third sector providers and C&M on the 
community mental health model in children and adults. This pathway is well along 
in its development and will go live in year 

 

 We are currently recruiting mental health practitioner posts at Merseycare for our 
PCNs, and we have established consistent pathways that they will work within (2 
per PCN) 

 

 We have developed our mental health crisis line for adults and children and this 
will be supplemented in year by 2 crisis beds that will go live in quarter 2. 

 

 We have committed to investing in mental health services to meet the Mental 
Health Investment Standard 

 

 We will be continuing to enhance intensive support teams to reduce reliance on 
inpatient care 

 

 We are committed to continued provision of our LD/Autistic Spectrum Condition 
(ASC) Crisis provision for CYP which supports our mental health programme and 
our Transforming Care programme 

 

 We will continue to meet the LeDeR standards of 100% to be completed within 
six months of notification and work to implement the new process that will include 
those who have an autism diagnosis (Learning from lives and deaths – People 
with a learning disability and autistic people (LeDeR) policy 2021). We will 
continue to implement the learning from LeDeR reviews for the population of St 
Helens 

 
• We have committed to ongoing significant investment in Improving Access to 

Psychological Therapies (IAPT) to develop services to be in a position to meet 
national standards. We work closely with C&M and Mersey Care on this on an 
ongoing basis and have enhanced the service over the last 12 months and will 



continue to do so, within constraints of workforce availability. We are aiming to 
have IAPT workers in GP practices  

 

 We have invested in Eating Disorder services for both adults and children and 
are working with Mersey Care to develop these services 

 

 We have developed a local pathway for children and young people with 
Tourette’s, with joint provision from Child and Adolescent Mental Health Services 
(CAMHS) and Paediatrics,  and are supporting children and families to move to 
that pathway  

 

 We have gone live with a primary care focussed adult Attention Deficit and 
Hyperactivity Disorder (ADHD) service and will continue to develop this 
exceptionally strong service by undertaking research to support ADHD pathways 

 

 We have worked with our system providers to enhance the Neuro Developmental 
Pathway. We have invested in waiting list reduction and have invested in services 
needed to support the pathway to ensure children are seen and diagnosed in a 
timely manner.  

 
 

Aim - Deliver improvements in maternity care, including responding to the 
recommendations of the Ockenden Review 

 

 We are working with STHK to ensure all findings from the Ockenden Review are 
complete 

 

 We will be completing the work to develop Lowe house into a Midwifery Led 
Birthing Unit and offer greater choice for women. The work on the Children’s and 
Families Hub at Lowe House is ongoing 

 

 We are working with STHK personalised care, Saving Babies’ Lives care bundle, 
and implementation of the continuity of carer model of midwifery.  

 

 
  



Expanding primary care capacity to improve access, local health 
outcomes and address health inequalities 
 
Aim - Restore and increase access to primary care services  
 

 GPs will reduce vaccination service and we will transition to the mass vaccination 
site and pharmacy led service for the borough. This will increase GP capacity and 
support access 

 

 We will however continue to run the vaccine bus to ensure hard to reach 
communities get access to vaccines, to reduce inequalities to vaccine access 

 

 We will work with practices to ensure that they are following national guidance on 
access for patients ie offering face to face access and ensuring reception doors 
are open 

 

 We will work with the practices and the Mid Mersey Digital Alliance to ensure that 
telephones systems work effectively to ensure patients can get through to 
practices 

 

 We will work with PCNs to develop their workforce plans and maximise use of 
additional roles (known as ARRS). We will work with PCNs on developing social 
prescribing models and use of care coordinators and health and wellbeing 
coaches to support personalised care and support plans 

 

 We will look to develop primary care frailty teams across networks using ARRS 
roles and additional funding for specialty practitioners 

 

 We will use strategic Clinical Director meetings to develop PCNs priorities and 
plans to meet priorities and develop relationships with other system providers to 
enable collaborative pathway development 

 

 We will support a GP recruitment campaign 
 

 We will develop Apex to ensure consistent reporting of appointment and contact 
data, whether it is face to face, digital or non-contact time 

 

 We will have a primary care digital group to establish the most effective digital 
offer 

 

 We will support the Community Pharmacy Consultation Service (CPCS) to work 
with General Practice and support the management of low acuity patients in 
alternative settings, linking the Local Pharmaceutical Committee with Clinical 
Directors. We will continue to support both the minor eye conditions service and 
the availability of end of life medicines service provided by community pharmacy 

 

 We will continue to support PCNs to drive evidenced based, cost effective, safe 
prescribing for our population. 

 
 



Aim - Implementing population health management and personalised care 
approaches to improve health outcomes and address health inequalities 
 

 We will work with Venn Consulting to develop care communities with PCNs at 
their heart but working as true Multi-Disciplinary Team with community, mental 
health and social care and other system partners 

 

 We will support PCNs with their population health data, to understand the needs 
of their communities and reduce equalities 

 

 We will work as a system to risk stratify at-risk groups, those with the greatest 
health inequalities or the most complex needs, and those awaiting multiple 
appointments 

 

 Through the development of care communities and resilient communities we will 
provide proactive, multi-disciplinary, cross sector support to these patients 

 

 We will work on revised pathways for diabetes and cardio vascular disease 
(CVD), working across the system to understand the optimum pathway for 
patients that covers primary and secondary care 

 

 Obesity has been defined as a priority for St Helens Integrated Care Partnership 
and a Senior Responsible Officer has been assigned to lead this. This will cover 
primary and secondary care as well as prevention  

 

 We will focus on stroke, cardiac and respiratory care as these are high impact 
actions 

 

 We will continue to develop personal health budgets. 
 

  



Transforming community and urgent and emergency care 
 
 
Aim - Transforming community services and improve discharge  
 

 We will work across health and social care to review the current positon to inform 
plans for the continued rollout of the 2-hour crisis community health response at 
home to provide consistent national cover (8am-8pm, seven days a week) by 
April 2022 

 

 Palliative Care review ongoing – care closer to home 
 

 Reviews of pathways in CVD and Respiratory – Chronic Obstructive Pulmonary 
Disease (COPD) hub, pulmonary rehab review, community heart failure project 

 

 Develop Discharge to Assess models – review system bed capacity and 
pathways in to the beds 

 

 Innovative use of IT – telemedicine pilot in heart failure, COPD and dermatology 
 

 Review of diabetes education – implementation of My Diabetes My Way 
 

 We will continue to improve and develop clinical safety within care homes they 
introduction of: 

 
 RESTORE2 – to support clinical recognition of residents who may 

be coming unwell utilising developed and evidenced tools 
 Safety Huddles – to support communication and early identification 

of residents needs and key aspects of care planning each shift 
 

 We will continue to expand on and develop an integrated approach in St Helens 
to advanced care planning utilising shared digital technology. 

 
  



 

Ensuring the use of NHS111 as the primary route to access urgent 
care and the timely admission of patients to hospital who require it 
from emergency departments 
 

 We will start work between CDs and NWAS on use of paramedics in primary care 
through ARRS 
 

 We will work on maximisation of direct booking into primary care 111 slots, 
including using those slots to book from A&E  
 

 We will be working with Clinical Directors on handover of Improved Access to 
PCNs from 1st April 22 
 

 We will review unwarranted variation between practices 
 
Aim – NHS 111 use 
 

 NHS 111 is implemented and CCG will continue to work with 111 to develop this 
further to maximise the use of booked time slots in A&E and maximise the 
utilisation of direct referral from NHS 111 to other hospital services and 
implement referral pathways from NHS 111 to urgent community and mental 
health services 

 

 CCG will continue to promote the use of NHS 111 as a primary route into all 
urgent care services. 

 
Aim – Consistent, expanded Same Day Emergency Care (SDEC) 
 

 The SDEC steering group continues to oversee the planning and delivery of 
SDEC plans in collaboration with the Trust, Community Services and Knowsley 
CCG.  Local intelligence is used to prioritise the development of out of hospital 
pathways, as well as the Acute Model, including frailty.  The Group continues to 
prioritise improvement within diagnostic, medical and surgical pathways, 
including direct access pathways to SDEC and frailty.  

 
Aim - Roll out the Emergency Care Data Set (ECDS) 
 

 STHK is compliant with and submitting ECDS for both A&E and the Urgent 
Treatment Centre. We are working with local data management organisation 
(DSCRO) to ensure that it has a fully compliant and fit for purpose view that will 
aim to use ECDS to access: 

 

o the time to initial assessment for all patients presenting to A&E  
o the proportion of patients spending more than 12 hours in A&E from 

time of arrival 
o the proportion of patients spending more than one hour in A&E after 

they have been declared Clinically Ready to Proceed.  

This information is currently accessed via an alternative data source. 



 
C. Building on what we have learned during the pandemic to transform the delivery of services, accelerate the restoration of elective and cancer care. 
 

Planning 
Guidance 
Ref 

St Helens 
Cares Ref 

Planning guidance description or ref Commissioning Intention Outcomes 

A1 Resilient 
Communities 

Delivering the NHS COVID vaccination 
programme and continuing to meet the 
needs of patients with COVID-19 
 
Offer a first dose to the adult population 
by the end of July 
 
 
Offer boosters to population as plans 
are published  
 
 
 
Meet the needs of those with Covid 
 

 
 

The CCG is on track with PCN/Mass 
Vaccination Site and Pharmacies.  
 
We will continue to run vaccine bus for hard 
to reach and will develop ongoing plan for 
bus schedule throughout summer – Ongoing 
to Sept 2021 
 
Once plans for booster are published, we will 
develop a plan to complete these, working if 
possible in primary care premises – Autumn 
2021 
 
Practices will continue to work using the 
hot/cold site model for patients with suspect 
Covid until they feel ready to manage in 
practices following IPC guidelines  
 
CCG will continue to support AVS capacity 
as long as enhanced IPC measures are 
required, to ensure access to all who need a 
home visit  
 
Covid Oximetry service will remain in place 
as long as there is demand for it  
 
Virtual wards will remain in place and we will 
look to expand use of wards to other areas  
 
Long Covid Clinic will remain in place with 
LUFHT and St Helens residents are able to 
be referred in to it following strict pathway 

Maximum coverage of vaccine 
for our population 
 
 
 
 
 
 
 
 
 
 
 
Ability to see a primary care 
practitioner throughout 
pandemic and beyond even 
with Covid symptoms. 
 
 
 
 
 
 
Reduced hospital admissions 
 
 
Reduce hospital admissions 
and support discharge 
 
Support those with complex 
needs following Long Covid 
 



criteria  
 
Digital developments remain in place and 
further telehealth options are being 
implemented to supplement these, these 
allow access to services even for those who 
have Covid symptoms – ongoing. 
 

 
 
Access to services for all – 
even those with Covid 
symptoms 

C1 Recovery / 
Elective 
Transformation 
programme / 
HCP 

Maximise elective activity, taking full 
advantage of the opportunities to 
transform the delivery of services. 
 
Transforming outpatient services: 
 

 introducing Patient-Initiated Follow-
up (PIFU), or similar alternative, in at 
least three major outpatient 
specialties per provider; including 
personalised stratified follow up for 
cancer patients, avoiding 
unnecessary follow up attendances, 
and providing faster access to follow 
up appointments where clinically 
necessary  

 collaborating across primary and 
secondary care to treat more 
patients without the need for an 
onward referral, including increasing 
the uptake of Advice and Guidance 
or other measures such as referral 
triage to avoid unnecessary first 
attendances.  

 
To reduce variation in access and 
outcomes, systems are expected to 
implement whole pathway 
transformations and thereby improve 

Develop elective transformation plan with 
Acute Trusts and PCNS to support elective 
recovery and sustainability. 
 

 Delivery of HCP elective 
transformation programme 
(objectives TBC but consistent with 
below MSK, cardiac, T&O, eye care).   
 

 Develop business case to expand 
community ophthalmology service 
and pathways to support elective 
demand and care closer to home 
(Glaucoma) 

 

 Dermatology – roll out of 
telemedicine opportunities in the 
community including dermatoscopes 

 

 Diabetes education – develop plans 
to improve performance and take up 
of structured education (MDMY, etc) 
work with public health to improve 
screening uptake where below 
standard). 

 

 CVD Transformation Board priorities 
(TBC) 

 

 T&O and MSK – identify further 

Elective recovery. 
 
Value for money and 
productivity. 
 
Reduced long waiters. 
 
Prevent inequalities in waiting 
times. 
 
Reduced face to face follow 
ups and 1

st
 OP. Where 

outpatient attendances are 
clinically necessary, at least 
25% should be delivered 
remotely by telephone or video 
consultation (equivalent to 
c.40% of outpatient 
appointments that don’t involve 
a procedure).  
 
Increase patient initiated follow 
ups. 
 
Reduce variation it outcomes 
and provision. 
 
Right care right place 
 



performance in three specialties:  

 cardiac, musculoskeletal (MSK) 
and eye care with, supported via 
the National Pathway 
Improvement Programme. The 
aim should be to achieve what 
was top quartile performance 
against benchmarks on those 
pathways. 

 
 

 
 

opportunities to reduce hospital 
attendances and follow-up 
appointments including PIFU 

 

 EBIs – implement latest guidance 
 

 A&G – review capacity and develop 
agreed case to increase with Trust 
and PCNs. Consider consultant 
connect. 
 

 Cardiac TBC – focus on population 
health/risk identification and 
management 
 

 Rightcare programme – need to 
understand future approach to 
Rightcare priorities.  

C1 Resilient 
communities  

Pandemic response / ongoing 
Management of Covid 

Work with HCP to develop long term place 
plan for: 

 Covid oximetry at home 

 Virtual wards (respiratory 

 Long covid 

 Ensure alignment with existing 
respiratory service intentions. 

Reduce inequalities. 
Reduce variation in outcomes. 
Admissions avoidance. 
 

C2  Restore full operation of all cancer 
services 
 

 Increase patient initiated follow up in 
three core areas 

 
Using national service development funding 
Alliances are encouraged to:  

 increase take up of innovations like 
colon capsule endoscopy and 
Cytosponge to support effective 
clinical prioritisation for diagnostics  

 accelerate the development of Rapid 
Diagnostic Centre pathways for 
those cancer pathways which have 

 
Return the number of people 
waiting for longer than 62 days 
to the level we saw in February 
2020 (or to the national 
average in February 2020 
where this is lower) and  

Meet the increased level of 
referrals and treatment 
required to address the 
shortfall in number of first 



been most challenged during the 
pandemic and  

 restore first phase Targeted Lung 
Health Check projects at the earliest 
opportunity, and begin planning the 
launch of the Phase 2 projects.  

 

treatments by March 2022.  
 
Constitutional standards. 
 

E. Transforming community and urgent and emergency care to prevent inappropriate attendance at emergency departments (ED), improve timely 
admission to hospital for ED patients and reduce length of stay. 

Planning 
Guidance 
Ref 

St Helens 
Cares Ref 

Planning guidance description Project tasks Outcomes 

E2 Resilient 
communities  

Think NHS 111 First - Ensuring the use 
of NHS111 as the primary route to 
access urgent care and the timely 
admission of patients to hospital who 
require it from emergency 
departments. 

111 First phase 2 implementation plan: 

 Promote the use of NHS 111 as a 
primary route into all urgent care 
services  

 Maximise the use of booked time slots 
in A&E with an expectation that at least 
70% of all patients referred to an 
emergency department by NHS 111 
receive a booked time slot to attend  

 Maximise the utilisation of direct referral 
from NHS 111 to other hospital services 
(including SDEC and specialty hot 
clinics) and implement referral 
pathways from NHS 111 to urgent 
community and mental health services  

 Adopt a consistent, expanded, model of 
SDEC provision, including associated 
acute frailty services, within all 
providers with a type 1 emergency 
department to avoid unnecessary 
hospital admissions. Also consider 
consultant connect pathway/tool.  

 Maximise use of direct booking 
capability in primary care and UTCs. 

Admissions and attendance 
avoidance. 
Ambulance response times. 
Ambulance turnaround times. 
Increased 0 LoS and reduce 1+ day 
LoS 

E2 Resilient 
Communities  

Transforming community services  Paramedics in primary care – work with 
NWAS and PCNS to agree delivery model 

Admissions and attendance 
avoidance.  



as part of wider IUC model and minimise 
capacity risk in NWAS.  

D/E2 Resilient 
communities 

Think 111 First - St Helens Rota – shift 
to 111 access to GP OOH for full 
population. 
 
Transforming community services and 
avoiding unnecessary hospital 
admissions and improving flow, in 
particular on the emergency pathway.  
 

Proposal and risk assessment to consider 
transfer to ‘full’ 111 for GP OOH. 

Reduce variation in provision / 
reduce risk on inequalities. 

D/E2 Resilient 
communities  

Transforming community services and 
avoiding unnecessary hospital 
admissions and improving flow, in 
particular on the emergency pathway.  
 

Delivery of UTC phase 2; interoperability 
and integrated pathways, clinical leadership 
and SDEC pathways. 111 First. 

Admissions and attendance 
avoidance.  

D/E1 Resilient 
communities. 
Ageing Well 

Every system to set out plans to 
accelerate the rollout of the 2-hour 
crisis community health response at 
home to provide consistent national 
cover (8am-8pm, seven days a week) 
by April 2022. 24/7 by 2024. 
 
 

Scope existing services, pathways and 
outcomes, produce report with 
recommendations for improvement aligned 
with financial framework to address gaps in 
service provision and models of care..  
Compliance with CSDS across CCG and 
LA. 
 
 

Reduce hospital length of stay. 
Admissions avoidance. 
CSDS compliance. 

D/E1 Resilient 
Communities  

Transforming community services and 
avoiding unnecessary hospital 
admissions and improving flow, in 
particular on the emergency pathway.  
SDEC. 
 

Continued prioritisation and development of 
community SDEC pathways such as DVT, 
Cellulitis  
 

Attendance and admissions 
avoidance. 

E1 Resilient 
Communities. 
Ageing Well 

SDEC and Frailty. 
Transforming community services and 
avoiding unnecessary hospital 
admissions and improving flow, in 
particular on the emergency pathway.  
 

Frailty gap analysis and self-assessment 
undertaken using Rightcare Frailty 
Assessment Tool.  Identify priority plan with 
partners for 21/22 to support ongoing 
system wide improvements (not just service 
level).  Urgent response plans under 
review. 

Reduce LoS 
Admissions avoidance. 



Acute Frailty TBC 

E/D/F3 Ageing well. 
Digital 
capacity and 
capability. 

Learning from Covid.  
Digital/telemedicine – 

Develop the underpinning digital and 
data capability to support population-
based approaches. 

Pilot telemedicine project with SHK for 
heart failure and COPD.  Evaluate and 
determine business case for further roll out.  

Productivity and efficiency.  

E1 Community 
resilience. 
Ageing Well. 

Transforming community services and 
improving discharge.  All providers 
should continue to deliver timely and 
appropriate discharge from hospital 
inpatient settings and seek to deliver 
an improvement in average length of 
stay with a particular focus on stays of 
more than 14 and 21 days. 

Develop delivery plan with partners to 
increase Discharge to assess capacity and 
capability building upon good practice in 
2020.   
Needs assessment and capacity and 
demand analysis to inform intentions that 
deliver the St Helens Plan: 

 Community beds 

 Intermediate Care 

 Domiciliary Care 

 Discharge Workforce  

 D2A Pathways  

 Delivery of High Impact Actions  

 Equipment service review? No 
current appetite unless wider C&M. 

Reduce LoS / A&E performance.  
Admissions avoidance. 
Reduced need for long term care 
placements. 

D  
Resilient 
Communities 

Population health management and 
personalised care approaches to 
improve health outcomes and address 
health inequalities  

 

Proactive care/Risk stratification model 
development in primary care/community – 
TBC?? 
 
 

Population Health management for 
primary and secondary prevention. 

St Helens Cares existing priorities / Transforming community Services 
 

D/E1 Resilient 
communities. 
Transformati
on priorities  

Transforming community services and 
avoiding unnecessary hospital 
admissions and improving flow, in 
particular on the emergency pathway.  
 

CVD; Respiratory: 
 
COPD model review – business case to 
include broader scope e.g. wider respiratory 
conditions to support early supported 
discharge and maximise admissions 
avoidance.  
 

Admissions and attendance 
avoidance.  
 
Improving diagnostic pathways. 



Pulmonary rehab review and 
recommendations for improvement.  
 
COPD Hub – relaunch and maximise 
referrals.  

E1 Resilient 
Communities. 
 

 
Transforming Community Services 

Complex neuro 
rehab:(community)Community service 
model review including capacity and 
demand (post transfer to Walton Centre 
from BW), agreed as part of Transition.  
Involves wider Mersey CCGs and rehab 
network.  Plan and timeline to be agreed. 

Sustainable future model.  

E1 Resilient 
communities. 
Transformati
on priorities 

CVD – transforming community 
services. 

Community heart failure (CHF) project 
group 
 
IV frusemide project – develop case for pilot 
to support community access and avoid 
hospital stay. 
 
 

Attendance avoidance.  

E1 Resilient 
Communities  

Transforming Community Services; 
Homelessness action plan and 
strategy 

Delivery of recommendations relevant to 
integrated commissioning.  

 

E1 Resilient 
communities 

Transforming community services.  
Third Sector contacts review  

Need to ensure best value and prioritisation 
of contracts in place.   

Value for Money 

E1 Resilient 
communities  

Transforming community services EoL Strategy- TBC. 
 

Improved pathways and quality of 
care.  

E1 Resilient 
Communities  

Transforming community services  Specialist Palliative Care; Review model 
and service provision across Trust. 
Merseycare and the Hosptice, make 
recommendations for improvement with 
partners. SHK and Merseycare/Willowbrook 
wish to review for more integrated approach 
and use of capacity.  

Improved pathways and quality of 
care.  

 
 
 
 



- Expand and improve mental health services and services for people with a learning disability and/or autism 

No. 

 

1 

Planning 

Guidance 

 

Project Tasks 

We will embed the newly appointed children’s resilience and early help teams. 

These will work closely with partners and schools to ensure that children get 

the right support they need 

Outcome 

Reduced waiting times for children’s services and 

access to the right service at the right time 

2 . Long Term Plan 

 

We have agreed to appoint a nurse to support practices in achieving the SMI 

health checks who will be recruited to in quarter 1 and will begin working with 

GP practices 

Improve Physical Health outcomes for people with 

Serious Mental Illness 

3 Transforming Care 

Programme 

We are working with PCNs who have developed a plan to meet the LD health 

check target, which they met successfully in 2020/21.  

Improve Physical Health Outcomes for people with 

a Learning Disability and Autism 

4 CMH 

Transformation  

We will work with Merseycare and C&M on the community mental health model 

in children and adults. This pathway is well along in its development and will go 

live in year.  

Improve and enhance Integration  across all areas 

of Health and Social Care  so that  our residents 

receive a coordinated service 

5 Long Term Plan We are currently recruiting MH practitioner posts at Merseycare for our PCNs, 

and we have established consistent pathways that they will work within.  

 

Identify people in Primary Care in a timely manner 

who present with Mental Health problems. 

Ensure people are signposted in a timely manner. 

 Support GP’s’ with this client group by staff who 

are experienced in Mental Health. 

Stop inappropriate referrals being made to 

secondary services and service users not getting 

the right care at the right time or intervention. 

6 Long Term Plan We have developed our MH crisis line for adults and children and this will be 

supplemented in year by 2 crisis beds that will go live in quarter 2. 

 

A responsive service for people who are in a mental 

health crisis. 

Signposting people to the appropriate agency. 



 Reducing suicides. 

7 Long Term Plan We have committed to investing in mental health services to meet the Mental 
Health Investment Standard.  

Developments relating to the LTP have been 

supported   and will continue to be supported  

8 Transforming Care 

Programme 

We will be continuing to enhance intensive support teams to reduce reliance 

on inpatient care 

Reduction in hospital admission. 

Admission avoidance. 

Supporting carers in crisis. 

Least restrictive approach to care is applied. 

9 Transforming Care 
Programme 

We will continue to meet the LeDeR standards of 100% to be completed within 
six months of notification. 

Learning from deaths and aligning this to LD annual 

health checks.  

10  
Long Term Plan 

We have committed to ongoing significant investment in IAPT to develop 
services to be in a position to meet national standards. We work closely with 
C&M and Merseycare on this on an ongoing basis and have enhanced the 
service over the last 12 months and will continue to do so, within constraints of 
workforce availability.  

A well-resourced service to meet the demands of 

people who meet IAPT eligibility. 

Evidence of reliable recovery monitored. 

Seeking views of clients and their experience of the 

service. 

Ensuring we meet the Mandated targets. 

11 Spending Review 

Funding 

We have invested in Eating Disorder services for both adults and children and 
are working with Merseycare to develop these services. 
 

Due to covid 19 there has been an increase in 

referrals across both areas of adults and children. 

It’s important that services have the capacity to 

meet the increased demands. 

12  We have developed a revised pathway for children with Tourette’s and are 
supporting children and families to move to that pathway.  
 

To ensure children on the pathway get the care and 

support they need and that they transition safely 

from the Alderhey service. 



13 Local development 
commissioned 

We have gone live with a primary care focussed ADHD service and will 
continue to develop this exceptionally strong service by undertaking research 
to support ADHD pathways. 
 

A responsive service for people referred to adult 

ADHD services. 

Signposting people to alternative interventions to 

reduce medicalising the condition. 

Providing support for people with ADHD who are 

complex and require more intensive support 

through Psychosocial interventions. 

Working with Secondary MH services where there 

are other comorbidities  

A pioneering piece of research is commencing in 

relation to ADHD. 

14  
 

We have worked with our system providers to enhance the Neuro 
Developmental Pathway. We have invested in waiting list reduction and have 
invested in services needed to support the pathway to ensure children are 
seen and diagnosed in a timely manner.  

Improved waiting times on the pathway. 

Improved patient journey 

 

 


