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1. Chairman and Chief Clinical Officer’s Introduction 
This document presents the NHS Wirral Clinical Commissioning Group (WCCG) Strategic Plan 
for the period 2013-16. It sets out our vision for the future of health and health care in NHS 
Wirral.   

Our local vision identifies 11 key strategic priorities. These build on and represent a commitment 
to the NHS Constitution and the NHS Outcomes Framework (Everyone Counts) and reflect our 
continuing commitment to local service improvement to meet local priorities and needs. 

To implement our Strategic Plan we will develop a detailed Commissioning/Delivery/Operational 
Plan for each of the financial years contained within it. This will include a series of timetabled 
programme and project plans.   

This document therefore draws together a number of key and significant work programmes. 
It is aimed to provide a comprehensive statement of direction and intent for Wirral CCG and 
highlight the priorities for service improvement which in turn will require a detailed programme 
of investment and disinvestment to support service transformation. 

NHS Wirral Clinical Commissioning Group has developed a strategic vision for a healthier Wirral. 

Our Mission Statement is:

‘Your partner in a healthier future for all’

                 
Dr Abhi Mantgani

Chief Clinical Officer
NHS Wirral 

Clinical Commissioning Group

Dr. Phil Jennings
Chairman, 
NHS Wirral 

Clinical Commissioning Group  
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Our Vision and Plans

Our Vision and Plans will be developed through working closely with all our stakeholders and 
partners in the NHS, Local Authority and voluntary sector, as well as through active consultation 
with our patients and the public. 

The vision of the Clinical Commissioning Group is that:

“Wirral Clinical Commissioning Group commits to continue to improve health 
and reduce disease by working with patients, public and partners, tackling 

health inequalities and helping people take care of themselves”

Our aims are to work with our patients, the public in Wirral and our stakeholders to: 

Improve the health of all Wirral citizens.
Target inequalities in health experiences and outcomes amongst sections of our population
Deliver needs based healthcare of the highest quality to all our resident population.
Promote maximum self care by involving and including our patients in all decisions made 
about them.
To reduce waste and inefficiency and duplication within the patient journey and between 
partners
To be a high performance, high reputation organisation with ambition. 

In this context a number of specific goals based on the local health needs expressed in the 
Health and Wellbeing Strategy and based on the prioritisation of the Joint Strategic Needs 
Assessment (JSNA) 2012 are identified throughout this plan.

Our overall goal is to deliver service improvement and change based on our core values of:

%���Caring, fairness and responsibility
%���Safety and trust
%���Person centred care

This document describes our 11 key strategic priorities. They are designed to deliver our vision, 
goals and plans and support the objectives of the organisation

The concept of Quality, Innovation, Productivity and Prevention (QIPP) is foundational to our 
strategy and each of its programmes and plans.  

We, like all other organisations, face significant financial pressures. Challenges faced by others 
will impact on our plans. This means working with our stakeholders and colleague organisations, 
to ensure a collaborative approach, will be vital. This in turn will ensure the optimal use of the 
resources available to the Clinical Commissioning Group.
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We recognise the value and necessity of partnership working to make our plans a reality.  

Our Strategic Objectives:

Prevent people from dying prematurely
Enhance the quality of life for people with long term conditions
Helping people to recover from episodes of ill health or following injury
Ensuring people have a positive experience of care
Ensuring people are treated and cared for in safe environment and protected from avoidable 
harm

This will be supplemented by a number of key local priorities, identified through the Joint 
Strategic Needs Assessment (JSNA) and endorsed by the Health and Well Being Strategy (HWBS) 
which are:

Meeting the needs of the ageing population
Alcohol prevention and treatment services
Mental Health services

Our plans represent a significant challenge and programme of change in light of the current 
financial climate. 

Part of our future funding will include a “Quality Premium” if we secure quality improvements 
against certain measures from the NHS Outcomes Framework.

We will be targeting the following areas to secure these additional resources:

Emergency readmissions within 30 days of discharge from hospital (specifically for the 
elderly population)
Number of people attending Accident and Emergency Department with alcohol related 
conditions
Enhancing quality of life for people with dementia
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2. Executive Summary
This 2013-2016 Strategic Plan (and its associated Commissioning and Operational Plans) have 
been developed in the context of very demanding requirements from Government both in 
terms of patient and service user expectations and anticipated resource availability. 

The key goal is to continue to deliver high quality services during a time of significant financial 
challenge and a changing NHS landscape. 

The focus of the CCG will be to deliver financial sustainability, to deliver national requirements 
such as those outlined in the 2013-14 Outcomes Framework, and continue to deliver improved 
quality, evidenced by improving safety, effectiveness and patient experience. This will be the 
focus for the CCG during the period of this plan and beyond. 

This will require continuous and significant service review and transformation.

In addition to national developments and priorities we will focus on local service redesign which 
will address the specific health needs in Wirral reflecting the sometimes different requirements 
of its registered population.

In summary we see the Wirral health care system/service in 3 years’ time as one that:

Is patient and primary care centric and based on high quality primary care, secondary and 
community services. 

Has made step shifts in our balance of focus away from treatment and towards greater 
investment in prevention.

Has commissioned services which have a sound evidence base.

Has redirected investment to services that have been under resourced in the past (e.g. 
dementia care, adult and children’s mental health services, alcohol prevention and 
dependency services).

Provides greater equality of access to all.

Has rigorously developed and agreed care pathways working together with patients to 
secure their help, understanding, ownership and support of the needed changes  

Has achieved optimal administrative and management costs but has rigorous management 
and clinical governance arrangements in place. 
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What key changes can we expect?

Implementation of our strategies will require change. In delivering such change we will: 

Insist on a clearer focus on our key strategic priorities, supported by detailed action and 
implementation plans, with clear and defined arrangements (including timescale and 
criteria to monitor) that reflect this. 

Make clear statements about investment and disinvestment opportunities and service re-
profiling.

Pursue a more rigorous and timely approach to performance monitoring and management

Recognise that continuous embedded patient engagement based on robust clinical 
leadership and engagement is key. Appendix 5 indicates the extent to which clinicians are 
involved in our commissioning programmes to date. Clinical leadership will include a role 
for all professional and staff interests in developing our strategies and implementation 
plans together with regular feedback from those patients most affected by these strategies 
and plans.       

How will we get there?

Our strategy will be refined through a rigorous process of clinical and patient dialogue 
and engagement over the next two months.

The resulting strategy will then be delivered through a robust process of programme and 
performance management with results fed back into further engagement by clinicians 
with our patients and stakeholders.

Organisational structures will be established to ensure timely, sound and sensitive decision 
making.

In Summary

We will embrace the NHS Constitution as a pervasive philosophy in everything we provide 
and commission.
Sustain progress that has been made by the Wirral Health community in previous years
Build on the excellent progress made by predecessor organisations.
Focus on the national and local priorities. 

These are:    

National 
Prevent People from dying prematurely.
Enhance the quality of life for people with long term conditions
Helping people to recover from episodes of ill health or following injury
Ensuring people have a positive experience of care
Ensuring people are treated and cared for in safe environment and protected from avoidable 
harm. 
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Local 
Meeting the needs of the ageing population
Alcohol prevention and treatment services
Mental Health services

Our priorities, programmes, plans and structures are interrelated. The relationships are 
represented diagrammatically as follows:  
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3. How the Strategy was developed
Our strategy and plans have developed taking account of a number of strands of work including:

Legacy Strategies

%�The NHS Wirral Strategic Plan 2008-13
%�The 2012-13 CCG Operational Plans
%�The Federated CCG Strategic and Operational Plan (2012-15)
%�The NHS Constitution

Current Information

%�Joint Strategic Needs Assessment (available at http://info.wirral.nhs.uk)
%�CSU Annual Status Review 
%�Everyone Counts: Planning for Patients 2013/14
%�Commissioning for Quality and Innovation (CQUIN) 2013/14 guidance. 
%�Performance Reports
%�The views of our member practices
%�The views of the public, patients and wider stakeholders based on the CCG’s engagement 
    activity

Recent Policies / Publications

%�The National Commissioning Board Mandate
%�The NHS Outcomes Framework (2013-14)
%�Everyone Counts Planning for Patients 2013/14 
%�Supporting Planning 2013/14 for Clinical Commissioning Groups

Strategies under development and guidance to be adhered to

%�The Joint Health and Wellbeing Strategy based on the findings of the JSNA
%�Planning and Financial Guidance for 2013-14 and future financial years

In setting our strategic objectives we have sought to provide an appropriate balance between 
the requirements of the Health and Social Care Bill and our own local intentions and objectives 
based on a more detailed assessment of local needs. 

In the context of the financial challenges that face the healthcare system the delivery of its 
QIPP targets are paramount to a successful organisation 

The foundation of our strategy is the recently refreshed JSNA and working in partnership with 
all stakeholders to achieve the vision of the Wirral Health and Well Being Strategy

The 2013-14 National Outcomes Framework sets out the national policy requirements for the 
healthcare system.  The CCG’s commissioning plan and strategic objectives will need to be in 
line with these outcome requirements but building on the local information from the Joint 
Strategic Needs Assessment.
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The 2013-14 outcomes framework is structured around 5 domains

The strategic priorities developed by the CCG will need to ensure that they meet all the 
following requirements
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Setting Priorities

In arriving at our strategic priorities a rigorous prioritisation process was agreed by the Wirral 
H&WB and the JSNA Executive Group. The prioritisation process was undertaken between 
October and December 2012. It was systematic and transparent. 

The process was supported by public and stakeholder consultation and this helped identify 
the most important priorities for local people. 

These were

Alcohol
Ageing Population
Mental Health
Poverty
Life Skills

Subsequently a prioritisation methodology was agreed and working principles established. 
The process identified a priority order and the H&WB subsequently agreed the three strategic 
health priorities for Wirral in 2013-14 to be:

Ageing Population
Alcohol
Mental Health

Next Steps

NHS Wirral Clinical Commissioning Groups Strategic Plan which embraces these priorities will 
require significant consultation and wider public and partner stakeholder engagement to 
support and guide the shape and pace of change.   
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4. Health Economy Profile
The context in which our Strategy has been developed is described below. 

4.1 Population Profile   
Wirral is a Borough of contrast and diversity in both its physical characteristics and social 
demographics. There are both rural areas and townships and urban and industrialised areas in 
a compact peninsula of 60 square miles. The Borough has a wealth of parks and countryside 
and over 20 miles of coastline.

%�Wirral has a relatively high older population and a relatively low proportion of people in  
  their twenties and thirties compared to England and Wales as a whole.
 
%�The older population (aged 65 years and above) are expected to increase at the fastest rate 
   (than any other age group) over the next decade; between 2011 and 2021 it is estimated 
   that this population group will have increased by 17.4%. 

%�The population over 85 is projected to increase from 8,460 in 2011 to 10,985 in 2021, which  
   equates to a 29.9% increase.
 
%�The biggest decrease is in the 35-59 year age group, from 108,548 in 2008 to 82,061 in 2021.
 
%�Births reached a 15 year high in 2011.

%�The Index of Multiple Deprivation (IMD) places 30 of Wirral’s LSOAs in the lowest 5% in 
  England and 23 Lower Super Output Areas (LSOA) in the 3% most deprived nationally.
 
%�The Employment domain of the IMD 2010 indicates that Wirral performs poorly on this 
   indicator. This is an indication of the scale of the challenge faced in Wirral and the need for 
   a focused and coordinated approach to tackling worklessness and economic inactivity.
 
%�Wirral has a predominance of Mosaic groups which are at the polar extremes of the income                   
  spectrum, indicating that the differential between people on very low and very high
  incomes is quite pronounced in Wirral.
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4.2 Deprivation   

The Index of Multiple Deprivation (IMD) IMD 2010 shows that Wirral is the 60th most deprived 
of the 326 districts in the country and is therefore in the bottom 20% nationally. There has 
been no change on previous data (IMD 2007).  

The IMD places 30 of Wirral’s Lower Super Output Area’s (LSOA) in the lowest 5% in England 
and 23 LSOAs in the 3% most deprived nationally as described in the table below.
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4.3 Life Expectancy
In 2008-10, life expectancy in Wirral was 77.0 for men and 80.8 for women.  However life 
expectancy varies across the peninsula and an example of this is displayed by the below map 
comparing life expectancy by Wirral Railway Station for the male Wirral population.
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The gap in life expectancy between Wirral and England continued to widen in 2008-10. 
Amongst women in Wirral, life expectancy has actually decreased slightly for the last two time 
periods recorded (2007-09 and 2008-10)
 
The gap in life expectancy between the most and least affluent within Wirral was 14.6 years 
for men and 9.7 years for women (Marmot Indicators, 2012)
 
The Marmot Indicators (2012) also showed that Wirral had the largest gap in Disability Free 
Life Expectancy (DFLE) for males and females of any authority in England (20.0 years for men, 
17.1 years for women)
 
The main contributors to the gap in life expectancy between Wirral and England was chronic 
liver disease for men and lung cancer for women. Mortality from chronic liver disease (in both 
the under 75s and those of all ages) in Wirral men is higher than England. The main contributor 
to liver disease is alcohol.

4.4 Diversity
Wirral Joint Strategic Needs Assessment (JSNA) 2008/09 acknowledged a significant gap 
in knowledge about Wirral’s Black Minority Ethnic (BME) community including the lack of 
robust data on population prevalence, and information on its health and well-being needs.  
Accordingly a piece of research was commissioned to help address the lack of understanding.

A randomised survey of 1728 households has evidenced a relatively small numerical, though 
significant percentage increase in the size of the BME population in Wirral since the 2001 census 
which gave a figure of 3.56%, compared to a total today of 5.83% n = 18,291(adjusted figure) 
This survey is not able to provide a reliable account of the composition of BME population, 
while the Office for National Statistics (ONS) mid-year estimates based on the 2001 census are 
increasingly prone to error. An assessment of new National Insurance (NI) registrations tends 
to support anecdotal accounts of a recent decline of up to 50% in the numbers of Eastern 
Europeans / Poles in the Wirral.

Ethnic Group Wirral (2001) Wirral (2009) Net Change (from 2001) % Change 
All Groups 315000 308500 -6500 - 2 
White: British 303800 289800 -14000 - 5 
White: Irish 3100 2700 -400 - 12 
White: Other White 2700 5500 + 2800 + 103 
Mixed: White and Black Caribbean 500 800 + 300 + 60 
Mixed: White and Black African 300 500 + 200 + 66 
Mixed: White and Asian 500 900 + 400 + 80 
Mixed: Other Mixed 500 700 + 200 + 40 
Asian or Asian British: Indian 700 1900 + 1200 + 171 
Asian or Asian British: Pakistani 100 900 + 800 + 800 
Asian or Asian British: Bangladeshi 400 500 + 100 + 25 
Asian or Asian British: Other Asian 200 500 + 300 + 150 
Black or Black British: Black Caribbean 200 500 + 300 + 150 
Black or Black British: Black African 300 900 + 600 + 200 
Black or Black British: Other Black 100 200 + 100 + 100 
Chinese or Other Ethnic Group: Chinese 1300 1400 + 100 + 8 
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According to 2009 ONS estimates less than 5% of Wirral’s population is from a BME group (i.e. 
not white British) see table 2.3.1

The table above shows that the ethnic population of Wirral has increased slightly, however 
overall figures mask large differences between ethnic groups.

The, ‘Asian or Asian British: Pakistani’ group for example is estimated to have increased in 
number from 100 in 2001, to 900 people in 2009 which is a 800% increase.

In contrast, the, ‘White: Irish’ group appears to have shown the largest percentage decrease, 
from 3,100 in 2001, to 2,700 people in 2009.

According to the school census, 6.5% of school children in Wirral are from BME groups. The 
number of pupils has risen from 2,526 pupils in December 2010 to 3,159 pupils, or 6.5%, in 
December 2012 that had a recorded ethnicity. This is a rise from 5.2% in 2010.

4.5 Other Key Issues

 Wirral has many very high differentials between incomes in different parts of Wirral. 
This produces very marked impact on health experiences across virtually all indicators.

for males and females.

compared to a national average of 10%

over 65 living with dementia in 2011.  This is projected to rise to almost 5,300 within the 
next 8 years.

from digestive diseases mainly caused by alcohol are increasing very rapidly in the most 
deprived areas.

Term Illness. 

rest of Wirral.

contribute to health inequalities and these behaviours are all more prevalent in Wirral’s 
most deprived areas.

of older people living in deprivation.
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4.6 Local Health Environment and Practice Profile

NHS Wirral Clinical Commissioning Group is a federated model comprising 3 commissioning 
consortia as follows: 

The configuration of each of the consortia is as follows with no discrete geographical boundary 

Division Number of 
Practices

Number of Patients 
(approximate)

Wirral Health Commissioning 
Consortium (WHCC)

27 165,000

Wirral GP Commissioning 
Consortium (WGPCC)

27 126,000

Wirral Health Alliance
(WHA)

7 40,000

In addition to the 61 GP practices there are:

33 contracted ophthalmic opticians
94 Pharmacists
45 Dental Practices

We look after the health needs of about 330,000 people living within Wirral.
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4.7 Provider Profile

NHS Wirral CCG commissions its services through a range of NHS and Non-NHS providers with 
the contract monitoring and negotiation process being led by clinical commissioners.  

NHS Wirral CCG has 4 main local providers. Fuller information about the NHS Wirral CCG 
contract portfolio is included as Appendix 1.

Wirral University Teaching Hospital Foundation Trust
Wirral Community NHS Trust
Cheshire and Wirral Partnership NHS Foundation Trust
Clatterbridge Cancer Centre
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4.8 NHS Outcomes Framework 2013-14 Indicators

The chart below shows the distribution of the CCGs on each Outcomes Framework indicator 
in terms of ranks. NHS Wirral CCG is shown as a red diamond. The yellow box shows the inter 
quartile range and median of CCGs in the same ONS cluster as this CCG. The dotted blue line is 
the England median. Each indicator has been orientated so that better outcomes are towards 
the right (light blue).



20

4.9 QOF Disease Prevalence

The table below shows the prevalence (number and percentage) of diseases covered by the 
QOF for the practices in this CCG in 2010/11. The chart shows the distribution of the CCG’s 
practices’ prevalence in terms of ranks. Individual practices are shown as vertical bars with the 
height of the bar proportional each practice’s population. The blue box shows the range of the 
middle 50% of practices in the CCG. The large diamond shows the average rank for the CCG 
and the dashed blue line shows the England average
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5. Resources
5.1 2013-14 Financial Allocation

The financial allocation for NHS Wirral Clinical Commissioning Group for the 2013/14 financial 
year is as follows

£ Million
PCT Baseline (CCG Element exc Running Cost)   £463.155
Less Specialised Services Adjustment    (£25.154)

 Less PCT 2% Headroom Adjustment    (£2.842)
 
 Adjusted CCG Baseline      £435.159

 2.3% Uplift        £10.009

 2013-14 Revenue Allocation (Commissioning)  £445.168

 2013-14 Running Costs Allocation    £8.000
 
 2013-14 Total Resource Allocation    £453.168

 Plus Non-Recurrent Allocation for return of 
Historic Surplus & Lodgement     £12.395

2013-14 Resources Available     £465.563

5.2 Summary of current financial planning assumptions 2013/14 -2015/16

The tables below show a summary of the anticipated resources available and headline 
expenditure values for the CCG for the period 2013/14 – 2015/16

2013/14 2014/15 2015/16
Programme Budgets £000’s £000’s £000’s
NHS Contracts 319,760 315,635 315,732
Non NHS Contracts 13,471 13,471 13,471
Prescribing 59,295 60,481 61,691
Commissioned Out of Hospital 34,533 31,033 31,033
Intermediate, Social Care & Re-ablement 5,233 5,233 5,233
Other Commissioning Expenditure 8,854 7,111 7,111
CCG Reserves (Contingency / non-rec) 11,965 16,612 19,800

PROGRAMME TOTAL 453,111 449,576 454,071

Running Costs 8,000 8,080 8,161
CCG TOTAL 461,111 457,656 462,232
RESOURCE AVAILABLE 465,563 462,152 466,773
SURPLUS (1%) (4,452) (4,496) (4,541)
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5.3 Summary of Programme Expenditure by provider type

5.4 Programme Budgeting Spend

The bar chart below shows the PCT Programme Budgeting Spend split over the 23 categories 
using the 2011-12 gross expenditure values
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The pie chart below shows the PCT Programme Budgeting Spend split by care setting using 
the 2011-12 gross expenditure values

5.5 Financial Risks

In summary the key financial risks are:

Increasing secondary care activity
Increasing Prescribing costs and uplift shortfall
Increasing Continuing Health Care and packages of care costs
Non-delivery of QIPP target savings and demand management initiatives

5.6 Activity

With our resources we commission from all our providers approximately:
92,000 Accident and Emergency attendances
39,000 Day Case procedures
10,200 Elective Inpatient procedures
51,000 Non elective (Unplanned) procedures
106,000 new out patient attendances, 285,000 follow up out patient attendances and 
39,000 out patient procedures
PLUS a full range of community based nursing and therapeutic services. 
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5.7 Programme Budgeting Spend versus Outcomes

The above chart shows the spend vs. outcomes measure based on the comparison of programme 
budgeting returns for 2010/11 (based on PCT expenditure for same financial year) compared to 
the relative outcome measures for the same financial period

Although there is a relative time lag in the data and some relative comparator issues between 
organisations the information provides a useful guide to relative levels.
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6. Quality, Innovation Productivity and  Prevention (QIPP)

QIPP (Quality, Innovation, Productivity and Prevention) is a large scale transformational 
programme for the NHS, involving all NHS staff, clinicians, patients and the voluntary sector. 
The programme is designed to improve the quality of care the NHS delivers whilst making up 
to £20billion of efficiency savings by 2014-15, which will be reinvested in frontline care by the 
system

NHS Wirral Clinical Commissioning Group will need to demonstrate achievement of cost 
efficiencies against its allocation and will need a robust monitoring system on an on-going 
basis 

Details of the original PCT QIPP plan approved by DH as part of £20 billion national requirements 
are as per below with the aggregated figure for the Wirral economy being circa £105m over 4 
years of the comprehensive spending review period (2011-12 to 2014-15) given the inclusion of 
tariff efficiency, cash releasing and cost avoidance savings.

Efficiency built into 
contracts

PCT action to reduce 
existing spend TOTAL

 £000s £000s £000s
2011-12 15,591 14,168 29,759
2012-13 15,458 8,812 24,270
2013-14 15,413 10,155 25,568
2014-15 15,295 10,084 25,379
TOTAL 61,757 43,219 104,976

Given the changes to the current healthcare system, CCG’s will be held responsible for the 
majority of the final two years (2013-14 & 2014-15) QIPP delivery and that beyond the current 
comprehensive spending review period, it is envisaged that the level of QIPP challenge shall 
increase.

It is reasonable to expect that the Wirral economy (through CCG commissioned budgets and 
Direct Commissioning from the National Commissioning Board) will need to generate a further 
£25m of efficiency saving in the 2015/16 financial year (and the last year of this 3 year strategic 
commissioning plan) an aggregated equivalent of circa £76m over the next 3 years.

The CCG will be required to develop an appropriate QIPP strategy for 2013-14 and future 
financial periods.  

QIPP savings can take the form of either cash releasing savings or cost avoidance (being an 
economic concept of activity that may have happened if no action had taken place)

NHS Wirral CCG will need to work with its partners to ensure a sustainable QIPP programme 
and that any cash releasing savings are agreed within contracting negotiations
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The below calculation predicts the overall level of QIPP saving required by the CCG in the 3 years 
of the strategic planning period, given an efficiency saving of 4% on contracts / prescribing and 
a requirement to achieve the original PCT values in 2013-14 and 2014-15, with an assumption 
that the CCG will be required to achieve a similar level of savings in 2015-16 (being the 1st year 
of the new comprehensive spending period)
 

2013-14 2014-15 2015-16

Assume Overall Efficiency requirement as 
per share of PCT value (72.5%)  18.6m 18.4m 18.1m

Less Estimated Tariff Efficiency in 
Contracts (12.8m) (12.8m) (12.7m)

Less Estimated Prescribing Efficiency (2.4m) (2.4m) (2.4m)

Remaining QIPP 3.4m 3.3m 3.0m

Cash Releasing (3.1m) (3.0m) (2.7m)

Cost Avoidance (0.3m) (0.3m) (0.3m)

Initial Planning discussions regarding delivery of the CCG’s QIPP targets have produced a 
number of detailed plans that will be required to be delivered over the course of the next 
3 years in order to achieve financial balance and meeting the requirements of the system in 
achieving substantial savings

The table below defines the potential areas for savings that will need to be realised based on 
the CCG’s current commissioning plans.   

Area 2013/14 Financial year 2014/15 Financial year 2015/16 Financial year

 
Cash 

Releasing 
£ Million

Cost 
Avoidance £ 

Million

Cash 
Releasing £ 

Million

Cost 
Avoidance £ 

Million

Cash 
Releasing 
£ Million

Cost 
Avoidance £ 

Million
Urgent Care (1.75) (0.17) (1.68) 0.00 (0.50) 0.00
Planned Care (1.30) (0.10) (0.93) (0.05) (0.60) (0.08)
Cancer - End of 
Life 0.00 (0.08) 0.00 (0.05) 0.00 0.00

Procurement 0.00 0.00 (0.30) 0.00 (0.35) 0.00
Contracts 0.00 0.00 (0.10) 0.00 (0.10) 0.00
Unidentified 0.00 0.00 0.00 (0.17) 0.00 (1.41)
 (3.06) (0.34) (3.00) (0.27) (1.55) (1.48)

  
Total Cash 
Releasing + Cost 
Avoidance  

(3.40)
 

(3.27)
 

(3.03)
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Each QIPP Scheme will be supported by a number of initiatives to support the delivery of the 
required changes.  These will be a mixture of cash releasing which will impact on contracted 
activity with providers via an anticipated reduction in activity due to redesign / more effective 
pathways or cost avoidance by preventing activity that would have happened if no changes 
had taken place

A summary of the overarching proposals are as follows and are supported by the CCG’s 
Clinical Strategy Group and supporting QIPP teams with system wide engagement with other 
stakeholders

Urgent Care
Urgent Care (often unplanned) activity provides one of the greatest risks to the CCG in terms 
of its ability to deliver its required financial responsibilities.  QIPP Delivery in this area is 
crucial and revolves around a number of key projects to prevent unnecessary and avoidable 
admissions, ensure patients are accessing the most appropriate services in line with their needs 
and facilitating discharge in most effective manner to ensure patient flow through the system

Planned Care
Planned Care is structured around two key areas of Planned Medical and Surgical Work streams.  
The QIPP initiatives in support of the planned care agenda include a number of service redesign 
projects with the objective of bringing care closer to the patient’s home with more services 
being provided in the community.  An essential part of the QIPP approach in Planned Care 
is improving the pathways for patients with long term conditions and reducing unnecessary 
steps within the surgical pathway for an improved patient experience.

Cancer and End of Life Care
The Cancer QIPP work stream is focused on improving patient pathways and outcomes for this 
cohort of patients, in particular improving standards of care across primary care and nursing / 
care homes, reducing the requirements for hospital admissions at the end of life stage

Procurement
Through its commissioned services, the CCG will hold a number of healthcare contracts and it 
is anticipated that a level of QIPP savings can be achieved through increased efficiency in these 
contract volumes and values.  In particular savings would be achieved through an improvement 
in the approach to purchasing of intermediate / rapid access beds which will be supported 
by improved pathway across planned and unplanned care workstreams and joint working 
between all the relevant stakeholders

Contracts
Potential QIPP Savings have been identified across a range of contract areas, in particular it is 
anticipated that a review of existing block contract areas and a move towards activity based 
pathway systems will release further savings

Unidentified
There remains an element of unidentified QIPP schemes at this point in the planning cycle, 
these will need to be identified as soon as possible in order to realise the required QIPP 
Savings
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Quality Premium 

Clinical Commissioning Groups can receive additional non recurrent resources in 2014-15 
subject to achieving high standards of quality in five measures (as set out in the NHS Outcomes 
Framework) in 2013-14. The measures are:

Preventing people from dying prematurely
Enhancing quality of life for people with long term conditions
Helping people to recover from episodes of ill health or following injury
Ensuring that people have a positive experience of care
Treating and caring for people is a safe environment and protecting them from avoidable  
harm. 

The Quality Premium will also include three locally identified measures as identified within the 
Health & Well Being Strategy. The local measures we will be monitoring are

Emergency readmissions within 30 days of discharge from hospital (specifically for the 
     elderly population)

Number of people attending Accident and Emergency Department with alcohol related 
     conditions

Enhancing quality of life for people with dementia

Payment of the Quality Premium will also be dependent upon achieving NHS Constitution and 
the rights and pledges. 
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7. Partnership Working 
Successful collaboration with NHS and Local Authority colleagues, other statutory agencies 
and the independent and voluntary sector is recognised as crucial in developing and delivering 
our strategy.  

System Engagement will include:

%�Patient and public engagement
%�Member Practice Engagement
%�Provider Engagement

An engagement structure (the CCG Communications and Engagement Strategy) has been 
established which ensures that key stakeholders, including patients and clinicians, have the 
opportunity to shape commissioning intentions.  

We will continue to develop relationships with the Local Authority (Adult Care, Children’s 
services, Public Health, Housing, Environmental Health etc). 

Collaboration with service providers will be essential in supporting service re-design and QIPP 
projects.

Provider services will be monitored through formal contract monitoring and performance 
review. However in taking the local health services through a period of reform and service 
transformation we will not ignore the need for provider stability. Through all our change 
programmes there will be a focus on patient safety and service quality and provider engagement.

Our core business support and intelligence will be provided by the CSU on a contract 
arrangement. 

We respect the contribution that all Clinicians can make. Our strategic plans and commissioning 
programmes and projects will: 
 

Be clinically driven 
Ensure clinician to clinician engagement 
Reflect best clinical practice
Promote the development of clinical networks. 

Appendix 3 describes the progress thus far in terms of engaging clinicians in the commissioning 
and service review process.

A number of services can be best commissioned on a wider footprint than Wirral and we will 
work with other CCGs in support of collaborative commissioning and in developing Specialist 
Commissioned services.  

Patient and public involvement will be embedded as a constant in all our planning and service 
development proposals. 
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8. Strategic Priorities
Although a new organisation, we are not a static organisation. We have not ignored the 
positives of the past and we have ensured that a number of initiatives have been brought to 
completion in our short journey thus far. Our recent achievements include:

Continued Implementation and Mainstreaming of NHS Wirral (Primary Care Trust) 
Strategic Plan
Key Clinicians providing stability during organisational transition and remaining part of 
CCG Leadership team 
Three successful applications for Pathfinder CCGs on Wirral 
Response to patient feedback with regards to poorly performing services leading to 
service redesign / re-procurement to improvement patient care
Maintaining financial balance through a period of investment and disinvestment to 
develop the healthcare market, diversify provision and driving performance improvement. 

Our strategic challenges are:

To halt and reverse the increasing gap in health inequalities across specific health issues and 
communities.
To design and commission high quality healthcare services for the elderly and ageing 
population.
To enable fair and equal access to all services for all communities.
To shift high quality care closer to home from acute to community settings

As indicated our Strategic Objectives are to:

a) Prevent people from dying prematurely

By decreasing the potential years of life lost from causes considered amendable to healthcare
By decreasing the under 75 mortality rate from cancer, cardiovascular, respiratory and liver 
disease

b) Enhance the quality of life for people with long term conditions

By increasing the health-related quality of life for people with long term condition
By increasing the proportion of people feeling supported to manage their conditions
By reducing the unplanned hospitalisation for chronic ambulatory care conditions in adults 
and for asthma, diabetes and epilepsy in under 19’s
By increasing the estimated diagnosis rate for people with dementia
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c) Helping people to recover from episodes of ill health or following injury

By reducing the number of emergency admissions for acute conditions that should not 
usually require hospital admission 
By reducing the number of emergency readmissions within 30 days of discharge from 
hospital
By increasing the total health gain as assessed by patients for both hip and knee replacements, 
Groin Hernia and varicose veins
By reducing the number of emergency admissions for children with Lower Respiratory Tract 
Infections

d) Ensuring people have a positive experience of care

By increasing the patient experience of primary (GP and Out of Hours) and hospital care
By improving the findings of the Friends & Family Test for all relevant commissioned services

e) Ensuring people are treated and cared for in safe environment and protected from avoidable 
harm

By reducing the incidence of healthcare associated infections in MRSA and C. Difficile

In order to improve services and deliver improvements in these outcomes we have developed 
11 strategic priorities which we believe will have the biggest impact on the future health and 
wellbeing of Wirral residents and support the strategic objectives of the organisation.  

These are:

8.1 Delivering High Quality Planned Care (including services for Older People)
8.2 Managing Urgent Care (including unplanned admissions and attendances and services 

for Older People) 
8.3 Adult Mental Health services (Including Learning Disability Services)
8.4 Children’s and Adolescent Mental Health Services (Including Learning Disability  
 Services)
8.5 Dementia 
8.6 Effective Medicines Management 
8.7 Improving Access to Community services
8.8 Management of Long Term Conditions and Chronic Disease Management
8.9 Improving Cancer and End of Life care
8.10 Women’s and Children’s Services 
8.11 Improving primary care services at practice level

These strategic priorities are described in more detail in the following pages. 

They are not in priority order.
Each is equally important.
All are inter-dependent.

These strategic priorities take account of local needs but also relate to and support the 5 key 
domains under the Outcomes Framework. 
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The table below outlines how the 11 strategic priorities map to the objectives (which are in 
line with the NHS Outcomes Framework for 2013 -14). Each strategic priority will be more 
fully described in detailed Programme and Project plans describing their impact, specific goals 
and their relationship with National and local outcome indicators (as illustrated). They will 
specify current baselines, map initiatives to measures, forecast impact and be monitored using 
a developed performance management framework.

Priorities

Outcomes Framework Domain
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8.1 Delivering High Quality Planned Care (including 
services for Older People) 9 9 9 9

8.2
Managing Urgent Care (including unplanned 
admissions and attendances and services fro Older 
People).

9 9 9

8.3 Adult Mental Health services 9 9 9 9

8.4 Children’s and Adolescent Mental Health Services 9 9 9 9

8.5 Dementia 9 9 9

8.6 Effective Medicines Management 9 9

8.7 Improving Access to Community services. 
Commissioning services closer to home. 9 9 9

8.8 Management of Long Term Conditions and Chronic 
Disease Management 9 9 9 9

8.9 Improving Cancer & End of Life care 9 9

8.10 Women’s and Children’s Services 9 9 9 9 9

8.11 Improving primary care services at practice level. 9

For each we have set out: 
%� Our Vision 
%� The key programmes and projects within each strategic priority
%� Specific Programme targets 
%� Their strategic impact in relation to local and National priorities

Full delivery of these strategies will improve service quality and levels provided to service users. 
They will guarantee a very different service in the future. They will require some difficult 
decisions which may not be universally accepted. They do assume resource re-profiling. 
Given the significance of the latter we have set out below, in summary, the key planned 
investments and disinvestments over the period of this plan. We have first summarised our full 
plan on one page. This is followed by detail for each strategic objective.
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Vision 

Strategic Priority 8.1:  
Delivering High Quality Planned Care 
(including services for Older People) 

Program
m

es/Projects 
Targeted 

Progress/G
oals 

Strategic Im
pact  
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both on the acute hospital site 
and in appropriate locations in 
the com

m
unity  

  An im
proved level 

of patient 
experience 
  

 

 
    

Integration of m
edical assessm

ent 
pathw

ay at Arrow
e Park H

ospital 
   

R
edesign of m

ental health 
 

assessm
ent pathw

ay 
  D

evelopm
ent of an integrated 

urgent care centre (including 
prim

ary care) on the Arrow
e Park 

H
ospital site (see and treat) 

 R
eview

 of all w
alk in centre services 

  Introduction of N
H

S 111 
  D

evelopm
ent of NW

AS pathfinder 
pathw

ays 
  

   

Vision 

Strategic Priority 8.2: Managing Urgent 
Care (including services for Older People) 
 

Program
m

es/Projects 
  

Targeted 
Progress/G

oals 
Strategic Im

pact  
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Im

plem
ent new

 
com

m
unity m

ental health 
service m

odel in April 
2013 
 

 
 Patients referred for 
prim

ary care m
ental health 

to receive an assessm
ent 

w
ithin 20 days 

 Shared strategy for crisis 
and interm

ediate care 
betw

een health and local 
authority in place by April 
2014 
  C

om
plex needs service in 

place by Septem
ber 2013 

   

  

 

       
 

  
 

 
 

 
  

          Provision of 
individualised evidence 
led inter agency, holistic 
interventions and 
services based on early 
identification of risk and 
need w

hich prom
ote 

em
otional w

ell being.  

  
A patient tailored approach 
 Im

proved access to appropriate 
services 
 Seam

less transition between 
children’s and adult services

 
 Integrated w

orking betw
een 

health and social care 
 Partnership w

orking to support 
patients w

ith m
ental health and 

substance m
isuse issues 

 Focussing resources to address 
the m

ental health needs of 
patients w

ith long term
 

conditions 
    

    

 
C

are Program
m

e approach in all 
com

m
unity m

ental health services 
 Expanding secondary care services to 
com

m
unity locations 

 Targeted investm
ent to reduce w

aiting 
tim

es for prim
ary care m

ental health 
 R

eview
 all pathw

ays betw
een children’s 

and adult m
ental health services, and 

im
plem

ent m
odels that equip patients 

w
ith tools for self-m

anagem
ent in 

adulthood 
 R

eview
 of interm

ediate care and inpatient 
facilities to reduce the reliance on long 
term

 care and pool resources w
here 

appropriate 
  Im

plem
ent a com

plex needs service that 
w

ill support those patients w
ith 

challenging and m
ultiple diagnoses 

 Include m
ental health screening and 

intervention w
ithin integrated long term

 
conditions m

odel 

Vision 

Strategic Priority 8.3:  
Adult Mental Health Services 

 
Program

m
es/Projects 
 

Targeted 
Progress/G

oals 
Strategic Im

pact  

AD
H

D
 service and single 

point of access delivered in 
com

m
unity by April 2014
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     Im
plem

ent Tier 2 and 3 
service specifications by 
M

arch 2014. 
     Im

plem
ent ASC

 pathw
ay 

by M
arch 2014.  

  Enhanced access to 
psychological therapies 
by M

arch 2016  
 Seam

less transfer 
arrangem

ents to adult 
services by M

arch 2016.  
   

  

  

   
 

     
 

  
 

 
 

 
           

           The early identification of 
risk and need and the 
provision of evidence 
based interventions to build 
the self efficacy and 
em

otional w
ellbeing of

children, young people and 
their carers. 

   
Prevents people from

 dying 
prem

aturely 
  Enhances the quality of life  
  Supports recovery from

 
episodes of acute ill health 
  Ensures patients are treated 
in appropriate settings in a 
safe w

ay.  
   

        

 
 

 Expansion of prim
ary health 

services initiative (Tier 2 C
AM

H
S). 

   Im
plem

ent revised specifications for 
Tier 3 C

AM
H

S (to integrate w
ith 

adult peri-natal m
ental health to 

provide services from
 pre-birth to 19 

years). 
  D

evelopm
ent of an integrated 

screening and diagnosis 
m

anagem
ent pathw

ay for children 
and young people w

ith autistic 
spectrum

 conditions. 
   Transition project to support 
transition of children into adult 
services in a tim

ely fashion. 

A Vision 

Strategic Priority 8.4: 
Adolescent Mental Health Services  

Program
m

es/Projects 
 

Targeted 
Progress/G

oals 
Strategic Im

pact  

Children’s and
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Pathw
ay im

plem
ented across 

com
m

unity, secondary and 
social care by April 2014 
  

 
 

  
 

 
 

 

.  
  C

are and support com
pact in 

place w
ith all care hom

es 
   Enhanced training for all 
practices and care hom

es by 
April 2014. 

 

       
 

  
 

 
 

 
    

          To im
prove the quality of 

life for older people through 
tim

ely assessm
ent and 

diagnosis and enhanced 
short term

 care enabling 
greater independence, 
reducing episodes of 
hospital adm

ission and 
providing m

ore appropriate 
long term

 placem
ents.  

    
Integrated approach to 
assessm

ent and diagnosis of 
dem

entia across all providers 
  People w

ith dem
entia and their 

carers understanding the 
diagnosis and supported to live 
independently in the com

m
unity 

 N
o patients w

ith dem
entia 

staying in hospital for longer than 
necessary 
 O

ptim
um

 prescribing for patient 
w

ith dem
entia 

 
   

        

 
D

eveloping an 
 

dem
entia care pathw

ay
.  

  D
evelop plans for com

m
unity 

dem
entia care, including crisis beds 

and hom
e treatm

ent support 
  D

evelopm
ent of a com

prehensive 
dem

entia education and training 
program

m
e for staff and carers 

 D
evelopm

ent of a single point of 
contact service for carers 
 Secondary C

are Project to ensure 
patients w

ith dem
entia in acute care 

receive appropriate care and 
support on discharge.  
 Antipsychotic audit and training for 
all G

P Practice and C
are H

om
es 

and staff 
 

Vision
 

Strategic Priority 8.5:  
Dementia  

Program
m

es/Projects 
  

Targeted 
Progress/G

oals 
Strategic Im

pact  

 integrated

Bring diagnosis of dem
entia 

in line w
ith expected 

prevalence levels by April 2016

Expansion of dem
entia 

support and advisor 
services post-diagnosis 
by April 2014
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A new

 com
m

issioner led 
system

 to introduce new
 

drugs for use across the 
W

irral health econom
y by 

M
arch 2014. 

 M
edicines optim

isation to 
ensure patient’s get the best 
possible outcom

es from
 

m
edicine use.  

 Effective clinical outcom
es 

in term
s of reduced 

m
ortality, m

orbidity and 
hospital episodes. 
 Patient engagem

ent, 
education and feedback on 
their experiences 
 Enhanced m

edicine safety 
 

R
educed prescribing cost 

grow
th 

   
 

  
 

       
 

  
 

 
 

 
  

           To ensure the G
P 

w
orkforce are highly 

skilled prescribers, 
com

m
itted to achieving 

m
edicines optim

isation 
for the W

irral population 
and to ensure all patients 
have access to m

edicines 
approved by N

IC
E, in 

accordance w
ith the 

Innovation of H
ealth and 

W
ealth directive  

 
  

  
  M

edicines optim
isation 

delivers better outcom
es 

for patients 
   M

edicines optim
isation to 

offset adverse m
arket 

factors 
. 

    
        

 
 The M

edicines M
anagem

ent Plan 
includes: 
 Prescribing efficiency projects 
 Projects to support the national 
prescribing Q

IPP agenda  
 

M
edicines w

astage reduction 
Program

m
es including: 

 Public aw
areness cam

paigns 
 Im

plem
entation of good practice 

guidance to deliver safe and 
effective m

anagem
ent of repeat 

m
edication across G

P practices, 
com

m
unity pharm

acies and care 
hom

es. 
   

 
 

Vision 

Strategic Priority 8.6:  
Effective Medicines Management 

 
Program

m
es/Projects 

Targeted 
Progress/G

oals 
Strategic Im

pact  
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C

om
prehensive data 

reporting for all com
m

unity 
services by M

arch 2014 
  ‘Team

 Around the 
Patient’ 

im
plem

ented by M
arch 

2014. 
  U

rgent C
are Im

provem
ent 

plan developed by M
arch 

2014 
 Supporting AQ

P 
developm

ents (including 
audiology and 
ophthalm

ology by M
arch 

2014 
 Im

plem
ented by M

arch 2014 
   Im

plem
ented by M

arch 2014 
  Im

plem
ented by M

arch 2015 

  

       
 

  
 

 
 

 
  

            M
ore patients receiving 

health care w
ithin com

m
unity 

settings from
 a dynam

ic 
m

ixed econom
y of service 

provision giving rise to 
im

proved outcom
es for 

patients. 
 

 
 

Im
proved access to com

m
unity 

based treatm
ent for acute and 

chronic conditions
. 

 O
utcom

e focussed care 
provided w

ithout 
unnecessary duplication 

 Accessible services 
provided closer to the 
person

 
 

Prom
otes a m

ixed 
econom

y of care to 
im

prove access and 
choice. 

 
 

U
nderpins the C

C
G

 
financial strategy. 

 
 

Enhanced patient 
experience

 
   

    
 

 
 

C
om

m
unity Inform

ation 
 

Project
 

   Integrated Services 
Project  

 
  

 
 

U
rgent care pathw

ays project
 

(com
m

unity services focus)
 

  
Access and choice project 
(com

m
issioning services 

through AQ
P)  

   
C

om
m

unity podiatry and 
com

m
unity appliances  

 
 C

om
m

unity neurology services 
 

 
 

C
om

m
unity G

astroenterology 
services

 
 

Vision
 

Strategic Priority 8.7: Improving 
Community Services 

 

Program
m

es/Projects 
 

Targeted 
Progress/G

oals 
Strategic Im

pact  
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R

eduction in unplanned 
adm

issions. 
 R

eduction of LO
S 

(length of stay) for LTC
 

 R
eduction in N

ursing 
H

om
e and residential 

placem
ents 

 M
axim

ise redesign for 
LTC

 care pathw
ays year 

on year 
 R

eduction in outpatient 
attendance referrals and 
follow

-ups at acute trust 
 

  
      

  

 

 
       

 
  

 
 

 
 

  

         The coordinated 
m

anagem
ent of patients 

w
ith m

ultiple long-term
 

conditions w
ith patients 

involved in their care 
planning leading to 
enhanced self 
m

anagem
ent supported 

by earlier identification 
and the reduction in the 
developm

ent of chronic 
disease. 
    

 G
reater service integration 

across organisations w
ith  

a focus on services  
organised around the  
patient   
 M

eeting unm
et need now

 and 
predicted grow

th in the future, 
including 

an 
increase 

in 
dem

and in light of increasing 
elderly population  
 An im

proved level of patient 
experience and choice 
 M

axim
ise patient engagem

ent 
and participation 
         

   Long Term
 C

onditions project 
focusing on risk stratification, 
developm

ent of integrated team
s 

and self care 
  C

ontinuing Pathw
ay 

 D
evelopm

ent  
  

D
iabetic C

are Project (transfer 
of services to the com

m
unity) 

 
  C

O
PD

 Local Enhanced 
Service and C

are Plans 
 Pathw

ays for Life – Self care 
 

Vision 
Strategic Priority 8.8: Long Term 
Conditions and Chronic Disease 

Management 
Program

m
es/Projects 
 

Targeted 
Progress/G

oals 
Strategic Im

pact  
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R

educe the m
ortality rate for 

cancer on W
irral com

pared to 
England 
 Im

prove 
survival 

rates 
for 

cancer on W
irral com

pared to 
England 
 Increase 

the 
num

ber 
of 

patients 
supported 

to 
die 

in 
their place of choice 
 Increase access to 
diagnostics, ensuring faster 
access to treatm

ent and 
shorter patient journey 
 Prevention – targets for 
Bow

el, cervical and breast 
screening 
 Early detection in selected 
cancers 
 Im

prove access to diagnostics 
and treatm

ent 
 R
educing deaths in hospital 

  

  

       
 

  
 

 
 

 
  

            R
educing the m

ortality rate 
and increasing the survival 
rate for cancers in W

irral 
through early diagnosis, 
appropriate interventions 
supported by enhanced 
choice in relation to the place 
of death.  

 
        Im

pact on m
ortality 

and survival rates for cancer 
   Significantly enhance end of 
life 

care 
in 

the 
com

m
unity 

across a range of services 
  

 
  

  

 
 Breast, bow

el and cervical screening 
program

m
es 

  
W

ork w
ith clinical netw

ork and 
public health to prom

ote national 
and local cam

paigns for early 
detection across a range of 
cancers 
   

D
evelop hospice at hom

e and a 
range of end of life pathw

ays 
  Im

proving end of life care in 
care hom

es and prim
ary care 

  Im
plem

ent Electronic Palliative 
C

are System
 on W

irral 
  

 

Vision 
Strategic Priority: Improving Cancer 

Services and End of Life Care 
 

Program
m

es/Projects 
 

Targeted 
Progress/G

oals 
Strategic Im

pact  
8.9
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 R

eview
 of enhanced services 

to be com
pleted by M

arch 
2013 

 
G

P upskilling in derm
atology, 

M
SK and com

m
issioning skills 

to be evaluated by April 2013. 
 

Practice N
urse Education 

program
m

e underw
ay – for 

com
pletion by M

arch 2014. 
 

D
em

entia enhanced service to 
be rolled out to practices by 
January 2013. Prostate 
enhanced service in progress. 
 All practices to use the 
C

hoose and Book system
 by 

O
ctober 2013 

     R
oll out of tablet technology to 

all practices by April 2013. 
Tele-derm

atology provision 
  

  

       
 

  
 

 
 

 
  

             To have a broad range of 
prim

ary and com
m

unity 
care services provided at 
G

eneral Practice level 
w

hich supports im
proved 

access through extended 
hours and flexible m

odels 
of care.  
  

 Provision of additional 
services delivered closer to 
the person 

 
Skilled clinicians able to 
deliver enhanced care at 
practice level (w

here 
appropriate) w

ithout the 
need for unnecessary 
onw

ard referral 
 Prom

otion of im
proved 

access and provision of 
choice of services 
   

  
   

        

 
 Enhanced Services Project (to 
extend the scope of prim

ary 
care provision) 
 C

linical U
pskilling 

   Access to training and 
developm

ent Project  
  D

evelopm
ent of shared care 

initiatives across prim
ary and 

secondary care (e.g. dem
entia 

and prostate care) 
 C

hoose and Book  
  D

evelopm
ent of Practice based 

services (e.g. prim
ary care 

m
ental health, physio, podiatry 

etc).  
 IT infrastructure im

provem
ents 

and innovate delivery of care 
through IT 

Vision 
Strategic Priority 8.11: Improving Primary Care 

Services at Practice Level 
Program

m
es/Projects 
 

Targeted 
Progress/G

oals 
Strategic Im

pact  
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9. Strategic Delivery

    Wirral CCG is a new organisation. It is and will operate in a different way from predecessor    
    organisations. Its foundation stone is clinical leadership. GP Practices in close association 
    with professional and lay colleagues will shape and commission future health care services. 
    They will also be responsible for delivering best possible outcomes for the local population. 

     partner agencies will be critical in delivering transformed services.        

Delivery of our strategy will be achieved through clear responsibilities and accountability 
described in our new organisational structure.

     and projects with a designated clinical and managerial lead for each.

     will develop a Strategic Plan Evaluation Framework. 

9.1 Structures
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9.2 Roles

The Governing Body of the CCG will be accountable for exercising its statutory functions.   
       In relation to Strategic Implementation it will:

Set the organisational framework for strategic implementation
Set strategic priorities 
Oversee delivery of the Strategic Plan through an annual high level Operating Plan. 
Review overall progress and performance at each monthly Board meeting
Commission recovery plans where necessary
Monitor the quality and safety of services commissioned by the CCG. This includes working

      with regulators of healthcare and receiving reports directly from the public and patients
Hold accountable those individulas or organisations that provide healthcare services and 
ensure that the public is protected from avoidable harm

A number of sub committees have been established. In relation to Strategic Delivery: 
operational delivery of the strategic plan will be monitored by the Quality, Performance 
and Finance Sub Committee on behalf of the Governing Body. 

“Day to day” monitoring and delivery will be led by Strategic Implementation/QIPP Clinical 
Engagement Groups

9.3 Strategic Implementation Groups

Wirral CCG has established a number of QIPP Clinical Engagement Groups. 

These groups will be responsible for implementing the CCG Strategic priorities. 
They will operate as clinical strategic implementation groups. 
Each group will report to the CSG through a designated clinical lead. 
They will have clear accountability for the successful implementation of each strategic 

           priority, for patient experience, quality and safety.
These groups will develop service specific programme and project plans supported by   

           timetabled action plans.     
 
9.4 Delivering through Contracts

%�����The CCG will commission services for the population of Wirral through a broad range of 
      contracts with diverse service providers.
%�����Appendix 1 sets out the Wirral CCG contract portfolio for all major contracts. 
%�����A contracting strategy is currently under development. This strategy will set out in detail 
     the CCG contract management and monitoring arrangements. 
%������All contractors will be required to submit performance management information consistent 
      with the standard terms of the DH contract.
%����Contracts will specify national access targets and expected rights and pledges of the NHS 
     constitution (2013-14).
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9.5 Assurance of delivery

Each clinical & management lead will be accountable for delivery of agreed strategic plans for 
their specific service area. They will report monthly to the CSG on 

Performance against key performance indicators
Delivery against key milestones
Areas of underperformance and mitigating actions
Key risks

Performance against project milestones and outcome framework indicators will be monitored 
as appropriate through the Quality Performance and Finance Committee.

9.6 Risk Management

The CCG has developed systems in place to identify and manage all key risks to ensure delivery 
of key national and local priorities. 

9.7 Supporting Delivery

The CCG recognises its responsibilities to the public of Wirral and colleague organisations. 
Delivery will be complemented by:
 
%� Public engagement, 
%� Practice engagement
%� System Engagement and collaborative working
%� Organisational and leadership development to support delivery  

We will engage actively with colleague CCGs, social care partners, patients, staff and the public 
through our SIG/QIPP groups. We will engage with local Providers at specific issue quarterly 
meetings as well as through the routine contract and performance monitoring processes. 
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Appendix 1 NHS Wirral Contract Portfolio

Provider Name Approximate Contract value

Major NHS Providers (in excess of £1m)

Wirral Hospital NHS Trust £208m

Wirral NHS Community Trust £44m

Cheshire and Wirral Partnership Trust £34m

North West Ambulance Service £9m

Royal Liverpool University NHS Trust £7m

Aintree NHS FT £3m

Countess of Chester NHS FT £2m

Liverpool Women’s NHS FT £2m

Independent / Non NHS Providers

Spire (Murrayfield) £3m

St. John’s Hospice £1.6m

Independent Midwifery £1m

Spa Medica £0.5m

Claire House £0.2m

Hoylake Cottage Hospital £0.2m

Assura £0.2m
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Appendix 2 The National Picture

1. NHS White Paper and Health and Social Care Bill

The NHS White Paper ‘Equity and Excellence: Liberating the NHS’ sets out a vision for the 
NHS that is built around patients, places clinicians at the heart of decision-making, and sees 
responsibility for healthcare budgets shift from Strategic Health Authorities and Primary Care 
Trusts, to Clinical Commissioning Groups.  The Health and Social Care Bill makes provision for 
delivery of the five key objectives within the White Paper:

strengthening commissioning of NHS services 

increasing democratic accountability and public voice 

liberating provision of NHS services 

strengthening public health services 

reforming health and care arm’s-length bodies

Emergent CCGs are currently preparing to undergo a period of authorisation, during which 
the extent to which they prepare to take on full commissioning responsibility for their patient 
population will be tested, across six domains (Developing Clinical Commissioning Groups: 
towards authorisation):

A strong clinical and professional focus which brings real added value;
Meaningful engagement with patients, carers and their communities;
Clear and credible plans which continue to deliver the QIPP (quality, innovation, productivity 
and prevention) challenge within financial resources, in line with national outcome 
standards and local joint health and wellbeing strategies;
Proper constitutional and governance arrangements, with the capacity and capability to 
deliver all their duties and responsibilities including financial control as well as effectively 
commission all the services for which they are responsible;
Collaborative arrangements for commissioning with other CCGs, local authorities and the 
NHS Commissioning Board as well as the appropriate external commissioning support; and
Great leaders who individually and collectively can make a real difference.

Wirral CCG will only be able to pass through this authorisation process with the collaboration 
of its constituent divisions.  The Divisions are supported through this period of transformation 
by the overarching PCT Cluster: Cheshire, Warrington and Wirral, which will seek assurance 
that the development of the CCG and the Divisions, and their commissioning intentions and 
strategic plan, are in line with the authorisation framework, and the vision established within 
the White Paper.  The Governing Body of the CCG will be responsible for overseeing the 
completion of the authorisation process.
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2. NHS Operating Framework

The NHS Operating Framework sets out the planning, performance and financial requirements 
for NHS Organisations, in order to meet the challenges of the White Paper, and to support 
the reforms enshrined within the Health and Social Care Bill, in what it describes as ‘a year for 
improvement and transition’.  

The four key themes are:

putting patients at the centre of decision making in preparing for an outcomes approach 
to service delivery, whilst improving dignity and service to patients and meeting essential 
standards of care; 

completion of the last year of transition to the new system, building the capacity of 
emerging clinical commissioning groups (CCGs) and supporting the establishment of Health 
and Wellbeing Boards so that they become key drivers of improvement across the NHS; 

increasing the pace on delivery of the quality, innovation, productivity and prevention 
(QIPP) challenge; 

Maintaining a strong grip on service and financial performance, including ensuring that the 
NHS Constitution right to treatment within 18 weeks is met. 

Requirements are set out in the areas of quality, reform, finance and business rules, and 
planning and accountability. 
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3. NHS Outcomes Framework 2013/14

The NHS Outcomes Framework provides NHS Organisations with a set of indicators that will 
enable quality and patient outcomes to be measured in a way that is meaningful, equitable 
and that allows for accountability and transparency.  These indicators are updated from those 
within the Outcomes Framework 2012/13, to reflect the changing landscape, and to drive up 
quality and performance to the level that is required from the White Paper’s vision for the NHS. 
These indicators are grouped within the five NHS Operating Framework domains.

Each of the domains contains a number of overarching indicators and improvement areas by 
which the Clinical Commissioning Group will be judged.  

A summary of these indicators are included below based on the document released by the 
Department of health on the 13th November 2013 (link below) 

https : / /www.wp.dh.gov.uk/publ icat ions / f i les /2012/11/121109-NHS-Outcomes-
Framework-2013-14.pdf 

https://www.wp.dh.gov.uk/publications/files/2012/11/121109-NHS-Outcomes-Framework-2013-14.pdf
https://www.wp.dh.gov.uk/publications/files/2012/11/121109-NHS-Outcomes-Framework-2013-14.pdf
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NHS OUTCOMES FRAMEWORK 2013-14

Domain 1 Domain 2 Domain 3 Domain 4 Domain 5

Preventing people from 
dying prematurely

Enhancing quality 
of life for people 
with long-term 

conditions

Helping people 
to recover from 

ill-health or 
following injury

Ensuring people 
have a positive 

experience of care

Treating and caring 
for people in a safe 
environment and 

protecting them from 
avoidable harm

Overarching indicator Overarching 
indicator

Overarching 
indicators

Overarching 
indicator Overarching indicators

1a Potential Years of 
Life Lost (PYLL) from 
causes considered 
amenable to health care 
i Adults ii Children and 
Young people

2 Health related 
quality of life for 
people with long-
term conditions

3a Emergency 
admissions for 
acute conditions 
that should not 
usually require 
hospital admission

4a Patient 
experience of 
primary care

5a Patient safety 
incident reporting

1b Life expectancy at 75 
i males ii females  

3b Emergency 
readmissions 
within 30 days of 
discharge from 
hospital

i GP services ii 
GP out-of-hours 
services iii NHS 
Dental Services

5b Safety incidents 
resulting in severe 
harm or death

   
4b Patient 
experience of 
hospital care

5c Hospital deaths 
attributable to 
problems in care

   4c Friends and 
Family test  

Improvement areas Improvement areas Improvement areas Improvement 
areas Improvement areas

Reducing premature 
mortality from the 
major causes of death

Ensuring people 
feel supported 
to manage their 
condition

Improving 
outcomes 
from planned 
treatments

Improving 
people’s 
experience of 
outpatient care

Reducing the 
incidence of avoidable 
harm

1.1 Under 75 mortality 
rate from cardiovascular 
disease

2.1 Proportion of 
people feeling 
supported to 
manage their 
condition

3.1 Total health 
gain as assessed 
by patients for 
elective procedures

4.1 Patient 
experience 
of outpatient 
services

5.1 Incidence 
of hospital-
related venous 
thromboembolism 
(VTE)

1.2 Under 75 mortality 
rate from respiratory 
disease

Improving 
functional ability in 
people with long-
term conditions

i Hip ii Knee 
replacement iii 
Groin Hernia iv 
Varicose veins

Improving 
hospitals’ 
responsiveness to 
personal needs

5.2.i Incidence of 
MRSA

1.3 Under 75 mortality 
rate from liver disease

2.2 Employment of 
people with long-
term conditions

v Psychological 
therapies

4.2 
Responsiveness 
to in-patients’ 
personal needs

5.2.ii Incidence of C 
difficile

1.4 Under 75 mortality 
from cancer

Reducing time 
spent hospital by 
people with long-
term conditions

Preventing lower 
respiratory tract 
infections (LRTI) 
in children from 
becoming serious

Improving 
people’s 
experience of 
accident and 
emergency 
services

5.3 Incidence of newly-
acquired category 2, 3 
and 4 pressure ulcers

i One and ii Five -year 
survival from all cancers

2.3.i Unplanned 
hospitalisation for 
chronic ambulatory 
care sensitive 
conditions (adults) 
ii Unplanned 
hospitalisation for 
asthma, diabetes 
and epilepsy in 
under 19s

3.2 Emergency 
admissions for 
children with 
lower respiratory 
tract infections 
(LRTI)

4.3 Patient 
experience of A&E 
services

5.4 Incidence of 
medication errors 
causing serious harm

1.4.iii One and iv 
Five-year survival 
from breast, lung and 
colorectal cancer

Enhancing quality 
of life for carers

Improving 
recovery from 
injuries and 
trauma

Improving access 
to primary care 
services

Improving the safety 
of maternity services

Reducing premature 
death in people with 
serious mental illness

2.4 Health-related 
quality of life for 
carers

3.3 Proportion 
of people who 
recover from major 
trauma

4.4.i Access to GP 
services

5.5 Admission of 
full-term babies to 
neonatal care

1.5 Excess under 75 
mortality rate in adults 
with serious mental 
illness

Enhancing quality 
of life for people 
with mental illness

Improving 
recovery from 
stroke

4.4.ii NHS Dental 
services

Delivering safe care 
to children in acute 
settings
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Reducing deaths in 
babies and young 
children

2.5 Employment 
of people with 
mental illness

3.4 Proportion of 
stroke patients 
reporting an 
improvement in 
activity/lifestyle 
on the Modified 
Rankin Scale at 6 
months

Improving women 
and their families’ 
experience of 
maternity services

5.6 Incidence of harm 
to children due to 
‘failure to monitor’

1.6.i Infant mortality ii 
Neonatal mortality and 
stillbirths iii Five-year 
survival from all cancers 
in children

Enhancing quality 
of life for people 
with dementia

Improving 
recovery from 
fragility fractures

4.5 Women’s 
experience of 
maternity services

 

Reducing premature 
death in people with 
learning disabilities

2.6.i Estimated 
diagnosis rate 
for people with 
dementia ii A 
measure of the 
effectiveness of 
post-diagnosis 
care in sustaining 
independence and 
improving quality 
of life

3.5.i The 
proportion of 
patients with 
fragility fractures 
recovering to their 
previous levels of 
mobility / walking 
ability at 30 days 
ii The proportion 
of patients with 
fragility fractures 
recovering to their 
previous levels of 
mobility / walking 
ability at 120 days

Improving the 
experience of care 
for people at the 
end of their lives

 

1.7 Excess under 60 
mortality in people with 
learning disabilities

 

Helping older 
people to recover 
their independence 
after illness or 
injury

4.6 Bereaved 
carers’ views on 
the quality of 
care in the last 3 
months of life

 

  

3.6.i Proportion 
of Older People 
(65 and over) 
who were still 
at home 91 days 
after discharge 
from hospital 
into reablement/
rehabilitation 
services ii 
Proportion offered 
rehabilitation 
following 
discharge 
from acute or 
community 
hospital

Improving the 
experience of 
healthcare for 
people with 
mental illness

 

   

4.7 Patient 
experience of 
community 
mental health 
services

 

   

Improving 
children and 
young people’s 
experience of 
healthcare

 

   
4.8 An indicator 
is under 
development

 

   
Improving 
people’s 
experience of 
integrated care

 

   
4.9 An indicator 
is under 
development
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Appendix 3 - Delivering QIPP through Clinical Engagement
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Appendix 4

Expected rights and pledges from the NHS Constitution 2013/14 (subject to current 
consultation) including the thresholds the NHS Commissioning Board will take when assessing 
organisational delivery 

Referral To Treatment waiting times for non-urgent consultant-led treatment 

Admitted patients to start treatment within a maximum of 18 weeks from referral – 90% 

Non-admitted patients to start treatment within a maximum of 18 weeks from referral – 95% 

Patients on incomplete non-emergency pathways (yet to start treatment) should have been waiting no more 
than 18 weeks from referral – 92% 

Diagnostic test waiting times 

Patients waiting for a diagnostic test should have been waiting no more than 6 weeks from referral – 99% 

A&E waits 

Patients should be admitted, transferred or discharged within 4hours of their arrival at an A&E department – 
95% 

Cancer waits – 2week wait 

Maximum two-week wait for first outpatient appointment for patients referred urgently with suspected cancer 
by a GP – 93% 
Maximum two-week wait for first outpatient appointment for patients referred urgently with breast symptoms 
(where cancer was not initially suspected) – 93% 

Cancer waits – 31 days 

Maximum one month (31-day) wait from diagnosis to first definitive treatment for all cancers – 96% 

Maximum 31-day wait for subsequent treatment where that treatment is surgery – 94% 

Maximum 31-day wait for subsequent treatment where that treatment is an anti-cancer drug regimen – 98% 

Maximum 31-day wait for subsequent treatment where the treatment is a course of radiotherapy – 94% 

Cancer waits – 62 days 

Maximum two month (62-day) wait from urgent GP referral to first definitive treatment for cancer – 85% 

Maximum 62-day wait from referral from an NHS screening service to first definitive treatment for all cancers – 
90% 
Maximum 62-day wait for first definitive treatment following a consultant’s decision to upgrade the priority of 
the patient (all cancers) – no operational standard set 

Category A ambulance calls 

Category A calls resulting in an emergency response arriving within 8minutes – 75% (standard to be met for 
both Red 1 and Red 2 calls separately) 

Category A calls resulting in an ambulance arriving at the scene within 19 minutes – 95% 

Mixed Sex Accommodation Breaches 

Minimise breaches 
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Cancelled Operations 
All patients who have operations cancelled, on or after the day of admission (including the day 
of surgery), for non-clinical reasons to be offered another binding date within 28 days, or the 
patient’s treatment to be funded at the time and hospital of the patient’s choice. 
Mental health 
Care Programme Approach (CPA): The proportion of people under adult mental illness 
specialties on CPA who were followed up within 7 days of discharge from psychiatric in-patient 
care during the period – 95%. 

Additional measures NHS Commissioning Board has specified for 2013/14. 
Referral To Treatment waiting times for non-urgent consultant-led treatment 
Zero tolerance of over 52 week waiters 
A&E waits 
No waits from decision to admit to admission (trolley waits) over 12 hours 
Cancelled Operations 
No urgent operation to be cancelled for a 2nd time 
Ambulance Handovers 
All handovers between ambulance and A & E must take place within 15 minutes and crews 
should be ready to accept new calls within a further 15 minutes. Financial penalties, in both 
cases, for delays over 30 minutes and over an hour. 
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