Sefton NHS
Five Year Place Plan

Outline Draft for Engagement

Introduction
Sefton NHS Five Year Place Plan

•

service which will bring services closer to people’s homes and

Our aim is to continually improve health and wellbeing for

include diagnostics for patients. This includes the delivery of

all in Sefton.

a cardiology hub in Southport which reduces the need for

A lot has been achieved over the last five years, since the
development of our first Shaping Sefton Strategy. We have

hospital appointments.
•

listened to what you told us in 2014 and either put in place or are
in the process of developing better and more focused health, care

Laying the foundations for a community based cardiology

Reviewed children and young people’s audiology services to
improve the patient journey.

•

and wellbeing to meet your needs.

Developed a community hub for diabetes in Litherland with all
of the specialists, including a dietician, under one roof. A similar
satellite hub has been developed in Maghull.

Our successes include:
•

•

sector to improve and encourage “social prescribing”,

Improved access to GP practices with many open seven days a

where people are referred for art or other activity programmes

week and none now closing in the afternoons.
•
•

Improving after care for those who have sought emergency
treatment through A&E

•

Better linking of cancer services with community based
support and improving awareness and screening for patients
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- particularly for those with mild to moderate mental

Development of Primary Care Networks (PCNs) to improve the
delivery of services and improve patient experience.

Working closely with the voluntary Community and Faith

health problems.
•

Carried out a full review of mental health and dementia
services particularly for Early Intervention Psychosis,
Hospital Mental Health Liaison and developing care for people
with who have a long term condition and a common mental
health illness.
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Despite all of this hard work to improve the things you most

As you look through the rest of this Sefton Five Year NHS Plan

need and care about, we know there is still a lot to do. It is

you will see that many of our priorities are around working more

recognised and, unfortunately, to some extent often tolerated by

closely as partners to develop a much better system and to focus

residents, that the services you get are often disconnected or not

on prevention. We also aim to cut delays, improve the quality

appropriate for the care you need.

of care, bring care closer to your homes and reduce both A&E

We often hear that the care you receive is excellent, but the

attendance and hospital admissions.

“system” lets you, and us, down. Well, over the next five years the

In line with the ambitions of the national NHS Long Term Plan,

main aim of this plan is to address those “system” issues.

we want to refocus our efforts and increase our investment in

You can see from the examples above that we have made a great
start, and so we are now in a very good position to make greater
strides, not just as individual organisations, but as one “system” for
the whole of Sefton.
A lot of work has been carried out, especially in the last 12 months,
by the Sefton Health and Care Transformation Board. This
brings together commissioners, such as the two Sefton Clinical
Commissioning Groups and Sefton Council, with health and care
providers, including hospital trusts and community providers.
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prevention rather than cure. This includes things like increasing
vaccination and immunisation rates as well as identifying when we
can intervene earlier to stop or reduce conditions getting worse.
This will help you live longer, healthier lives and reduce your need
for traditional medical services in the future.
By encouraging you to live a healthier lifestyle; such as eating and
drinking more healthily, taking more exercise and not smoking, you
will be happier and will not have to rely on health and care services
as much as you go through life.
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Our main areas of focus are outlined and you will see that they

as well as influencing the Cheshire and Mersey NHS Plan. We in

are pretty ambitious. But we do have some stark health and care

the NHS are dedicated to working even more closely as the Health

issues in Sefton which need to be addressed.

and Care Partnership as we move forward. We are all committed

We need to prevent and reduce existing conditions like diabetes,
heart disease, cancer and mental health conditions across all

to delivering the key aims of the Health and Wellbeing Strategy for
Sefton and helping people Start Well, Live Well and Age Well.

ages; reduce your waiting times for surgery and urgent care and

We are very interested in your views on the content of the

provide value for money to you, the taxpayer. We can do this

plan and we will be continuing to engage with local people,

by thinking more strategically about our future commissioning

organisations and groups in September and October to finalise

arrangements with all providers, including the voluntary,

the plan so there can be a realistic as well as ambitious level of

community and faith sector.

wellbeing and health improvement by 2024. Contact details can

We have developed this initial draft outline plan in conversation

be found on page 23.

with our partners, both across the NHS and with Sefton Council,
which is currently leading on the refresh of the borough’s Health
and Wellbeing Strategy.
Our plan is a key element of helping to deliver that overall strategy,
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Where there’s a will…
As part of our responsibilities it is for us to encourage the people of Sefton to assist themselves and for services to be
provided in the right way. The statements below described what is expected of all of us on this journey. These have
been developed in conjunction with Sefton Healthwatch, based on engagement around the priorities of the plan:

I will…
•

•
•
•
•
•
•

•
•

I will seek advice from health care
professionals on how best to look
after myself and I will take on board
their advice
I will take regular exercise
I will eat a healthy diet
I will not smoke
I will take my medication
I will do more to liaise with people in
my community
I will make best use of technology
and seek advice when I need
assistance
I will encourage my children to
exercise and eat healthily
I will encourage my parents to
exercise and eat healthily
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I would like…
•

•

•

•
•

I would like to be able to access
health and treatment when I need it
most.
I would like advice on how to lead
a healthy life and to access the
resources I need.
I would like to learn more about how
I can stay independent and healthy
whilst getting older.
I would like to see more support in my
local community.
I would like to continue to be involved
in choosing the right treatment for
me and to be offered alternatives
including signposting if I cannot be
seen in a timely way.

•

•

•
•

•

I would like to be able to talk with the
appropriate health professional about
my care and ensure all my personal
data remains secure.
I would like to be able to increase the
use of technology where I have the
capability to use it and to be offered
alternatives.
I would like better access to general
practice appointments.
I would like to have continue to see
the person who knows about my
health and treatment even if there wait
will be longer.
I would like more accessible services
in the community.
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The Four Pillars
Wider determinants

These four
pillars work
together to
make sure that
the health and
care system is
the best that
it can be for
the people of
Sefton.
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The NHS wants to look more at the
bigger picture, as well as health care.
We want to help to tackle big problems
like air pollution. We can do this by
encouraging patients and staff to walk,
cycle or use public transport to get to
hospitals and GP surgeries, or technology
in place of hospital attendance. This
will help with fuel emissions and it
encourages people to exercise.
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Our health behaviours
and lifestyles
One of our goals is to make sure you live the
healthiest life possible. This means that we
encourage people to stop smoking, avoid
drinking in excess and improve their diet and
exercise routine.

Places and
environment
We want to make sure people don’t
just have outstanding health care,
but they have a good community
and social relationships that they
can rely on. This can help people to
have a more positive outlook on life,
reducing mental health issues..
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Integrated health and
care system
We understand that people often have
more than one health care need. This
is why our integrated health and care
system is so important, to ensure that
all of your needs are met.

These four pillars work
together to make sure
that the health and care
system is the best that
it can be.
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Our Ambitions
3

Early intervention

1

If you need help, the sooner we step in the better it is. That’s
why we are promoting early intervention through our health care
system, making sure that any worries that you have are seen to
as quickly as possible before they turn into major problems.

A healthy balance
Did you know that there is a 12-year difference between the
life expectancy in the poorest parts of Sefton compared to the
richest parts? Our goal is to reduce that gap through targeted
advice, information and support with health care when it is
needed, helping you to live longer.

2

Great expectations
We want to make sure that you are
able to live your best life by helping you choose
to live longer, healthier. We want to help you
increase the amount of years you live free from
any major health conditions.
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4

Prevention
Prevention and intervention go hand in hand.
This is why we are encouraging people to
stay healthy and active to prevent health and
wellbeing problems later on in life.
Outline Draft for Engagement
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Empowering self-care
Helping you to care for yourself is
very important to us. Self-care and
lifestyle changes; such as not smoking,
doing more exercise and eating and
drinking healthily can make a big
difference to you - from weight loss to
managing mental existing conditions.
This also includes helping those
people with long term conditions, eg.
diabetes, or recovering from cancer to
maintain as healthy a life as possible.
After all, real change can only come
from within.
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Planning ahead
There are long-term NHS goals that
we have to meet to make sure that
you are well looked after. These
goals include; reducing your waiting
times, supporting maternity services,
reducing health inequalities and
tackling diabetes, improving outcomes
from cancer and supporting people
with mental health problems at a local
and national level.
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Sustainability

Maximise social value

We currently spend more money
than we get. We want our health
and care system to be financially
sound. We have to understand how
we can manage our money in a way
that meets all of your needs. We
also want to be able to maintain the
high quality of care available, no
matter what happens politically and
economically.

We want the NHS and other public
sectors to be of value to you. We want to
create a service that you love and trust,
an employer who is fair and loyal and a
pillar that the community can depend
on. We aim will do this through constant
communication and transparency about
what we are doing and why.

Because of this we have to make
sure that we are prepared for
all circumstances and have the
services in place when and where
they are most effective.

This includes the five main things which
make the NHS an “Anchor Institution”:
•

Purchasing more locally and for
social benefit

•

Using buildings and spaces to
support communities

•

Widening access to quality work

•

Working more closely with
local partners

•

Reducing its environmental impact
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Access to high quality services
“We want to make sure that your health and
care systems are the best that they can be, meet
required quality standards and are located where
you need them most. We are constantly looking
for new ways to improve and meet your needs
efficiently and effectively.”

Take our short survey on the
Sefton NHS Five Year Place Plan
to help us help you.
Outline Draft for Engagement

www.seftonfiveyearplan.co.uk
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Working together to improve your health
and wellbeing
Our plan aims to make the most of the resources we have

This will include a number of PCNs, which will see partners from
the NHS, local authority and VCF working together with the aim of
providing a seamless service for the people of Sefton.

available, both within the NHS and across our partners.

We are not quite there yet in developing our vision for the

We want to ensure that we all focus on “whole system delivery”

integrated community offer, or the full workings of the PCNs.

through working together and being as efficient as possible.

But there are seven PCNs set up across Sefton, each covering a

The overall approach is guided by the need to address the health

population of around 30 – 50, 000 people. Our work will continue

issues within Sefton.

to make these as appropriate and joined-up as possible.

We in the NHS are focussing much more on our contribution to

Taking a Clinical Lead

health management and the improvement of wellbeing across
the population. This includes making the most of social value and
leading on the 5 principles of anchor institutions.

Transformed community-based care
The “future state” (described on page 15) for Sefton includes
integrated community based provision. This includes community
and general practice services along with those from our much
valued and extensive voluntary, community and faith providers
in Sefton.

10

The work we do within both of Sefton’s Clinical Commissioning
Groups is led by clinicians. They have helped to develop our
Sefton NHS Five Year Place Plan from the beginning; while looking
at the needs of the population using their own experience and
knowledge alongside detailed facts and findings from the recently
refreshed Joint Strategic Needs Assessment (JSNA) for Sefton.
Your GPs have also been involved in the development of the plan
and have had the opportunity to contribute content and ambitions
we are hoping to achieve.
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Your health and wellbeing is at the top of our priority list;

It should also mean that we become more efficient as a “Place”

and the people who know about your needs as individuals,

and target our spend to where it is most effective.

and as a population, are helping us to focus on how we
can improve your quality and expectations for a healthy
life. We will continue to engage with other clinicians in
order to ensure all clinical views are considered.
Each of our priority areas of work has involvement from
professional clinical staff and they will continue to be involved in
the development of the plan as we move forward from this draft to
a final version. There is further work to be undertaken on priorities
and this will be led through the CCGs’ Clinical Advisory Group and
Governing Bodies.

As we work towards our new way of collaborative working we
must also be aware of the need to not only be as efficient and
effective as possible, but also balance the books.
The financial position across the system is already in deficit and
the CCGs have challenges to ensure savings are made to meet
their obligations and those of other NHS and local authority
organisations. There is an ongoing approach within the CCGs
alongside other work to ensure that we get the best value of
taxpayers money for you which is a key aspect of the NHS Long
Term Plan.

How do we balance the books both in Sefton and
across Cheshire and Merseyside?

The CCGs will continue to work with all NHS organisations to

We are encouraging health and care partners across Sefton to

challenging position especially for the first 2 years of the planning

stop thinking about how we fund things as individual organisations

period. Many of our partners are in a similar position, NHS, Local

and look at where we all spend money on similar outcomes. This

Authority, and the voluntary sector, so we will make great efforts

“system approach” to managing the financial positon of Sefton is

to ensure that we work together to provide the best possible

being discussed and will require a different approach to help all

outcomes in the future with the money available so maximising the

parts of the system to become financially stable.

Sefton pound.
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ensure our financial obligations are met and this is going to be a
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The model below illustrates how the benefits of social value can be built into the local
system of commissioning (or buying) services for the people of Sefton.

ANA
L

6. Measuring the impact
Social Value outcomes and
KPI’s will be actively measured
throughout the life of the contract
via the Performance Management
Framework (PMF). Social Value
impacts can be measured at
an individual contract level, and
corporately across all contracts
collectively. Apply the same contract
management approach to social value as you
would to quality, performance and finance.

W
IE

O

Embedding
Social Value
across the whole
commissioning
cycle

2. Know your customers
Understanding your customers
should also include a review
of the needs / assets linked
to Social Value (avoidable
inequalities)

RE
V

5. How will you get there?
Social Value should be
a key component of the
Procurement Strategy
and Contract clauses and
schedules e.g Performance
Monitoring Framework (PMF).
Social Value should be evaluated
and weighted as part of the
selection and award process. Ensure
that Social Value commitments and
contractual and measurable. Identify the
financial benefits of the social value you are
trying to achieve.

AN

1. What is the question?
Start to think about Social Value from the
beginning when developing the commissioning
question. What is the high level outcome
and how does it relate to Social Value?

E
YS

4. What will it look like?
Thinking about Social Value early
can help to stimulate innovation
and can shape the service design
/ model. Market and service
User engagement will help you
to understand the potential for
social value.

PL

3. Define the Outcomes
Co-design of Social Value Outcomes and how they
will be measured. Early engagement and coproduction with stakeholders is key.

Celebrate success. Identify the shared benefits.

D

Embedding Social Value across the whole commissioning cycle
This model is based on the principles of good commissioning identified within the LGA integrated
Commissioning for Better Outcomes Framework 1, which is a practical tool for council and NHS
commissioners to support improving outcomes through integrated commissioning.
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A more collaborative approach
Through the development of the Sefton Health and Care
Partnership’s approach there is a greater emphasis on working
together. If we work and think more as a “system” then there is a
reduced need for continual procurement as more providers work
collaboratively together. This does not necessarily mean that
organisations have to join together, but just work more effectively
together, think as one and focus more clearly on joined-up
outcomes for the public. We must ensure that all services provide
value for money and that all of our providers, existing and new, are
able to work collaboratively.

making the most of community buildings, workforce, volunteers
and services and promoting social prescribing; which encourages
health professionals, volunteers and other prescribers to guide
people towards activities and community services rather than just
considering traditional medical treatments.

In your community
We aim to ensure that all localities and neighbourhoods will be
covered by the integrated community and PCN arrangements.
In addition localities will have population profiles to identify the
specific health issues which require a targeted response, which
may differ between localities.

Showing we care in every locality
We are developing integrated care in Sefton to include community
service providers, locality based mental health provison, PCNs
and the voluntary sector. This integrated approach will encourage
a greater mental and physical health collaboration as well as

Outline Draft for Engagement
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Primary Care Networks2

•

delivery partners to co-ordinate person and family-based

PCNs will play a pivotal role, with local authority and community
partners, in improving population health and reducing inequalities.
They will assess localised populations which are at risk of

approaches to addressing complex needs
•

embedding community-centered approaches in their work
with communities as part of developing social prescribing

unwarranted health outcomes and, working with local community
services, make support available to those who need it most.

working closely and systematically with other front-line

systems
•

using community-centered approaches to improve health

This includes making the social prescribing of community services

and wellbeing, building social capital to help communities to

and other activities more widely available and accessible. In line

reduce inequalities

with the latest guidance from Public Health England, we will ensure

•

delivering more care through re-designed community-based

that these networks are supported by the CCGs by enabling

and home-based services, in partnership with social care and

advice and support in all areas of business including medicines

the VCF sector

management, finance, business intelligence, governance,
communications and engagement.
Other actions to be considered by PCNs include:
•

•

to utilising staff across frontline services to actively make every
contact count in identifying physical inactivity and overweight
in users, and link in to social prescribing resources

recognising the impact of people’s understanding of the health
system, their thoughts and behaviours on the demand, need
and uptake of primary care services

•

systematically targeting and adapting services to the needs of
people most likely to experience health inequalities
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Sefton healthy future
Together a stronger community

A borough for everyone

Our future landscape
There is a national requirement for all

A clean, green and beautiful borough

DRAFT A confident and connected borough - future health, care and wellbeing in Sefton

systems to become integrated care

Mobilised communities
are empowered to
actively engage
in self-care and
wellbeing for all ages.
Integrated intelligence
systems support self
care and prevention;
‘make every contact
count’ is embedded
and enables risk
stratification for
targeted and
personalised services.

People know what local services are available to access for
any urgent needs and will have access to care navigators to
help them access services. People will experience seamless
care between the hospital, community and primary care with
integrated services making sure they are home and accessing
community care as quickly and as safely as possible. Services
are available closer to home and outside of the hospital setting
wherever possible with Integrated Specialist Teams.

Integrated Care Partnership

Starting well… living well… ageing well… dying well…

21st Century
digital and
technological
solutions

An integrated
trained flexible
workforce
supports care
delivery; system
leadership
enables
empowered
teams to work
‘without walls’
Financially
sustainable and
working to a
capitated budget
maximising the
Sefton £

Whole system
optimised estates
across Sefton
System level
coordinated
communication
and engagement

systems (ICSs) by April 2021, including
setting out “how they see the
provider and commissioner landscape
developing”.
In an integrated care system, NHS
organisations, in partnership with local
councils and others, take collective
responsibility for managing resources,
On the move

Health, care and wellbeing services offer
prevention and early
intervention services
in partnership with
voluntary, community
and faith sector
services.

Integrated health
Optimised acute care
and care
Urgent & Emergency Care and Planned
Primary Care
Care are focussed on whole pathway
Networks are
optimisation for physical and mental
part of a multihealth and people only attend hospital
disciplinary and
when they need inpatient or specialist
multi-agency
outpatient care.
integrated care
People can access to acute services
team across all
which will provide quality services that
health, care and
meet national standards, achieve best
wellbeing providers
practice and deliver the best possible
with a digitally
clinical outcomes. This, in most cases,
enabled single
will be delivered locally, but for some
point of access
areas this may be further away to
and targeted
ensure the best possible expertise,
care coordination
facilities and care are available.
supporting
geographies of
30-50k population,
with GPs as the
senior clinical leader and an overseer of patient care.

Primary care networks

Integrated Care System

Healthy behaviours
and lifestyles
Early Intervention,
Self-Care and
Prevention:
coordinated and
seamless healthy
living.

Strategic commissioning

Living, working and having fun

Health, care and wellbeing services are joined-up, with many provided in local communities. Empowered people make positive
changes to their lives and it is easy to get the right support in the right place first time and they live longer, healthier and happier
lives as a result. There has been a reduction in health inequalities and key identified needs have been addressed.

delivering NHS standards, and
improving the health of the population
they serve.
For Sefton this means being part
of an ICS incorporating Cheshire &
Merseyside; working as a strategic
commissioner with NHS Southport &
Formby CCG, NHS South Sefton CCG
and Sefton Council; and developing
Sefton’s Provider Alliance (this means
all health, care and voluntary service

Visit, explore and enjoy
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Ready for the future

Open for business

providers working together).
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We will also be considering changes to contracts with the
voluntary, community and faith sector to give them more certainty
and longevity and help to them plan and deliver strategically.

Reduce growth in demand for care - through better
integration and prevention
There are a range of approaches to consider which will help with

Reducing clinical variation across the system

reducing demand. These include:

In Sefton there are a few different examples of how people

•

Risk stratification – to identify those most at risk of serious

can receive a differing level of service depending on where

illness or ongoing conditions and provide them with support to

they live. This can include things like immunisation rates, the

reduce the need for medical intervention

level of A&E referrals or the prescribing of medicines. There are

•

several approaches to addressing clinical variation, including:
•

Use of national and regional benchmarking information

•

Implementing the outcomes from GIRFT (Get It Right First

including greater use of primary care extended hours; working
with community pharmacists to to offer urgent care
related treatments; and increasing the profile of social
prescribers as additional alternatives to accessing

Time) which are a national programme for reviewing.
•

Practice variation reviews for prescribing, screening and
vaccination rates.

traditional healthcare services
•

practice does require audits to be undertaken on the variations
between practices.
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The revised integrated community and PCN offer to each
locality providing universal services and directions to a

The data will be used by the PCNs to consider how best to address
variation between practices. The Local Quality Contract with each

Supporting a range of alternatives to A&E departments

range of alternatives to urgent care facilities
•

The Provider Alliance focussing on collective actions
associated with people with complex lives which will reduce
the demand on health and care providers.
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Our Priorities
Having assessed the requirements of the NHS Long Term Plan,

•

alongside other evidence around the health and care needs of the
people of Sefton, such as the Joint Strategic Needs Assessment

Prevention and early intervention (all age) – increase the
vaccination rates and reduce variation across Sefton

•

Looked after children – to assist in reducing the number of

we intend to focus on a number of priorities. Many of the priorities

looked after children and to ensure the health of looked after

outlined below will be the subject of further, more detailed

children is improved.

development, throughout the lifetime of this plan:
•

Providing help and support where it is most needed. This
includes:
•

removing barriers to access

•

distributing resources and intervention proportionately to
address need so as to achieve more equal outcomes

•

increasing the amount of funding for prevention and
maximise the use of the VCF sector

•

Child development – ensure all children are ready for school

•

Mental health (all age) – ensure timely access to mental health

Obesity (all age) – to reduce the level of obesity and to
turnaround the current increase at age 11.

•

Smoking – to continue to reduce the incidence especially
within most deprived areas of Sefton and when pregnant.

•

Alcohol – to reduce the impact in all ages

•

Cancer – this is addressed through two key aspects.
Prevention through a healthier lifestyle and increasing the rate

recognising the earlier onset of conditions in deprived
areas compared to the least deprived areas

•

•

of screening. Earlier intervention when treatment is required.
•

Substance misuse – improved access to services and reduce
the incidence

services and support reductions in incidence
•

Parenting & early years – supporting families in the early years
of a child’s life

Outline Draft for Engagement
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•

Social isolation – acknowledging this is a significant issue for
older people. Working with the VCF for all people who feel
isolated to be supported to reduce the impact

•

The CCG will look to address health inequalities2:
•

improving the health of people with the poorest health

Dementia – supporting patients to reduce the onset and
provide support for patients and their families

•

Frailty – reducing the incidence of falls

•

We will aim to reduce the number of follow-up appointments

outcomes fastest
•

appropriate use of technology

•

following best clinical practice to ensure patients are
followed up in hospital only when clinically required

•

seeing patients in the community

•

ensuring that all screening and vaccination programmes
are designed to support a narrowing of health inequalities
in access, uptake and outcomes, acknowledging there is
significant variation in uptake across Sefton

•

ensuring commissioning processes formally assess impact on
health inequalities

•

considering the potential of service models to inadvertently
increase health inequalities (for example are psychosocial

As well as making better use of hospital based resources it means
less car journeys so helping to reduce air pollution.

identifying and closing the gaps in care which have the most
impact on health inequalities

and new outpatient appointments at hospital through:
•

ensuring commissioning plans have a specific focus on

factors likely to impact on accessing services for some groups)
•

undertaking and acting upon Health Equity Impact
Assessment of plans and services

•

using formal mechanisms to proactively identify people who
are most likely to benefit from earlier intervention – based on
the identification of risk, and early diagnosis
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•

•

targeting resources to support them and transforming care

•

To set targets to bring emergency admission rates in outlying

models and pathways to improve access, experience and

‘priority’ wards down to the average for those with similar

outcomes

deprivation scores, within 2 years.

employing targeted use of personal budgets and

•

Embedding social value across the commissioning process

personalisation, to empower individuals and communities
including those in positions of disadvantage
•

supporting healthy workforce initiatives across the partnership

•

funding to support low-cost exercise inclusion activities and
other methods to increase the amount of physical exercise

•

support community-centred or independent sector enterprise,
to take on and maintain green or open spaces, and harness for
community use including activity initiatives and events

•

work across public sector workforce as exemplars to improve
physical activity

•

For hospital emergency admissions to identify priority wards
with high deprivation scores and also outliers for excess
admissions. To address unwarranted variation in covering
primary care, and community-based issues in effective
connection to services

Outline Draft for Engagement
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Health care service providers will consider the
following to support delivery of the NHS Long Term
Plan and population health management2:
•

•

through co-ordinated action on the wider determinants
of health, including air pollution and employment. For
example, through ‘green’ transport provision and targeted

targeting services to the needs of individuals, families

recruitment of people from deprived communities and offer

and communities most likely to experience health
inequalities (including through utilising available data, for
example demographic, equality and diversity or wider
determinants data)
•

the use of evidence-based risk stratification tools to offer
different levels of wellbeing support depending on individuals’
health literacy as part of targeted self-care

•

implementing structures that engage community members,
especially the most marginalised groups, in decision-making
about service needs, priorities and appropriate delivery
methods with demonstrable resulting changes

•

using their role as a system anchor to improve health outcomes

apprenticeships
•

utilising community-centred approaches to improving health
and wellbeing

•

continuing to take action on healthy NHS premises

•

to ensure as much of the healthcare spend is retained locally
eg through procurement supply chains

•

support healthy workforce initiatives

•

utilise staff across frontline services to actively make every
contact count in identifying physical inactivity and overweight
in users, and link in to social prescribing resources

implementing an enhanced and targeted continuity of carer
models, in particular, to help improve outcomes for the most
vulnerable mothers and babies

•

ensuring that by 2023 and 2024, all people admitted to
hospital who smoke will be offered NHS-funded tobacco
treatment services
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Further work to do
Workforce – requirements for the future workforce are being

Educating – we are also looking to increase collaboration between

considered and will take into account current shortfalls; the need

the NHS and education. This includes:

to flex and adapt the current workforce to new ways of working;
maximising the potential of digital; the need to build in capacity
to deliver the long term plan requirements; and to support the

•

Being school and child ready including the transition to
secondary school

•

Supporting mental health and wellbeing

•

Increasing physical activity

Digital – a plan for Sefton is currently being

•

Ready for employment

prepared. This will take into account plans and work

•

Importance of life skills

underway across Cheshire & Merseyside

•

what can be provided by healthcare

ongoing development of the workforce.

Estates – an estates strategy is currently being prepared for
Sefton including One Public Estate.

providers to reduce demand
Implementation – the ambitions and priorities, including
NHS Long Term Plan requirements to be phased over the life
of the plan.
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Feedback and comments
Please get in touch if you would like to comment on our plan.

Evidence base

Contacts

Sefton Joint Strategic Needs Assessment (JSNA)

Dan Grice
Communications and Engagement Manager
Sefton Health and Social Care Transformation Programme
m: 07909 876963
t:

0151 296 7110

e: daniel.grice@southseftonccg.nhs.uk

Cameron Ward
Programme Director
Sefton Health and Social Care Transformation Programme
m: 07917 551885
t: 0151 296 7119
e: cameron.ward1@nhs.net

Quality, Innovation, Productivity and Prevention (QIPP)
Health & Wellbeing Strategy
Transformation Programme
NHS Long Term Plan
GIRFT (Get it right first time) RightCare and model hospital
(national programmes)
Cheshire and Mersey Health and Care Partnership (C&M HCP)
Improvement Assessment Framework (IAF)
Public Health England (PHE),
Health Inequalities Dashboard
PHE & NHS Right Care Atlases of Variation
PHE Wider Determinants of Health
PHE Public Health Outcomes Framework
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Sefton NHS Five Year Place Plan
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