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“We are going to show that there exists amongst us a fund of
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order to provide the people with a medical service of which we
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Welcome to Healthier Horizons for the North West,
one of the most important reports that we as the
Strategic Health Authority (SHA) for the region have
ever published. It marks the culmination of a wide-
ranging clinical review of health services in the
North West and is our formal response to Our NHS
Our Future, a national review of the health service
led by Lord Ara Darzi, Parliamentary Under Secretary
of State at the Department of Health (DH).

We are proud of the considerable progress that has been
made in the North West towards a healthier future for our
citizens and share Lord Darzi’s vision for the next 10
years of a fairer, more personalised, effective, safe
and accountable health service. To achieve that vision,
in the 60th anniversary year of the health service, we
must now raise the bar and steer a bolder and more
radical course for our NHS and our future in this region.
We must target the unacceptable health inequalities
which result in many people living in poor general health
and with shorter life expectancies than those in other
areas of the country. We must also shift our focus much
more towards the promotion of health and the prevention
of illness.

Healthier Horizons for the North West charts the course
that we must now take, one which has been informed not
only by our clinicians and other NHS staff but also by the
views of our partners, patients and members of the
public who have played such an important part in our
review. This new course will require unequivocal
ambitions, strong leadership and innovative action.

Equally as important will be genuine engagement which
involves people in tangible ways relevant to their life
circumstances. To this end, we will pioneer a New
Relationship between the NHS and the people of our
region, one in which decisions are made with and not for
our population. Health is everyone’s business and with
an annual budget of £11 billion, decisions as to how best
to spend it in the North West cannot and should not be
those of the NHS alone.

We also make a direct appeal to the people of the North
West to become more active partners not only in their
health service but also in their own health. For our part,
we pledge to do our utmost, with all of our partners, to
pave the way towards the healthier horizons the North
West so urgently needs - and deserves. We will lead the
drive for ever higher standards in the quality of care and
treatment that patients have a right to expect from a
world class health service. To enable our progress to be
measured, we have created 10 Touchstone Tests (see
page 88 and our website1) so that anyone may see at a
glance whether we are delivering on the commitments
we have made here.

The publication of this report marks the beginning of a
three month period of further discussion and
engagement, during which we invite you to let us know
what you think of the recommendations and
commitments made in this report. We urge you to
contribute to this important debate and details of how
you can do this are given on page 90.

Foreword
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Structure of this report
This report balances short term plans with a long term
vision and strategy while maintaining an emphasis on
action to ensure patients feel the difference in 10 years’
time.

Section 1 of this report sets out the case for change in
the North West, described through 10 compelling
reasons.

The recommendations of the clinical review of health
services in the North West, outlined in Section 2,
describe ways in which we can ‘make today better’
as well as the long term challenges for each clinical
pathway.

Section 3 expresses our plans for delivering our vision
and explains how we will track our progress, and that of
the health service organisations in our region, in turning
these plans into action.

Section 4 provides details of the 10 Touchstone Tests
which will be a critical means for people in the North
West to decide whether we are delivering against the
vision and recommendations set out in this report.

Section 5 summarises the key features of this report and
provides an overview of the next steps in the Our NHS
Our Future process in the North West.

A separate Executive Summary is supplied with this
report and both of these documents are also available
on our website.1

1www.northwest.nhs.uk
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Section 1
Setting the scene

Our vision
Our vision is simple - to shape the NHS for
the 21st century by delivering a world leading
health and healthcare system for the people
of the North West. In short, it is about moving
away from an emphasis on the production of
services and meeting targets, towards an
emphasis on quality, experience and the
outcomes of our services.

In essence this report is about embarking on a
journey, together with all our partners and our
population, towards the healthier horizons that will
enable that to happen. It is about doing things
differently by seeking new opportunities and
delivering efficient healthcare services that the
public values. It is about supporting the local
delivery of services of the highest quality, adding
value to those services and seeking a step
change without significantly increasing the burden
on the taxpayer.

We at NHS North West recognise that the same
solutions cannot be applied uniformly across the
region and that there is a need to set the
framework and parameters for local systems to
operate effectively in the light of their needs,
evidence and the wishes of the general public.
The Our NHS Our Future review provides us with
the opportunity to formalise such a framework.

Our region
NHS North West is the second largest of
England’s 10 SHAs in population terms,
comprising 64 NHS organisations and
covering the biggest geographical area
of any SHA in the country.

Our annual budget of £11 billion is greater than
the Gross Domestic Product of more than 100
countries in the International Monetary Fund.
Health service staff in the North West outnumber
the combined workforces of the regular British

Army, Navy and Air Force, making the NHS a
major influence in the region. The geography of
the North West poses a considerable challenge to
the provision of services, ranging as it does from
major conurbations to some of the most rural
areas in the country. Services must also be co-
ordinated across borders with two devolved
healthcare systems, in Scotland and Wales.

The sheer size of the SHA in the North West and
the scale of the challenges we face mean that the
strategic direction for the NHS cannot be
separated from the wider worlds of employment,
investment, wealth and wellbeing. There is a clear
need to develop a range of multi sector regional
strategies that can only be put in place with the
help of partners drawn from many other agencies.
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North West at a glance
• 6.8 million population.
• 14,165 km2area.
• 64 NHS organisations (including
NHS North West).

• 24 primary care trusts (PCTs).
• 39 NHS trusts including:
- eight mental health trusts of which four are
NHS foundation trusts (FTs)

- seven specialist trusts (of which three are
FTs)

- 23 acute trusts (of which 10 are FTs)
- one ambulance trust.
• 210,500 staff employed by the NHS in the
North West.

• 46 local authorities.
• 77 MPs.
• £802.45 million invested by the NHS in GP
premises and hospitals since 1997.

• £47 billion – total public sector expenditure.

In this section we describe:
• our vision - for the future of healthcare over the next 10 years
• where we are now - the progress and the challenges
• the case for change - why the NHS in the North West cannot continue to focus
the lion’s share of its resources solely on treating people when they become ill.
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Covering the areas of care identified nationally as
priorities for review, the CPGs were asked to:

• review current services in their area
• look at evidence and use their own knowledge
and expertise to define what high quality care
should look like

• identify reasons why this is not always
happening

• produce a report detailing their findings and
recommendations for change.

All eight groups met collectively for the first time in
October 2007 at a regional event and thereafter,
on three further occasions. The reports were
completed at the end of February 2008 and a
summary of the findings, along with key
recommendations, is provided in this section.
All the comments, opinions and queries raised
through our engagement events with patients,
staff and partners were fed back to the relevant
CPGs and informed the development of their
individual reports and recommendations.

Alongside the engagement events, a dedicated
public facing website6 prompted more than 700
responses.

As a result of this level of staff, public and patient
engagement, the CPG reports represent a very
rich, diverse landscape of perspectives on the
NHS and its future development. Each report
elaborates a case for change (over and above
that made in Section 1) and develops a set of
aspirations and establishes sets of
recommendations, actions and projected
outcomes for delivery. Most CPG reports
incorporate the relevant DH Health Profile data
to help create further context for the case for
change, not only in a North West sense but also
against comparative data for the rest of England.

A set of 10 common themes, largely consistent
with the Our NHS Our Future principles, emerged
from each of the eight CPGs. These are as
follows:

1. wellbeing, prevention and self care is
increasingly important, both on a
population and an individual basis

2. quality standards and evidence based
practice should be agreed for all our
services

3. everyone should receive the same access
to treatment, regardless of where they live

4. bold, inspirational leadership, both clinical
and managerial, is required to deliver
change

5. organisational boundaries and funding
incentives can hinder high quality pathway
care

6. commissioning across sectors needs to be
more flexible to allow changes in service
provision

7. information and data systems need to
allow data to be shared across
organisations and sectors

8. our workforce needs to be more flexible so
that it can operate across care pathways,
not organisations

9. we should break down any barriers
between professions and care settings to
create a more personalised and tailored
service

10. changing pathways of care are inevitable.

Engagement events in the North
West
• September 2007 and January 2008: two
large deliberative events involving more than
240 staff and members of public, inviting
opinions on specific care pathway issues.
• December 2007: meeting of representatives
from approximately 100 stakeholders,
including local authorities, voluntary groups,
charities and independent sector
organisations.
• January 2008: meeting with approximately
200 staff from all NHS organisations in the
North West.
• Regular meetings including:
- small focus groups including staff, patients
and carers

- local discussions run by individual primary
care trusts and NHS trusts.

6www.northwest.nhs.uk/onof

Figure 6 Engagement events
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These common themes, and the subtleties within
the CPG reports, in many ways are the engine for
the rest of this document. Therefore, we propose
to tackle these significant issues through our
Strategic Framework (see section 3), a structured
mechanism which will help us check that our
activities are consistent with the issues. Within
the framework a set of mainly region wide
programmes of work, which are either established
or about to be launched, should give confidence
in both our intention and ability to address these
important issues.

For ease of reference we have formatted each
CPG report into discrete mini-chapters.

As we move forward, the views on the
recommendations made by each CPG will
form a core part of our engagement process.

At the end of this report we outline the method
for engaging all of our stakeholders in this
discussion.

Any recommendations that have strong support
will be considered by the local decision makers
and, where appropriate, incorporated in PCT
strategic plans which will be submitted to us in
the autumn.

Staying Healthy
Clinical Pathway Group
Case for change
Some people enjoy the very best of health in the
region, however the stark reality is that a larger
part of the population in the North West lives with
poor general health.

• People in the North West have some of the
poorest health in the country.

• A child born today in Manchester can expect
to die 10 years sooner than a child born in
Chelsea, London.

• More men and women die from cancer and
coronary heart disease (CHD) than anywhere
else in England.

• Our biggest lifestyle issues are tobacco and
alcohol. Problems related to tobacco are well
documented. However, when we consider
alcohol, eight of the 10 local authority areas
recording the highest levels of harmful drinking
in England are in the North West region. The
North West has an alcohol-related hospital
admission rate that is 34% higher than the
England average, and around 43,000 men and
28,000 women are admitted to hospital every
year for an alcohol-related condition.

• We have the highest rate of hospital
admissions for schizophrenia and depression.

• There are 3,500 preventable deaths each year
in under 75s in the North West, the majority
due to cardiovascular diseases, cancer and
other lifestyle related illnesses.

This is well illustrated by data from the
Community Health Profiles (Association of Public
Health Observatories 2007a) which compares the
health of people living in the North West with the
England average and other Government Office
regions (Figure 7). Out of the 26 indicators for
which there are data, 19 are significantly worse
and only one significantly better than the England
average. The challenge here is further
compounded by the significant variation across
local areas in the region.Se
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Domain Indicator Regional
value

England
average

GOR
worst

Government Office Region
(GOR) range

GOR
best

O
ur

co
m
m
un
iti
es

1 Income deprivation 15.9 12.9 17.3 8.4
2 Ecological footprint 5.4 5.5 6.1 5.2
3 Homelessness 8.6 7.8 10.2 5.9
4 Children in poverty 25.3 21.3 29.9 14.2
5 GCSE achievement 56.6 57.5 54.5 59.7
6 Violent crime 21.1 19.8 26.5 15.0

G
iv
in
g
ch
ild
re
n

an
d
yo
un
g
pe
op
le

a
he
al
th
y
st
ar
t 7 Smoking in pregnancy 20.8 16.1

8 Breast feeding 59.8 69.2
9 Obese children 10.2 9.9
10 Physically active children 85.8 85.7
11 Teenage pregnancy (under 18) 45.3 42.1 51.2 33.6

Th
e
w
ay

w
e
liv
e 12 Adults who smoke 27.4 26.0 30.3 23.7

13 Binge drinking adults 23.0 18.2 25.1 15.4
14 Healthy eating adults 22.2 23.8 16.8 28.9
15 Physically active adults 11.1 11.6 10.5 12.6
16 Obese adults 21.6 21.8 25.1 19.2

H
ow

lo
ng

w
e
liv
e
an
d

w
ha
tw

e
di
e
of

17 Life expectancy - male 75.4 76.9 75.4 78.1
18 Life expectancy - female 79.9 81.1 79.8 82.2
19 Deaths from smoking 279.3 234.4 296.0 199.9
20 Early deaths: heart disease and stroke 108.6 90.5 108.6 74.7
21 Early deaths cancer 132.6 119.0 136.2 109.7
22 Infant deaths 5.7 5.1 6.8 4.0
23 Road injuries and deaths 59.5 59.9 69.3 46.0

H
ea
lth

an
d
ill
he
al
th
in
ou
r

co
m
m
un
ity

24 Feeling in ‘poor health’ 9.6 7.8 10.4 5.9
25 Mental health 40.4 27.4 41.4 19.1
26 Hospital stays due to alcohol 397.8 247.7 397.8 164.9
27 Drug misuse 11.4 9.9 14.4 6.4
28 People with diabetes 3.9 3.7 4.0 3.3
29 Children’s tooth decay 2.0 1.5 2.0 1.0
30 Sexually transmitted infections

31 Older people: hip fracture 530.1 565.3 657.8 502.6

Figure 7 North West health profile compared to the rest of England

Significantly worse than England average

Not significantly different from England average
or no statistical significance calculated

Significantly better than England average

England average

Source: DH Health Profile 2007 (Data from alternate source added post publication. Gaps indicate lack
of available data).
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Aspiration
Our aspiration is to improve the health and
wellbeing of the people of the North West by
levelling up to the highest life expectancy in
England by 2020. We need to create a climate
for change in which health inequality is simply
unacceptable, and engage all regional and local
agencies in action to reduce health inequalities.

In the short term the focus will be for the NHS to
invest in early detection, treatment and prevention
of cancer, cardiovascular disease, mental health
for adults, plus support for better children’s health.

In order to achieve our aim, we will:

• further develop the Our Life programme – an
innovative new programme being established
by NHS North West as a social enterprise,
membership organisation. This will provide the
mechanism for the NHS to join forces with
partner organisations across the North West to
build public demand and advocacy for changes
to business practices, policy and legislation
where necessary and appropriate to support
healthy lifestyle choices for everyone. The
North West has a strong history of developing
social movements and working for social
justice, e.g. the Co-operative Society and the
temperance movement. Our Life is intended to
reinvigorate the spirit that led to these
movements and bring new pride to the region
in tackling health inequalities

• ensure the NHS uses every patient contact as
a health promoting opportunity

• ensure there is an increase in the overall
spend and percentage of the NHS budget
spent on promoting better health and
prevention services

• have world class joint commissioning for
health and wellbeing services, thus ensuring
that North West communities can access a
range of services from the public sector,
independent sector, third sector and social
enterprise organisations to support healthy
lifestyles.

Recommendations
In order to achieve the transformational change
needed to improve outcomes and reduce health
inequalities in the North West, we believe that a
step change is required in the delivery of primary
and secondary prevention services and universal
delivery of evidence based practice on prevention.

Recommendation 1
A commitment by the NHS in the North West
to reduce the overall gap in life expectancy by
11% for men and 16% for women by 2010.

Actions
• Ensure systematic delivery of secondary
prevention of CVD and implement the vascular
assessment programme (Putting Prevention
First – Vascular Checks Risk Assessment and
Management. DH 2008), focusing initially
on ‘at risk’ populations.

• Implement the North West Cancer Plan7.
• Reduce the rate of hospital admissions for
alcohol related harm by 1% per annum by
leading the North West Big Drink Debate
(www.nwph.net/alcohol/BigDrinkDebate)
and ensuring universal coverage of brief
interventions and appropriate support services
for alcohol.

• Implement coordinated SHA and PCT social
marketing based actions on smoking and
implement tobacco control policies.

• Identify and increase preventive health spend in
PCTs, ensuring that health improvement activity
is commissioned as part of service level
agreements and new prevention services are
developed and delivered by a range of
providers.

• Work with the Care Services Improvement
Partnership to ensure that all relevant partners
develop their workforces to deliver health
improvements and reduce health inequalities.

• Implement a region wide social marketing
development and improvement programme to
embed a consumer led approach to strategy
development, commissioning and delivery
across the NHS and local government.

• Use the 2010 Health Promoting Hospitals
Conference (hosted in the region) as a stimulus
further to develop the role of all healthcare
providers as health promoters.Se
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7 www.mccn.nhs.uk/4documents
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Outcomes
• All ‘at risk’ populations will have access to
health and wellbeing services to support
lifestyle changes and receive the necessary
preventive treatment to reduce the risk of heart
attacks and strokes.

• People are aware of what they can do to
prevent cancer and to access services at an
early stage.

• People have a better understanding of the risks
of excess alcohol use and other lifestyle factors
and have access to health and wellbeing
services to support lifestyle change.

• Our Life will have a wide membership among
North West organisations and will have grown
public demand for social change to support
healthier lifestyle choices.

• PCTs and local authorities will be able to
demonstrate that consumer insight has
informed strategy, commissioning, service
design and communications to meet the needs
of the public.

Recommendation 2
A commitment by NHS and partner
organisations to focus on achieving a healthy
quality of life for all by 2020.

Actions
• Improve infant health by ensuring early
antenatal booking for all vulnerable mothers
and increased breast feeding through
implementation of the North West Breast
Feeding Strategy8.

• Ensure chlamydia incidence in under 25s does
not exceed 7% by 2013, through information
and support for young people and increased
availability of sexual health and contraceptive
services.

• Work with the North West Regional
Development Agency to support the
development of workforce capacity and
capability to deliver the Staying Healthy agenda
through sustainable public sector procurement
and the Good Corporate Citizen Group.

• Deliver measurable improvements in
worklessness, a key factor linked to poor
physical and mental health, in partnership with
other agencies.

• Work with local government and other partners
to ensure that health considerations are
routinely used to influence urban planning and
other local government responsibilities -
encouraging more joint service initiatives and
particularly strengthening interconnection in
frontline delivery at neighbourhood level.

• Reduce the percentage of children assessed
as obese or overweight in all primary school
age children to 2000 levels by 2010 by
implementing the North West Healthy Weight
Framework9.

• Support the Staying Healthy Lifecycle
Framework with a robust, user-friendly
intelligence system and data collection linking
to Advancing Quality for:
- health improvement outcomes
- patient centred information to facilitate
treatment and self care

- health and social care workers to give
appropriate advice and care.

Outcomes
• Confident parents and healthy children.
• Healthier adults with less disease generated by
social conditions or lifestyle.

• NHS and local authority workforce fully
competent to support health and wellbeing in
the North West.

• Regional policies that support health and
wellbeing.
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8 http://www.gos.gov.uk/gonw/PublicHealth/
9 http://www.nwph.net/nwpho/Publications/Healthy_Weight_Framework.pdf
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Recommendation 3
Set a five - 10 year challenge to continuously
improve health and wellbeing.

Actions
• World Class Commissioning organisations,
especially Practice Based Commissioners
(PBCs) will commission an integrated approach
to ensuring healthy economic, physical and
social conditions, and services that support the
reduction of health inequalities.

• The NHS will deliver or commission a range of
holistic prevention services from the public
sector, independent sector, third sector and
social enterprise organisations to support healthy
lifestyles.

• Make it possible for everyone to reduce the risk
of poor health related to lifestyle through the co-
ordinated efforts of all agencies in the region,
supported by Our Life and local social marketing
approaches.

• Develop a new regional, cross sector system that
offers regional funding streams, stronger regional
accountability frameworks and more space for
local services to be tailored to individual need.

Outcomes
• The health, physical and social conditions of the
people of the North West will be as good as, or
exceed, those of the rest of the UK and show
considerably less local variation.

• Through the New Relationship, a large
proportion of the North West population will
participate in the prevention activities offered by
a wide range of providers across all sectors.

• The membership of Our Life and other social
involvement programmes has grown to be the
norm rather than the exception.

• Funding of health improvement and maintenance
approaches will be seen by all service providers
from all sectors as a fundamental priority.

• The NHS will be an exemplar employer with
regard to the health and wellbeing of its staff and
will have incorporated routine prevention in all its
employed services.

• As a result of these changes the use of clinical
services will significantly alter, alongside the
adoption of the high quality, personalised type of
care described in the PACE initiative (Section 3).

Birth
Clinical Pathway Group
‘Normality at the centre of responsive and
equitable maternity care’

In 2006/07 there were approximately 84,600 live
births in the North West. Twenty two hospital trusts
in the region currently have obstetric units and 32
sites deliver babies. Four of the sites are midwife
led freestanding birth centres where births range
from approximately 70 to just under 300 per year.

The North West has been ambitious in challenging
services for maternity care and is at the
implementation stage of two major reconfigurations
of maternity services in Greater Manchester and
East Lancashire. These will see the reduction of six
inpatient sites offering consultant obstetric services
in urban areas and an increase in specialist,
consultant led neonatal centres from two to three in
Greater Manchester. The evidence presented by
clinicians for these changes shows that they are
predicted to save the lives of 30 babies a year. The
reconfigurations will also lead to an increase in
midwife led, free standing birth centres, with two
such centres planned in East Lancashire. In
addition, four Greater Manchester PCT areas are
considering the viability of free standing birth
centres. There are also plans to increase the
numbers of midwife led, co-located services
with consultant obstetric units as part of these
reconfigurations.

PCTs which serve our rural communities are
considering their maternity provision within their
public consultations and will be addressing choice,
transfer times, quality, affordability and the use of
new technology in their solutions.

In support of the implementation of Maternity
Matters, PCTs in the North West are currently
organising commissioning plans in three networking
areas, Cumbria and Lancashire, Greater
Manchester, and Cheshire and Merseyside.

Joint commissioning between local authorities and
PCTs for the provision of antenatal and postnatal
services in children’s centres is in the planning
stages and some services are already operational.
A good example is the Blackburn with Darwen PCT
area where maternity services are integrated with
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local children’s centres. In Cumbria, North
Lancashire, Preston, Stockport and Liverpool,
where midwife led units are co-located with
consultant obstetric units or where there are
freestanding birth centres, women already have a
choice of place of birth. Home birth rates are
increasing, with a 10% home birth rate in Oldham
PCT and some rural areas averaging 4.5%, which
is much higher than the national average.

The Birth CPG has recommended a further piece of
work focusing on the newborn, which has not been
discussed in this report.

Case for change
The case for change for maternity services has
been set in the context of the implementation of
local reconfigurations, achieving the new Public
Service Agreement (PSA) target for first
assessment at 12 weeks, delivery of the Maternity
Matters policy to provide more choice for women,
current National Institute for Clinical Excellence
(NICE) guidelines and outcomes from Confidential
Enquiry into Maternal and Child Health (CEMACH)
reports 2002 and 2005 in addition to comparative
data from the DH Health Profile 2007.

Figure 8 compares the North West and England’s
position in respect of a broad range of measures of
health determinants and outcomes which are likely
to impact or affect the development of birth or
maternity services.

Targeting vulnerable women and their families
(CEMACH 2005) is a key priority for the North

West. Teenage pregnancy rates are high, with
some PCT rates increasing despite work to target
young people.

Workforce models for midwives are currently
focused around hospital services (with the
exception of Halton and St Helens PCT which
employs its own midwives).

Breast feeding initiation rates are the second lowest
in the country, with PCT areas varying from 70% to
the lowest in the country at below 30%.

The majority of births in the North West are in an
obstetric hospital setting. There is evidence to
suggest that Caesarean section (CS) and assisted
birth is less likely for ‘low risk’ women who have
experienced midwife led care in a setting outside an
acute hospital environment. For home birth, NICE
Caesarean Section Clinical Guidance (2004)
recommends: ‘During their discussions about
options for birth, healthy pregnant women with
anticipated uncomplicated pregnancies should be
informed that delivering at home reduces the
likelihood of CS.’

Women who require specialist services are often
referred by their GPs to specialist obstetric services
and do not have an opportunity to access core
antenatal services.

Business processes to support community services
and birth outside hospital, including shared
electronic records and appropriate tariff, are not in
place currently.

B
irt
h
C
PG

Indicator

Regional
value

England
average

Government
Office Region

worst

Government
Office Region

best

Deprivation10 15.9 12.9 17.3 8.4
Smoking in pregnancy11 20.8 16.1
Breast feeding initiation12 59.8 69.2
Teenage pregnancy (under 18)13 45.3 42.1 51.2 33.6
Infant deaths14 5.7 5.1 6.8 4

10% of people living in this area in 20% most deprived areas of England 2005
11% of mothers smoking in pregnancy where status is known 2006-2007
12% mothers initiating breast feeding where status known 2006-2007

13 Under 18 conception rate per 1000 females (crude rate) 2003-2005
14 Rate/1,000 live births 2004-2006

Source DH Health Profile 2007 (Data from alternate source added post publication. Gaps indicate lack
of available data.)

Figure 8 Supporting the case for change
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Aspiration
We believe that all women should have access to
a Core Maternity Pathway (Figure 9) which will
champion and support ‘normality’ in maternity
care through:

• the woman’s named midwife and midwifery
team being central to the service and offering
services in community settings with access to
specialist services in consultant led units

• a more community based approach to
maternity care for ‘low risk’ women, provided by
midwives who have a more holistic role

• care that is responsive and personalised to
women and their families and has capacity and
specialist skills to target and support vulnerable
women

• an extended midwifery team offering support
for women and their families, for example,
breast feeding support and pre-conception
advice, and links to wider community services
such as school nurses

• choice discussions between women, their
named midwives and other health
professionals, based on regular reviews of risk,
needs, preferences and benefits assessment

• commissioning the types of place of birth in
response to consultation with local populations,
taking into account transfer times and risk,
quality, affordability and the use of new
technology

• development of a community tariff for maternity
care, and community services and new market
entrants commissioned to provide elements of
maternity and support services

• shared electronic records across different
providers, which hold information on women’s
wishes and birth plans

• provision of quality, outcome based maternity
care which is standardised and comparable
with other services and reports.

Se
ct
io
n
2

B
irt
h
C
PG

Core Maternity Pathway

Preconception care

Positive pregnancy test

National telephone number directs women to local midwifery services

First assessment (risk, needs, preferences, benefits)

Antenatal care (choice of location)

Pre-birth risk, needs and birth preferences discussion

Birth (choice of place of birth)

Postnatal care (choice of location)

Specialist
obstetric services

Regional
specialist
services

Figure 9 Core Maternity Pathway
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Figure 10 Choice points on the Core Maternity Pathway

Recommendations

Recommendation 1
Everyone should have access to generic
pre-conception advice which is available as
part of the school and college curriculum,
in pharmacies, children’s centres, extended
schools, general practice and even leisure
centres.

Actions
• PCTs will review access to pre-conception
services and information in a variety of settings
using a range of communication options, such
as websites, dedicated telephone lines and
SMS texting.

Outcomes
• Pre-conception services and information for
women about how to access their midwife will
be widely available.

• A dedicated telephone line will be in place
to direct women to a midwife for antenatal
or pre-conception care.

Recommendation 2
Every woman will be assigned to a named
midwife who will be her key contact during
her pregnancy.

Actions
• Enhance the midwifery role to include a public
health approach to care and greater autonomy
in midwife led services. This will include
outreach work to reach teenage mothers,
asylum seekers, substance misusers and other
vulnerable groups.

• Offer all women an individualised risk, needs,
preferences and benefits assessment at
decision points during their care, where the
woman and her midwife will discuss the
choices available to her and her family (The
Child Health Promotion Programme, DH 2008).

• Introduce recording of outcome data for
maternity services using the recommended
datasets from the Royal Colleges and local
data recording systems.

• Enable the midwifery and midwifery assistant
workforce to be built around the needs of
women rather than existing service structures
and facilitate changes in medical training to
support midwifery cover for obstetric services.
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12 week first
assessment

Progression along Core Maternity Pathway
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Outcomes
• All women will have access to a midwife led
Core Maternity Pathway which will ‘champion’
normal birth and be individualised to meet each
woman’s needs.

• The midwifery workforce, including maternity
support workers, will be in place to ensure an
extended, more personalised role for women.

• Business process will be in place to support a
community based maternity service; shared
records supporting different providers and
providing consistency for the measurement of
outcome data and tariff will ensure services are
viable.

• Midwives will be considered lead clinicians in
‘low risk’ maternity care.

Recommendation 3
All women will be encouraged to undertake
their first appointment at or before 12 weeks
and, at that appointment, will be encouraged
to agree a care plan (Antenatal Care
Guidelines NICE, Maternity Matters, Vital
Signs).

Actions
• Women to have access to their midwife through
a dedicated telephone line which will be
promoted in public places such as leisure
centres, pharmacies, libraries and schools as
well as clinical environments.

• Community midwifery teams will have links to
community services so that they can target
vulnerable women.

• Midwifery teams will offer an holistic approach
to maternity care, with a personalised, one to
one approach which builds mutual trust and is
flexible to meet the needs of women and their
families.

Outcomes
• Mothers have a much more personalised
birthing experience with a clear understanding
of the care they will receive and their own part
in it.

• Vulnerable women will be identified and offered
support earlier in their pregnancy.

Recommendation 4
Women should have a range of informed
choices (figure 10) during prenatal, antenatal,
labour and birth, including pain relief and the
use of birthing pools, and postnatal (Maternity
Matters, Intrapartum Guidelines NICE).

Actions
• Collaborate across health communities to
ensure women who require specialist care can
access what they need without delay and
transfer policies are in place.

Outcomes
• Choice of birth place will be commissioned
according to the needs and preferences of local
communities, taking into consideration rural
and urban issues and the benefits of out of
hospital services.

• Home birth and birth in co-located units and
freestanding birth centres will increase steadily
as communities change their expectations of
maternity services.

Recommendation 5
Postnatal care will be delivered by the midwife
and health visitor in a setting agreed by the
woman and health professional.

Actions
• PCT maternity specifications will enable
women to have their care provided in a setting
of their choice, for example in a children’s
centre, general practice, birth centre or hospital
setting (Maternity Matters).

• Increased partnership working between
midwives, midwifery assistants, health visitors,
social workers and other professionals involved
with the woman’s care.

Outcomes
• Services are more personalised for the needs
of individual women, with a more holistic
approach to their care.

• Healthy lifestyle and parenting skills will be
reinforced and supported by all professionals
working with the woman and her family.

• Breast feeding, smoking cessation and
contraception advice will be reinforced,
with improved outcomes.
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Recommendation 6
Newborn screening should be provided in
accordance with recommendations from the
National Screening Committee.

Action
• PCT maternity specifications to ensure that
newborn screening standards are met.

Outcome
• Neonatal screening will be regularly monitored
and reviewed in line with national screening
committee recommendations.

Recommendation 7
There are three types of specialist services
which women may need to access as part
of their pathway of care; generic high risk,
maternal medicine and regional specialist
services.

Actions
• Women who require specialist services will
receive the care they need from specialist
midwives or services alongside, not instead
of, the Core Maternity Pathway.

• Strong commissioning partnerships between the
community, hospital, social services, education
and the third sector will be developed to ensure
that women who require specialist services can
access those they need without delay.

Outcomes
• Movement away from a medicalised model of
care will see a steady reduction in Caesarean
section rates, assisted delivery and routine pain
relief.

• Consultant obstetric services will offer very
specialist care and be aligned to foetal medicine,
genetic advice and research and fertility
services.

Implications for service delivery models
We will create community based, midwife led
services which champion normal birth experiences,
with the midwife as the lead clinician and
co-ordinator of the woman’s care. We will also
continue, where appropriate, to centralise specialist
services for high risk women and neonates.

B
irt
h
C
PG

Case study:
An illustration of the future
Kathy aged 20 goes to her local pharmacy
and buys a pregnancy test over the counter. It
has the telephone number of a central contact
line for midwifery services. Kathy’s pregnancy
test is positive. She waits a couple of days
and then rings the central contact line. The
operator records Kathy’s name and contact
details and gives her a telephone number for
her midwife and the location of her local
children’s centre.

Kathy is nervous and opts to phone the
midwife who arranges a first midwifery
assessment when she is eight weeks
pregnant, at a local health centre. A risk,
needs and preferences assessment is carried
out at this appointment. The midwife soon
establishes that Kathy lives alone in a small
bedsit and, although she claims she has
stopped, has a very recent history of
substance misuse. She chooses to come to
the children’s centre for her antenatal care
and on her first visit is introduced to a midwife
who has a specialist interest in substance
misuse and, who will become her named
midwife. The named midwife refers Kathy to
a specialist clinic for substance misusers and
attends the clinic with her.

Kathy has chosen not to attend parenting
classes. During the last three months of her
pregnancy the health visitor and midwife
support Kathy to develop her parenting skills.
She also now has a link social worker. Kathy
chooses to have her baby in a co-located
midwife led unit at her local hospital. When
she goes into labour, she phones her named
midwife who visits her at home and then goes
to hospital with her and her chosen birth
partner. The named midwife is the lead
midwife for the birth of her baby. Kathy
chooses to breast feed and attends the
children’s centre for her postnatal care, where
she also sees her health visitor and meets
other new mums.
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Indicator
Regional
value

England
average

Government
Office Region

worst

Government
Office Region

best
Deprivation15 15.9 12.9 17.3 8.4
Children in poverty16 25.3 21.3 29.9 14.2
Obese children17 10.2 9.9
Physically active children18 85.8 85.7
Teenage pregnancy (under 18)19 45.3 42.1 51.2 33.6
Healthy eating adults20 22.2 23.8 16.8 28.9
Infant deaths21 5.7 5.1 6.8 4
Children's tooth decay (at age five)22 2 1.5 2 1

15% of people living in this area in 20% most deprived areas of England 2005
16% of children living in families receiving means-tested benefits 2005
17% school children in reception year 2006-2007
18% 5-16 year olds who spend at least two hours per week on high quality PE and school sport 2006-2007
19 Under 18 conception rate per 1000 females (crude rate) 2003-2005
20% direct estimate from Health Survey for England 2003-2005
21 Rate/ 1000 live births
22 Average (mean) number of teeth per child which were actively decayed, filled or had been extracted (age five) 2005-2006

Source: DH Health Profile 2007 (Data from alternate source added post publication. Gaps indicate lack
of available data.)

Figure 11 Supporting the case for change

Children’s
Clinical Pathway Group
Case for change
The Children’s Clinical Care Pathway Group
believes that the health needs of children and
young people in the North West are such that we
require a transformational change in both the
quality of healthcare provided and the wider
measures taken to improve the health of children.

There is much in the region that we can be proud
of, leading the way in a range of services and
care pathways, and having a positive impact in
improving health outcomes for children and young
people. However, our CPG report sets out some
of the poor health outcomes in the region and
significant variations across the region.

It is clear that urgent action needs to be taken if
we are to arrest levels of health inequalities that
begin before birth, increase in infancy and
childhood, and persist into adult life. Despite
record levels of investment in health, many of our
most vulnerable, most disadvantaged children
continue to have poor life chances with regards
to their health.

We also believe that the needs of the family and
carers are inextricably linked to the development
of healthy children. We therefore need to consider
the health and wellbeing of parents and carers.
The work of the other CPGs should therefore be
intertwined with our work and vice versa.
Compared with the England average, many of our
areas suffer poor health outcomes for children.
Some examples include:

• high rates of infant mortality compared with the
England average – 25 out of the 44 local
councils (including districts) in the region have
a rate higher than the national average

• 30 councils have a higher rate for emergency
hospital admissions (males) than the national
average, and the same number for the
numbers of children admitted to hospital four or
more times in one year

• only five out of 44 councils have lower than the
national average hospital admission rates for
alcohol specific conditions (girls). The position
for males is not much better; our clinicians
report younger age children presenting
intoxicated at A&E

• 37 councils have higher accident rates for
children than the national average; more than
2,000 children aged under 16 were injured
each year over the last three years and 148
under 19s were killed.
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In all the above, regional averages mask
significant differences between local areas, with
those children from lower socio-economic groups
more likely to be over-represented in terms of
risks to good health.

We know that rates for teenage conceptions,
sexually transmitted infections and drug and
alcohol use are high in many areas and impact on
the health of young people. While in many areas
we have seen concerted work across health and
local government lead to positive improvements,
there is no doubt that much remains to be done.

As in other parts of the country, we face a rising
tide of obesity among our children, compounded
by poor diet and insufficient physical exercise. For
many of these children, these issues are pertinent
to their parents as well.

Services also report high demand for support
around psychological wellbeing and mental
health. We know that services for those young
people in crisis are insufficient, as exemplified in
our extensive use of adult mental health beds for
16 and 17 year olds, compared with the rest of
England. Waiting times for certain interventions
are also excessively long in some places, causing
distress and potentially worsening mental health
for some children and young people.

Underpinning this we know that poverty has a
major impact on health outcomes for many of our
children and families and is a significant
contributing factor. Nearly a quarter of our children
live in poverty, and the North West accounts for
six out of the worst 35 local authorities in England
for child poverty. During our review, many people
reported real concerns that in some areas the
extent of inequalities is widening.

The commissioning picture for child health
services is mixed across the region. In some
areas commissioning intentions are clear and
governance arrangements enable joint
commissioning to take place. In other areas, joint
commissioning intentions are stated but much
work remains to be done across the whole
spectrum of child health. The development of PBC
was seen potentially as a risk area, and will
require practices to be involved and included in
the development and rationale of joint
commissioning through children’s trusts.

The use of technologies was generally seen as
offering real opportunities to streamline and
simplify otherwise complex administrative
procedures across sectoral boundaries. We also
see this as minimising risks occurring during
handovers of information and in the administration
of paediatric medicines. Improving our use of
medical technologies was considered essential,
particularly if we are to develop stronger clinical
networks.

Although we aspire to world class healthcare in
the region, it is apparent that services for children
in hospital have significant room for improvement.
The Healthcare Commission’s inspection of
services in February 2007 showed that in the
North West only two out of 22 trusts were rated as
excellent. In some paediatric services, the room
for improvement is greater, as Figure 12 on page
28 shows.

In addition to the need to improve the quality of
secondary care services, Hospital Episode
Statistics (HES) data suggests that the North
West is more dependent on secondary care
services than any other SHA except the North
East. Of the 24 PCTs in this region, 19 have
above average hospitalisation rates, with several
PCTs in the top 10% for the country. Initiatives
such as ‘care outside hospital’ and ‘the Child
Health Promotion Programme’ are likely to have a
particularly beneficial impact for overall services
for children in the North West.

As well as the impact of poverty on child health,
other groups of children are at greater risk of poor
health outcomes and risk for different reasons.
Looked After and Disabled Children are two
groups in particular for whom we know that much
more needs to be done. Children from black and
minority ethnic communities may also be at
greater risk, for example, from diabetes in
some communities.

Parents tell us about the problems they have in
accessing services at the right time and their
concerns about transition to adult services where
they feel there is less emphasis on the family’s
role. This was particularly apparent in mental
health services.

C
hi
ld
re
n’
s
C
PG



28

BETTER CARE BETTER HEALTH BETTER LIFE

Se
ct
io
n
2

C
hi
ld
re
n’
s
C
PG

0

50

100

150

200

250

300

England average 182.1

PCTs

F
C

E
s

p
er

10
00

p
o

p
u

la
ti

o
n

0-
15

Figure 13 Child episodes 2006/07: North West PCTs (aged 0-15)
FCEs per 1000 population

Figure 12 Improving services for children in hospital, North West results

Source: Improving services for children in hospital, Healthcare Commission, February 2007

Source: HES
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Aspiration
We believe that all children are entitled to:

• be healthy, be safe, enjoy and achieve, make a
positive contribution and achieve economic
wellbeing – the aspirations set out in Every
Child Matters

• the best possible life chances, as described in
the United Nations’ Convention on the Rights of
the Child.

We are of the view that the key national policies
for children and young people are right and
contain enough detail to help local areas develop
strong strategies to improve child health. We refer
particularly to Every Child Matters, the National
Service Framework (NSF) and the recent
Children’s Plan. We fully support the proposal to
publish a national Child Health Strategy.

For the Group, the main concern was around
ensuring that all agencies work collaboratively on
a shared set of locally agreed priorities. At the
centre of each of these priorities are, of course,
children and young people. Therefore our focus
should be around outcomes and less on
measuring processes and activity.

We believe that because of the very serious
nature of poor health for children in the North
West, a greater public commitment needs to be
given by the main regional agencies. A single
regional vision for child health should provide the
focus for our work at a regional level, and provide
leadership and drive to local partners who
ultimately are responsible for the commissioning
and provision of services.

Our vision of the future, in terms of the
commissioning and provision of services, is one
where these are done at the most appropriate
level through formal joint commissioning
arrangements and integrated delivery. For some
health needs this is best done at a regional or sub
regional level (for example, cancer or neonates),
but for most other services this would best be
done on a local authority/PCT footprint. Where it
is appropriate we feel that commissioning for
children’s services should be undertaken by
commissioners whose primary focus is children.
Children’s trusts offer a unique opportunity for

joint children’s commissioning, especially given
the overlap in health, social and educational
pathways, but we need to be mindful that more
specialist and acute child health services require
a level of expertise that may not currently be
present in children’s trusts.

We see prevention and early intervention as being
equally important with regard to investment and
resources, and the responsibility of all those
working with children and families. We believe
that the Child Health Promotion Programme offers
an important commissioning tool to help
commissioners, across partnerships, tackle some
of the main health issues facing the most
vulnerable children and families. Alongside
targeted programmes such as the Family Nurse
Partnerships and the recent Targeted Mental
Health in Schools pilots, local commissioners and
providers now have a range of initiatives they can
use to focus intervention and prevention work.

Supporting this, we envisage a series of Managed
Clinical Networks which support, develop and
promote best clinical practice, and do so
alongside the total needs of a child – for example,
including social care, education, leisure and play.
We envisage these networks as providing the
technical and professional expertise to raise
standards in clinical care and improve outcomes
and also to inform the commissioning process.

Finally, we have been concerned that across the
NHS we do not develop and share best practice
effectively, nor do we learn in a consistent way
from our mistakes. Putting this report together
highlighted this all too well. Our aspiration would
be for our learning and development to be better
organised at all levels. Figure 14 (page 30)
illustrates a model pathway for children’s and
young people’s health.

“I hope that what’s come out of
this NHS review will lead to
some radical decisions being
made about what gets invested

in, in the future.”
CPG participant
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Key pathway activity Purpose

Health promotion and ill health
prevention

To strengthen the resilience of children and young people to
health risks, and to promote options that enable them to
maximise positive health outcomes.
Focus will be on populations as well as individuals and
families. Examples of interventions include the use of the
Child Health Promotion Programme and promotion
programmes for emotional health and wellbeing.

Early identification To increase early identification of poor or ill health, by health
staff and others working with children, including parents and
young people themselves.
Focus will be on using a range of assessment tools to support
early identification, underpinned by clinical expertise through
networks, supporting primary and community care.

Intervention Intervention will take place in a range of settings – it is critical
that this is delivered by staff at the right level and at the right
time for each individual child, reducing the need to escalate
intervention.
Focus will be on intervening at the earliest possible
opportunity, with other partner agencies as necessary, and
with the child and family at the centre of care planning.

Ongoing care Provision of ongoing care may be directly by health services,
or by other agencies and family members, as well as self care.
For very small numbers of children, this will require palliative
care.
Focus will be on ensuring maintenance of health and well-
being, and promoting the ability of the individual and the
family to self care.

Recommendations
In order to help achieve the transformational
change needed to improve outcomes, we believe
that those responsible for commissioning and
providing for health should commit to a North
West vision of child and family health.

Underpinning this vision will be the delivery of the
fair, accessible, personalised, effective and safe
services to which we aspire, as well as promoting
and protecting health and wellbeing.

The group makes four broad recommendations,
with a set of specific actions under each of these.
We describe the outcomes we expect as a result
of the successful implementation of these actions.

Recommendation 1
A public pledge to reduce health inequalities
and provide high quality healthcare to children
and young people.

Actions
• Regional and local organisations agreeing
regional and local health priorities, and to be
held accountable for these – including a
regional children’s and young people’s health
strategy which considers the impact of non
health specific issues, including poverty,
education and housing.

Figure 14 Model pathway for children and young people’s health
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• Targeted support through public health and
other initiatives for those individuals and
communities most at risk of poor health. We
would expect to see greater use of initiatives
such as the Child Health Promotion
Programme.

• Delivery of high quality healthcare and
outcomes, regardless of where a child
or young person lives.

• Commissioners and services work in ways
that ensure children, young people and their
families are at the centre of service design and
provision, and that their voices are heard
throughout.

Outcomes
• Annual reductions on health inequalities across
the North West, with particular improvements
for those groups traditionally most
disadvantaged.

• Improved health outcomes for all children and
young people, enabling them to achieve
success in the other four Every Child Matters
outcomes.

• Greater engagement of the public in the health
and wellbeing of children and young people
through the pledge and engagement in service
provision and design.

• Improved signposting and support for families,
children and young people to healthcare and
self care.

Recommendation 2
Improving the quality of children’s and young
people’s health through strengthened
commissioning and delivery systems.

Actions
• Improving commissioning:
- at a national level, we ask that there is a
statutory role for children’s trusts to be
responsible for joint commissioning and
health needs assessments by all key partner
agencies

- at a local authority level, we call on all
partners in children’s trusts to set timescales
for the establishment of arrangements for the
joint commissioning of all child health
services; giving consideration to retaining
existing, well established networks for
commissioning of specialist child health
services.

• Improving provision – hospital services:
- all paediatric hospital services will reach a
rating of excellent for the Healthcare
Commission improvement review,
underpinned by annual improvement reviews
in the SHA area, overseen by the Regional
Children’s Director

- emergency surgery services for children are
a priority area for improvement in 2008/09

- commissioners will be required to work with
providers to develop action plans that
address shortfalls in the quality and provision
of services, incorporating network
arrangements which support the necessary
clinical governance standards. Previous ad
hoc arrangements should be formalised and
contracted, and regional centres should be
contracted to provide the necessary support
- commissioners should also consider
alternative solutions where appropriate
standards are not, or cannot, be met

- there should be a ‘systematic’ programme
throughout the North West to reduce the
need for inpatient care days, achieved
through:
- increased conversion to day case care
- decreased length of stay for acute
admissions through whole pathway
redesign including development of outreach
nursing and follow up care in the community
and more local day care facilities in
collaboration with primary care

- better co-ordinated, team based and
proactive care for children with long term
conditions, involving the GP, children’s
community matrons and the team around
the child

- co-ordinated interventions at hospital for
such children – ‘one stop’ wherever
possible.



• Improving provision – primary care:
- workforce – ensuring that all staff who deliver
services to children are trained to the correct
standard and have sufficient exposure to
caseload and case mix to deliver effective
services. Where necessary, training should
be commissioned from providers with the
appropriate expertise

- ensure that all general practice staff are
trained and competent to deliver locally
agreed priority pathways to an agreed
standard (e.g. NICE guidance on urinary
tract infections in children)

- develop local hub services in collaboration
with secondary care – moving towards
integrated service models including maternity

pathways and featuring mutual training and
education. Hospitals providing these services
should not be economically disadvantaged for
transferring episodes and activity to
community settings.

• We will need to build on these good practice
models of integrated working across services
by strategic workforce planning and training.

• Establish a single regional strategy for the
commissioning of Child and Adolescent Mental
Health Services (CAMHS) Tier 4 provision, to
ensure improved access to services in a more
timely way. This strategy should consider the
requirements for effective Tier 3 community
based crisis services.

• Build on good practice models of integrated
working across services, underpinned by
strategic workforce planning and training.

• Engage children and young people in the
design, delivery and review of services and
interventions.

Outcomes
• More effective targeting of need through
improved joint analysis of need and provision.

• More seamless service provision for children
and young people, particularly for those with
complex needs.

• Improved outcomes for children and young
people as their health needs are considered
alongside other needs such as education and
training, parenting support, play and leisure.

• Improved access to crisis services for children
and young people suffering acute emotional
and mental health problems requiring specialist
and intensive care.

• Significantly more integrated service delivery
and planning.

• The best quality primary and secondary health
care provision, as judged by the Healthcare
Commission.

• Improved health outcomes for all children and
young people.
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Good practice in the North West:
Alder Hey
Alder Hey Hospital has used organisational
development to make a range of
improvements to its service provision. These
include:
• reduced average length of stay from 3.5 to
2.8 days, with the development of an acute
assessment unit

• a significant increase in day case rates, with
the same resources, to a ‘best-in-class’
position against its national peers

• developing an outreach nursing service that
prevents admissions for some children and
curtails hospital stays – by allowing the
provision of nursing interventions at home.
Extremely positively evaluated by families

• supporting the implementation of Liverpool
PCT’s first walk-in centre for children only;
the hospital supplied support, training, clinical
governance standards and networked
radiology support.
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Recommendation 3
Clinical leadership drives the development
and delivery of high quality healthcare for
children and young people.

Actions
• Healthcare provided is evidence based and
consensually agreed as best practice.

• Develop and support clinical leadership
networks, working with joint commissioners to
develop and maintain world class child health
services in the region.

• Care pathways, using the model set by the
Royal College of Paediatrics and Child Health,
guide commissioning and delivery, ensuring the
provision of high quality healthcare within a
holistic pathway.

Outcomes
• Greater levels of clinical expertise across the
region and across specialties.

• Child health services in the North West
regarded as among the best in England.

• Consistently high quality healthcare provided
across the region.

• Improved health outcomes for all children and
young people.

Recommendation 4
Research and evidence based practice
informs the shaping and delivery of healthcare
services and interventions.

Actions
• Research and building of the evidence base
for healthcare practice and interventions is
supported and developed at all levels.

• Care networks contribute to, and support,
research and inform targeting of research
programmes.

• Research considers specialist care, targeted
care and universal provision.

Outcomes
• Commissioning is better informed by a
regional/local evidence base.

• Practice and service design led by clinical best
practice.

• Improved health outcomes for all children and
young people.

Implications for delivery models
The CPG was clear that there is not a single
model of delivery that would be the optimum for
achieving the best health outcomes for children
and young people in the North West.

Differences in local structures, context,
demographics, rural and urban issues, culture and
public expectations all combine to make each
area unique in many respects.

We believe that our four recommendations will
lead to a position whereby:

• improving the health of children and young
people is seen as a collective responsibility
of the Local Strategic Partnership

• prevention and early intervention are a shared
responsibility and that the ability of
organisations to support each other in this is
not compromised by constraints put on them
by funding regimes

• engagement of children, young people and
their families is an ongoing process, informing
the way in which services are delivered

• there is greater public accountability for the
health outcomes of local populations and for
the region as a whole

• clinical expertise is supported and developed,
and informs the commissioning cycle.

“We’ve got a blue sky vision
but I suppose we can only
measure that success in
the implementation”
CPG participant
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Case for change
Despite the proliferation of alternatives to hospital,
admission rates continue to grow in the North
West23 (Figure 15). The public continues to
access A&E departments for care and treatment
of minor and moderate illness because the
alternatives are not accessible when the public
wants or needs to access them.

In fact, in 2006/07 more people attended A&E
in the North West (per 1000 population) than
anywhere else in England except London
(Figure 15).

Key findings:
• A&E attendances are rising and most of our
PCTs admit more patients to hospital than
the England average
• we need to simplify access to urgent care
and integrate services
• there are unacceptable variations in
outcomes for patients with acute illness,
e.g. stroke
• the geography of our region requires us to
pursue the use of telemedicine to reduce
the variation in access to services.

23 Hospital Episode Statistics (HES) data
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Figure 15 A&E Attendances and admissions 2006-07
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Most North West PCTs have above average
access rates in terms of non elective admissions;
analysis of trend data shows that this situation is
the result of a steady year on year increase in non
elective activity (Figure 16). Across the North
West there are clear variations in need and
differences in access rates to services, reflecting
geography, deprivation, unemployment and
education factors (Figure 17).

Ill health goes hand in hand with poor health
articulacy and demand for service. People who
live in deprived areas are far more likely to access
healthcare through a 999 call than through a
planned visit to a clinic, diagnostic service or self
care. At the other extreme, high dissatisfaction
with GP services not opening late enough, long
enough or on Saturdays was shown by people
who are in employment24.

We also know that many people (16-55% of non
elective admissions, dependent on area and site)
are admitted to hospital because of the way we
arrange our services in hospital and because the
right type of service is either not available, not
accessible or the patient or their GP does not
know about it25. And we know that older people
spend longer in A&E departments than younger
people.

North West surveys show that the major killer
diseases, heart disease and stroke account
for 21% and 5% respectively of non elective
hospital admissions, yet technologies such as
tele-monitoring are not in widespread use. In
addition, access to stroke diagnostics and rapid
treatment pathways is variable despite the clear
and obvious benefits.

24 DH, Our Health, Our Care, Our Say (2006); Ipsos Mori
25North West Utilisation Management programme: http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_063265
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Figure 16 Non-elective Finished Consultant Episodes (FCEs) per 1000 population by
PCT in the North West 2006/7
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The Urgent Care CPG believes it is vital for urgent
care services to be integrated and that the
barriers between primary, secondary and social
care should be removed. Most importantly, the
group believes the key to ensuring that people get
the right treatment in the appropriate setting is the
provision of integrated urgent care services,
available if required 24 hours a day, seven days a
week (24/7).

The evidence is clear; the out of hours services
we provide do not yet meet the needs and
expectations of the public and our patients.
Despite all we have achieved, the North West
public is increasingly dependent on hospitals
for their care, despite advances in technology,
increased spending in primary care and the
proliferation of often confusing and
unco-ordinated services. We believe that access
to services should be based only on need and

that future services must fully reflect the patient
and public need in terms of available hours and
scope of service, not the preferences of provider
organisations.

Aspiration
The Urgent Care CPG aspires to an urgent care
service where the patient no longer determines
their access to care based on the time of day or
day of week. We aspire to a service that
guarantees an immediate, world class response
no matter where the patient lives, their age, their
socio economic background or their ability to
travel.

We require a service that travels, where possible,
to the client and removes a person from their
home, their family, their work or their
neighbourhood only when absolutely necessary.
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Indicator

Regional
value

England
average

Government
Office
Region
worst

Government
Office
Region
best

Income deprivation26 15.9 12.9 17.3 8.4
Binge drinking adults27 23 18.2 25.1 15.4
Deaths from smoking28 279.3 234.4 296 199.9
Early deaths: heart disease
and stroke29 108.6 90.5 108.6 74.7

Road injuries and deaths30 59.5 59.9 69.3 46
Hospital stays related to alcohol31 397.8 247.7 397.8 164.9
Drug misuse32 11.4 9.9 14.4 6.4
Hip fracture in over- 65s33 530.1 565.3 657.8 502.6

Figure 17 Supporting the case for change

Source: DH Health Profile 2007 (data from alternate source added post publication)

26Deprivation - % of people living in this area in 20% most deprived areas of England 2005
27 Binge drinking adults - % direct estimate from Health Survey for England 2003-2005
28 Deaths from smoking - per 100,000 population aged 35+, directly age standardised rate 2004-2005
29Early deaths: heart disease and stroke - directly age standardised rate /100,000 population, under 75, 2004-2005
30 Road injuries and deaths - per 100,000 population (three year average crude rate) 2004-2006
31 Hospital stays related to alcohol - directly age and sex standardised rate per 100,000 population
32 Drug misuse - crude rate per 1000 population aged 15-64
33 Hip fracture in over 65s - directly age-standardised rate for emergency admission 2006/07

Figure 17 compares the North West’s and England’s position in respect of a broad range of measures of
health determinants and outcomes which are likely to impact or affect the use of urgent care services.
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Escalating
care

provision

Patient with
complex medical
and care needs

(may not
be elderly)

Patient develops
exacerbation of

long term
condition / acute need

Deteriorating condition
warrants hospital

admission: followed by
discharge straight home,

or rehabilitation or
intermediate care services

Gets escalated level
of care at home or

primary care setting
ie ‘virtual ward’

May involve admission
to GP supported /

community matron
led intermediate

care bed

Figure 18 Proposed Urgent Care Pathway

The same services which provide escalated
care should be able to provide ‘de-escalation’
back into the community setting.

When we have to, we will provide services at
hospitals that are the best in England and among
the best in the world. Our services will focus on
what we need to do rather than where we need to
do it. We will do this by collaborating with our
partners in social care and local authorities,
education, policing, prison services, the third
sector, independent organisations and crucially
with the public and clinical colleagues.

In the two key areas of stroke and acute
myocardial infarction we will pursue the nationally
recommended best practice, with rapid
assessment through diagnostic services available
24/7. Where appropriate, patients should also
have access to primary angioplasty for acute
myocardial infarction and thrombolysis for stroke.



Recommendations

Recommendation 1
PCTs should work with providers to
commission high quality, streamlined access
to integrated urgent medical and social care
services which will take the patient to the
service they need as quickly as possible.

Actions
• Develop three multi-professional, clinical,
urgent care networks in the North West, which
will be responsible for driving the
implementation of change, auditing the
effectiveness of change through clinical
outcomes and horizon scanning for innovation.

• Regionally, commission a piece of work
together to further refine the five levels of care
recommended by the College of Emergency
Medicine.

• At a national level, we require the development
of a new single number, e.g. 888, to sit
alongside the 999 number for emergency
access.

Outcomes
• Standardisation of out of hours service delivery
and access to acute care and diagnostic
services across the North West.

• Consistently high quality urgent care across the
North West.

• The national number should allow a locally
integrated telephone access and triage system
and facilitate the development of integrated
urgent care and community service access.

Recommendation 2
Urgent and out of hours elements of primary,
secondary and intermediate care should be
commissioned in combination with social care
so that a fully integrated and aligned service is
delivered to patients as close to home as
possible.

Actions
• Nationally, social and healthcare should be
funded as a single service line.

• Shared IT between care providers must be
implemented as a priority.

• Develop an inter-professional workforce with
a culture of joint teaching and learning.

• Commission a robust clinical governance
framework, which crosses traditional
boundaries, where necessary, to measure
patient outcomes in an holistic and meaningful
way.

• Mental health, alcohol and drug services and
social care to be fully integrated into urgent
care response.

Outcomes
• Integrated service provision for patients with
complex health needs which allows for a
seamless transfer of care.

• Delivery of high quality healthcare regardless
of where a patient accesses the service.

Recommendation 3
Improving and standardising outcomes from
stroke across the whole North West.

Actions
• Delivery of a service whereby all stroke
patients receive initial care in a stroke unit, that
is delivered reliably to every patient every time.
The North West has just been successful in
obtaining a grant for a demonstration project to
invite all acute trusts to improve stroke care.
The aim of this project, called Stroke 90-10, is
that all hospitals score 90 or greater on the
Royal College of Physicians Sentinel Audit by
2010, which would make North West stroke
services comparable with the best in the world.

• Development of sub regional acute stroke units
to allow appropriate patients rapid access to
diagnostics and thrombolysis if required.

• Review the role of telemedicine for stroke
management and CT scan interpretation, given
the geographical constraints of distance and
access in parts of the region.
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