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The St 
Helens 
challenge 
and 
background

The St Helens Sustainability Challenge

This report has been developed in response to the 
challenge St Helens faces over the next five years. It is 
not a challenge that can be tackled by one 
organisation, but something that needs to be 
approached in partnership. St Helens faces many 
challenges in common with the rest of the country – an 
increasingly challenging financial situation, and a 
growing elderly population with increasing health and 
social care needs – but it also has distinct local issues -
marked inequality among local residents leading to 
significant health inequalities, and particular challenges 
in areas such as falls and mental health. 

As is the case across the UK, health, social care and 
community services in St Helens are currently being 
delivered within a fragmented and complex system. 
This is a result of a complex web of services developing 
not as a system but independently. There is a need for 
a single operating model which articulates how care 
can be delivered most effectively across organisations 
boundaries.

System fragmentation, expectations of public services 
and complex population health and care needs, 
combined with constrained public funding, have 
resulted in an unprecedented affordability challenge 
for the borough, which is forecasting a £97m deficit by 
2020/21 if decisive action isn’t taken.

Background

Across the UK, care economies are developing increasingly 
bold and transformational solutions to the cost and demand 
‘sustainability challenge’ facing public bodies. The borough 
of St Helens has placed itself at the forefront of this thinking. 

There are numerous examples of good practice throughout 
St Helens, and a number of examples of where effective 
partnership working across the borough has driven improved 
outcomes. Initiatives such as Integrated Access St Helens 
service (IASH) and data sharing initiatives led by the fire 
service being just two examples of parts of the system 
working together to improve outcomes. 

With the creation of the People’s Board – a place based 
partnership which extends beyond health and social care to 
include public, private and third sector bodies – St Helens 
has articulated its aspiration to go further. This will be 
achieved through a whole system, place-based solution to 
the challenges of improving citizen outcomes while tackling 
unsustainable levels of cost and demand.  

The St Helens People’s Plan acknowledges that to achieve 
sustained improvement in population outcomes at the same 
time as delivering financial balance, significant change is 
required in the relationship between the partners that 
comprise the health and care system. They have decided to 
establish an integrated, place based, health and community 
care model – the St Helens Accountable Care Management 
System (ACMS)
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The approach taken to developing the ACMS has been one rooted in partnership across all parts of the system. A wide 
range of organisations have been actively involved in establishing relationships and developing a shared vision and 
outcomes. They have agreed to work towards building a sustainable system model, with a clear understanding that 
tackling growing demand in the system requires creative use of resources, and a focus on the wider determinants of 
health and wellbeing.

Phase 1 of the People’s Board programme was focused on understanding the scale of the challenge being faced by the 
system and the factors underpinning some of its critical issues. Phase 2 has been more concerned with the Board’s 
plans for tackling these problems and, in particular, its views on a design for the ACMS.

The People’s Board approached this second phase of its programme by following a structured approach. At each stage 
of the process, it considered how it wanted the ACMS to reflect the needs and aspirations of people in St Helens, and 
while it has used plans being developed elsewhere to inform its thinking, it has been clear that it doesn’t want an ‘off 
the shelf’ design.
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The 
approach

The members of the People’s Board worked 
together to co-design a high level blueprint for 
the ACMS, which was then used to develop 
further thinking about the specific 
interventions that could be made to secure 
improvement (and, ultimately, enable the 
ACMS to be established). A technical 
assessment of the potential to secure savings, 
and address the system’s projected financial 
gap, was also made. Finally, an implementation 
roadmap was developed to help the Board 
understand how the transition of services to 
the ACMS could be phased.



6

The system design for the ACMS needs to reflect the challenges the People’s Board is trying to address. It needs to 
offer an opportunity to improve health outcomes in the borough, improve the experience of those in receipt of 
services and reduce the overall cost of provision to ensure services remain sustainable in the long term. 

To date the People’s Board has:

• established a number of strategic outcomes and supporting I statements, which will enable the system to move 
towards a more sustainable health and social care system;

• described what accountability means – some organisations will be more accountable than others, but all partners 
have a critical role to play in the ACMS;

• set out design principles that  identify the areas where radical change can be delivered to drive transformation; 

• co-designed an operating model which will mean the future system works in a fundamentally different way, 
focussing on managing demand and helping the people of St Helens retain their independence; and

• Identified a series of interventions that will help to address the system’s financial challenge.
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Designing 
the ACMS

A high level target operating 
model has been developed to 
provide a clear and simple 
visual articulation of the 
components within the ACMS. 
The ACMS will be a whole 
population model that would 
focus on the population with 
the greatest needs and will 
have a much stronger 
emphasis on prevention, self 
care and maintaining 
independence. 
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In order to establish the degree to which the interventions in the ACMS would be able to address the financial challenge 
in St Helens, work was done to understand the opportunities presented through benchmarking spend and activity 
against peers. The ACMS interventions were designed to address these benchmarking opportunities. The degree to 
which they are met will depend on the detailed design and implementation of the interventions. The system have 
chosen to model three different ‘do something’ scenarios to assess the impact the St Helens ACMS could achieve.

The interventions identified to date make a significant contribution to closing the system’s affordability gap. However, a 
residual affordability challenge remains, and in line with the system design principle focussed on achieving significant 
cost savings, additional work will be required to identify further opportunities for savings to achieve system financial 
balance.
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The People’s Board is committed to establishing the governance arrangements for the ACMS by April 2017. Between 
this point and the anticipated go live date (April 2018), there will be a number of key work streams that will need to be 
delivered in carefully planned and managed stages to minimise the risk of delay and support maximum benefits 
realisation. This will need to delivered in conjunction with and aligned to existing programmes of work such as the new 
Out of Hospital services mobilisation in April 2017.

Further significant work will be required to add detail to the high level design described in this document. Though the 
People’s Board has already come a long way, and has quite rightly invested time and effort in building strong 
relationships between key partners, a more work is required before the ACMS can be operationalised.

Addressing the financial gapDesigning the ACMS

The approachBackgroundExecutive summaryContents

Building the ACMS

Case for change

Next steps

Implementation

Case for 
change 

Outcomes 

Design 
Principles and 

Operating 
Model

Identify 
Interventions 

Financial 
analysis 

Planning for 
delivery 

Baseline and 
detailed 
design

Detailed 
implementation 

planning
Construct Build Test ‘Go live’



Background

9



10

Across the UK, care economies are developing 
increasingly bold and transformational solutions to the 
cost and demand ‘sustainability challenge’ facing public 
bodies. 

It is perhaps unsurprising that the deficiencies of the 
separate systems set up to deliver health and care 
services, which were established nearly 70 years ago, 
have been exposed over the intervening years. The 
system is complicated, fragmented and expensive. The 
lack of alignment in funding and entitlement creates 
confusion for service users and undermines 
collaboration between organisations 

The current system is characterised by serious 
problems of coordination, unnecessary duplication and 
perverse incentives which undermine the efforts of 
those charged with responding strategically to demand. 
The constant debate between organisations over who 
pays for what and when, is stifling innovation and 
failing to deliver the improved outcomes that could and 
should be achieved. 

The borough of St Helens has placed itself at the 
forefront of radical thinking about how best to address 
this challenge. With the creation of the People’s Board 
– a place based partnership that extends beyond health 
and social care to include public, private and third 
sector bodies – St Helens has articulated its aspiration 
for a whole system, place-based solution to the 
challenges of improving outcomes for residents while 

tackling unsustainable levels of cost and demand.  

St Helens has developed the, “most effective Borough 
based partnership in the country with enhanced 
stewardship by those who are democratically 
elected”*, The St Helens People’s Board has set-out a 
new vision for achieving system balance by “Improving 
the lives of people in St Helens together by tackling the 
challenge of cost and demand”. 

This ambition is underpinning the local response to the 
health and care challenge. It is strongly aligned with 
regional and sub-regional planning footprints - including 
the Cheshire and Merseyside Sustainability and 
Transformation Plan (STP) and the Alliance Local 
Delivery System Plan - and the NHS Five Year Forward 
View.

The St Helens People’s Plan acknowledges that to 
achieve sustained improvement in population 
outcomes at the same time as delivering financial 
balance, significant change is required in the 
relationship between the partners that comprise the 
health and care system. They have decided to establish 
an integrated, place based, health and community care 
model. 

The system’s proposed key enabler to the delivery of 
this ambitious vision is the establishment of an 
Accountable Care Management System (ACMS) for St 
Helens.

Background 
and context

NHS Five Year 
Forward View

Cheshire and 
Merseyside STP

St Helens People’s 
Plan 2016
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The financial challenge facing the NHS and local 
government makes integration and consolidation across 
organisational boundaries a necessity not a luxury.  
Health and care systems need to think differently to 
avoid bankruptcy. All systems need to become 20% more 
efficient by 2020/21. Many areas are now examining 
accountable care as a potential solution.

The accountable care model has been proven in 
countries which lead the way on population health 
management (US, Spain, New Zealand). Many of the NHS 
England New Care Models Vanguard sites and several 
leading health systems in the UK have indicated their 
intention to implement some for of accountable care 
model from April 2017.

Learning from other countries that have introduced 
accountable care, shows they can – if properly designed 
and managed – deliver better care for less. This is 
because they have the potential to reduce the cost of 
hospital care significantly. They create the opportunity 
for an increased level of proactive care to be provided in 
the community and for the system to respond more 
rapidly to prevent people presenting in crisis.

Accountable care involves a group of providers agreeing 
to take responsibility for the care and its quality, for a 
given population over a defined period under a 
contractual arrangement with commissioners. They are 
held accountable for achieving a set of pre-agreed quality 
outcomes within a given budget.

The St Helen’s People’s Board has decided to build its 
response to the need to transform the local health and 

care system around the concept of accountable care. It 
has broadened the potential scope of this approach to 
include a range of partners not typically involved in the 
direct provision of health and care services.

In doing so, it has chosen to acknowledge the increasing 
role that other organisations from across the public, 
private and voluntary sector are playing in helping to 
keep people healthy, safe, independent and away from 
the formal care system for as long as possible. Involving 
some of these organisations, such as the fire service, the 
police, schools and housing providers (to name just a 
few) could deliver significant benefits. 

Through the introduction of an ACMS in St Helens its 
residents will:

• benefit from a transformed, integrated care system, 
in which they receive care and support which is joined 
up, of high quality, and affordable;

• be supported and encouraged to do what they can to 
remain healthy, well and resilient; and

• live in a borough which encourages raising ambition, 
achieving aspirations, connectedness and supports 
people to make the right choices. 

This will be achieved by transforming how health, care 
and community services are organised and delivered, 
and shaping a model of care which:

• helps to achieve better outcomes for residents;
• promotes independence and champions prevention;
• works with local communities; and
• is clinically and financially sustainable.

What is an 
ACMS
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This report describes the approach the St Helens People’s Board is taking to the design and implementation of this 
exciting vision. It sets out:

• the process the Board has been following during this second phase of its programme to deliver an ACMS;

• the reasons why the Board thinks the system needs to change;

• some of the early decisions it has made around the outcomes it wants to achieve;

• a high level design for the ACMS;

• the initial findings from a piece of financial modelling work commissioned to support this work; and 

• an indicative implementation roadmap and description of the immediate steps the Board will need to take to 
deliver lasting change.

Structure of 
this report
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There has been significant effort from all parties to 
engage in the process of change, and to reach a 
point of strategic alignment. So far, this has involved 
engagement from 11 different organisations across 
the borough, each of which has been represented at 
a series of different discussions and working 
sessions.

The People’s Board is committed to extending its 
engagement activity to a broader cross-section of 
the health and care community, focusing in 
particular on frontline professionals and 
practitioners. It is also committed to engaging 
openly and honestly with the public about what the 
changes might mean. This will be a priority as the 
plans for the ACMS begin to take shape.

Some aspects of the work undertaken by the 
People’s Board over the course of this phase of the 
programme have been relatively technical in nature. 
This has involved detailed input from finance 
processionals from a number of the organisations 
represented on the People’s Board. This work has 
been vital in ensuring the scale of the challenge in St 
Helens is properly understood.

The approach taken to developing the ACMS has been one rooted in partnership across all parts of the system. A 
large range of organisations have been actively involved in establishing relationships and developing a shared 
vision and outcomes that will help them build a sustainable health and social care model. They have a clear 
understanding that tackling growing demand in the system requires the creative use of resources, and a focus on 
the wider determinants of health and wellbeing.

Whole 
system 

partnership

Structured 
interviews with 

senior 
stakeholders

Board level 
workshops to 
gain strategic 

alignment

Operational 
level 

workshops to 
develop 

interventions

Weekly finance 
and technical 

group 
meetings

Engagement 
with 11 

different 
organisations

A collaborative 
approach to 
change
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The People’s Board approached this second phase of its programme to deliver an ACMS by following a structured 
approach. At each stage of the process, it considered how it wanted the ACMS to reflect the needs and aspirations of 
people in St Helens. The People’s Board is committed to delivering a bespoke solution for its area, and while it has 
used plans being developed elsewhere to inform its thinking, it has been clear that it doesn’t want an ‘off the shelf’ 
design.

Phase 1 of the People’s Board programme was focused on understanding the scale of the challenge being faced by 
the system and the factors underpinning some of its critical issues. Phase 2 has been more concerned with the 
Board’s plans for tackling these problems and, in particular, its views on a design for the ACMS.

The members of the People’s Board worked together to co-design a high level blueprint for the ACMS, which was 
then used to develop further thinking about the specific interventions that could be made to secure improvement 
(and, ultimately, enable the ACMS to be established). A technical assessment of the potential to secure savings was 
also made. Finally, an implementation roadmap was developed to help the Board understand how the transition of 
services to the ACMS could be phased.

For the purposes of this report, some of the outputs from the first phase of the programme have been re-
presented. The graphic below illustrates how the different elements of the first two phases fit together.  

Understanding why 
does the system 
think it needs to 

change

Case for 
change 

Outcomes 

Agreeing the 
outcomes the Board 
is seeking to deliver 
through the ACMS

Design 
Principles and 

Operating 
Model

Designing a blueprint 
for the ACMS

Identify 
Interventions 

Identifying the 
opportunities for 

improvement that 
will bring about 

change  

Financial 
analysis 

Modelling the 
impact of better 
ways of working

Planning for 
delivery 

Implementation 
planning and 

preparing for the 
next phase 

Phase 1 Phase 2
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Addressing the financial gapDesigning the ACMS

The approachBackgroundExecutive summaryContents

Building the ACMS

Case for change

Next steps



16

Drawing on key elements of the work conducted during phase 1 of the programme, the People’s Board took a 
collaborative approach to developing its blueprint for the ACMS. Having previously considered the outcomes it wanted 
the ACMS to deliver, the Board considered a set of high level design principles and possible options for an operating 
model. 

3. Designing the operating model

Following initial testing of 
conceptual ideas, 16 stakeholders 
from 8 organisations met to 
reflect on and agree a set of high 
level design principles.

Attendees were invited to reflect 
on the principles, identify those 
they agreed with, make 
amendments and add new 
principles where they considered 
key points to be absent.

The notes of the discussions were 
used to redraft the design 
principles following the 
workshop.

2. Discussing design principles

Prior to focussing on the design of 
the operating model, a number of 
structured interviews were held with 
individual members of the People’s 
Board. 

During the discussions, a set of draft 
principles was shared and the 
interviewee’s reflections were 
captured.

The outputs of these discussions 
informed the subsequent 
preparations for a facilitated 
workshop with the People’s Board. 

1. Testing ideas

Developing 
the design 
principles 
and 
operating 
model
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At the same workshop, attendees 
were asked to consider the 
purpose and value of an 
operating model, examine some 
examples from elsewhere and 
consider the type of ACMS 
operating model they wished to 
see established in St Helens.

The attendees were encouraged 
to reflect on the value of 
designing an operating model 
that could be used both to aid the 
design process but also as a 
communication tool for use with 
other stakeholders and the 
general public. 
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Colleagues representing organisations from across the St Helens system took part in a workshop to design a new way of 
organising and delivering health, social and community services across the borough. This workshop was a critical part of 
the system design process. Over 35 professionals representing partners from across the St Helens system collaborated 
in the design process, providing essential input from the perspective of those delivering and managing services. 

Examples of innovative interventions and system changes that have been made elsewhere were displayed around 
the room, with consideration given to what innovations could be relevant to St Helens.

In table groups, consideration was given to how organisations could start to work in a more joined up way, with on 
focus on developing ideas for key initiatives and system changes that could support enhanced prevention and 
avoidance of escalation in need.

Having identified an range of initiatives, table groups developed the detail of specific interventions that would 
support improved outcomes and tackle the challenges of cost and demand across the various stages of an 
individuals life cycle: prevention; proactive care management; crisis intervention; and finally admission.

The final session of the workshop focussed on testing the level of ambition of the system and the new systems 
solutions identified, with all attendees asked to prioritise interventions on the basis of ambition, scale of potential 
savings and complexity to implement. 

The ideas captured during the workshop were subsequently validated with key representatives of the organisations 
that comprise the People’s Board and were used to inform the financial modelling of opportunities to address the St 
Helens health and care funding gap. 

Identifying 
the 
interventions
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During phase 1 of the programme, the scale of the financial gap facing the St Helens health and care system was 
analysed and quantified. The task during phase 2 of the programme was to identify opportunities to address the gap. 
This resulted in further analysis being carried out in order to understand where there might be opportunities to 
generate savings based on where activity was higher in the St Helens system than was the case in comparable areas. 

The activity analysis comprised of two stages: an analysis of benchmarking data for peers to identify savings 
opportunities and more detailed activity modelling. The benchmarking used the same peers as NHSE RightCare 
methodology, benchmarking against systems with a similar demography to St Helens. The main areas of spend 
examined included:

• A&E attendances (including and excluding walk in centres);
• emergency admissions;
• elective referrals;
• non-elective length of stay; and
• outpatient appointments.

Where St Helens was performing significantly below the median or upper quartile in terms of its peers, further analysis 
was done using Secondary Uses Services (SUS) and social care data to begin to understand in more detail what was 
driving cost in the system. This allowed activity analysis by age, gender, GP practice lists and levels of deprivation, to be
carried out. 

NB. There is higher acute spend in less deprived areas of St Helens, possibly because of the higher proportion of over 85s

Financial 
analysis
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The final stage the People’s Board followed during phase 2 of its programme to establish an ACMS was considering 
how, and when, it would carry out the various stages of implementation activity. To complete this requirement, the 
Board held a formal meeting to consider the various services that were considered to be ‘in scope’ for the ACMS. It 
reflected on the degree to which each of these services might constitute core activity for the ACMS, or whether their 
involvement would only offer partial benefits. The Board also considered when particular services should be 
transitioned into the ACMS. It acknowledged that some phasing of this activity would be necessary to mitigate the risk 
of service failure during implementation.

Board members prioritised services according to the following three categories:

1. Services which should be included as part of ACMS on ‘day one’.

2. Services which should not be included as part of ACMS on day one, but may be appropriate for inclusion at a later 
date.

3. Services which should not be included as part of ACMS now or in foreseeable future.

Following this, 16 representatives of the organisations that comprise the People’s Board considered a draft 
implementation roadmap at the workshop. Adjustments were made to the plan in light of the comments received.

Planning for 
delivery
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This report has been developed in response to the challenge that St Helens faces over the next five years. This is not 
a challenge facing one organisation, but something that needs to be tackled in partnership. St Helens faces some 
challenges in common with the rest of the country – an increasingly challenging financial situation, and a growing 
elderly population with increasing health and social care needs – but it also has challenges that are distinct to St 
Helens – marked inequality among its residents leading to significant health inequalities, and particular challenges in 
areas such as falls and mental health. 

This chapter articulates the case for change. It describes:

• the health and wellbeing challenge facing St Helens;

• the way in which the system is set up to support people at present;

• the views of some of the people in the system of the way in which it works;

• what it is like to negotiate the system as a service user; and

• the financial impact of all of this on service providers and the implications of this for the long term sustainability of 
health and care in St Helens.

Summary 

• St Helens is facing some significant demand challenges – health and wellbeing outcomes in the borough are 
generally poor. 

• Though there are elements of good practice, the system as a whole has evolved rather than being designed. 
Consequently, effective coordination between different elements of the system is lacking. 

• When benchmarked against peers, St Helens performs below peers in A&E attendances.

• There is higher acute spend in more affluent areas of the borough, which is potentially driven by the higher 
numbers of over 85s in these areas.

• St Helens performs well in terms of length of stay.

• St Helens faces a significant financial gap of £97m by FY 2020/21.

• There is inconsistency in elective referral rates across GP practices in St Helens.

The St Helens 
case for 
change
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Ageing population

St Helens currently has an ageing population, with the 
number of residents aged 85 and older projected to 
increase by 49% by 2026. Over the next ten years, it is 
anticipated that this figure will rise by  an average of 632 
extra patients over 75 every year.

An additional challenge in supporting an ageing and 
increasingly frail population is managing the rate of injuries 
due to falls in residents aged 65 and over. Currently this is 
69% higher than the national average. 

Living well

While smoking rates in St Helens are not significantly 
different to the national average the rate of mortality due 
to smoking is significantly higher (343 and 275 deaths per 
100,000 between 2012 and 2014 respectively). 

Further to this, hospital admissions for alcohol-attributable 
conditions stand at 683 per 100,000 (compared to 364 per 
100,000 nationally). There is a link between alcohol related 
admissions and inequality within the borough, with 
admissions three times higher in the Town Centre than 
Billinge and Seneley Green. 

Inequality has a measurable impact on life expectancy, 
with variation across wards in St Helens reaching 10.7 
years for men and 9.1 years for women.

Starting well

Smoking during pregnancy is higher than the 
national average (17.3% vs 11.4% respectively), 
which increases risk of premature birth and low 
birth weight. 

The proportion of reception children classed as 
overweight or obese is significantly higher than the 
national average (25.5% vs 21.9%). 

The rate of alcohol-specific admissions of under-18s 
is the third highest in the region.

Mental health

Dementia currently accounts for nearly 10% of all 
deaths, which is below the national average. 
However, by 2025 the number of people with 
dementia is expected to increase by 37% on the 
2015 total. 

There is a high prevalence of depression in St Helens 
(9.2% in 2013/14; the second highest rate n 
Merseyside).

Furthermore, the suicide mortality rate was 11.9 per 
100,000 (8.9 nationally) between 2012 and 2014. 
The number of suicides also increased by 69% 
between 2004-06 and 2012-14.

St Helens faces a number of significant health and wellbeing challenges. The outcomes for local people are generally 
poor and this is placing additional strain on the system.The health 

and 
wellbeing 
challenge
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The system 
challenge

Health, social care and community services are currently being delivered within a fragmented and complex system in 
St Helens. This is a result of a complex web of services developing not as a system, but independently. There is a 
need for a single operating model which articulates how care can be delivered most effectively across organisational 
boundaries.

There are numerous examples of good practice throughout St Helens, and a number of examples of where effective 
partnership working across the borough has driven improved outcomes. Initiatives such as the Integrated Access St 
Helens service (IASH) and data sharing initiatives led by the fire service being just two examples of the system 
working together to improve outcomes. 

However, despite these 
successes, services and 
initiatives are not always 
delivered in the most 
coordinated way. There are 
currently some disparities in 
service provision.

Individuals and services face 
high levels of confusion 
when attempting to 
navigate the system in its 
current state. 
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What does 
this feel 
like for 
service 
providers?

Though there are many areas of good practice in the system, the complex nature of the system at present suggests 
there is significant room for improvement in the way organisations work together. 

During the stakeholder conversations, it was commented that “St Helens is great at running small pilots, but needs to do 
something transformational as a system to make change stick”. There was much praise of individuals, teams, and 
individual organisations that were working across traditional boundaries – but it was also acknowledged that strong 
system leadership, formal governance structures and a systematic approach to developing ways of working across 
organisations needed to be put in place to supplement the existing good will and ideas. 

There is a good spirit 
of partnership but it’s 
not always used in the 
best way to get the 
best results.

There is lots of good 
work being done by 
individual 
organisations, teams 
and individuals.

Too many streams 
which work in silos 
need to be joined up 
to improve the 
population’s health 
and care experience.

Health providers don’t 
always recognise the 
opportunities in housing 
and 3rd sector. There 
could be more done on 
prevention and wider 
determinants.

We need to know 
more about each 
other to stop 
duplication, and 
improvements are 
needed in 
communication.

We aren’t yet a 
system. System  
outcomes or goals 
are not aligned with 
organisational or 
individual.

The development of a 
third sector 
consortium and the 
investment from the 
Council and CCG into 
the development 
shows willingness to 
partner.

The links between CCG 
and LA are good.

Responsive care is 
good, and emergency 
and high risk cases 
are dealt with.

There is commitment 
and motivation from 
staff to provide 
quality services.
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What does 
this feel 
like for 
service 
users?

The following excerpts have been drawn from personas developed by St Helens Council to assist in articulating the 
challenges faced by a range of residents supported by the current system.

Bob is a 92 year old resident of a 

local care home.  Over the last 4 
months he has had 8 attendances at 
the A&E Department (Local Acute 
Trust).  All attendances have taken 
place in the evening.  The majority of 
the attendances are following a fall 
with some relating to urinary tract 
infections.  There are often delays in 
returning Bob to the care home 
because of either transportation 
issues or staffing issues at the home.

Bob is confused and frightened by the 
decline in his health and mobility.  He 
can see the impact that this is having 
on his children and feels powerless to 
address their levels of concern.  He 
understands the stage in life that he 
has reached, but dreads the constant 
trips to hospital and the range of 
medical appointments. He is 
frightened that he may have to move 
placement. He does not wish to seem 
ungrateful to staff and professionals 
who he understands are all trying to 
help him, and is reluctant to complain 
or talk about his issues.

Cathy is the 28 year old mother of 

Dermott (age 6) and Ellie (age 3).  
Cathy lives with her husband, Frank, 
and has been the victim of several 
incidents of domestic violence 
culminating in a serious assault.  The 
children are subject to child 
protection plans.  Dermott attends 
primary school, Ellie attends early 
years provision attached to the 
primary school.  Frank no longer lives 
with the family but is still in the local 
community experiencing some 
difficulties with alcohol and 
substance misuse.

Cathy and the children’s experience 
is negative.  They live in a state of  
fear and high anxiety, punctuated by 
periods of hope and a relatively 
settled environment.  Even when 
Frank is not around, the household is 
a tense and difficult place to be.  
There is little hope in the home and 
Cathy has few aspirations for her 
children.

Georgie is a 14 year old 

young woman with a long 
history of self-harming 
behaviour.  She has been 
looked after since the age of 
9, initially in foster care 
placements but more recently 
Georgie has been placed in a 
children’s home in the 
borough as a result of 
breakdown of a number of 
previous placements.  Georgie 
has had 4 placements in the 
last 16 months.

Although Georgie presents as 
defiant and aggressive, she is 
in fact extremely anxious and 
feels lost and rejected by 
those around her.  She has a 
romantic notion that she 
would be able to return to live 
with her mother and that she 
will obtain employment at the 
age of 16.  She is beginning to 
experiment with drugs and 
alcohol.
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The financial 
challenge

The cumulative impact of these issues – the underlying health and wellbeing challenge in the borough driving
demand, and the ‘supply side’ issues of complexity and coordination – are having a dramatic affect on the system’s
finances.

Our initial analysis of the financial resilience of the system suggests that if nothing is done to rectify the fact that
demand is currently outstripping the available resources (and this situation is forecast to get worse), the system will
face a health and social care funding gap of £97m* by FY 2020/21.

This includes the total CCG and council affordability challenge and a portion of each provider’s affordability
challenge, based on the proportion of provider income coming from St Helens CCG.

Please see Appendix 1 for assumptions underpinning these forecasts.

Activity and demand growth

Increase in funding

Total 
Affordability 
Chall7nge: 

£97m

£512m £522m
£525m £532m £541m

£555m
£518m

£547m

£578m

£599m

£621m

£653m

£400m

£450m

£500m

£550m

£600m

£650m

£700m

FY16 FY17 FY18 FY19 FY20 FY21

St Helens health and social care affordability challenge

Addressing the financial gapDesigning the ACMS

The approachBackgroundExecutive summaryContents

Building the ACMS

Case for change

Next steps

*The system funding gap increases by £4.2m to £101m by FY 2020/21 when the St Helens proportion of the combined Police and Fire funding gap is added to the health and social care deficit



27

The financial 
impact on 
the different 
areas of care

When the ‘do nothing’ challenge is analysed by area of care, it is clear that majority of the challenge is being driven by 
health spend, primarily in the acute sector. 

Just under half of the challenge is being driven by demand growth and cost inflation for acute care. Twenty one million 
pounds of the challenge comes from social care, with 65% of this being attributable to adult social care. The NHSE 
specialised commissioning affordability gap is £6m, but it is anticipated that NHSE will manage this challenge. Provider 
‘do nothing’ financials have been taken from the Alliance LDS September STP submission.

Please see Appendix 1 for assumptions underpinning these forecasts.

*Includes other spend by the CCG, e.g. Prescribing, Continuing Health Care etc.
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Designing a 
solution

The system design for the ACMS needs to reflect the challenges the People’s Board is trying to address. It needs to 
offer an opportunity to improve health outcomes in the borough, improve the experience of those in receipt of 
services and reduce the overall cost of provision to ensure services remain sustainable in the long term.

In order to produce a design that will satisfy these requirements, the People’s Board has followed a systematic 
approach. This section of the phase 2 report :

• recaps on the outcomes and ‘I statements’ the Board has decided to focus on;

• explains what accountability means for the different organisations that comprise the People’s Board;

• identifies the design principles the Board agreed to help it design the ACME operating model;

• provides a summary explanation of the operating model; and

• offers further detail on each component of the operating model and the interventions that will need to be made 
to make the ACMS a reality.

Summary

• The People’s Board has established a number of strategic 
outcomes and supporting I statements, which will enable the 
system to move towards a more sustainable health and social 
care system.

• The Board has described what accountability means. Some 
organisations will be more accountable than others, but all 
partners have a critical role to play in the ACMS.

• The design principles identify the areas where radical change 
can be delivered to drive transformation.

• The Board has co-designed an operating model which will 
mean the future system works in a fundamentally different 
way, focussing on managing demand and helping the people 
of St Helens retain their independence.

Outcomes

Accountability 

Design Principles

Operating Model
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Strategic 
outcomes

Strategic vision Strategic objectives Suggested outcomes

Improving the lives 
of people in St. 
Helens together by 
tackling the 
challenge of cost 
and demand

Raising ambition and 
achieving aspirations

People in our community independently improve and 
maintain their own health and wellbeing as much as 
possible, living longer healthier lives 

Our community will have access to a health and care 
system that is financially sustainable

Our healthcare, community and voluntary services 
contribute to increasing aspiration, education and 
reducing poverty

When support is required, people will have positive 
experiences of services

People who use health and care services receive good 
quality of care and support, and are safe from harm.

Our community is resilient and people are empowered to 
self manage and to be as independent as possible

Our communities feel safe in the knowledge that partners 
work together to improve safety in their communities

Developing a sustainable 
health and social care 
system

Growing the economy

Being connected

The People’s Board had previously agreed a strategic vision and four underpinning strategic objectives for the 
borough. These were used to develop a set of outcomes in collaboration with key stakeholders operating across St 
Helens. These have been used to guide the principles of the ACMS, and what services should fall under its remit. 
Further work on these outcomes is required, with a particular focus on identifying the right success measures, as the 
operating model continues to be developed.
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‘I statements’ 
to articulate 
change for 
residents 

The following I statements were agreed by the People’s Board as a means of further articulating what the ACMS will 
mean for service users and residents of St Helens. 
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Accountability 
across 
services

Commissioners

Health providers 
and social care

Police

Registered 
Social 

Landlord

Commissioned 
voluntary 
services

Fire

Voluntary 
organisations

Faith
groups

Community 
organisations

Community 
probation

Schools

Centred around the individual and 
communities
The ACMS will encourage and promote self 
care and individual resilience. In this, it 
acknowledges that there are significant factors 
which it can impact and will work to address 
these where possible.

Fully accountable partners
All the services provided by some partners will 
fall in the remit of the ACMS. Fully accountable 
partners include commissioners, i.e. the CCG, 
the council and health providers – including the 
acute, primary care, community and mental 
health providers. This would also include
services provided directly by the council, e.g. 
public health and adult social care.

Partially accountable partners
Some partners will deliver a range services which directly 
contribute towards the objectives of the ACMS, while 
their primary purpose is not explicitly in the delivery of 
health and social care. As such, they will be partially 
accountable for the outcomes defined by the People’s 
Board. This would include organisations such as the 
police, the fire service, schools, commissioned voluntary 
services, probation, housing providers, registered social 
landlords and some social care providers.

Underpinning partners
There will be a number of community groups and 
networks which provide an essential capability and 
resource in order to make this work. These would 
include faith groups, volunteer groups and formal 
and informal community organisations such as sports 
clubs. Understanding this landscape is critical for 
targeting prevention and for care management (e.g. 
some social prescribing).

Accountability will mean different things to the different 
organisations that will be involved in the ACMS. The Board has 
agreed the following descriptions of their future involvement.
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Design 
principles

The People’s Board has agreed a number of design principles which will underpin the future design of the operating 
model. These will be critical for making difficult decisions about how the operating will function going forward. 

The design principles will play an important role in helping to maintain the integrity of the design of the ACMS as the 
system moves through its next phases of work – detailed design and implementation. At various points during the 
process, the Board will be able to check back to the principles that were agreed originally to ascertain whether or not 
they are heading in the right direction.

Design Principles

The ACMS will:

1. Prioritise the delivery of significant cost savings in order to ensure the system can continue to deliver a high 
standard of care in the future (targeting the projected system health and social care gap of £97m by FY 20/21). 

2. Use resources effectively and efficiently to promote prevention and active care management in the most 
appropriate locations for service users.

3. Rationalise points of entry to the system, directing people consistently to the right form of care for their needs or 
signpost other solutions.

4. Ensure that care management is coordinated at a local level, building a multi-disciplinary approach.

5. Build capacity around data and analytics in order to predict community needs and target interventions.

6. information about the support available in St Helens, as well as the full history of each service user, to be shared 
widely, utilising systems to allow this happen. 

7. Optimise and share the use of its collective estate.

8. Unify its workforce around a common purpose, consistent ways of working and a shared culture.
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What is a target operating model (TOM)?

An operating model describes, in an easily understandable way, how a system delivers its services. It encompasses all 
the critical business capabilities that allow it to operate effectively. These include how it engages with its population, 
the key processes it uses to enable the business, what technology underpins the operation, how it is structured 
corporately, how it organises and uses its workforce and what key performance indicators it uses to manage the 
operation and ensure it’s delivering against its objectives. 

Why is a target operating model needed?

A TOM provides a simple means of describing the future operation. The very process of developing a TOM encourages 
input and participation from stakeholders and can be a useful tool for consensus building and stakeholder 
management. A TOM will allow St Helens  to set out the new way in which the ACMS will operate, compared to the 
current individual operations and will allow clear demonstration of the changes expected as a result of the TOM and 
the impact these will have on how services are delivered. For instance, reducing demand on long term, high cost 
services, by redirecting current resources towards prevention will have implications for, among other things, the 
system’s workforce, when information is shared and used for decision making, how the system engages with 
individuals and where services are located.

Ultimately, it will highlight the issues that St Helens partners face in delivering the stated vision and objectives for the 
future of integrated health care in the locality, while articulating the change journey required to address those issues.

Operating model assessment...

…recognising we need to move

Operating model design…

…agreeing on how we want it to work

Construct and implement…

…shaping and building

Operate and review…

…living the new life

What is a 
Target 
Operating 
Model
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The ACMS 
Target 
Operating 
Model
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Currently, prevention in St Helens is the responsibility of several organisations and services, including but 
not limited to general practice and primary care; public health; schools; health visiting; the fire service – and 
as such is not organised in a coherent way or targeted as well as it could be. There are pockets of good 
practice, for instance the push by the fire service to share data which could be used for early intervention, 
but there lacks a systematic level of strategic planning around prevention. 

Under an ACMS model, strategic planning around prevention would be essential to ensure that the 
combined power of the resources available would be best used to support individuals and their carers to 
build the skills and confidence they need to take control of their own lives. Prevention would be:

• Everybody’s responsibility. All partners have an essential role to play in tackling the wider determinants 
of health, and there will need to be shared, consistent capabilities developed across organisations that 
would allow supportive interventions to occur in a holistic way no matter where someone accesses the 
system. This might mean partnering with schools and workplaces to promote healthy eating and physical 
activity, or with the fire service to educate groups regarding fire safety.

• Data enabled. A better understanding of where to invest in prevention would improve the chance of 
specific, targeted programmes.

• Aligned to the challenges that St Helens faces. St Helens is clear in its desire to tackle health inequalities 
and the wider determinants of health. Some specific areas – falls, mental health, alcohol abuse – will 
require a joined up borough wide approach. Specifically, in terms of mental health, prevention 
programmes will need to ensure that those with mental health needs are having their physical 
preventative needs met. 

• Behaviour focused. In St Helens we know that there are people facing health inequalities, and we know 
that it can be challenging to support them to make healthier choices. Accepting this, prevention 
interventions need to start young, by working collaboratively with schools in targeted areas, and focus on 
small changes to healthy behaviours and choices.
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Prevention 
and early 
intervention

Evidence summary
• Home adaptations can pay for 

themselves in 12 months and 
produces savings to social care 
budgets, ranging from £25,000 
to £80,000 per year.

• A council identified £500,000 of 
savings in supporting people 
programmes, whereby people in 
sheltered housing were getting 
excessive support. 

• Interventions in the Partnership 
for Older People Programme 
(POPP) produced an average of 
around £1.20 saving in 
emergency bed days for every £1 
spent on prevention.

• Social prescribing has saved 
Newcastle West CCG an 
estimated £2 - £7 million.

• Health promotion lead to a 15% 
increase in people feeling 
confident in identifying early 
symptoms of cancer and 11% 
increase in reported willingness 
to act on symptoms.

Key interventions 1 Targeted public health, including falls, alcohol and mental health

2 Citizen empowerment and engagement

3 Education and awareness programmes
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Prevention 
and early 
intervention: 
what does 
this mean for 
individuals?

Whole population
High risk population
Rising risk population
Low risk population

Enabling function

Cohort segmentation

Citizen empowerment and 

engagement 

Education and awareness 

programmes for children 

and adults

Ongoing public health 

programmes

Targeted public health, including 

obesity, diabetes, alcohol and 

smoking

Education and awareness 

programmes targeted at those 

who are more vulnerable

Care management (secondary 

prevention)

Falls prevention

What would this mean for Phil?

Living in St Helens, Phil is already entitled to a number of preventative services, and this doesn’t change. 

Recently, the fire service came to check on his elderly mother. As well as fitting a new fire alarm, they highlighted areas that were trip risks, and also 
offered to call the single point of access to book her in for a flu jab. He mentioned that he was trying to quit smoking while they were there and the 
fire officer suggested that he speak to his pharmacist about smoking cessation, and discussed the risks of smoking in bed. 

His daughter attends a primary school in WA9. There are a lot of attendances at A&E at the school, so St John’s ambulance have put on evening 
classes in basic first aid, and A&E doctors, pharmacists and GPs came to do an outreach talk about what sort of urgent situations they could best help 
with. Phil feels more confident about his options in a crisis. 

Prevention focusses on using a population management approach to support and direct people to improve 
their life chances, promote wellbeing by adopting healthy lifestyles and manage their own conditions while 
living independently. 
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The front door could build on the IASH service, allowing individuals to access services that can best support their 
needs, at the best possible value setting. It will integrate health and social care, and will be able to navigate and, 
ideally, schedule appointments with other services. The contact system would likely have a triage and assessment 
function, and would be able to refer those with complex needs back into the multidisciplinary teams. The front door 
system will:

• Integrate access across the system with standardised functions that are consistent across the system.

• Reduce avoidable contact. By using digital services to reduce demand through self service (appointment booking, 
information and advice) and by strengthening community support and resilience and connecting people to 
support using local networks and assets

• Reduce inappropriate referrals. A triage function using skilled staff and use of directory services to reduce repeat 
contacts. Where needs are complex, a key worker acting in a link role for the individual may provide a navigation 
function to enable timely and simple contact and interaction

• Reduce duplication. Shared record accessed and available – with the ability to build on core or minimum levels of 
information

• Reduce length of stay in hospital and delayed transfer of care. Real time capacity and demand management 
throughout the health and social care urgent and intermediate care system - which highlights available capacity 
for specific services

• Promoting wellbeing and improving self care. Skilled and trained point of contact staff that delivering 
preventative advice. Targeted outbound work with individuals that are at risk of escalation if they are not 
supported early
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Front Door 
Evidence summary
• Implementation of a 

Single Point of Access 
(SPA) in Bedfordshire 
supported end of life 
patients in making 
decisions on where they 
wanted to die. This 
resulted in up to 60% of 
patient deaths occurring 
at home instead of a 
clinical setting.

• In Brent, the SPA saw a 
16% reduction in 
inpatient activity in 
those with specified 
conditions. 

• Modality, Birmingham, 
has seen a significant 
reduction in GP time 
through use of 
technology in their 
access point (e.g. 
offering telephone and 
skype consultations).

Key intervention 4 First point of contact
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Front door: 
what does this 
mean for 
individuals?

Whole population
High risk population
Rising risk population
Low risk population

Enabling function

What would this mean for Georgie?

Georgie already has access to the IASH services ,which help her to navigate her health and social care needs. She’s found this particularly helpful as a point of 
contact, and she’s been referred there for assessment to help her with her asthma, which was poorly managed, and her mental health needs.

When she calls the contact centre now, she asks to see a GP. After a few questions from a triage professional, they agree that she has a couple of options – they 
agree that one option would be to go and see a pharmacist today as her condition is easily treatable and, they suspect, self limiting.  However, because Georgie has 
been struggling with her asthma and is concerned, the contact centre suggests a telephone or skype consultation with the GP to reassure her. They are able to 
schedule this with a GP who has availability that day. 

In addition to advising and arranging same day access options, the triage professional understands the importance of the home environment to an individuals 
wellbeing, and by having access to Georgie’s shared single record the professional can see that she rents her home from the local housing provider. The 
professional suggests, and then with Georgie’s agreement makes, a soft referral for a conversation with her neighbourhood housing officer who can check her 
home to make sure it is not contributing the exacerbation of her asthma, and if this is the case, advise on the best actions to take.   

Urgent support

Referral by second party

Self referral

Shared assessment

Appointment scheduling / referrals

Self service

Self service

Signposting (e.g. to pharmacy)

Appointment booking / referrals

Flag to case manager

Telephone / skype appointments

Telephone / skype appointments

Hear and treat

Brief intervention

Crisis referral

Risk stratification depending on 

need

Front door services provide integrated access with standardised functions that are consistent across the system, 
combining to deliver a 24/7 standardised response to manage demand and flow into the system based on 
presenting need and risk.  
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Care management is an essential part of an ACMS. By effectively managing care across settings, the intention is to 
stem some of the demand at the highest acuity parts of the system. The aim of effective care management is not in 
itself to provide care – but to improve positive, measurable outcomes by providing continuity and co-ordination for 
those who are high risk. This would work across both health and social care and community resources and have a 
strong relationship with the individual to be able to support a range of clinical and non-clinical issues.

Care management would be differentiated depending on risk, with individuals requiring support streamed into one 
of three ‘lanes’ – slow, fast and urgent - and the level of input required by the individual changing accordingly. 

Care management within the new ACMS will be:

• Proactive. In actively targeting and tracking people through effective risk stratification and planning, it is possible 
to provide more care in less acute settings. The case manager would be required to work closely with the GP and 
specialists to develop a care plan.

• Multidisciplinary. St Helens is fortunate in having a large resource of organisations who understand that health 
and care is their responsibility. Chains of communication will need to be established so that – for instance –
housing providers can be actively involved in discharge planning, or so that schools can provide flexible support if 
needed. This would need to actively include management of mental health as well as physical health. 

• Consistent. For those with complex needs, evidence suggests that having a named care manager provides 
essential continuity of care. This individual would be the primary point of contact for patient and professionals 
and bring together community resources and the wider out of hospital team to support the patient, including 
through acute episodes and discharge. 
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Active care 
management

Evidence summary
• Stand alone telephonic 

case management has 
been estimated to reduce 
admissions by 5%.

• Integrated case 
management -including 
biweekly visits, 
assessment, and help with 
developing a care plan 
reduced hospital 
admissions by 36.8% and 
bed days by 53.1% in Hong 
Kong.

• A similar scheme in Cardiff 
reduced admissions by 
11.3% and bed days by 
18%.

• Integrated COPD service in 
Salford saw 20% reduction 
in admissions and 15% in 
LoS.

• Long term MDT support 
for those at risk of 
psychiatric admission saw 
admissions fall.

Key interventions 5 Risk stratification

6 Care planning and complex case management 

7 Medicines management

8 Consultants working in the community
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Active care 
management: 
what does this 
mean for 
individuals?

Whole population
High risk population
Rising risk population
Low risk population

Enabling function

What would this mean for Bob?

When the weekly risk stratification is run at Bob’s GP practice, it is flagged that he has had a second attendance at A&E and is moved into the top 
end of the rising risk status. He is automatically assigned a care co-ordinator and receives a text message with a suggested appointment time. 

Bob’s care co-ordinator supports him to write a care plan, and sets measurable goals. It’s possible to monitor some of this through an app, but Bob is 
more comfortable doing it on paper, while others are checked at his weekly appointments. Some of these are simple lifestyle changes – for instance 
getting out of the house with the support of a local voluntary organisation and drinking enough water, and some are more clinical, such as 
measuring blood pressure. The care manager organises the fire service do a falls assessment and for the council to make some minor adjustments to 
his home.

Eventually, he becomes increasingly frail. His care co-ordinator discusses Bob at the multidisciplinary team meeting. He is referred to a specialist 
support at a partner GP practice which specialises in geriatric medicine, and hosts clinics facilitated by a community geriatrician.

Consultants working in the 

community

Risk 

stratification at 

point of referral 

to MDT for care 

management

High risk

Rising risk 

(high) 

Rising risk 

(low) 

Complex case 

management 

Ongoing care planning

Supported discharge 

planning

Disease management 

(self care; social 

prescribing; etc.)

End of life

Education programmes

Disease management 

(self care; social 

prescribing; etc.)

Disease management 

(self care; social 

prescribing; etc.)

Education programmes

Care management provides a targeted, risk based approach to managing care and support across community and 
institutional care settings, focused on proactive, multi-disciplinary management of complex and ongoing needs

Addressing the financial gapDesigning the ACMS

The approachBackgroundExecutive summaryContents

Building the ACMS

Case for change

Next steps



42

Urgent 
support 
‘lane’

Largely, A&E admissions would be reduced by the individual not reaching crisis. Prevention (e.g. falls 
programmes) and effective care management would be done with the aim of reducing contacts with the urgent 
care system. However, where people do access urgent care, it is essential that they are navigated to the most 
appropriate point in the system as quickly as possible. 

There are currently some services at the front door of A&E to support admission avoidance. These could be 
extended, to provide a single response to those with urgent care needs before they are admitted. This would:

• Have a integrated rapid response team in front of A&E - made up of trained nurses, healthcare assistants, 
rehabilitation experts and physiotherapists, and community resources would perform a triple function: 
avoiding unnecessary admissions in the first place (by being positioned at the front end of A&E), accelerating 
discharge by helping patient move into a community or home setting (and supporting intermediary care 
arrangements), and by diverting those with non-medical urgent needs away from A&E to more appropriate 
services. 

• Actively feedback to other parts of the system to avoid future contacts. Sharing information with other parts 
of the system about where interventions should be targeted (e.g. police; care homes; GP; housing)

• Use other parts of the system to support urgent support. Facilitated by the contact centre and MDTs, there 
may be more appropriate responses to crisis – e.g. care facilitated in the community by the care manager, or 
temporary/ permanent institutional care to support individuals with high levels of need. 

More analysis needs to be done to understand possible impact of GP Out Of Hours (OOH) access and Walk in 
Centre (WiC) on A&E admissions and attendance.

Evidence summary
• Data sharing between 

police and A&E in Cardiff 
saw policing strategies 
change and rates of 
violence fall significantly in 
the city.

• Salford Primary Care Trust 
and Salford City Council 
have a joint funded and 
managed rapid response 
service. It consists of a 
MDT designed to respond 
within four hours to any 
health or social care crisis. 
Projected savings for the 
service is approximately 
£3m (65% for health, 35% 
for social care). 

• Evidence suggests 
expansion of out of hours 
primary care can reduce 
waiting times in A&E.

Key interventions 9 Single reception for co-located services

10 In hospital front door streaming
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Urgent 
support 
‘lane’: what 
does this 
mean for 
individuals?

What does this mean for Cathy?

Cathy is the 28 year old mother of Dermott (age 6) and Ellie (age 3).  Cathy lives with her husband, Frank, and has been the victim of several 
incidents of domestic violence.

When she attends A&E with Dermott who has minor injuries, access to shared records indicate that Cathy and her son may be vulnerable, and she is 
taken to a private room for assessment so that she can be treated sensitively. A&E has social services co-located, and the access point at A&E is able 
to navigate Cathy towards voluntary organisations who can offer support in a number of aspects when she is ready to access it. 

Cathy’s care manager is updated on her attendance and a couple of days later gets in touch to offer cross organisational, additional support to 
prevent future admissions. In addition to coordinating direct support for Cathy, her care manager, who in an integrated system has a wider 
responsibility for the whole family, also notifies probation services of Frank’s change in behaviour towards his family so that they can quickly provide 
him with more intensive support.   

Whole population
High risk population
Rising risk population
Low risk population

Enabling function

First contact / navigation to low 

acuity settings

Support from care management 

team

Single reception for co-located 

services

Care co-ordinator in A&E 

In hospital ‘front door’ streaming 

by medical professional (nurse, 

GP, consultant)

Shared patient records

Improved A&E and WiC

performance metrics  / 

commissioning 

Data driven targeted 
interventions (specific GP 
practices; cohorts; care 
homes)

Follow up with care manager to 

identify risk and avoid future 

admissions

Pre attendance In hospital support Post attendance

Escalation 
avoided where 

possible

Urgent support focusses on providing a range of standardised services focused on managing crisis and supporting 
individuals depending on need. 
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Developing 
enabling 
functions

Identifying and designing enabling functions to support the successful design, transition and implementation of the
new operating model, including overcoming the barriers to change, is critical to realising the vision and targeted
benefits of the St Helens plan for system transformation.

Through the design workshop professionals identified a range of key barriers experienced when delivering large
scale change, and the key enablers required to achieve both the large scale system wide transformation set-out in
the People’s Plan, and the differentiated ‘future state’ operating model comprising the ACMS. The groups identified
numerous barriers and enablers - from whole system to operational – that can be categorised into six key areas:

• Information Management & Technology (IM&T)

• Governance and Leadership

• Contracting and Commissioning

• Transformation capacity and capability

• Estates

• Workforce

This section of the report captures the enabling functions key to realising the new system operating model.
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Information 
Management & 
Technology (IM&T)

Key considerations:

• Business Intelligence Strategy and Function capable of  fully developing the Outcomes Framework and 
data analytics to inform decision making across the ACMS

• Business Intelligence driven approach to whole population risk stratification and targeted preventative 
and pro-active interventions. 

• Technology enabled identification of early discharge candidates.

• Single view of an individual’s contact with the system with integrated records and care plans.

• Mobile working technology to allow staff to work flexibility and efficiently across locations.

• Use of technology and multiple channels of contact to support access and delivery of services, such as 
e-consultations.

• Data-driven understanding and insights on people’s use of the health and care system to inform 
further improvements. 

Key questions to be addressed:

• What technology will be required to facilitate mobile working?

• How will the system develop and support an integrated care record, as well as the ability to record 
actions taken in real time?

• How can the system make greater use of data and analytics and risk stratification?

• What access channels will be developed, and how will self-service be developed?

• Is there an opportunity to establish integrated reporting to constituent organisations?

A number of the IM&T enabling 
solutions will need to be cross cutting 
to support all constituent 
organisations within the ACMS (e.g. 
intelligence sharing, single shared 
record, etc.), whereas some solutions 
will be specific to some functional 
areas (e.g. first contact service 
hosted web-based self-service).

A number of these solutions either 
already exist in some form or there 
are plans for them to be developed. 
As part of the next
phase of work, an assessment of 
current capabilities against the full 
requirements will need to be carried 
out in order to fully
understand how much development 
work is required.

In order to enable the changes set out in the future model of care, information management and technology 
(IM&T) infrastructure will need to be addressed.
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Governance 
and leadership

Designing the corporate governance structures and mechanisms required to define feasibility for all 
partners, compliance and acceptability for regulators and offer a compelling and robust proposition for 
change is a priority for the system to progress and is critical to realising the required benefits.  

The work of the People’s Board 
has brought organisations 
together to develop a plan for 
sustainable health and care in St 
Helens. Significantly, the range of 
organisations that have 
committed to working together is 
bolder than many parts of the 
country.

However, this also brings 
challenge. In order for the ACMS 
to be effective in delivery, it will 
need to have clear, robust 
governance structures which 
allow implementation to happen 
at pace – particularly if the 
ambition of having a shadow 
ACMS by April 2017 is to be 
realised. 

Key considerations:

• Corporate form to be adopted for the ACMS.

• Governance and accountability arrangements.

• New contracting framework for the ACMS.

• Payment mechanisms between partners.

• Draft contracts for organisations within and subcontracted to the ACMS.

Key questions to be addressed:

• How should the governing body be constituted as well as its associated accountability arrangements?

• How resource for managing the ACMS is paid for?

• How different organisations are incentivised and held to account?

• What Investment, risk and gain sharing arrangements will be required?

• Corporate processes (risk management, financial reporting etc.)? 

• How conflicts within the system should be resolved?
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Contracting and 
Commissioning

There are a number of approaches to contract for more integrated ways of working. Further work will need 
to be done to consider and evaluate options for commissioning and contracting. 

Decisions will need to be made 
quickly about how effective 
change is commissioned and 
contracted for. 

Key Considerations:

• The governance structures and contracting mechanisms that will be required to define feasibility for 
all partners, compliance and acceptability for regulators and commissioners

• Shift towards a shared integrated commissioning function.

• Exploration of possibilities around capitation and whole population management.

• Greater focus on strategic commissioning and macro-level market management to support the 
developing needs of our local populations.

• Increased micro-commissioning through delegation of more transactional functions and personal 
budgets.

Key questions to be addressed:

• Which organisations will commission services from the ACMS?

• Will the ACMS work to a notional capitated budget – how will this be identified and how will 
performance be monitored?

• Will the ACMS compete for tenders as a collective?

• If not, how will the ACMS decide which of its constituent organisations should compete for a tender in 
situations where several may be interested?

• Will the ACMS itself issue tenders and procure services from others?
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Transformation 
capacity & 
capability

Key Considerations:

• Programme management, the development of a detailed implementation and benefits realisation 
plans.

• Programme governance, oversight and accountability arrangements

• Capacity and capability to develop the ACMS plans and implement changes at a whole system scale, 
including corporate processes e.g. (risk management, financial reporting etc.).

• Identifying and agreeing sources of transition investment funding to enable system transformation 
and realise required benefits

Key questions to be addressed:

• Have key priorities and timescales been identified? 

• Capacity to developed  a detailed delivery plan that brings together all elements in scope and focusses 
on detailing activities, timelines, key governance check-points, and interim outcomes?

• What capabilities are required to implement the plan, and have they been articulated?

• Have support requirements been identified at a high-level?

• Has a comprehensive change readiness assessment been completed?

• Sources of investment, including risk and gain sharing arrangements?

Determining the most appropriate 
approach to transition, including 
resource capacity and capability, 
investment funding and 
programme management, as well 
as the development of  detailed 
implementation and benefits 
realisation plans are critical to 
maintaining momentum and 
delivering the scale of 
transformation set out by the 
People’s Board.

Determining an approach to transition, including the capacity and capability to deliver a programme of 
change on this scale, will require significant time and resource commitment from all partners.  
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Estates and 
Workforce

There may be implications for estates, both in terms of the 
new model, but also in terms of ensuring that estate is 
used in the most efficient and effective way. There is a 
clear opportunity for the partners supporting the ACMS to 
collocate appropriate services, particularly at a 
neighbourhood level.

Key considerations:

• Collective approach to the public sector estate to 
maximise utilisation and dispose of properties no longer 
required.

• Increased co-location of health and care professionals.
• Increased co-location of a wide range of health services 

and specialisms to improve integration of care and 
support.

• Rationalisation and consolidation of estate following 
greater integration and increased use of mobile working 
and technology opportunities.

• Key questions to be addressed:
• Will the ACMS own and/or manage property?
• Will the ACMS seek to consolidate its operations on 

fewer sites?
• How will any savings arising from rationalisation be 

shared?
• What kind of facilities will be required at neighbourhood 

level?
• How will the potential demand for facilities be 

assessed/anticipated?
• Will the ACMS opt for mobile working for certain groups 

of staff?
• Where will front-door functions be based?

Sustained investment in workforce will be required in order 
to move to the new way of working. In order to achieve 
change, time and investment is needed to support staff to 
develop the required skills and to manage the change 
process.

Key considerations:

• Collaborating to make more efficient and effective use 
of permanent, temporary and agency workforce.

• Enhanced training and capability development to 
support delivery of integrated care in the community, 
including care co-ordination and key worker roles.

• Maximising the workforce development for practice 
staff and community teams.

• Planning and recruitment of more specialist roles 
delivering from out of hospital settings.

• A career development / talent management approach 
enabling care workers to enter into the care profession.

• Joint training and OD.
• Key questions to be addressed:
• Which groups of staff will be impacted by the creation 

of the ACMS?
• Will the ACMS employ staff?
• Will the ACMS have a role in the professional 

supervision of practitioners?
• Will the ACMS support the harmonisation of processes 

and procedures across its constituent organisations?
• How will the ACMS create a unified culture across its 

constituent organisations?

A full assessment of what 
the estate and workforce 
requirements have not 
been carried out at this 
stage. However, some high 
level requirements are 
starting to emerge through 
the work to define the 
ACMS organisation 
architecture.

A more detailed gathering 
of requirements for estates 
and workforce will be 
required for a full 
understanding of what is
required from estates and 
the workforce.
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Closing 
the gap

In order to establish the degree to which the interventions in the ACMS would be able to address the financial challenge in St 
Helens, work was carried out to understand the opportunities presented through benchmarking spend and activity against peers 
(further detail is included in the appendices). The ACMS interventions were designed to address these benchmarking 
opportunities. The degree to which they are met will depend on the detailed design and implementation of the interventions. The 
interventions identified to date make a significant contribution to closing the system’s affordability gap. However, a residual 
affordability challenge would remain, and in line with the system design principle focussed on achieving significant cost savings, 
additional work will be required to identify further opportunities for savings to achieve financial balance.

The system has chosen to model three different ‘do something’ scenarios to assess the impact the St Helens ACMS could achieve:

• Upper quartile scenario: If St Helens achieved upper quartile performance in all secondary care and prescribing benchmarks

• Average scenario: If St Helens achieved average or median performance in all secondary care and prescribing benchmarks 

• Best in class scenario: A theoretical, aspirational scenario shown to illustrate what St Helens could achieve if it was the best in 
class in each secondary care and prescribing area.

The following pages detail the methodology behind each scenario and the extent to which each scenario will close the St Helens 
health and social care financial gap of £97m.
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At a high level, the secondary care impacts were estimated using the following methodology:

• Baseline activity: Using SUS/SLAM*** activity data from 2015/16, these were projected forward up to FY 20/21 
using agreed acute activity growth assumptions (See Appendix 1a).

• Baseline finance: The projected activity was converted into cost using the unit tariff as a proxy for cost and 
standard NHSI inflation assumptions (See appendix 1a) to estimate the cost of each unit of activity in FY 20/21.

• Activity/length of stay impacts: Potential percentage reductions that the ACMS could achieve were found using 
benchmarking, e.g. benchmarking the number of emergency admissions per 1,000 population. St Helens was 
compared to other areas with similar demographics based on comparators selected as part of NHS Rightcare
benchmarking.

• Activity/cost reductions: The percentage reductions were applied to FY 20/21 levels of activity to calculate the 
activity reductions, these were then converted into a cost saving using the inflated unit tariff.

Other savings:

• Prescribing savings: These were taken from NHS Rightcare benchmarks at upper quartile and average levels of 
achievement.

• Social care savings: These were estimated based on savings targets for social care over the next five years. These 
will be refined further through benchmarking.

• Provider CIPs: After applying the secondary care activity impacts (see above) to each provider accordingly, the 
CIPs for each provider were calculated assuming they would achieve 2% p.a. on a recurrent basis on the 
remaining expenditure (i.e. net of activity reductions already calculated). When subtracting costs from the 
providers, it as assumed that 35% of the unit cost is fixed and can’t be removed due to overheads etc.

Investment requirements: Currently, we have estimated that 40% of each transformational savings category (i.e. 
secondary care, social care, prescribing) would be required for investment or re-provision, but could also be 
stranded costs at the provider based, though these can be adjusted.

*Investment costs modelled at 40% level.
**Social Care savings based on savings targets and will be refined further through benchmarking.
***Secondary Uses Service/Service Level Agreement Monitoring datasets which are Activity and Finance datasets for healthcare.

Financial 
impact: 
methodology
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The ‘Upper Quartile Case’ diagram below shows a remaining gap of £21m.
NOTE: Secondary Care, Prescribing and Social Care savings include an inherent assumption of an investment/ 
reprovision cost requirement at 40% of the savings achieved. Please note that this is just an assumption to 
estimate the savings after a level of investment across the area.

Area Notes

1 STF Funding (Indicative)
£19.3m based on indicative published values for FY 20/21 (£190m for C&M) and apportioned based on St Helens allocation as a proportion of 
C&M allocations. Please see Appendix 3 for further details.

2
NHSE Spec. Comm. Gap 
Closure Assumed that the NHSE Specialised Commissioning gap will be closed by NHSE.

3
ACMS Impacts: Secondary 
Care

Upper quartile performance (See Appendix 2) for: Emergency admissions per 1,000 population, non-elective length of stay, outpatient 
appointments per 1,000 population, A&E/Walk-in centre appointments per 1,000 population (through reduction in solely walk-in centre 
appointments). Elective referral performance is based on every GP hitting the upper quartile performance level for referrals per 1,000 
population.

4 ACMS Impacts: Prescribing Upper quartile performance based on NHS Rightcare benchmarks.

5 ACMS Impacts: Social Care Based on social care savings targets up to 2019/20 (provided by the council).

6 Provider CIPs
Based on 2% p.a. ‘business as usual’ on the St Helens applicable portion of each provider’s expenditure. By FY20/21, this results in a saving of 
£16.3m for STHK, £3.0m for 5BP, £3.3m for BCH. In most cases this is lower than historic CIP performance for each provider.

7 LDS/STP-wide initiatives Included St Helens proportion of Alliance LDS back-office collaboration savings.
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The ‘Average Case’ Scenario bridge diagram below shows a remaining gap of £29m, however STP-wide initiatives still 
need to be included.
NOTE: Secondary Care, Prescribing and Social Care savings include an inherent assumption of an investment/ 
reprovision cost requirement at 40% of the savings achieved. Please note that this is just an assumption to estimate 
the savings after a level of investment across the area.

Area Notes

1 STF Funding (Indicative)
£19.3m based on indicative published values for FY 20/21 (£190m for C&M) and apportioned based on St Helens allocation as a proportion of 
C&M allocations. Please see Appendix 3 for further details.

2
NHSE Spec. Comm. Gap 
Closure Assumed that the NHSE Specialised Commissioning gap will be closed by NHSE.

3
ACMS Impacts: Secondary 
Care

Median performance (See Appendix 2) for: Emergency admissions per 1,000 population, non-elective length of stay, outpatient appointments 
per 1,000 population A&E/Walk-in centre appointments per 1,000 population (through reduction in solely walk-in centre appointments). 
Elective referral performance is based on every GP hitting the median performance level for referrals per 1,000 population.

4 ACMS Impacts: Prescribing Average performance based on NHS Rightcare benchmarks.

5 ACMS Impacts: Social Care Based on social care savings targets up to 2019/20 (provided by the council).

6 Provider CIPs
Based on 2% p.a. ‘business as usual’ on the St Helens applicable portion of each provider’s expenditure. By FY20/21, this results in a saving of 
£16.3m for STHK, £3.0m for 5BP, £3.3m for BCH. In most cases this is lower than historic CIP performance for each provider.

7 LDS/STP-wide initiatives Included St Helens proportion of Alliance LDS back-office collaboration savings.

Average case 
scenario

£101m £19m

£6m £5m £3m
£11m

£23m

£4m £29m

£0m

£20m

£40m

£60m

£80m

£100m

FY 20/21
Financial Gap

STF Funding
(Indicative) [1]

NHSE Spec.
Comm. [2]

ACMS:
Secondary

Care [3]

ACMS:
Prescribing [4]

ACMS: Social
Care [5]

Provider CIPs
(2% p.a.) [6]

LDS-wide
Initiatives [7]

Remaining
Gap (2020/21)

Closure of the FY20/21 Gap

Addressing the financial gapDesigning the ACMS

The approachBackgroundExecutive summaryContents

Building the ACMS

Case for change

Next steps



55

The theoretical ‘best in Class’ Scenario bridge diagram below shows a remaining gap of £7m, however STP-wide 
initiatives still need to be included. However, note that it is expected that many of these savings are aspirational and 
this scenario is just shown for demonstration purposes.
NOTE: Secondary Care, Prescribing and Social Care savings include an inherent assumption of an investment/ 
reprovision cost requirement at 40% of the savings achieved. Please note that this is just an assumption to estimate 
the savings after a level of investment across the area.

Area Notes

1 STF Funding (Indicative)
£19.3m based on indicative published values for FY 20/21 (£190m for C&M) and apportioned based on St Helens allocation as a 
proportion of C&M allocations. Please see Appendix 3 for further details.

2 NHSE Spec. Comm. Gap Closure Assumed that the NHSE Specialised Commissioning gap will be closed by NHSE.

3 ACMS Impacts: Secondary Care

Best in class performance (See Appendix 2) for: Emergency admissions per 1,000 population, non-elective length of stay, outpatient 
appointments per 1,000 population, A&E/Walk-in centre appointments per 1,000 population (through reduction in solely walk-in centre 
appointments). Elective referral performance is based on every GP hitting the upper quartile performance level for referrals per 1,000 
population.

4 ACMS Impacts: Prescribing Upper quartile performance based on NHS Rightcare benchmarks.

5 ACMS Impacts: Social Care Based on social care savings targets up to 2019/20 (provided by the council).

6 Provider CIPs
Based on 2% p.a. ‘business as usual’ efficiencies on the St Helens applicable portion of each provider’s expenditure. By FY20/21, this 
results in a saving of £15.6m for STHK, £3.0m for 5BP, £3.3m for BCH. In most cases this is lower than historic CIP performance for each 
provider.

7 LDS/STP-wide initiatives Included St Helens proportion of Alliance LDS back-office collaboration savings.
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This report has summarised the findings of work to accelerate the development the St Helens ACMS. During this 
latest phase, the programme has made considerable progress in a short space of time. Significant stakeholder 
engagement has taken place and strong alignment has been reached on the system design principles and core 
features and functions of the new system operating model. At the same time, the pace and nature of the work 
has raised questions which will need to be addressed during future work.

Further significant work will be required to add detail to the high level design described in this document. Though 
the People’s Board has already come a long way, and has quite rightly invested time and effort in building strong 
relationships between key partners, more work is required before the ACMS can be operationalised.

The critical path below identifies the key activities the Board will need to negotiate to turn its vision into a reality.

Developing 
the design 
and planning 
for change

The remainder of this section describes this journey in more detail and includes a high level implementation 
roadmap.

Case for 
change 

Outcomes 

Design 
Principles and 

Operating 
Model

Identify 
Interventions 

Financial 
analysis 

Planning for 
delivery 

Baseline and 
detailed 
design

Detailed 
implementation 

planning
Construct Build Test ‘Go live’
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The People’s Board is committed to establishing the governance arrangements for the ACMS by April 2017. 
Between this point and the anticipated go live date (April 2018), there will be a number of key work streams that 
will need to be delivered in carefully planned and managed stages to minimise the risk of delay and support 
maximum benefits realisation. This will need to be delivered in conjunction with, and aligned to existing significant 
programmes of work such as the new Out of Hospital services mobilisation in April 2017.

The People’s Board has previously agreed that transitioning as many key services into the ACMS as early as 
possible would be a core enabler to achieving the greatest possible level of benefit from enhanced integration and 
collaboration. While early integration is a key enabler to realising maximum benefit from system wide redesign, 
Board members recognise there are a number of contractual, regulatory, and financial considerations which would 
require further review before a final decision can be made on transitioning services into the ACMS.  

The 
transformation 
journey

Services should be included as part of ACMS on 
Day 1

Service not included on Day 1, but maybe suitable 
for a later date

Service should not be included now 
or in the future

Adult Social Services

Children’s Social Services (excluding Youth Justice)

Public Health

Community health services

Adult Care Services (excluding maternity)

Primary Care

Mental Health Services

Community Safety Services

Community fire safety

Mental health street triage

Victim support services

Probation services

Ambulance

Additional LA Commissioned Services

Leisure/Libraries – subject to internal transformation 
review

Housing 
Schools – including post-16 provision
Services for youth 

Adult care services
Maternity

Primary care
Optometry – specialised
Dental - commissioning

Community Safety Services
Emergency response – early intervention saving 
lives. Code red calls. Links with ambulance 
service

Children’s Social Services
Youth Justice

Community Safety Services

Community fire protection

Road safety
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Implementation roadmap
Quarter 4 (2016) Quarter 1 (2017) Quarter 2 (2017) Quarter 3 (2017) Quarter 4 (2017) Quarter 1 (2018) Quarter 2 (2018) To 2021 
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Detailed finance and 
activity modelling

Baselining across all 
enabler functions

Technology

Estates

Workforce

Design enabler functions

Define Board accountability 
and other corporate 

arrangements

Develop risk and benefit sharing arrangements

Analyse requirements and design future contracting 
arrangements

Change readiness, 
capacity and 

capability assessment

Develop implementation and benefits realisation plan

Commence negotiation 
of new contracts

Scope operational 
outcomes framework

Prevention

First contact and referrals

Care management

Crisis response

System structure

Add depth and detail to operating model

Out of hospital and intermediate care services ‘go-live’

First contact detailed design complete

Care management detailed design complete

Crisis response detailed design complete

Prevention detailed design complete

System structure detailed design complete

Commissioning strategy and 
requirements

Review, recommend and 
decommission

Detailed need and cost mapping

Establish system governance 
arrangements

Establish PMO function

Recruitment/ secondment to governance 
and contracting support roles

A
C

M
S 

‘G
o

-l
iv

e’

Communication, public consultation and collaborative design workstream
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Next steps
Significant progress has 
been made in 
advancing the 
development of plans 
for the St Helens ACMS. 
To maintain this 
momentum and be in a 
position to put forward 
a compelling case for 
change, attention must 
rapidly turn to the next 
phase of work required. 
This will entail carrying 
out a more detailed 
assessment of the 
activities currently 
being performed by 
health and care 
workers, detailed design 
and implementation 
planning across a 
number of programme 
workstreams. 

Workstream Priority activities

1. Developing a 
detailed target 
operating model

• Baseline current activity across the system.
• Understanding the core components that will comprise the ACMS and how they will operate, including descriptions 

of future processes
• The size the ACMS will need to be and the staff groups that will comprise its workforce.
• The design of the approach to implementation (phasing and sequencing).
• Identifying where there is duplication and the scale of potential opportunities.
• Confirm the scope of services to be commissioned and provided by the the ACMS:
• Scope of budget(s)
• List of services 
• Confirming the operational and support resources being brought into the scope of the ACMS

2. Designing the 
enabler functions 

• Understanding of current enabling capabilities and opportunities to scale up.and identification of gaps in current 
arrangements.

• Potential IT solutions, costs and timescales for implementation. 
• Understanding of the future estates strategy.
• Confidence regarding the ACMS culture an a recognition that it will be one system comprised of a number of 

organisations initially.

3. Determining how 
commissioning will be 
delivered 

• Understanding of current commissioning arrangements, which elements offer value for money and opportunities 
for improvement.

• Establishment of a clear strategy for moving towards an outcomes based commissioning framework.
• Baseline of current commissioning contracts.
• Recommendations for change and analysis of potential savings

4. Financial and activity 
modelling

• Financial impact of the ACMS for the care economy refined to reflect detailed design and implementation plans
• Develop a business intelligence strategy 

5. Designing corporate 
governance structures 
and contracting 
mechanisms

• Defined structural form adopted for the ACMS.
• Governance and accountability arrangements.
• New contracting framework for the ACMS.
• Payment mechanisms between partners and providers.
• Draft contracts for organisations within and subcontracted to the ACMS

6. Programme 
management and 
implementation 
planning

• Understanding of how implementation activities will need to be phased and dependencies managed.
• View of how and when benefits will be released.
• Change readiness assessment report and transition engagement strategy.
• Detailed implementation plan. 
• Benefits realisation plan. 
• Consultation and engagement strategy 
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Appendix 1a. CCG ‘Do Nothing’ assumptions

Category FY 15/16 FY 16/17 FY 17/18 FY 18/19 FY 19/20 FY 20/21 Source/Notes

CCG Income (Inc. Primary Medical Care)
312.1 317.0 322.3 329.2 336.1 348.3

Published allocations plus any non-recurrent 
items from FY16/17-17/18 plan

Specialised Commissioning Income 47.8 51.3 53.6 55.9 58.2 60.9 Published allocations

Assumptions FY 15/16 FY 16/17 FY 17/18 FY 18/19 FY 19/20 FY 20/21 Source/Notes

Activity Growth: Acute N/A N/A N/A 2.80% 2.80% 2.80%
STP guidance (Sep. 2016), moderated upwards 
by 1% to account for recent trends in activity 
growth

Activity Growth: Mental Health N/A N/A N/A 1.90% 1.90% 2.72% STP guidance (Sep. 2016)

Activity Growth: Community N/A N/A N/A 3.40% 3.40% 4.23% STP guidance (Sep. 2016)

Net Tariff N/A N/A N/A 0.00% 0.00% 0.90% STP guidance (Sep. 2016)

Inflation 3.10% 2.30% 2.00% 2.00% 2.90% 3.10% NHSI/STP guidance (Sep. 2016)

Primary Medical Care Growth N/A N/A N/A 4.00% 3.90% 20.97%

STP guidance (Sep. 2016) (includes activity and 
cost). FY 20/21 figure based on CCG assumption 
of Primary Care Medical expenditure required 
for 7 day working.

Specialised Commissioning Growth N/A N/A N/A N/A N/A N/A
Spec. Comm expenditure taken from Alliance 
LDS STP submission

Other Growth Assumptions N/A N/A N/A Various
STP guidance (Sep. 2016) (includes separate 
assumptions for Prescribing, CHC etc.

Commissioner assumptions
CCG FY 16/17 and 17/18 financials were taken from the financial recovery plan. Spend proportions on each area of care were taken from the 
CCG financial template for FY 16/17. Each area of spend was then forecasted forward to FY 20/21 based on standard STP assumptions of 
demand growth and cost inflation in each area of care (e.g. Acute, Community).
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Appendix 1b. Provider ‘Do Nothing’ assumptions

Provider Assumptions
The affordability challenge for providers was estimated using the Alliance LDS STP submission from September 2016 – i.e. taking the 
forecast FY 2020/21 ‘do nothing’ affordability challenge and taking a proportion based on Income from St Helens CCG for FY 2015/16 as a 
proportion of total CCG income. 

For reference, St Helens CCG income as a proportion of total income has also been provided.

Organisation Category FY 2020/2021 
financials (£m)

St Helens CCG 
Income as a 

proportion of CCG 
Income 

(FY 15/16)

FY 2020/21 
financials 

applicable to St 
Helens (£m)

Source/notes

St Helens and 
Knowsley Teaching 
Hospitals NHS Trust

Income 353.1 46.5% 164.1
Contract value in £ taken from St Helens CCG planning template and 
calculated as a proportion of STHK CCG income. Baseline financials 
taken from September 2016 Alliance LDS STP submission.

Expenditure (389.6) 46.5% 181.0

Surplus/(Deficit) (36.5) 46.5% (17.0)

5 Boroughs 
Partnership NHS 
Foundation Trust

Income 147.7 19.7% 29.1
Contract value in £ taken from St Helens CCG planning template and 
calculated as a proportion of STHK CCG income. Baseline financials 
taken from September 2016 Alliance LDS STP submission.

Expenditure (158.8) 19.7% 31.3

Surplus/(Deficit) (11.1) 19.7% (2.2)

Bridgewater 
Community 
Healthcare NHS 
Foundation Trust

Income 94.1 34.0% 31.6
Contract value in £ taken from St Helens CCG planning template and 
calculated as a proportion of STHK CCG income. Baseline financials 
taken from September 2016 Alliance LDS STP submission.

Expenditure (102.0) 34.0% 34.2

Surplus/(Deficit) (7.9) 34.0% (2.6)
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Appendix 1c. Local Authority ‘Do Nothing’ Assumptions

Local Authority Assumptions
Local authority plans for Adult Social Care, Children’s Social Care and Public health were taken for FY 15/16 – FY 16/17 and forecasted 
forward based on demand growth and cost inflation assumptions provided by the Council as well as assumptions in funding changes.
Demographic growth assumptions for children, working age adults and the elderly were taken from ONS projections.

£ FY 16/17 Adult Social Care 
(Elderly)

Adult Social Care 
(Working Age)

Children’s Social Care Public Health FY 20/21

Budget/Funding 20.1 22.5 25.5 22.9 91.0

Expenditure 20.6 22.9 29.2 22.9 95.7

Surplus/(Deficit) (0.5) (0.5) (3.7) (0) (4.7)

Growth Assumptions FY 15/16 FY 16/17 FY 17/18 FY 18/19 FY 19/20 FY 20/21 Source/Notes

Changes in Core Spending Power N/A N/A -1.7% 1.8% 2.6% 2.6% Gov.uk Core Spending Power supporting info

Adult Social Care (Elderly) Funding Change N/A N/A -7.12% -6.34% -5.71% -6.39% Council

Adult Social Care (Working Age) Funding Change N/A N/A -7.12% -6.34% -5.70% -6.39% Council

Children’s Social Care Funding Change N/A N/A -0.80% -0.80% -0.80% -0.80% Council

Public Health and Wellbeing Funding Change N/A N/A -2.20% -2.50% -2.60% -2.40% Council

Demographic Growth N/A N/A 0.34% 0.34% 0.35% 0.36% ONS/Council

Demographic Growth (65+) N/A N/A 1.53% 1.59% 1.64% 1.22% ONS/Council

Demographic Growth (18-64) N/A N/A -0.01% -0.12% -0.24% -0.16% ONS/Council

Demographic Growth (0-17) N/A N/A 0.17% 0.41% 0.76% 0.94% ONS/Council

Pay Cost Inflation 1% p.a. Council

Non-Pay Cost Inflation 1% p.a., 3.5% for ASC (Elderly) Council

Pay/Non-Pay splits ASC: 25%/75%. CSC: 40%/60%, PH: 15%/85% Based on other areas.
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Appendix 1d. STF Funding Guidance
• The £19.3m STF funding estimate for St Helens is based on indicative published values for FY 20/21 (£190m for C&M) and apportioned based on 

St Helens allocation as a proportion of C&M allocations. (Source: https://www.england.nhs.uk/wp-content/uploads/2016/05/STP-indic-allocs.pdf, 
accessed in October 2016)

• Please note that this is an indicative figure, and actual STF funding will be distributed based on progress and strength of STPs. Funding decisions 
will also consider whether providers have delivered control totals in FY 16/17.

• The total STF funding allocation for Cheshire & Merseyside includes a fair share of the sustainability funding (totalling £1.8bn in FY 16/17 and 
available to providers who meet control totals and access targets - A&E four hour target performance, RTT 92% performance and Cancer 62 day 
performance), as well as primary care access and transformation funds, and other transformation funding, including technology. 70% of the 
sustainability funding available to providers is contingent on reducing deficits, with the other 30% contingent on meeting access targets (12.5% 
for RTT, 12.5% for A&E and 5% for Cancer). (Source: https://www.hsj.co.uk/download?ac=3012745, accessed in October 2016)

• The total available to STP footprints in England in FY20/21 is £3.8bn. The total available to providers in FY 16/17 (i.e. the sustainability portion of 
the ‘sustainability and transformation funding)’ is £1.8bn. Of this £1.6bn is available to providers of emergency care – this forms the ‘general’ 
element of the sustainability fund. A ‘targeted element’ of £0.2 billion will also be used to support providers to achieve overall sustainability by 
driving maximum efficiencies, 

• The funding needs to enable delivery against the health, care and funding gaps, enable financial balance and implement expectations for service 
improvements and policy requirements.

• The funding is expected to be available recurrently from FY 21/22 onwards.

• The Cheshire & Merseyside STP footprint will be the single application and approval process for being accepted onto programmes with 
transformational funding for 2017/18 onwards. Phasing of funding to FY 20/21 will be subject to the actual STP plans submitted.

• Any funding not allocated at the start of the year will be transferred to the ‘targeted’ element of the fund and be available for distribution to 
providers who are delivering the associated conditions and who can improve their bottom line financial position by more than or equal to the 
extra STF they will receive. Funding that is held back in year because conditions are not met will be held as a central reserve against budget 
pressures. (Source: https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/506565/STF_FAQ_-_9_march_FINAL.pdf, 
accessed in October 2016)

https://www.england.nhs.uk/wp-content/uploads/2016/05/STP-indic-allocs.pdf
https://www.hsj.co.uk/download?ac=3012745
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/506565/STF_FAQ_-_9_march_FINAL.pdf
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The table displays the activity reduction percentages, gross savings and net savings for each savings area for each scenario (i.e. best in class, upper 
quartile and average performance improvement) for comparison purposes:

Area of Spend % Reduction from FY 20/21 
Activity Levels

FY 20/21 Gross Saving (£ms) Investment/
Reprovision (£ms)*

FY 20/21 Net Saving 
(£ms)***

B.I.C. U.Q. Avg. B.I.C. U.Q. Avg. B.I.C. U.Q. Avg. B.I.C. U.Q. Avg.

‘Do Nothing’ Financial Gap 95.6 95.6 95.6 95.6 95.6 95.6

STF Funding (Indicative) (19.3) (19.3) (19.3) (19.3) (19.3) (19.3)

NHSE Spec. Comm. Gap Closure (6.4) (6.4) (6.4) (6.4) (6.4) (6.4)

ACMS Impacts: A&E Attendances (0%) (0%) (0%) (4.4) (3.1) (2.9) 1.7 1.2 1.2 (2.6) (1.9) (1.7)

ACMS Impacts: Non-Elective Admissions (33%) (9%) (3%) (17.4) (4.7) (1.6) 7.0 1.9 0.6 (10.4) (2.8) (0.9)

ACMS Impacts: Non-Elective Length of Stay (20%) (4%) (0%) (6.1) (1.6) (0.0) 2.4 0.6 0.0 (3.6) (0.9) (0.0)

ACMS Impacts: Elective Admissions (17%) (17%) (3%) (7.2) (7.2) (3.4) 2.9 2.9 1.4 (4.3) (4.3) (2.0)

ACMS Impacts: Outpatient Appointments (35%) (12%) (6%) (11.9) (3.4) (2.2) 4.7 1.6 0.9 (7.1) (2.3) (1.3)

ACMS Impacts: Secondary Care Total (46.8) (20.5) (10.1) 18.7 8.2 4.0 (28.1) (12.3) (6.0)

ACMS Impacts: Adult Social Care** (11.8) (11.8) (11.8) 4.7 4.7 4.7 (7.1) (7.1) (7.1)

ACMS Impacts: Children’s Social Care** (3.9) (3.9) (3.9) 1.6 1.6 1.6 (2.3) (2.3) (2.3)

ACMS Impacts: Public Health** (2.5) (2.5) (2.5) 1.0 1.0 1.0 (1.5) (1.5) (1.5)

ACMS Impacts: Social Care Total** (18.2) (18.2) (18.2) 7.3 7.3 7.3 (10.9) (10.9) (10.9)

ACMS Impacts: Primary Care Prescribing (7.7) (7.7) (4.4) 3.1 3.1 1.8 (4.6) (4.6) (2.6)

Provider CIPs (21.4) (22.4) (22.8) - - - (21.4) (22.4) (22.8)

LDS-wide initiatives (4.4) (4.4) (4.4) - - - (4.4) (4.4) (4.4)

‘Do Something’ Remaining Gap (27.6) (2.2) 11.1 29.1 18.6 13.1 (1.5) (16.4) (24.2)

*Investment costs modelled at 40% of savings achieved for transformational solution areas: Secondary Care, Social Care, Prescribing.
**Social Care savings based on savings targets and will be refined further through benchmarking.
*** Net ‘do something’ remaining gap amounts exclude the additional £4.2,m combined Police and Fire financial gap to 2020/21

Appendix 1e. 
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Appendix 2a. Benchmarking

1. Emergency admission rate
There is potential for a reduction in emergency admissions through the St Helens ACMS:
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Emergency admissions per 1,000 population

Median Upper Quartile

Benchmark level
% change required to reach 

benchmark

Median -3%

Upper Quartile -9%

Best in Class -33%

Data Source: Hospital Episode Statistics (HES), FY 2015/16.
Data Note: Emergency admissions include the following admission methods: Emergency via A&E, A&E of another provider, GP, Bed Bureau, Out-patient clinic, Mental Health Crisis 
Resolution Team, transfer from other provider, baby born at home, other means and via other emergency admission.
Peers: These peers are from NHS Rightcare benchmarks, these are the 10 most similar CCGs to St Helens, based on deprivation, health deprivation, age profile, ethnicity etc.
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Appendix 2b. Benchmarking

2a. A&E Attendance Rate (Type 1, Major A&E)
There is little potential for a reduction in emergency admissions through the St Helens ACMS when only looking at Type 1 A&E departments:

Benchmark level
% change required to reach 

benchmark

Median N/A

Upper Quartile N/A

Best in Class N/A

Data Source: Hospital Episode Statistics (HES), FY 2015/16.
Data Note: Major A&E departments in this context only include Type 1, Major A&E departments, such as that at St Helens and Knowsley NHS Trust.
Peers: These peers are from NHS Rightcare benchmarks, these are the 10 most similar CCGs to St Helens, based on deprivation, health deprivation, age profile, ethnicity etc.
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Appendix 2c. Benchmarking

2b. A&E Attendance Rate (All Department Types)
However, when including all A&E departments (including walk-in centres) in the benchmarks, the results show there is some potential for a reduction 
in urgent care attendances through the St Helens ACMS. Further work is required to understand the potential for improvement here. Although only 
3% of walk-in centre attenders are referred onto a major A&E department, the number of overall attendances is still far higher than similar areas. 
Additional analysis also shows that an increase in walk-in centre appointments for St Helens residents does not have any material reduction in A&E 
attendances.

Benchmark level
% change required to reach 

benchmark

Median -38%

Upper Quartile -40%

Best in Class -53%

Data Source: Hospital Episode Statistics (HES), FY 2015/16.
Peers: These peers are from NHS Rightcare benchmarks, these are the 10 most similar CCGs to St Helens, based on deprivation, health deprivation, age profile, ethnicity etc.
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Appendix 2d. Benchmarking

3. Length of Stay for Non-Elective Patients
There is potential for a reduction in length of stay for non-elective patients through the St Helens ACMS:

Benchmark level
% change required to reach 

benchmark

Median 0%

Upper Quartile -4%

Best in Class -20%

Data Source: Hospital Episode Statistics (HES), FY 2015/16.
Data Note: Non-elective patients include all patients that have not been admitted electively (i.e. excluding elective admission method codes 11,12 and 13)
Peers: These peers are from NHS Rightcare benchmarks, these are the 10 most similar CCGs to St Helens, based on deprivation, health deprivation, age profile, ethnicity etc.
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Appendix 2e. Benchmarking

4a. Elective referrals performance by GP
There is potential for a reduction in elective admissions through the St Helens ACMS via aligning performance across GP practices.

Data Source: Hospital Episode Statistics (HES), FY 2015/16.
Data Note: Includes elective admission method codes 11,12 and 13

Benchmark level
% Change required to reach 
benchmark (for entire CCG)

Admissions reduced in FY 
20/21 at benchmark level

Lower Quartile -3% 990

Median -8% 2,392

Upper Quartile -17% 4,955
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Appendix 2f. Benchmarking

4b. Outpatient appointment rate
There is potential for a reduction in outpatient appointments through the St Helens ACMS:

Benchmark level
% change required to reach 

benchmark

Median -6%

Upper Quartile -12%

Best in Class -35%

Data Source: Hospital Episode Statistics (HES), FY 2015/16.
Data Note: Does not include DNAs, cancellations etc. Only appointment bookings that led to an attendance have been included.
Peers: These peers are from NHS Rightcare benchmarks, these are the 10 most similar CCGs to St Helens, based on deprivation, health deprivation, age profile, ethnicity etc.
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Appendix 2g. Benchmarking

4b. Outpatients: First to Follow Up Ratios
There is potential for a reduction in outpatient appointments through the St Helens ACMS via reducing first to follow up ratios.

Benchmark level
% change required to reach 

benchmark

Median -2%

Upper Quartile -12%

Best in Class -23%

Data Source: Hospital Episode Statistics (HES), FY 2015/16.
Data Note: Does not include DNAs, cancellations etc. Only appointment bookings that led to an attendance have been included.
Peers: These peers are from NHS Rightcare benchmarks, these are the 10 most similar CCGs to St Helens, based on deprivation, health deprivation, age profile, ethnicity etc.
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Appendix 2h. Benchmarking

5. Primary Care Prescribing
Rightcare ‘Where to Look’ packs show the following savings for St Helens, when compared to similar areas.
These savings are provided using FY 15/16 data and have been inflated to FY 20/21 based on standard STP assumptions in Primary Care Prescribing 
growth (See Appendix 1a).

Primary Care Prescribing Area Upper Quartile Savings*, FY 15/16  (£000s) Average Savings*, FY 15/16 (£000s)

Cancer 143 12

Endocrine, Nutritional & Metabolic 689 115

Mental Health 900 671

Neurological 1,201 902

Circulation 539 194

Respiratory 1,563 1,037

Gastro Intestinal 275 65

Musculo Skeletal 122

Trauma and Injuries 113 36

Genito Urinary 694 517

Total 3,549 6,239

Data Source: NHS Rightcare ‘Where to Look’ packs for St Helens CCG, October 2016
*Data Note: ‘Upper Quartile’ savings in this case denote the savings when compared to the average of the five best peer CCGs, ‘Average’ savings denotes savings compared to the average of all ten peer CCGs
Peers: Rightcare benchmarks against the 10 most similar CCGs to St Helens, based on deprivation, health deprivation, age profile, ethnicity etc.
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‘Stratify' is a mapping tool, which aims to give a holistic view of a region's health economy. The maps demonstrate the spend and activity across the 
footprint, and layers in various social indicators (e.g. deprivation, life expectancy) as well as a geographical representation of the estates within the 
region. 

The tool aims to:

● Provide insight into the current health and care needs of the local population

● Help move away from the ‘one size fits all’ approach to interventions towards a ‘street by street commissioning’ model

● Identify the most at risk patients and thus decide upon the most appropriate interventions
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Benchmarking

• Utilise the benchmarking analysis
done by Rightcare in order to inform
and support conclusions about where
to target interventions

Risk stratification

• Split the population by age bands
and gender and consider the spend
and activity across each subset of
the population

• See graphical representations of
the number of long term conditions
for each gender for each age

Locality mapping

• Map the spend and activity across
the footprint and compare the
individual lower super output areas

• Ascertain an idea of the location of
the hospitals, GPs etc. within the
area and, in particular, compare the
activity and spend attributed to each
GP

• Identify outliers in order to start
targeting interventions

The diagram below outlines the 3 methods we have used to conduct our analysis upon which the conclusions in this pack have been formed.
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SUS data for inpatients, outpatients and A&E for 2015/16 was analysed in order to break down acute activity and spend across the footprint. We 

coupled this with the Rightcare benchmarking analysis in order to further inform our insights. Our high level findings  are as follows:

● Acute spend is highest in more affluent areas of the footprint

● Children’s social care activity is highest in the most deprived areas, where there are higher proportions of 0-19 year olds

● Adult’s social care activity is again most prevalent in the most deprived areas

● A&E activity and spend is highest for 0-9 and 20-29 year olds. A significant proportion of A&E attendances in these age groups resulted in 

‘nothing abnormal being detected’

● A&E conversion rates are lowest for younger ages and are lower than the national average for St Helens

● Non-elective activity peaks for 0-9 year olds, despite a lower spend

● As the number of walk-in centre (WIC) attendances increases, the number of A&E attendances also increases slightly, showing that the WIC is 

not deterring people from attending A&E
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MapsSummary of findingsMethodologyIntroduction
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Maps showing the demographics, activity and spend by LSOA and centre for 2015/16

The shading on the maps below depicts the spend, proportion of 85+ year olds and index of multiple deprivation by LSOA, 
with red indicating higher spend, a higher proportion and higher deprivation respectively. The blue crosses represent the GP 
surgeries, with the size of the shape depicting the elective spend per person on patients registered to that GP (the bigger the 
shape, the higher the spend). The maps show that:

• Acute spend is generally lower in areas with a lower proportion of 85+ year olds 

• Acute spend is generally lower in the more deprived areas

• There is a lower proportion of 85+ year olds in the more deprived areas

Acute spend per person 2015/16 Proportion of 85+ year olds Index of multiple deprivation
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Children’s Social Care

Analysis can show the number of recorded children’s social 
care cases by referral category of need in 2015 by postcode 
sector. The red areas represent a higher number of cases. It is 
evident that, irrespective of referral category of need, the 
number of children’s social care cases is concentrated in the 
same area (WA9 postcode). This corresponds to the area with 
a higher proportion of 0-19 year olds. 

Abuse or Neglect

Family Dysfunction

Family in acute stress

Proportion of 0-19 year olds
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Adult Social Care

The graphs below show the post code sectors in St Helens has dealt with adult’s social care activity (some post code sectors 
beyond the immediate locality have been excluded). The graphs are shaded to show how the activity varies across the region, 
with darker shades of red indicating the most activity. The number of assessments, contacts and reviews are shown 
respectively.

It is evident that, in each instance, the same post code sectors have the most activity. In descending order, the post code sectors 
with the highest activity are as follows:

● WA11 0 

● WA9 3

● WA9 1

● WA9 5

● WA9 4

Further on, GPs whose patients account for the highest amount of social care activity are investigated.

ReviewsAssessments Contacts
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A&E activity & spend

In order to best focus insights, our analysis is combined with Rightcare benchmarking findings. This identified a possible
opportunity to reduce the number of 0-5 year olds being brought into A&E by their parents. The graphs below support this
conclusion with A&E activity being highest for 0-9 year olds.

The A&E data shows that 9.5% of A&E attendances for 0-9 year olds resulted in nothing abnormal being detected, 10.0% were
for ENT problems, 6.7% were for head injuries, 6.0% for soft tissue inflammation and 4.7% for lacerations - it is conceivable that
these issues could largely be resolved at walk-in centres or minor injuries units.

It can also be noted that A&E activity and spend peaks for 20-29 year olds. The problems for which the proportion of 20-29
activity is noticeably larger than for all ages are soft tissue inflammation (11.1%), nothing abnormal detected (8.6%), sprains
and ligament injuries (5.4%), muscle and tendon injuries (4.0%), psychiatric conditions (1.6%) and poisoning (including
overdose, 1.2%).

A&E - activity

A&E - spend

Proportion of population in each age band
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Conversion rates

Having identified high A&E activity and spend for 0-9 year olds, the 
percentage of A&E attendances that resulted in non-elective 
admissions were analysed. The table below shows the average 
conversion rate by age band and for the total population, comparing 
St Helens to the national average. 

It is evident that:

• Conversion rates are lower for the younger age groups

• Conversion rates in St Helens are lower than the national average

The average conversion rate by GP in St Helens is 16.5% with 
Eccleston Medical Centre accounting for the lowest conversion rate 
(11.3%).

This suggests people may be turning up to A&E for matters that could 
be dealt with elsewhere (e.g. walk-in centres, GPs or personally).  This 
is particularly true of 0-9 year olds – over 66% of A&E attendances for 
0-9 year olds required no follow up treatment. 

Age 
Group 

(10-year)

National 
average 

conversion 
rate 

St Helens
conversion 

rate 
Difference

0-9 13% 9% 4%

10-19 9% 7% 2%

20-29 12% 8% 4%

30-39 14% 10% 4%

40-49 17% 12% 5%

50-59 22% 15% 7%

60-69 31% 23% 8%

70-79 43% 31% 12%

80+ 58% 45% 13%

Total 22% 16% 6%

Source: Hospital Episode Statistics (HES), FY 
2015/16.
Number of non-elective admissions filtered by 
admission method codes 21 and 2a divided by the 
number of A&E attendances.
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A&E spend - areas to focus on

The GPs accounting for the highest A&E spend per person on 0-4 year olds are Sherdley Medical Centre and Lancaster House
Medical Centre. The WA9 postcode accounts for the highest spend per person on this sub-category. This postcode also saw the
highest number of children’s social care cases.

The graphs below show the A&E spend per person for 0-4 year olds by GP and postcode.
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Inpatient elective vs. inpatient non-elective

0-9 year olds account for 15.8% of inpatient non-elective activity (second highest age group) but only 6.8% of total
spend. This could suggest that parents are bringing their children into hospital for minor problems that could be
avoided. Inpatient elective activity for 0-9 year olds is a lot lower, however, suggesting parents may not be accessing
services.

By comparing the proportion of the population in each age band, it is possible to see that 4.2% of the population (80+
year olds) account for 27.2% of non-elective spend but only 8.5% of elective spend, suggesting that spend for this age
group is reactive as opposed to preventative. The specialties for which non-elective spend for 80+ year olds is highest
are A&E, trauma & orthopaedics, cardiology, stroke and respiratory medicine.

Inpatient non-elective activity

Inpatient non-elective spend

Inpatient elective activity

Inpatient elective spend
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Emergency admissions spend - gastroenterology

After looking at the Rightcare analysis, attention was turned to the areas identified to focus on in more detail.

Analysis identified potential to target emergency admissions for gastro intestinal problems. Using this data, the GP surgery
with the highest spend per person on gastroenterology, paediatric gastroenterology and upper gastrointestinal surgery is
Phoenix Medical Centre, which accounts for 3.4% of the total spend on these issues in St Helens. 85+ year olds account for
13.8% of the spend on gastroenterology (see graph below on left for breakdown of spend by age group).

The WA11 postcode accounts for the highest spend per person for gastro problems.

30-34 year olds

60-64 year olds

85+ year olds

National average: £2.32

A&E

Inpatient Need indexWalk-in centres

MapsSummary of findingsMethodologyIntroduction

Areas of focusAppendix 3: Inpatients

ppt/slides/slide10.xml
ppt/slides/slide66.xml
ppt/slides/slide38.xml
ppt/slides/slide6.xml
ppt/slides/slide10.xml
ppt/slides/slide6.xml
ppt/slides/slide4.xml
ppt/slides/slide3.xml
ppt/slides/slide66.xml


90

Emergency admissions spend - cardiology

Through Rightcare analysis also indentified potential to target emergency admissions for heart disease. Using this data,
the GP surgeries with the highest spend per person on cardiology are Parkfield Surgery and Lime Grove Surgery. 80-84
year olds account for the highest spend on cardiology (see graph below on left for breakdown of spend by age group).

The WA11 postcode accounts for the highest spend per person for cardiology.

80-84 year olds

National average: £6.13
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The graph below on the left shows that as the distance between the GP and the walk-in centre increases, the average
number of walk-in centre attendances per GP decreases.

The graph on the right show that as the number of walk-in centre attendances per person increases, the number of A&E
attendances (excluding WiC attendances) per person increases, suggesting that walk-in centres aren’t fulfilling one of their
purposes of discouraging people from attending A&E.
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Analysis showed that as the average opening hours of a GP increased, the average A&E spend and number of walk-in centre
attendances decreased.

The graphs below show the correlation between GP opening hours and average A&E spend and walk-in centre attendances
for 85+ year olds.

• Despite having longer opening hours, Rainford Health Centre has the highest average A&E spend per person.

• Similarly, Sherdley Medical Centre has the highest average number of walk-in centre attendances, despite having long GP
opening hours.
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Emergency admissions spend - areas to focus on

The spend per person has been ranked by GP with 1 having the highest spend per person and 36 the lowest. Similarly,
the need index has been ranked with 1 being the highest need and 36 the lowest. The table below shows the ranks by
GP. This allows for identification of GPs that are spending more than their need index would suggest is necessary and
vice versa.

Sherdley Medical Centre is ranked 2nd highest for spend, but only has a need index rank of 31. Conversely, Hall Street
Medical Centre are ranked 21 and 18 (for 2015/16 and 2016/17 respectively) but have a need index rank of 5.

The need index has been calculated based on the 
allocation formula - a formula used to allocate 
budgets to CCG’s. The factors included in model 
are age, gender, Index of Multiple Deprivation, the 
number of new (patient) registrations, and 
rurality.
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Mill street 
medical 
centre

Eldercare Patterdale 
lodge 

medical 
centre

Four acre 
health 
centre

Lime grove 
surgery

Ormskirk 
house 

surgery

Central 
Surgery

Rainbow 
Medical 
Centre

Haydock 
Medical 
Centre

Dr James 
and 

Partners

Spinney 
Medical 
Centre

Number of 
contacts rank

1 2 3 4 5 6 7 8 9 10 -

Number of 
assessments rank

1 2 3 5 4 7 6 9 8 - 10

Number of reviews 
rank

2 1 3 4 5 7 6 9 8 10 -

Need index rank 19 1 29 24 9 7 3 25 5 - 21

16/17 acute spend 
rank

3 1 29 8 13 24 7 25 12 - 11

Deprivation of 
surrounding area

2631 857 3363 2505 2454 2336 1922 3828 2142 - 2162

Adult social care - GPs with most social care activity

Below is a table showing the GPs whose patients have the most social care cases in St Helens. It is noteworthy that all
GPs sit in areas with high deprivation and all are notably more deprived than the average index of multiple deprivation
of 7668 for the area.

5 of the mentioned GPs have acute need indices in the top 10 for St Helens and 7 of the GPs have an acute spend per
person in the top third of St Helens GPs. Thus, it seems that there is a correlation between GPs of high spend and high
need having patients requiring the most social care assistance.
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Sherdley Medical Centre

• Highest A&E spend for 0-4 year olds (£8.15 compared to average in St Helens of £5.02) (check against distance to walk-in
centre and WIC attendances)

• Highest average number of WIC attendances despite long GP opening hours and about average ratio of GPs to patients

• Children’s non elective spend per person highest in St Helens despite having a low IMD

• Total acute spend per person highest in St Helens despite average age of GP list being the second lowest

Rainford Health Centre

• Highest A&E spend per person despite long opening hours and the second highest ratio of GPs to patients.

Phoenix Medical Centre

• Highest spend per person on emergency admissions for gastroenterology, paediatric gastroenterology and upper
gastrointestinal surgery (£2.62 – national average £2.41) (n.b. 85+ year olds account for highest proportion of spend in
these areas with spend also being high amongst 30-34 year olds and 60-64 year olds, also higher for women)

Parkfield Surgery / Limegrove Surgery

• Highest spend per person on emergency admissions for cardiology (£12.87 and £11.62 respectively – national average
£6.13) (n.b. 80-84 year olds account for highest proportion of spend)

WA9

• Highest A&E spend for 0-4 year olds (£6.17 compared to average in St Helens of £5.02)

WA11

• Highest spend per person for gastro problems and cardiology

A&E

Inpatient Need indexWalk-in centres

MapsSummary of findingsMethodologyIntroduction

Areas of focusAppendix 3: Areas of focus
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Sherdley Medical Centre

• Highest A&E spend for 0-4 year olds (£8.15 compared to average in St Helens of £5.02) (check against distance to walk-in
centre and WIC attendances)

• Highest average number of WIC attendances despite long GP opening hours and above average ratio of GPs to patients

• Children’s non-elective spend per person highest in St Helens despite having a low IMD

• Total acute spend per person highest in St Helens despite average age of GP list being the second lowest

Profile:

• The spend per person and need index were ranked by GP from 1 to 36, with 1 having the highest spend per
person/highest need and 36 the lowest spend per person/lowest need. Sherdley Medical Centre is ranked 2nd highest for
spend for 2016/17 but only has a need index rank of 31, suggesting that its patients are costing more than their needs
would suggest.

• Sherdley Medical Centre is located in St Helens hospital, which could be leading to a higher number of A&E attendances
and higher non-elective spend.

Age 
band

Proportion of  total 
population (%)

Proportion of Sherdley 
Medical Centre patients (%)

Difference

0-9 11.1 13.3 +2.2

10-19 11.1 10.2 -0.9

20-29 12.3 16.3 +4.0

30-39 12.2 16.9 +4.7

40-49 15.1 15.2 +0.1

50-59 13.6 12.4 -1.2

60-69 12.2 9.2 -3

70-79 8.2 5.4 -2.8

80+ 4.2 1.1 -3.1

Social factor
Average for GPs 

in St Helens
Sherdley

Medical Centre
Higher/lower than 

average

Index of Multiple Deprivation 7668 4564 Lower (i.e. more 
deprived than average)

Ratio of women (15+) to children 1.92 1.88 Lower 

Distance from GP to walk-in centre 3.0km 1.6km Lower 

Distance from GP to nearest A&E 0km 3.2km Lower

Average number of WIC 
attendances per person

0.30 0.47 Higher

GP opening hours 44 52.5 Higher

GPs per patient 0.65 0.73 Higher

A&E

Inpatient Need indexWalk-in centres
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Rainford Health Centre

• Highest A&E spend per person despite long opening hours and the second highest ratio of GPs to patients.

Age 
band

Proportion of  total 
population (%)

Proportion of Sherdley 
Medical Centre patients (%)

Difference

0-9 11.1 8.5 +2.6

10-19 11.1 9.3 +1.8

20-29 12.3 9.3 +3.0

30-39 12.2 9.9 +2.3

40-49 15.1 13.1 +2.0

50-59 13.6 15.3 -1.7

60-69 12.2 18.3 -6.1

70-79 8.2 10.1 -1.9

80+ 4.2 6.2 -2.0

Social factor
Average for GPs in St 

Helens
Rainford 

Health Centre
Higher/lower than 

average

Index of Multiple Deprivation 7668 29131 Higher (e.g. more 
deprived than average)

Ratio of women (15+) to children 1.92 2.43 Higher

Distance from GP to walk-in centre 3.0km 6.3km Higher

Distance from GP to nearest A&E 3.2km 7.9km Higher

Average number of WIC 
attendances per person

0.30 0.24 Lower

GP opening hours 44 52.5 Higher

GPs per patient 0.65 1.02 Higher

A&E

Inpatient Need indexWalk-in centres
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Phoenix Medical Centre

• Highest spend per person on emergency admissions for gastroenterology, paediatric gastroenterology and upper
gastrointestinal surgery (£2.62 – national average £2.41) (n.b. 85+ year olds account for highest proportion of spend in
these areas with spend also being high amongst 30-34 year olds and 60-64 year olds, also higher for women)

Age 
band

Proportion of  total 
population (%)

Proportion of Sherdley 
Medical Centre patients (%)

Difference

0-9 11.1 10.1 +1.0

10-19 11.1 11.9 -0.8

20-29 12.3 12.6 -0.3

30-39 12.2 12.4 -0.2

40-49 15.1 15.2 -0.1

50-59 13.6 12.8 +0.8

60-69 12.2 12.7 -0.5

70-79 8.2 8.1 +0.1

80+ 4.2 4.1 +0.1

Social factor
Average for GPs 

in St Helens
Phoenix Medical 

Centre
Higher/lower than 

average

Index of Multiple Deprivation 7668 422 Lower (i.e. more 
deprived than average)

Ratio of women (15+) to children 1.92 1.87 Lower 

Distance from GP to walk-in centre 3.0km 0.65km Lower 

Distance from GP to nearest A&E 3.2km 2.18km Lower

Average number of WIC attendances 
per person

0.30 0.40 Higher

GP opening hours 44 52.5 Higher

GPs per patient 0.65 0.58 Lower

A&E

Inpatient Need indexWalk-in centres

MapsSummary of findingsMethodologyIntroduction
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Parkfield Surgery/
Limegrove Surgery

Parkfield Surgery / Limegrove Surgery

• Highest spend per person on emergency admissions for cardiology (£12.87 and £11.62
respectively – national average £6.13) (n.b. 80-84 year olds account for highest proportion of
spend)

Social factor

Average 
for GPs 

in St 
Helens

Parkfield
Surgery

Higher/lower 
than average

Limegrove 
surgery

Higher/lower  
than average

Index of Multiple 
Deprivation

7668 422 Lower (i.e. 
more deprived 
than average)

6735 Lower (i.e. 
more 
deprived than 
average)

Ratio of females 
to children

1.92 2.13 Higher 1.89 Lower

Distance from GP 
to walk-in centre 

3.0km 0.85km Lower 4.15km Higher

Distance from GP 
to nearest A&E

3.2km 2.35km Lower 4.16km Higher

Average number 
of WIC 
attendances per 
person

0.30 0.39 Higher 0.32 Higher

GP opening hours 44 38.5 Lower 46.25 Higher

GPs per patient 0.65 0.66 Higher 0.5 Lower

Age 
band

Proportion 
of  total 

population 
(%)

Proportion of 
Parkfield 
Surgery 

patients (%)

Difference

Proportion of 
Limegrove 

Surgery 
patients (%)

Difference

0-9 11.1 9.8 +1.3 11.5 -0.4

10-19 11.1 9.4 +1.7 10.9 +0.2

20-29 12.3 11.1 +1.2 12.8 -0.5

30-39 12.2 11.0 +1.2 11.2 +1.0

40-49 15.1 14.3 +0.8 14.3 +0.8

50-59 13.6 15.2 -1.6 13.6 0.0

60-69 12.2 14.8 -2.6 12.9 -0.7

70-79 8.2 9.5 -1.3 8.5 -0.3

80+ 4.2 4.9 -0.7 4.4 -0.2

A&E

Inpatient Need indexWalk-in centres
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Intervention 1: Targeted public health, including falls, alcohol and mental health

What is the idea / option?

Targeted public health programmes, which use multiagency resources. This could include:
• Community resources could support easily scalable fitness programmes, which would be designed to be accessible by drawing on resources such as 

churches, the rugby facilities and employers in order to target people where they already go, and to reduce any perceived stigma about involvement. 
• In addition, the programmes could be targeted by risk stratification groups and population analysis – for instance tailoring walking sessions aimed at frail 

older people in areas with high falls rates; target employers in areas with highest proportion of working age adults
• Use of partners such as Helena and the fire service to disseminate targeted public health messages or tools
• Training in brief interventions for smoking and alcohol across the system
• This could be joined up with employers, therefore making it available around working and school hours, increasing accessibility.

What system challenges does this 
address?

Questions here for Emily around mapping for focus – JSNA data
Elective admission rate – low (in short term)
Compared to peers, St Helens has high incidents of suicide, 

Which “I statements” does this 
support?

“I feel able to take control of my health and wellbeing”
“I make choices which benefit my future health”
“I take responsibility for my own health and wellbeing, helping to support the sustainability of the system.”
“I have the information and support I need in order to remain as independent as possible”

Which cohorts is this applicable to? All – would be particularly targeted around at risk groups (i.e. those at the high end of low risk / low end of rising risk)

What are the quality and financial 
outcomes of this idea?

Minimal short term financial impact for wellbeing focused initiatives; this would be a long term intervention. However, the set up costs are also low. 
Impact will vary depending on how well risk data is used – e.g. targeted smoking cessation for groups at risk; exercise and walking for those at high risk of heart 
disease.

Who would be involved?

Faith groups and the Rugby club could be valuable partners, and could decrease taboos/stigmas around certain services. 
GPs, via education and Helena, with messages to tenants and supporting the access of information such as ‘StreetLife’.
Once we have the deficit data for partner groups have a clearer idea of what resources may be available

What are the requirements/risks? Effect risk stratification. Robust data sharing / confidentiality agreements.

Initiatives impact modellingSystem architecture

MethodologyBackgroundExecutive summaryContents

Implementation Next steps

Case for change
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Intervention 2: Citizen empowerment and engagement

What is the idea / option?

More needs to be done in St Helens to promote citizen engagement, and to empower them to manage their own health, e.g.:
• Targeted public health messages promoted by Helena through their alarm systems and in managed properties (e.g. in areas with high admission, or to 

promote specific public health messages, e.g. flu vaccinations).
• Promotion of public health messages, potentially supported by behavioural economics, to shift behaviours within the population
• Promotion of “self serve” options, and enhancing the role of organisations that can support this, e.g. pharmacy, the voluntary sector, Helena
• Increased use of social prescribing as a prevention tool, and ambitious thinking about what this could mean in practice.

What system challenges does this 
address?

There is a sense in the system that there is an increasing need for people to be supported to make healthy decisions and to take responsibility for their own 
health. This is supported by the St Helens JSNA, which suggests that x% of residents smoke, and x% consume too much alcohol. Clearly, there is an opportunity 
in reducing unhealthy behaviours and so reducing the burden on the health service.

There is evidence that spending on health care rapidly increases in St Helens around retirement age. It may be that partnership with other organisations who 
also see this group as customers (fire service and voluntary sectors) would be able to provide a focus on isolation and community engagement here.

Which cohorts is this applicable to?

All, particularly and rising risk low risk

Which “I statements” does this 
support?

“I feel able to take control of my health and wellbeing”
“I feel safe and know who to turn to if I feel threatened or vulnerable”
“I know how to contribute to making the environment safer for myself and my loved ones”
“I am part of a community that works together to be a safe and pleasant place to live”
“I contribute to this community”

What are the quality and financial 
outcomes of this idea?

There is evidence to suggest that health promotion and social marketing has led to a 15% increase in people feeling confident in identifying early symptoms of 
cancer and 11% increase in reported willingness to act on symptoms. There is also evidence to suggest that social prescribing can help them feel more 
confident to manage their long-term conditions and make positive lifestyle choices.
There is good evidence to suggest that combating isolation and loneliness can impact health outcomes and has a good return on investment.

Who would need to support this?

There is potential for this to work most effectively if a broad range of partners are involved, outside of the health and social care system.

What are the requirements/risks? 

This would likely not produce short term savings, but could require some up front investment.

Initiatives impact modellingSystem architecture

MethodologyBackgroundExecutive summaryContents

Implementation Next steps

Case for change
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Intervention 3: Education and awareness programmes

What is the idea / option?

Education is crucial for supporting primary prevention. There are a range of ways in which education and awareness. 
This could take place in schools by promoting fitness and exercise (for example through the Daily Mile and healthy eating), and promoting self care and 
community safety in the home. It was suggested in the workshops that healthy eating education to focus on not just children but also families, and also the 
costs of eating healthily, obesity, diabetes and smoking. 
There is also potential for mental health promotion within schools, through schemes such as Place2Be. 

What system challenges does this 
address?

This would likely have an impact on elective admissions, but this would be a longer term benefit
There may be an impact in non-elective admissions. Analysis suggests that a disproportionate number of non elective admissions for under 5s come from 
certain areas of St Helens.  By working with schools and nurseries in these areas there may be potential to better understand the drivers of these admissions
and to tackle them at root – e.g. by working with families to educate around self care, home safety, etc. 

Which cohorts is this applicable to?
Low and rising risk children and young people

Which “I statements” does this 
support?

“I know what services are appropriate for my needs, and ma aware of how, when and where to access them”
“I feel able to take control of my health and wellbeing”
“I make choices which benefit my future health”

What are the quality and financial 
outcomes of this idea?

Potential to reduce non-elective attendances in areas of St Helens

Who would need to support this?

A particular focus could be schools, and in particular primary schools. Analysis shows that admissions are particularly high for children living in Sutton –
therefore appropriate partners in a pilot for this could be schools in this area (Eaves Primary School; Robins Lane Community Primary School; Sherdley Primary 
School; St Anne's Catholic Primary School; St Cuthbert's Catholic High School; St John Vianney Catholic Primary School; The Sutton Academy; Sutton Oak Church 
of England Primary School; and Willow Tree Primary School). 
Other partners could be Helena, the fire service and the police. 

What are the requirements/risks? 

Effect risk stratification. Robust data sharing / confidentiality agreements.
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Intervention 4: First point of contact

What is the idea / option?

• A sophisticated, data rich main point of contact, which would build on IASH to actively manage flow through the system, divert need where appropriate 
and link into services outside of the remit of the LCO, building on the work undertaken around integrated access to date.

• This would be where the majority of health and social care contacts for both adult and children’s services take place and would be designed to have the 
capabilities and functions to enable a flexible response. 

• This would be actively promoted in organisations outside the remit of the LCO (e.g. schools, police, DWP), so that where need is identified, an appropriate 
response can be provided by the point of contact

• The point of contact would need to have a range of functions. This could include (but is not limited to): delivering clinical and social care advice particularly 
around self service; triage and response using professional (social care and clinical) and well trained generalists; interface with ambulance and urgent 
response services to deliver a more flexible and appropriate response to urgent calls; shared assessment; ability to offer virtual consultations and 
treatment of self limiting and minor ailments; appointment scheduling; ability to assign proxy access where necessary

What system challenges does this 
address?

It was stated in the workshop that there was little awareness of support available for residents across organisational boundaries

Which cohorts is this applicable to? • All

Which “I statements” does this 
support?

“I know that wherever and whenever I access services in St Helens I will receive appropriate and consistent support.”
“I know what services are appropriate for my needs and am aware of how, when and where to access them”
“I do not need to repeat my story when I move between services, and I know that professionals have the information they need to provide care”
“I support my loved ones and, as a carer, I know where, when and how to get support”

What are the quality and financial 
outcomes of this idea?

There is evidence to support that a streamlined point of contact can have an impact on GP activity

Who would need to support this?
• IT infrastructure
• Shared records
• A range of organisations would need to sign up

What are the requirements/risks? 
• Further work needs to be done to understand the clinical risk and governance processes
• Design will need to avoid designing in duplication or additional demand
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Intervention 5: risk stratification

What is the idea / option?
Regular review by the care management function would need to take place to better understand its case load.
This is particularly true for identifying those on the frailty index, where a cross agency response could better identify at an early stage those who are 
becoming increasingly frail, and so intervene.

What system challenges does this 
address?

• We heard from stakeholders that targeting of the most vulnerable in St Helens is not always done as effectively as it might be, and that there could 
be better triangulation of data to understand patient needs in a holist way. 

• It was felt that there isn’t consistency in how frailty in the system is identified and monitored across parties. It was felt that there was a missed 
opportunity here in preventing decline in those who are frail.

Which cohorts is this applicable to? • Rising and high risk groups

Which “I statements” does this 
support?

“I know that services work together to tackle wider challenges which might impact my health and wellbeing”
“I receive good quality care and support delivered by well trained, motivated and compassionate people”

What are the quality and financial 
outcomes of this idea?

• There is potential for improved outcomes if more is done to proactively find and manage people before they become high risk or reach crisis point. 
• Evidence suggests that the impact of risk stratification alone would be low; but that active interventions around proactively targeting individuals 

can have a significant impact on NEL and EL admissions in the short to medium term.
• There is good evidence that by proactively targeting those at risk, crisis and escalation can be minimised

Who would be involved?

This will be enabled by a combination of:
• Better use of data, including predictive risk stratification using data from both health and social care, which would allow targeted interventions for 

early help services where people have multiple, complex needs, to avoid escalation. 
• A more systemised approach to enabling professionals to appropriately share soft intelligence about service users which would build a more 

holistic view of their health and care needs.
• A better interface with agencies outside of the scope of the LCO, including schools, police, voluntary and community organisations.
• IM&T functionality
• Effective case management and teams trained to provide brief interventions.

What are the requirements/risks? 

• Without intelligent data management there is a risk that too much data is collected and not used effectively, and that focus is lost.
• Investment would be required in developing an effective system.
• Will require an investment into individuals that are dedicated to carrying out risk stratification work (collation, analysis and insight) for the city.
• Can result in increasing costs if not well managed.
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Intervention 6: care planning and complex case management 

What is the idea / option?

• Effective care management would allow better value to be drawn from the available resources in the system. To maximise the impact for high and 
rising risk patients, assigning a care manager who would be able to plan tangible goals with the patient and draw on system resources to support 
them to achieve these goals.

• Depending on the individual, the care manager may be a nurse, social worker, pharmacy (particularly where there is complex pharmacy for the 
individual), member of the voluntary sector or a community link worker who creates specific objectives for the individual 

• A crucial step towards enabling care managers is in providing access to the right information; that is, they need to be linked back to an effective 
platform which allows them to identify a range of resources from the community and from traditional health and care services which can have a 
positive impact on health. Where the urgent care system was used, the care manager could be informed, and able to educate the individual on 
other options. At the point of admission, a care manager would be actively involved in discharge planning at the point of admission, to reduce 
length of stay and DToCs.

What system challenges does this 
address?

There is variation number of elective and non-elective admissions from GP practices, which does not always directly correspond to need index. 

Which “I statements” does this 
support?

“If I have complex needs, I have a named professional who supports me to reach my goal”
“I am involved in decisions about my care, and professionals take time to discuss my care with me”
“I work together with care professionals to plan my care and take ownership of managing my conditions”
“I do not have to repeat my story when I move between services, and I know that professionals have the information they need to provide care”

Which cohorts is this applicable to? Rising and high risk, with a differentiated offer depending on risk status

What are the quality and financial 
outcomes of this idea?

There is evidence from the USA to suggest that effective case management can reduce admissions by x%

Who would be involved?

This could be managed in primary care; but equally case managers could be based in care homes; pharmacies and other locations as more appropriate. 

What are the requirements/risks? 

There are significant workforce implications to working in this way.
IM&T would need to support working, to enable flexible, data rich support of patients and identification of resources.
Work would need to be done to understand the level of risk that care managers would be able to take on, and how clinical governance is maintained 
through the care manager relationship
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Intervention 7: medicines management

What is the idea / option?

There is scope to improve medicines management, particularly for those with complex needs resulting in polypharmacy. Good practice in this regard could 
include primary care based medication reviews and pharmacy led audits; use of decision-support tools to support best practice in prescribing by 
professionals; education and review led by community pharmacy, particularly for vulnerable or high risk patients; sharing of benchmarking data for 
clinicians on prescribing performance
NICE guidance recommends regular review of medicines for those with long term conditions, particularly for those with co-morbidities. Care managers 
could be involved to support conversations about adherence , and medicines reconciliation should be part of the discharge planning process to avoid delays

What system challenges does this 
address?

• There is scope for a reduction of £5m in primary care prescribing spend, if St Helens were to reach upper quartile in prescribing spend
• There is also a case for improving patient safety and the associated financial impact: RightCare analysis demonstrates that there is a higher rate of 

admissions for poisoning and adverse side affects than other CCGs. 
• Particular opportunity lies in prescribing in primary care associated with respiratory; neurology; and mental health

Which “I statements” does this 
support?

“I receive good quality care and support delivered by well trained, motivated and compassionate people”

Which cohorts is this applicable to? This would be particularly applicable to higher risk groups, who have multiple medications.

What are the quality and financial 
outcomes of this idea?

• There is good evidence that increased guidance and review can reduce costs of prescribing
• There is also scope to reduce drug-related emergency hospital admissions. 

Who would be involved?

Depending on the detail of the intervention:
• Pharmacy
• Workforce development
• IT

What are the requirements/risks? 
Increasing the role of pharmacists
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Intervention 8: consultants working in the community

What is the idea / option?

• By bringing more specialists within primary care teams and away from hospital, care can be provided in a way which is more cost effective and –
crucially – education and knowledge sharing becomes easier. This could involve multidisciplinary teams employing or commissioning sessions from 
specialists such as paediatricians, geriatricians, palliative care consultants in the community and increased use of link workers.

• There is scope for increasing the role and resourcing of PwSIs, particularly in geriatrics
• With a segmented population, consultants may be able to provide services for rising risk patients to avoid them progressing to develop complex 

needs.

What system challenges does this 
address?

• The cost of outpatient referrals in St Helens is high compared to peers. This intervention may have an impact in terms of supporting GPs to make 
better decisions about referrals. 

Which cohorts is this applicable to? • Rising and high risk groups, and in particular frail older people

Which “I statements” does this 
support?

“I receive good quality care and support delivered by well trained, motivated and compassionate people”
“I work together with care professionals to plan my care and take ownership of managing my conditions”
“

What are the quality and financial 
outcomes of this idea?

There is evidence to suggest that consultants working in the community can decrease elective and non elective spend

Who would be involved?
• Estates considerations; workforce.
• Effective care-coordination to ensure appropriate use.

What are the requirements/risks? 

• There is a need for investment in community provision for this initiative to work
• Recruitment of H&SC professionals aligned to specific disciplines e.g. Dementia nurses. However, recruitment could be a challenge.
• There needs to be available facilities to manage within the community.
• Need for experienced workforce.
• There is a need to manage the workforce across the acute and community so that specialists maintain skills.
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Intervention 9: Single reception for co-located services

What is the idea / option?
• Easy access to the first point of contact at the front door of A&E, in order that attendees can easily be directed to other services if they have a non-

medical urgent need, or if they have additional needs that would need to be addressed to avoid another attendance in the future
• This could be physical or virtual, and could have an assessment function

What system challenges does this 
address?

• The number of A&E attends which are caused directly or indirectly by wider determinants of health

Which cohorts is this applicable to? • Rising and high risk groups

Which “I statements” does this 
support?

“I know what services are appropriate for my needs and are aware of how, when and where to access them”
“I know that services work together to tackle wider challenges which might impact my health and wellbeing”
“I receive quick and effective support when I experience an urgent need, which can prevent me from going to hospital”

What are the quality and financial 
outcomes of this idea?

Avoid A&E admissions and future attendances where there is not a clinical need to do so, but there is a clear urgent need

Who would be involved? • First contact team; community resources; housing support

What are the requirements/risks? 
• There is a need for investment in community provision for this initiative to work
• There would be a cost associated with having this extra resource in A&E
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Intervention 10: In hospital front door streaming

What is the idea / option?
• Enhanced front door at A&E, that could incorporate a GP led urgent care service, with community services which tackle non-medical urgent needs. 
• Triage would be done by an experienced professional
• There is some provision of this in St Helens already, but it is only in hours, and it is not a wide range of services which are involved.

What system challenges does this 
address?

• Reducing admissions to A&E

Which cohorts is this applicable to? • Rising and high risk groups

Which “I statements” does this 
support?

“I know what services are appropriate for my needs and are aware of how, when and where to access them”
“I know that services work together to tackle wider challenges which might impact my health and wellbeing”
“I receive quick and effective support when I experience an urgent need, which can prevent me from going to hospital”

What are the quality and financial 
outcomes of this idea?

Reduce Type 1 A&E attends by addressing minor needs or non-medical urgent needs before they reach the front door

What are the interdependencies? • First contact team; community resources; housing support

What are the requirements/risks? 
• There is a need for investment in community provision for this initiative to work
• There would be a cost associated with having this extra resource in A&E
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