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1.0 EXECUTIVE SUMMARY

1.1 The report outlines some of the key areas of progress associated with Bay 
Health & Care Partners (BH&CPs) joint working over the last year, 
highlighting: 

 Summary of the key outcomes and achievements at the end of the 
national  Vanguard new care models investment  programme, which 
is now been carried forward into our “business as usual” system 
change work 

 Early work we have done as a care partnership in developing  our 
population health management approach targeted at impacting on 
our population health and wellbeing status 

 Development of our ICP leadership team and supporting governance 
arrangements to support the shared decision making.

 Development of our 5 year system BH&CP Delivery Plan to ensure 
we have collective clarity on what all system partners will be seeking 
to achieve in 2018/19 and beyond and how we will do this.

2.0 LINKS TO THE HEALTH AND WELLBEING STRATEGY

2.1. The update report sets out how BH&CPs have been seeking to deliver the 
triple aim of improved outcomes, service delivery and financial 
sustainability, which align with the 5 outcomes in the Health and Wellbeing 
Strategy. The report also highlights areas of system integration 
development which support the Strategy focus on population health and 
integrating services and aligning systems.

3.0 RECOMMENDATION

3.1. The Health and Well Being Board members are asked to consider the 
information contained in this report and note the progress made.



4.0 BACKGROUND 

4.1. The Health and Wellbeing Board will be aware that Bay Health and Care 
Partners (BH&CP) have been developing and delivering arrangements for 
integrated care alongside plans to transform service models and care 
pathways for a number of years. This work continues within the framework 
set by the Better Care Together clinical strategy developed and agreed in 
2014 and aligned to the NHSE national Five Year Forward View. We are 
pursuing our aims to simplify our local health and care services, ensuring 
greater integration, consistency of care and increased value for money that 
we can achieve from the Morecambe Bay pound. The shadow ICP 
leadership team are now meeting on a regular basis to review the plans 
being developed across the system and to shape the revised governance 
arrangements.

4.2. This report provides an update on the work in four themes:

 Summary of the key outcomes and achievements at the end of the 
national  Vanguard new care models investment  programme, which is 
now been carried forward into our “business as usual” system change 
work 

 Early work we have done as a care partnership in developing  our 
population health management approach targeted at impacting on our 
population health and wellbeing status 

 Development of our ICP leadership team and supporting governance 
arrangements to support the shared decision making.

 Development of our 5 year system BH&CP Delivery Plan to ensure we 
have collective clarity on what all system partners will be seeking to 
achieve in 2018/19 and beyond and how we will do this.

5.0. OUTCOMES FROM THE VANGUARD NEW CARE MODELS 
WORK

5.1. The Health and Wellbeing Board will recall that as part of the Vanguard 
work, BH&CPs set out a triple aim for the system:

 Better Health – improving health outcomes

 Better Care – improving individual health outcomes, quality and 
experience of care 

 Delivered sustainably – motivated, happy staff and reducing our capita 
cost in line with our funding envelope.

5.2. At the official close of the BCT Vanguard programme in March 2018, the 
legacy and benefits of the many  clinical model  service changes, 
supporting enablers work and development of community focused 
integrated teams has included:

 The development of 12 place-based Integrated Care Communities 
(ICCs) working within a core operating framework aimed at delivering 
a consistent approach to care coordination, risk stratification, and 
management of long term conditions.



 Design and implementation of a frailty model approach that supports 
people to stay in their own home or normal place of residence. Key 
elements of the model include risk stratification, care planning and 
care coordination. Key to this are care co-ordinators working 
alongside place based ICC teams comprising GPs, district nurses, 
therapists, social workers, mental health support etc.

 Introduction of consultant led clinics in the community in several ICCs 
for a number of clinical specialty pathways, together with joint 
consultant and nurse visits, again supported by advanced care plans 
and improvements in medicines management

 Development of intermediate care services and facilities in North 
Lancashire to improve our patient flows through the system and 
strengthen our capacity to avoid hospital admissions 

 Advice and guidance services operating across 24 specialties (one of 
the largest numbers in the UK) working to defined response protocols 
ensuring an average 2 day response time. The services are now 
available for all GP practices and include specialty nurse 
conservations advice and diagnostics 

 Establishment of an extended iMSK assessment service that is 
impacting significantly on the need for hospital outpatients  and 
streamlining episodic care pathways 

 Five specialties now providing patient initiation follow up pathways – 
rheumatology, respiratory (COPD), gynaecology, paediatrics and pain 
with a further two specialties in the pipeline – Urology and 
Gastroenterology  

 Re- design of four ophthalmology pathways to a community provision 
has seen over 6,000 previous hospital visits per year diverted to a 
community based service.

5.3. The early outcomes of this combined programme of investment and service 
re- design has been extremely encouraging. At a time of nationally 
recorded increased activity trends in hospital admissions and emergency 
department attendances, the national New Care Models Team review of all 
40 plus vanguard sites highlighted that Morecambe Bay was:

 Best performing vanguard site for emergency admissions trends, with 
a 7% reduction in real terms since 2015/16 baseline

 Second best performing site for non-elective bed days at around 4% 
reduction in real terms since 2015/16

 One of the few areas to focus on children services: the system wide 
pathway change work has seen a reduction in bed days associated 
with children inpatient admissions, reduced inpatient admissions and 
the need for hospital outpatient follow ups

5.4. The Vanguard work is continuing and being mainstreamed as ‘business as 
usual’ alongside further transformational work undertaken within the 
system. In particular, BH&CPs remain committed to ICCs as a key priority 
and have invested in their further development through continued funding 
for clinical leadership and project support alongside continued funding of 
care coordination posts. The Out of hospital service transformation 
programme will continue throughout 2018 and strengthen links between 
those leading on the development of new pathways with operational teams 



in acute, primary and community. This sits alongside integration of services 
in the Integrated Services Care Group, described later in this report.

5.5. Alongside direct care pathway and service model transformation, BH&CPs 
have also made progress in a number of ‘enablers’ to support improved 
service delivery and outcomes, including:

 Investment in the system’s IMT infrastructure and application of 
telemedicine technology through the use of Vanguard monies in the 
last 3 years. This has facilitated the enhanced exchange of patients 
information across the system to support various clinical service 
changes, such as the advice and guidance system, the development 
of place based MDTs and our wider clinical pathways work. BH&CP 
have also invested in a System wide IMT director that is leading our 
integration and development plans around the enhanced application of 
digital service technologies to support both the modernisation of our 
care system and facilitate our integrated working across the system.

 In areas of workforce, parts of our system have benefited from our 
virtual recruitment hub and co-ordinated approaches within our 
partners and other local agencies to enhance our recruitment 
capabilities. The scale of agency staff expenditure occurring across 
our Bay hospitals has reduced significantly in the last 18 months.  But 
we have still many system wide challenges to address in developing 
sustainable workforce solutions to support our new care models, new 
workforce roles and the scale of joint working across hospital and 
interface with other care services.  

6.0. DEVELOPMENT OF OUR POPULATION HEALTH 
MANAGEMENT APPROACH 

6.1. A key cornerstone of our Integrated Care Partnership work is the proposed 
development and implementation of population management approach 
across all our staff groups and integrated care communities. Our intent to 
move this forward is emphasised by:

 The appointment as part of the ICP leadership team –  of a system-
wide Clinical Director of Population Health management responsible 
for leading our programmes of work

 The development of a strategic framework as outlined in the figure 1 
below that is aimed at ensuring all our system  service change/ 
pathway  work is undertaken within a consistent population health 
management approach (developed in conjunction with Directors of 
Public Health in Cumbria and Lancashire)

 The ongoing commitment to involve local communities in leading our 
population health and wellbeing work. This building on the 3 year 
Vanguard funded engagement and communication programme we 
have undertaken throughout our communities on the issues affecting 
our population health and well being and the many community initiated 
well being activities that have emerged building on the Millom 
communities work. 



Figure 1 – Standardised Framework to implementation of Population health 
management approach 
 

6.2. BH&CPs have begun to develop a model of community connection and 
conversations around Morecambe Bay through Art of Hosting. However, in 
order for this to develop into a ‘social movement’ for health and wellbeing, 
the fledgling community of practice will need support and development from 
a range of partners to ensure that this vital asset building continues. In the 
last two years, as a national social movement in health pioneer, we have 
undertaken and learnt a number of approaches to community mobilisation 
and involvement that we intend to build upon and embed in the co-design of 
our services – that fully embraces the future role for self-care, coaching and 
use of the wider network of community assets available.

6.3. BH&CP have also begun an engagement and communications programme, 
entitled "Hard Truths-The Big Conversation”.  This programme of work is to 
start a ‘conversation’ with a number of key audiences, not least the public 
and staff, on key areas which the BH&CP leadership team believe need to 
be addressed in order to transform services and address the systems 
financial sustainability challenges. The aim of the programme is to engage 
and communicate with stakeholders and the target audiences about the 
challenges faced and potential solutions and is being supported by Health 
Watch Cumbria and Lancashire

6.4. The Population Health workstream, is currently developing a strategy and 
action plan for delivery in 2018/19 and over the next 5 years. However, the 
framework is already influencing approaches taken by workstreams in 
pathway re-design and the system has identified diabetes as one of four 
priority ‘accelerators’ with a specific focus on a population health as an 
exemplar.



7.0. ICP LEADERSHIP AND GOVERNANCE 

7.1. BH&CP continue to make progress on developing our leadership and 
governance arrangements in line with the integration direction set in the 
Five Year Forward View, recognising that interim solutions are necessary 
until such time as legislation is introduced to provide opportunities for more 
formal integration.

7.2. The main focus in Morecambe Bay has been on integrating care between 
existing organisations. To support this:

 Adult community health services for South Cumbria transferred from 
Cumbria Partnership Trust (CPFT) to University Hospitals Morecambe 
Bay Trust (UHMB) on 1st April 2018 following agreement between the 
two Trust Boards and in line with a clear process of due diligence, 
business cases etc

 UHMB and Blackpool Teaching Hospitals have agreed in principle to 
transfer adult and childrens community services for Lancashire North 
to UHMB in October 2018, subject to due diligence, business cases 
and appropriate Trust Board agreement

 BH&CP have established an Integrated Services Care Group and 
Management Board, led by a system lead who is a GP. This 
recognises that although community services have transferred to an 
acute provider this is not like previous, traditional approaches to 
‘vertical integration’ of services seen elsewhere in the Country in the 
past. Rather, it reflects the new culture necessary to delivery of the 
BCT clinical model and population health approach

 Work is ongoing between CPFT, Lancashire Care Foundation Trust 
(LCFT) and Newcastle Tyne and Wear Foundation Trust (NTW) to 
identify opportunities for collaborative working and integration of 
mental health services. This recognises issues relating to 
sustainability in Cumbria, given workforce pressures, increasing 
service demands and a need to respond to recent regulatory reports.  

7.3. Other leadership and governance developments include:

 Ongoing work to refresh the BH&CP leadership team: for example, 
there are now a number of clinical system leadership roles: Clinical 
Director for Population Health; clinical Director ICCs and Primary 
Care; Clinical Director Integrated Services. The two GP Federations 
and the LMC have also been in discussion to develop arrangements 
for how they can jointly represent the general practice voice more 
effectively within the system.

 Refreshing some of the meeting governance such as: refining the 
Programme Board arrangements; introducing an Implementation and 
Performance Group meeting to support delivery of the transformation 
work; introduction of a new workstream for population health; 
introduction of the Integrated Services Management Board. New 
arrangements will be recommended to the BH&CPs next Partnership 
Board meeting.



 Investment in a system-wide Programme Management Office, by 
bringing together the PMO arrangements within UHMB together with 
some of the PMO arrangements which were established to support 
Vanguard work where we have agreed ongoing funding to support 
continued transformation work. This will ensure consistency of 
approach and improved cost effectiveness.

8.0. BH&CP DELIVERY PLAN 2018/19
8.1. A major part of ICP leadership team work is to oversee the development 

and delivery of a Delivery Plan for 2018/19. This sets out both priorities for 
transforming services in the year ahead and also the expected benefits 
across our triple aim, improving outcomes, services delivery and the 
financial position for the system. Despite an improving overall financial 
position for the Bay since the 2015/16 baseline picture, the system 
continues to face a significant financial challenge which requires 
integrated work across the system to address.

8.2. The draft system Delivery Plan to date is built around five “accelerator” 
service redesign areas:
a) Implementation and roll out of integrated respiratory services; 
b) Extended implementation of the re-designed MSK  community based 

services and changes in the referral management of pain 
management conditions;

c) Proposed changes in the frailty pathways targeted at reducing hospital 
length of stays and alternative pathways to avoid admissions (linked to 
the frailty pathway designed by ICCs and currently being 
implemented);

d) Initial tranche of changes in diabetes care pathways as part of a 3-4 
year population health approach to this disease management;  

e) Redesign of specific outpatient interventions thorough the 
implementation of systems approaches to demand and activity 
management that leads to future lower levels of hospital interventions 
(out-patient follow up appointments or avoidance of the need for first 
appointments).

8.3. The key activities associated with these plans development that are  
summarised in the table below:



Service area Key activities
Respiratory Development of a Respiratory service network model 

business case the target to reduce Respiratory 
Outpatient attendance by 50%, Emergency admissions 
by 20% and Emergency bed days by 50% over two 
years.

Recruitment planning for community based staff  roles 
taking place in June.

MDTs have been held in the North Lancashire locality 
and in Barrow Town Integrated Care Community (ICC) 
since November 2017 which has recorded a 40% 
reduction in new GP referrals for period November 
2017 to April 2018.

MSK Six MSK pathways have been relaunched in 
Emergency Departments in both RLI and FGH with 
targets being achieved in the final quarter of 2017/18. 

Virtual Fracture Clinic in RLI will commence in July 
which is focusing on stable ankle and wrist fractures 
and feeing up capacity.

Extended iMSK service for South Cumbria patients is 
fully implemented by August/September. 

Pilot Direct access physiotherapy services available for 
local practices being established in Lancaster, 
Carnforth and Ulverston aim at reducing the scale of 
hospital referrals for outpatients.

A Pilot Chronic Pain MDT with Psychological and 
Physiotherapists input has been established to 
demonstrate the type and number of patients who 
would benefit from an alternative model of cares.

Impact on the future capacity and cost release required 
in the system is being undertaken 

Frailty Pathway improvement work is taking place on  the fall 
and fracture neck of femur pathway across 
Morecambe Bay to reduce average hospital  length of 
stay and release inpatient bed capacity 

Review of Care Home provision support to prevent 
admissions has commenced across the Bay.

Improving the use of intermediate care beds in South 
Cumbria Community for admission prevention.



A Bay wide PLT was held on the 18th May to 
approximately 150 GPs and practice nurses on 
promoting the proposed pathway changes and Falls 
awareness and osteoporosis information.

Impact on future secondary activity and capacity is 
taking place.

Diabetes Scoping work taking place around developing an 
overarching diabetes pathway for pre, Type 1 and 
Type 2 diabetes which will be implemented across 
Morecambe Bay. 

Short term focus on reducing prescribing costs profiles 
associated with diabetes thorough an enhanced case 
management approach and reducing current 
duplications and variations in care.

Pilot testing of a Diabetes MDT intervention within Ash 
Trees surgery practice.

Re-imagine 
Outpatients 

A package of interventions on targeted specialties to 
reduce the volume of outpatients.

This including; IRD Review, Patient Initiated Follow Up
Advice and Guidance, E-RS/Paper Switch Off 
Programme and PaperLite 

Case for Change to streamline outpatient 
administration activity to a small number of Booking 
hubs is being prepared.

9.0. RECOMMENDATION

9.1. The Health and Well Being Board members are asked to consider the 
information contained in this report and note the progress made.

Anthony Gardner
Director Planning and Performance, Morecambe Bay CCG  

19 June 2018

APPENDICES

None
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