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Bay Health & Care Partners:
Creating a Population Health 
System for Morecambe Bay



lA Perfect Storm
• Serious inequity in health 

outcomes across the Bay
• Significant performance, 

quality and safety issues
• Patients’ experience 

disjointed and wasteful
• Major system wide 

financial deficits
• Major workforce 

challenges in all providers
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Health and Wellbeing
Care and Quality
Funding and Efficiency

Culture, Mindsets and Behaviours
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The NHS “Gaps”



Two CCGs
Four NHS Trusts
• Morecambe Bay
• Cumbria Partnership
• Lancashire Care
• Blackpool
Two County Councils
Two GP Federations 

(47 practices, not all    
Federation members)

NW Ambulance Service

Bay Health & Care Partners
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Better Health
Improving Population Health

Better Care
Improving individual 

outcomes, quality and 
experience of care

Delivered Sustainably 
Motivated, happy staff, and 

reducing per capita cost

The Triple Aim
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Our Vision for a Population Health System

Better Health, Better Care, Delivered Sustainably
Our ambition is to see a network of communities 
around the Bay enjoying great physical, mental, 
and emotional wellbeing, supported by a health 

and care system providing care that is recognised 
as being as good as it gets.
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A population focus
A system built on trust
What is right for our patients and users is right 
for the system
Everyone’s contribution matters
One System, One Budget

Guiding principles
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Our True North metrics:

Better Health:
Increasing healthy behaviours – number of people not smoking, drinking sensibly, taking 
regular exercise, eating healthily (‘five a day’);

Better Care:
Driving out waste

Reducing time spent waiting; Reducing miles travelled;
Reducing and eliminating defects in the system

preventable deaths; unwarranted variation in clinical care; 
‘failed’ handovers between clinical teams; preventable infections;
late cancer diagnoses; readmissions

Improving Patient feedback

Delivered Sustainably:
Increasing the number of improvement ideas implemented per member of staff;
Reducing agency staff usage;
Reducing health and care costs per capita.
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“Successful redesign of health care is a community 
by community task. This is technically correct and 
it’s also morally correct, because in the end each 
local community - and only each local community -
has the knowledge and the skills to define what is 
right locally.”

Don Berwick
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How will we do this?
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Local communities mobilised at scale, taking the 
lead for their health and wellbeing

+
An integrated health and care system, that together 
takes responsibility for ensuring the delivery of all health 
and care for the local population, and works with others 
who influence the local environment and wider 
determinants of health

+
The right ‘drivers’ - getting the ‘drivers’ right will help 
promote the right behaviours at system, team and 
individual level
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Components of a Population Health System
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MILLOM

Local Communities Mobilised At Scale

CARNFORTH



May 2014
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From May 2014 to May 2016:
29% reduction in non elective bed days
23% reduction in emergency admissions
16% reduction in elective admissions
10% reduction in admissions from Care Homes 
130,000 fewer miles travelled 

,
Millom, Population of 8500: generated 22,900 
journeys out of the town every year for care, 
1 million miles of travel 

Early Successes
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Carnforth
Volunteer community health 

champions 
Lets get moving – Mile a Day 

teachers and pupils now 
challenging health staff 

Community Choir 
80 frontline staff trained in 

motivational interviewing 
Health Mela – community events 

focussing on wellbeing 
Leg ulcer café 
Use of media – youtube, radio pieces
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Support other communities  to ‘mobilise’;

Work with District Councils and other community 
groups to integrate other initiatives with 
bettercaretogether;

Role of Health and Wellbeing Boards in leading 
this part of the programme?

Next Steps
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Local communities mobilised at scale, taking the 
lead for their health and wellbeing
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An integrated health and care system, that together 
takes responsibility for ensuring the delivery of all health 
and care for the local population, and works with others 
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+
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promote the right behaviours at system, team and 
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Components of a Population Health System
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Starting with places and not organisations
12 Integrated Care Communities

Place based leadership teams
An integrated electronic clinical record
A shared budget for defined services

Three Clinical Networks
Network leadership teams
Specialist teams supporting the ICCs in their network

One System
Shared vision, purpose and objectives
Building a common platform for integration across the Bay
Single system approach to in-hospital services



Community AssetsCommunity Assets

Built around GP populations
13,000 – 50,000

NHS Community  
Providers

Pharmacy 
Dentist 

Optometry

Social Care 
Providers

Non-traditional 
Providers

GP 
Practice

GP 
Practice

Mobilised Populations improving their health and wellbeing



Single 
Improvement Hub

Single 
Improvement Hub

Integrated 
Clinical 

Information

Integrated 
Clinical 

Information

Integrated 
approach to use 

of Buildings

Integrated 
approach to use 

of Buildings

System Wide ‘Common Platform’System Wide ‘Common Platform’

GP Practices
Registered Populations 
GP Practices

Registered Populations 
Community 

Nursing
Pharmacists
Optometrists

Specialist 
Teams

Specialist 
Teams

Specialist 
Teams

Specialist 
Teams

Social Care

Non-traditional 
Providers

Therapists

Volunteers

Mental health

Carers

Single 
workforce

Single 
workforce

One System – One BudgetOne System – One Budget

Mobilised Local Populations
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Building Integrated Care Communities
- Continuity of care to be delivered by a ‘core’ team
- Deliver personal support and care, delivered by a team familiar 

with ‘context’, and the patient feels known and understood
- Wider services wrapped around the core team

Basic population unit of circa 2,500 people, cared for by 
a core team (health and care professionals)

Several basic units may make up a single practice, with 
a wider team available working with a population of 
around 10,000 (multiples of 2,500)

Next level could be at ICC (30,000), and then building 
up to network level and eventually to a system level that 
is supported by a District Hospital.  
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A new clinical model for GP and Community 
Services  - developing and testing this as we build 
our ICCs ;

Reinventing traditional hospital care – fewer 
beds, new roles for specialists, hospitals doing 
only what hospitals can do and nothing more;

Shifting resources (knowledge, people and 
money) from hospital based services to 
community and primary care services.

Next Steps
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Local communities mobilised at scale, taking the 
lead for their health and wellbeing

+
An integrated health and care system, that together 
takes responsibility for ensuring the delivery of all health 
and care for the local population, and works with others 
who influence the local environment and wider 
determinants of health

+
The right ‘drivers’ - getting the ‘drivers’ right will help 
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Components of a Population Health System



lThe right ‘drivers’
One system one budget – a single control total for the whole 
system provides a common incentive to keep people healthy 
and reduce overuse and waste; 
Integrated clinical information – the same “story” wherever 
you are in the system;
Common metrics – everyone focuses on our True North 
metrics;
Standardised processes (clinical and non-clinical) – is safer 
and reduces unwarranted variation and waste;
A common approach to quality improvement – allows 
individuals and teams to work together easily across the 
system to continuously improve the services we provide;
A single clinical community –working to the same goals and 
objectives;
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Fragmented Commissioning 
CCGs, NHSE, Local Authorities
Understanding population health needs
System leadership & planning
Defining outcomes
Setting the budget
Monitoring performance
Commissioning services

Hospital, Community, General Practice
Physical and Mental Health
Health and Social Care

Commissioning for individuals
Complex packages
Continuing Health Care
Personal health budgets

Supporting small GP providers
Working with local communities

Fragmented Provision
General Practice
Community Services
Hospital Services
Mental Health
Social Care
Independent Sector
Third Sector
Specialised Services

Multiple 
Contracts

Payment for Activity contracts
or Block Contracts
Leads to conflicting incentives

The money-go-round
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Bay Health and Care Partners

BH&CP will either ‘make or buy’ care for the population:

Make means providers within BH&CP will provide care 
directly, as effectively and efficiently as possible;

Buy means BH&CP will purchase care from other providers 
outside the partnership either where the BH&CP providers 
are unable to provide this, choose not to provide it, or where 
local people choose to go elsewhere.

A formal collaboration between organisations that will take on 
responsibility for all care for the population of 365,000 people 

across the Bay area, within a single capitated budget
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Strategic Commissioner
- Wider system planning
- Setting the budget
- Defining outcomes
- Monitoring performance
- Specialised commissioning

Bay 
Health Partners
Population Health

Providing Services
General Practice

Community Services
Hospital Services

Mental Health
Social Care

(Independent Sector)
(Third Sector)

A single capitation 
based contract to 

deliver services for the 
Bay population

‘Commissioning’ within BH&CP
• Understanding health needs
• Make or Buy strategy
• Commissioning General Practice as 

part of the Make strategy 
•‘Buying’ services incl. Independent  

Sector and contracting for individuals

One System – One Budget

Specialist Services

Traditional Contracts

‘Commissioning’
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Building a common clinical community
- Major focus of the next 12 months

Realigning Commissioning
- Redrawing CCG boundaries, linking with our STP partners

Creating an Accountable Care System
- Interim leadership arrangements at present
- Building an organisation vehicle fit for the next decade
- January 2017 partners decide whether to be on board 

immediately, in the future, or not at all?
- Jan – June 2017 due diligence etc starts
- Shadow Oct 2017, ACS go live April 2018

Next Steps
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And finally ...

Let’s remember the 4th gap ...
Culture, mindsets and behaviours.

at least 75% of our change effort needs to be 
about people and culture.



Any Questions?

hugh.reeve@cumbriaccg.nhs.uk

@hugh_reeve
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