
Bay Health and Care 

Partners delivering 

Better Care Together 
Aaron Cummins 

 

Deputy CEO and Director of Finance, 

Executive Lead for BHCP ACS Finance 



Welcome to the Perfect Storm: perfect conditions for change 
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2013: 

• 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. 



Improving the health of these individuals, families and 

communities 

and  

Delivering high quality services at lower per capita cost 

 

Our approach 
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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.” 

 

 

 

Our vision 



Not for publication on the grounds that it contains information relating to work that is under development and yet to be approved February 2016 

Morecambe Bay footprint – Better Care 
Together 2017/18 
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Population 

Health 

Integrating Services 

Building a common 

platform 

Delivery and 

Accountability 

• ICC Integrated care models 

• Self care/patient activation 

• Integration of community, 

secondary and physical 

mental health 

• Next stage in developing 

accountable care 

• Single leadership team 

• Shared decision making 

• Clinical Informatics 

• Workforce 

• Improvement Hub 

• Estates 

• Finance 

• Links to STP 



The three components: 

 

1. Local communities mobilised at scale, taking the lead for their 

health and wellbeing. 

 

2. 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. 

 

3. The right ‘drivers’ - getting the ‘drivers’ right will help promote the 

right behaviours at system, team and individual level. 

 

PACS – A Population Health System 



Component one: Local communities mobilised at scale, taking the lead 

for their health and wellbeing 

 



• Supporting General Practice to provide a strong foundation for 

Integrated Care Communities; 

• Multispecialty community health and social care provision 

• New approach to place based leadership  

• Devolving place based budgets for Integrated Care Communities; 

• Many specialists will work increasingly in a community setting, 

taking overall responsibility for discrete populations  

• The role of the hospital is to support the ICCs and clinical networks, 

with people only attending hospital when it is the right thing to do. 

 

Component two: An integrated Health and Care system  



Welcome to the 12 Integrated Care 

Communities  
1. Millom 

2. Alfred Barrow 

3. Barrow Town 

4. Dalton & 

Ulverston 

5. Grange & 

Central 

6. Kendal 

7. East 

8. Carnforth 

9. Lancaster – 

area 1 

10. Lancaster – 

area 2 

11. Morecambe 

12. Garstang 



Each with tailored ICC plans 



Getting the ‘drivers’ right will help 

promote the right behaviours at system, 

team and individual level: 

• One system one budget 

• Integrated clinical information 

• Standardised processes (clinical and 

non-clinical) 

• A common approach to quality 

improvement 

Component three: The right drivers  



So how does this 

look? 



One System 
365,000 people 
Total Budget £600m 
 

3 Clinical Networks 
•  Furness Peninsula 
•  South Lakeland 
•  Lancaster & Morecambe 
 

12 Integrated Care Communities 
13,000 – 50,000 population 

An Integrated Health and Care System 



Ophthalmology:  

A Community Eye Care service for 

people with suitable eye conditions, 

to be referred to a community 

service provider 

This has reduced hospital outpatient 

and follow up activity, improved the 

patient experience and is ensuring 

that people are                           

receiving the right                        

care, at the right                             

time, in the right                         

place, with                                      

less travel. 

 

New care models – better care for our patients and population 

Advice and Guidance: 

A scheme offering GPs advice from 
hospital specialists when they would 
like a second opinion as to whether 
to refer a patient to a hospital 
specialist  

 

We have 19 specialities.  In 16/17 
year to date there have been 4634 
conversations.  

 

Of 2422 that would have been 
referred prior to                                
this scheme, 1602                
appointments were                  
prevented. 



Telehealth: 

• Linking the Millom GP practice and A&E 
in Furness General Hospital to reduce 
the “million miles a year” that Millom 
patients travel 

 

• A link between the Millom GP practice 
and Cumbria Health On-Call in Carlisle  

 

• Trialling video  outpatient appointments 
to reduce travel     

 

• A link between the                 Category 
C prison and                             Furness 
General Hospital                       allows 
prisoners to be assessed                         
before they have to leave the                
prison. 

Women`s and Children's Services 

• Projects to avoid children needing to 

stay overnight in hospital 

 

• Self-care films to help parents care for 

common conditions 

 

• Children's care pathways launched to 

improve dialogue and care for children 

between primary and secondary care 

 

• Multiple community events held across 

the area have attracted hundreds of service 

users for maternity services to tell us how 

services should be provided 

 

New care models – better care for our patients and population 



Integrated Care Communities (ICCs): 

A QLIKview dashboard to facilitate risk 
stratification so that appropriate care 
packages can help people live 
independently at home 

 

Electronic Frailty Index to enable upstream 
action to be implemented to support 
people with “moderate frailty” to reduce 
their risk of “severe frailty” 

 

Staff and families working together to 
develop care packages for children with 
complex needs to receive integrated care 
from GPs and Paediatricians, and reduce 
travel to tertiary care 

 

 

Empowering people and communities: 

Barrow in Furness projects connecting the 
NHS with the community, and the Furness 
Wellness Days 

 

Carnforth community-led initiatives e.g. 
community choir, a leg ulcer café, “run a mile”, 
“tidy town” etc. 

 

Millom “Hope and Cope” group,                                    
Diabetes group, Parkrun, health newsletter 
etc. 

 

Staff: The latest Care Quality Commission  
inspection which rated the UHMBFT as GOOD 
overall, with an overall rating of 
OUTSTANDING for caring. This is due to 
committed and talented staff who have 
changed our culture and focused on patient 
safety and quality of care 

New care models – better care for our patients and population 



  Current National Context – Activity / Demand 10yr 

Demand for services growing steadily over the last 10 years – across the board. 

 



BHCP IPR – Executive Summary 



Next steps 



The Accountable Care System is 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 financial framework 

 

BHCP will either ‘make or buy’ care for the population: “make” means providers 
within BHCP will provide care directly, as effectively and efficiently as possible 

 

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

 

Memorandum of Understanding signed between partners – May 2016;Bay Health 
and Care Partners  

 

We have been working in “shadow” form from April 2016 

 

 

 

Next steps: Accountable Care 



   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 based Services 
Mental Health 

Social Care 
(Independent Sector) 

(Third Sector) 

A single contract to 
deliver services for the  

Bay population 
 

‘Commissioning’ within BHP 
•  Understanding health needs 
•  Make or Buy strategy 
•  ‘Buying’ services incl. Independent   
    Sector and contracting for individuals 
•  Commissioning General Practice 
•  Working with local communities 

One System – One Budget 

Specialist Services 

Traditional Contracts 

‘Commissioning’ 



 

• Leadership at all three levels – system, clinical networks and ICCs: our overall leadership 
focus must be on delivering the Triple Aim. It is not to deliver any particular structural 
change although this could follow over time.  

 

• Develop clarity on how the money will flow differently 

 

• Develop a ‘common platform’: integrated clinical information, the BHCP improvement hub, a 
common workforce plan and joint training, and a shared estates strategy  

 

• Transition from organisational to system leadership  - the traditional single organisation 
regulatory approaches will try and pull us in the opposite direction. 

 

• Dovetailing with the Healthier Lancashire and South Cumbria STP 

 

• Building on successes 

 

• Learning from our own work and from other  Vanguards 

 

 

 

 

 

 

 

Continuing the journey 



Improving the health of these individuals, families and 

communities 

and  

Delivering high quality services at lower per capita cost 

 

Our journey continues 
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Thank you for 

listening 
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