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Executive summary 

This project has provided a retrospective, current, and future view of health and social care activity, spend and patient flows across 

the Mid Mersey area. 

Looking back over the past three years the four CCGs have been relatively consistent in their activity trends. Activity has generally 

grown in line with underlying population growth, with recent signs of this being offset by schemes put in place to manage demand. 

The spend over time illustrates a disproportionate increase in spend compared to activity, which may be explained by increasingly 

more complex case mix or coding changes. Overall the largest growth has been seen in the 65+ age group, which is also the highest 

spend area, suggesting that continued focus on the frail / elderly will be of particular benefit to the health and social care economy 

moving forwards. 

At present there is a large degree of variation between practices in terms of admission rates, attendance rates and outpatient 

performance, even after adjusting for population characteristics and weighting for healthcare need. The degree of variation increases 

the smaller the practice is, which suggests that federated general practice at scale is a factor in reducing variation and spend, which 

may also result in improved outcomes. Working up analysis alongside local knowledge suggests that practices that have a focus on 

health and wellbeing and integrated care benefit from a reduced demand for acute services. Lower admission rates were highlighted 

for particular practices where there has been a recognised long term focus on health improvement and prevention. 

Looking forward, a large proportion of commissioning intentions are interventions for the elderly and those with long term conditions – 

this is consistent with the areas seen to be growing in the retrospective analysis and provides confidence that the right areas are in 

focus. There appears to be an opportunity to reduce variation by standardising referral thresholds, admission criteria, and pathways 

for high volume conditions – this would improve the quality of care while managing demand and reducing spend. There is also 

significant opportunity to reduce variation in length of stay and deal with this demand once in hospital. 

Modelled interventions are projected to keep pace with underlying growth over the next 3 years, after which this underlying demand 

is projected to overtake the reductions in activity that these initiatives are expected to make. This suggests that a more radical 

approach to meeting the challenge will be needed – current plans could be strengthened by exploring opportunities for more 

upstream intervention in health and wellbeing, shifting the emphasis from diversion to prevention of demand. In addition, the CCGs 

could explore more radical approaches to delivery of integrated, proactive care, involving redefining the role and shape of primary, 

community and social care for the longer term, with the current plans being used to generate headroom to put the necessary 

investment into non-acute services to enable long-term change. 
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Local Context 

NHS Halton, Knowsley, St Helens and Warrington CCGs were formed 

on 1 April 2013 and are responsible, together with NHS England and 

their corresponding Councils for the commissioning of NHS services for 

a registered population of almost 700,000 people. Together, the CCGs 

have budgets of just over £910m per annum. 

The CCGs operate in a complex health environment – Community and 

Mental Health services are provided for the four organisations by two 

main Trusts (Bridgewater Community Healthcare and 5 Boroughs 

Partnership) – however, while the provision of acute secondary care is 

dominated by St Helens and Knowsley NHS Trust and Warrington and 

Halton NHSFT, there is a significant amount of competition from 

specialist NHS providers on Merseyside as well as local private 

hospitals.  

Sandwiched between the two major conurbations of Merseyside and 

Greater Manchester, access to specialist care is relatively easy and the 

two local acute Trusts provide mostly District General Services from 

three main sites and one community hospital (with some teaching 

specialties and a specialist burns unit at Whiston Hospital in St 

Helens).   

The health economy has experienced significant financial challenges in 

recent years, driven by  

• demographic growth,  

• the health needs of the population in a post-industrial environment, 

including the need to address health inequalities 

• historic funding patterns (notably relative level of underfunding for 

Warrington, recognised in the latest allocations) 

• additional costs associated with acute infrastructure (notably the PFI 

build at Whiston Hospital and the transfer of the Treatment Centre at 

Halton Hospital to NHS ownership) 

• Increasing spend on high tech and specialised services (now 

commissioned by NHS England) 

These will continue to impact on the health economy, along with new 

pressures such as the drive towards 7 day working, improving urgent 

care, extended integration of commissioning and provision with Local 

Authorities, changes to the NHS funding formula & tariff structure and 

changes to primary care contracts. 

This has contributed to a significant combined financial challenge 

across the patch, which the CCGs recognise can only be addressed by 

a fundamental shift in the shape of service delivery, with care delivered 

in the most appropriate setting to secure the best outcomes for patients 

and citizens.  

The CCGs, together with commissioning partners in NHS England and 

councils, have accepted the challenges these factors pose and are 

seeking to address fundamental questions about patient flows and care 

delivery, which could have far reaching impacts on the balance of care 

between health and social care, acute and community care and 

specialist and local care.  One illustration of this is the commitment by 

CCG and LAs to pooling of budgets thus prioritising prevention and 

early intervention and delivery of care closer to home. The implications 

of future commissioning decisions on service viability and quality are of 

critical importance and the CCGs wish to ensure that they are able to 

base their decisions on the best available evidence. 
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Purpose of Report 

The scope of the project incorporates analysis and modelling of activity and financial flows of patients from NHS Halton, 

Knowsley, St Helens and Warrington CCGs into all providers, with additional granularity in regard to flows particularly to 

St Helens and Knowsley NHS Trust, Warrington and Halton NHSFT, Bridgewater Community Healthcare Trust, and 5 

Boroughs Partnership NHSFT. 

 

The objectives of this project are to provide: 

• Retrospective analysis of healthcare activity, spend and patient flows 

• Profile of current activity, spend and patient flows 

• Forecast profile of activity, spend and patient flows over 3, 5 and 10 years 

 

This modelling and analysis aims to provide an evidence base help to answer questions such as: 

• The potential impact of strategies and plans,  

• Constraints and barriers to change,  

• Current and potential future resources and care settings, 

• The impact on commissioners in terms of affordability and on providers in terms of sustainability 
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There are three main parts to this report, after a Methodology to describe the approach and the process that we have 

followed, the report is split into he following areas: 

Retrospective analysis  

We have created a view of the historic data to allow a like-for-like comparison over the three-year period. This section analyses 

key trends and drivers of  historic change. 

Current baseline 

We have applied similar principles as to the historic analysis to profile current activity, spend and patient flows in order to 

present a picture of current activity. We provide a statement of the baseline position as well as comparisons of current activity 

levels between practices and between CCGs to understand variation in the baseline. 

Future Projections 

This section provides a projection of future activity, spend and patient flows. 

It is made up of the following elements 

• The collation and understanding of commissioning intentions and strategic plans. 

• The mapping of intentions to specific patient cohorts impacted by the change. 

• The modelling of the impacts on future activity, spend and patient flows. 

 

Following these three sections, a final section explores the Implications for Commissioners, where we offer a commentary 

on some of the key points arising from the review, which help address some of the questions CCGs are seeking to answer, and 

signpost the CCGs to what they might consider next to address remaining gaps in their knowledge. 
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Structure of Report 



Commercial in confidence  

Methodology 9 

  Key assumptions and caveats 11 

Retrospective 12 

  Key Findings 13 

  Overview 14 

  Analysis of change over time 16 

  Change over time in specialised commissioning 23 

  Changes over time in key patient cohorts 25 

  Provider trends 28 

  Social care 30 

Current 32 

  Key Findings 33 

  Statement of baseline position 34 

  Provider share 35 

  Cost per head comparisons 37 

  Practice admission rates 38 

  Sources of variation 41 

6 

Contents 

Future 43 

  Key Findings  44 

  The ‘do nothing’ scenario  45 

  Grouping and modelling of interventions 48 

  Emergency admission reductions 52 

  Early supported discharge  54 

  Reduction in A&E attendances 56 

  Outpatient follow-up Rates 57 

  Outpatients discharged at first attendance 58 

  Three, five and ten year scenarios 59 

  Impact on the provider market 65 

  Re-provision in alternative settings 66 

Implications for Commissioners 69 

Implications for Commissioners 70 

Appendices 72 

Collection of interventions and assumptions 73 



Commercial in confidence  

In addition to this report we have provided data analysis files – for further filtering of outputs (or for a CCG specific view of more 

general tables) the tableau files hold all tables produced in this document with relevant filters for further drill down of results. 

The reader application has also been included. Tab names in the file will match the titles on graphs and tables in this 

document. 
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Additional material 
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Phrase Definition 

NURHA Emergency admissions for acute conditions that should not usually require hospital  

admission (NHS Outcomes Framework indicator) 

ACS Ambulatory care-sensitive conditions 

DC Daycase activity 

EL Elective activity 

NE Non-Elective activity 

TFC Treatment Function Code 

MSC Main Specialty Code 
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Methodology 

Retrospective analysis 

•Applyi2013/14 tariffs and payment 
arrangements to all previous years. 

•Map coding classifications between 
years, for example changes in 
diagnosis coding between 11/12 and 
12/13. 

•Standardise specialty coding across 
all years using consistent rules. 

•Group specialist activity across 
previous years using the 2013/14 
prescribed services grouper. 

•Map to CCGs on the basis of 
practice codes across all years for a 
consistent view of activity. 

Current activity, spend & patient 
flows 

•Coded activity data has been 
available to early February (end of 
February for outpatient and 
emergency data), the remaining few 
weeks of 2013/14 have therefore 
been projected on the basis of 
equivalent days in January and early 
February.  

•This methodology has allowed us to 
present a picture of current activity 
using 2013/14 organisational 
structure and coding 

Collation of commissioning 
intentions 

•The collation and understanding of 
commissioning intentions and 
strategic plans. 

•The mapping of intentions to specific 
patient cohorts impacted by the 
change. 

•As would be expected, these 
intentions and plans have originated 
from a number of sources*, been 
described in different way at various 
levels of granularity and overlap in 
their intended impact. We have 
translated each into a standard 
template and mapped individual lines 
to areas and types of impact 

Forecast of activity, spend and 
patient flows 

•Modelling of the impacts of 
commissioning intentions on future 
activity, spend and patient flows. 

The key purpose of the initial high-level analysis is to differentiate between underlying growth and acuity, shifts between providers, re-provision 

of activity in alternative settings, changes to tariffs, local prices, payment mechanisms, technical coding and counting, contract penalties and 

incentives, recurrent and non-recurrent changes. 

Data has been assembled and validated for financial years 2010/11, 2011/12, 2012/13 and 2013/14 to January 2014. We have created a 

‘standardised’ view of the historic data to allow a like-for-like comparison over the three-year period. 

* Sources used are listed in Appendix 1 

Testing understanding & validation 

Our approach to this assignment has been based on full engagement to ensure that the data and modelling outputs are validated at key points in the process, 

and that assumptions are verified and scenarios co-designed. The majority of engagement has been conducted through regular steering group meetings with 

key stakeholders, with additional sessions with NHS England as well as the wider area to understand specialist activity as well as potential impacts resulting 

from the Healthier Together programme. 
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It is important to recognise some key caveats and assumptions that have been made as part of the analysis and this document in 

regard to data availability or methodological considerations. 

Data provided for community services and mental health has only been available as an overall spend figure for each CCG, either 

based on forecast outturn or current budgets. Historic data or more detailed data of the current baseline has not been available, so 

representation of historic activity or future impact on commissioning intentions on community services should be seen as illustrative. 

Acute spend figures are based on national tariff prices only, and will not include local pricing or costs for PbR excluded activity. 

Assumptions on streaming of patients to other settings have been based on high level assumptions about the impact of avoiding 

acute admissions and reducing length of stay on non-acute services. The model does not make any assumptions about the efficacy 

of current non-acute bed use and makes no assumptions about community service productivity and capacity. Further work would be 

necessary to map current flows and understand current patterns of community provision  to validate the findings. 

Social Care data has also only been available as a high level spend per year, sourced from national data returns (PSS expenditure 

and unit costs, England) . The exact nature of the impact of changing social care funding and provision on health status and demand 

for health services cannot be inferred from the modelling at this point, further work would be required to understand the full impact. 

In the modelling of future impacts of commissioning intentions, we have not assumed a reduction in daycase and elective 

admissions. This is to ensure that there is enough activity commissioned to deliver 18 weeks. It is also worth noting that baseline 

activity has been included ‘as-is’. This has not been adjusted for the impact of any over performance or explicit waiting list initiatives 

within the baseline period. 

Assumptions relating to specialised commissioning have been based on high level shifts at specialty level only as the national 

“derogation list” was not available. 

No specific assumptions have been made about the impact of public health interventions / prevention as it was not possible to derive 

clear assumptions from the information provided by Public Health England. 

11 

Methodology – Key assumptions and caveats 



Retrospective analysis 

Healthcare activity, spend and patient flows 
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Key Findings - retrospective analysis 

 

Purpose of this section 

 

 

 

 

 

 

 

 

 

 

 

The key purpose of the initial high-level analysis is to differentiate between underlying growth and acuity, shifts between 

providers, re-provision of activity in alternative settings, changes to tariffs, local prices, payment mechanisms, technical 

coding and counting, contract penalties and incentives, recurrent and non-recurrent changes. 

Data has been assembled and validated for financial years 2010/11, 2011/12, 2012/13 and 2013/14 to January 2014. We 

have created a ‘standardised’ view of the historic data to allow a like-for-like comparison over the three-year period. 

• The four CCGs have been relatively consistent in their activity trends seen over the past three years. 

• With exception of a peak in winter 2012/13, non-elective activity has grown in line with underlying population growth, 

and has been relatively flat or decelerating in recent months, it appears that population pressure has been offset by 

schemes put in place to manage demand. 

• Elective demand is growing overall but more of this is being carried out in the day case setting. 

• The majority outpatient growth over the last year has been in non-GP referred activity 

• All CCGs have seen a reduction or slowing of the upward trend in A&E attendances over the past year. 

• The largest overall non-elective cost increases in individual specialties has been seen in Respiratory Medicine and 

General Medicine. 

• The spend over time illustrates a disproportionate increase in spend compared to activity, which may be explained 

by increasingly more complex case mix, coding changes over time may have impacted on this. 

• Overall the largest growth has been seen in the 65+ age group, which is also the highest spend area, suggesting 

that this is a particular area of opportunity, and that continued focus on frail/elderly patients will be of particular 

benefit to the health economy. 

Main  Findings 
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Overview - Spend by setting 

Overall acute spend has 

increased across all care  

settings and CCGs over 

the last three years. The 

overall increase has been 

9% between 2010/11 and 

2013/14, with the largest 

increases at NHS 

Warrington CCG (12%).  

Social care spend has 

been flat at an aggregate 

level with variations 

between CCGs, 

highlighted in more detail 

in following slides.  

Data provided for 

community services and 

mental health is an overall 

spend figure for each 

CCG. Historic data has not 

been available so trends 

are not shown graphically.  

** 
** 

** ** 

** ** ** ** 
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Change over time in admitted activity 

Retrospective analysis of the relative 

change (to the start of 2010/11) in 

admitted patient activity over time 

shows that there is: 

•Overall a relatively flat to reducing 

trend in Non-Elective activity, with a 

peak in quarter 3 2012/13, likely due 

to the impact of winter in that period. 

•  A relatively flat rate in terms of 

inpatient elective activity, and a 

significant upward trend in day case 

activity, showing that elective demand 

is growing overall but more of this is 

being carried out in the day case 

setting. 

 

This pattern is consistent across all 

CCGs within Mid Mersey, with smaller 

increases in day case activity for St 

Helens CCG. 

 

 

Relative change in total activity 
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Change over time in admitted spend 

The same analysis of spend over time 

(standardised to 2013/14 tariff rules), 

illustrates an upward trend across all 

admitted patient settings. 

A possible explanation for an overall 

increasing inpatient tariff spend against the 

relatively flat rate of inpatient activity is 

increasingly more complex case mix, this 

could also be due to coding changes over 

time though it is difficult to distinguish 

between the two. 

The table below shows the 

disproportionate impact of inpatient 

admitted patient activity on spend. 

 

 

 

 

Relative change in total tariff 
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Change over time in outpatient activity 

Outpatient activity has also shown an 

overall upward trend, with a growth 

of approximately 5% per year. First 

to Follow up ratios have remained 

consistent. 

The majority of this growth over the 

last year has been in non-GP 

referred activity, and of that the 

major driver of growth has been in 

consultant referred activity, showing 

a 22% increase between 2012 and 

2013.  

These are areas where historic 

contract provisions may be expected 

to reduce activity, though this has not 

been the case. High volume areas 

where activity has increased include 

Urology, Orthopaedics, and 

Respiratory Medicine, although an 

element of the trend may also be due 

to increased recording of activity, 

with increases seen in in therapies 

and non-consultant led attendances. 

 

 

Relative change in total activity 
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Change over time in emergency activity 

Overall A&E Activity has shown annual increases of between 2% 

and 4%. NHS Knowsley CCG saw a decrease between 2010/11 

and 2011/12 before following a similar pattern to other CCGs. 

All CCGs have seen a reduction or slowing of the upward trend in 

A&E attendances over the past year. 

The majority of the growth in A&E attendances has been through 

self referrals with category 1 or 2 treatment (for example minor 

dressings, wound closure, tetanus course) , more of these 

attendances have been discharged without follow up treatment 

resulting in a decreasing conversion rate.  

Note - These figures exclude MIU and WIC activity which would 

reduce the overall conversion rate. 

 

 

  

 

 

 

 

(Note: the graphs here show a 4 quarter moving 

average to remove seasonality from the overall trend) 
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To better understand shifts in specialty level activity and cost, specialties have been re-mapped across all years based 

on a set of standard rules to minimise the impact of changes in coding practice.  

This standardisation includes: 

• Initial mapping of treatment function codes (TFC’s) to more general specialties (for example Gastroenterology initially 

mapped to general medicine) 

• Standard mapping of children’s surgery to paediatric surgical specialties (for example Paediatric ENT rather than ENT 

where age is under 18) 

• Mapping of births to Neonatology and well babies 

• Re-mapping of all treatment function codes originally mapped to general medicine based on HRGs (for example re-

mapping to gastroenterology specialty for all digestive, hepatobiliary, pancreatic system HRGs) 

19 

Change over time in specialties 
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The largest overall non-elective cost 

increases in individual specialties 

have been seen in Respiratory 

Medicine and General Medicine, with 

approximately £3 million growth in 

spend across the four CCGs between 

2011/12 and 2013/14. 

 

Breaking down activity by age, the 

major components of this growth in 

activity are seen in the older age 

bands, particularly amongst the over 

65’s. 

 

Elective inpatient growth has been 

seen primarily in the Trauma and 

Orthopaedics specialty, also driven 

by older age groups. 

 

 

Note: growth in Urology activity in the 

above may be due to re-coding not 

accounted for in re-mapping of 

specialties. 
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Change over time in non-elective specialties 

General medicine by age Respiratory medicine by age 

         Tariff Change 11/12 to 13/14                Percent Change 
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HRG level shifts in non-elective 

respiratory medicine show the largest 

increase in pneumonia, which has 

also seen the largest cost increase 

across all non-elective activity. 

 

At the other end of the scale there are 

also corresponding decreases against 

lower complexity COPD HRGs, which 

may supports the local observation 

that changes in coding practice may 

also be having an impact on shifts 

between conditions, and that this may 

not all be natural demand. We can 

only infer this theory based on the 

activity data – a case note audit for 

patients would yield more information 

on this. 
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Change over time in respiratory medicine 

 - - - - - - - - - - -  
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Overall the largest growth has been seen in the over 65 age group as seen in the general and respiratory medicine trends. 

There have also been larger increases in neonatal activity, particularly provided by St Helens and Knowsley Hospitals NHS Trust 

and Alder Hey Children’s NHS Foundation Trust, Warrington and Halton Hospitals NHS Foundation Trust does not contribute to 

this growth. On further investigation the non-elective neonatal spend is not commensurate with activity for these providers, but 

particularly for Alder Hey where a flat rate of activity has seen a 15% increase in the standardised tariff spend – this may be a 

result of changes in case mix due to the specialist status of the Trust. 
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Change over time in age groups 

Elective inpatient Non-elective inpatient 
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Historic specialist activity has been grouped to programmes of care using the 2013/14 prescribed services grouper to give a 

more standardised trend over time. The higher spend areas of Adult Neurosurgery, Cardiac Surgery and Paediatric Surgery 

are shown below with share of activity by provider – these areas have remained broadly consistent in terms of activity and 

share over the historic period, demonstrating no major shifts in provider flow.  

23 

Change over time in specialised commissioning 
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The only specialty to have seen significant change in activity patterns is vascular surgery, reflecting the reconfiguration of 

vascular services across Cheshire and Merseyside, where service delivery had been consolidated at the Countess of 

Chester Hospital and Royal Liverpool and Broadgreen Hospitals. 

24 

Change over time in specialised commissioning 

Taking a standardised view of specialist commissioning (pre-applying current classifications and disregarding organisational 

changes) the overall spend shows only small growth of approximately 4% per year over the last three years. This is not 

vastly out of line with other Acute growth. 
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We have investigated the change in activity and bed days in 

key patient cohorts – these include potentially avoidable 

emergency admissions (based on NURHA and ACS 

conditions) as well as bed days for areas where length of stay 

may be extended, including for elderly patients and those with 

a secondary diagnosis of dementia. 

 

Emergency admissions for conditions that should not usually 

require hospital admission have shown an overall increasing 

trend, essentially growing at a rate comparable with population 

growth, and being driven by increases in UTI and influenza and 

pneumonia. 

 

Bed days for the elderly (over 75s) have also shown an 

increasing trend, with some signs of a flattening trend over 

recent quarters. The largest increases have been seen in the 

90+ age group. 

 

Bed days for those with Dementia have slightly increasing 

trend overall, with the largest component of this growth driven 

by increases in St Helens and Warrington CCGs but with 

decreases in Halton CCG. 

 

 

 25 

Changes over time in key patient cohorts 
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Changes over time in key patient cohorts – dementia bed days 

This graph shows a 

moving average of bed 

days per quarter for 

patients with dementia.  

 

Halton CCG exhibit a 

negative trend in contrast 

to the growth seen in 

other CCGs and it would 

be worth investigating 

whether there has been 

any change in approach 

between CCGs in this 

area. 
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Changes over time in key patient cohorts – over 75’s non elective 

This chart shows a moving 

average of the different age bands 

over the age of 75 against 

emergency spells, bed days, and 

tariff. 

 

All show an increasing trend, but 

potential a slowing over recent 

quarters. 

 

The over 90 age group shows the 

largest increase over time with 

around 10% per annum growth in 

tariff. 

 

There is a higher overall  increase 

in tariff than activity, and a smaller 

bed day increase. This evidences 

the increased complexity and 

decreasing average length of stay 

for this cohort over time. 
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Looking at a high level trend in provider spend in admitted patient activity shows a difference between St Helens and Knowsley 

Hospitals Trust  and Warrington and Halton Hospitals Foundation Trust in terms of overall admitted patient spend. The high level trend 

illustrates an increase for St Helens and Knowsley, although a decreasing trend for Warrington and Halton. The increasing trend for St 

Helens and Knowsley is primarily driven by increases in non-elective spend, approximately 50% of this is driven by increases in activity 

and the remainder through changes in casemix or coding. 

28 

Changes over time in provider activity and spend 
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The tables here show the 

change in tariff spend at St 

Helens and Knowsley NHS 

Trust and Warrington and 

Halton NHS Foundation Trust, 

split by feeding CCG.  

At St Helens and Knowsley, 

both elective and non-elective  

spend has risen across all 

CCGs. 

Warrington and Halton NHS 

Foundation Trust has generally 

shown reductions in non 

elective spend, with a small 

increase for Warrington CCG. 

Elective spend at this provider 

has increased for both  Halton 

and Warrington CCGs, with a 

small reduction in spend for 

Knowsley and St Helens. 

29 

Changes over time in provider activity and spend 
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Changes over time in social care spend 

Social Care Spend by setting 

Social Care Spend by setting 

Overall total spend on assessments, direct 

payments, day, home, nursing and residential 

care has remained consistent between 2010/11 

and 2012/13, though there are significant 

variations between modes of care and within each 

area. Spend on assessments and day care have 

reduced overall, with increases in direct 

payments, home and nursing care. The downward 

trend in assessments is interesting and warrants 

further investigation into the cause in order to 

understand whether this impacts elsewhere in the 

system.   
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Changes over time in social care spend 

Looking at social care spend by area  generally 

shows a decreasing or flat spend, with trends in 

line with the general policy towards increases in 

home based and reductions in institutional care. 

Conversely, Halton shows an increase in home, 

residential care, as well as nursing care, although 

spends a proportionally lower amount on nursing 

care than the other boroughs.  

Knowsley spends a relatively high proportion on 

home care, but still has higher numbers of 

permanent admissions to permanent residential 

care than peer, region and national average 

(source: Adult Social Care Outcome Framework 

2012/13). 

 

 

 

 

 

 



Current baseline 

Profile of current activity, spend and patient flows 

32 
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Key Findings - current activity, spend and patient flows 

 

Purpose of this section 

 

 

 

 

 

 

 

 

 

 

 

We have applied similar principles as to the historic analysis to 2013/14 activity to date to profile current activity, spend 

and patient flows in order to present a picture of current activity using 2013/14 organisational structure and coding. We 

provide a statement of the baseline position as well as comparisons of current activity levels between practices and 

between CCGs to understand variation in the baseline. 

• There is a large scale of variation between practices in terms of admission rates, attendance rates and outpatient 

performance, even after adjusting for populations an weighting for healthcare need. 

• The degree of variation increases the smaller the practice is, which suggests that federated general practice at scale 

is a factor in reducing variation and spend, which may also result in improved outcomes. 

• There is a similar level of overall acute spend per head between the CCGs, combined with larger variation in non-

acute spend per head, this may indicate that the level of acute activity is either true patient demand (i.e. there is a 

level of acute activity that goes into hospital regardless of what is commissioned elsewhere) or that this is led by the 

providers capacity to accommodate demand (supply led demand). 

• With some exceptions the patient flow from practice to provider follows a natural pattern, with limited opportunity for 

repatriation from Liverpool or Manchester. 

• Working up analysis alongside local knowledge suggests that practices that have a focus on health and wellbeing 

and integrated care benefit from a reduced demand for acute services. Lower admission rates were highlighted for 

particular practices where there has been a recognised long term focus on health improvement and prevention. 

 

 

 

 

 

 

 

Main  Findings 
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The baseline position 

within the scope of this 

analysis is based on 

2013/14 activity (projected 

– see methodology) and is 

made up of £404M acute 

tariff, 193M spend 

between community and 

mental health, and £225M 

spend in key social care 

areas. 

This baseline forms the 

basis of the forward 

projections. 

34 

Statement of Baseline position 
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This chart shows an aggregated view of the share of activity for each provider with each CCG, between day case, 

elective, non-elective, A&E, outpatient first and follow up. The pattern of provision is as expected given the 

geographical distribution of practices and illustrates the availability of a range of providers, particularly for Knowsley 

residents. 

35 

Baseline position – Provider share 
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This map illustrates at a high level the flow from each practice to providers in Mid Mersey and the surrounding areas. At a high level the 

patient flow from practice to provider follows a natural pattern, with limited opportunity for repatriation from the surrounding areas. 

36 

Current provider landscape 

It is worth noting that 

Halton practices north of 

the Mersey refer 40 / 

45% of Elective / 

Daycase activity to St 

Helens & Knowsley 

NHST. An aggressive  

strategy by either of the 

two acute trusts to 

attract this activity for 

these practices would 

have a significant impact 

on the other – for 

example, if all the 

activity were to go to 

Whiston, the impact 

would be approximately 

4000 spells, worth £4m. 

 . 
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At an aggregate level the acute 

spend per population (weighted 

for age and additional need) is 

very similar between the four 

CCGs. There is more variability 

between the areas in non-acute 

spend, with a seemingly smaller 

spend on community health for 

Warrington CCG, and smaller 

social care spend for Halton and 

St Helens boroughs. For Halton 

this may reflect the priority placed 

on prevention, with the aim of 

resulting in lower demand for 

social care. It would be worth 

testing this in comparison with the 

other boroughs. 

This may indicate that the level of 

acute activity is either true patient 

demand (i.e. there is a level of 

acute activity that goes into 

hospital regardless of what is 

commissioned elsewhere) or that 

this is led by the providers 

capacity to accommodate demand 

(supply led demand). 
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Current cost per head comparisons between CCGs 
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There is more variance 

between practices and within 

specific cohorts. This chart 

shows the distribution of rates 

of admission for conditions 

not usually requiring hospital 

admission (ACS and 

NURHA). There is more 

variation in smaller practices, 

suggesting that scale is a 

factor in reducing variation. 

 

Specific practice outliers are 

highlighted, and the next two 

slides show individual rates 

for each practice. By CCG. 
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Practice admission rates – avoidable emergency admissions 
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Practice admission rates – avoidable emergency admissions 

Warrington CCG Knowsley CCG 
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Practice admission rates – avoidable emergency admissions 

Halton CCG St Helens CCG 
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Variation is also apparent in other performance and activity levels across Mid Mersey - understanding this at a practice level has 

helped to recognise  outliers. The challenge is in reducing the bad variation, while preserving the good variation that makes care 

patient centred. Some specific  activity measures we have highlighted  where variation between the CCGs may contribute to  

increased spend and worse outcomes for patients include: 
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Baseline – Practice variation 

•  50% variance in the average outpatient 

follow-up rate within a CCG (St Helens 

Practices) 

•  Over 90% difference in the rate of 

outpatients discharged at first attendance 

(Warrington Practices) - age and 

additional need weighted. 

•  115% difference between the lowest and 

highest rate of A&E Attendances with no 

investigation or treatment  within a CCG 

(Halton Practices). 

 

Knowsley 

St Helens 
Halton 

Warrington 



Commercial in confidence  

We have identified variations between the 

length of stay in acute care for patients 

with the same medical conditions but with 

non-medical reasons for an extended 

length of stay. 

 

This is particularly the case for the elderly. 

As an example the average length of stay 

for HRG ‘DZ11A Pneumonia with major 

complications’ is 7.4 days. For the over 

75’s this is 8.4 days compared with 6.2 

days for patients under the age of 75. 

 

Similarly, for patients with a secondary 

diagnosis of dementia the average length 

of stay is extended. For this HRG, the 

average length of stay is extended to 8.5 

days, compared with 7.3 days for those 

with no Dementia in any age group. 

 

This variance is also seen when outliers 

are excluded – a median length of stay 

shows 6.8 vs. 4.5 days for over and under 

75’s, and 7.6 vs. 5.7 days when looking at 

the impact of dementia co morbidities. 
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Variation in Length of stay 



Future activity 

Forecast profile of activity, spend and patient flows 

43 
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Key Findings – forecast of activity, spend and patient flows 

 

Purpose of this section 

 

 

 

 

 

 

 

 

 

 

 

This section provides a projection of future activity, spend and patient flows. 

It is made up of the following elements 

• The collation and understanding of commissioning intentions and strategic plans. 

• The mapping of intentions to specific patient cohorts impacted by the change. 

• The modelling of the impacts on future activity, spend and patient flows. 

•  Grouping of commissioning intentions  has shown that by far the biggest  area of focus for interventions is for the 

elderly and those with long term conditions – this is consistent with the areas seen to be growing in the retrospective 

analysis and provides confidence that the right areas are in focus. 

 

•  There appears to be an opportunity to reduce variation by standardising referral thresholds, admission criteria, and 

pathways for high volume conditions – this would improve the quality of care while managing demand and reducing 

spend. There is also significant opportunity to reduce variation in length of stay and deal with this demand once in 

hospital. 

 

•  Modelled interventions are projected to keep pace with underlying growth over the next 3 years, after which this 

underlying demand is projected to overtake the reductions in activity that these initiatives are expected to make.  

 

•  Working up analysis alongside local knowledge suggests that practices that have a focus on health and wellbeing 

and integrated care benefit from a reduced demand for acute services. Public health initiatives and preventative 

schemes may have an impact over the longer term but would need investment now for longer term benefits to be 

realised.  

Main  Findings 
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‘Do nothing’ scenario – overview 

Before understanding the impact of interventions it is important to understand the impact of ‘do nothing’. The projections below 

illustrates the overall impact on each care setting based on population growth only.   

Over 10 years the greatest anticipated increase in 

spend is seen in the acute care setting, 

approximately £50M across Mid Mersey CCGs 

(£15M over three years). 
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‘Do nothing’ scenario – by CCG and setting 

The projected future impact of population growth on Warrington CCG is higher than the other areas, this is seen as the ‘new town’ 

impact with increases in activity driven by large demographic growth in the older population. 
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‘Do nothing’ scenario – projected impact on emergency admissions 

The projected future impact of 

population growth on emergency 

admissions is shown in the graph 

below. The highest projected growth 

is seen at Warrington CCG with a 

projected increase of 23% over 10 

years. 
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Summary of interventions 

  

 
The word cloud below is a summary of all commissioning intentions, interventions and initiatives reviewed as part of 

the document collection process. In total around 220 different intentions have been collated from a number of 

different sources across the four CCGs. 
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Grouping of interventions 

As would be expected, these intentions and plans have originated from a number of sources (see appendix), 

been described in different way at various levels of granularity and overlap in their intended impact. We have 

translated each into a standard template and mapped individual lines to areas and types of impact 

The 220 collated interventions have been filtered based on their likely impact on activity and spend. 

Interventions have also been grouped to common cohorts, intervention type, and their core impact type. Full 

details can also be seen in supporting analysis. 
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Grouping of interventions 

A key patient cohort is the elderly and those with long term conditions, this is where the highest number of 

documented interventions have been mapped to. ‘Case management and coordinated care’ is the most common 

category of intervention approach. 
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Interventions have been received from a number of sources and at different levels of detail – by incorporating these into 

a consistent template and mapping to key areas and impacts it is clear that the majority of the documented interventions 

that impact on activity are based on achieving out of hospital care in the appropriate setting for a number of cohorts, 

either through avoiding an attendance or admission, or through early supported discharge and a reduced length of stay 

in acute care. These interventions that impact on avoidable admissions and bed days follow the principle of the hospital 

only where the hospital is needed. 

 

The key areas highlighted include: 

 

Reduced unplanned admissions for long term conditions and areas that should not usually require acute care 

• ACS – Emergency admissions for ambulatory care sensitive conditions 

• NURHA – Emergency admissions for acute conditions that should not usually require hospital admission 

 

Reduction in the length of hospital stay for those who do not require acute care (early supported discharge) 

• Patients with dementia 

• Elderly patients  

• Patients receiving end of life care 

 

We have not assumed a reduction in daycase and elective admissions, this is to ensure that there is enough activity 

commissioned to deliver 18 weeks. It is worth noting that there is a risk that the baseline is overstated due to 

overperformance or explicit waiting list initiatives but this has not been possible to quantify. 
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Modelling of interventions 
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To quantify the potential reduction in admissions, internal benchmarking has been used to make comparisons of 

weighted practice admission rates for the key areas for reduced emergency admissions. The intention of this analysis is 

to identify achievable levels of admissions based on rates already seen in practices in the region. 

The planned BCF reductions in ACS and NURHA areas actually go further than 75th percentile, the reductions are the 

equivalent of the 95th percentile of current performance, which highlights the level of ambition and change in approach 

envisaged by the CCGs. 
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Emergency admission reductions 
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NURHA 
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Emergency admission reductions 

ACS 

Combined  

ACS/NURHA 

Cohort 

Activity reductions in these scenarios assume all GP practices reach current 75th percentile activity rates. 
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Based on the interventions received from CCGs, the key patient cohorts where a reduction in acute length of stay is 

intended include: 

• Patients with dementia 

• Elderly patients  

• Patients receiving end of life care 

 

To quantify the potential reduction in bed days, lengths of stay for patients with a secondary diagnoses of dementia 

have been compared against patients with the same primary medical condition but no mental health co-

morbidities.  Similarly, lengths of stay for patients aged 75+ have been compared against younger patients with the 

same primary medical condition and similar levels of complication and co-morbidity. 
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Early Supported Discharge / reductions in length of stay 

 

The intention of these analyses is to identify where 

acute hospital stays appear to be extended for non-

medical reasons and to estimate the associated 

volume of bed days that could potentially be 

avoided. 
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At a high level the modelling shows similar potential between both Warrington and Whiston sites, with 

comparable length of stay reductions for each cohort. 

 

Patients with dementia 

Comparing lengths of stay for patients with a secondary diagnoses of dementia against patients with 

the same primary medical condition but no mental health co-morbidities shows a potential reduction of 

approximately 5,000 bed days (16 beds) at each of Warrington and Whiston. 

 

Elderly patients (over 75’s) 

Modelling shows a potential reduction of up to 24,000 bed days (circa 73 beds) at both Warrington and 

Whiston hospitals. This is on the assumption that non-elective length of stays for elderly patients could 

be reduced to the same as younger patients with the same primary medical condition and similar levels 

of complication and co-morbidity. 

 

Patients receiving end of life care 

Comparing the length of stay of patients with and without palliative care for the same primary medical 

condition and similar complexity shows a potential shift of approximately 500 bed days (1.6 beds) at 

each of Warrington and Whiston. 

 

All of the above are mutually exclusive, and in total represent potential reductions of around 

20% in  non-elective bed days for St Helens and Knowsley and Warrington and Halton Trusts. 
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Early Supported Discharge / reductions in length of stay 
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Reduction in A&E Attendances 

As a measure of increased standardisation, reducing the rate of simple A&E Attendances (those not requiring investigation or treatment) to the 

75th percentile level would reduce the number of attendances by approximately 4,000 per year. This would equate to £229,000 of tariff spend. It 

is important to note that this figure only includes those A&E attendances with no investigation or treatment. 

 

 

Knowsley 

St Helens 

Halton 

Warrington 
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Outpatient Follow-up Rates 

Standardising outpatient follow-up rates at the 75th percentile would mean a reduction of approximately 50,000 follow up 

attendances across the four CCGs, and a reduction in spend of £2.5M. 

Knowsley 

St Helens 

Halton 

Warrington 
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Outpatients discharged at first attendance 

Outpatient first appointments that are discharged at the first appointment account for £21M of spend across the four CCGs. Standardising 

the rate of these attendances at the 75th percentile would equate to 28,000 attendances and  £2.2M in spend across Mid Mersey. 

 

 
Knowsley 

St Helens 

Halton 

Warrington 
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In addition to the ‘do nothing’ scenario we have also modelled two further scenarios that include the impact of interventions on acute 

activity and spend: 

 

Likely Scenario 

• Admission rates to the 75th percentile based on GP internal benchmarking for each CCG 

• 75% of modelled early supported discharge achieved 

• Outpatient Follow up and First Discharge reductions to the 75th percentile based on GP internal benchmarking for each CCG 

• A&E simple attendances reductions to 75th percentile based on GP internal benchmarking for each CCG 

 

Maximum Scenario 

• Reductions in avoidable admissions as seen in BCF plans (CCG specific rates, overall approx 20% reduction in this cohort over 5 years) 

• All modelled early supported discharge achieved 

• Outpatient Follow up and First Discharge reductions to the 75th percentile based on GP internal benchmarking for each CCG 

• Reductions in overall A&E attendance as seen in BCF plans (CCG specific rates, overall approx 7% reduction over 5 years) 
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Scenarios for three, five and ten year projections 
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The chart below shows the projected impact of each area on total acute spend in three years. Population growth is projected 

to impact by adding an additional £14M pressure to the total acute spend across Mid Mersey in this time frame. The modelled 

interventions neutralise the majority of this underlying growth. 
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2016/17 Projected Acute Spend (Likely Scenario) 
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The overall impact on Acute bed days of the modelled interventions is for a reduction from the current baseline position. The 

reductions resulting from earlier supported discharge and reduced acute admissions more than counteract the impact of 

underlying growth. 
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2016/17 Projected Acute Occupied Beds (Likely Scenario) 
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Looking  further 

ahead to five and ten 

year projections, the 

underlying demand is 

projected to overtake 

the reductions in 

activity that initiatives 

are expected to make. 

 

This highlights that in 

the longer term, there 

is a need to look at 

more radical changes 

in which health 

services are delivered 

that look beyond 

diversion and to 

prevention, health and 

wellbeing and 

integrated care which 

may also impact on 

the structure of the 

care delivery system. 
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2018/19 and 2023/24 Acute Spend (Likely Scenario) 
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The table below shows the modelled impact to 2018/19 on each CCG on tariff and bed days. The most obvious difference 

between CCGs is the difference in impact of underlying growth, with more of a challenge seen for Warrington CCG. 
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Five year scenario output (Likely scenario) 
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The ‘maximum’ scenario – including better care fund assumptions, shows reductions in activity and spend keeping pace 

with underlying growth for longer, with only a small projected difference across all CCGs. 
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Five year scenario output (Max Scenario) 
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The table below shows the impact of the modelled reduction in emergency admissions and emergency length of stay on St 

Helens and Knowsley Hospitals NHS Trust and Warrington and Halton Hospitals NHS Foundation Trust. While recognising 

that the CCGs commission services and not providers, this provides reassurance that the potential impact on main providers 

would not have a destabilising effect. 

Without accounting for population growth (which would in itself offset reduction in income), the impact in these areas would 

be a reduction in income for these Trusts of £2.9M and £2.25M respectively.  

Assuming that costs can be recovered from the bed shift associated with early supported discharge this would offset the 

income reduction through a saving of 3.1M and 2.6M respectively. 
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Impact on the provider market 
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Comments 

Percentages relating to care location are based on CAPA, acute 

evidence is based on small samples but is in line with findings in 

other studies. 

Social care provision is only based on reablement, does not 

include social care packages. 

The figures relating to number of contacts are based on 

assumptions on the levels of re-provision for each acute bed day 

moved to alternative settings. 
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Re-provision assumptions for avoided admissions 

Using our experience in 

other parts of the country 

we have been able to 

develop some assumptions 

about the impact of 

avoiding acute admissions 

and reducing length of stay 

on non-acute services. 

The assumptions are based 

on streaming of patients to 

alternative settings for each 

acute bed day avoided and 

are based on acuity 

assessments and 

observations of the 

appropriate alternative 

placements for patients 

who do not require acute 

admission / continued stay. 

These are indicative figures 

only and further work would 

be necessary to map 

current flows, understand 

current patterns of 

community provision  to 

validate these assumptions. 
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Re-provision assumptions for early supported discharge  

Comments: 

• Percentages relating to care location are based on 

CAPA 

• The figures relating to number of contacts are based 

on assumptions on the levels of re-provision  for each 

acute bed day moved to alternative settings. 

 

The indicative level of 

reprovision for early 

discharge has been 

modelled in the a 

similar way, estimating 

the alternative 

reprovision necessary 

to support early 

discharge and avoid 

acute bed days. 

 

Again these are 

indicative figures only 

and further work would 

be necessary to map 

current flows, 

understand current 

patterns of community 

provision  to validate 

these assumptions. 
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Using these re-provision 

assumptions for the levels of 

reduced acute activity and bed 

days in the likely scenario  for 

2016/17 gives these results. 

The largest diversion can be seen 

in the number of nursing contacts 

for reduced admissions. 

For reduced length of stays, clearly 

there would be an increased 

requirement for additional non-

acute beds to support the earlier 

discharge. 

The model does not make any 

assumptions about the efficacy of 

current non-acute bed use 

(typically, we find that around half 

of patients in non-acute beds could 

be discharged earlier to home 

based care). The model also 

makes no assumptions about 

community service productivity and 

capacity. 

Further work would be necessary to 

map current flows and understand 

current patterns of community 

provision  to validate the findings. 
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Re-provision in alternative settings 



Implications for Commissioners 

Commentary on key issues 

69 
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While the purpose of the assignment was to undertake modelling of historic, current and forecast activity, flows and spend, the ultimate aim of 

this exercise is to support commissioners in their decision making for the longer term.  In this section, we offer a commentary on some of the 

key points arising from the review, which help address some of the questions CCGs are seeking to answer, and signpost the CCGs to what 

they might consider next to address remaining gaps in their knowledge. The key issues are summarised below. 
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Implications for Commissioners 

Scope of 

plans 

 

The analysis shows that the current plans will help stem the tide of demand growth from population change but that in the 

long term, demand will continue to grow. This suggests that a more radical approach to meeting the challenge will be 

needed – current plans could be strengthened by exploring opportunities for more upstream intervention in health and 

wellbeing, shifting the emphasis from diversion to prevention of demand. In addition, the CCGs could explore more radical 

approaches to delivery of integrated, proactive care, involving redefining the role and shape of primary, community and 

social care for the longer term, with the current plans being used to generate breathing space to put the necessary 

investment into non-acute services to enable long term change. 

Community 

data 

 

The data provided for community services is not adequate to derive reliable calculations of the impact of commissioning  

intentions and the information provided in this report should be seen as illustrative.  We would recommend that the basis for 

our modelling should be validated in collaboration with providers and further work be undertaken locally to understand the 

extent to which capacity in community services could be released to support the activity shifts associated with the 

commissioning intentions, and then the true quantum of additional capacity that will be required to support the long term 

shift indicated in the first point above. 

Impact of 

social care 

resource 

constraints 

 

The modelling suggests that austerity across the system is having an impact on the provision of social care, with a 

reduction in spend on assessments and shift in provision from institutional to home based care . The impact of this on 

health status and demand for health services cannot be inferred from the modelling at this point, but it seems logical to 

assume that there will be an increase in demand, particularly for home-based health care. By investing in more integrated 

approaches to risk stratification, population segmentation, prevention and proactive care, and by considering further 

opportunities for pooling resources to achieve this, health and social care commissioners will be better able to avoid this 

demand emerging in acute services and to deliver the most beneficial outcomes for the population in terms of overall health 

status.  Further work should be undertaken now to understand the nature of social care provision, the client groups 

impacted and the care pathways / packages needed to address their needs.  
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Implications for Commissioners 

Specialised 

Services / 

impact of 

new 

technologies 

 

Despite the direction of travel to consolidate further the provision of specialist services into larger centres, from the 

information available, this is unlikely to have a major impact on patient flows within the mid Mersey geography, as neither of 

the two local providers delivers significant specialist services (the key exception being burns).  The delegation of 

commissioning of some services to CCGs will impact on local commissioning intentions but is unlikely to impact on patient 

flows. It is likely that, with technological and pharmaceutical advances, more services and procedures become more 

amenable to local delivery (as in the case of renal dialysis and chemotherapy) but the need for these to be linked back to 

specialist expertise suggests the development of outreach from specialist centres of chains of providers, rather than 

involving a shift of provider. 

 

Aligning 

wider system  

changes 

The modelling has been built on commissioning intentions and it is suggested that these be compared with the impact of 

provider supply strategy and business plans, where known. For example, it would be helpful to understand the strategies of 

local trusts in respect of attracting activity from competitors. The pressure at St Helens and Knowsley Trust to optimise the 

use of Whiston Hospital may drive it towards a more aggressively competitive approach to practices in Halton, where flows 

are more varied, which would impact on the viability of the Halton Hospital site.  

  

While it is unlikely that the Greater Manchester Healthier Together strategy will impact on flows from mid Mersey, any plans 

for reconfiguration of services across Liverpool (and in the longer term, the re-build of the Royal Liverpool Hospital) may 

impact on flows from practices on the western edge of the patch.   

 

A more likely scenario for CCGs to consider is the impact of  their plans for a sustained sift from acute to community 

services on provider sustainability and consequently, behaviour. To mitigate the impact on income, Trust responses may 

focus on developing partnerships and alliances with community services, or they may become more overtly competitive, 

seeking to develop vertically integrated alternatives to current provision.  The latter, coupled with potential for establishment 

of GP Federations, provides a potential threat to Bridgewater Community Trust, which in turn may threaten the 

implementation of CCGs’ plans in the medium term. Further work to understand community services flows would help 

CCGs develop a clear approach to this area of the market. 



Appendices 

Appendix 1 - Summary of data sources used 
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Commissioning interventions have been imported from a number of sources and filtered into areas for modelling – the 

list of documents is shown here. 
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Collection of interventions and assumptions 


