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Executive Summary 

Context  

In summer 2014 Wigan partners asked the Whole Systems Partnership to undertake 
an evaluation of Integrated Neighbourhood Teams (INTs). INTs were established 
across Wigan Borough from April 2013 onwards. They form part of an ambitious 
programme of transformation to deliver integrated care across the Borough.  An 
approach is in place locally to identify people at risk, primarily through the use of a 
risk stratification tool.  Those so identified are reviewed and placed on one of four 
pathways: 

• INT pathway 

• GP pathway 

• EoL pathway 

• NFA pathway (generally supported through drug and alcohol services, case 

management of those with chaotic lifestyles and mental health care) 

The INT pathway is for those people with the most complex needs who would benefit 
from a multi-disciplinary approach. Those on the pathway receive a multi-disciplinary 
review and active case management. The overall aim of the INT pathway is to reduce 
the use of expensive hospital services, improve patient / client outcomes and deliver 
streamlined and co-ordinated services.  

The evaluation has been set within the context of ongoing change across the whole 

system of care and support. At a strategic level Wigan Borough is now part of the 
‘Devo-Manc’ programme whereby powers and funding from central government in 
relation to health and social care have been devolved to Greater Manchester. This is 
driving an agenda broader than health and social care integration with an emphasis 
on place based planning and population health. More locally a number of new and 
enhanced service interventions have been put in place that support the integration 
agenda. Within this developing context the evaluation has sought to provide insight 
and learning on the impact of INTs, whilst recognising that their impact cannot be 
entirely ‘isolated’ from that of other system developments. An action learning 
approach has been adopted with insight fed back as the evaluation progressed to 
inform ongoing implementation and learning.  

The evaluation has been based on a framework developed through a local 

stakeholder event where attendees identified what would constitute success for INTs.  
It has four domains: 

• Patient / Client and carer experience and outcomes 

• Co-ordinated services 

• Access to services 

• Service utilisation rates 

 
For the first three of these domains the focus was on the INT, whilst for service utilisation 
this was broader considering all of the four care pathways possible after risk identification 
and review.  

Implementation of the framework has been challenging in some respects due to the 
time commitment required from local staff to make things ‘happen on the ground’, 



when they have  very busy schedules and competing priorities. This report details the 
substantial elements of the evaluation it has been possible to implement.  

In addition to the evaluation framework a detailed quantitative analysis has been 
undertaken at a cluster level of the local population, risk stratification cohorts and 
service utilisation. This is now available to Wigan partners as an excel dashboard 
which can be used to investigate these factors at a very local level. Wigan partners 
also requested the development of a system dynamics model for integrated care. 
Such a model helps provide an overview of a system and allows ‘what if’ questions to 
be asked. A system dynamics model for integrated care in Wigan Borough is now 
available for Wigan partners to test out alternative scenarios.  

The full report describes: 

• An understanding of the baseline position for INTs in autumn 2014 

• A high level analysis of key performance indicators drawn from the dashboard 

• Evaluation findings with regards to patient / Client and care experience and 

outcomes, co-ordinated services and service access 

• A quantitative analysis of population and care pathway cohorts, and their service 

utilisation 

• Scenario outputs from the systems dynamic model 

• An overall assessment of impact 

Key messages 

Each section of the report summarises key findings that have been identified, which 

are: 

 

1. Involvement in the ‘INT ‘process has been beneficial for a sizeable number of 

people. Based on a survey in Wigan Locality of people referred and case managed 

through INTs: - around 40% felt better physically, c40% better supported and c40% 

had an improved sense of wellbeing. Around a quarter of respondents felt that their 

ability to manage their own care had improved and a similar number that they felt 

better emotionally.  Overall 60% of respondents reported some benefit as a result of 

being involved with the INT.  The majority of respondents felt they had been 

listened to when decisions were made about their needs, two thirds felt they had 

been given good and understandable guidance on services and support available 

locally, and half felt that having a case manager had improved the support they 

received.  

 
2. 44% of survey respondents felt their wider needs such as social activities, housing 

etc. had not been taken into account when planning care. It seems likely that the 

general absence from INT meetings of social care representation and direct links to 

other council services and the third sector play a part in this. A survey of community 

matron (case managers) referrals evidences a focus on the statutory sector, 

particularly health and social care, whilst acknowledging a clear referral route via 

Age UK to the third sector. WSP attendance at INT meetings and review of a 

sample of case management plans suggest a largely clinical process. 

 



3. Case management plans were identified in the original baselining as an issue and 

this situation has continued. Their purpose and format is still not clear locally. They 

are not generally updated and they cannot yet be shared electronically between 

professionals. Coordination of patient / client care is therefore largely a result of 

personal effort on behalf of community matrons through the use of phone, fax and 

pieces of paper.  In the patient / client survey only 56% of respondents said the plan 

had been read through with them and 43% that they had received a copy. As the 

case management plan contains details of what to do in a crisis or emergency this 

seems a significant omission. A local audit in 2015 found that, of people 

(practitioners and relatives) involved in the patient / clients care in only 57% of 

cases had they informed the care plan. In only 10% of cases had the patient / client 

signed the case management plan and no carers had done so.  

 
4. Good relationships are one factor underpinning well-co-ordinated services. The 

results of a survey of relationships (based on a structured and systematic approach) 

between GP practices and INT facilitators indicate generally very positive findings 

which provide a robust platform for the further development of integrated working. 

For UCL locality (9 Ashton, 1 Wigan and 1 Leigh GP practices) GP response rates 

and survey scores were much lower than for the rest of the Borough, suggesting a 

need to proactively work on relationships here. 

 
5. Good connectivity through the use of information technology was seen by local 

stakeholders as an underpinning requirement for co-ordinated care. Whilst plans 

are in place and being implemented to achieve this the number of systems currently 

in place across organisations mitigate against co-ordination. As a minimum this 

must lead to inefficiency and potentially ‘disjointed’ care for the patient / client. 

 
6. At March 2016 4,045 people or 1.5% of the 18 plus population of Wigan Borough 

had a risk score of 30 or more – the guide level for consideration for case 

management through a pathway. At this point there were however 13,063 people 

on a care pathway. Pathway numbers have been rising continually over time as, on 

a month by month basis, the number of new additions is greater than the number of 

finishers. Taken to its conclusion this ‘in-balance’ would suggest an eventual 

‘clogging up’ of pathways with reduced opportunity for benefit. The data made 

available by Wigan CCG has not been adjusted for people who have been 

deregistered from a GP practise, the majority of whom it is considered will have 

either died or left the Borough. The pathway numbers are therefore likely to be 

inflated.  

 
7. Of those on a pathway at March 2016 51% had a comparatively low risk score of 29 

and below and 49% a score of 30 and above at the point they were placed on the 

pathway. This suggests that the risk stratification tool, based primarily on the 

utilisation of acute hospital services, is a fairly blunt instrument for identifying those 

at risk and that additional intelligence is being used and / or that the threshold for 

support has been lowered with less chance of benefit. Actual risk scores at March 

2016 indicate 79% with a risk score of 29 or under on a pathway indicating that, in 

part, risk scores have reduced as people are case managed but this figure is also 



likely to be significantly influenced by the failure to remove deregistrations from the 

data set. 

 
8. At March 2016 of patients on a care pathway, 61% were on the GP pathway, 25% 

on the NFA pathway, 10% on the INT pathway and 4% on the EoL pathway. For the 

INT pathway there were a greater proportion of patients with high risk scores (over 

30) than for the three other pathways.  This reflects the remit of INTs in terms of 

managing those with the most complex needs. 

 
9. Dashboard key indicators that compare people on a pathway with the 75 plus 

population over the period April 2014 – March 2016 indicate that the pathway cohort 

have reducing rates of unscheduled admissions whilst those for the 75 plus 

population are stable. The pathway cohort have stable rates of 28 day hospital 

readmissions and A&E attendances compared to a background of increases for the 

75 plus cohort. Whilst not statistically significant the figures start to paint a positive 

picture of the impact of the care pathways. 

 
10. To assess the impact of being on a pathway an analysis has been undertaken that 

considers two cohorts of those aged 18 and over with a risk score of 15 or over – a) 

those on a pathway at July 2014 and b) those not on a pathway (a control group). It 

identifies change between two time periods, July 2013- June 2014 (the pre pathway 

period) and July 2014 to June 2015 (taken as the on or post pathway period) for 

three indicators – unscheduled admissions, 28 day readmissions and A&E 

attendances.  In the majority of instances the indicators are higher for the pathway 

cohorts by risk score band comparted to the non-pathway cohorts for both time 

periods and have reduced for both cohorts between the two time periods. This 

suggests the predominant factor at play is regression to the mean. Patients have 

experienced a period of need (admission, A&E attendance, readmission) but then, 

over time, those needs have been managed and reduced and patients have 

returned to their ‘normal’ state. Under these circumstances it is difficult to say if 

being on a pathway has had an explicit impact on whether the reductions seen 

would have happened irrespective of being on a pathway. 

 
11.  A further analysis to gain insight has compared the impact on the three indicators if 

all people with a risk score of 15 and over were a) on a pathway and b) not on a 

pathway. This indicates that over a twelve month period if all people were on a 

pathway then unscheduled admissions would  reduce by 4256 compared with a 

reduction of 3542 if all people were not on a pathway – a difference of 979.  For 28 

day readmissions and A&E attendances a similar analysis suggests there is no 

additional benefit overall of putting people on a care pathway.  

 
12. People in the 50+ risk score band and on a pathway have experienced a greater 

reduction in unscheduled admissions than the non-pathway cohort (analysis point 

10 above). Were all people in this risk score group on a pathway then over a twelve 

month period an addition 401 unscheduled admissions and 329 A&E attendances 

could be saved (analysis point 11). (Total unscheduled admissions for the 50+risk 

score band if all people were on a pathway would be 1029 over a twelve month 

period and A&E attendances 1633). 



 
13. The largest  percentage reductions in unscheduled admissions over the two time 

periods (analysis in 10 above)  for the 30-49 and 50+ risk score bands has been 

seen in the NFA pathway. These reductions are greater than those seen in the non-

pathway cohort. There have also been greater reductions in A&E attendances 

between the two time periods in the 50+ risk score band when the pathway and 

non-pathway cohorts are compared (analysis point 11). This in part reflects the 

emerging evidence of the impact of the local enhanced alcohol pathway.  

14. For the INT pathway cohort the largest percentage reduction in unscheduled admissions 
over the pre and post pathway periods (analysis in 10 above) is seen in the 30-49 risk band 
(-56%). Whilst this is still slightly below the reduction for the non-pathway cohort it 
potentially suggests that the INT process is having the greatest impact on those with 
significant but not extreme risk scores as there is greater potential here to take action and 
prevent or at least delay any escalation of risk and service usage.  

15. Overall there is only limited indication of variations in the key indicators assessed across 
the three localities (analysis in 10 above). The reasons for these variations are not clear 
and are probably not material. However, Ashton has seen a greater reduction across the 
two time periods considered in 28 day readmissions for both the 30-49 and 50+ risk score 
bands when compared with the non-pathway group.  

16. The analysis points to the nature of the pathway and non-pathway cohorts in the 15-29 risk 
score band potentially being quite different. This suggests looking for benefit from being on 
a pathway for this group needs to be sought from areas other than hospital utilisation, such 
as use of social care, improved wellbeing, reduced social isolation. 

17. The system dynamics model for integrated care suggests that the impact of case 
management through care pathways has largely been optimised and that the position 
achieved is sustainable in the longer term. In 2019/20 it estimates that unscheduled 
admissions would be c7% lower and A&E attendances c3%lower than a ‘do nothing’ 
scenario as a result of care pathway implementation. It suggests a year on year increase in 
the savings achieved on the total cost of unscheduled admissions as a result of pathway 
implementation when compared with the ‘do nothing’ scenario cost. For Wigan Borough 
these savings reach c£5.25m in 2016/17 but then largely flat line.  The savings achieved 
are therefore maintained longer term in absolute terms but other interventions will need to 
impact if the savings are to continue to rise.  

Areas for consideration 

As a result of the evaluation undertaken and identified findings above a number of 
areas have emerged that are proposed to Wigan partners for further consideration: 

a) The INT ‘process’ still retains an essentially clinical focus, Although the core team 

now generally includes Addaction, and there are links to mental health services The 

evaluation suggests that broader needs beyond health care are not necessarily 

being identified and addressed routinely. These may well be important in 

maintaining people longer term in the community. How this position can be 

addressed should be considered locally. 

 
b) Case management plans have been identified as an ongoing ‘issue’. It is 

recognised that until these can be shared electronically then their use, updating and 

benefit will not be secured. As IT system changes are implemented facilitating the 

electronic sharing of plans the opportunity should be taken to agree the purpose, 



format and detail of these plans. Providing copies to patients / clients and their 

carers should become routine. 

 
c) Insight has been gained into the relationships that exist between INT Facilitators 

and General Practice. The position in ULC Locality should be considered locally. 

Wigan partners may also wish to consider the benefit of repeating the survey at a 

point in the future to ‘test the water’ again and / or to apply the systematic approach 

to other key relationships in the local integration agenda.  

 
d) Local IT plans when implemented should assist in improved communication an 

underpinning factor in co-ordinated care. It is suggested that a mechanism is 

established now to capture and assess the impact of the IT developments on 

patient care and outcomes that can be rolled out as plans are implemented.  

 
e) Critical to the analysis has been the Wigan CCG data set that records people by 

pathway status. Whilst acknowledging that not everyone deregistered from a GP 

practise will have died or left Wigan it is considered by WSP that the majority will 

have. The current figures inflate the pathway numbers and impact on the analysis 

undertaken. This issue needs to be reviewed and addressed appropriately. 

 
f) Use of the eFrailty index is already being explored locally and there has been some 

consideration of developing the risk stratification tool so that it includes further data 

beyond acute hospital utilisation, such as community services, social care, and 

mental health data. The distribution of risk scores when people are placed on a 

pathway suggests that additional intelligence is already being used to identify those 

at risk. Developing an enhanced data set to inform risk identification should be 

pursued to ensure the ‘right’ people are placed on a pathway in order to maximise 

benefit. 

 
g) The positive benefit secured for the 30 – 49 risk score group of being on the INT 

pathway in terms of unscheduled admission reductions has been identified. Should 

more people in this risk band be referred to the INT given this is an important 

question for consideration locally. 

 
h) Whilst little ‘real’ variation has been identified between localities in terms of the 

impact of being on a pathway there is some indication that in Ashton greater 

reductions in 28 day readmissions have been achieved. The reasons behind this 

could to be explored and learning shared. 

 
i) Alternative or additional areas to hospital utilisation where benefit might be secured 

for people in the 15-29 risk score band should be identified, in order to provide a 

more appropriate assessment of benefit than the indicators used in this evaluation.  

 
j) The system dynamics model indicates that financial savings will be optimised by 

c2016/17 and then will be maintained at broadly the same absolute level to 2019/20 

if case management through the four pathways is maintained. If further savings are 

required then these will need to be sought through alternative interventions. 
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1 Introduction 

1.1 Background – Integrated Care in Wigan Borough 

Wigan Partners have set out on an ambitious programme of transformation to deliver their 
overall goal for integrated care across the Borough. There is unanimous sign up to the 
direction of travel expressed in the local Integrated Care Strategy1. The vision for integrated 
care is based on three key pillars: 

• That health and social care services should support people to be well and 
independent and to take control of their own care; 

• That health and social care services should be provided at home, in the community 
or in primary care, unless there is a good  reason why this should not be the case; 

• That all services in Wigan Borough should be safe and of a high quality and part of 
an integrated system led by primary care. 

Much work is underway and planned as the integration agenda has developed. This means 
that the backcloth to this evaluation is one of ongoing change and progress across the whole 
system of care and support. Since April 2015 Wigan Borough has formed part of the ‘Devo- 
Manc’ programme whereby powers and funding from central government in relation to health 
and social care have been devolved to Greater Manchester. This is driving an agenda 
broader than health and social care integration with an emphasis on placed based planning 
and population health.  

Within this developing context this evaluation seeks to provide insight and learning from the 
implementation of Integrated Neighbourhood Teams in Wigan Borough. The report pulls 
together the evaluation findings. However, given the changing context it has been important 
that information and findings that have emerged as the evaluation progressed have been fed 
back locally to inform ongoing development.   

1.2 Evaluation - Purpose and scope 

Whole Systems Partnership were commissioned to undertake an evaluation of Integrated 
Neighbourhood Teams (INTs) by Wigan partners in summer 2014. The INTs had been 
established from April 2013 and were fully up and running by September 2013.  The brief 
given was to undertake an ongoing assessment and review of Integrated Neighbourhood 
Teams that have been implemented across Wigan Borough as part of the local Integrated 
Care Programme.  In particular there was a requirement to assess the effectiveness of the 
Integrated Care Programme in delivering the expected improvements with particular regards 
to the impact on: 

• Secondary Care activity; 

• Adult Social Care Activity; 

• Social Care services and wellbeing interventions; 

• Community primary care activity; 

• Clinical outcomes; 

• Patient and carer experience; 

                                            

1 Wigan Council & NHS Integrated Care Strategy 2014-19 
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• Service use and costs; 

• Service models and commissioning / investment decisions; 

• Workforce and working practices. 

Based on this brief, WSP developed a work programme for the evaluation that incorporated: 

• Establishing a baseline position prior to the  implementation  of INTs, including the 
population cohorts identified through risk stratification, their service utilisation and 
an identification of any relationships between these; 

• Reviewing alternative risk stratification approaches and the overlap of patient 
cohorts; 

• Developing indicators of success; 

• Mapping other services in the local system of care that INTs operate in, and 
schemes in the local transformation programme that will also impact on hospital 
admissions and representing this in a quantified simulation tool; 

• Development of an Evaluation Framework and collation and feedback of intelligence 
as it emerges; 

• Assessing the quality of relationships as these contribute to effective working; 

• A formal assessment a year on regarding the position on indicators of success and 
the quality of relationships; 

• An evaluation of the impact on commissioner spend. 

The ongoing and iterative nature of the work to be undertaken meant that it might best be 
described as action learning informed by a broad evaluation framework.  The input and 
learning that local partners benefitted from over the period of the evaluation will therefore 
have positively impacted on the outcomes identified by this work.  In addition, new services 
or ways of working have been developed ‘along the way’ making the action learning 
approach more appropriate than a strict ‘point in time’ evaluation 

2 The evaluation framework 

2.1 What constitutes success 

At a stakeholder workshop held in January 2015 (See programme at Appendix 1) 
participants took part in an exercise to establish a common view on what would constitute 
success for the INTs. A number of qualitative indicators were identified and ranked according 
to priority / importance. In addition to these qualitative indicators a number of key quantitative 
indicators were identified. The qualitative indicators proposed were: 

1. Better outcomes for patients / carers; 

2. Better experience for patients / carers; 

3. Better coordination of services and support; 

4. Closer working relationships between local health and social care staff; 

5. Improved communication; 

6. Improved access to appropriate services; 

7. Improved support to carers; 

8. Increased self-management; 
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9. Multi skilled / multi use approach; 

10. Reduction in percentage of inappropriate referrals to INT. 

2.2 Development of Evaluation Framework 

Drawing on these an Evaluation Framework was developed by WSP. Its purpose was to 
assess the impact of the INTs on the local health and social care system, including the 
impact on patients / clients and carers, and to explore the factors that have contributed to 
any positive outcomes identified. The intention was then to review, on an area by area  basis, 
any changes over time in key areas of health and social care service use and to triangulate 
this with information on INT activities, processes and relationships. It was recognised that it 
would not be possible through this to identify a one to one causal relationship between inputs 
(aspects of INT implementation) and outputs (e.g. hospital activity changes) given the 
complexity of the local system and multiple factors involved. However application of the 
framework would, it was considered, provide information on inputs and outputs upon which 
observations can be made, in order to assess where there appears to be benefit from a 
combination of inputs. The evaluation framework was to be complemented by a detailed 
quantitative analysis and monitoring at a cluster level of the local population, risk stratification 
cohorts, and INT activity. 

The draft framework was presented to the Wigan Tactical Programme Core Group at its 
meeting in March 2015. Members were asked to consider the framework and in particular 
make a judgement on the benefit to be derived from various aspects of the framework versus 
the time and effort involved in securing the information. A healthy discussion ensued 
resulting in some minor amendments to the framework, and an overall acceptance and 
keenness to progress implementation, with agreements reached on the approach to 
progressing each element.  There have subsequently been some minor amendments in the 
light of assessing the practicality of implementation and data availability.  

2.3 Evaluation framework domains 

The framework is made up of four domains which collectively it was considered will provide a 
rounded assessment of the INTs: 

• Service utilisation; 

• Patient / Client and carer experience and outcomes; 

• Co-ordinated services; 

• Access to services. 

2.3.1 Service utilisation 

This domain seeks to assess the extent to which there have been any changes in the use of 
acute and high cost health and social care services at a cluster level. Ten indicators were 
identified to be compiled on a quarterly basis: 

• Unscheduled acute hospital admissions; 

• Acute hospital readmissions within 28 days of discharge; 

• Local Authority permanent admissions to care homes; 

• GP attendances; 

• Number of people starting a package of home care support; 

• A&E attendances; 

• Average length of stay unscheduled admissions; 
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• Delayed transfers of care; 

• Percentage of cluster population aged 18 plus on the risk stratification with a 30+ risk 
score 

The intention was for the information to be captured and compiled for two cohorts at a cluster 
level in order to assess if there were any differences in trends in service utilisation over time. 
The two cohorts were: 

• All people aged 75 years and over in the cluster; 

• Patients referred into the INT by pathway determined: 

o End of Life pathway; 

o INT pathway; 

o GP pathway; 

o NFA pathway (Generally supported through drug and alcohol services, case 
management of those with chaotic lifestyles, mental health care). 

2.3.2 Patient / client and carer experience and outcomes 

This domain encompasses four aspects: 

a) The patient/client assessment of their engagement with the INT / INT process and the 
support that has been put in place;  

b) Improved outcomes for patients / clients as reported by them as a result of INT 
involvement; 

c) Carers’ assessment of their engagement with the INT / INT process;  

d) Improved support and outcomes for carers. 

2.3.3 Co-ordinated Services 

For the care a patient / client receives to be co-ordinated there is an underpinning 
requirement for good connectivity to be in place to facilitate communication between 
professionals along with healthy relationships. These two aspects were described by 
stakeholders in the Wigan context as meaning: 

a) Connectivity- Information technology in place to allow sharing of information between 
practitioners, practitioners having easy and timely access to information about patients / 
clients and so forth.  

b) Relationships – I know who to talk to and have ‘legitimate’ access to them. This could 
mean having a network of identified / named professionals from across teams / 
organisations in place in each cluster to ‘talk’ to about patients, their needs and support. 

Stakeholders also saw better co-ordination of services and support as an important success 
factor. Co-ordination was described as streamlined service provision, single assessment and 
care plan, no duplication of visits / care, key worker in place and so forth. Connectivity and 
healthy relationships can be seen as important underpinning requirements to deliver the 
outcome of co-ordinated services. 

2.3.4 Access to services 

This domain seeks to assess the extent to which patients / clients have been able to access 
services as a result of INT engagement. This was seen as crucially important in the adoption 
of a holistic approach seeing people as people and not just a set of conditions. This might 
include, for example: the extent to which professionals are aware of the range of services 
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available and how to access these; whether patients / clients and carers have been provided 
with information and advice on the full range of services available to them; the extent to 
which patients / clients are being referred / signposted to appropriate services in the 
community in a timely manner. 

2.4 Implementation of the framework 

Full implementation of the framework has been challenging in many respects. Compilation of 
the information needed to populate the framework required the input of both programme 
management, information and patient engagement staff at the Wigan CCG along with the 
time and involvement of clinical staff at Wrightington Wigan and Leigh NHS Foundation Trust 
(WWL) and Bridgewater Community Healthcare NHS Foundation Trust (BCH).  Staff have 
been helpful in supporting the implementation of the framework and WSP would wish to 
record their thanks for the contribution made. However, despite best efforts on all sides, busy 
schedules and competing priorities, have meant that staff have found it difficult to allocate the 
time required to  ‘make things happen’ on the ground and so implement the framework in full. 
This report details the aspects of the evaluation that it has been possible to implement.  

This evaluation report considers each of the evaluation domains in turn followed by a 
detailed data analysis. A system dynamics model for integrated care is presented, developed 
at the request of Wigan partners. It then seeks to pull all these together to identify any 
emerging themes and common threads.  

3 Understanding the baseline  

3.1 Position autumn 2014 

An understanding of the baseline position was established in the autumn of 2014 through a 
review of local documentation, interviews with a range of stakeholders from different levels 
and professions across all local organisations, attendance at a number of INT meetings and 
a review of a sample of case management plans. A summary of the emerging findings were 
presented to a stakeholder workshop in January 2015, attended by approximately fifty people 
and refined in the light of discussion at the event. 

At the same time preliminary work was also undertaken to analyse local data in relation to 
INT activity across clusters, trends in service utilisation (Attendances at A&E and 
unscheduled admissions) since the introduction of the  INTs, and the identification of any 
potential relationship between cluster population characteristics and service utilisation. The 
work was also presented at the engagement event. 

In addition, a paper was prepared for consideration by Wigan partners on matters raised 
during the interviews that were broader than the scope of the evaluation commissioned from 
WSP. 

3.2 Observations on emerging findings from baseline 

At the engagement event in January 2015 WSP presented the emerging findings from the 
work to date and these were debated and refined. A summary is provided at Appendix 2. On 
the basis of this some preliminary observations were made for consideration by Wigan 
partners. These were classified into those that were seen as clear areas for action, areas 
requiring reflection and those that need to be resolved but as yet there is no answer to them.  

Areas identified for action were very practical matters: 

• Providing clarification for everyone on what determines a high risk score to aid 
consistent interpretation; 

• Reviewing the INT time slot allocation for practices to take into account list size; 
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• Commencing the collection and reporting of basic information on timeliness of 
process, completion of care plans etc. 

Those areas where further reflection was required were identified as: 

• Developing a shared vision and priorities for integrated care and the communication 
of these; 

• Clarification on the purpose of INTs; 

• Clarification of format and purpose of case management plans; 

• How best to secure the engagement of wider services in the INT process and 
meetings (mental health, voluntary sector, geriatricians etc.); 

• Development of quality KPIs and capturing patient outcomes on an ongoing basis; 

• To determine how the approaches to the Avoiding Unplanned Admissions(AUP) 2% 
and INT 30+ risk scores align; 

Areas identified as needing to be resolved but with no clear answer emerging yet were: 

• Is the risk stratification identifying the ‘right’ people and are INTs seeing the ‘right’ 
people; 

• Developing an understanding of the overlap of patient cohorts (AUP, INT, alcohol 
problems, mental health etc.) 

• Does it matter if there are inconsistencies in the INT application locally? The local 
engagement event felt strongly that one size does not fit all.  

3.3 Developments and enhancements 

Since this baseline position was established a number of additional services / functions have 
been put in place locally to support the integration agenda. Those of particular significance in 
terms of the evaluation of the INTs are:  

• Introduction of Live Well Link Workers who attend INT meetings and act as case 
managers for those  people with chaotic lifestyles; 

• Introduction of an enhanced alcohol pathway from January 2015. This includes, 
amongst other things, an expansion of   active case management undertaken by 
Wigan & Leigh Drug & Alcohol Recovery Partnership. GPs are now able to identify 
patients with a high risk of attending hospital in the next 12 months who have had 
previous alcohol specific admissions or outpatient appointments. They can refer high 
risk patients with alcohol issues to INTs for discussion which Addaction (part of the 
Recovery Partnership) attend.  

Important in the overall system of support and care, but less central to INTs because of 
their focus on people with lower level needs, has been the introduction of Primary Care Link 
Workers. 

• Primary Care Link workers are based in primary care. Following the successful 
introduction of two workers each linked to a cluster, ten further workers were 
appointed and the model rolled out across the borough commencing December 2014. 
Taking referrals from within practices they assist people with relatively low level 
needs putting them in touch with services and support with the aim of preventing an 
escalation of need.  

More recent developments that will impact on the INTs in the future include:  
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• The completion of an Integrated Nursing and Therapy Review and its current 
implementation.  This will see the creation of three locality hubs and potentially bring 
together of the INT process and the existing WWL weekly MDT meetings to discuss 
and case manage patients who have had three unscheduled hospital admissions. 

4 Performance Indicators 

4.1 Methodology 

Data analysis has been undertaken at a cluster level that looks on a monthly basis at the key 
performance indicators identified in the evaluation framework for which ongoing data is 
available. These are: 

• Unscheduled acute hospital admissions; 

• Acute hospital readmissions within 28 days of discharge; 

• A&E attendances; 

• Average length of stay unscheduled acute hospital admissions; 

• Mean risk score for patients on a pathway (See below); 

• Percentage of cluster population aged 18 plus on the risk stratification at the end of 
the quarter with a 30+ risk score. 

Data for the indicators detailed above covers the period April 2013 to March 2016.  

In addition monthly data is available at a cluster level for the period April 2015 to September 
2016 for adult social care, namely: 

• Total adult social care contacts 

In line with the framework each indicator has been compiled for two cohorts, 

• Patients / clients on a pathway (EoL, INT, GP, NFA) at the point in time: 

• All people aged 75 and over (this will include the previous cohort). 

The aim of the second cohort being to provide a ‘control group’ or comparator to evaluate the 
impact potentially attributable to the INT. 

From the indicators a dash board of information has been compiled which is now available to 
Wigan partners. The dashboard can be interrogated at a Wigan Borough or cluster (16) level 
and by individual pathway. This provides a comprehensive toolkit and picture of the 
performance indicators 

4.2 High level analysis 

The section below provides a high level analysis for Wigan Borough comparing the pathway 
and 75+ cohorts for those indicators that show a degree of variation in trends between the 
two cohorts.  

Unscheduled hospital admissions 

The two figures below show the rate of unscheduled hospital admissions for the pathway and 
75+ cohorts respectively. They indicate the actual rate, mean, moving average and upper 
and lower limits defined by 2 Standard Deviations. (Please note the difference in scales). 
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Figure 1: Rate of unscheduled hospital admissions per month per 1000 Wigan 
Borough April 2013 to March 2016 pathway cohort. 

 

 

Figure 2: Rate of unscheduled hospital admissions per month per 1000 Wigan 
Borough April 2013 to March 2016 75+ cohort 

For the 75+ cohort (23,851 people in quarter 4 2015/16) the rate of unscheduled admissions 
has remained broadly consistent throughout the period. However, for the pathway cohort 
(12,465 people in quarter 4 2015/16) the graph does suggest an ongoing slight reduction in 
the moving average from early 2015 but this is not statistically significant being within the 2 
Standard deviation limit. The average rate of unscheduled admissions of c80 per thousand 
compared with a figure of c34 for the 75+ cohort does indicate that the pathways are 
targeting those most likely to be admitted.   
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28 day hospital readmissions 

Comparable graphs for 28 day readmissions rates (percentage) are detailed in the figures 
below. For the pathway cohort the rate has been relatively steady since mid-2014 whilst 
there has been a slight upward trend since around April 2015 but the difference between the 
two cohorts are not significant. 

 

Figure 3: Rate of 28 day hospital readmissions (Percentage) per month Wigan 
Borough April 2013 to March 2016 pathway cohort 

 

 

Figure 4: Rate of 28 day hospital readmissions (Percentage) per month Wigan 
Borough April 2013 to March 2016 75+ cohort 
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A&E attendances 

The graphs are detailed in the figures below for A&E attendance rates. In this instance, whilst 
A&E attendances for the 75+ cohort have been on an upward trend since early 2015, for the 
pathway cohort they have remained fairly constant over the same period. 

 

Figure 5: Rate of A&E attendances per month per 1000 Wigan Borough April 2013 to 
March 2016 pathway cohort. 

 

Figure 6: Rate of A&E attendances per month per 1000 April 2013 to March 2016 75+ 
cohort 
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Risk Score 30+ 

Plotting the percentage of people with a risk score of 30 or more over time was identified by 
local stakeholders as a means of showing if the implementation of the pathways, and 
potentially other initiatives, was having an impact on the number of people deemed to be at 
risk. The figure below shows the percentage of people aged 75 and over with a risk score of 
30 or over in Wigan Borough over the period April 2013 to March 2016. It suggests that to 
date there has been no identifiable reduction in the proportion of older people at risk. 

 

 

Figure 7: Percentage of Wigan Borough population with a risk score of 30 or more 
April 2013 to March 2016 

4.3 High level analysis summary 

The key messages emerging from this high level analysis that compares key indicators for those on a 
pathway and the population aged 75 indicates that for the pathway cohort there are reducing rates of 
unscheduled admission compared to the background numbers for those aged 75 plus where rates are 
stable. They have steady re-admissions compared to a background of increases, and steady A&E 
admissions compared to a background of increases. These are all set within the context of an 
increasing proportion of people aged over 75 with a risk score of 30+ (which may be demographically 
driven).  None of these are statistically significant on their own but do start to paint a positive picture of 
the impact of the care pathways.  

5 Patient / Client and carer experience and outcomes 

5.1 Patients / Clients Survey 

The evaluation framework included undertaking a survey of a sample of individuals who had 
been through the INT ‘process’.  A pilot was planned for the Wigan Locality using two 
alternative approaches to collecting information on the experiences and outcomes for 
patients / Clients. The first approach involved the completion by patients / clients of a simple 
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questionnaire, handed to them by their case manager, for return via Freepost and the second 
was for patients / clients, subject to giving their consent, to be contacted by telephone by 
WSP. The intention was to assess the effectiveness of the alternative approaches in terms of 
the number and quality of responses; this would then inform the roll out to Ashton and Leigh 
localities.  

There were difficulties in implementing these two approaches at a local level and it was 
ultimately decided to simply undertake a straightforward postal questionnaire. The survey 
questionnaire with a supporting letter was sent out in the post from the Community Matron 
Service at BCH to c150 patients who had been seen following an INT referral in Wigan 
Locality over the 6 month period July to December 2015. To date the survey has not been 
replicated in Ashton and Leigh but there would be potential benefit in doing so.  

The questionnaire was kept relatively brief intentionally in order to make completion as 
straightforward as possible, so encouraging people to complete. A copy of the questionnaire 
is provided in Appendix 3. It is in two parts: 

• Part 1 assessed patient / client’s experience of the care and support given by 

their case manager;  

• Part 2 assessed the patient /client’s self-assessment of the outcomes of the 

care and support given.   

 
Of the questionnaires posted 30 completed responses were returned. Given the client group 
involved this is considered to be a reasonable response rate but, as this number is low, it is 
important to recognise when considering the results that a few percentage points difference 
in responses may represent only 1 or 2 patients. Whilst it is acknowledged that not every 
patient who received the questionnaire would be aware that the care and case management 
they received was as a result of a referral to something called ‘INT’, all who responded had 
received their care via that route.  

5.1.1 Patient / Client Survey results summary   

A full report on the survey and its findings is provided at Appendix 4. The survey provides a 
perspective on the impact of INT case management for a number of patients referred to INTs 
within the Wigan locality. It identified many positives in terms of the INT process and patient / 
client outcomes: 

• The majority of patients / clients felt they had been listened to when  

decisions were made about their needs; 

 

• Two thirds felt they had been given good and understandable guidance on 

services and support available locally; 

 

• Half felt that having a case manager had improved the support they received; 
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Figure 8: Having a case manager 

 
 

• Around 40% felt better physically, c40%  better supported and c40% had an 

improved sense of wellbeing; 

 

 

 
 Figure 9: How I feel physically 
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 Figure 10: General sense of well being 

 

• Around a quarter of respondents felt that their ability to manage their own 

care had improved and a similar number that they felt better emotionally. 

 

 

 
     Figure 11: Managing my own care 
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  Figure 12: How I feel emotionally 

The survey suggests however that more needs to be done to ensure: 
 

• Patients / clients wider needs (e.g. social activities, housing) are taken into account 

when planning care, with 44% of those surveyed not feeling this had been the case. 

This reflects WSPs observation that the INT process, whilst initially planned to 

include wider social care is largely a clinical process and does not reflect fully the 

initial vision of a system integrating health and social care needs and support.  

 

• The original vision for INTs included encouraging patients / clients to take ownership 
of their own care, including involvement in the case management or care plan that 
was completed as a result of the referral to INT and case manager visit(s). The case 
management plan should be read through with the patients / clients but only 56% of 
respondents said this had been their experience. They should also receive a copy of 
the plan but only 43% of respondents appear to have received one.  It may be that 
levels of frailty, cognitive functioning etc. would suggest that giving a copy of the 
plan was inappropriate, but this result mitigates against one of the aims of the plan - 
leaving information with the patient / carer about contact numbers/action to take in 
the case of deterioration, as a way of preventing the default position of contacting 
urgent care services resulting in what could be an avoidable A&E attendance or 
hospital admission.  

5.2 Case Management Plans 

The draft framework originally proposed an audit of case management plans. This reflected 
concerns raised over the potential variability in the quality of case management plans.  If 
there is evidence or it is accepted locally that having a ‘good’ written case management plan 
contributes significantly to better outcomes for patients / clients then there was perceived 
value in undertaking such an audit. The proposal was put on hold pending discussion in 
Wigan about what good looks like in terms of a case management plan. 
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An audit2 of Case Management Plan documentation was undertaken by Internal Audit for 
BCH in 2015. This focused on the extent to which the items identified on the case 
management plan template have been completed or not rather than the quality of the plan 
itself. Whilst the patients’ current needs, goal / outcome and action to achieve goals were 
recorded in the majority of instances there were a number of identified gaps in recording. 
Those particularly relevant to the evaluation framework include: 

• Of the people involved in the patients care ( practitioners or relatives / carers) in only  
57% of cases had they informed the plan of care; 

• The date of completion of the plan was recorded in 60% of cases and the review date 
in only 30%; 

• In only 10% of cases had the patient signed the care plan  and no carers had done 
so; 

• Whilst 67% of plans were signed by case managers none had been signed by the 
accountable GP. 

From discussions with WWL Community Matrons and BCH INT Clinical Facilitators in spring 
2016 it is clear that there are outstanding issues relating to these case management plans: 

• There is confusion on the requirement for Case Management Plans for the INT and 
for AUP; 

• The value in them is not seen as they get out of date quickly. Community Matrons 
send an update sheet to GPs following each visit but the case management plan is 
not necessarily updated; 

• Discussion with Case Managers has indicated that although some leave a copy of the 
care plan with the patient / client this is not the norm. Responsibility for sending out 
the care plan to the patient currently sits with the GP Practice and the patient / client 
survey results suggest this is not being implemented in many cases.   

5.3 Carers 

To date the perspectives of carers on the INT process have not been sought.  Focus groups 
have been identified as an appropriate route for this and areas for discussion identified as 
being the extent to which carers: 

• Understood  the INT ‘process’ / case management approach; 

• Were involved in the discussion; 

• Had their own needs  discussed; 

• Were provided with Information and guidance on services and support available  
locally for themselves  and the patient; 

• Were involved in the development of the care plan and knew its content; 

• Felt supported in their caring role. 

Wigan partners may wish to pursue seeking the perspectives of carers on these areas. 

                                            

2 Wrighton, Wigan & Leigh NHS FT Clinical Audit (2015) Clinical Audit Report Integrated 
Neighbourhood Teams Case Management Plan Documentation audit. 
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5.4 Patient / Client and carer experience and outcomes – Summary 

It has not been possible to progress this domain to the extent originally intended. However, 
some findings can be drawn out and are summarised below: 

• Involvement in the INT ‘process’ appears to have been beneficial for a sizeable 
number of patients in the Wigan Locality.  This includes feeling they have been 
listened to when decisions are being made about their needs and being provided with 
good information on services.  Many report improved physical or emotional health, an 
improved ability to manage their own care and feel better supported. The view in over 
half of all patients surveyed is that having a case manager has improved the support 
they receive.  

• Case management plans remain an ongoing ‘issue’ to be resolved in terms of 
completion, sharing with patients / clients and updating. The purpose and nature of 
the plans need to be agreed locally along with the process for completion and 
dissemination. The issue was identified in the baseline assessment but little progress 
appears to have been made.  If care is to be integrated and patients and carers 
involved in   decision making this matter needs to be addressed.  

• For care to be both holistic and integrated it is important that  patients / clients’ needs 
beyond clinical needs are addressed, acknowledging that many will have complex 
physical health problems. Currently in the majority of cases it is health Community 
Matrons who act as Case Managers. When patients / clients are discussed at INT 
meetings in the majority of cases there is no adult social care direct involvement due 
to capacity constraints (there is however a direct referral route via the GP).   
Consideration should be given to how best broader needs can be identified and, as 
far as is feasible, met.   

6 Relationships 

6.1 Assessing the quality of relationships  

The evaluation framework identified the importance of healthy relationships in facilitating the 
delivery of better coordinated services and support. All organisations will seek to make the 
most of the resources available to them and will usually think of these resources as money, 
time and people. However, the networks and relationships that individuals or organisations 
have nurtured and developed can also be seen as an important resource.  They are crucial 
for effective joint working when people and organisations come together to achieve a 
common goal. WSP is currently undertaking research with the University of Leeds School of 
Healthcare Studies into evidencing the presence of relational value (Rv) within a system. Rv 
grows or declines in response to how people act towards each other. Whilst it is dependent 
on these behaviours it is actually the ‘bit in the middle’ – the lubricant of an effective team or 
organisation. Through this research a tool has been developed to assess the quality of 
relationships through exploring behaviours that underpin 5 key aspects of Rv:  

• Integrity: ‘How things connect and run’ 

• Respect:  ‘How we treat each other’ 

• Fairness:  ‘How equity is achieved’ 

• Empathy: ‘How much we understand each other’ 

• Trust:    ‘How much we put ourselves in other people’s hands’ 

Given the importance of relationships identified locally, in terms of their contribution to the 
delivery of coordinated care, the Rv tool has been used to assess relational value in that part 
of the system where INT facilitators and GP practices need to work together.  These 
relationships are seen as crucial to the success of the INTs in terms of improving patient care 
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and reducing unscheduled hospital admissions. A full report on the application of the Rv tool 
in Wigan Borough is provided at Appendix 5. 

6.2 Relational Value (Rv) within the Wigan Borough Integrated Neighbourhood Teams  

The Rv survey was circulated to 130 participants involved in INTs in mid-December 2015, 
with 101 responses – 41 from GP practices and 60 from INT Facilitators. Of the total 101 
responses, 5 were not included because they were incomplete and 12 were duplicate entries 
by the same GP practice or INT facilitator. This leaves a total of 84 survey responses which 
have informed this evaluation report. The survey consisted of 10 statements that reflected 
the 5 aspects of the Rv framework detailed above, for example: 

“There is an understanding and taking account of any pressures and constraints on all those 
involved.” – a statement that would reflect the presence of empathy within the system. 

Respondents were asked to indicate whether, in their experience, each statement reflected a 
situation that was either not at all true, rarely true, sometimes true, often true, mostly true or 
completely true. These were translated into a score (from 0 to 5) for each response.  

The Rv for the Wigan Borough INTs from the 84 responses received (the average of total 
scores for all respondents) was 4.2 out of a maximum of 5.  The distribution of scores across 
the 5 domains of Integrity, Respect, Fairness, Empathy and Trust for INTs is as follows: 

 

 

 

 

Figure 13: All respondents scores by domains       

Whilst there is some variation in scores between the different attributes all were between 4.0 
and 4.3, each average score representing the ‘mostly true’ category. This is a very positive 
Rv score reflecting sound relationships.  

When split between GP practices and INT Facilitators the respective Rv scores were 4.2 and 
4.1. Figure 14 shows the average scores for Practice and Facilitator respondents for each of 
the attributes of Rv.  Here it appears that behaviours consistent with system integrity, 
empathy and trust are recognised as similar by both Practices and Facilitators, whilst there is 
a small difference for each of the other two attributes. 
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Figure 14: Cohort scores by attribute 

The greatest difference occurs in the attribute of ‘Fairness’ (Practices score = 4.2, Facilitators 
= 3.9). based on the survey statements this particular gap suggests that there are minor 
differences in how the partners understand what information is needed for decision making, 
and how to involve everyone in taking those decisions. Some obvious practical solutions 
suggesting themselves, such as discussing and agreeing types of information needed and 
opening the floor to make sure all can contribute.  This would benefit both groups, and 
presumably lead to better and more timely outcomes for the patients under discussion.  

6.3 Results by Locality 

Completed statements at a practice level has allowed an analysis to be undertaken at a 
relatively granular level, in order to tease out any variation.  In this instance the six localities 
(Groupings of GP practices) in Wigan Borough have been used: namely, Atherleigh, TABA, 
Wigan Central, North Wigan, Patient Focus and ULC. Whilst there is not a ‘neat’ alignment 
between these 6 groupings and the three localities used later in this report they do allow a 
more detailed analysis of the survey results.  

The survey response rate varied by Locality, with a particularly low response (36%) for ULC 
locality, with the others between 62% and 88%. The Rv scores overall varied as indicated in 
the table below. The low score for ULC may be related to the low response rate: 

Locality Ather- 

leigh 

TABA Wigan 
Central 

North 
Wigan 

ULC Patient 
Focus 

Overall 
Rv score 

4.5 4.6 4.1 4.2 3.1 4.1 

Response 
rate 

62% 69% 81% 88% 36% 63% 

Table 1: Overall Rv Scores and response rates by locality 

There is also variation across the Rv attributes within each locality as discussed below:  
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Atherleigh Locality 

Overall Rv was rated highly at 4.5. The INT Facilitator however rated all Rv domains higher 
than the Practices, who rated fairness, empathy and trust somewhat lower. There may be 
some value here in Atherleigh INT members ensuring they listen to and consider other’s 
opinions and constraints, and enabling and empowering each member’s contribution. 

 

 

Figure 15: Atherleigh:  Rv scores for attributes, segmented by GP 
Practices and INT Facilitator 

TABA Locality 

TABA has the highest locality Rv rating at 4.6, with a generally higher rating given by the 
Facilitator, indicating that there are clearly good relationships between team members in this 
locality. 

 

  Figure 16: TABA: Rv scores for attributes, segmented by  
   GP Practices and INT Facilitator 
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Wigan Central Locality 

Overall Rv was good at 4.1 but here the Facilitator rated all domains lower than the Practices. 
A conversation around ensuring all INT members are equally able to input into discussion 
and decisions may be of value as the biggest difference here is in the domain of fairness. 

 

 

Figure 17: Wigan Central: Rv scores for attributes, segmented by 
 GP Practices and   INT Facilitator  

North Wigan Locality   

There are only 4 practices in this locality. Rv is a good 4.2, with a lower Practice score for 
Integrity and a lower Facilitator score for Trust. A group reminder of the purpose and function 
of the INT, and reinforcement of each member’s ability to progress actions may further 
benefit the functioning of the team.  

 

  Figure 18: North Wigan: Rv scores for attributes, segmented 
  by GP Practices and INT Facilitator 
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Patient Focus Locality 

A good overall Rv figure of 4.1 includes a marginally lower rating by the Practices for Integrity 
and Fairness. Continued sharing and clarification of the purpose of INTs and reminders of 
the benefits for all may improve Rv further. 

 

  Figure 19: Patient Focus: Rv scores for attributes, segmented by  
 GP Practices and INT Facilitator 

UCL Locality 

This grouping has the lowest Rv rating at 3.1, but the low overall response rate of 36% needs 
to be acknowledged here. This figure suggests that overall ULC rated statements as being in 
the ‘sometimes true’ category. Here the Facilitators have given the lowest ratings in the 
survey and commented that some practices either do not attend INT meetings at all or attend 
but do not engage fully in the process (e.g. a GP does not attend).  Responses suggest a 
need for team members to work on all aspects of their collaboration together, perhaps 
through facilitated team meetings to give opportunities to discuss these results. 

 

 

Figure 20: ULC: Rv scores for attributes, segmented by GP 
 Practices and INT Facilitator 
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6.4 Relationships – Summary 

The survey undertaken with GP practices and INT Facilitators has indicated very positive 
relationships which provide a robust platform for the further development of integrated 
working. Some practical suggestions have also been made to improve relationships which, 
whilst not guaranteeing success, will improve the chances of positive impact. 

Areas where there appear to be some difficulty in the full engagement of practices have been 
identified and it is suggested that further work is undertaken locally to try and address this. 

It is not possible to know if there is any bias in those practices that responded to the survey 
and those that did not. Potentially the respondents may have been those where relationships 
are more positive. Wigan partners may therefore wish to consider replicating the survey at a 
later date seeking to secure an improved response rate. 

7 Connectivity 

7.1 Original proposal 

For the care a patient / client receives to be co-ordinated there is an underpinning 
requirement for good connectivity to be in place to facilitate communication between 
professionals along with healthy relationships. This was described by stakeholders in the 
Wigan context as meaning that: - Information technology is in place to allow sharing of 
information between practitioners, practitioners having easy and timely access to information 
about patients / clients and so forth. Stakeholders also saw better co-ordination of services 
and support as an important success factor. Co-ordination was described as streamlined 
service provision, single assessment and care plan, no duplication of visits / care, key worker 
in place and so forth. Connectivity was therefore seen as an important underpinning 
requirement to deliver the outcome of co-ordinated services. 

Connectivity can therefore be seen as an enabler. The original proposal for the evaluation 
was to investigate (through a survey) the availability and actual use of technology by case 
managers in key areas relating to integration: 

• Referral management; 

• Patient record access; 

• Ongoing clinical communication / discharge; 

• Case management plans. 

As Wigan partners are investing in and have plans for a number of information technology 
developments the intention was to repeat the exercise at a later date to see if there had been 
any changes in availability and usage. The intention was that this would contribute to the 
overall picture of what is happening locally and could have an impact on patients / clients 
outcomes and the local system of care. 

However, it ultimately became clear that, given that there are a number of GP systems in use 
and that the Case Managers (Community Matrons) are currently on two different systems 
then any survey would be more complex than originally envisaged. Further, as the majority of 
case managers were using the WWL system that did not ‘speak’ to GP systems then 
currently connectivity in terms of IT was extremely low.  

However, discussions were held with WWL Community Matrons in spring 2016. What 
emerged from this was evidence of an ongoing reliance on fax and phone as the prime 
means of communication with GPs and other practitioners working in the community. In 
broad terms the position currently is: 
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• WWL Community Matrons input their patient information into the EPR system (WWL), 
this is a PAS ‘type’ system rather than an electronic patient record. The patient 
records cannot be viewed by practitioners outside the Trust and neither can the 
matrons view any patient information held by BCH community services or Five 
Boroughs Partnership NHS FT (FBP). 

• Case management plans with basic information are generated from GP systems but 
are then completed by hand and subsequently scanned by GP practices into their 
system. Updates after each visit by the Community Matrons are passed to the GPs 
on paper. This goes some way to explaining the lack of ‘interest’ in the case 
management plan as it is not a live document and gets out of date very quickly.  

•  Whilst the Community Matrons can generally input directly into the GP systems and 
see the GP patient records, access is only possible at the practice and often they 
cannot get timely access to computer terminals.  

• The three BCH Community Matrons are now on Systmone and where their practices 
also use this system then benefit is now being derived from their ability to view and 
input to the practice systems. 

The Community Matrons were keen to stress that they did not think the lack of connectivity 
impacted on their work, apart from sometimes resulting in duplicate visits by different health 
practitioners. However, it seems it must, as a minimum, lead to inefficiency and potentially 
‘disjointed’ care for the patient / client. 

7.2 Planned Developments 

Wigan partners are currently developing and implementing an integrated digital record 
across the Borough under the Share to Care programme. This is based on an information 
sharing ethos so that practitioners have the right information to support the delivery of care. It 
will allow practitioners across health and social care to view a range of information for 
individual patient / clients by different service providers. A number of other related 
developments are also in hand.  Some of the key pertinent developments include: 

• WWL Community Matrons to be moved onto BCH Systmone as part of the Integration 
of Community Nursing and Therapy Services. BCH Community Matrons already use 
this system along with around a third of GP practices.  

• A Medical Interoperability Gateway (MIG) is currently being established allowing 
some patient data, initially from BCH and GP systems to be viewed by both parties; 

• Five Boroughs Partnership NHS FT are rolling out a new clinical system which will 
ultimately be  linked with the MIG; 

• Deployment of Systmone by the Emergency Duty Team hub; 

• Roll out of the MIG to Social Care at a point in the future.  

7.3 Connectivity Summary 

Whilst it is not possible as part of this INT evaluation to assess the impact on patient care 
and outcomes as a result of the developments identified, it is suggested that locally a 
mechanism is established now in order to implement this in the future as plans are rolled out. 

Until the case management plan can be updated and shared electronically across all relevant 
practitioners it seems unlikely that there will be any improvement in the use of these to 
support integrated care.   
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8  Access to Services 

8.1 Approach – service referrals  

The fourth domain in the evaluation framework sought to assess the extent to which patients 
and clients have been able to access services as a result of INT engagement. It was not 
proposed that any explicit information compilation be undertaken for this domain but that 
information compiled for other domains such as the patient / client questionnaire would 
provide the means to evaluate the INTs in this respect. However, to support this a brief 
survey has been undertaken of the services Community Matrons refer to. In the majority of 
INT cases the Community Matrons act as case manager and are therefore critical in 
coordinating care and linking patients / clients into services and support. The aim of the 
survey was to understand the distribution of referrals and any local variations, acknowledging 
that not all services will be necessarily be available in every area. This would then contribute 
to the ‘Access to Services’ domain. 

8.2 Service referrals 

In April / May 2016 all Community Matrons (WWL and BCH) were asked to complete a 
simple short survey ( Appendix 6)  asking them to identify which services they referred to and 
to give the frequency of referral ( often, sometimes, rarely, never). A pre-set list of services 
was provided to which additions were encouraged. In total ten responses were received out 
of a total of c18, with 4 each from Leigh and Ashton and 3 from Wigan locality. The table 
below summarises the responses to the pre-set list. 
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 Frequency of Referral 

Service Often Some- 

times 

Rarely Never 

Social Care 10    

Age UK 9 1   

Therapy (OT, Physio, 
Dietetics, Podiatry) 

9 1   

Community Nursing (DN, 
Specialist) 

8 2   

Falls Services 6 3   

MH Services Five Boroughs 
Partnership NHS FT 

5 5   

Carers Services Wigan 
Council 

5 3 2  

Hospital at Home / 
Intermediate Care 

5 5   

Respite Care 5 5   

Community Health 
Development Team (POPPs) 

4 6   

Drug & alcohol services 1 7 2  

Community Geriatrician 1 7 2  

Community Pharmacy / 
Medicines Management  

1 2 5 2 

McMillan / Marie Curie 0 6 3 1 

Table 2: Frequency of referral to services by Community Matron Case Managers 

In addition to the above the following services were also identified: Stroke Association (2 staff), 
Psychological Therapies/IAPT(2), Dementia Groups/day care(2), COPD community(1), COPD 
RAEI(1), Community Meals (1), Ileostomy Association(1), Complex Dependency Team(1), 
SDAAFA- Armed Forces charity((1), Heart Failure Nurses (1), Hospice at your home(1), 
Creative support(1), Housing Officer (RAEI), Community Link worker(1), Respiratory MDT. 
Potentially some of these sit within the service categories detailed in the table. An analysis of 
the responses by locality has not been undertaken because of the small numbers involved.  

The figures indicate a strong use of key statutory services, generally accessed through a 
Single Point of Access, along with Age UK. Community Matrons appear to use Age UK as a 
route to the wider range of third sector services and support rather than referring directly. 
From conversation with the Community Matrons the service is highly regarded. Of note is the 
relatively low level of referral to Community Pharmacy / Medicines Management and this may 
be an area worth exploring in terms of the support they can offer.  It is assumed that 
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medicines matters are usually referred back to the GP to resolve.  Whilst some specific 
services have been identified by one or two Community Matrons it may prove beneficial for 
information on access to these and the nature of provision to be shared across all matrons. 
When meeting with Community matrons there appeared a willingness to refer wherever was 
required but staff identified as a constraint the lack of a directory of resources to support this.  

The patient / client survey suggested that two thirds of respondents had been give good and 
understandable guidance on services and support available locally. In addition, it appears that 
Community matrons are largely using Age UK as the route to third sector support. However, 
44% of those surveyed did not feel their wider needs (e.g. social activities, housing etc.) had 
been taken into account when planning care which may suggest that patients / clients are not 
necessarily securing access via information or direct referral to this type of support.  

9 Data analysis -Care Pathway demography and impact 

9.1 Introduction 

In addition to the performance indicators detailed in Section 2.3.1 and available as an excel 
dashboard a more detailed analysis has been undertaken of local demographics, in terms of 
risk scores, care pathway membership, and service utilisation. The purpose of the analysis is 
to identify any changes in service utilisation for people placed on a pathway when compared 
with people with similar risk scores who have not been placed on a care pathway.  The 
analysis is presented for Wigan Borough and with a comparison across the three Localities. 

It is important to note when considering the analysis that the data held by Wigan CCG on 
people on a care pathway has not been adjusted for those people who it is known have been 
removed from a GP practice list. There may be a number of reasons why people are de-
registered but it is considered that, for those on a pathway, death or moving from Wigan 
Borough are the most likely reasons. This means that the number on a pathway shown by 
the data is potentially inflated. This then has a knock on impact on the subsequent data 
analysis where hospital utilisation is considered.   

9.2 Risk Scores and Care Pathway patients / clients 

A risk stratification is made available on a monthly basis to practices who review and identify 
patients to be referred to the INT.  Originally the review was to focus on those with a risk 
score of 30 or over. The stratification, in association with other information, is also used now 
to identify the 2% of total practice population who are to be case managed through Avoiding 
Unplanned Admissions AUP). The risk stratification uses acute hospital activity data over the 
previous two year period to determine a risk score. Six factors (built up from c60 data items) 
contribute to a patient / clients risk score, namely their: 

• Unscheduled acute hospital admissions; 

• Elective admissions; 

• Outpatient attendance; 

• A&E attendance;  

• Age; 

• Gender. 

Use of hospital services is therefore the prime determinant of a person’s risk score. This 
means that people who are frail, but to date have not been high users of hospital services, will 
not have a high risk score yet may well secure benefit from being case managed  on a 
pathway to prevent or at least delay any future use of hospital services. Wigan partners are 
working over time to extend the risk stratification to include a wider range of information, such 
as mental health, community and primary care activity. Work is also being undertaken locally 
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on a pilot basis to compare at a GP practice level the cohort of people identified through the 
risk stratification tool (30 plus risk score) with a cohort identified through use of the efrailty3 
index. Whilst findings suggest a substantial overlap in the two cohorts some patients have 
been identified who only feature in one of the cohorts.  

The figure below identifies the Wigan Borough population by risk score at March 2016. The 
subsequent table details the number and percentage in each risk score band by locality. 

 

Figure 21: Wigan Borough Population 18+ by risk score band March 2016 

 

 

 Risk score  

Locality <15 15-29 30-49 50+ Total 

Ashton 74855 
(95.4%) 

2439 
(3.1%) 

728 
(0.9%) 

416 
(0.5%) 

78438 

Leigh 78883 
(95.3%) 

2642 
(3.2%) 

813 
(1.0%) 

471 
(0.6%) 

82809 

Wigan 99292 
(95.3%) 

3295 
(3.2%) 

1070 
(1.0%) 

547 
(0.5%) 

104204 

Wigan Borough 253030 
(95.3%) 

8376 
(3.2%) 

2611 
(1.0%) 

1434 
(0.5%) 

265451 

Table 3: Population 18+ by Risk Score band and Locality at March 2016 

The figure and table indicate that only 4045 or 1.5% of the 18+ population of Wigan Borough 
had a risk score of 30 or more at March 2016 and that the distribution of risk scores is 
virtually identical across the three localities. 

As a result of the review of the risk scores by practices and, where appropriate, discussion at 
an INT meeting patients may be placed on one of four pathways (EoL, INT, GP, NFA – see 

                                            

3 Clegg A, Bates C, Young J, Ryan R, Nichols L, Teale EA, Mohammed MA, Parry J, Marshall T. 
Development and validation of an electronic frailty index using routine primary care electronic health 
record data. AGE AND AGEING. 2016; 45 (3):353-360. 
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Section 2.3.1)  where they will be case managed. The figures below identify the growth over 
time in the number of people on all four pathways collectively for Wigan Borough and the 
three localities.  

 

Figures 22: Number of patients on a pathway April 2013 to March 2016 for Wigan 
Borough and Localities 

The Wigan Borough figures illustrate a gradual growth in the number of patients on a 
pathway followed by a steep rise between June and September 2014 as GP practices sought 
to meet the national requirement for 2% of their practice population to be case managed by 
the end of September 2014. Since then the number has continued to rise, although at a 
slower rate, but with a significant increase in the first months of 2016. The latter reflects a 
request by Wigan CCG for practices to be updating those on a care pathway monthly. At 
March 2016 there were 13,063 people in the Borough on a pathway. This represents 4.9% of 
the population aged 18 and over. 

The number on a pathway at any point in time is determined by people being added to a 
pathway and people being discharged from the pathway. The graph below, based on Wigan 
CCG data, shows the number of starts and finishes for Wigan Borough on a monthly basis 
and clearly illustrates the high level of starts over summer 2014 and early 2016. 

 

Figure 23: Monthly pathway starts and ends Wigan Borough April  
2013 to March   2016 
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It might be expected that the number of pathway starts and finishes would be roughly in 
balance otherwise, over time, the pathways will become ‘clogged’ and the ability to deliver 
benefit to individuals reduced. It is strongly considered however that this ‘in balance’ is 
largely a data issue as detailed earlier. It is recommended that Wigan partners review how 
this data set is constructed.  

When starts per individual pathway are considered the picture is as illustrated in the two 
figures below. There is a broadly similar pattern for each pathway but with the highly 
pronounced peak for the GP pathway in summer 2014 reflecting the AUP requirements. 
The second peak for the GP pathway at the beginning of 2016 is also illustrated. There is 
also a peak at this time for the NFA   pathway.  

 

 

Figure 24: Monthly starts by pathway (EoL, INT, NFA) Wigan Borough April 
2013 to March 2016 
 

 
 

Figure 25: Monthly starts GP pathway Wigan Borough April 
2013 to March 2016 
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The table below details the number of pathways starts and ends by individual pathway and 
locality in 2013/14, 2014/15 and 2015/16 along with the number of people on a pathway in 
each of these years. 

 

Pathway Locality Number Starting Number ending Number on a pathway 

  2013/14 2014/15 2015/16 2013/14 2014/15 2015/16 2013/14 2014/15 2015/16 

EoL Ashton 0 197 52 0 63 12 0 134 174 

 Leigh 0 98 19 0 29 10 0 69 78 

 Wigan 0 191 109 0 53 40 0 138 207 

 Wigan 
Borough 

0 486 180 0 145 62 0 341 459 

GP Ashton 143 1732 675 3 302 191 140 1570 2054 

 Leigh 347 1698 1082 15 377 305 332 1653 2430 

 Wigan 216 2431 1701 6 468 317 210 2173 3557 

 Wigan 
Borough 

706 5861 3458 24 1147 813 682 5396 8041 

INT Ashton 94 304 177 7 167 71 87 224 330 

 Leigh 205 359 141 11 157 77 194 396 460 

 Wigan 194 465 367 7 220 192 187 432 607 

 Wigan 
Borough 

493 1128 685 25 544 340 468 1052 1397 

NFA Ashton 147 538 797 1 114 68 146 570 1299 

 Leigh 101 543 694 14 126 131 87 504 1067 

 Wigan 80 713 554 3 126 200 77 664 1018 

 Wigan 
Borough 

328 1794 2045 18 366 399 310 1738 

 

3384 

Table 4: Number of pathway starts and ends by pathway and locality 2013/14 to 2015/16 

For the GP pathway the numbers for each locality are broadly in line when locality population 
size is taken into account.  There are however some interesting variations across localities for 
the other pathways.  For the INT pathway Ashton Locality has significantly fewer people on the 
pathway in each of the three years covered when compared with Leigh and Wigan Localities. 
Ashton is approximately the same population size as Leigh and has a similar number of 
people in the 30 and over risk score band, however in 2015/16 it had c28% fewer people on 
the INT pathway. For the EoL pathway, then Leigh has less than half the number on a 
pathway during 2015/16 than the two other localities, and significantly lower numbers in 
2014/15. For the NFA pathway then it is Wigan Locality that has the lower number of people 
on a pathway then the two other localities when population is taken into account.   
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At March 2016 there were 13,063 people in Wigan Borough on a pathway. The risk score 
band of these individuals at the time they were placed on a pathway is given in the table 
below: 

 

 Risk Score Band at point person is placed on a pathway 

 <15 15-29 30-49 50+ Total 

Persons on a 
pathway 
March 2016 

3239 

(25%) 

3419 

(26%) 

3636 

(28%) 

2769 

(21%) 

13063 

Table 5: persons on a pathway at March 2016 by risk score band at time placed 
on a pathway 

This indicates that, at the point a person was added to a pathway, their risk scores were 
relatively evenly spread across the four risk score bands.  Approximately half are in 
comparatively low risk score bands and there are potentially a number of related reasons for 
this. It suggests that the use of a 30+ risk score is not a very good way of identifying the bulk 
of those in need and / or the threshold for support has been lowered perhaps with less chance 
of benefit. In either case ‘additional intelligence’ beyond the risk stratification tool is being used 
in determining who is appropriate for care pathway management. 

The table below shows the number of people on a pathway at March 2016 by pathway and 
risk score band. In this instance patients have been allocated to a risk score band according to 
their actual score in March 2016 rather than their ‘starting’ risk score.  

 

 Risk Score 

Pathway <15 15-29 30-49 50+ All 

EoL 336 (74%) 62 (14%) 31 (7%) 24 (5%) 453 

GP 4425 (56%) 1824 (23%) 1007 (13%) 656 (8%) 7912 

INT 671 (49%) 264 (19%) 206 (15%)  220 (16%) 1361 

NFA 1974 (59%) 703 (21%) 424 (13%)  236 (7%) 3337 

All 
Pathways 

7406 (57%) 2853 (22%)  1668 (13%) 1136 (9%) 13063 

       Table 6: Wigan Borough people aged 18+ on a pathway by risk score 
 band at March 2016 

 
Over three quarters of people on a pathway at March 2016 were in the two lower risk score 
bands, compared with c50% at the point people are added to a pathway. This suggests that, 
overall, the risk score of people on a pathway reduces as they spend time on a pathway. 
However, it also supports the argument outlined earlier that the non-adjustment of care 
pathway patient data for people who have been deregistered from a GP practice is, to an 
extent, distorting the true picture. Risk scores will inevitably have reduced for many of these 
people as they are no longer using hospital services.   
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At March 2016 of patients on a care pathway, 61% were on the GP pathway, 25% on the NFA 
pathway, 10% on the INT pathway and 4% on the EoL pathway. The distribution of patients 
across the risk score bands varies by pathway. For the INT pathway, patients predominantly 
have higher risk scores whereas for the other pathways there are higher proportions with 
lower risk scores. This reflects the remit of the INTs in terms of managing those with the most 
complex needs. Three quarters of those on the EoL pathway have a risk score of under 15. 
This could suggest that those in the EoL cohort have not necessarily had high levels of 
hospital usage and are being managed in the community. The identified data issue here may 
well be a key factor however. 

The figure below details the proportion of people by risk score on each care pathway for 
Wigan Borough at March 2016.  

 

Figure 26: Percentage of people on a pathway by risk score Wigan Borough 
March 2016  

This clearly illustrates the increase in the proportion on a care pathway as the risk 
score increases. Almost 64% of those in the 30-49 risk score band are on one of the 
four pathways. Of the 50+ risk score band 20.8% are not on a care pathway, 
presumably because they have refused this offer of support or it is considered there 
would be no additional benefit for them given their particular circumstances. For each 
risk band the GP pathway has the highest proportion of patients. 

9.3 Assessing impact - approach 

An analysis has been undertaken to assess the impact of the implementation of the four care 
pathways for people in the higher risk categories (Risk score of 15 or over) on three indicators: 

• Unscheduled acute hospital admissions; 

• Readmissions within 28 days; 

• A&E attendances. 

The analysis that follows in sections 9.4 to 9.6 compares, for each indicator, the population 
aged 18 and over with a risk score of 15 or more split into two cohorts: 
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• Those on a pathway at July 2014 (this date has been used as it is at the peak of 
patients being identified and placed on a pathway). This cohort constitute 37% of 
those with a risk score of 15 or over at this time; 

• Those not on a pathway at July 2014 so providing a control group. This cohort 
constitutes 63% of those with a risk score of 15 or over.  

It identifies the change between two time periods of twelve months each for each indicator for 
the two cohorts.  The time periods compared are: 

• July 2013 to June 2014 – taken as the Pre pathway period; 

• July 2014 to June  2015   – taken as the on / post pathway period 

9.4 Unscheduled hospital admissions 

The rate of unscheduled hospital admissions over the two time periods for the two cohorts by 
risk score band is illustrated in the figure below. 

 

 

Figure 27: Unscheduled hospital admission rate per 1000 people per day by 
risk score and cohort for Wigan Borough - July 2013 to June 2014 and July 
2014 to June 2015  

 
For the three risk score bands the rates of hospital unscheduled admission experienced by 
the pathway cohort are higher during the pre pathway period than those experienced by the 
non-pathway cohort. However, for the post pathway period in the 50+ risk score bands rates 
for the pathway cohort are slightly below those of the non-pathway cohort.  

The table below identifies the percentage change in unscheduled admissions for each cohort 
over the two time periods by locality and risk score band.  Comparison of the percentage 
changes for the two cohorts gives an indication of the scale of impact of people being placed 
on a pathway. The figures show that there has been a significant percentage reduction in 
rates of unscheduled admissions for both cohorts. For the pathway cohort this is reflected in 
the reductions in risk scores experienced after people are placed on a pathway as detailed 
earlier in Section 9.2. and therefore may be influenced by the fact that the data set includes 
people who have been deregistered from a GP practice. 
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Ashton 
Locality  

Number 
in 

cohort 

In pathway  % 
Change 

Number 
in 

cohort 

Not on  
Pathway  

% 
Change 

Pre Post Pre Post 

15-29 250 3.46 1.50 -57% 1738 1.72 0.54 -69% 

30-49 203 3.47 1.70 -51% 269 3.33 1.39 -58% 

50+ 163 8.08 3.25 -60% 90 7.46 4.48 -40% 

Leigh 
Locality 

Number 
in 

cohort 

In pathway % 
Change 

Number 
in 

cohort 

Not on 
Pathway  

% 
Change 

Pre Post Pre Post 

15-29 236 3.01 1.72 -43% 1864 1.64 0.62 -62% 

30-49 216 4.25 1.93 -55% 224 3.16 1.31 -59% 

50+ 163 6.49 2.88 -56% 80 5.48 3.92 -40% 

Wigan 
Locality 

Number 
in 

cohort 

In Pathway  % 
Change 

Number 

 in 
cohort 

Not on  
Pathway  

% 
Change 

Pre Post Pre Post 

15-29 307 2.85 1.53 -46% 2257 1.75 0.49 -72% 

30-49 243 4.14 1.73 -58% 375 3.67 1.38 -62% 

50+ 179 7.99 4.19 -48% 127 

 

6.82 3.92 -43% 

Wigan 
Borough 

Number 
in 

cohort 

In Pathway  % 
Change 

Number 
in 

cohort 

Not on 
pathway 

% 
Change 

Pre Pre Pre Post 

15-29 793 3.09 1.58 -49% 5859 1.71 0.54 -68% 

30-49 662 3.97 1.78 -55% 868 3.43 1.36 -60% 

50+ 505 7.54 3.46 -54% 297 6.65 3.92 -41% 

Table 7: Unscheduled admission rates per 1000 people per day by cohort, risk score 
and Locality July 2013 to June 2014 and July 2014 to June 2015. 

In the lower 15-29 risk score band it is in fact the non-pathway cohort that has experienced 
the higher percentage reduction. There is little difference in the percentage reductions for the 
30-49 risk score bands. However, in the high 50+ risk score band the pathway cohort have 
experienced a greater percentage reduction than the non-pathway group (-54% vs -41%) 
indicating benefit from being on a pathway.   

Risk scores are predominantly determined by the utilisation of hospital services including 
admissions and in this regard the ‘difference’ between the patients in the 50+ risk score 
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pathway and non-pathway cohorts may not be that great. Following hospital admission(s) 
resulting from a period of enhanced need, over time with the provision of care and support 
admissions will generally reduce and return to their pre elevated level as a matter of course. 
The period of ‘heightened’ need has been managed and is over.  This will apply whether a 
patient is on or not on a pathway as is reflected by the figures.   This suggests that being on 
a pathway does not reduce the number of hospital admissions a patient experiences beyond 
what would have occurred as a matter of course for people on lower risk scores, but will for 
those on a pathway with a 50+ risk score.   

There appears to be little real variation across the three localities and the figures must be 
treated with caution because of the relatively small numbers in each cohort / risk score band. 
Leigh and Ashton Localities however have a slightly higher percentage reduction in 
unscheduled admissions for those on a pathway in the high risk 50+ band and Wigan 
Locality a higher percentage reduction in the 30-49 risk score band.  

When individual pathways are considered the picture is as illustrated in the figure and table 
below: 

 

 
Figure 28: Unscheduled hospital admission rate per 1000 people per 
day by risk score, pathway and cohort for Wigan Borough - July 2013 
to June 2014 and July 2014 to June 2015  
 

 
For the GP, INT and NFA pathway cohorts unscheduled admission rates are higher than for 
the non-pathway cohort for both time periods although there have been substantial 
reductions in admission rates. The figures for the EoL pathway show considerable variation 
across the risk score bands with admission rates actually being higher in the 15-29 band in 
the post pathway period again the small cohort numbers need to be considered here. 

 
For patients in both the high risk band 50+ and 30-49 risk score band it is those on the NFA 
pathway that have experienced the largest percentage reduction in unscheduled admissions 
(-67% and -68% respectively) and a much higher reduction when compared with non- 
pathway patients(-42% and -59% respectively), as seen in the table below. Early findings 
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from the evaluation of the enhanced alcohol pathway4 on specific alcohol related emergency 
admissions suggests that reductions are occurring and the NFA figures will, to an extent, 
reflect this.   

 

 Pathway  

 EoL GP INT NFA Non-
Pathway 

15-29 +38% -50% -41% -62% -71% 

30-49 -23% -53% -56% -68% -59% 

50+ -51% -57% -43% -67% -42% 

Table 8: Percentage change in unscheduled hospital admission rates per 1000 
people per day by risk score, pathway and cohort - July 2013 to June 2014 and 
July 2014 to June 2015 

 

For the INT group the largest reduction has been experienced by those in the 30-49 risk 
band (-56%) which is slightly lower than for the non-pathway cohort.  This potentially 
suggests that the INT process is having the greatest impact on those with significant but not 
extreme risk scores as there is greater potential here to take action and prevent or at least 
delay any escalation of risk and service usage. For those in the 50+ risk score band their 
level of need and complexity may make it less likely that INT review and case management, 
whilst bringing other benefits, will be able to reduce their level of admissions beyond that 
which would have occurred without INT intervention. For those on the GP pathway the 
percentage reduction is broadly similar across the risk score bands and only higher than the 
non-pathway cohort for the 50+ risk score band.  

A further analysis has been undertaken to establish if any further insight can be drawn 
regarding the impact of being on pathway in terms of hospital usage.  Again based on a pre 
and post pathway period of one year each (July 2013 to June 2014 and July 2014 to June 
2015), the analysis uses actual hospital admission rates for the two cohorts (on / not on a 
pathway at July 2014) by risk score band and applies these to the total number of people in 
each risk score band. This provides an estimate of the number of admissions that would be 
expected in the two twelve month periods if (a) all people were on a pathway and (b) all 
people were not on a pathway.  The resulting numbers are detailed in the table below.  

 

 

 

 

 

 

                                            

4 Wigan CCG and Wigan Council, Joint Commissioning Board August 2015: Enhanced alcohol 
pathway update. 
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    Non-pathway Pathway 

    15-29 30-49 50+ 15-29 30-49 50+ 

At risk Number 8307 2556 1632 8307 2556 1632 

Rate of 
admission 

Pre 1.7 3.4 6.7 3.1 4.0 7.5 

Post 0.5 1.4 3.9 1.6 1.8 3.5 

Number of 
admissions 

Pre 2589 1600 1981 4683 1851 2244 

Post 826 636 1167 2395 832 1029 

Change in 
the number 
of 
admissions 

Post - pre 1763 965 814 2287 1019 1215 

Pathway / Non 
pathway 

   
-524 -54 -401 

Table 9: Comparison of number of unscheduled hospital admissions for Wigan 
Borough pre and post pathways (12 month periods) were all people in a risk score band 
(a) on a pathway and (b) not on a pathway.   

This indicates that for those with a risk score of 15-50+, over a twelve month period, if all 
people were on a pathway then the number of unscheduled admissions would be reduced by 
an additional 979 when compared with the reduction if all people were not on a pathway. The 
largest additional reductions would be seen for the 15-29 risk band (524) and 50+ risk score 
band (401). For the 15-29 risk score bands the nature of the two cohorts (on / not on a 
pathway) may be quite different given the variation in pre pathway admission rates (1.7 vs 
3.1). This particular analysis may therefore not give a ‘true’ indication of impact in this 
situation. However, the analysis for the 50+ risk score band and to a lesser extent the 30-49 
risk core band is positive and deemed to be valid.  

9.5 Readmissions within 28 days  

Rates of hospital readmissions within 28 days over the two time periods by cohort and risk 
score band is shown in the figure below:  

 

Figure 29: 28 day readmission rates per 1000 people per days by risk 
score and cohort for Wigan Borough - July 2013 to June 2014 and July 
2014 to June 2015 
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For all risk score bands twenty eight day readmission rates for those on a pathway are 
higher in the pre and post pathway periods than their equivalent non pathway cohort. Again 
there are substantial reductions in rates for both cohorts in all risk score bands. The 
percentage change in readmission rates is detailed in the table below by locality and for 
Wigan Borough.  

 

Ashton 
Locality  

Number 
in 

cohort 

In pathway  % 
Change 

Number 
in 

cohort 

Not on  
Pathway  

% 
Change 

Pre Post Pre Post 

15-29 250 0.96 0.66 -31% 1738 0.57 0.41 -28% 

30-49 203 2.19 1.08 -50% 269 1.42 0.92 -35% 

50+ 163 3.75 2.52 -33% 90 3.53 2.76 -22% 

Leigh 
Locality 

Number 
in 

cohort 

In pathway % 
Change 

Number 
in 

cohort 

Not on Pathway  % 
Change 

Pre Post Pre Post 

15-29 236 1.14 1.22 7% 1864 0.69 0.41 -41% 

30-49 216 1.98 1.49 -25% 224 2.03 1.22 -40% 

50+ 163 4.59 3.26 -29% 80 5.14 2.64 -49% 

Wigan 
Locality 

Number 
in 

cohort 

In Pathway  % 
Change 

Number 
in 

cohort 

Not on  
Pathway  

% 
Change 

Pre Post Pre Post 

15-29 307 0.93 0.75 -20% 2257 0.59 0.4 -33% 

30-49 243 2.45 1.59 -35% 375 1.49 0.9 -39% 

50+ 179 3.99 2.94 -26% 127 3.58 2.68 -25% 

Wigan 
Borough 

Number 
in 

cohort 

In Pathway % 
Change 

Number 
in 

cohort 

Not In Pathway % 
Change 

Pre Post Pre Post 

15-29 793 1.0 0.86 -14% 5859 0.61 0.4 -34% 

30-49 662 2.21 1.40 -37% 868 1.51 0.99 -34% 

50+ 505 4.11 2.91 -29% 297 3.99 2.69 -33% 

Table 10: Percentage change in 28 day hospital readmission rates per 1000 people 
per day by cohort, risk score and Locality July 2013 to June 2014 and July 2014 to 
June 2015.  

For Wigan Borough there is little difference in the percentage reductions in 28 day 
readmissions across the pathway and non-pathway cohorts over the two time periods 
considered for the 30-49 and 50+ risk score bands. There is some variation here however 
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across localities which is currently unexplained. For the 15-29 risk score band in Leigh 
Locality the pathway cohort has experienced a slight increase in readmission rates over the 
two time periods whilst there have been reductions in the two other localities.  Ashton has 
seen a greater reduction in readmissions for both the 30-49 and 50+ risk score bands 
pathway group  when compared to the non-pathway group (-50% to -35%  and -33% to -
22% respectively). Investigating locally how Ashton has been able to achieve this reduction 
will be important so that the learning can be applied across the Borough as currently overall 
being on a pathway has not had an impact on reducing 28 day readmissions. 

When individual pathways are considered the picture is as illustrated in the figure and table 
below: 

 

Figure 30: 28 day readmission rates per 1000 people per day by risk score, 
pathway and cohort Wigan Borough - July 2013 to June 2014 and July 
2014 to June 2015  

For the GP, INT and NFA pathways the rates of 28 day readmissions are higher in both the 
pre and post pathway periods than for the non-pathway cohort. This is not the case for the 
EoL pathway where the picture is more mixed. This may reflect the relatively small number 
of people in this pathway cohort.  

 

 Pathway  

 EoL GP INT NFA Non-
Pathway 

15-29 +75% -20% -14% -19% -33% 

30-49 -24% -39% -30% -45% -38% 

50+ 0% -29% -43% -6% -33% 

Table 11: Percentage change in 28 day readmission rates per 1000 
 people per day by risk score, pathway and cohort Wigan Borough 
 - July 2013 to June 2014 and July 2014 to June 2015  
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The percentage reductions in 28 day readmissions for the 15-29 risk score band are lower 
for all pathways when compared to the non-pathway cohort. However in the 30-49 risk 
score bands higher reductions are seen for the NFA cohort and in the 50+ risk score band 
for the INT cohort.  

An  analysis to  provide an estimate of the number of 28 day readmissions that would be 
expected in the two twelve month periods if (a) all people were on a pathway and (b) all 
people were not on a pathway has been undertaken .  The resulting numbers are detailed 
in the table below.  

 

    Non-pathway 
 

Pathway 

    15-29 30-49 50+ 15-29 30-49 50+ 

At risk Number 8307 2556 1632 8307 2556 1632 

Rate of 
readmission 

Pre 0.6 1.6 4.0 1.0 2.2 4.1 

Post 0.4 1.0 2.7 0.9 1.4 2.9 

Number of 
readmissions 

Pre 932 749 1187 1519 1033 1223 

Post 612 463 802 1305 654 865 

Change in 
the number 
of 
readmissions 

Post - pre 320 287 385 214 379 358 

Pathway / 
Non 
pathway 

   
106 -92 27 

Table 12: Comparison of number of 28 day readmissions   pre and post pathways 
(12 month periods) were all people in a risk score band (a) on a pathway and (b) 
not on a pathway 

This indicates that for the 30-49 risk score band, then if all people had been on a pathway 
there would have been 92 fewer 28 day readmissions over a 12 month period. However, 
this position is reverse for the 15-29 and, to a limited extent, 50+ risk score bands. Here if 
everyone had been on a pathway the analysis suggests there would have been 133 
(106+27) more readmissions.   Overall, across the risk score bands as a whole there is little 
difference in the number of 28 day readmissions if all people were on or not on a pathway. 
Again for the 15-29 risk score band the nature of the cohorts may be quite different given 
their pre pathway readmission rates of 0.6 vs 1.0 so the analysis for them may not be a true 
reflection of impact.  There is therefore no material evidence from the analysis that being on 
a pathway has had a real impact on readmissions.  

9.6 A&E attendances 

The rate of A&E attendances over the two time periods July 2013 to June 2014 and July 2014 
to June 2015 for the pathway and non-pathway cohorts by risk score band is illustrated in the 
figure below. 
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Figure 31: A&E attendance rate per 1000 people per day by cohort 
and risk score band, Wigan Borough, July 2013 - June 2014 and July 
2014 – June 2015 

There is little difference between the two cohorts in A&E attendance rates for the 15-29 and 
30-49 risk score bands in the pre and post pathway period. For the 50+ risk score bands 
during the pre- pathway period rates are a little higher for the pathway cohort than for the 
non-pathway cohort. For the post pathway period rates have reduced for both cohorts with 
rates higher in the pathway cohort across all risk score bands.   

The table below details the changes in A&E attendance rates for the two cohorts by locality 
and for Wigan Borough. 
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Ashton 
Locality  

Number 
in 

cohort 

In pathway  % 
Change 

Number 
in 

cohort 

Not on  
Pathway  

% 
Change 

Pre Post Pre Post 

15-29 250 3.95 2.35 -40% 1738 4.33 2.05 -53% 

30-49 203 7.05 4.11 -42% 269 4.89 2.1 -57% 

50+ 163 10.64 5.16 -52% 90 7.64 3.37 -56% 

Leigh 
Locality 

Number 
in 

cohort 

In pathway  Number 
in 

cohort 

Not on 
Pathway  

% 
Change 

Pre Post Pre Post 

15-29 236 4.49 2.34 -48% 1864 3.76 1.55 -59% 

30-49 216 5.96 2.93 -51% 224 7.99 2.76 -65% 

50+ 163 11.93 5.54 -54% 80 12.64 7.76 -39% 

Wigan 
Locality 

Number 
in 

cohort 

In Pathway  % 
Change 

Number 
in 

cohort 

Not on  
Pathway  

% 
Change 

Pre Post Pre Post 

15-29 307 3.80 2.12 -44% 2257 3.69 1.4 -62% 

30-49 243 6.51 2.743.34 -58% 375 6.84 2.86 -58% 

50+ 179 11.17 5.74 -49% 127 9.06 4.26 -53% 

Wigan 
Borough 

Number 
in 

cohort 

In Pathway % 
Change 

Number 
in 

cohort 

Not on 
Pathway 

% 
Change 

Pre Post Pre Post 

15-29 793 4.05 2.26 -44% 5859 3.90 1.64 -58% 

30-49 662 6.49 3.22 -50% 868 6.53 2.60 -60% 

50+ 505 11.25 5.48 -51% 297 9.59 4.94 -48% 

Table 13: A&E attendance rates per 1000 people per day by cohort, risk score and 
Locality July 2013 to June 2014 and July 2014 to June 2015.  

For Wigan Borough whilst there have been substantial reductions in A&E attendance rates 
for all risk score bands, for the 15-29 and 30-49 bands the reduction is less than for the 
non-pathway cohort. Whilst the reduction for the 50+ risk band is slightly higher for the 
pathway cohort than non-pathway cohort the difference is marginal. One of the key aspects 
of pathway management is that patients / clients and their carers know who to contact in a 
crisis. The findings of the patient questionnaire and case management plan audit detailed 
earlier in this report suggest that patients / carers are not necessarily receiving a copy of 
their plan and thus these contact details. Their availability may help to reduce further A&E 
attendance rates for pathway patients. 
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The analysis at locality level indicates a broadly similar picture. In Leigh Locality however 
for the 50+ pathway cohort the percentage reduction in A&E attendances between the two 
time periods is above that of the non-pathway cohort. 

There is some variation in the picture when individual pathways are considered as 
illustrated in the figure and table below: 

 

Figure 32: A&E attendance rates per 1000 people per day by risk score, 
pathway and cohort Wigan Borough - July 2013 to June 2014 and July 
2014 to June 2015  

 

 Pathway  

 EoL GP INT NFA Non-
Pathway 

15-29 -21% -46% -43% -51% -59% 

30-49 -49% -52% -32% -63% -60% 

50+ -56% -53% -41% -60% -49% 

Table 14: Percentage change in A&E attendance rates per 1000 population by risk 
score, pathway and cohort Wigan Borough - July 2013 to June 2014 and July 2014 to 
June 2015  

 

For the 50+ risk score band it is in the NFA and, to a lesser extent, EoL pathway cohorts 
that a higher rate of reduction in A&E attendances has been seen over the two time periods 
than in the non-pathway cohort. Beyond this changes are either less for the pathway 
cohorts or very similar to the non-pathway cohort.  

An  analysis to  provide an estimate of the number of A&E admissions that would be 
expected in the two twelve month periods if (a) all people were on a pathway and (b) all 
people were not on a pathway has been undertaken .  The resulting numbers are detailed in 
the table below.  



45 

 

 

    Non-pathway Pathway 

    15-29 30-49 50+ 15-29 30-49 50+ 

At risk Number 8307 2556 1632 8307 2556 1632 

Rate of A&E 
attendance 

Pre 3.9 6.5 9.6 4.1 6.5 11.2 

Post 1.6 2.6 4.9 2.3 3.2 5.5 

Number of 
A&E 
attendances 

Pre 5918 3046 2857 6144 3029 3350 

Post 2487 1211 1470 3428 1503 1633 

Change in 
the number 
of A&E 
attendances 

Post - pre 3431 1835 1387 2716 1526 1716 

Pathway / 
Non pathway       715 309 -329 

Table 15: Comparison of number of A&E attendances   pre and post pathways (12 
month periods) were all people in a risk score band (a) on a pathway and (b) not on a 
pathway 

This indicates that for the high risk 50+ risk score band, over a twelve month period, if all 
people in the band were on a pathway then the number of A&E attendances would be 
reduced by a further 329 when compared with the reduction if all people were not on a 
pathway. This position is reversed for the 15-30 and 30-49 risk score bands however. Here 
the reduction in the number of A&E attendances between the pre and post pathway twelve 
month periods would be greater (a further 715 and 309 respectively) if all people in the risk 
bands had not been on a pathway.  The analysis therefore suggests that overall there would 
be no benefit in terms of A&E attendance reductions of putting people on a pathway. 
Potentially it has some benefit for the 50+ risk score band. 

9.7 Data analysis – in summary 

The data set held by Wigan CCG is not adjusted for patients who have been deregistered from 
a GP practise. The identified ongoing rise in numbers of people on a pathway, with monthly 
additions higher than monthly leavers, will in part be a consequence of this. The reductions in 
risk score identified as people remain on a pathway will also clearly be influenced by this. This 
then has a knock on impact on the data analysis undertaken. Wigan parters are strongly 
recommended to review this position. 

Around half of the people, at the point they are added to a pathway, have a risk score of 30 or 
less. This suggests the current risk stratification is a blunt tool for identifying those with high 
level needs and that other information is being used. As the risk stratification is built on 
hospital utilisation the evidence also strongly indicates that the benefit derived for this group 
from being on a pathway needs to be sought elsewhere than in changes in their hospital 
usage.  

The potential impact of being on a pathway has been considered with respect to unscheduled 
admissions, 28 day readmissions and A&E attendances. The analysis has compared two 
cohorts of those aged 18+ with a risk score of 15 or over on a pathway and not on a pathway 
at July 2014. Changes in the three indicators have been considered by comparing two time 
periods - July 2013 to June 2014 and July 2014 to June 2015. In the majority of instances the 
indicators are higher for the pathway cohorts by risk score band compared to the non-pathway 
cohorts for both time periods and have reduced for both cohorts between the two time periods.  
The analysis suggests that the predominant factor at play has been the regression to the 
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mean. Patients have experienced a period of need (admission, A&E attendance, and 
readmission) but then, over time, those needs have been managed and reduced and patients 
have returned to their ‘normal’ state.  Under these circumstances overall it is difficult to say if 
being on a pathway has had an explicit impact or whether the reductions seen would have 
happened irrespective of being on a pathway. 

However, for the 50+ risk score band the analysis indicates a greater reduction in unscheduled 
admissions for the pathway cohort( -54% vs -41%) showing the benefit for this group of being 
case managed on a pathway. This is supported further by the enhanced analysis undertaken 
that assesses the  number of admissions / readmissions / A&E attendances that would be 
expected over a twelve month period if all people in a particular risk band were on a pathway 
or not on a pathway. This suggests that for those in the 50+ risk score band there would be an 
enhanced level of reduction in unscheduled admissions (401 per annum) and A&E 
attendances(329 per annum) if all people in the band were on a pathway.  

The largest percentage reductions in unscheduled admissions over the two time periods 
considered for the 30-49 and 50+ risk score bands has been seen in the NFA pathway. These 
reductions are greater than those seen in the non-pathway cohort. There have also been 
greater reductions in A&E attendances between the two time periods in the 50+ risk score 
band for people who are on the NFA pathway compared with the non-pathway cohort. This in 
part potentially reflects the emerging evidence of the impact of the local enhanced alcohol 
pathway. 

When the INT pathway is considered the largest percentage reduction in unscheduled 
admissions for the pathway cohort over the pre and post pathway periods is seen in the 30-49 
risk band (-56%). Whilst this is still slightly below the reduction for the non-pathway cohort it 
potentially suggests that the INT process is having the greatest impact on those with 
significant but not extreme risk scores as there is greater potential here to take action and 
prevent or at least delay any escalation of risk and service usage. Without INT input their 
reduction in admissions over the two time periods may well have been lower.  Should more 
people in this risk band be referred to the INT given this is a question for consideration locally. 

Overall there is only limited indication of variations in the indicators across the three localities. 
The reasons for these variations are not clear and are probably not material. Ashton however 
has seen a greater reduction across the two time periods in readmissions for both the 30-49 
and 50+ risk score bands when compared with the non-pathway group. It is recommended 
that this is reviewed to understand how this has been achieved and if there is learning that can 
be spread.   

10 System Dynamics Model  

10.1 System dynamics model specification  

Wigan partners requested that WSP develop a system dynamics model for the ‘integration’ 
system.  System dynamics modelling can be used to provide an overview of a complex 
system and help stakeholders to ask ‘what if’ questions. It creates a helicopter view at an 
aggregate level of a system change with a prospective element. The system is looked at 
above the ‘noise’ to explore behaviours, delays and system feedback at an aggregate level. 
The role of such modelling is to assist local partners to identify learning and to put the 
evaluation in a wider context of local health needs. 

A pre requirement for system dynamics modelling is the clear specification of the issue to be 

modelled. At a meeting with Wigan partners in January 2016 the key issue was confirmed as: 
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What is the medium to long term impact on admissions to hospital and other health and 
social care resource utilisation for people with the most significant or complex needs 

following the introduction of new integrated ways of working. 

Such modelling also requires a model structure that helps this question to be explored. The 
figure below provides an overview of the high level model architecture that has been 
developed.  

 

   Figure 33: System dynamics model architecture 

The model runs from April 2012 to March 2020 with monthly granularity, using data for the 
four years 2012/13, 2013/14, 2014/15 and 2015/16 as the basis and projecting forward. It 
allows for: 

• An initial pre INT period (Months 0-24)  
Used as a baseline to identify and observe any underlying trends;  

 

• A two year  ‘adoption period’  (Months 18-42): 
This includes an overlap with the pre INT period to capture what is being learnt about 
throughput and outcomes from integrated working against a reducing population for 
whom this process will not have been in place; 

 

• An ‘optimisation period’ up to March 2017 that will demonstrate further potential 
benefit from the implementation of integrated working ( Months 42-60); 
 

• Testing sustainability (Months 60-96) 
From April 2017 –to March 2020 to test the sustainability of the system in the medium 
to longer term, with options and learning about how such long term sustainability 
might best be enabled. 
 

The model is built up from the detail of the 16 clusters and three localities by risk score 
band, with outputs at a Wigan Borough and locality level. It covers the total population aged 
18 and over (i.e. all risk score bands from 0 upwards). The model uses data from the 
evaluation in terms of: 
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• Total number of people on  a care pathway by risk score band and monthly additions 
to and removals from each pathway(April 2012 to March 2016 from Wigan CCG 
service data); 
 

• Monthly unscheduled hospital admissions and A&E attendances matched to the 
people identified above for the periods 2013/14 and 2014/15. 
 

The model uses this information from the Wigan care pathway and health service data to 
estimate the medium to longer term impacts upon unscheduled hospital admissions and A&E 
attendances along with risk scores. The outputs from the model for Wigan Borough are 
detailed in the sections below.  
 

10.2 Risk Scores and Care pathway numbers 

The figure below illustrates the model’s predicted increases in the number of people in each 
of the three risk score bands (15-29, 30-49, 50+) over time as a result of demographic 
change. Over the period April 2016 to March 2020 the number in each band is estimated to 
increase at a broadly similar rate (c8%-10%).  
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 Risk score: 1: Red 15-29, 2: Mauve 30-49, 3: Green over 50. 

Figure 34: Number of people in Wigan Borough by risk score band to 
March 2020 

 
The model estimates of the number of people in each risk score band on a care pathway up 
to March 2020 is indicated in the following figure. The estimates are driven by the actual 
numbers added to and removed from a pathway over the period April 2012 to March 2016. 
Given that people who have been deregistered from a GP practise are still included in these 
figures then the pathway estimates going forward are, to an extent, likely to be inflated 
particularly in the lower risk score bands. The estimates given in the figure below suggest a 
significant upward growth in people on a pathway in all risk score bands, from c55% in the 
50+ risk score band to c69% in the under 15 risk score band. Over time an increasing 
proportion of people in each risk score band are on a pathway, reflecting the in balance in 
the figures of pathway starts and finishes identified in Section 9.2. 
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Figure 35: Number of people in Wigan Borough by risk score band on a 
pathway to March 2020 

 
The estimates of the number of people on each of the care pathways is shown in the figure 
below:  
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  Pathway: 1: Blue EoL, 2: Red GP, 3: Mauve INT, 4: Green NFA 

Figure 36: Number of people in Wigan Borough on specific pathways to March 
2020  

 
The differing trajectories for individual pathways reflect the historic pattern of pathway starts 
and finishes in the data upon which the model is based.  The numbers on all pathways are 
estimated to increase with the highest percentage growth over the period 2016 – 2020 in the 
GP (68%) and NFA (80%) pathways.   

10.3 Unscheduled admissions and A&E attendances 

Based on past data the model estimates the potential change over time in terms of 
unscheduled admissions and A&E attendances for four scenarios: 
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• Scenario 1: ‘Do nothing’  - Outcomes adjusted in response to demographic change  
(population 50 years and over); 

• Scenario 2: ‘Do nothing’ – Outcomes adjusted in response to a frailty5 demand driver  
- this specifically takes into account the  increase in those who are frail, seen as a key 
driver of demand for services; 

• Scenario 3: Outcomes adjusted in response to switching on care pathway options 
and demographic driver (Population 50 years and over) 

• Scenario 4: Outcomes adjusted in response to switching on care pathway options 
and the frailty demand driver. 

The model outputs for unscheduled admissions are as illustrated in the figure below: 

 

 

   
 

 

                                            

5 Frail population  

a) Number of people in the frail cohort is calculated using age specific prevalence from Clegg et al 

(Table 1)5 and the ONS population projections to produce the age specific population of people over 

time. 

Table 1: Age specific prevalence of frailty 

  

Age group (years) 

50-64 65-69 70-74 75-79 80-84 85+ 

Prevalence (%) 2% 4% 7% 9% 16% 26% 

  Source: Clegg et al. 2013 
b) The frailty prevalence for individual areas are adjusted by applying a weighting or ratio using the 

DFLE50 of an area divided by the DFLE50 in England as a whole.  
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Blue: Scenario 1, Red: Scenario 2; Mauve Scenario 3, Green Scenario 4. 

Figure 37: Changes in unsceduled hospital admissions Wigan Borough to 
March 2020 by scenario. 
 

This suggests that under the ‘do nothing’ Scenario 1 as a result of demographic growth in the 
older population, if past rates  of unscheduled admissions continue, then over the period 
April 2015 to March 2020 admissions will increase by c8%. However, if the growth in the 
number of people who are frail is taken into account as the key driver of demand then over 
the same time period admissions are estimated to increase by c20%. 

When the care pathway options are incorporated ( Scenarios 3 and 4) then the growth in the 
number of unscheduled adfmissions over the same time period is slightly lower – 5% and 
17% respectively. This growth is still significant. The trajectories suggest that the impact on 
unscheduled admissions of placing people on a pathway has largely been achieved during 
the period of optimisation and the emphais is now on sustaining this impact in the longer 
term.  If frailty is seen as the key driver of demand then local work to identify people who are 
frail through use of the efrailty index may well be critical in this. Wigan partners have a 
number of initiatives underway and planned as part of their integration strategy and will need 
to assess their potential impact on slowing the estmated growth in unscheduled admissions if 
further impact is to be achieved.  

Scenarios 1 -4 with regards to A&E attendances are illustrated in the figure below: 
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     Blue: Scenario 1, Red: Scenario 2; Mauve Scenario 3, Green Scenario 4. 

Figure 38: Changes in A&E attendances  Wigan Borough to March 2020 by   
scenario. 

 
This suggests that under the ‘do nothing’ Scenario 1, as a result of demographic growth in 
the older population if past rates  of A&E attendances continue  then over the period April 
2015 to March 2020 attendances  will increase by c5%. However, if the growth in the number 
of people who are frail is taken as the driver of demand then over the same time period 
attendances  are estimated to increase by c11%. 

When the care pathway options are incorporated ( Scenarios 3 and 4) then the growth in the 
number of A&E attendances  over the same time period is slightly lower – 4% and 10% 
respectively. The over all picture is essentially the same as for unscheduled admissions with 
the benefit of placing people on a pathway largely achieved. Sustainability in the future will 
be important and  further impact will need to be found from other interventions.  

10.4 Finances 

Using average PbR costs for an unscheduled admission in each Locality the model has been 
used to estimate the annual cost of unscheduled admissions up to 2020. The table below 
details these for Scenarios 2 and 4 which use growth in the number of people who are frail 
as the key driver. It covers from the pre INT period 2012/13 to 2019/20. 

 

 Gross cost of unscheduled admissions per annum £1000s 

 12/13 13/14 14/15 15/16 16/17 17/18 18/19 19/20 

S1: Frailty £62,312k £69,958k £72,332k £74,945k £77,945k £80,735k £83,810k £86,870k 

S2: Frailty + Care 

Pathway 

£62,312k £69,745k £70,340k £71,493k £72,493k £75,299k £77,985k £80,693k 

S1:S2 Difference £0 £213k £1,992k £3,701k £5,235k £5,436k £5,825k £6,177k 

Table 16: Gross annual cost of unscheduled admissions Wigan Borough 
2012/13 to 2019/20 under scenarios 1 and 2. 

The figures suggest that from the pre pathway period there are year on year savings in the 
cost of unscheduled admissions as a result of the four care pathways being in place, when 
compared with costs under a ‘do nothing’ scenario.  Annual savings reach c£5.25m in 
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2016/17 – the end of the optimisation period. Savings then increase slightly but it is 
essentially a flat line position up to 2019/20. This again illustrates that the benefit of case 
management through a care pathway has largely been achieved, but that this should be 
sustained in the longer term.  Other interventions however will need to impact if the costs of 
unscheduled admissions are to be contained further. 

11 Pulling it all together 

11.1 Evaluation Programme 

Starting from an evaluation framework developed through an engagement process with local 
stakeholders a range of activities has been undertaken over the last eighteen months to 
evaluate the effectiveness of the integrated care programme, and in particular INTs, the 
potential contribution they have made to changes in hard qualitative measures over time, 
access to services and the perceived benefits identified by patients / carers. This has been 
underpinned and informed by an assessment of the quality of key relationships, and 
connectivity seen as crucial in the delivery of co-ordinated and streamlined care. The aim 
has been not only to assess impact but to see if any observations can be drawn between 
inputs and the outputs observed.  

11.2 Benefits for patients 

11.2.1 Patient / client experience and outcomes 

The patient / client survey undertaken for Wigan locality suggests that for those referred and 
case managed through the INT a fair proportion perceive that their outcomes have improved: 

• Around 40% of respondents felt better physically, c40% better supported and c40% 
had an improved sense of wellbeing; 

• Around a quarter of respondents felt that their ability to manage their own care had 
improved and a similar number that they felt better emotionally. 

However, a higher proportion considered their position to be either unchanged or worse in 
these areas. It is possible that this reflects the complex nature, general health and level of 
need of the patient / client group. Of all people on the INT pathway at March 2016 31% had a 
risk score of 30 or above. A perceived worsening may reflect an ongoing deterioration in their 
condition.  

Replication of the survey in all localities to seek to ‘validate’ the emerging findings may be 
worthy of consideration locally. 

In terms of the experience of referral to and case management by the INT respondent’s 
perception was positive in many cases: 

• The majority of patients / clients felt they had been listened to when decisions were 
made about their needs; 

• Two thirds felt they had been given good and understandable guidance on services 
and support available locally; 

• Half felt that having a case manager had improved the support they received.  

There were however some important findings that when combined with other evaluation 
information suggest that further attention needs to be paid in these particular areas. 44% of 
those taking part in the survey felt that their wider needs such as social activities, housing 
etc. had not been taken into account when planning care. This may, in part, reflect the 
complex health needs of these people but it seems likely that the general absence from INT 
meetings of social care representation and direct links into other council services and the 
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third sector play a part. The survey of community matron referrals evidences a focus on the 
statutory sector, particularly health and social care, whilst acknowledging the clear referral 
route to Age UK and willingness to refer ‘anywhere’. WSP attendance at INT meetings and 
review of a sample of case management plans suggests a largely clinical process. If the 
vision is for truly integrated care how the broader needs of INT patients / clients can be 
addressed needs to be considered locally along with how to broaden the range of services 
accessed. 

11.2.2 Case Management 

For patients / clients placed on the GP or INT pathway this means being case managed i.e.  
having a case manager (in the case of the INT pathway this is almost always a community 
matron) who develops a case management plan with them and their carer.  The plan should 
be read through with the patient / clients and they should receive a copy. 

From the patient / client survey in Wigan locality: 

• Only 56% of respondents said the plan had been read through with them and 43% 
that they had received a copy. 

The audit by BCH Internal audit in 2015 found that: 

• Of the people involved in the patient / clients care(practitioners or relatives) in only 
57% of cases had they informed the care plan; 

• In only 10% of cases had the patient / client signed the case management plan and 
no carers had done so. 

Not only does it appear that many patients / carers consider they have not informed the care 
plan, nor had its content read to them over half do not have a copy. As the case 
management plan includes details on what to do in a crisis or emergency then this feels like 
a significant omission that needs to be addressed. It is possible that the reductions in A&E 
attendances identified for the INT pathway cohort might be greater if this key information is 
available in the patient / clients home.  

At the beginning of this evaluation it was identified that the purpose and format of case 
management plans needed to be determined locally as there was no consensus.  Eighteen 
months on there appears to be no change in this situation. There is confusion on the 
requirements of case management plans for the AUP and the INT, value is not seen in them 
as they get out of date quickly and, as a document, they are generally not being updated. 
The limitations of current IT are clearly a contributing factor here as case management plans 
cannot generally be updated and shared electronically. Until the case management plan can 
be updated and shared electronically across all relevant practitioners it seems unlikely that 
there will be any improvement in the use of these to support integrated care.  Connectivity 
through information technology was seen by local stakeholders as a key requirement for the 
delivery of co-ordinated seamless care. Currently it appears it is personal effort on behalf of 
community matrons through the use of phone, fax and pieces of paper that is contributing to 
a co-ordinated service. The planned IT system changes currently being implemented will 
hopefully go some way to addressing this.  

11.3 Co-ordinated Services  

The evaluation framework identified the importance of healthy relationships in facilitating the 
delivery of coordinated services and support. In conversation with INT facilitators and 
Community Matrons the benefit that the INT meetings have brought in bringing people 
together and forging relationships has been expressed many times.  The Rv survey provided 
a structured and systematic way to assess relationships between INT facilitators and General 
Practice. The outcomes from the survey are generally very positive, indicating real strength 
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in this crucial relationship. On the basis of the survey responses some suggestions have 
been made for maintaining and developing these relationships further at a Borough and 
locality level. The UCL Locality (GP grouping) may require further focus in the area of 
relationships. It had both the lowest Rv rating (3.1) and lowest response rate (36%) – these 
two may well be connected. Facilitators also report some practices either do not attend INT 
meetings or are not fully engaged in the process.  

The Rv survey is an easy means of providing a ‘rain check’ on relationships. It could be 
repeated in the future to see if there has been any change over time. There may also be 
benefit to Wigan partners in applying the survey to other areas / teams as further change is 
implemented and teams / people are brought together into new relationships. The 
development of locality hubs resulting from the integrated nursing and therapy review would 
be one possible area to consider.  

Connectivity through information technology to facilitate communication between 
professionals was seen by local stakeholders as an important enable in delivering 
streamlined services. As indicated above it is personal effort rather than IT that is currently 
the main contributor to this. A number of technology developments are now underway or 
planned. It will be important for Wigan partners to put in place mechanisms to assess the 
impact on patient care and outcomes as a result of these. It is suggested that locally a 
mechanism is established now in order to implement this in the future as plans are rolled out. 

11.4 Are they seeing the ’right’ people? 

The data set available accurately reflects the risk scores of people at the point they are 
placed on a pathway. However, the fact that the data includes people who have been 
deregistered from their GP practise, many of whom it is considered will have died or moved 
away, means that it may not provide a true reflection of risk scores, as they change over 
time, for people actively being case managed. It also potentially inflates the number of 
people on a pathway. The identified in balance between pathway starters and finishers on a 
month by month basis would suggest this is the case. This situation needs to be addressed 
and should be borne in mind when considering the findings detailed here. 

A person’s risk score is the prime, although not only, determinant as to whether they are 
placed on a pathway. This is reflected in the risk scores at the point people are added to a 
pathway with  28% having a risk score of 30-49 and 21% a score of 50+ at that point ( for 
people on a pathway at March 2016).  Further, at March 2016 79% of those with a 50 plus 
score and 64% with a 30-49 risk score were on a pathway. Clearly people with complex 
needs are being placed on a care pathway. However, c 50% of those placed on a pathway 
had a risk score of less than 30 when they were added to the pathway. This suggests that 
the risk stratification tool is a fairly blunt instrument in identifying those with high levels of 
need who would benefit from being on a pathway and that a broader range of intelligence is 
being used to inform who is placed on a pathway.  

There is work underway locally to enhance the risk stratification tool to incorporate a broader 
range of information on service usage – mental health, primary care, community. The efrailty 
index is also being piloted. Potentially these developments will bring about some degree of 
shift in those identified for proactive case management. The findings for the INT pathway 
suggest the importance of working with those whose risk is significant but not at the peak 
level where there is potential to make some real impact. Use of the efrailty index and 
incorporation of a broader range of information in the risk stratification may assist in 
identifying more of these people.  

The evaluation has sought to establish the benefit of being on a pathway in terms of 
reductions in hospital utilisation rates. Given the high number of people being placed on a 
pathway with a comparatively low risk score then the evidence suggests that looking for 
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benefit in terms of hospitalisation rates for these people is looking in the wrong place. Other 
risks will be being ameliorated as a result of being on a pathway and this is where benefit 
should be sought. 

11.5 Where has there been an impact? 

The analysis undertaken has adopted a number of approaches in order to gain insight and 
establish if quantifiable benefits have been achieved through people being placed on one of 
four pathways where they are case managed. The emerging findings do not paint a single 
clear picture. However, the key messages that can be derived may be summarised as: 

Key Indicator trends 

The trends in key indicators over the period April 2013 to March 2016 for people on a 
pathway and those aged 75 and over indicate that for the pathway cohort there are reducing 
numbers of unscheduled admissions compared to the background numbers for those aged 
75 plus where rates are stable. The pathway cohort has steady re-admissions and A&E 
attendances compared to a background of increases in both for the 75 plus population. 
These are all set within the context of an increasing proportion of people aged over 75 with a 
risk score of 30+ (which may be demographically driven).  None of these are statistically 
significant on their own but do start to paint a positive picture of the impact of the care 
pathways.  

 50+ Risk score band 

Those on a pathway have experienced a greater reduction in unscheduled admissions than 
the non-pathway cohort. Were all people in this risk score group on a pathway then over a 
twelve month period an addition 401 unscheduled admissions and 329 A&E attendances 
could be saved.  

NFA pathway 

The largest  percentage reductions in unscheduled admissions over the two time periods 
considered for the 30-49 and 50+ risk score bands has been seen in the NFA pathway. 
These reductions are greater than those seen in the non-pathway cohort. There have also 
been greater reductions in A&E attendances between the two time periods in the 50+ risk 
score band when the pathway and non-pathway cohorts are compared. This in part reflects 
the emerging evidence of the impact of the local enhanced alcohol pathway. 

INT pathway 

The largest percentage reduction in unscheduled admissions for the pathway cohort over the 
pre and post pathway periods is seen in the 30-49 risk band (-56%). Whilst this is still slightly 
below the reduction for the non-pathway cohort it potentially suggests that the INT process is 
having the greatest impact on those with significant but not extreme risk scores as there is 
greater potential here to take action and prevent or at least delay any escalation of risk and 
service usage. Without INT input their reduction in admissions over the two time periods may 
well have been lower.  Should more people in this risk band be referred to the INT given this 
is an important question for consideration locally. 

Localities 

Overall there is only limited indication of variations in the key indicators assessed across the 
three localities. The reasons for these variations are not clear and are probably not material. 
Ashton however has seen a greater reduction across the two time periods considered in 
readmissions for both the 30-49 and 50+ risk score bands when compared with the non-
pathway group. It is recommended that this is reviewed to understand how this has been 
achieved and if there is learning that can be spread. 
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15-29 Risk Score band 

The analysis suggests that the nature of the pathway and non-pathway cohorts in this risk 
score band may be quite different. This adds weight to the argument that looking for benefit 
from being on a pathway needs to be sought from areas other than hospital utilisation.  

The longer term position 

The system dynamics model developed assesses the likely future growth in unscheduled 
admissions and A&E attendances under ‘do nothing’ and ‘care pathway implementation’ 
scenarios. It suggests that the impact of case management through care pathways has largely 
been optimised and that the position achieved is sustainable in the longer term. In 2019/20 it 
estimates that unscheduled admissions would be c7% lower and A&E attendances  c3%lower 
than the ‘do nothing’ scenario ( when frailty is taken as the demand driver rather than simple 
demographic growth in the aged 50 and over population) as a result of care pathway 
implementation. The model suggests a year on year increase in the savings achieved on the 
total cost of unscheduled admissions as a result of pathway implementation when compared 
with the ‘do nothing’ scenario cost. For Wigan Borough these savings reach c£5.25m in 
2016/17 but then largely flat line.  The savings achieved are therefore maintained longer term 
but other interventions will need to impact if the savings are to continue to rise.  
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Executive Summary 

Context  

In summer 2014 Wigan partners asked the Whole Systems Partnership to undertake 
an evaluation of Integrated Neighbourhood Teams (INTs). INTs were established 
across Wigan Borough from April 2013 onwards. They form part of an ambitious 
programme of transformation to deliver integrated care across the Borough.  An 
approach is in place locally to identify people at risk, primarily through the use of a 
risk stratification tool.  Those so identified are reviewed and placed on one of four 
pathways: 

• INT pathway 

• GP pathway 

• EoL pathway 

• NFA pathway (generally supported through drug and alcohol services, case 

management of those with chaotic lifestyles and mental health care) 

The INT pathway is for those people with the most complex needs who would benefit 
from a multi-disciplinary approach. Those on the pathway receive a multi-disciplinary 
review and active case management. The overall aim of the INT pathway is to reduce 
the use of expensive hospital services, improve patient / client outcomes and deliver 
streamlined and co-ordinated services.  

The evaluation has been set within the context of ongoing change across the whole 

system of care and support. At a strategic level Wigan Borough is now part of the 
‘Devo-Manc’ programme whereby powers and funding from central government in 
relation to health and social care have been devolved to Greater Manchester. This is 
driving an agenda broader than health and social care integration with an emphasis 
on place based planning and population health. More locally a number of new and 
enhanced service interventions have been put in place that support the integration 
agenda. Within this developing context the evaluation has sought to provide insight 
and learning on the impact of INTs, whilst recognising that their impact cannot be 
entirely ‘isolated’ from that of other system developments. An action learning 
approach has been adopted with insight fed back as the evaluation progressed to 
inform ongoing implementation and learning.  

The evaluation has been based on a framework developed through a local 

stakeholder event where attendees identified what would constitute success for INTs.  
It has four domains: 

• Patient / Client and carer experience and outcomes 

• Co-ordinated services 

• Access to services 

• Service utilisation rates 

 
For the first three of these domains the focus was on the INT, whilst for service utilisation 
this was broader considering all of the four care pathways possible after risk identification 
and review.  
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Implementation of the framework has been challenging in some respects due to the 
time commitment required from local staff to make things ‘happen on the ground’, 
when they have  very busy schedules and competing priorities. This report details the 
substantial elements of the evaluation it has been possible to implement.  

In addition to the evaluation framework a detailed quantitative analysis has been 
undertaken at a cluster level of the local population, risk stratification cohorts and 
service utilisation. This is now available to Wigan partners as an excel dashboard 
which can be used to investigate these factors at a very local level. Wigan partners 
also requested the development of a system dynamics model for integrated care. 
Such a model helps provide an overview of a system and allows ‘what if’ questions to 
be asked. A system dynamics model for integrated care in Wigan Borough is now 
available for Wigan partners to test out alternative scenarios.  

The full report describes: 

• An understanding of the baseline position for INTs in autumn 2014 

• A high level analysis of key performance indicators drawn from the dashboard 

• Evaluation findings with regards to patient / Client and care experience and 

outcomes, co-ordinated services and service access 

• A quantitative analysis of population and care pathway cohorts, and their service 

utilisation 

• Scenario outputs from the systems dynamic model 

• An overall assessment of impact 

Key messages 

Each section of the report summarises key findings that have been identified, which 

are: 

 

18. Involvement in the ‘INT ‘process has been beneficial for a sizeable number of 

people. Based on a survey in Wigan Locality of people referred and case managed 

through INTs: - around 40% felt better physically, c40% better supported and c40% 

had an improved sense of wellbeing. Around a quarter of respondents felt that their 

ability to manage their own care had improved and a similar number that they felt 

better emotionally.  Overall 60% of respondents reported some benefit as a result of 

being involved with the INT.  The majority of respondents felt they had been 

listened to when decisions were made about their needs, two thirds felt they had 

been given good and understandable guidance on services and support available 

locally, and half felt that having a case manager had improved the support they 

received.  

 
19. 44% of survey respondents felt their wider needs such as social activities, housing 

etc. had not been taken into account when planning care. It seems likely that the 

general absence from INT meetings of social care representation and direct links to 

other council services and the third sector play a part in this. A survey of community 

matron (case managers) referrals evidences a focus on the statutory sector, 
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particularly health and social care, whilst acknowledging a clear referral route via 

Age UK to the third sector. WSP attendance at INT meetings and review of a 

sample of case management plans suggest a largely clinical process. 

 
20. Case management plans were identified in the original baselining as an issue and 

this situation has continued. Their purpose and format is still not clear locally. They 

are not generally updated and they cannot yet be shared electronically between 

professionals. Coordination of patient / client care is therefore largely a result of 

personal effort on behalf of community matrons through the use of phone, fax and 

pieces of paper.  In the patient / client survey only 56% of respondents said the plan 

had been read through with them and 43% that they had received a copy. As the 

case management plan contains details of what to do in a crisis or emergency this 

seems a significant omission. A local audit in 2015 found that, of people 

(practitioners and relatives) involved in the patient / clients care in only 57% of 

cases had they informed the care plan. In only 10% of cases had the patient / client 

signed the case management plan and no carers had done so.  

 
21. Good relationships are one factor underpinning well-co-ordinated services. The 

results of a survey of relationships (based on a structured and systematic approach) 

between GP practices and INT facilitators indicate generally very positive findings 

which provide a robust platform for the further development of integrated working. 

For UCL locality (9 Ashton, 1 Wigan and 1 Leigh GP practices) GP response rates 

and survey scores were much lower than for the rest of the Borough, suggesting a 

need to proactively work on relationships here. 

 
22. Good connectivity through the use of information technology was seen by local 

stakeholders as an underpinning requirement for co-ordinated care. Whilst plans 

are in place and being implemented to achieve this the number of systems currently 

in place across organisations mitigate against co-ordination. As a minimum this 

must lead to inefficiency and potentially ‘disjointed’ care for the patient / client. 

 
23. At March 2016 4,045 people or 1.5% of the 18 plus population of Wigan Borough 

had a risk score of 30 or more – the guide level for consideration for case 

management through a pathway. At this point there were however 13,063 people 

on a care pathway. Pathway numbers have been rising continually over time as, on 

a month by month basis, the number of new additions is greater than the number of 

finishers. Taken to its conclusion this ‘in-balance’ would suggest an eventual 

‘clogging up’ of pathways with reduced opportunity for benefit. The data made 

available by Wigan CCG has not been adjusted for people who have been 

deregistered from a GP practise, the majority of whom it is considered will have 

either died or left the Borough. The pathway numbers are therefore likely to be 

inflated.  

 
24. Of those on a pathway at March 2016 51% had a comparatively low risk score of 29 

and below and 49% a score of 30 and above at the point they were placed on the 

pathway. This suggests that the risk stratification tool, based primarily on the 
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utilisation of acute hospital services, is a fairly blunt instrument for identifying those 

at risk and that additional intelligence is being used and / or that the threshold for 

support has been lowered with less chance of benefit. Actual risk scores at March 

2016 indicate 79% with a risk score of 29 or under on a pathway indicating that, in 

part, risk scores have reduced as people are case managed but this figure is also 

likely to be significantly influenced by the failure to remove deregistrations from the 

data set. 

 
25. At March 2016 of patients on a care pathway, 61% were on the GP pathway, 25% 

on the NFA pathway, 10% on the INT pathway and 4% on the EoL pathway. For the 

INT pathway there were a greater proportion of patients with high risk scores (over 

30) than for the three other pathways.  This reflects the remit of INTs in terms of 

managing those with the most complex needs. 

 
26. Dashboard key indicators that compare people on a pathway with the 75 plus 

population over the period April 2014 – March 2016 indicate that the pathway cohort 

have reducing rates of unscheduled admissions whilst those for the 75 plus 

population are stable. The pathway cohort have stable rates of 28 day hospital 

readmissions and A&E attendances compared to a background of increases for the 

75 plus cohort. Whilst not statistically significant the figures start to paint a positive 

picture of the impact of the care pathways. 

 
27. To assess the impact of being on a pathway an analysis has been undertaken that 

considers two cohorts of those aged 18 and over with a risk score of 15 or over – a) 

those on a pathway at July 2014 and b) those not on a pathway (a control group). It 

identifies change between two time periods, July 2013- June 2014 (the pre pathway 

period) and July 2014 to June 2015 (taken as the on or post pathway period) for 

three indicators – unscheduled admissions, 28 day readmissions and A&E 

attendances.  In the majority of instances the indicators are higher for the pathway 

cohorts by risk score band comparted to the non-pathway cohorts for both time 

periods and have reduced for both cohorts between the two time periods. This 

suggests the predominant factor at play is regression to the mean. Patients have 

experienced a period of need (admission, A&E attendance, readmission) but then, 

over time, those needs have been managed and reduced and patients have 

returned to their ‘normal’ state. Under these circumstances it is difficult to say if 

being on a pathway has had an explicit impact on whether the reductions seen 

would have happened irrespective of being on a pathway. 

 
28.  A further analysis to gain insight has compared the impact on the three indicators if 

all people with a risk score of 15 and over were a) on a pathway and b) not on a 

pathway. This indicates that over a twelve month period if all people were on a 

pathway then unscheduled admissions would  reduce by 4256 compared with a 

reduction of 3542 if all people were not on a pathway – a difference of 979.  For 28 

day readmissions and A&E attendances a similar analysis suggests there is no 

additional benefit overall of putting people on a care pathway.  
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29. People in the 50+ risk score band and on a pathway have experienced a greater 

reduction in unscheduled admissions than the non-pathway cohort (analysis point 

10 above). Were all people in this risk score group on a pathway then over a twelve 

month period an addition 401 unscheduled admissions and 329 A&E attendances 

could be saved (analysis point 11). (Total unscheduled admissions for the 50+risk 

score band if all people were on a pathway would be 1029 over a twelve month 

period and A&E attendances 1633). 

 
30. The largest  percentage reductions in unscheduled admissions over the two time 

periods (analysis in 10 above)  for the 30-49 and 50+ risk score bands has been 

seen in the NFA pathway. These reductions are greater than those seen in the non-

pathway cohort. There have also been greater reductions in A&E attendances 

between the two time periods in the 50+ risk score band when the pathway and 

non-pathway cohorts are compared (analysis point 11). This in part reflects the 

emerging evidence of the impact of the local enhanced alcohol pathway.  

31. For the INT pathway cohort the largest percentage reduction in unscheduled admissions 
over the pre and post pathway periods (analysis in 10 above) is seen in the 30-49 risk band 
(-56%). Whilst this is still slightly below the reduction for the non-pathway cohort it 
potentially suggests that the INT process is having the greatest impact on those with 
significant but not extreme risk scores as there is greater potential here to take action and 
prevent or at least delay any escalation of risk and service usage.  

32. Overall there is only limited indication of variations in the key indicators assessed across 
the three localities (analysis in 10 above). The reasons for these variations are not clear 
and are probably not material. However, Ashton has seen a greater reduction across the 
two time periods considered in 28 day readmissions for both the 30-49 and 50+ risk score 
bands when compared with the non-pathway group.  

33. The analysis points to the nature of the pathway and non-pathway cohorts in the 15-29 risk 
score band potentially being quite different. This suggests looking for benefit from being on 
a pathway for this group needs to be sought from areas other than hospital utilisation, such 
as use of social care, improved wellbeing, reduced social isolation. 

34. The system dynamics model for integrated care suggests that the impact of case 
management through care pathways has largely been optimised and that the position 
achieved is sustainable in the longer term. In 2019/20 it estimates that unscheduled 
admissions would be c7% lower and A&E attendances c3%lower than a ‘do nothing’ 
scenario as a result of care pathway implementation. It suggests a year on year increase in 
the savings achieved on the total cost of unscheduled admissions as a result of pathway 
implementation when compared with the ‘do nothing’ scenario cost. For Wigan Borough 
these savings reach c£5.25m in 2016/17 but then largely flat line.  The savings achieved 
are therefore maintained longer term in absolute terms but other interventions will need to 
impact if the savings are to continue to rise.  

Areas for consideration 

As a result of the evaluation undertaken and identified findings above a number of 

areas have emerged that are proposed to Wigan partners for further consideration: 

k) The INT ‘process’ still retains an essentially clinical focus, Although the core team 

now generally includes Addaction, and there are links to mental health services The 
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evaluation suggests that broader needs beyond health care are not necessarily 

being identified and addressed routinely. These may well be important in 

maintaining people longer term in the community. How this position can be 

addressed should be considered locally. 

 
l) Case management plans have been identified as an ongoing ‘issue’. It is 

recognised that until these can be shared electronically then their use, updating and 

benefit will not be secured. As IT system changes are implemented facilitating the 

electronic sharing of plans the opportunity should be taken to agree the purpose, 

format and detail of these plans. Providing copies to patients / clients and their 

carers should become routine. 

 
m) Insight has been gained into the relationships that exist between INT Facilitators 

and General Practice. The position in ULC Locality should be considered locally. 

Wigan partners may also wish to consider the benefit of repeating the survey at a 

point in the future to ‘test the water’ again and / or to apply the systematic approach 

to other key relationships in the local integration agenda.  

 
n) Local IT plans when implemented should assist in improved communication an 

underpinning factor in co-ordinated care. It is suggested that a mechanism is 

established now to capture and assess the impact of the IT developments on 

patient care and outcomes that can be rolled out as plans are implemented.  

 
o) Critical to the analysis has been the Wigan CCG data set that records people by 

pathway status. Whilst acknowledging that not everyone deregistered from a GP 

practise will have died or left Wigan it is considered by WSP that the majority will 

have. The current figures inflate the pathway numbers and impact on the analysis 

undertaken. This issue needs to be reviewed and addressed appropriately. 

 
p) Use of the eFrailty index is already being explored locally and there has been some 

consideration of developing the risk stratification tool so that it includes further data 

beyond acute hospital utilisation, such as community services, social care, and 

mental health data. The distribution of risk scores when people are placed on a 

pathway suggests that additional intelligence is already being used to identify those 

at risk. Developing an enhanced data set to inform risk identification should be 

pursued to ensure the ‘right’ people are placed on a pathway in order to maximise 

benefit. 

 
q) The positive benefit secured for the 30 – 49 risk score group of being on the INT 

pathway in terms of unscheduled admission reductions has been identified. Should 

more people in this risk band be referred to the INT given this is an important 

question for consideration locally. 

 
r) Whilst little ‘real’ variation has been identified between localities in terms of the 

impact of being on a pathway there is some indication that in Ashton greater 
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reductions in 28 day readmissions have been achieved. The reasons behind this 

could to be explored and learning shared. 

 
s) Alternative or additional areas to hospital utilisation where benefit might be secured 

for people in the 15-29 risk score band should be identified, in order to provide a 

more appropriate assessment of benefit than the indicators used in this evaluation.  

 
t) The system dynamics model indicates that financial savings will be optimised by 

c2016/17 and then will be maintained at broadly the same absolute level to 2019/20 

if case management through the four pathways is maintained. If further savings are 

required then these will need to be sought through alternative interventions. 

 

 

 

 

 

 

 

 


