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Place versus 
pandemic - resilient 
collaboration in 
St Helens

Introduction 
St Helens Cares, the integrated health and care system for 
the people of St Helens, brings together health, social care 
and wider public services in St Helens. Launched in 2018, it 
aims to address the rising cost and demand in health and 
social care through partners working together to meet the 
needs of the St Helens population with an emphasis on 
prevention, by supporting people to remain independent 
for as long as possible. 

The coronavirus pandemic arrived in St Helens at a time 
when system partners were looking to refresh their 
collaborative arrangements at ‘place’ level and move to 
the next phase of integrated working. As such, eff ective 
and effi  cient collaboration between system partners has 
never been more crucial than now. All of our partners have 
worked together in new ways to adapt to a truly place-
based approach to address the challenges brought by the 
pandemic. 

This case study explores how St Helens Cares has 
tackled the pandemic at Place, and highlights some 
success stories from the crisis, showing how eff ective 
collaboration and putting the interests of the population 
before organisational interests can lead to transformational 
change being achieved at pace and at scale. It also 
explores key learning points from the initial phase of the 
pandemic for eff ective system working, and considers 
some potential next steps for systems looking to refl ect 
and build on their collaborative eff orts at place during the 
pandemic for the longer term. 

Hill Dickinson has worked closely with the St Helens 
Cares partners since 2017, advising on potential models 
for collaboration, governance documentation and the 
collaboration agreement.

The eff orts of St Helens CCG and St Helens Borough 
Council in respect of St Helens Cares were recognised at 
the HSJ Awards 2020 achieving a high commendation 
in the Health and Local Government Partnership 
category.

The judges said this was a truly value led partnership 
approach, which off ers an example for place based 
partnerships everywhere. The guiding principles felt 
transferable and inspirational: a can-do attitude, a focus 
on people, and a whole system approach to addressing 
inequalities. The partnership was clear on the key 
enabling components it has in place; including a shared 
care record, and the comprehensive and simple ‘contact 
cares’ hub. Equally it was clear on the challenges of 
bringing cultures together, and demonstrated a track 
record of learning and improvement, before and 
throughout the pandemic.



About St Helens 
St Helens is one of six local authorities in the Liverpool 
City region, and covers a total of 135 square kilometres, 
of which approximately half is rural and half is urban. The 
borough is home to 180,049 people with St Helens CCG 
having 198,041 registered patients in 34 GP practices.

From the late 1970s, St Helens suff ered a decline in the coal 
mining and glass industries which employed many local 
residents, and left a legacy of issues including poor health, 
inter-generational unemployment, along with low levels 
of enterprise and aspiration. Despite recent regeneration, 
there remains relatively high deprivation and inequality in 
areas of the borough. This deprivation and other lifestyle 
factors result in poor outcomes among residents such 
as suicide, alcohol-specifi c hospital stays, causes of early 
death, and life expectancy that is lower than the national 
average for both men and women. 

Nearly 25% of children in year six are classifi ed as obese, 
worse than the average for England, and levels of GCSE 
attainment, breastfeeding initiation and smoking at time 
of delivery are worse than the England average. Though 
the smoking rate has decreased slightly since 2015, the 
prevalence of smokers in St Helens remains higher than 
the North West and England average with smoking 
attributable mortality signifi cantly higher. St Helens is 
projected to have a population where more than a quarter 
will be aged over 65 by 2041.

St Helens Cares – the 
importance of ‘place’
St Helens Cares was established in 2018 and builds 
upon the successful integration of health and care 
commissioning between St Helens CCG and St Helens 
Council since 2017. Wider public sector partners include 
Torus (Housing), Merseyside Fire & Rescue Service, and 
Merseyside Police. 

The health and social care partners entered into a 
collaboration agreement in April 2019 which sets out the 
aims of their collaboration and a framework for the further 
development of integrated working in key priority areas, 
including frailty, respiratory, children’s mental health and 
community mental health (crisis support). 

The signatories to the collaboration agreement are:

• NHS St Helens CCG – commissioner of community and 
secondary (acute and mental health) services for St 
Helens, and GP services (delegated from NHS England).

• St Helens Council – commissioner and provider of social 
care services, and responsible for public health in 
St Helens.

• St Helens & Knowsley Teaching Hospitals NHS Trust
(SHK) – provider of acute and community services 
across St Helens.

• North West Boroughs Healthcare NHS Foundation Trust 
(NWB) – provider of mental health services across 
St Helens. 

The aim of the arrangements is to bring together the key 
health and social care commissioners and providers in St 
Helens to develop and deliver sustainable, quality, health, 
care and support to the population of St Helens within the 
context of cost and demand challenges. The arrangements 
seek to implement changes to the way in which system 
partners work together and with citizens to create a place-
based approach to health, care and support to foster a 
culture of independent, resilience and self-care.



St Helens Cares - governance structure
A governance structure was established ultimately reporting into the People’s Board for St Helens (the Health and 
Wellbeing Board) where the wider partners in St Helens Cares are represented. A key principle of the collaboration has 
been to establish a simple and fl exible structure, which can evolve over time as the arrangements and key relationships 
develop. Key governance groups for the collaboration include:

• an Executive Board, bringing together key senior 
leaders from St Helens to drive the St Helens Cares 
agenda;

A crucial component of the governance structure is the 
establishment of the Stakeholder Reference Forum, 
through which the views of patients, the public, volunteers 
and carers are fed into the St Helens Cares Provider Board 
and Executive Board on proposals for change. This ensures 
that eff ective engagement with the population and key 
stakeholders is built into every level of the collaborative 
arrangements and every stage of a change proposal. 

• a Provider Board, bringing together executive and 
senior clinical representatives from SHK and NWB, 
primary care and voluntary sector representatives; and

• a fi nance and contracting group, charged with 
developing potential fi nancial and contracting 
structures to underpin future lead provider models of 
care for the St Helens place, reporting to the Executive 
Board. 

Integrated commissioning 
A key feature of the St Helens Cares approach (and fundamental to its success) was the establishment of an Integrated 
Executive Leadership Team overseeing integrated commissioning (health, public health and social care commissioning) 
for the place of St Helens. One of the main factors in the success of this system was the establishment of a joint senior 
post between the council and CCG by combining the Executive Director of Peoples role (council) with the Accountable 
Offi  cer for the CCG. This placed responsibility for children’s, adults, public health and health commissioning within the 
remit of one senior role and a combined leadership team. 

Over the last three years, this joint role has enabled shared 
understanding of challenges, enhanced collaboration and 
integration together with rapid decision making and system 
re-design at a pace that would not have been possible 
with a traditional structure and senior posts split across 
diff erent organisations and diff erent teams. Under this 
senior team, staff  employed by the council work alongside 
staff  employed by the CCG with shared line management 
arrangements, common goals and outcomes. 

Our pandemic response has demonstrated the importance 
of designating joint senior posts and integrated 
commissioning teams to enable an eff ective joined up 
approach at a whole place level. The best examples of 
the impact of this in St Helens are illustrated by how we 
responded to the challenges in care homes, accelerated 
discharge of people from hospital, the shared care record 
and how we established local testing and subsequently put 
in place systems for supporting the national testing and 
tracing pathway.



Early successes for the Place
Contact Cares
The front door service, Contact Cares, is the biggest integrated piece of work achieved to date and 
continues to grow and evolve. 

Before 2016, health, social care and community services in St Helens were delivered within a fragmented and complex 
system. Services had developed independently of each other rather than as a system. In 2018, the existing IASH 
(Integrated Access St Helens) service transitioned to Contact Cares - the umbrella name for the single point of access 
for all social care and adult health referrals, and the first point of contact for children referrals. It is a multidisciplinary 
team of qualified and unqualified social care staff, occupational therapy, physiotherapy, general nursing and housing 
staff, which coordinates and carries out assessments from either self-referral or referral by a health or care professional.

The initial assessment, carried out by advisors over the phone, determines the most appropriate services to meet the 
presenting need and activate services. If services are not required, Contact Cares provides signposting, advice and 
guidance to assist residents. Examples of services included in Contact Cares include falls, rehabilitation, reablement, 
crisis response, healthy living, social care and nursing assessment.

St Helens Business Intelligence (BI) Hub
The Business Intelligence Hub brought the BI functions 
of STHK, St Helens CCG and Public Health colleagues 
from St Helens Council together in one location. Staff 
members remain in their employing organisation and 
management, but work collaboratively across the system 
developing the BI element of the St Helens Shared Care 
Record which is used as the key source of data across all 
partners. Notable successes of the hub include:

• working together to develop a risk stratification for 
patients at risk of suicide combining data available in 
primary care, the acute trust and public health;

• development of a performance dashboard for St Helens 
Cares which identifies key performance measures that 
tell St Helens Integrated Peoples Services management 
whether they are succeeding in their key priorities 
areas, or highlighting areas where performance needs 
improving, incorporating health, education, social care, 
and public health targets; 

• development of performance reporting to support 
the set-up of a locality hub in Four Acre. The pack 
contained a wealth of information from smoking, 
obesity and crime rates through to achievement of 
QOF measures by practices within Four Acre and 
hospital activity for residents; and

• better understanding population projections through 
Public Health data and working closely with the acute 
trust to understand the impact on the contract. 

Integrated finance and performance 
board 
The CCG and St Helens Council established an integrated 
finance and performance board containing CCG 
governing body and council cabinet members. This 
place-based approach to meeting the challenges of cost 
and demand is innovative and groundbreaking, going 
further than traditional integrated health and care models 
adopted elsewhere.
Delivery of the St Helens Cares objectives is very much 
dependent upon the performance of the commissioners. 
The commissioning arm of St Helens Cares incorporates 
St Helens Council and the CCG working within an 
integrated executive leadership team. That team is 
responsible for commissioning health and council 
services for adults and children (including Public Health). 
The integrated commissioningfund gross control total is 
£633 million. 
To effectively monitor performance and feed into the 
wider St Helens Cares programme, the integrated finance 
and performance board was established with agreed 
terms of reference. The board provides scrutiny and 
challenge and may consider, make recommendations, 
and if delegated, take decisions on specific integrated 
service matters. There is a joint agreement on financial 
principles and approach for jointly commissioned 
services.
These joint financial arrangements, underpinned 
through section 75 agreements, have enabled a unified 
approach to COVID-19 financial challenges. Clear 
dialogue across both the council and CCG has sought 
to identify and deploy financial resources to support the 
specific coordinated pandemic responses for example 
in care homes, primary care and in supporting hospital 
discharges and the specific examples that follow.

Place versus pandemic
As with all collaboration arrangements, the governance structures and agreements underpinning them are only as 
successful as the relationships and trust between system partners. The importance of effective working relationships 
between all system partners, and commitment to the mutual vision of Place before organisation, cannot be 
underestimated, particularly when faced with the ‘wicked problems’ usually associated with quality or financial challenges. 
The unprecedented challenge of the COVID-19 pandemic stress-tested the strength of these relationships and shared 
vision and objectives of the partners like never before.



Shielded 
list and 
vulnerable 
group

We established a community hub group at the start of the pandemic chaired by the executive director people’s services/CCG accountable officer, which included leads from primary 
care, community safety, commissioning, voluntary sector, lead for community hub (overseeing food delivery), business intelligence staff, medicines management lead, and public 
health. This enabled rapid joined up working to protect the most vulnerable residents and those on the shielded list so that they could access the support they needed either through 
volunteers or through council support.
The integrated business intelligence (BI) team already in place facilitated easy access to daily lists from central government regarding shielding, food deliveries and sharing of key 
information held by GPs. 
The pandemic has strengthened relationships with social care BI colleagues who sit outside the BI Hub. This ensured that data regarding individuals who were shielding was quickly 
triangulated with health and social care data and our response to meeting individual need could take other factors into consideration. For example, when asking individuals about 
support needed to access food, we were also able to explore their need for support with daily living tasks, caring for others, managing health conditions and improving their mental 
wellbeing. The BI Hub has ensured close working and sharing of key information and the relationship between the BI Hub and Contact Cares is essential in the holistic process of 
downloading data and providing Contact Cares with a list of vulnerable people to engage with.
Work with the voluntary sector really accelerated, and linked with both the health and social care response to the pandemic:
• The single point of access in place through Contact Cares meant we already had a single telephone helpline in place which picks up a wide range of support needs.
• The telephone software was adaptable so, for example, we introduced an option to ‘Press 1’ if the caller needed food urgently.
• The integration enabled seamless service delivery across Contact Cares and the Council’s Contact Centre. Calls could overflow into the Council Contact Centre if a caller was waiting 

too long to get through via Contact Cares. The calls move between the two sites in the background, however the caller gets through on one seamless number.
• Our Shared Care Record IT enabled us to quickly (within 24 hours) set up a link through the ‘provider portal’ feature between Contact Cares and the voluntary sector infrastructure 

organisation - Halton and St Helens VCA. This enabled us to capture all of the data on the Contact Cares system, and voluntary sector staff could view some parts of the shared care 
record such as the basic demographic data. This portal has allowed queries to be effectively triaged and referred from statutory services to the voluntary sector and also allowed 
the voluntary sector to escalate any concerns through to statutory services, whilst keeping one effective source of data and case records.

• The system allowed individual volunteers (‘street champions’) to raise any concerns and there was a clear pathway in place to refer them to health and social care.
• Similarly, the integration has allowed us to manage referrals for mental wellbeing support. These are undertaken by a CIC – the St Helens wellbeing service.
• Integration also supported getting medication to citizens. Again, people called the single point of access number and could be referred to the Fire Service if they were shielded, or 

to the voluntary sector if not. This has been coordinated with the local medicines management team who worked in collaboration with the local pharmacy committee.

Supporting 
the homeless

As part of the response to COVID-19, all rough sleepers were offered a safe place to stay. In St Helens, we had up to 30 rough sleepers temporarily housed in a local hotel along with 
another 130 single homeless people supported in our hostels. The St Helens Cares partnership worked together to support these people to stay safe and well during the height of the 
first wave. This included:
• Public health, housing and voluntary sector providers working together with the infection control team to ensure COVID-19 safe practices - prioritising prevention and infection 

control, supporting social distancing in a sometimes challenging environment, supporting self-isolation and shielding.
• Establishing a daily surveillance system with accommodation providers to identify and isolate anyone displaying symptoms and reduce the risk of outbreaks.
• Ensuring that those with addictions to drugs or alcohol received the essential support they needed from the community substance misuse service, who provided a socially-

distanced outreach service to make sure everyone’s needs were met and any potential new clients had the opportunity to engage with treatment and support.
• Working with voluntary sector organisations to ensure that the rough sleepers housed in emergency accommodation received food twice a day.
• Identifying opportunities to support the wider physical and mental health needs of those in supported accommodation by establishing a MDT approach for particularly complex 

individuals and arranging joint outreach health clinics.
• Establishing a formal review of current health and care support to homeless people in the borough. 

Success stories - first hand experience, shared by the team



Welfare 
and mental 
wellbeing

We have worked together across the Council and the CCG on messaging about welfare and mental wellbeing. This has included:

• Developing resources for the workplace, for example on making the best of home working and general wellbeing tips.
• Regular blogs and social media adverts, with links to ex-players at Saints Rugby League club and celebrities including Johnny Vegas and Russell Crowe, to encourage people to talk 

about their feelings as part of our ‘Okay 2 Ask’ suicide prevention campaign.
• Bereavement support across the Merseyside Resilience Forum (MRF) and, in particular, providing resources for social care staff who may have seen an increase in deaths in the 

people they care for.
• One of our partners, Integrated Wellbeing (formally part of the Public Health team) has linked in with Contact Cares so that if shielded or vulnerable residents need additional social 

or wellbeing support they can access this.
• Working with primary care and medicines management to produce guidelines on vitamin D aimed at people who are shielding. These guidelines have been adopted across the MRF 

and St Helens and Halton VCA was one of the first to put the information on their website.
• We have promoted physical activity guidelines for staying active whilst staying at home developed by Public Health England to a range of partners with 5000 leaflets produced and 

cascaded.
• We have supported Merseyside Police to distribute anti-fraud leaflets to shielded and vulnerable people and worked with Torus, Early Help and the St Helens Together food hub to 

do this.

Care homes From the outset of the coronavirus pandemic, support for care homes was recognised as a key priority in St Helens which has been hit hard by the virus, reflected in our care homes. 
To date, there have been 13 outbreaks of COVID-19 in the 28 permanent care homes. The St Helens outbreak rate is significantly worse than national data.

St Helens Cares has responded by continuing to robustly monitor and support care homes to address the impact of COVID-19 on staff and residents. The structure that provides 
this oversight ensures actions are implemented; the impact reviewed; advice and guidance adhered to and dialogue with care homes shapes our support. It is worth noting that 
the ‘safeguarding and quality assurance group for care homes’ which was established during the pandemic, ensures that whilst collaborative support is prioritised, we maintain 
accountability for safeguarding and delivering good quality support to residents.

Daily contact arrangements between St Helens Cares and care homes include: 

• Daily contact with each care home to check capacity, staff and service user wellbeing, illness and deaths. Intelligence gathered also informs how support to care homes is shaped 
and is included in data and capacity reports across Liverpool City Region and North West ADASS. This information has also informed the Out of Hospital Cell and the MRF with 
regard to whole `system’ capacity and support.

• Daily checks against bed capacity tracker in relation to staffing capacity; Personal Protective Equipment (PPE) and the broader situation in care homes.
• Daily management of the distribution of PPE support for care homes. This was initially through a regular PPE distribution based on the relative size of the home but has now moved 

to responding to requests within 72 hours when stocks approach depletion.
• Daily contact informs the need for ‘mutual aid’ responses.
• Daily monitoring of care homes with outbreaks that includes infection control advice and testing.
• Immediate implementation of the enhanced acute frailty team support and additional community matron support to care homes. This was a system led health response, including 

acute, community and primary care support to homes. Mental health service providers were also available to support homes with dementia patients affected by COVID-19. A 
primary care end of life and COVID-19 service was also immediately commissioned at the beginning of the pandemic that supported care homes in dealing with patients being 
nursed to health or at the end of their life. 

St Helens Cares integrated arrangements have underpinned our approach to working in partnership with care homes in the borough to make decisions with, and not for them. We will 
continue to use this collaborative as we learn and forward plan.  



Primary care The CCG, primary care, acute services and community services work in a closely integrated way throughout the borough. All of the practices immediately formed a provider group 
that considered how they could change ways of working to maintain primary care resilience. The CCG was represented on the group to offer support where needed, identifying within 
days what additional support should be commissioned to support primary care and also working with practices on mobilising hot hubs. This was all done in collaboration with primary 
care in a truly integrated fashion. We were then able to integrate the primary care services that we commissioned with the community services and frailty teams who were working in 
care homes. That meant that we had a strong offer for care homes at the beginning of the crisis, who were supported to understand what to expect from COVID-19 patients, how to 
manage them and when to escalate them. This support proved invaluable to the homes.

Additional services commissioned were an End Of Life/death verification service; a COVID-19 positive primary care service, and additional visiting capacity for GP practices. This need 
was identified through collaboration between the CCG and primary care providers and the service specifications were jointly agreed. 

The CQC have recently undertaken audits on primary care response to COVID-19 and support offered by the system. Positive feedback given from the CQC was that they felt that the 
CCG had supported primary care really effectively and that we had worked well as a system to manage this crisis. 

Test and 

trace
Right at the beginning of the crisis, all partners in the borough came together to commission a testing service. By early May, we had a drive-through and community testing service 
provided by our local mental health trust, but designed by all partners including the local acute trust and a neighbouring CCG. This was supplemented by a testing offer for our health 
and care staff by STHK who were able to offer priority testing to health and social care staff. 

Our testing offer was expanded to include care home outbreak testing very early on, and the CCG was one of the first to be able to fulfil this requirement. We have expanded this even 
further to support our Test And Trace system, ensuring that we have a strong testing option for where outbreaks are most likely to occur, for our most complex settings and for our 
most vulnerable people. We were the first place in the Cheshire and Merseyside region to set up a test and trace strategy group, which is a multi-organisational group led by public 
health but attended by acute trusts, community trust, mental health and local authority.

We were one of the first places in the region to develop a testing offer that covered our whole population which we then incorporated in to the test and trace service, ensuring that 
results from our local testing service were effectively managed within this team. This means that individuals are contacted only once, with a result, and where that is positive, are given 
the correct advice on next steps and tracing of contacts is immediately discussed. 

This offer is also linked to the Council so that welfare advice can be offered at the same time, ensuring that individuals who need to self-isolate as a result of test and trace are offered 
services including supermarket delivery slots and support for medicines collections. 

Enhanced 
discharge

At the beginning of the pandemic, the CCG placed a lead commissioner in our contact centre (Contact Cares) which is based on the hospital site working to support the enhanced 
discharge pathway in the acute trust. This led to the new discharge pathway being implemented effectively and quickly, unblocking some of the traditional barriers to discharge. 

This arrangement has worked well and the operational lead at STHK commented recently on how much they had appreciated CCG support during this period: ‘during this stressful 
time the CCG has been very adaptive, supportive and always pushing to improve things and keep us focussed….helping us embed some of the principles we have learned during the 
set-up of the enhanced discharge pathway’.

We have also redeployed staff with relevant background to support this team, hosted by the Council, such as social workers, when they faced staff shortages due to COVID-19 related 
absences. The CCG works across the Council in an integrated fashion and believes that removal of traditional boundaries leads to a much stronger local offer for our residents.



Shared Care 
Record 

The St Helens Shared Care Record is a digital solution that enables agencies to truly work in a collaborative way by sharing health, care and housing data amongst partners. 
Information available includes diagnostics and test results; GP allergies and medications; information on lifestyle; and social care, community and mental health information.

Health and care professionals from the council, CCG, acute, community and mental health trusts and GP practices can use this data to make improvements in the quality of care and 
patient experience to deliver the following objectives:

• Reduce the need for a person to tell and retell their story
• Aid the navigation of the care system
• Support effort to reduce incidents of avoidable harm
• Avoid unnecessary/incorrect testing, diagnosis and treatment
• Reduce staff time spent hunting and gathering informationFurther enhancements include a population health module that provides a consistent and secure approach to 

systematise the use of health and social care data across our borough and a wider geography. 
• The intelligence and population health management tools deliver enhanced case finding facilities to support our most vulnerable residents (risk stratification) providing the 

following functions:
• Operational reporting - COVID-19 status analytics dashboard displaying event rates by PCN and geography allowing the identification of practices or PCN’s with spikes in events.
• The ability to compare multiple data sources from multiple systems including locally owned sit reps, live hospital feeds, shared care record data including social care and mental 

health in a single platform.
• The capability to include COVID-19 geographical analysis with the ability to drill down further to street and person level data for users.
• Tools for the health and care system to understand the needs of its population and opportunities to improve the care being delivered.
• Access to intelligence to support planning, implementation and evaluation of the population health strategy.
• Support for direct patient care, allowing us to design care systems around a whole population, backed up by effective business intelligence systems.



Cabinet support for St Helens Cares
Councillor Marlene Quinn, Cabinet Member For Adult Social Care And Health at St Helens Council, is a real advocate of 
our integration who has, on numerous occasions, spoken passionately about her belief that integration in the form of 
St Helens Cares, is not only a necessity but has been St Helens’ saving grace, especially during the pandemic.

‘St Helens Cares is the way forward – and both the public and our public services in St Helens have benefitted 
greatly from integration in this way. Certainly, our Contact Cares service and single point of contact number 676767 
has meant an immediate response for anyone who calls for help or advice with a social care or health issue and is 
directed by an advisor to the right support.

The integration between partners with Contact Cares is close and is well established engagement and the Covid-19 
pandemic has strengthened this further and benefitted all those involved. 

Furthermore, the St Helens Together initiative was launched at this time as a single point of contact for people 
needing help or wanting to volunteer their services running through the Contact Cares hub. This enabled us to 
raise £80,000 in donations to support the community in need and take on 700 volunteers to carry out this work 
delivering food parcels and medicines to vulnerable people who were unable to leave their homes and allowed us to 
identify a guaranteed supply of PPE and the community knew who to contact to access this.

The pressure has been immense on all our services but our investment in integration has clearly paid off. Without 
this things could have been much worse – Covid-19 has been the hardest test of whether integration can really work 
and we have come through it. Barriers have been shifted within organisations, including the voluntary sector who 
worked alongside us, and enabled people to work as one – following the example of having the most senior office in 
both health and council as one joint post. All of this can only help us as we move forward into the new normal.’

Conclusion - learning points for collaboration in a crisis 
The St Helens Cares model for integration was already in place before the crisis, and it is evident that this integrated 
aproach enabled an effective whole place response to the crisis. Key success factors and elements to embed in St Helens 
as part of the reset and recovery include:

• Shared purpose and goals
• Shared posts
• Strong relationships between key partners based on trust 

and common goals to improve outcomes and support 
the people of St Helens

• Effective system leaders in key posts

All of these factors will continue to be built upon by the 
partners in the evolution of St Helens Cares into the future.

Taking this forward, the partners will work together 
to refresh the collaboration arrangements and ensure 
that effective ways of working developed during the 
pandemic, and which enhance care for patients, are 
embedded in ‘business as usual’ activities. The partners 
recognise that this will be a challenge as some of the 
often cited barriers to integrated working (such as 
procurement, competition and contracting and reporting 
arrangements) are ‘switched back on’, having been 
effectively suspended during the pandemic. 

The strength of trust and relationships between the 
system partners within St Helens, as tested and proven 
during the pandemic, will only help with this transition to 
embed improved outcomes for the people of St Helens 
for the long term. 
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