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Overview and reason for change 

NHS Vale of York Clinical Commissioning Group identified a high percentage of avoidable A&E 
attendances and hospital admissions in the area. 80% of the services’ high intensity users are over 
65, and the majority suffer from long-term conditions such as diabetes and COPD. Many of these 
people find it difficult to understand and manage their conditions. Demand is growing across the 
footprint and the clinical commissioning group is in special measures due to its challenging 
financial position.  The CCG embarked on a collaborative project to see whether it could support 
patients to self-care better. It also wanted to help patients navigate the wide variety of care 
options to: 
 

• reduce demand on emergency services  

• improve patient outcomes  

• reduce costs to the system 

 
A pre-study identified that 1% of the local population consumes 53% of bed days in unplanned 
care. The 1% is a very transient population, needing real time identification and interventions.  
Vale of York CCG trialled Proactive Health Coaching supported by Artificial Intelligence as a 
solution, working with Health Navigator, the hospital trust, community partners and an 
independent evaluator. 

What did you do? 

In 2015, the CCG introduced Proactive Health Coaching as part of a wider Randomised 
Controlled Trial (RCT) lead by the Nuffield Research Trust. An external provider (Health 
Navigator) delivered the coaching.  The CCG, acute trust and Health Navigator did extensive work 
on data sharing agreements and honorary contracts to share information.   

 
A risk algorithm was used with trust data to predict patients who are at a high risk of an 
unplanned hospital admission over the next three to six months. Once identified, the patients 
were invited into the RCT and provided with the Proactive Health Coaching intervention.  This 
involves weekly coaching calls which puts patients at the centre of their care. Patients are able to 
define their own goals, so they can take control of their health and care journey, using services 
other than A&E.  Support from the health coach can continue for up to two years, although 
typically it’s only needed for 6-9 months. This helps to ensure that behaviour change and coping 
strategies are well embedded for individuals without developing a dependency on the service.   
 
•  
In the research study evaluating Proactive Health Coaching, all the people were asked to 
complete a survey reporting self-rated quality of life (SF-12) and a survey reporting patient 
activation (PAM-13) and the level to which they were engaging in self-care. Everyone 
completed the survey at the time they first engaged, and again after 6 and 18 months of 
Proactive Health Coaching.    
What happened? 

The results of the RCT with 700 Vale of York patients are statistically significant reductions in 
A&E attendance, non-elective admissions, and lengths of stay: 
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• 23% reduction in non-elective admissions  

• 34% reduction in A&E attendances   

• 24% reduction in electives (predominantly surgical diagnostic procedures) compared to 
the randomised control group.  

 
There were also improvements in the intervention group of quality of life, and patient activation: 
 

• 55% of all patients reported increased levels of activation 6 months after they started 
proactive health coaching  

 

• 84% reported improvements of self-rated quality of life 6 months after they started proactive 
health coaching.  

 

The most pronounced improvement in quality of life was seen in the 30-39 and 50-79 years age 
group. People most commonly reported improvements in the three dimensions General Health, 
Emotional well-being and Social Functioning.  SF-12 scores continued to improve throughout the 
18-month follow-up, but PAM-13 scores didn’t follow this pattern. This could be explained by the 
fact that most patient activation is achieved within the first 6 months of health coaching, when 
the contact between the person and their health coach is most frequent and intense. 

Feedback from Specialist nurses indicates that people receiving the coaching need less follow-up. 

Staff have also reported improved compliance with treatment plans. In terms of reverting to 
previous behaviour, relapse rates are less than 10% per annum for the intervention group.  
 
On the back of the RCT results and impact, the CCG has decided to mainstream this intervention 
and is currently rolling out the service to an additional 1800 people over the next 2 years.  A key 
development is that the intervention will be offered to people who frequently attend primary 
care. Evaluation protocols for this element are currently being co-produced with primary care 
colleagues.  
 
 

Finance and Commissioning  

Now that the trial is complete, the CCG has decided to continue funding health coaching from 
core resources.  The aim is to avoid future costs (by reducing unplanned hospital care and 
managing growing demand) rather than to achieve immediate savings. 
 
 

Next Steps: Sustainability and scalability  

The CCG  is rolling out health coaching to an additional 1800 people across Vale of York and plans 
to evaluate the impact for that cohort to inform further decisions. 

 

Testimonial 

“Amanda bought me out of this depression..by giving me more confidence to do things – meeting 
people, join a gym. My health’s improved dramatically, it’s uplifted me.  She helped me get a job 
as well”  John, patient living with depression  
 
“Tim had been into A & E six times when I met him…the work that we did together was to help 
him believe that asthma didn’t have to be that way” Jean Welsh, health coach 
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“You go from being an asthmatic to someone who happens to have asthma but who can cope 
with it” Tim  

Reflections: Top Tips  

Don’t underestimate how important it is to gain buy-in from partners. Time spent working 
together is key to success at all levels. 
 
Agree the inclusion process and mechanisms for contacting patients as early as you can. 
•  
Engage widely, particularly around governance requirements of each partner organisation.  
 
Working with patients to help them understand their conditions and navigate the system 
effectively has a massive impact on people’s confidence to manage their own conditions. 
Continuity of support and time spent early on has a lasting impact on health behaviours and 
use of health and care resources. 

• 

Consent form and additional information 

• Please complete the attached form giving your consent for the use of this case study 
for NHS England promotional purposes. 

• Please provide any useful additional information eg photos, presentations, supporting 
stakeholder quotes etc. 
 


