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What are trying to achieve?
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There is a clear case for change to improve outcomes for our local population whilst
meeting increasing demand and reducing budgets.  From our match of health and
social care data we know that the top 20% of people at risk represent  around 80% of
the total spend in the system; around 95% of hospital cost, and 87% of social care
cost

Our proposal is to deliver high quality integrated health and social care at scale across the tri
borough that cares and supports people in their own home and community, avoiding hospital
admissions and admissions to care homes

–

 

The integrated care service model will:
•

 

Empower patients and users and support them in the community
•

 

Provide high quality responsive care at times of crises so that people can remain as 
independent as possible without the need for longer term care

•

 

Where people need ongoing care this will be proactive and better

 

coordinated; provided 
through a multi-disciplinary system to provide high quality care more efficiently

The impact of this model could be significant; the Cost Benefit Analysis has identified possible
savings of £66m by Year Five, enabled by funding costs of £28m. These savings enable us to
achieve our existing health and social care financial targets. This analysis falls broadly in the
range of other financial analysis undertaken locally:

–

 

There is a need for re-investment to deliver integrated care in primary, community, and

 

social 
care services which is estimated at around £28m

–

 

An investment agreement is needed between partners to meet these re-investment costs 
from shared savings with LA and NHS Commissioners pooling budgets.  If outcomes are 
met, commissioners and provider networks should share the net savings estimated at approx 
£38m
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There are  five key enablers that need to be in place to make the proposed model work.  A new
model of reimbursement and funding across the system is critical to see success at
implementation:

–

 

A capitated model will transfer a pooled budget and risk/reward to provider networks 
consisting of primary care, social care, community care, mental health and some 
element of acute provision.  Provider networks are the vehicle for providing high quality 
integrated care to a local population; being accountable for outcomes achieved, and delivery 
of services within a capitated budget

–

 

Joint accountability and decision making will be achieved through our Health and 
Wellbeing Boards, the Out of Hospital Board and a proposed Joint

 

Commissioning Executive

–

 

Significant investment is needed in leadership and culture development to embed 
integrated care to drive clinical and professional leadership within the system and change 
behaviours across the workforce

–

 

Equally we need to develop our infrastructure that enables information sharing to be 
seamless across the system, for patients, professionals, commissioners and leaders

–

 

Our service model will not work and will not deliver the outcomes that are important to people 
if we don’t engage and involve patients and service users in its detailed design and 
implementation across tri borough

To achieve this we have established how we will work with Department of Health, NHS
Commissioning Board, Monitor and wider Government colleagues to:

–

 

Develop our proposed reimbursement model and receive advice and guidance on moving 
away from a  national tariff system locally and to ensure that our delivery model are in line 
with contracting and competition regulations

–

 

Submit evidence to the Caldicott Review on the need to change the information sharing 
culture so that it is seen as riskier not to share data than to share it

–

 

Develop advice and guidance on how we can avoid complex work-arounds to enable our 
workforce to operate across organisations and in hybrid roles

–

 

Understand the possible levers and flexibilities in the system for funding upfront investment in 
integrated care; where this investment is needed before savings are achieved
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Integrated care should make a real difference to how people are 
cared for; removing the current barriers that prevent professionals 
and organisations working seamlessly together

Meanwhile, Joe, falls on the way to the 
toilet and breaks his hip. At the 
hospital, he has hip surgery and his 
memory deteriorates.

The GP reviews Joe’s care plan and recommends that the 
hybrid worker visits Joe for a few more weeks until he 
recovers fully.  He refers Joe to a memory clinic and 
arranges for Annie to have a carer’s assessment to get 
additional support

Annie contacts the out of hours service 
whose GP prescribes antibiotics and 
asks the district nurse (DN) to visit. 

Annie would call the 111 service who would have access to 
Joe’s care plan.  Following triage, a rapid response would 
be put in place and a district nurse would visit within two 
hours to administer the antibiotics

The DN visits the next day and asks 
Annie to contact the council for 
additional help.  The council say they  
need more time to find out about Joe’s 
needs.

The nurse identifies that Joe is at risk of falling in his own 
home and as part of a multi disciplinary group arranges for 
equipment and grab rails to be installed. A hybrid health and 
social care worker visits Joe as he recovers from his 
infection and helps him with his mobility. 

Annie is unable to look after him at 
home any more, so Joe is discharged 
to a nursing home after a lengthy stay 
in hospital.

Joe and Annie stay in their home with the appropriate care 
provided through a local multi disciplinary group who can 
share information to prevent further crisis occurring

Joe, 85 years old, early dementia, 
lives at home with his wife Annie. He 
develops a low-grade urine infection 
and as a result is increasingly 
confused and has reduced mobility.

A risk stratification system would identify Joe as being at a 
higher risk. An integrated care plan would be put in place 
led by Joe’s GP and available to all professionals involved 
in his care
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The case for change to improve the financial position and the 
experience of local people is clear.  The current system sometimes 
provides uncoordinated, silo based care that fails to offer a holistic 
response to people’s needs.

▪ Significant challenges exist for the provision of high quality care in North West London with the 
growing burden of chronic diseases and the elderly
– Elderly (75+) represent ~5% of population today, but are outgrowing the rest of the 

population by 1% on average each year
– People with long term conditions represent ~20% of the population but account for a vast 

majority of costs, and their prevalence also outpaces the average rate

Growing 
Burden1

▪ Patients and users in INWL tell us that their experience too often falls short of their 
expectations, as they often receive inconsistent and uncoordinated care, feel out of control 
and not equipped to make informed decisions

Patient/User 
Experience

▪ Although improvements in care coordination have been made through the ICP and other 
initiatives, care typically is delivered in an uncoordinated manner:
– Patients and users fall through the cracks between providers
– Lack of consistency in quality of care plans and high variability in care execution across 

different providers as a result

Uncoordinated 
Care

▪ Care professionals are focused on delivering the best possible care, but are frustrated by 
barriers that currently exist:
– Organisational boundaries between multiple providers prevent  better care coordination
– While initial steps of incentivising better care have been taken there are still perverse 

incentives for some providers
– First glimpses of coordinated data are available through the ICP data tool, but 

professionals desire further improvements and better functionality

Professional 
Experience

▪ A clear financial imperative exists to achieve savings, with the potential from whole system 
integrated care initially estimated through OOH strategyFinancial 

Imperative

2

3

4

5
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What are we building on?
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We are building on the momentum generated by recent integration 
initiatives at a local level to deliver the step change needed and 
achieve integration at a tri-borough scale across 
health and social care

Tri-borough council 
programme

NHS INWL Quality, 
Innovation, Productivity 

& Prevention (QIPP) 
Programme

CCGs Out of 
Hospital strategies

NWL’s Shaping a 
Healthier Future 

Programme

Improving 
lives and 

making public 
funds go 

further

Improving out of hospital 
services, through earlier 
intervention, coordination, and 
supporting patients closer to 
home to improve
patient outcomes, satisfaction 
and value for money.

Aims to improve health by 
providing services locally 
where possible and 
centralised where necessary. 
Clinicians have developed 
options for the number of 
‘major’

 

hospitals for public 
consultation. 

Continuity of care (H&F)Continuity of care (H&F)

Integrated Care PilotIntegrated Care Pilot

Learning disabilitiesLearning disabilities

Mental HealthMental Health

Intermediate CareIntermediate Care

Jointly 
commissioned 
and managed 

integrated 
teams of 

health and 
social care 

staff

Social care Health Large scale transformational 
change to improve the quality 
of care while making up to 
£115m of efficiency savings 
over 3 years to 2014-15 
(Source, NWL Finance team, 
CSP Dec 2011 and operating 
Plan 2012).

We have formed a single Whole Systems Out of Hospital Steering Group, to guide integration work 
across the tri-borough; consisting of all commissioner and provider organisations across health and 
social care
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How will it work?
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We have undertaken a data match between health and social care at a 
patient level using a Combined Predictive Model risk approach.  By focusing 
on the top 3 risk strata we address 77% of total costs, 94% of hospital cost 
and 87% social care costs

2010/11; Hammersmith & Fulham, Kensington & Chelsea, Westminster

SOURCE: McKinsey team analysis, HES 2010/11, FIMS, Q research/NHS Information centre, PSSEX; NHS Reference Costs
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The risk stratification overview shows the spend per capita and 
contacts per capita across health and social care per risk strata

2010/11; Hammersmith & Fulham, Kensington & Chelsea, Westminster

1 Includes elective admissions, outpatient, and A&E             2 Includes community health & primary care
SOURCE: McKinsey team analysis, HES 2010/11, FIMS, Q research/NHS Information centre, PSSEX; NHS Reference Costs

Total

Very 
high 
risk

(0.5%)

High 
risk

(0.5-5%)

Moderate 
risk

(5-20%)

Low risk
(20-50%)

Very low 
risk

(50-100%)

Total

Very 
high 
risk

(0.5%)

High 
risk

(0.5-5%)

Moderate 
risk

(5-20%)

Low risk
(20-50%)

Very low 
risk

(50-100%)

3,004 £5,991 £1,698 £3,356 £13,357 £24,402 £73.3 2.9 6.9 70 528 1.2

25,535 £1,713 £1,333 £1,336 £3,280 £7,662 £195.7 0.9 4.0 24 128 0.5

74,815 £580 £738 £766 £386 £2,471 £184.9 0.3 2.3 13 15 0.1

185,783 £0 £47 £353 £90 £490 £91.0 0.0 0.4 6 3 0.0

177,783 £0 £6 £211 £35 £251 £44.7 0.0 0.1 4 1 0.0

466,921 £225 £223 £438 £376 £1,263 £589.5 0.1 0.8 8 15 0.1

3,004 £5,991 £1,698 £3,356 £13,357 £24,402 £73.3 2.9 6.9 70 528 1.2

25,535 £1,713 £1,333 £1,336 £3,280 £7,662 £195.7 0.9 4.0 24 128 0.5

74,815 £580 £738 £766 £386 £2,471 £184.9 0.3 2.3 13 15 0.1

185,783 £0 £47 £353 £90 £490 £91.0 0.0 0.4 6 3 0.0

177,783 £0 £6 £211 £35 £251 £44.7 0.0 0.1 4 1 0.0

466,921 £225 £223 £438 £376 £1,263 £589.5 0.1 0.8 8 15 0.1



Financial modelling conducted locally to calculate potential savings has 
considered a ‘what if’ scenario of reducing NEL by 25-40% and assumptions for 
investment. Gross savings are between £61-101m

1 Risk splits estimated based on H&F social care data, and extrapolated to the rest of Tri-borough population
2 Extrapolated from the matched dataset for H&F: including acute

 

care PbR spend (extrapolated for non ICHT/ChelWest acute spend), community care district nursing data (extrapolated from CLCH data), primary care and social 
care; excluding acute non-PbR spend and mental health data

SOURCE: INWL ICP data warehouse (2010/11 data), H&F Social Care data (2010/11), FIMS, ICP data team analysis, McKinsey analysis,

 

Community Budget team re-worked for tri-borough and reinvestment cost
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Total

Very 
high 
risk

High risk
(0.5-5%)

Moderate 
risk

(5-20%)

Low risk
(20-50%)

Very low 
risk

(50-100%)

Focusing on the top three tiers of the risk pyramid…

▪ Upper range savings assume : 40% gross savings on NEL, ~20% Other acute, 10% gross savings on OOH and SC, with 7% reinvestment costs

▪ Lower range savings assume : 25% gross savings on NEL, ~15% Other acute, 5% gross savings on OOH and SC, with 4% reinvestment costs

▪ Target ~103,000 people in the very high, high and moderate risk strata 

▪ Deliver  gross savings of between £61 – 101m annually based on high level “what if” scenario calculation

▪ Provide £24-41m in reinvestment which will facilitate substantial interventions for net savings of £37-60m

▪ The bottom tiers offer gross savings of ~£8-15m annually

Population split into risk segments

Tri-borough (2010/11)
Costs per capita (£) Gross savings (£m) Net savings (£m)Reinvestment (£m)

What if… We could realise 25-40% savings 
for NEL, 15-20% savings for other acute 
and 5-10% savings for OOH and SC, with 
4-7% reinvestment?

Adjusted 
population NEL

Other 
hospital OOH SC Total

Total 
costs 
(£m)

Lower 
range

Upper 
range

Lower 
range

Upper 
range

Lower 
range

Upper 
range

3,004 £5,991 £1,698 £3,356 £13,357 £24,402 £73 £7.8 £13.2 £2.9 £5.1 £4.9 £8.1

25,535 £1,713 £1,333 £1,336 £3,280 £7,662 £196 £21.9 £36.1 £7.8 £13.8 £14.1 £22.4

74,815 £580 £738 £766 £386 £2,471 £185 £23.4 £37.0 £7.4 £13.0 £16.0 £24.0

185,783 £0 £47 £353 £90 £490 £91 £5.4 £10.0 £3.6 £6.4 £1.8 £3.6

177,783 £0 £6 £211 £35 £251 £45 £2.3 £4.6 £1.8 £3.2 £0.5 £1.5

466,921 £225 £223 £438 £376 £1,263 £590 £61 £101 £24 £41 £37 £60

Adjusted 
population NEL

Other 
hospital OOH SC Total

Total 
costs 
(£m)

Lower 
range

Upper 
range

Lower 
range

Upper 
range

Lower 
range

Upper 
range

3,004 £5,991 £1,698 £3,356 £13,357 £24,402 £73 £7.8 £13.2 £2.9 £5.1 £4.9 £8.1

25,535 £1,713 £1,333 £1,336 £3,280 £7,662 £196 £21.9 £36.1 £7.8 £13.8 £14.1 £22.4

74,815 £580 £738 £766 £386 £2,471 £185 £23.4 £37.0 £7.4 £13.0 £16.0 £24.0

185,783 £0 £47 £353 £90 £490 £91 £5.4 £10.0 £3.6 £6.4 £1.8 £3.6

177,783 £0 £6 £211 £35 £251 £45 £2.3 £4.6 £1.8 £3.2 £0.5 £1.5

466,921 £225 £223 £438 £376 £1,263 £590 £61 £101 £24 £41 £37 £60



Our model shows savings being enabled across a five year period, 
and mainly from year two onwards

Source: Tri Borough CBA analysis



The Cost Benefit Analysis demonstrates the impact of 
integrating health and social care

The benefits are fiscal savings achieved through:
•

 

reducing non elective hospital admissions
•

 

reducing placements to nursing and residential care homes
•

 

reducing the number of A&E attendances
•

 

reducing the number of days people stay in hospital

We need to invest some of these savings into primary, community and social care so 
that people can be cared for in their own homes or in their community:

•

 

Care at Home providing health and social care
•

 

better access to GPs
•

 

coordinated short term services to re-able, rehabilitate and treat people so they 
regain or maintain their independence 

We also achieve efficiencies through integration by having joint roles, working in an 
integrated system supported by an infrastructure that reduces duplication:

•

 

hybrid workers
•

 

health and social care coordinators
•

 

IT that links current systems across health & social care
•

 

integrated assessment of people’s needs, triage and referral/dispatch of the right 
service first time
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We have developed the concept for an integrated system 
of service provision that includes both proactive care 
and longer term coordinated care

Responsive high quality care

Proactive care based on risk 
assessment

Empowered patient/user supported at 
home and in the community
Empowered patient/user supported at 
home and in the community

Coordinated care delivered by a 
financially sustainable multi-
disciplinary system to provide quality 
care at lower cost

Coordinated care delivered by a 
financially sustainable multi-
disciplinary system to provide quality 
care at lower cost

Patient/
User

Community 
care
Social care/ 
Third Sector
Mental 
health
Specialist 
care

Care 
Coordinator

GP 
Practice

Carer

Community 
and Third Sector

Multi-skilled health and 
social care worker (for 
high risk/dependence)

Named
Lead

Supported with a shared system platform

Family

Multidisciplinary system
GP 

network

Patient/user 
engagement
Patient/user 
engagement

Aligned 
incentives
Aligned 
incentives

Clinical leadership 
and culture 
development

Clinical leadership 
and culture 
development

Information 
sharing
Information 
sharing

Joint decision 
making and 
accountability

Joint decision 
making and 
accountability
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From this model we can identify 15 interventions that 
apply to people at different levels of risk

▪ While the focus of interventions is on the top 20% of the population, appropriate programs 
also need to be in place for the remainder of the population

– These programs provide the correct level of care and education to ensure their needs 
are met, and that they do not progress up the risk pyramid

▪ While the focus of interventions is on the top 20% of the population, appropriate programs 
also need to be in place for the remainder of the population

– These programs provide the correct level of care and education to ensure their needs 
are met, and that they do not progress up the risk pyramid

Very 
high 
risk

(0.5%)

High risk
(0.5-5%)

Moderate 
risk

(5-20%)

Low risk
(20-50%)

Very low risk
(50-100%)

Very 
high 
risk

(0.5%)

High risk
(0.5-5%)

Moderate 
risk

(5-20%)

Low risk
(20-50%)

Very low risk
(50-100%)

Care 
planning

Virtual 
wards

Early 
supported 
discharge

Hybrid 
health/ 
SC 
workforce

Rapid 
access to 
specialist 
opinion

Regular 
in-depth 
GP 
reviews/ 
case conf.

Supported 
self-care 
programs

Patient 
and 
family 
groups

End of 
life 
support

Single 
point 
assess-
ments

Peer 
review
meetings

Care 
coordi-
nation

Access to 
specialist 
interven-
tions

Rapid 
response

Mental 
health 
liaison 
team
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1. Assessment and 
Care Planning 2. Short term RRR 3. Longer term care 

at home 4. Common Platform for Access

Care Plan &
resource 
allocation

Screening, 
Triage and 

Assessment

0
Rehab, 

Reable, 
Recover

Rapid 
Response

Homecare
Nursing

Therapies

Coordinate
Monitor
Review 

IT 
Processes
Information

Referrals  
Scheduling
Dispatch

1 2 3 4 5 6 7

Empowered patient/user 
supported at home and in the 
community

Empowered patient/user 
supported at home and in the 
community

Responsive high quality care

Proactive care based on risk 
assessment

Coordinated and consistent care 
delivered by a financially sustainable 
multi-disciplinary system to provide 
quality care at lower cost

Coordinated and consistent care 
delivered by a financially sustainable 
multi-disciplinary system to provide 
quality care at lower cost

Patient/user 
engagement
Patient/user 
engagement

Aligned 
incentives
Aligned 
incentives

Clinical leadership 
and culture 
development

Clinical leadership 
and culture 
development

Information 
sharing
Information 
sharing

Joint decision 
making and 
accountability

Joint decision 
making and 
accountability

Service modelService model

Business and operational processes

Shared system platform

We have identified the business processes required to 
deliver the service model and a shared system platform

“Whole systems” means thinking about integration and personalisation end to 
end…
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Common Platform for Access: directs people to the right 
service first time; avoiding handoffs and the duplication of 
people telling their story to many different people. Getting 
this right underpins the flow of the service model for 
patients and users

Care Plan &
resource 
allocation

Screening, 
Triage and 

Assessment

0
Rehab, 

Reable, 
Recover

Rapid 
Response

Homecare
Nursing

Therapies

Coordinate
Monitor
Review 

IT 
Processes
Information

Referrals  
Scheduling
Dispatch

1 2 3 4 5 6 7

Assessment and 
Care Planning Short term RRR Longer term care 

at home Common Platform for Access

Integrated assessment and care 
planning

• Validated, reliable, evidence based 
• Facilitate clear decision making by 

standardising approach
• Empower users to make decisions on 

their support and care 

Integrated short term RRR 
services

• Wrapped around GP networks
• Rapid Response & out of 

hours shared
• Named care manager/key 

worker 
• Assess & plan for longer term 

care if needed, then review

Integrated care at home packages for 
longer term care

• Nursing, therapy, and homecare 
combined with hybrid workers

• Funded on a case mix system 
according to need

• Provider monitored through CM review

Common platform for access
• Referrals, screening, triage
• Scheduling and dispatch (Rapid 

Response) 
• Out of hours shared
• Assessment and care plan 

information held/shared

Joint decision 
making and 
accountability

Joint decision 
making and 
accountability

Information 
sharing
Information 
sharing
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What needs to change?
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There are five key enablers that support the cultural and 
structural changes required to make integrated working 
a success
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1. Aligned Incentives: through our proposed 
reimbursement model based on capitation

Contracted on casemix
based on client 
needs/complexity

Provider

Network level “provision 
entities”

Community care

Social care

Mental health

Primary care 
practices

…into out of hospital provider 
networks…

Reimbursement

Fee

Management 
services

…with a fixed capitation for all out of hospital 
services, acute and management costs.

Capitation 
allocated to cover 
provider activity

Community 
care
Social care

Mental health

Primary care

-

-

=
Provider savings (or risk)

Block contract or 
network agreed 
tariff

Outpatient / 
A&E / UCC / Dx

Any planned 
acute 
admissionsPbR tariff

Scope

Focus on top three highest risk 
cohorts…

Overall population
▪ 466,921population
▪ Approx £413m healthcare 

spend
▪ Approx £177m social care 

spend
▪ Average per capita spend 

£1,090

Focus
▪ 103,000 

people
▪ £454m 

total 
spend

▪ Average 
per capita 
spend 
£4,407

Out of focus
▪ 364,000 people
▪ £136m total 

spend
▪ Average per 

capita spend 
£374

Commissioning

Local Authority

CCGs

▪ Pooled budget net of LA/CCG 
savings for whole system IC 
paid as capitation (average 
£145m per borough)
▪ Locks in required savings for 

commissioner balance and 
lower future growth rate

▪ £154m social care funding 
for target population

▪ Average £51m per borough
▪ Top sliced by 4% for 

reducing ASC budget  
£147m 

▪ £300m health care funding 
for target population

▪ Average £100m per CCG
▪ Top sliced by 4% leaves 

£288m

…pooling budgets from health 
and social care…

Example figures for each 
JV/LLP (if 10 across tri-
borough as example)
• 10,300 target population from 
Network size of approx 50,000
Total revenues
▪ £28,8m health care
▪ £14.7m social care
Budget per capita
▪ £2,796 health care
▪ £1,427 social care

- Integrated long 
term care at 
home packages

Acute: A&E,NEL, 
specialist

Residential/
Nursing Home 
(PBR Tariff)

Source: McKinseys analysis amended by CB team to show tri-borough figures



The delivery model is based on a capitation approach to 
reimbursement; with capitated budgets for certain cohorts of the 
population delegated to provider networks

Source: McKinseys analysis

Description ▪Move to payment per head covering a 
broad range of needs
▪Payment made to joint venture or a lead 

provider who take on risk

Pros ▪Does not require detail
▪Devolves more decision making to 

providers
▪Transfers risk meaningfully to providers

Cons ▪Requires higher level of capability in joint 
decision making
▪Transfers the most risk to providers

Capitation

Capitation model 
proposed:
▪

 
Least prescriptive 
approach that can 
be used on broad 
range of needs

▪
 

Allows local 
devolved decision 
making

▪
 

Risk is 
meaningfully 
transferred to 
providers
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2. Decision making
                                        

                                 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Health & 
Wellbeing 
Board(H&F)

Whole system/ Joint Commissioning Executive 

Health & 
Wellbeing 
Board (K&C)

Health & 
Wellbeing 
Board (W)

Network 1

Network 2

Network 3

Network 4

Network 5

Network 1

Network 2

Network 3

Network 1

Network 2

Network 3

Integrated 
provision

 

Mandate Mandate Mandate

Integrated 
Commissioning 
Support and 
back office
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3. Leadership and cultural development: We need to change behaviours 
that drive clinical and professional leadership across the workforce in 
order to successfully embed integrated care

Source: McKinseys analysis

Mindset &
behaviour 

shifts

Role-
modelling

Fostering 
understan-
ding and 
conviction

Reinforcing 
with formal 
mechanisms

Developing 
talent 
and skills

21

3 4

How can we change these behaviours?

What behaviours will we want 
to encourage to deliver better 
care at lower costs?

Who will be primary benefi-
ciaries of integration in INWL?

Very 
high 
risk

High risk
(0.5-5%)

Moderate risk
(5-20%)

Low risk
(20-50%)

Very low risk
(50-100%)

Presumed focus

MDG Chair

GP

Consultant

Care co-
ordinator

Social 
carer

Practice 
nurse

DN/AHP/ 
CMHT

Whose behaviours will 
need to change in the 
future?

Patient/ 
user

Family & 
carers
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4: Information Sharing: Delivering an integrated care system is 
dependent on shifting our culture to make it the norm that data is 
shared and ensuring infrastructures support information sharing and 
do not hinder it  

•
 

Whole system integrated care requires that data is shared routinely but safely 
between organisations at three levels:

•

 

At patient level: by professionals working in integrated teams and as part of multi 
disciplinary groups
•

 

At provider network level:  to enable planning of resource allocation and delivery of 
services to a local population within capitated budgets and performance monitoring
•

 

At commissioner level: to establish pooled budgets, joint savings and joint re-

 investment needed so as to determine the capitated budgets to be

 

passed to provider 
networks and to enable performance management

•

 

Agreement is needed between partners and with the guidance and support of central 
government to change the current culture surrounding information sharing so that not 
sharing data is seen as riskier than sharing it



Draft – not for circulation
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5: Patient and Citizen Engagement : Our implementation of an 
integrated care system must involve patients and users to meet their 
requirements for high quality care and to support self management and 
care through education and health promotion

•

 

Considerable consultation  with users 
groups has taken place on the three CCG Out 
of Hospital Strategies.

 
•

 

Current consultation n progress on the future 
of acute  hospital services: “Shaping a 
Healthier Future”

 
•

 

Whole Systems NHS project working with a 
small group of patients and users to establish 
new service design from an individual 
perspective and cost implications

 
•

 

Key principles of service design from 
national research with users and carers are 
incorporated in our service model

 
•

 

Implementation plan will consider patient 
user engagement and involvement of Health 
Watch, third sector, advocacy groups etc
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Considerable consultation  with users 
groups has taken place on the three CCG Out 
of Hospital Strategies.
•

 

Current consultation n progress on the future 
of acute  hospital services: “Shaping a 
Healthier Future”
•

 

Whole Systems NHS project working with a 
small group of patients and users to establish 
new service design from an individual 
perspective and cost implications
•

 

Key principles of service design from 
national research with users and carers are 
incorporated in our service model
•

 

Implementation plan will consider patient 
user engagement and involvement of Health 
Watch, third sector, advocacy groups etc

Patient and user engagement to develop 
Integrated care and out of hospital 

services in tri-borough 

Patient and user engagement to develop 
Integrated care and out of hospital 

services in tri-borough

•

 

Education through health promotion plans 
targetting people who have lifestyle factors that 
may increase their level of risk

 •

 

Promotion of self management and care 
supported through technology such as online 
monitoring or apps

 •

 

Care planning and assessment is undertaken 
jointly between patient and professional so that 
people are involved in the decisions taken about 
their care and understand their care package

 •

 

Continue to increase the uptake of personal 
budgets across health and social care

 •

 

The implementation plan will include 
engagement with patients and users to develop 
this service model from concept to delivery

 

•

 

Education through health promotion plans 
targetting people who have lifestyle factors that 
may increase their level of risk
•

 

Promotion of self management and care 
supported through technology such as online 
monitoring or apps
•

 

Care planning and assessment is undertaken 
jointly between patient and professional so that 
people are involved in the decisions taken about 
their care and understand their care package
•

 

Continue to increase the uptake of personal 
budgets across health and social care
•

 

The implementation plan will include 
engagement with patients and users to develop 
this service model from concept to delivery

Patient and user engagement in 
education programmes, self 

management and care planning 
elements of the new service model 

Patient and user engagement in 
education programmes, self 

management and care planning 
elements of the new service model



Implementation must not loose sight of what is important to patients 
and users:

•Source: National Voices, Think Local Act Personal, King’s Fund

A recent National Voices article 
highlighted 3 main requirements 

from the patient’s perspective

‘Making it real’, a report from Think 
Local Act Personal, sets out a 6-

point framework for personalised, 
community-based support

‘From vision to action’, a 
collaboration of ten leading health 
and social care charities, sets out 5 
service outcome imperatives for a 

post-reform NHS

▪ Information and advice
Information is easy to access and 
understand

▪ Active and supportive communities
A shift in resources towards longer term 
supportive community activity means 
people are supported by a range of 
networks

▪ Flexible integrated care and support
Support is ‘joined-up’ and service users 
have maximum possible choice

▪ Workforce
Workforce is considerate and 
competent and there is good 
information for service users

▪ Risk enablement
People are supported to weigh up risks 
and benefits and how to plan ahead

▪ Personal budgets and self-funding
Council-funded service users receive 
funding as personal budget and to have 
direct control over this

▪ Coordinated care
Services are ‘joined-up’ and care 
received is seamless

▪ Patients engaged in decisions about 
their care
All patients and carers can take an active 
role in decisions with the right 
opportunities, information and support

▪ Supported self-management
People with LTCs can manage their 
condition appropriately with the right 
opportunities, resources and support

▪ Prevention, early diagnosis and 
intervention
People are supported to access services 
early to reduce or prevent crisis

▪ Emotional, psychological and 
practical support
Everyone with long-term care needs can 
access appropriate emotional, 
psychological and practice support

▪ Co-ordination of care is imperative
Patients need clarity of who to speak 
to when and alignment across different 
providers and professionals should act 
as a ‘team around the patient’

▪ Quality of Care is important, where 
from is irrelevant
Relational aspects are most closely 
related to good patient experience. 
Patients ‘don’t care’ who is providing 
the care.

▪ Transparency of system
There needs to be visibility of patients’
full entitlements and costs they might 
incur within the integrated care system

Many shared themes, including
▪ A need for joined-up care, both in terms of information sharing and care delivery
▪ Patients to have more information and more control over their care, including greater self-management 

where possible
54
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How can Government help?
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In Tri-borough we have identified three key areas where we need to  
work  with the assistance of Government to achieve integrated care at 
scale locally. From engagement on these issues our ‘ask’ is to further 
work to understand and interpret existing flexibilities and to shape the 
support that national bodies can give to Community Budgets areas

Proposed approach to share data 
across health & social care

•

 

We can provide clear evidence on the 
current blocks to doing this and where we 
need the Government to make changes

• We have input into the Caldicott Review

Flexibility between health and social 
care roles

•

 

We can provide clear evidence to 
justify changes to enable sharing of 

tasks between health and social care, 
avoiding complex Section 75 approach

Changes required to the acute sector tariff 
system, and payment systems for primary and 

community care and funding flows
•

 

We can provide useful  information to the NHS CB 
and monitor as we begin to implement different 

payment systems for providers in return for support 
and guidance on how to  operate within existing 

flexibilities with confidence



London Borough of Hammersmith and Fulham | The Royal Borough of Kensington and Chelsea | Westminster City Council
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Appendices
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Key to the model is empowering patients and users to be supported 
at home and in the community, through self care or by families and 
carers

Supported with a shared system platform

Patient/user 
engagement
Patient/user 
engagement

Aligned 
incentives
Aligned 
incentives

Information 
sharing
Information 
sharing

Empowered patient/user supported at 
home and in the community
Empowered patient/user supported at 
home and in the community

Patient/
User

Carer

Community and 
Third sector

Family

Patient/ user is the focal point for the integrated approach to care and 
the locus of risk
Goal is to empower the patient / user and/or carer with tools enabling 
education (e.g., e-learning), ensure active participation in making own 
care decisions and tools to provide information at finger-tips

Patient/ user ‘ecosystem’ is more coordinated, with access to 
information to  deliver better quality of care at home or in the
community, on a consistent basis

Provide patients with 
access to data/ info., 
and decision making 
power on how it is 
used

Patient/ user education and transparent communication, involvement in 
patient groups as well as representation on governance bodies 

Joint decision 
making and 
accountability

Joint decision 
making and 
accountability

Clinical leadership 
and culture 
development

Clinical leadership 
and culture 
development
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The model must respond rapidly and effectively to people at a time of 
crisis to prevent hospital or care home admission

Supported with a shared system platform

Patient/user 
engagement
Patient/user 
engagement

Aligned 
incentives
Aligned 
incentives

Clinical leadership 
and culture 
development

Clinical leadership 
and culture 
development

Information sharingInformation sharing
Joint decision 
making and 
accountability

Joint decision 
making and 
accountability

Responsive high quality care

Proactive care based on risk assessment

Care 
Coordinator

GP Practice

Multi-skilled health and 
social care worker (for 
high risk/dependence)

Named
LeadMulti-skilled/ hybrid health and 

social care worker provide 
integrated community and home 
care services for the top two risk 
strata (very high and high risk 
patients i.e., ~5% of the total 
population)

One ‘Care Coordinator’ for each 
network covering the top three risk 
strata i.e., 20% of total population, 
who is an organiser authorised to 
commission a package of care (up 
to a certain threshold) across 
different providers rapidly

Care coordinator primarily contacted 
by GP practices or other providers 
but may also be directly contacted 
by patients

All patients/ users get access to a 
‘Named lead’ from a GP practice, 
who can be a GP or a nurse. For 
most patients/ users, this person 
acts as the primary contact

As the holder of the ‘list’, GP 
practice is clinically accountable 
for care delivery to individual 
patients
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A multi disciplinary system operating through provider networks 
supports people who need longer term planned care

Community 
care
Social care / 
Third sector

Mental health

Specialist 
care

Care 
CoordinatorNamed

Lead

Supported with a shared system platform

Multidisciplinary system

GP 
network

Patient/user 
engagement
Patient/user 
engagement

Aligned 
incentives
Aligned 
incentives

Clinical leadership 
and culture 
development

Clinical leadership 
and culture 
development

Information sharingInformation sharing
Joint decision 
making and 
accountability

Joint decision 
making and 
accountability

Coordinated and consistent care delivered by a 
financially sustainable multi-disciplinary system to 
provide quality care at lower cost

Coordinated and consistent care delivered by a 
financially sustainable multi-disciplinary system to 
provide quality care at lower cost

All 5 enablers need to be in place and work in 
concert to enable coordinated care delivery and 
consistent quality of care

GP practices are part of a GP 
network GP Practice

All relevant providers participate in a multi-
disciplinary system working together:
▪ Share information across the network
▪ Jointly design and deliver care plans
▪ Jointly attend case conferences
▪ Drive peer performance reviews (for instance, 

weekly meetings to analyse all emergency 
hospital admissions)

▪ Specialist care
▪ Generalist care

▪ Care at home
▪ Residential care
▪ Reablement
▪ Continuous care

▪ Depression and 
anxiety

▪ Long term mental 
health conditions in 
inpatient setting

▪ Learning disabilities▪ A&E
▪ Care in hospital
▪ Access to specialist 

opinion
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We have identified the key levers to delivering integrated care where 
investment is required

|M Ki & C 14

Description and examplesLever

More 
proactive 
care

More 
consistent 
care

Eliminate 
duplication

Appropriate 
skill delivery

▪ Proactively target interventions at high risk 
patient users (e.g., risk stratification, scheduled 
outreach to patients/users, defined interventions)

More 
responsive 
care

▪ Reduce response time to minutes, not hours or 
days (e.g., increased capacity in system, more 
well-defined escalation routes, transparency and 
accountability for performance)

More 
coordinated 
care

▪ Coordinate care around people to ensure 
effective interventions (e.g., accountability and 
capacity to coordinate care interventions within 
GP practices, improved information flow about 
patient pathway)

▪ Ensure all steps of pathway delivered all of the 
time (e.g., identify and get professionals to 
commit to behaviours expected in care delivery, 
improved information flow, metrics and peer 
monitoring of consistent delivery)

▪ Identify duplicated services (especially home 
visits) and reduce capacity (e.g., integrated 
health and social care teams, integrated 
assessments)

▪ Train professionals to deliver key set of 
interventions (e.g., nurses trained to deliver 
some interventions instead of GPs)

More suppor-
ted self-care

▪ Educate users/patients and give them tools and 
responsibility for self-care and management of 
own health (e.g., patient portal with information 
tools)

Patient/User 
delivery

Care 
coordination Interventions Infrastructure Organisation 

development

Patient education
User groups
Ease of access to 

resources

Care plans
Compliance 

monitoring

Personal 
budgets
Expert patients
telehealth

Patient portal
E-Prescribing
Good 

information  
tools 

Training of 
professionals

Risk 
stratification
Care plans

Clinical and 
social interven-
tions
Phone outreach
telehealth

Information 
tools
Co-ordinated 

information 
systems 

Care plans
Hybrid multi-

skilled visitor 
workforce

Training of  
professionals 
and hybrid 
workers

Clear 
accountability
Care standards
Well-defined 

escalation routes

More capacity 
in the system at 
the right times

Training of 
professional s 
and hybrid 
workers around 
escalation 
procedures

Patient education 
about necessary 
check-ups and 
self-care

Transparent 
performance 
management
Clear 

accountability

Organisation 
development 
around accoun-
tability and per-
formance mgmt.

Hybrid multi-
skilled H+SC 
visitor workforce

Training of  
professionals & 
hybrid workers

Shifts in 
interventions to 
a different skill 
mix

Training of 
professionals & 
hybrid workers
Education for 

users/carers

Educate carers/ 
family to deliver 
common 
interventions

Training of 
professionals

Information 
tools
Co-ordinated 

information 
systems 

Information 
tools
Co-ordinated 

information 
systems 

Information 
tools
Co-ordinated 

information 
systems 

Information 
tools
Co-ordinated 

information 
systems 
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Local integration initiatives continue to come up against 
blocks to sharing data which slow progress

Health and Social Care Coordinators Pilot: Hammersmith & Fulham

As part of a local integration programme, six coordinators support residents in their 
transition from hospital back to the community. They check that the patient is managing at 
home and ensure that planned post discharge care and support is actually being received. 

The co-ordinators require access to people’s discharge records in order to be notified that 
a person has been discharged from hospital.  They also need access to community and 
social care information to see what services are already in place for that person.

Current data sharing requirements and culture mean separate information governance 
processes are required with each organisation holding data needed by the coordinators. 
This means months of negotiations on separate agreements between

 

the council and  32 
GP practices, two acute trusts, one mental health trust, one community health trust and 
any 3rd

 

or independent sector providers.  

These workaround processes are further complicated as many organisations are reluctant 
to share information until the patient has specifically consented –

 

this is problematic for 
pro-active services like the health and social care coordinators that seek to identify and 
intervene before crisis.


	Slide Number 1
	Slide Number 2
	Slide Number 3
	Slide Number 4
	Slide Number 5
	Integrated care should make a real difference to how people are cared for; removing the current barriers that prevent professionals and organisations working seamlessly together   
	Slide Number 7
	Slide Number 8
	We are building on the momentum generated by recent integration initiatives at a local level to deliver the step change needed and achieve integration at a tri-borough scale across �health and social care 
	Slide Number 10
	We have undertaken a data match between health and social care at a patient level using a Combined Predictive Model risk approach.  By focusing on the top 3 risk strata we address 77% of total costs, 94% of hospital cost and 87% social care costs  
	The risk stratification overview shows the spend per capita and contacts per capita across health and social care per risk strata 
	Slide Number 13
	Slide Number 14
	Slide Number 15
	We have developed the concept for an integrated system of service provision that includes both proactive care and longer term coordinated care
	Slide Number 17
	Slide Number 18
	Slide Number 19
	Slide Number 20
	Slide Number 21
	Slide Number 22
	Slide Number 23
	Slide Number 24
	Slide Number 25
	Slide Number 26
	Slide Number 27
	Slide Number 28
	Slide Number 29
	In Tri-borough we have identified three key areas where we need to  work  with the assistance of Government to achieve integrated care at scale locally. From engagement on these issues our ‘ask’ is to further work to understand and interpret existing flexibilities and to shape the support that national bodies can give to Community Budgets areas  
	Slide Number 31
	Appendices
	Slide Number 33
	Slide Number 34
	Slide Number 35
	Slide Number 36
	Slide Number 37

