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Cllr Worby preamble?

I’m sure, as you watched the video, you were thinking ‘but we do that!’ 

In Barking & Dagenham, we’re not pretending any of the elements of our system is radically new.  We do, however, have a story of not just implementing a pilot or a bolt-on project version of integrated care: we’ve taken all of the elements and made them the basis of daily business for primary and social care working together.   We hope that this story is of interest, and can provoke a useful debate on just what integration can achieve and how it can be made to work as your bread-and-butter in future.

Hand over to Dr Goriparthi.�
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To recap, then, what the video gave you a flavour of…

Firstly, we are operating Integrated Care not as an ‘add-on’ project or as a pilot in a specific area, it’s the basis of how primary care and social care deliver their services to all those with long-term conditions or complex needs.  It’s ‘universal’.

We have a structured approach, with assessment tools and patient review processes supporting cluster-based teams of multi-disciplinary staff.

The core of those teams is co-located in the major GP practices within the clusters – co-location that is one of the greatest contributors to effective daily working between disparate professionals.

Finally, it’s informed by shared information systems, with social care information in Health Analytics that promotes shared assessments of long-term risk and demand.
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From the booklet: 

We have been working on Integrated Care since 2007, during which time our most important lesson has been that it needs to be owned by all practitioners.  Engaging with each of the 41 GP practices has been a slow process, but it has been vital to work from the ground up.  We now have most of our social care staff who are delivering Integrated Care based in GP practices, working day-to-day alongside GPs and community health colleagues. 

Nevertheless, this does require vision, grip and co-ordination.  A programme management approach is essential to ensure that the key practical elements - staffing, IT, premises, meeting schedules - all come together for the system to work.  

Having a postholder accountable for co-ordinating the work of the cluster is essential, as well as all members of the multi-disciplinary team recognising that individual’s crucial role in the system.

To make this work, we moved from a traditional local authority social work department model of large teams to much smaller, more locally-focused clusters of staff.  We use our electronic recording system to maintain management oversight and financial control of this devolved structure.
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I now know more about my patients than before as I 
hear the perspectives of the social worker and nurses 
and this helps provide the best care my patients.

I spend less time on the phone trying to get hold of 
other professionals, so I can complete an assessment 
and put more time into doing the job that I like.

I have a plan of my care on my fridge that the [team] 
gave me. Makes me feel less worried knowing that there 
is someone who I can contact.
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PatientsPatients
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It works positively for all concerned – and professionally, people really see the benefits.  

In particular, it is fantastic as a GP to have ready access to the insights of the social care teams.  

For the social care staff, they are liberated to spend more time on the job they trained for and less time chasing up other professionals, because the channels of communication have been opened up.

In addition, for social care: there are fewer referrals through our Social Care Intake Team because they come straight from practices to the Multi-Disciplinary Team; social care is able to manage the volume of work more efficiently, due to there being fewer crises to respond to.

The service users and patients see the benefits of all of this – less repetition of their assessment and treatment history; more ‘clued-up’ professionals to deal with; in short, co-ordinated care. 

�
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From the booklet:

We are working to extend information management in all surgeries and the interfaces between health and social care data. 

We are involved in the Department of Health pilot programme ‘Year of Care’.  As part of this work, we are looking to explore and improve the quantifiable outcome measures associated with Integrated Care.  

We are keen to build on the cluster model to further tackle some of the challenges facing our local acute hospital.
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