
Integrated care   
London’s programme of change   
 
 
 
 

 
King’s Fund, 11th October 2012 
 



•  Organised around the needs of individuals (person-centred) 
 
•  Focused always on the goal of benefiting service users 
 
•  Evaluated by its outcomes, especially those reported by service users 
 
•  Include community and voluntary sector contributions 
 
•  Fully inclusive of all communities in the locality 
 
•  Designed together with the users of services and their carers 
 
•  Delivering a new deal for people with long term conditions 
 
•  Responsive to carers as well as the people they are caring for 
 
•  Driven forwards by the commissioners 
 
•  Encouraged through incentives 
 
•  Aim to achieve public and social value, not just to save money 
 
•  Last over time and be allowed to experiment 

What does integration mean for patients? 

SOURCE: National Voices Principles for Integrated Care 



There are a high number of people in London who could benefit from a 
more integrated system of care 
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At least  

1m  
Londoners could benefit from 

case management1 

    1 Total population with Long Term Conditions (LTC) from GP QOF registries, with age profile based upon national prevalence rates by age quintile (Decision 
Resources). Elderly (75+) estimated from PCT primary care populations by age quintile (Department of Health). The proportion of individuals with co-morbidities 
estimated from hospital admissions for patients aged 19-74 with one or more LTC diagnosis on any admission in that year (HES 2009/10 for all London).  This figure 
excludes the children’s segment.    



There are also considerable savings to be made 

Up to 

£474m 
potential commissioner 
savings across London  

£ 



 A comprehensive and up to date list of patients and their health needs 
 
 Proactive identification of those patients at high risk of admission to 

hospital 
 
 Care delivered in a standardised way through defined but tailored care 

packages 
 
 Individual care plans developed collaboratively with the patient 
 
 Proactive and planned delivery of care  

 
 Shared communication and joint decisions made by professionals 

involved in the care of patients with complex needs  
 
 Performance review and challenge by multidisciplinary teams and their 

peers 

Seven core components of an integrated care system   



Addressing the barriers to integrated care 
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Tower Hamlets Primary Care 
Investment Programme 

NWL integrated care pilot  

UCLP tariff and metric 
development   

King’s 
Health 
Partners ICO  
 

Brent  (LA led initiative) 

QMS Bexley  

H&F continuity of care pilot 

Wandsworth Community  
Virtual Ward 

Greenwich Virtual Admissions 
Avoidance Team  

Bexley Care Navigation Team 

Primary Care Discharge 

K&C District Nursing Case 
Management 

Whittington Health risk 
stratification of older people 

Barking and Dagenham ICM 

Wandsworth Diabetes 
Service Your Healthcare 

Kingston 

Croydon Virtual Ward  

Waltham Forest ICM  

Havering risk 
stratification for over 
65s 

Lambeth Living Well 
Collective 

NWL Ealing ICO  

Royal Free post-acute care 
in the community 

Camden ICO 
– frail older 
people  
  

Newham Community Virtual Ward 

Westminster Diabetes 
Service 

Lambeth & Southwark 

Camden 
Community 
MSK service 

Brent Gynaecology pathway ELIC Referral Management 
Waltham Forest Community 
Dermatology service 

Sutton & Merton Hip & Knee 
service  

Redbridge ICM 

Initially there were a number of projects in London to integrate care 
 

Sutton  
Bromley Admission 
Avoidance Service 
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Aims of the 
pilot 

1)Improve patient outcomes and experience 
through collaboration and coordination care 
across providers 

2) Decrease hospital usage including emergency 
admissions  for people with diabetes and frail 
elderly through better more proactive care. 

3) Reduce the cost of care for people with 
diabetes and frail elderly by 24% over 5 years. 

The pilot 
aspires to 
transform care 
for 750,000 
people across 
five boroughs 

The ICP in INWL aims to improve patient outcomes and experience and 
drive down costs  

SOURCE: NWL ICP Operations Team 

1) Reduction in non-elective elderly medical 
specialty admissions  
 

2) Primary care history and recurring activity of 
over 550,000 unique patients has been 
captured 
 

3) Care plans developed 
 

4) Case conferences for complex patients 
ongoing 

Positive 
outcomes to 
date  

 

8  



Greenwich has also made substantial progress in delivering outcomes 
from integration 

AIM: To ensure patients experience integrated care, designed around their needs,  
and delivered by health and social care professionals with the necessary skills and  
qualifications 

INTERMEDIATE CARE JOINT EMERGENCY TEAM 
(JET) 

Drawing together existing care provision into an integrated care system inc.. 
GREENWICH VIRTUAL 

ADMISSIONS AVOIDANCE 
TEAM 

Expansion of 
capacity to 
deliver step up 
and step down 
care in the home 

Rapid response 
health and social 
care team for 
patients in need 
of urgent 
intervention 
(within 24 hours) 

Prevention of 
unnecessary 
A&E attendances 
and hospital 
admissions 
through agreed 
clinical pathways  



We need to maintain, if not increase the pace and scale of integration 
in London, which will require strong, collaborative leadership 

Integrated care embedded in local strategic priorities  
ie. Health and Wellbeing Strategies, CSPs, QIPP initiatives 

Patient, user and 
carer leadership 

Shared evaluation and learning 

Local 
leadership 

System  
leadership 

Regional 
leadership 

Systems for 
sharing data and 

information 

Governance and 
joint 

accountability 

Behaviour change 
and cultural 
development 
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