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The Royal Free

£900m turnover + (6th biggest)

10,500 staff

300,000 admitted patients a year

Over 1,000,000 out-patient 

attendances a year 

Over 200,000 A&E attendances a 

year

Licensed as a Foundation Trust 

since April 2012

Acquired Barnet and Chase Farm 

Hospitals July 2014
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Integrated care at the Royal Free

• At the heart of our mission as a pioneers in healthcare, 

one of our medium term themes and a key service 

development in the IBP

• Integrated care defined as service development that 

achieves any of the following outcomes either individually 

or in combination through integration:

• Enhances the patient experience

• Avoids clinically inappropriate or unnecessary hospital based 

activity

• Enables more sustainable, better value for taxpayer money 

solutions for clinically appropriate hospital based activity



Our approach



The early days

Two innovations in September 2010

• Post Acute Care Enablement (PACE)

• Triage Rapid Elderly Assessment Team (TREAT)

Department involved

• Health Services for Elderly People (HSEP)

• 3,200 emergency admissions/year,  40% of acute take

• Complex frail elderly patients, chronic long-term conditions, care homes, variable acuity

Aim to deliver a different model of care - Reduce admissions, facilitate early 

supported discharge, as safe and as high quality with improved patient and carer experience 

but in a lower cost setting
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How did we do it?

• Brainstorm with multi agencies in May 2010

• Build relationships, establish capabilities and facilities available 

• Identify patient groups and wards

• Map out patient’s pathway, define process and logistics

• Define joint clinical governance with clear roles and responsibilities

• Agree data collection criteria

• Estimate staffing requirements

• Define outcomes and performance measures

• Set up steering team (led by clinical champion) and weekly meeting

• Agree timeline for implementation, starting in September 2010.

• Start small – proof of concept

• PDSA cycle
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What is PACE?

• Early supportive discharge service

• Later part of an acute episode delivered in an out of hospital setting

• But still under auspices of the acute team

• On site community case finders integrate with acute team to ‘Pull’ 
patients

• Patient no longer requires 24hour inpatient medical care

• Patient has on-going nursing & medical monitoring needs that can be 
safely met outside of the hospital environment

• Content of care more medical and intensive than traditional 
intermediate care

• Provider to provider collaboration

An Integrated

model of care

linking with the

community

Increased 

patient choice

Reduced 

number of 

Admissions

Reduced 

Length of Stay
Beds closed 

as a result

Delivering high

quality care 

at a lower cost
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What does PACE affect?

Length of stay (LOS) in bed days
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Key:

- Optimal LOS

- Actual LOS
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Conditions Suitable for PACE

Exacerbation of COPD

Faecal Impaction/ Urinary retention

Simple infections

Deep Vein Thrombosis

Falls

Cellulitis

Diabetes

All of the above + cognitive impairment

Low Acuity Patients
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The clinical model

• Daily MDT board rounds (clinical champion
present)

• Patients identified by medical team and on site
‘pulling’ case finders (senior experience
community staff)

• Comprehensive assessment undertaken
• Clear follow-up and escalation plan in place
• Patient goes home within 4 hours of

acceptance onto PACE
• All onward social care needs managed by

PACE team
• Up to 5 days input and clinical responsibility

remains under discharging team
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Data and Outcome Measures

• Health Resource Group level (HRG) 

• Attendances

• Admissions

• Length of Stay (LoS)

• Re-admissions

• Patient satisfaction

• Clinical Incidents and Discharge Alerts
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Evaluation of RFH PACE

•Patient satisfaction high

•Beds closed as a consequence – LOS reduction average 3 days per patient

Week 174 Borough

Barnet Camden

Referred 3486 3782

Accepted 2536 2654

Discharged 2481 2620

Readmitted 64 110

Summary

Total Patients Referred 7268

Total Number of Patients Accepted 5199 (72%)

Total Number of Patients Discharged 5101 (98%)

Total Number of Patients Re-admitted (5 days) 172 (3.3%)
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Length of stay now
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PACE

TREAT ADMISSIONS

LENGTH OF STAY

Increase patients’ choice of care

Lay foundation for integrated care

Increase capacity for new business

What we’ve learnt - 1
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• The experience has changed how we work and how we develop 

the new integrated care system 

• We are more informed about the patients and where the gaps in 

care are so that we can deploy our resources effectively

• We work in a more collaborative way with our partners

• We have become more critical and demanding of ourselves and 

more savvy in operation with a ‘Can Do’ attitude

• We have a much better understanding of our strengths and 

weaknesses to enable us to be more creative and ambitious

• We developed a pathological pursuit of excellence

What we’ve learnt - 2
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PACE

TREAT

RE-ADMISSIONS 

(30 days)

ADMISSIONS

We need more than just 

PACE and TREAT to drive 

these down

LENGTH OF STAY

A&E ATTENDANCES

What we’ve learnt - 3
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TREAT and PACE

Urgent Care Centre

A&E Re-design

23 hour Emergency Assessment Unit

RE-ADMISSIONS 

(30 days)

ADMISSIONS

LENGTH OF STAY

A&E ATTENDANCES

Community Hub

Care Home Outreach

Elective Ambulatory Care Unit (PITU)

Day Surgery Unit

We need all the above components to achieve these targets

What we’ve learnt - 4
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