
Haringey Integrated Care Programme 
The Haringey Integrated Care Programme was launched in June 2012. It brings together more than 50 general practices, 2 acute care trusts, the mental health care trust, community  
services, the local authority, and the 3rd sector to improve the coordination of care for a the frail and elderly population of Haringey. It is designed to serve people older than 65  
years suffering from one or more long term conditions. Weekly teleconferences have been established for each GP network to discuss vulnerable older people. Through this, and  
through a process of reviewing care pathways, the programme has encouraged integration across different organisations (both provider level and commissioner level). Emergency  
Admissions for over 65s at Whittington Health have fallen and MDTs are bringing GPs; Consultant Geriatricians and the wider community team together to plan for the most complex  
frail elderly patients. This poster highlights areas of the programme that link back to the overarching vision of improving the quality of care for our local population within the context  
of financial challenges.  

Ambulatory Care Admission Avoidance, 
Whittington Health   

 

Whittington Health Ambulatory Care Centre offers rapid  

access and diagnosis. GPs use a ‘hot phone’ to speak  

immediately to a Geriatrician or ED Consultant. The  

hospital based Ambulatory Care Centre is closely linked to  

the Community Nursing teams who in-reach into  

Ambulatory Care, Wards and A&E. The initiative has shown  

a reduction in non elective activity compared to the  

Baseline activity and other acute trusts.  

MDT Teleconferences  
“Talking to each other does wonders” 

 
GPs dial into teleconference at a specified time to discuss  
their patients who have been identified by the Trust in  
response to repeat A&E attendances or admissions; by  
the GP or by other professionals. A range of specialist  
health and social care professionals are available to  
discuss the identified complex patients. Relevant  
information about the patient is shared and a joint care  
plan is developed. 

Practice Based Risk Stratification   
“GP Care Planning”  
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