
 
 

 
 
1. Purpose 
 
1.1 This report summarises the recent national guidance on Integrated  

Care (May 2013) and asks the Board to agree that further work be 
undertaken on an integrated service delivery model for adult social 
care and health across the borough.  It also seeks agreement from the 
Board to submit an Expression of Interest in becoming an Integrated 
Pioneer site. 

 
2. Recommendations 
 
2.1      Members of the Health and Wellbeing Board are recommended to: 
 

• agree that further joint work be undertaken to explore the feasibility 
and benefits of an integrated service delivery model for adult health 
and social care services across Lewisham; 

 

• agree that an Expression of Interest be submitted on behalf of the 
Health and Wellbeing Board to become an Integrated Pioneer site 
by 28 June 2013. 

 
3. Policy Context 
 
3.1 The Health and Social Care Act 2012  
 

3.1.1 The Health and Social Care Act 2012 established Health and 
Wellbeing boards as a forum where key partners from the health 
and care system could work together to improve the health and 
wellbeing of their local population and reduce health inequalities.   

 
3.1.2 The Act requires Health and Wellbeing Board to:  

 

•  encourage persons who arrange for the provision of any 
health or social services in the area to work in an integrated 
manner, for the purpose of advancing the health and 
wellbeing of the area. 
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• provide such advice, assistance or other support as it 
thinks appropriate for the purpose of encouraging the 
making of arrangements under Section 75 NHS Act 2006 
in connection with the provision of such services. 

 
3.1.3 The recent Health Select Report (March 2013) also 

acknowledged that the Health and Wellbeing Board is the ideal 
platform to provide the leadership and vision to ensure that 
commissioned services meet the needs of their local population, 
including through integrated care and support.  

 
3.2 Everyone counts: planning for patients 2013/14 
 

3.2.1 NHS England’s planning guidance to Clinical Commissioning 
Groups (CCG) also highlights the unique role of the new Health 
and Wellbeing Boards to bring a new local accountability to 
assessing health and care needs and for determining local 
priorities and providing oversight on their delivery.   

 
3.2.2 This planning guidance states that ‘At a time of economic 

challenge it is vital that all organisations can understand their 
contribution to joined up working. Making the best use of 
resources through integration of provision around the needs of 
the service user should drive local priorities. Health and 
wellbeing partners have a key role in developing and supporting 
reconfiguration to ensure safe and sustainable services for 
patients’. 

 
3.3 Recent National Guidance on Integrated Care 
 

3.3.1 Earlier this month, the Government and other key national 
players launched ‘Integrated Care and Support: our shared 
commitment‘ (May 2013).  This is a framework document on 
integration.  It states that ‘Our system of heath and care is under 
more pressure than ever before.  People may be living longer, 
but often they are living with several complex conditions that 
need constant care and attention ….. All these people need 
continuous care and support and the right systems and 
resources to enable that……We need major change and we are 
determined to act.  This means building a system of integrated 
care for every person in England.  It means care and support 
built around the needs of the individual, their carers and family 
and that gets the most out of every penny we spend.’ 

 
3.3.2 The announcement included:  

 

• An ambition to make joined up and coordinated health and 
social care the norm by 2018. 



 
 

• The development of the first ever agreed definition of good 
integrated care and support –developed by the National 
Voices (see Appendix A). 

• The identification of ten new 'pioneer' areas around the 
country which will be looking for the innovative practical 
approaches needed to achieve changes as quickly as 
possible. 

• The development of new measures of peoples’ experience of 
joined up care and support, so change can be evaluated. 

 
4. Background   
 
4.1 Current Health and Social Care Service Provision 
 

4.1.1 Currently health and social care services are mainly 
commissioned by Lewisham Council and Lewisham Clinical 
Commissioning Group (LCCG). These services are procured 
from a variety of organisations across the public, voluntary and 
the private sector. Local care and support is also provided to 
individuals by their carers, volunteers and faith and community 
groups. A number of services are not commissioned by LCCG 
and include primary care services (GPs, pharmacists, opticians 
and dentists) and very specialised services, which are 
commissioned by NHS England.  
 

4.1.2 Although local partners strive to provide person-centred co-
ordinated care and support to individuals, the feedback from 
local people is that health and care services are often 
fragmented, communication between different agencies is poor, 
staff from different disciplines do not operate as a team and 
provision is not focused on the individual.  

 
4.2 The Strategic Challenge  
 

4.2.1 The challenge facing Lewisham Council and the local NHS 
stems from unprecedented service and financial pressures.  The 
demand for services is expected to grow as people live longer, 
often living with several complex conditions, like diabetes, 
respiratory problems or heart disease, who need continuous 
care and support.   
 

4.2.2 At the same time there is a toughening financial climate placing 
increased pressure on budgets.  This means that the current 
way of delivering health and social care services is recognised 
to be unsustainable.   
 

4.2.3 The significant financial and service pressures facing health and 
social care cannot be tackled by incremental adjustments to 
existing services and ways of working.  A step change is needed 
and we need to identify new ways of doing more for the patients 



 
 

and people who use our services.  Commissioning budgets must 
be used more effectively to continue to improve outcomes for 
individuals and our local communities. 
 

4.2.4 Such change will require a commitment to whole system 
working involving not only health and social care but also other 
services that influence the health and wellbeing of communities.  

 
5. Integration of Adult Health and Social Care Services 

 
5.1 What is Integration? 

 
5.1.1 Integrated care and support is the means by which services can 

be delivered in a different way to achieve high quality, 
compassionate care resulting in better health and wellbeing and 
a better experience for patients and service users, their carers 
and families.  It is about: 

 

• Supporting people to stay healthy and well through social 
networks, activities and providing protection from 
preventable ill health; 

• Intervening early to avoid an individual’s health deteriorating 
or unnecessary ‘crisis’ happening by supporting the 
individual with their carers and family to manage and control 
their own care; 

• Providing a seamless range of health and social services 
focused on the individual, so that they are at the heart of the 
tailored  integrated advice, support and care they receive; 

• Co-ordinating complex care packages across agencies so 
that people can say  ‘I tell my story once’. 

 
5.1.2 Some powerful narrative has been developed by National 

Voices describing what integrated care and support looks like 
from an individual perspective.  This is attached at Appendix A. 

 
5.2 Integration in Lewisham  

 
5.2.1 Lewisham has a strong history of working in partnership and 

delivering successful outcomes.  For example increasing the 
number of health checks, improving the care for people with 
COPD and better access to psychological therapies. 

 
5.2.2 Since October 2011, Adult Social Care and Lewisham 

Healthcare NHS Trust have been working together to improve 
joint working between community and acute health, GPs and 
Adult Social Care.  Work is in progress to deliver a single point 
of access for community nursing and adult social care referrals.  
In addition, there are four neighbourhood multi-disciplinary 
teams being established that are coterminous with GP practice 
neighbourhood areas.   



 
 

5.2.3 The neighbourhood teams will provide access to services to 
prevent hospital admission and reduce dependency on long 
term care packages. A case management/key worker approach 
is being used to ensure the best use of resources when 
supporting individuals.  

 
5.2.4 This work is being implemented initially in one of the four 

neighbourhood areas and this has demonstrated that there are 
potentially significant benefits in integrating the delivery of health 
and social care services in terms of better co-ordinated person 
centred care, delivering improved outcomes and increased 
efficiencies. 

 
5.3 The Proposed Integrated Delivery Model 
 

5.3.1 The proposed integrated delivery model for Lewisham is based 
on the best available evidence on how we can transform the 
way health and social care services are delivered to have a 
positive impact on an individual’s experience, achieving better 
outcomes, including reducing inequalities and providing best 
value. The proposed integrated delivery model is based on the 
following principles:  

 

• It centres on the person as a whole, rather than on specific 
conditions – co-ordinated around the needs, convenience 
and choice of the individual and families, rather than the 
interests of the organisation that provides care; 

 

• It is a whole system approach – encompassing health and 
social care, public health, community and voluntary sector; 

 

• It is a population-based approach to commissioning, 
covering all adults – including the frail and vulnerable, the 
elderly, people with Long Term Conditions, people with 
learning disabilities and mental health problems - in one of 
the four neighbourhood areas.  Resources will be directed to 
the individuals with greatest need based on a joint risk 
stratification approach.  This will require a greater shift in 
focus from those that present most frequently to services to 
the wider population; 

 

• It facilitates the empowerment of patients – the active 
engagement of local people to shape the services they 
receive and to challenge the system if it fails to deliver and to 
empower service users so that they are better equipped to 
manage their own care, as far as they want and are able to; 

 
 

 



 
 

• It improves patient experience –  by ensuring smooth 
transitions between care settings and organisations, 
including between primary and secondary care, mental and 
physical health services, children’s and adult services, and 
health and social care, thereby helping to reduce health 
inequalities; 

 

• It is an outcomes based approach to commissioning 
working with health, public health, primary, community, social 
care and the voluntary and community sector using the NHS, 
Public Health and Local Authorities outcomes frameworks. 

 
5.3.2 The proposed integrated delivery model is based on four 

different levels of advice, support and care an individual may 
receive.  It is recognised that each person’s health is unique 
and dynamic, so each individual will need different advice, 
support and care from a variety of different services and 
agencies during their life time: 

 
1) Healthy Living for All - supporting individuals, families and 

communities to take action to reduce the incidence of 
disease and health problems by making healthy lifestyle 
choices.  Our key Health and Wellbeing priorities are to 
reduce the numbers of people affected by smoking and 
alcohol related harm and support people to achieve or 
maintain a healthy weight.  The key interventions are either 
through universal measures that reduce lifestyle risks and 
their causes or by targeting high-risk groups. 
 

2) Early Intervention - identifying at an early stage when more 
support is required.  In social care terms it is when an 
individual or family is finding it less easy to manage alone 
without additional assistance, such that appropriate support 
at an early stage will prevent the need to rely on more costly 
interventions later.   In health terms this means 
systematically detecting the early stages of disease and 
intervening before full symptoms develop – for example, 
prescribing statins to reduce cholesterol and taking 
measures to reduce high blood pressure.  
 

3) Targeted Intervention - identifying those specific high risk 
individuals who would benefit from additional advice and 
support to avoid a potential crisis and/or inappropriate 
admission and re-admissions to hospital through active 
intervention management, such as better support to self-
managed proactive disease management or case 
management.  

 
 



 
 

4) Complex Care – coordination of a complex health and social 
care package by a key worker, which is tailored around the 
needs of the individual, carer and the family with the 
individual at its centre and still in control - ‘nothing about me, 
without me’. For example a care package to support a 
person choosing to die at home. 
 

The proposed Integrated Delivery Model is supported by a number of 
‘tools’/’enablers’ which will support its implementation: 
 

• Risk stratification – a joint approach to risk stratification is 
required; 

• Care planning - a single care plan which is holistic, meeting the 
whole individual’s needs, that is discussed and owned by the 
individual, in a format that is clear to understand by the individual 
and supported by multi-disciplinary care; 

• Case management – used for individuals with complex needs who 
require a multi-disciplinary team and a key worker to support them; 

• Sharing information and shared records  – appropriate protocols 
and governance arrangements in place to enable data sharing 
about individuals’ risk factors, identified needs, care plans and 
status and electronic records systems; 

• Workforce training and development – to ensure that the 
workforce has a specific skill set to work in multi-disciplinary teams 
and across traditional boundaries with confidence to use innovation, 
creativity and flexibility to develop tailored care packages for 
Individuals.  Also to ensure that all staff have the necessary 
capability to work in a fundamentally different way with people - in a 
collaborative partnership.  

• Organisational Development (OD) of the whole system – to 
change the attitudes and behaviours, not only of health and social 
care professionals, but the individual, the carers and the 
community.  A new compact of commitment, co-operation and 
innovation between professional groups.  Also a compact  with the 
public and local communities  recognising their individual and 
collective responsibilities for their health and wellbeing; 

• Technology – greater utilisation of new technology such as 
telehealth and telemedicines to enable self-management of long 
term conditions. 

 
5.3.3 The diagram below attempts to capture the essence of the 

proposed Integrated Delivery Model. 



 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
6. Next Steps 
 
6.1 Taking Forward the Integrated Delivery Model 
 

6.1.1 We propose that we explore in more detail the feasibility of an 
integrated service delivery model for Lewisham.  This work will 
include an evaluation of the initial neighbourhood model and of 
the benefits of such a model in terms of users’ experiences, 
outcomes and efficiencies. 

 
6.1.2 This work will include: 
 

• confirming the evidence base for integration; 

• developing a joint outcomes framework to measure success; 

• assessing the costs and benefits by undertaking joint 
economic modelling  and evaluation; 

• engaging the new joint Public Engagement Group to advise 
us how best we engage local people; 

• considering the appropriate Governance structures required 
to take such an Integrated approach forward. 

• co-ordination of an independent evaluation of the approach. 
 

 



 
 

6.1.3 The above work will be drawn together into a Project Initiation 
Document (PID) to assess the feasibility of implementing a fully  
integrated delivery model for adult health and social care across 
Lewisham. The  intention is to complete the draft PID by the end 
of June. 

 
6.2 Expression of Interest in becoming an Integrated Pioneer 
 

6.2.1 Alongside their publication, Integrated care and support: Our 
shared commitment, national partner organisations invited 
expressions from local areas interested in becoming pioneers.   

 
6.2.2 The benefits of being an Integrated Pioneer site is that there will 

be additional national support and advice to facilitate rapid 
learning and information sharing between Pioneers and across 
the whole system.  The Pioneer sites will have access to 
specialist expertise, advice and support in such areas as 
information governance, workforce development and the 
potential contractual solutions, as well specific advice to help to 
overcome barriers to integrated care. 

  
6.2.3 There is no additional funding provided to the Pioneer sites.  

The Pioneer sites are required to commit energetically to 
sharing any lessons on integrated care and support via peer to 
peer dissemination, workshops and learning sets.  

 
6.2.4 In light of the support on offer, it is proposed that Lewisham 

submits an Expression of Interest to the national partnership in 
becoming an Integrated Pioneer site. 

 
7. Financial implications 

 
7.1 Initial work on the project initiation document and the Expression of 

Interest will be met from existing resources. The financial implications 
of a proposed integrated model have not been assessed at this stage 
and will be considered as part of the development of the PID.  

 
8. Legal implications 

 
8.1 Members of the Board are reminded that under Section 195 Health and 

Social Care Act 2012, health and wellbeing boards are under a duty to 
encourage integrated working between the persons who arrange for 
health and social care services in the area.  
 

8.1.1 Further legal implications of a proposed integrated model will be 
considered as part of the development of the PID. 

 
9. Crime and Disorder Implications 

 
9.1 None. 



 
 

10. Equalities Implications 
 

10.1 The equalities implications of an integrated delivery model will be 
considered as part of the PID and a full Equalities Analysis 
Assessment (EAA) of any agreed model will be carried out before 
implementation.  

 
11. Environmental Implications 

 
11.1 None 
 
12. Conclusions 
 
12.1 The Health and Wellbeing Board is well placed to lead on the  

integration of care and support across different services.  Members can  
enable local implementation at scale and pace and ensure delivery of 
high quality care, better experience for the service user and their family 
and improved outcomes. 

 
Background Documents 
 
Health Select Report (March 2013)   
http://www.publications.parliament.uk/pa/cm201213/cmselect/cmhealth/
651/65102.htm 
 
Everyone counts – planning for patients 2013/14  
http://www.england.nhs.uk/wp-ontent/uploads/2012/12/everyonecounts-
planning.pdf 
. 
Integrated care and support: Our shared commitment (May 2013) 
www.gov.uk/government/news/national-partners-make-commitment-to-
join-up-health-and-social-care 
 
 
 
If there are any queries on this report please contact Susanna Masters, 
Corporate Director, Lewisham Clinical Commissioning Group on 020 3049 
3216 or by email on susanna.masters@nhs.net  or Sarah Wainer, Head of 
Strategy and Performance on 020 8314 9611 or  by e-mail at 
sarah.Wainer@lewisham.gov.uk 
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