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1. SUMMARY 
 
� The Health and Wellbeing Board will hear a presentation providing a summary of the 

progress achieved to date on the Integrated Care for Adults programme which is 
developing integrated community-based health and social care services for adults 

� The Board will be asked to formally support the application for partners to become 
health and social care integration pioneers 

� A mandate will be sought from the Board to progress integration of health and social 
care services at scale and pace 

 
2. BACKGROUND 
 
Health, social care statutory and voluntary and community sector partners are engaged in 
a major programme to integrate health and social care services for adults.  The 
programme has two distinct geographical centres:  
 

• Airedale, Wharfedale and Craven 

• Bradford 
 

The main ambitions of the programme are common to both: 
 

i. To join up services around the needs of the person 
ii. To reduce costs associated with avoidable unplanned admissions to hospital and to 

long-term residential care and redirect savings to community-based care 
iii. To increase community-based capacity and capability to support more people with 

more complex needs 
iv. To use rehabilitation and reablement services to enable people to have the best 

possible outcomes in terms of their health, wellbeing and independence 
 
Our vision, signed up to by partners in early 2012 is to achieve the  
 

Right care, right place, first time: 
By joined up services to enable people to regain and keep their optimal health, well-being 

and independence. 
 

Joined up community health and social care services will be delivered by Integrated 
Community Teams in communities which have an average population of c.33, 000 people.  
Within these geographical communities, the GP practices, community health and mental 
health services, social care services and the voluntary and community sector will work 
together to coordinate the care of the most vulnerable people and their carers. 
 
Some specialist services will continue to be delivered on a CCG-locality basis or across 
the whole of the district for example some of the specialist nursing services such as Tissue 
Viability. 
 
The link between community and hospital services is critical to get right to ensure that 
people are only admitted to hospital or residential care when they really need to be 
(particularly in their last days of life) and to ensure that discharge arrangements are as 
smooth and successful as possible. 
 
Acute trust partners are key to this programme and are focusing their attention on their 
services which are particularly relevant to keeping people in their own homes.  Both acute 
trusts have developed intermediate care services that provide short-term, intensive and 



rehabilitative support to keep people at home when they become unwell or to support 
them after discharge from hospital.  The Airedale Collaborative Care Team (ACCT) is well 
established and is expanding to incorporate social care home care reablement 
(intermediate care) services.  It already has an integrated team of health and social care 
professionals operating successfully as a single team. 
 
In Bradford, the Bradford Teaching Hospital has successfully piloted a virtual ward in the 
Autumn/Winter of 2012 focused on preventing readmissions and supporting discharges 
home.  This year, this is being expanded to provide a fully integrated intermediate care 
service comprised of specialist nurses, geriatricians, therapists, social workers and 
reablement staff.  This team will link directly with their community-based counterparts in 
the Integrated Community Teams to ensure a smooth hand-off between intermediate care 
services and mainstream community-based services. 
 
This programme links closely with the council’s Great Places to Grow Old programme and 
partners are actively exploring opportunities to establish joint community-based 
intermediate care facilities in Saltaire and Keighley. 
 
We recognise that the system infrastructure is critical in supporting integrated care and we 
have a number of projects to deliver this: 
 
i. Estates 

We have done initial mapping of the entire estate across the NHS and Local 
Authority, using a recognised and powerful mapping tool called SHAPE.  This 
enables us to understand what estate is where, what it is used for, the potential for 
enhancing the resource or disposing of tn and identifying locations for co-locating 
services around the needs of local communities. 

 
SHAPE allows us to map demographic and health data geographically against 
current estate, for example we can see where the highest population of people with 
COPD live and look at whether relevant support services are in the right place.  This 
tool is incredibly important to enable partners to achieve the best possible use out 
of their most valuable capital resources.  Further detailed data cleansing and 
analysis is required. 

 
ii. Organisational development and communications 

We have appointed a lead for organisational development to work across all 
organisations to support managers and staff to make the necessary changes in 
culture and work practices that will make integrated care work. 

 
iii. Integrated care record 

We are developing an integrated care record shared across health and social care 
and based on the same IT system (SystmOne).  This is a critical part of the 
infrastructure to enable truly coordinated and person-centred care to be delivered.  
Bradford will be unique nationally in achieving this. 

 
iv. Predictive risk stratification 

We have commissioned and implemented a predictive risk stratification (PRS) tool 
in General Practices.  This tool uses health unitisation data to stratify each practice 
population in terms of their relative risk of admission to hospital over the next 12 
months.  This enables Integrated Community Teams to have a greater insight into 
which people in each community are most at risk and therefore act proactively to 
keep those people well and at home.   



 
v. Community profiles 

We would like to develop detailed community profiles to enable services to have 
detailed intelligence on local need, resources and challenges.  Community profiles 
will enable evidence-based commissioning to take place at a very local level, 
responding much more directly to local need.  It will enable more detailed and 
accurate resources allocation for each community. 

 
Additional resources will be required to achieved this detailed piece of work. 

 
vi. Financial flows 

To achieve more community-based provision of services within a reducing financial 
envelop, we will need to take a whole system view and move resources around that 
system, e.g. from hospital care to community-based care.  Evidence from 
elsewhere (Kings Fund, 2013) indicates that achieving integrated care may cost 
more initially, particularly while services have to double run as capacity and 
capability is increased in the community. 
 
We would like to consider alternative payment methods that can incentivise and 
support integrated care. 
 
Chief Finance Officers are engaged in this work at the Bradford and Airedale, 
Wharfedale and Craven Transformation and Integration Groups. 

 
We have recently submitted an Expression of Interest to become one of ten health and 
social care pioneers nationally.  Competition is fierce and we would like the support of the 
Health and Wellbeing Board in pursuing our ambitions to achieve integration of health and 
social care services at scale and pace regardless of whether we are identified as one of 
the national pioneers. 
 
The Expression of Interest is appended to this document. 
 
A full governance structure is in place, led by the Transformational Change Board. 
 
3. OTHER CONSIDERATIONS 
 
The main focus for this Board is to provide a mandate to local health and social care 
organisations to implement integrated care for adults at scale and pace.  All partners 
recognise the complexity of the programme and have committed to deliver its ambitions.   
 
The current focus is on the integration of adult services in recognition of the magnitude of 
the task.  We will also consider the integration of children’s services via the Children’s 
Trust arrangements and ensure that these programmes are linked to facilitate better 
transition between services and a true whole system approach for all of the District’s 
citizens. 
 
4. OPTIONS 
 
4.1 No integration of services 
Services could remain in their current configuration with no attempt to integrated care 
around the needs of individuals.  There is strong public opinion that health and care 
services should be more joined up and this option is therefore not recommended. 
4.2 Small scale collaboration 



Opportunistic collaboration of services wherever the opportunity arises.  The opportunity to 
do this already exists, and this demonstrates that left alone, most staff will remain focused 
on the needs of their own organisation rather than that total needs of communities.  Small 
scale collaboration will not have the impact on the quality of care required and will not 
enable community-based capacity and capability to be increased.  This option is therefore 
not recommended. 
 
4.3 Full scale integration of services at scale and pace 
To have the impact that is required, it is necessary to use the integration of health and 
social care services as a mechanism to reorganise services to provide as much care as 
possible at home, or in a community setting.  By supporting more people, with more 
complex needs at home, supporting people to self-care and intervening more proactively, 
integrated care will be a major part of the sustainability of the local health economy. 
 
This needs to be put in place at scale and at pace to achieve the required impact and this 
is therefore the recommended option. 
 

5. FINANCIAL & RESOURCE APPRAISAL 
 
All statutory health and social care partners in Bradford District are under immense 
financial pressure to deliver safe and high quality services to meet the needs of the 
citizens of the District.  Need is high and increasing as a result of high levels of deprivation 
and poor health. 
 
This programme will achieve small efficiencies as a result of integrating services and the 
main outcome will be increased quality of care for people.  However, where we expect 
more significant gains to be achieved is through preventing people’s needs escalating 
unnecessarily and requiring avoidable high levels of care, whether that is by way of an 
admission to hospital, admission to long-term care or significant health and care packages 
at home. 
 
This programme is therefore a major plank of the sustainability plans of the local NHS and 
social care services. 
 
6. RISK MANAGEMENT AND GOVERNANCE ISSUES 
 
Governance arrangements are being put in place to ensure that the new model of 
integrated care delivery is safe for service users and staff.  Information governance 
arrangements are also being established to enable safe and secure sharing on relevant 
information. 
 

7. LEGAL APPRAISAL 
 
Not applicable at this stage. 
 
8. OTHER IMPLICATIONS 
 
8.1 EQUALITY & DIVERSITY 
 
A full equality impact assessment will be undertaken in due course. 
 
 
 



8.2 SUSTAINABILITY IMPLICATIONS 
 
Not applicable 
 
8.3 GREENHOUSE GAS EMISSIONS IMPACTS 
 
Not applicable 
 
8.4 COMMUNITY SAFETY IMPLICATIONS 
 
Not applicable 
 
8.5 HUMAN RIGHTS ACT 
 
Not applicable 
 
8.6 TRADE UNION 
 
Not applicable at this stage.  There are no current plans to change the employment of 
terms and conditions of staff. 
 
8.7 WARD IMPLICATIONS 
 
Not applicable 
 
8.8 AREA COMMITTEE ACTION PLAN IMPLICATIONS  

(for reports to Area Committees only) 
 
Not applicable 
 
9. NOT FOR PUBLICATION DOCUMENTS 
 
None. 
 
10. RECOMMENDATIONS 
 
10.1 To note the progress to date regarding the integration of services for adults 
 
10.2 To provide a mandate to local statutory health and social care organisations to drive 
forward integration of care at scale and pace 
 
10.3 To approve formal support of the Expression of Interest to become health and social 
care integration pioneers and the model of integration described within it 
 
10.4 To provide a mandate to statutory partners to develop community profiles 
 
11. APPENDICES 
 
11.1 Expression of Interest to become Health and Social Care Integration Pioneers 
11.2 Presentation 



























Joined up care in 

Bradford

Right care, right place, first time 



The context: why we need to do this

� More people, more complexity, less money 

� Efficiency targets for all partners

� Inefficient and uncoordinated response

� Continued need to improve quality and safety

� Infrastructure isn’t joined up (IT,  estates etc)

�Too many avoidable ‘events’



Most importantly....

People tell us that

health and social care

don’t  talk to 

each other  or 

work together



the experience…
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The solution … joined up local 

services
Joined up local health + 

social care teams linked to 

GPs

Closely aligned 

hospital care

Linked in voluntary

& community & other 

neighbourhood 

services

Service users,

families and carers

Person

Case  management

Care plan
Care plan

Case mgt



Main aims:

1.Join up services around the needs of 

the person

2.Reduce costs associated with non-

elective admissions  and long-term  

care and redirect savings to 

community-based care

3.   Increase community capacity and 

capability

4.   Use rehabilitation and re-ablement 

to enable people to have best possible 

levels of health, wellbeing and 

independence



Tiered service model

1. Integrated community teams 

SW, DN, VCS, GP etc
based around groups of GP practices

2. Intermediate tier

A virtual ward preventing admissions + 

supporting discharge with home care 
enablement, therapists, geriatrician, 
nurses
Across whole CCG area

3.   District level
specialist services across whole district
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Where are we so far?

• Airedale, Wharfedale and Craven:  whole area roll out

• Bradford:  four test sites (19 practices and 30% of 

population) and rolling out to whole District this year

• Multi-disciplinary/agency working is functioning better

• Creating a better response for people and thinking about 

different solutions

• Predictive risk stratification in (nearly) all practices

• Starting to identify people who could benefit from a more 

joined up approach

• Starting to develop joined up assessments and care plans

• Operational protocol and a blueprint done

• Bradford Virtual ward  and Airedale Collaborative Care 

Team expanding and integrating with social care



King’s Fund core components of successful integrated care strategy:  

how are we doing?

Defined populations Yes

Aligned financial incentives Some:  CQUINS, DES, reablement, NHS funding for 

social care

Shared accountability for performance Dashboard; separate performance regimes

Not lined up in contracts

Information technology Integrated care record in development; social care 

shift to S1; predictive risk stratification

Use of guidelines/shared protocols Protocol  and ‘how to’ blueprint

Collaboration of clinicians and 

managers

Yes

Effective, enduring and inspiring 

leadership

Yes, and mandate sought from HWB to move at scale 

and pace

A collaborative culture Yes – increasingly

Multi-specialty groups Yes 

Real patient and carer engagement Some through PPGs.  Need to be better at this

Relentless focus on quality Not as a whole system



Things to make some decisions about...

- Whole system skill mix across 

organisations

- A manager responsible for health &

social care in each community

- A budget for each community

- Blurred roles and skill sharing

- An integrated patient record system

- Commissioning a whole system

- Deep and meaningful patient involvement

- Soft stuff:  culture change

- 7 day working

- Moving money around the system



Moving 
money around 

the system:



What’s the tipping 

point? 

How much does 

community capacity 

need to grow by?



Where does it need to go next?

• Implementation at scale and pace:  whole district

• Commission community nursing  better 

• Bring more practices in 

• Implement active case management to coordinate care

• Joined-up assessment, care planning & care record from a single IT 

platform

• Skill sharing and role blurring

• Expansion of the virtual wards (intermediate care) to prevent 

avoidable admissions and faster access to clinical assessment 

• Integrate end of life care

• Support self-care better and embed in practice

• Increase the influence of local people

• Understand the detailed profile of each community, to:

- Commission more responsively to local need

- Understand the total resource



Are we making a difference?
From this...
‘There are people in different places ...  but there was no-one drawing it

together, drawing together packages of care and communicating with each other 

across the organisations’.

To this....
“I now know there’s all that support I can have ... it’s supportive, it’s reactive and it’s 

value for money”

And this....
‘ It’s been a life saver... it’s having a network of people who care, and they do’

And this...
“…It’s what kids today call a ‘no brainer’!  It’s so obvious to keep the patient central, 

share ideas and resources…”


