
Page 1 of 47

ATTACHMENT B
London Health and Care Integration Collaborative

Planning for the Integration Transformation Fund
and update on the national integrated care programme

11 September 2013
1. Purpose of the paper:

• To provide an update on the planning process for the Integration Transformation
Fund and seek the Collaborative’s input

• To provide an update on the national programme of work on integrated care and
agree how London can best influence and benefit from the programme

• To provide an update on the integration pioneer process

2. The Integration Transformation Fund

Following the announcement of the Integration Transformation Fund (ITF) on 26
June, further guidance about the ITF was issued by the LGA and NHS England in
August (http://www.england.nhs.uk/wp-content/uploads/2013/08/itf-aug13.pdf).

Following the discussion at the previous Collaborative meeting, Peter Kohn
canvassed London CCGs for their views about what would prove useful in further
guidance. The following comments were made:-
• Further details of the financial allocations/impact at a local level would be

beneficial as soon as possible
• Will all the resource be allocated to CCG/Local authority or will other

commissioners e.g. NHSE have a share?
• There should be as much local discretion as possible
• Should plans be borough level or cross system?
• Need to make the links with the planning being done by Urgent Care Boards
• The system of payments should incentivise acute trusts to make the systemic

changes necessary
• From experience of measuring QIPP initiatives it is difficult to isolate the outcome

benefits between schemes

To enable London to contribute to this discussion, Martin Smith suggested that
Ealing formed a quick view of what a plan to deliver the objectives of the Integration
Transformation Fund might look like. This was circulated in mid-August and is at
Appendix A (not for onward circulation please).

The format for ITF plans is now expected to be finalised in the next month or so.
Geoff will provide a further update at the meeting but at present, it is envisaged that
there will be a requirement for plans to indicate how localities are meeting the six pre-
conditions for funding:
• Protection for social care services (rather than spending) with the definition

determined locally
• Seven day working in social care to support patients being discharged and

prevent unnecessary admissions at weekends
• Better data sharing between health and social care, based on the NHS number

• Plans and targets for reducing A&E attendances and emergency admissions
• Risk sharing principles and contingency plans for if/when targets are not being met

http://www.england.nhs.uk/wp-content/uploads/2013/08/itf-aug13.pdf
http://www.acropdf.com
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• Agreement on consequential impacts of changes in the acute sector

Discussion is currently focussed on the measures that will be used to monitor delivery as a
precursor to the release of funds.

The views of the Collaborative would be useful on the following:
• How to keep ITF plans simple and brief, recognising that they are an element/excerpt of

locality strategies that will have ministerial scrutiny?
• How to encourage plans to be ambitious and transformational, while recognising that to

access funds, localities will need to deliver concrete results within a short timeframe?
• Which measures will allow localities to demonstrate concrete results, recognising that the

evidence for which interventions deliver system impact is patchy and that attribution of
impact to individual interventions is difficult?

• The need to use only those measures for which high quality data is available to allow
robust monitoring.

• How to establish appropriate baselines and trajectories recognising that each locality will
have a different starting point?

Regional road shows are planned for November/December following publication of the
planning framework and guidance on the ITF. The aim of the road shows is to provide
localities with an overview of the ITF and the technical arrangements underpinning them and
to support them in the ITF planning process. It has also been suggested that designated
integration pioneers might present at the road shows. This is a good opportunity for a
London-wide event on integrated care and the Collaborative is invited to provide a steer
on what good would look like for a London event.

3. The national integrated care programme

The National Collaboration for Health and Care issued Integrated Care and Support: Our
Shared Commitment in May.
(https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/198748/DEFI
NITIVE_FINAL_VERSION_Integrated_Care_and_Support_-
_Our_Shared_Commitment_2013-05-13.pdf)

Following this, a programme of work has been established to develop a national Community
of Practice for Integrated Care and a toolkit to support localities in integrating care. The work
was commissioned by the LGA in collaboration with key national partners. Rachel Bartlett
sits on the steering group and London has been able to inform and influence the approach
being taken.

The programme began with three workshops in Bristol, Leeds and London to define
stakeholder needs and expectations. As a result, six tools are being developed:

• An overarching ‘Value Case' for integrated care
• ‘Value case' (including financial business case) summaries from 8-12 local areas

demonstrating whole system integrated care (Appendix B)
• An evidence review of existing knowledge on outcomes of integrated care (Appendix C)
• A model showing the impact of different interventions or whole system models of

integrated care on outcomes, cost, activity and individual journey through the system at a
local level

• A searchable database of integrated care initiatives throughout the country

http://www.gov.uk/government/uploads/system/uploads/attachment_data/file/198748/DEFI
http://www.acropdf.com
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• A signposting tool which will point to existing useful sources around the planning and
implementation of integrated care

Input and comments on the emerging tools is now being sought and localities are being
invited to suggest case studies, evidence and resources that should be included. Only the
most relevant documents have been attached here. Lizzie Comley
(elizabeth.comley@nhs.net) can forward the full email on request. The deadline for
comments is 11 September and can be provided directly via info@integratingcare.org.
Rachel will also provide a summary of the Collaborative’s feedback following the meeting.

The programme provides important opportunities to enable the London Collaborative to
deliver its agreed objectives in alignment with the national approach:
• Capturing a fuller account of integrated care across London: Collaborative

members are asked to use their networks to encourage all localities within London to
provide information about their integrated care initiatives for inclusion on the database.
Several London localities are likely to be included in the 8-12 value cases. It is
suggested that we invite all London localities to consider completing Value cases to
describe their work.

• Summarising and signposting the evidence base: the national evidence review will
be a helpful starting point for discussions with AHSNs about where the evidence needs
strengthening.

4. Integration Pioneers

A long-list of pioneers has been agreed and a panel of announced. An announcement of the
final list of designated pioneers is expected in October/November. This is a critical time to
reach out to all London localities to maintain confidence and momentum and the
Collaborative is invited to advise how best to do this. The regional road show is a key
opportunity for this.

Rachel Bartlett
September 2013

http://www.acropdf.com
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Appendix A

Integration Transformation Fund Proposal August 2013
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In June the Chancellor announced a £3.8 billion pool of new funding to help enable older people and people living with long term health
to stay healthy and independent at home as part of the spending round for 2015/16. This funding is intended to strengthen incentives

for local authorities and the NHS to work together to deliver integrated services, ensure the right outcomes and provide better services for local
Access to the funding is conditional on local authorities and CCG’s agreeing plans with local Health and Well-being Boards to improve

access and drive integration of services, to improve quality and prevent people staying in hospital unnecessarily. The DH is considering the
need for new powers to require pooling of funding locally through the Care Bill.

How the £3.8bn integration pool has been created

in areas

£1.9bn of additional NHS
money

…and £1.9bn of additional NHS
money…

£3.8bn pooled budget to be
spent on health and social care

according to locally agreed
plans

£1bn of this will linked to
outcomes achieved

http://www.acropdf.com
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sit with local authorities but will be subject to plans being agreed by local Health and Wellbeing Boards and signed off
by CCGs and council leaders. Plans would also be subject to assurance at national level. As part of the wider 2014/15 planning round, it is
envisaged that plans would be developed this year, signed-off and assured over the winter and would be implemented from 2014/15.

Payment will be based on a combination of locally and nationally set outcome measures. Half of the funding will be paid at the beginning of
each year (based on 2014/15 performance) and the remainder paid in arrears against performance in 2015/16

Plans and assurance would need to satisfy nationally prescribed conditions,

Protection for social care services (rather than spending) with the definition

Seven day working in social care to support patients being discharged and
prevent unnecessary admissions at weekends,

data sharing between health and social care, based on the NHS

Plans and targets for reducing A&E attendances and emergency

Risk sharing principles and contingency plans for if/when targets are not

Agreement on consequential impacts of changes in the acute sector.

In Ealing a local plan has been agreed with the CCG and in line with the conditions above and set out in Appendix 1. The plans will build on
and further develop existing plans and initiatives such as:

The Health and Wellbeing Strategy
The Joint Prevention Strategy

The Outer NWL Integrated Care Pilot
The NWL Pioneer Bid for Integration

Intermediate Care Ealing (ICE)

http://www.acropdf.com
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The Health and Wellbeing Board in Ealing has agreed a shared commitment to implement integrated care at scale and pace, building on
As part of this commitment the Board has agreed to:

a much more ambitious, borough-wide integrated care programme and to review current project management and resourcing
arrangements to make sure the right capacity is in place to drive this work.

that this considers the benefits of integrated care for different population groups as well as older people; and that opportunities
for a more integrated approach to commissioning involving public health are considered;

a narrative of why integrated care is important for the people of Ealing and the benefits of this approach for clinicians and other

evelop some metrics to capture the benefits and impact of existing integrated services and how data can be shared across NHS and
local government boundaries to support this.

show that the total number of people over 65 years in Ealing will grow by 14,900 between 2012 and 2030.
The greatest percentage rise is in the 85 and over age group with a predicted increase of 58.6% or 3,400 people. The number of people

illness aged over 65 in Ealing is projected to increase by 33% by 2030 (from 16,838 to 22,409) (see table below)

Projected change in people with a limiting long term illness, <65, Ealing, 2011-2030

http://www.acropdf.com
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The Directly Standardised Admission rate for all hospital admissions and emergency hospital admissions for people aged over 65 in Ealing are
significantly higher than the national and London rates and over twice as high as the lowest rates in England. From hospital admission data for

ecent years (excluding mental health), 75% of admissions are due to the three commonest causes: circulatory diseases (41%),
and respiratory diseases (18%). In relation to dementia in 2012/13 there were 1781 admissions for residents recorded as having

1521 (85%) of these were admitted through accident and emergency. The associated cost of these dementia
as estimated as £5.251 million.

will be agreed between the Council and CCG for redeployment of the funding held back in event of the outcomes not being

Planned activities, outcomes and investment are set out in Appendix 1

http://www.acropdf.com
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Investment
(14/15) £

Outcomes
(Activity) – 14/15

Outcomes
(Financial)
–14/15 £

Investment
(15/16) £

Outcomes
(Activity) – 15/16

Outcomes
(Financial) –
15/16 £

weekends by increasing access to

50,000

Set up costs

Total

Investment

50,000

Policies/Procedures
updated

Recruitment
underway

NA
2 x Social worker;

£33.35 per hour x

35 hours per week

120,000

Homecare hours

commissioned

with external

providers

calculated at Band

3 rate.

£18.00 per hour x

5,000 hours

90,000

Additional

investment in

telecare/telehealth

(200 pieces of

equipment)

75,000

Total Investment

285,000

Reduction in
number of
escalation beds
open in EHT
?% reduction for
service duration
(against 14/15
baseline)

Reduction in the
number of long
stay patients
?% for service
duration (against
14/15 baseline)

Improved patient
outcomes
Patient reported
outcome measure
Minimum ?%
reported
satisfaction with
the service

Increased
accessibility to
intermediate care
?% increase in
service take-up
(against 14/15
baseline)

Cost of
unplanned acute
episode between
2,000 to 8,000
per patient

http://www.acropdf.com
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Reduction in
numbers of
reported delayed
transfers of care
against both the
NHS and SS

?% reduction for
service
duration(against
14/15 baseline)

Better Data Sharing between health and
social care, based on the NHS Number

2.1 Capital investment to embed NHS numbers

systems. This will require an extensive data clean
across systems, setting up of access to the NHS

aphics service and batch facilities,
advanced system cross matching services outside

NHS Number must

ed to identifiable service users, and
may be used for these purposes by organisations

2.2 Investment to ensure business and technical

FWI interfaces for Careplace development

The equivalent
resource of 2 full
time Grade 14
posts will be
required co-
ordinate and
drive this project.

45.000

50,000

50% of social care
records with NHS
numbers

NA

45,000

150,000

100% of social
care records with
NHS numbers

NA

http://www.acropdf.com
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Total
Investment
95,000

Total
Investment
195,000

This will build on the successful implementation of

Aligning community nursing, social care and

pooled budgets based on

be piloted in one network with roll out
across the borough from 2014 to 2015. Support will

Team and the

Social Care
Capacity pump
priming

100,000

Total

Investment

100,000

To deliver the
Ealing Integration
Plan
(data
capture/systems
planning/risk
stratification of
patients/staff
recruitment)

NA 6 x health and
social care co-
ordinators (1 for
each network)

360,000

Infrastructure
costs (finance
support/IT
development)

150,000

Total Investment

510,000

Improved patient
outcomes
Patient reported
outcome measure
Minimum ?%
reported
satisfaction with
the service

A reduction in
non-elective
activity of 4%
on the 14/15
baseline

Reduction in the
number of long
stay patients

?% for service
duration (against
14/15 baseline)

Reduction in
admissions to
residential care
?% for service
duration (against
14/15 baseline

Cost of
unplanned acute
episode between
2,000 to 8,000
per patient

Cost of
residential care
for older people
(WLA rate)
£466pw
standard/£530pw
dementia)

http://www.acropdf.com
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offered to reduce the reliance on care

None NA NA
Additional
Reviewing officers
- (Grade 7)

270,000

Trusted Assessor
Training

4,500

Additional OT
Support

90,000

Additional
reablement
workers/hours

500,000

Total Investment

864,500

Reduction in
numbers of
reported delayed
transfers of care
against both the
NHS and SS
?% reduction for
service
duration(against
14/15 baseline)

Improved patient
outcomes
Patient reported
outcome measure
Minimum ?%
reported
satisfaction with
the service

A reduction in
non-elective
activity of 4%
on the 14/15
baseline

Reduction in the
number of long
stay patients
?% for service
duration (against
14/15 baseline
Reduction in
admissions to
residential care
?% for service
duration (against
14/15 baseline

Cost of
unplanned acute
episode between
2,000 to 8,000
per patient

Cost of
residential care
for older people
(WLA rate)
£466pw
standard/£530pw
dementia)

http://www.acropdf.com
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mental health recovery units thus providing a clear

discharges in hospital and reducing the need for

Placement
Officer x 1

45,000

Total

Investment

45,000

Identification of
patients and
procurement of
suitable service
providers
(supported living)

.

NA

Placement Officer
x 1

45,000

11 step down
units at a cost of
£606 per week x
52 weeks

346,000

Total Investment

391,000

Reduction in
numbers of
reported delayed
transfers of care
against both the
NHS and SS
?% reduction for
service
duration(against
14/15 baseline)

Reduction in the
number of long
stay patients
?% for service
duration (against
14/15 baseline

Improved patient
outcomes
Patient reported
outcome measure
Minimum ?%
reported
satisfaction with
the service

Cost of in-patient
mental health
admission TBC

Mental Health
Residential care
costs average
£850 per week.

http://www.acropdf.com
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, people

None NA NA

Telehealth
Staff –Technical
Support/Project
Lead
40,000

Non-Staff Costs
200,000

Telecare
Staff Costs –
Expert Telecare
Assessor/Telecare
Co-ordinator
70,000

Non-Staff Costs
(based on approx.
400) – equipment,
installation,
maintenance, call
response service
150,000

Total Investment

460,,000

Reduction in
numbers of
reported delayed
transfers of care
against both the
NHS and SS
?% reduction for
service
duration(against
14/15 baseline)

Improved patient
outcomes
Patient reported
outcome measure
Minimum ?%
reported
satisfaction with
the service

A reduction in
non-elective
activity of 4%
on the 14/15
baseline

Reduction in the
number of long
stay patients
?% for service
duration (against
14/15 baseline
Reduction in
admissions to
residential care
?% for service
duration (against
14/15 baseline

Cost of
unplanned acute
episode between
2,000 to 8,000
per patient

Cost of
residential care
for older people
(WLA rate)
£466pw
standard/£530pw
dementia)
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Appendix B

http://www.acropdf.com


Page 16 of 47

http://www.acropdf.com


Page 17 of 47

http://www.acropdf.com


Page 18 of 47

http://www.acropdf.com


Page 19 of 47

http://www.acropdf.com


Page 20 of 47

http://www.acropdf.com


Page 21 of 47

http://www.acropdf.com


Page 22 of 47

http://www.acropdf.com


Page 23 of 47

http://www.acropdf.com


Page 24 of 47

Appendix C
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