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Vision for Integrated Care

• Health  inequalities
• Improving the patient experience

• Better quality of care

• Improving the health and wellbeing of the 
population 

• Integrated and more localised services

• Promoting independence, choice and self 
care

• Investing resources effectively 

• 2006 Improving Health & Wellbeing 
Strategy: (Strategy refreshed in 2009)

• Borough-wide plan to create a truly 
integrated system built around networks of 
services 

Vision achieved through:

Integrated Health 
and 

Social Care*

Primary Care 
Investment 

Programme *

Long Term 
Conditions (LTC)*

Care Closer to 
Home 

Commissioner 
Integration 

Community 
Health Services 
Modernisation

Integrated Care Programme

* Part of the Integrated Care Pilot



Primary Care Investment Programme

Development of networks…….



The 36 Tower Hamlets practices have formed 8 geographic networks aligned 
with LAPs
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Tower Hamlets before networks:

• 8 LAPs

• 36 practices 

• Total population of ~245,000

• Practice list sizes of 3,000 to 11,000
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* Number of patients per practice as at 1 October 2009 (Clinical Effectiveness Group)

8 Networks* were formed in the borough during 2009:

▪ Focus on population health across a geography
▪ Collaborative relationships with wide range of partners (e.g. Borough, schools, charities)
▪ Sufficient scale for specialisation of staff, ability to access rare skills and ensure access, 

resources (e.g. equipment)
▪ Integration with estates plan

Why networks?



The Vision for Networks

 Local provider networks are being established within each of the 8 Tower Hamlets LAPs - to 
provide care packages for those with long term conditions as well providing heath promotion services 
(vaccination and immunisations and smoking cessation)

 Development of LAP based networks will be supported by the re-organisation of the community 
mental health teams and by the integration of adult social care services:
Single points of access (one assessment only)
Integrated assessment and care management processes

 Development of new health and wellbeing centres and refurbishment of facilities will support
both the integration of services and localisation of services away from hospitals

 As networks develop, we will establish some local healthy living programmes to be geared to 
more local needs. The LAP structures can be built upon to consult with local people and promote 
more local understanding and ownership for programmes.

Services need to be offered closer to communities and in locations where different 
services and professionals are brought together.

Local networks of services are bringing together health and social care, education, 
housing and leisure services and provide a focal point for the integration of third sector 
(?Voluntary) services.



• Focus on population health 
across a defined area

• Have collaborative relationships 
with a wide range of partners 
(e.g. Borough, Schools, Charities)

• Provide sufficient scale for:
– Specialisation of staff
– Ability to access rare skills
– Resources (e.g. equipment)
– Ability to ensure access

• Integrate with estates plan

Networks:

• Reducing variability through the 
use of evidence based pathways

• Ensuring the right people to do 
the right tasks at the right time

• Enabling transparency of data at 
individual patient, clinician, 
practice, and network level

• Facilitating an integrated and
coherent approach

Care packages are:

Organisational development  
• The capabilities and mindsets

Information and technology
• The systems and processes to 

underpin the new way of working

What supports it all?

How the Primary Care Investment Programme is being delivered



SOURCE: Diabetes care package group; EMIS web data

Stratification based on agreed clinical criteria
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Criteria for newly diagnosed

▪ Newly diagnosed in the first 
6 months or newly 
diagnosed in second 6 
months not controlled

▪ Currently 8% of patients

1

Criteria for controlled

▪ >6 months diagnosed and 
all three conditions met
– BP<=140/80
– HBA1C<=7.5
– Cholesterol <=4.5 mmol

▪ Currently 27% of patients

2

Complex off-target

▪ Off target and
– Renal, Limb, & Eye
– Depression

▪ Currently 13% of patients

4

Off-target

▪ Clinical parameters that 
exceed any or all of:
– BP>140/80
– HBA1C >7.5
– Cholesterol >4.5

▪ Currently 53% of patients
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Summary care package for controlled type 2 diabetes cases PRELIMINARY

SOURCE: Working Session; TH Diabetes Care Group

New, Off target, 
Off-target complex

Exit routes: Off target, Off-target complex, Death, Move out 
of  area, pre-conception/pregnancy

1 Includes 15 mins with nurse and 10 mins for blood tests (HBA1C, BP mandatory, others according to clinical judgement) 
2 60% patients, 1 hour, 10 patients per class, additional 25% to cover class preparation
3 One day per week for every 300 patients, half already taking place

Qualification criteria for package: Type 2 diabetes diagnosed > 6 months & HbA1c<=7.5 & BP<=140/80 & Chol<=4.5

Entry routes:

Stratification: 27% of cases

Minutes per patient per year

Times and activities in 
bold are mandatory

Admin

39

39

Pharma-
cistGP HCA

Practice 
nurse OtherDSN

Total staff 
timeActivity Minimum skill level

Primary

Education 
provider Other

Community Secondary

Total time 45 133.54.530

ClericalCall/recall/
coordination3

39

Accredited providerStructured 
Education 2

4.54.5

Diabetic tests HCA 2020

Retinal screening Accredited provider -

6-month interim 
review1

Nurse (with pres-
cribing support)

15 2510

Care planning Nurse 30 30

PharmacistMedicines 
Management

1515

15

Costing model 
assumes that patients 
who require 
interpreters for 
appointments: 
▪ Take 1.5 x as long
▪ Have interpreter for 

all but diabetic 
testing (due to 
budgetary 
constraints)

Average per care setting 19.5114
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Enablers 



Information: PCIP



Enabling Networks:  Information Governance

The Network Coordinator 
requires the maximum level 
of access

▪ Essential to the centralisation of administrative 
functions

▪ Allows the network coordinator to create 
reports which can be traced back to patients at 
the practice

▪ Only Network Coordinator and Manager should 
have access to confidential patient confidential 
information

Patient Identifiable Network Information

▪ Allows patient-level searching and reporting
▪ All information is anonymous and cannot be 

traced back to a patient ID
▪ Allows additional network functions (e.g. research, 

investigations) to be carried out without 
compromising patient information

Anonymised Network Information

Other users should be 
given anonymised access

2
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Enabling Networks:  Information flows

8 Practice representatives bring patient reports to 
session for discussion

9 Recommendations documented and focus of next 
session agreed

Practice 1 Practice 2 Practice 3 Practice 4

The Network Coordinator runs 
EMIS Web searches across all 
constituent practices

Network

Practice 1 results
Practice 2 results
Practice 3 results
Practice 4 results

Practice 1 results
Practice 2 results
Practice 3 results
Practice 4 results

Reports 
provided to the 
practices

Data is shared from practices to the 
network

2
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Network Level
▪ Network Manager
▪ Network Coordinator



The information system enabled the Primary Care Investment 
Programme by delivering the following across Tower Hamlets

Achievement Detail

Agreement from 35 out of 
36 practices to share 

information

Borough-wide, transparent 
performance reporting

One of the most 
sophisticated 

immunisations call/recall 
systems in London

Successful partnerships 
and a reputation for 
quality and delivery

▪ Bespoke sharing agreements
▪ Implementation of processes and tools delivering standardised best practice 
▪ Centralisation of common practice functions (e.g. call/recall, care planning)
▪ Support for multiple security profiles

▪ Standardised dashboards at both network and practice level for each care package
▪ Full transparency of dashboard calculations to both commissioners and the networks
▪ Network managers can generate their own “real-time” dashboards to track performance

▪ Prior to the immunisations care package, NHS Tower Hamlets had been without a call/recall 
system for over 5 years

▪ New network-based call/recall is being used by all 8 networks 
▪ Standardised patient lists make it clear which patients to target and when

▪ Strong delivery partnerships between the Commissioning and IT directorates, CEG and 
other suppliers, practices, and network management

▪ Successful implementation and publicity has encouraged practices to collaborate and 
share information

▪ Collaborative partnership has helped fuel a strong reputation within the networks for 
quality deliverables, support, and continuous improvement

2
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Key success 
factors

Clinical leadership

Information system 
as a key enabler

Details

Organizational 
Development and 
incentives

Strong relationship 
between clinical 
leadership and 
management

• Strong leader of working group with a high level of commitment  
• Mix of clinicians and other relevant professionals (educators, social workers) from 

across care settings is important to get clinical support

• Infrastructure, processes, and information governance are crucial to successful 
integration  

• Early alignment on the need to share information will ensure progress
• Clinical leads need to listen to colleagues’ concerns and support their understanding of 

the benefits of information transparency

• The OD programme consisted of a borough-wide approach that also allowed tailoring of 
programmes for specific needs

• Facilitated an open and collaborative approach to the implementation of change that was 
challenging in both scale and pace

• Governance structures embedded clinical leadership in the programme



Diabetes



Diabetes Care package rolled out  in 
3 phases

Networks showing improvements 
across all indicators

There is significant improvement in 
patients completing care planning 
meetings in the last 15 months





Imms and Vaccs

We have seen significant improvements with 
immunisation rates across the whole programme 

Together for health
Integrated care programme



. 

There has been significant improvements 
overall with the first set of vaccinations at 
12mths reaching 95% (herd immunity) or 
over and all the other vaccinations 
reaching over 90%.  

This is the best set of results recorded so 
far and Tower Hamlets is currently 
reaching all the targets which were set 
for the childhood immunisation 
programme for 2010/11. 



Networks are critical to our vision and strategy

Clinical engagement and 
leadership –network 
organisational development, 
care pathways 

Core activities modelled across 
system

Estate options identified

Aligned with clinical 
commissioning (PBC) and 
partners (Local Area 
Partnerships)

IT platform – EMIS Web, 
disease registry including MDT, 
call/recall

Network contract levers

North East
Hub: St Andrews

48,000 (10/11)
55,000 (14/15

North West
Hub: Mile End 
63,000 (10/11)
68,000 (14/15)

South East
Hub: Barkantine

63,000 (10/11)
76,000 (14/15

South West
Hub: The Royal 

London
52,000 (10/11)
53,000 (14/15)



“I am involved 
in planning the 
care I receive 
for my long-

term condition 
and understand 

the choices I 
have”

“I have easier access to 
co-ordinated health and 

social care services”

“Local services 
are truly focused 
on local people’s 
needs and are 
good value for  

tax payers’
money”

“I don’t have to travel into 
hospital for the care I 

need – I can access my 
care near to where

I live”

“I have more resources 
to meet the needs of my 

patients”

“Wherever I live in 
the borough, I can 
access the same 
high standard of 

care”

Primary Care Investment 
Programme

Integrated 
Commiss-

ioning

Community 
Health 

Services 
Modernisation

Integrated Adult 
Health and Social 

Care

Care Closer to 
Home

Long Term 
Conditions 

Our 
programme 
will deliver 
integrated 
care
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