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1 Introduction
“The quality and productivity gains we need to make lie not within individual NHS organisations but at
the interfaces between primary and secondary care, between health and social care, and between
empowered patients and the NHS. At the heart of this is the importance of transforming patient
pathways, leading to the integration of services and in some cases, the integration of organisations.
Where organisational change takes place, it is not necessarily one organisation taking over another,
but creating new services with patients and their needs at the centre”1.

Type 2 diabetes is a serious condition that, if diagnosed late or poorly managed, can result in
complications such as heart disease, stroke, kidney failure, blindness and amputation. Diabetes is
also a growing problem. Over 450,000 people in London are estimated to be living with diabetes
(both diagnosed and undiagnosed).2 Around 90% of these are people with type 2 diabetes. This
represents around 7.5% of the London population3 and is expected to grow to 9.3% by 2025.

Figure 1: Estimated number of people with diabetes (diagnosed and undiagnosed) in London, 2010 (SHA boundary)

1

NHS Chief Executive David Nicholson, Operating Framework for 2010
http://www.connectingforhealth.nhs.uk/systemsandservices/infogov/links/operatingframework2010-2011.pdf
2
Source: Association of Public Health Observatories, Diabetes Prevalence Model, last updated 28/9/2010. Estimate is for the
number of people aged 16 or over.
3
Source: ibid. Lower uncertainty limit = 4.6%, Upper uncertainty limit = 12.2%
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Figure 2: Estimated prevalence of diabetes (diagnosed and undiagnosed) in London, 2010 (SHA boundary)

The delivery of patient centred, clinically effective diabetes care and prevention is essential in order to
minimise the growth in the number of people with diabetes in London and effectively manage the
associated financial impact on health and social care services. It is also essential to maximise the
clinical and lifestyle outcomes for individuals and the wider population. Clinical and service
integration is recognised as one of the most important enablers of patient centred care, and the
underlying principles of integration have been well documented over recent years. Whilst integration
itself can take a variety of different forms, there is a growing evidence base of the benefits it can have
to deliver better outcomes for individuals, improve patient experiences of care, and improve quality
and productivity across health and social care services.

Figure 3: Relationship between organisational integration and care co-ordination. Source: Curry & Ham, 2010
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This report sets out the findings of a review of integrated care4 for people with type 2 diabetes in
London. It brings together key learning from current practice and international perspectives on
integration, along with some important insights into the main barriers locally to integration between
health and social care services. The report presents a number of opportunities for local authorities
within the current policy reform context and makes specific recommendations which will help to
facilitate further integration of diabetes services within the NHS, between health and social care
providers, and within local authorities themselves in the future.

4

For definitions of integration and integrated care, see Curry, N. & Ham, C. 2010. Clinical and service integration. The route to
improved outcomes. London: King’s Fund, and What is integrated care, 2011, London: Nuffield Trust.
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2 Opportunities within the context of health & social care reform
The current Government is embarking on an ambitious and far reaching programme of reform to
health and social services in England. The NHS will see Clinical Commissioning Groups (CCGs)
established and potentially quite radical changes to the way health services are commissioned at the
local level, with service integration (both within the NHS and between health and social care services)
central to the way care should be provided in the future. This is also a key strand of the
Government’s NHS Future Forum which will make recommendations about how health and social
care can be more integrated in the future. These recommendations are likely to lead to further clinical
and service level integration locally, and some organisational integration at a more regional level over
the coming years.
Within local government, local authorities are being given much greater responsibility to improve the
health of their local population, some of which will be enabled by the role of new Health and Wellbeing Boards (HWBs), along with the transfer of public health responsibilities from the current Primary
Care Trusts (PCTs). There are also changes ahead for the way social services are funded and
delivered following the report from the Dilnot Commission on Funding of Care and Support. In light of
this, there is a huge opportunity during this transition phase to shape the implementation of these
reforms in the Capital and to maximise the benefit this offers to the people of London.
In practical terms these considerable change proposals within the NHS, local authorities and for
public health mean that, at the time of writing this report, there are major transitions taking place, but
there is also uncertainty as to how the new systems will work together. In particular there have been
changes to the initial proposals for CCGs to increase the breadth of professional representation
involved in commissioning decisions, and also to the role and functions of HWBs within local
authorities. Similarly, there is still much work taking place on their respective roles and how they need
to work together to ‘commission’ the range of services needed across local authorities and the NHS to
address both health improvement and care delivery. This is a critical time but also a critical
opportunity to ‘get it right’.
In terms of the care, treatment and prevention of type 2 diabetes, it is both ‘getting it right’ through
integration within the NHS across primary, secondary and community care, but also between NHS
services and local authority services. Although the main focus of this report is on integration with
social care, there are wider local authority services that are relevant to people with diabetes, including
housing, transport, work place health, and development of sport and leisure facilities. There are
important opportunities for these to be better commissioned and coordinated as part of the integrated
care package for people at risk of, or living with, type 2 diabetes.
Over and above this there are also important implications in terms of the existing and new local
authority role in public health. There is a major opportunity for local authorities, through joint strategic
needs assessments (JSNAs) and HWBs to ensure that there is a suitable focus on prevention of
diabetes. Type 2 diabetes is closely associated with overweight and obesity and, as such is a
‘preventable disease’ through the delivery of services to encourage exercise and healthy diets. These
‘social determinants’ of health are known to be important and to be within the province of the new and
emerging role of councils. In addition, there are a number of short and medium term opportunities
within the context of the current reform proposals:
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•

•

•

•

•

Within the new structures for commissioning in the NHS (CCGs) and their relationship to
HWBs, there is an opportunity to raise the profile and importance of integration between
health and social care. In practice there is a ‘subset’ of people newly diagnosed or with
existing type 2 diabetes who have social needs5. These need to be identified through JSNAs
and integrated health and social care services commissioned specifically for them;
A robust business case for integration needs to be developed by local authorities, based on
the principles of the ‘ideal’ model for integration (as proposed in this report). This could be
supplemented with examples of good practice and case studies drawn from existing practice
in London;
Recognition that more formalised integration between health and social care requires
investment in infrastructure, particularly information sharing and consideration of new
contracting arrangements and legal structures to support integration;
Through the existing multi-disciplinary teams, social workers need to become more central to
care planning arrangements in primary and community care settings, and to receive advice,
guidance and workforce development opportunities from experts;
Leverage from the expertise of public health professionals in local authorities and use this to
think more broadly than just social services about how other local authority services such as
leisure, housing, and transport can be more integrated into the traditional ‘care pathway’, and
help tackle prevention and well-being more effectively. This will include for example tackling
obesity more effectively and hence prevention of type 2 diabetes.

5

Social needs might include: support to live independently at home, housing or accommodation support, advice to manage
personal matters such as finances, and assistance with transportation and mobility.
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3 Summary of recommendations
In light of the findings from this research, we can make a number of important and quite timely
recommendations within the context of the transition towards new arrangements for commissioning
and delivery of health and social care services for diabetes in London. These are:
1. Develop a robust business case to support investment in integration between health and
social care (for people with type 2 diabetes)
• The business case should set out the potential costs and benefits of integration, particularly in
light of the wider public health remit of local authorities
• HWBs could include in their remit a responsibility for developing aligned financial and
operational incentives to promote integration between providers of health and social care
services, and
• Further modelling and analysis could be undertaken to build such a business case,
recognising the need for sustainable investment and commitment, but allowing sufficient local
adaptation and ownership.
2. Promote and share best practice in order to build a more comprehensive and practical
evidence base for integration
• Local authorities, in conjunction with their NHS partners in London, could work in
collaboration to bring together and share case studies and patient stories of successful
integration locally, within the NHS and between health and social care. This would help to
illustrate the different elements of the ‘ideal’ model for integration set out in this report and
provide practical learning for wider adoption
• HWBs and CCGs should seek to identify and promote the features of successful integration
models, elsewhere in the UK and internationally, in particular the learning from organisational
integration models such as the Veterans Health Administration in the US, and clinical / service
integration models such as Torbay in the UK, and
• A London-wide online resource or community of practice could be established to share this
evidence base and provide a forum for discussion and learning about models of integrated
care.
3. Provide CCGs with the tools necessary to develop provider networks across health and
social care, as a means to facilitate greater clinical and service level integration
• CCGs should ensure they develop mechanisms for commissioning whole care pathways
through provider networks, building on the tools and methods which already exist, so as to
ensure social services are fully integrated into the care pathway, and
• Given the current level of integration between health and social care in London, further work
could be undertaken to understand the practical application of approaches such as
Accountable Care Organisations and Medical Homes in order to better understand their
practical application in the London context.
4. Support HWBs to commission services which reflect the wider responsibilities local
authorities can play in prevention and promoting healthy lifestyles
• Develop and provide guidance for HWBs to carry out needs assessments jointly with the NHS
for people with diabetes who have social care needs, and to identify gaps in service provision.
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•

HWBs should ensure that commissioning plans across health and social care are designed to
address these gaps, and
Support HWBs to make the links between other local authority services (for example housing,
work place health, and transportation) and health and well-being, in order to understand how
they can better support both prevention and treatment of type 2 diabetes.

5. Support local authorities to engage more widely with professional bodies and patient
groups as a means to design more integrated care services at a local level
• Professional bodies and patient groups are key advocates of integrated care – local
authorities, jointly with their NHS partners, should be encouraged to use existing forums and
networks to engage more widely with these groups as a key step towards designing and
implementing more integrated models of care across London.
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4 Models of integrated care for diabetes in London
4.1 Aims of this research
There have been several important initiatives in diabetes care in the United Kingdom such as the
National Service Framework for Diabetes, a series of evidence-based diabetes guidelines from the
National Institute of Health and Clinical Excellence (NICE), and the inclusion of diabetes care
monitoring as part of the Quality Outcomes Framework (QOF) in primary care. These approaches
have resulted in a greater emphasis on integrated diabetes care, both within the NHS, and between
health and social care organisations, although with a focus largely on integration between communitybased and primary care working.
In 2009, Healthcare for London published the London model of care for people with diabetes. This
has provided a framework to help embed the innovative work and many of the models of care already
in place in the capital. It has also led to an acceleration of new and more sophisticated care and
support arrangements at both borough and cross borough level.
The aim of this research was to understand the existing level of integration of diabetes services in
London, the policy and operational barriers to integration, and the opportunities during the next stages
of health and social care reform. In carrying out the work, the research team adopted a relatively
broad definition for integration. This included looking at formal and informal commissioning and
provider arrangements, and joint working within the NHS, between the NHS and local authorities, and
also within local authorities themselves. On the latter, the particular focus was on how local
authorities were tackling the wider prevention and health improvement agenda. The objective was to
identify examples of models of care in London that offered high quality, integrated, and cost effective
services, accessible to the local population of people with diabetes including the vulnerable and those
who are hard to reach.
The research was undertaken through wide stakeholder engagement with leaders of diabetes
services in local authorities and NHS organisations across London, representatives of regional and
national bodies, and supplemented with detailed review of relevant documentation and a rapid review
of recent international literature. This included business cases for integrated services, commissioning
specifications, strategy documents and stakeholder presentations. In addition to this the team also
reviewed relevant health and social care policy documentation and looked at the progress of some
HWBs and CCGs in London, given that these are currently two of the main vehicles through which the
current reforms are being shaped and implemented locally.
Financial modelling was also undertaken, based on the data collected in relation to existing models of
integration, and combined with regional and national data. The aim of this was to estimate the
opportunity for financial savings from integration within the NHS and between health and social care,
by comparing baseline cost benefit data with an expected 5 year cost and activity profile. The analysis
explored the areas where localities had already identified anticipated savings and the potential scale
of these – both for the local organisations themselves, and also at a London-wide level.
Overall, the research identified three predominant models of integration for diabetes services in
London.
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4.2 The Healthcare for London model
From the data gathered in this review it is apparent that the vast majority of integration, however it is
defined, is happening within the NHS rather than between health and social care. To date, this has
focused largely on variations of the Healthcare for London model for diabetes and joining up care
across primary, secondary and community care through joint commissioning and the development of
provider networks. This does have a number of important features, and the evidence gathered in this
review shows that this can be a strong enabler for more joint working between health and social care
at the local level. Examples of this approach include:
•
•

•
•

The work being undertaken in the North Central London cluster to provide an intermediate
diabetes care team across a number of London boroughs
The diabetes modernisation initiative, being provided by Kings College Hospital and Guy’s
and St Thomas’ Hospital, in conjunction with NHS Southwark and NHS Lambeth to reduce
variation in quality of care through local networks and agreed clinical pathways
The integrated diabetes service provided by Bexley Care Trust which aims to integrate care
within the NHS from primary through to community and specialist care, and
The provider network model in place in Tower Hamlets which brings together groups of GP
practices into networks under a single contract for the provision of evidence-based diabetes
care.

4.3 The NHS Westminster model of care
The NHS Westminster Model of Care for Diabetes Services has now been established for five years.
Since the introduction of the consultant led service in 2008 led by St Mary’s Hospital (Imperial College
NHS Trust), the demand for services has rapidly increased. Clinicians work to locally agreed evidence
based care pathways, referral guidelines and audit plans for managing people with type 2 diabetes.
The service focuses largely on integration within the NHS, with coordination of the primary,
intermediate and secondary care services to enable patients to have improved access to appropriate
high quality personalised diabetes care from a range of settings. All patients referred to the diabetes
care pathway are triaged to either intermediate or secondary care appointments. Referrals are also
made to social services and more formalised links are now being formed to bring social care into the
core delivery team.

4.4 The North West London Integrated Care Pilot
The North West London Integrated Care Pilot, formally launched in June this year (2011), is perhaps
the most ambitious and wide-ranging model of integrated care for diabetes in London. The pilot is
clinically-led by GPs, hospital doctors and other care professionals and brings together organisations
from both health and social care. It covers an initial population of around 375,000 across five London
boroughs6:
•
•
•
•
•

Hounslow
Ealing
Hammersmith and Fulham
Kensington and Chelsea, and
Westminster

The population coverage could extend to 750,000 over the longer term.
6

The pilot is not specific to Diabetes but also covers care for older people over the age of 75.
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The pilot brings together multi-disciplinary teams from health, social care and the third sector to
provide more coordinated care. Care delivery is supported by aligned financial incentives and an
information infrastructure which facilitates more efficient sharing of information between care
professionals.

4.5 Learning from models elsewhere
There is a wide body of published literature on integration and integrated care. As part of this
research, a rapid review was undertaken covering the most recent national and international
literature. Amongst other things, the evidence points to a number of common features of successful
integration models in health and social care. These are:
1. Clear governance arrangements and team accountability, including strong clinical leadership and
involvement
2. Changes in organisational structures and behaviours to support more integrated ways of working,
particularly across professional boundaries
3. Workforce reconfiguration, aligned to the care pathway
4. Shared funding systems and financial incentives
5. Shared information systems, including care plans and patient records
6. Common performance management arrangements, including agreed measures and standards to
reduce variation and improve the quality of care in line with evidence based protocols.
Within this, the models most commonly cited as best practice examples of integration are:
1. Torbay Care Trust in the UK and the Veterans Health Administration in the US, as examples of
organisational integration which brings health and social care professionals together under a
single organisation
2. Regionale HuisartsenZorg Heuvelland, Maastricht, as an example of clinical and service level
integration through the delivery of ‘modules of care’ through provider networks, and
3. Integration models between health and community care in Sweden, where physicians and case
workers from social services develop joint care plans for people with more complex and high-end
care needs prior to discharge from hospital.
Whilst each of these examples clearly has practical application to the health and social care
landscape in London, a more detailed review would be useful in order to understand how best to learn
from these experiences within the context of the current policy environment.
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5 Key findings
This review brings together data and information from a wide range of sources, including current
practice, published literature, and insight from senior leaders within local authorities and the NHS who
have been responsible for developing and implementing integrated care for people with diabetes.
Based on this, the review has identified four main findings:
•

There is a real opportunity, in light of the current policy reforms, to expand the role local
authorities play in tackling type 2 diabetes, based on an ‘ideal’ model of integration and with a
particular focus on prevention, engaging local communities, and making links with wider
health improvement and lifestyle initiatives

•

Integration between health and social care services for people with diabetes in London is
largely based on informal networks and localised, case by case arrangements between teams
of care professionals – there are opportunities to develop more formalised arrangements
within the current policy reform context

•

Local authorities face a number of barriers to integration with the NHS and specific attention
should be given to these as the current reforms are implemented

•

The financial case for integration, both within the NHS and between health and social care is
based largely on shifting activity away from hospital settings in order to offset the initial set up
costs and to generate longer term return on investment. Further work needs to be done to
establish a convincing business case for integration from the perspective of local authorities.

5.1 An ‘ideal’ model for integration
Effective integrated commissioning and provision of care for people with diabetes is a complex task.
Organisations face a number of barriers, particularly in the current economic environment. Whilst
there is a growing theoretical evidence base which describes effective integration approaches
between health and social care, practical learning and experience is limited.
A proposed ‘ideal’ model for integration of diabetes services is presented below, building on various
theoretical models of integration, the principles underlying successful integration described in the
literature, and what this review has found from looking at current practice in London.
Figure 4 represents the different levels of care from a patient perspective, with the breadth and
complexity of integration increasing as a person moves from ‘at risk’ (at the top of the triangle)
through to diagnosis and ongoing management. As a person’s needs become more complex over
their lifetime, the range of services and hence the level of integration required increases.
Within this model, we see three main levels at which integration between the NHS and local
authorities should take place:
•

Reaching out to the whole population to promote healthy lifestyles and to prevent the onset of
diabetes
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•
•

Screening and diagnosis, including education, self-management and psychosocial support for
people newly diagnosed and those with less complex needs, and
Specialist care delivery and support for people with complex needs, including co-morbidities,
and people in residential care or nursing homes.

Figure 4: Features of the ‘ideal’ model for integration between health and social care of services for diabetes

5.2 A picture of integration between health and social care in London
Integration between health and social care for people with diabetes in London is driven largely by
informal network arrangements. These are effective at leading to better care planning and
coordination amongst multi-disciplinary professional groups, however, they are generally not
formalised to the level necessary to lead to long term cost savings over and above the initial
investment needed. This is not to say they are not worth continuing to pursue, and perhaps for the
proportion of the population which really needs high level care these informal arrangements are
sufficient in the majority of cases.
However, there is a huge opportunity for local authorities to become more engaged in integration with
the NHS. Not just with respect to social care. But perhaps where councils can be adding most value
is in supporting the health service to tackle the prevention and promotion agenda more effectively,
including:
•
•
•

Helping to target local communities which specific cultural needs, barriers to access and
education
Commissioning services in consultation with the NHS which will help to tackle the wider
determinants of health (such as housing, transport and employment)
Expanding lifestyle services and opportunities to improve overall quality of life for people at
greatest risk of disease and/or long term health problems
15

5.3 Barriers to integration between health and social care
In discussion with key stakeholders, we identified a number of common perceived barriers to
integration between health and social care. The most significant of these are:

Whilst in some cases these barriers will be difficult to overcome, there are a number of opportunities,
particularly in the current transition phase, to promote greater integration across health and social
care with the above issues in mind.

5.4 The financial case for integration from a local authority perspective
The financial modelling work undertaken as part of this research and by others to date centres on the
movement of expensive hospital activity into a community setting, therefore releasing funds to invest
in the infrastructure requirements of integration. If an approach such as the one being implemented in
North West London, for example, was adopted right across the capital we estimate that the public
sector could save between £81.8 million and £188.6 million over the next 5 years. This is against a
projected growth in costs of nearly £89 million over the same period if no further integration takes
place. However, there is very little robust evidence about the tangible financial and / or economic
benefits associated with integration of health and social care, and little formal evaluation carried out of
the approaches to date. Although the North West London pilot is putting in place the measures to
achieve this in the longer term, assessments of benefits currently are drawn from a range of
assumptions about population growth, achievable shifts in hospital activity, and the number of people
diagnosed with diabetes.
Our analysis shows that there has been very little work done, in London and elsewhere, to quantify
the financial benefits of integration between health and social care. In addition to this, there is an
opportunity now to set out the potential value which local authorities can create through greater
integration within their portfolio of services in light of their expanding public health and health
improvement roles described above.
The findings also suggest that integration has a greater potential to save and deliver wider benefits
when this is part of broader integration, rather than when it is focused on just one disease area.
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Whilst local authorities may have been reluctant to integrate services with the NHS to date because of
the potential strain it might place on already limited social work resources in the short term, the
adoption of a risk sharing approach similar to the financial model developed in North West London
might help to facilitate this up-front partnership investment and commitment, before the longer term
benefits are realised.
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