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Developing integration

Adam Fineberg and Graeme Betts
outline the steps councils need to take in
order to drive a coherent and systematic
approach to health and care integration

Councils are key to ﬁghting HIV
Local authorities are best placed to mobilise
the services needed to tackle awareness
and prevent the spread of HIV. Luciana
Berger explains.

T

his month, the annual data on HIV was published.
It was shocking to discover that new infections
among 15-24-year-olds have almost doubled over
the past 10 years. In a country recognised for doing such
groundbreaking work on HIV, this development is difficult
to comprehend.
In 2012, the UK had the best clinical outcomes for people
living with HIV in the world. More people are receiving care
than before and the once universally fatal virus now has the
potential to be a long-term, manageable condition. This is
welcome progress, but for new diagnoses to be increasing
in the next generation shows we are not educating and
protecting our young people as well as we should. This
is a serious public health challenge and one I hope local
authorities, one year into their new role as commissioners of
HIV prevention services, are starting to address.

Councillors have a role to play in
leading by example by championing
HIV and sexual health services
Responsibility for HIV services is now split, with NHS
England in charge of HIV treatment and local authorities
commissioning testing and prevention. Professionals are
concerned this is leading to inconsistent care and support.
These reforms are a threat to the joined-up approach we
know works best. But, they do also offer opportunities for
local authorities to work in new and innovative ways to send
a clear message – prevention is always better than cure.
First, we need to address the stigma surrounding HIV so
that young people feel able to talk about it and ask questions
without fear. Councillors have an important role to play in
leading by example by championing HIV and sexual health
services – an area still considered taboo by many. HIV
prevention should be a key strand of work in joint strategic
needs assessments and health and wellbeing board plans.
Second, in order to be effective we need young personspecific services and awareness-raising. Many young people
are still not receiving adequate information about how they
can protect themselves against the dangers of HIV. We need
to improve education within schools and beyond.
Along with tackling stigma and raising awareness, if we
are to effectively prevent HIV in young people, we must
tackle the other factors and pressures that put them at risk.
Local authorities are well placed to mobilise the wide range
of services that are needed.
If we are to avoid another decade where the number
of young people contracting HIV doubles, we must work
together to build on this good practice and ensure that rather
than the exception, it becomes the norm. w
Luciana Berger is shadow public health minister
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T

here cannot be many top-tier authorities across the
country that aren’t struggling with the challenges of
developing integration in the face of severe financial
pressure. And, of course, this comes at the same time as
these councils are having to shape up to legislative changes
in children’s and adult services.
Most authorities are seeking to build new relationships
between users and providers as they seek to create more
resilient and sustainable communities and providers.
Across the country, the engagement of local people
varies, and with few exceptions, councils have not
maximised their relationships with local partners.
In many authorities, some partnerships are well formed
and strong, others are weaker and there is often no coherent
structure of partnership working.

Different parts of the health and social
care system, each with their own
qualifying criteria and specialisms,
remain too focused on what is and isn’t
their responsibility – to the detriment of
vulnerable elderly people. This needs to
change, writes Craig Dearden-Phillips

O

ne recent Friday evening, as part of my research
for this The MJ piece, I took the train for an
evening drink with a social work manager to
chew over some issues. She was on emergency duty,
which meant that any urgent social care incident in the
city that evening went straight to her mobile.
Ten minutes in, and the phone duly rang. It was the
local hospital. A 91-year-old woman with dementia –
let’s call her ‘Eileen’– had been brought in by paramedics
who were concerned about some bruising on her leg.
They had been called by paid carers who had put Eileen
to bed but then had to rush off to their next call.
The hospital said they couldn’t admit Eileen unless she
was ill, but for now, were not releasing her to go home,
as they thought that she was ‘vulnerable’.
The council (in the form of my companion) said that it
had nothing available at that time of night to help Eileen
get through the next 24 hours. Nobody could agree
whose problem Eileen was on that Friday evening.

Consequently, councils are not maximising the total
resources available across the public sector. Further, what
is striking is that councils are still inhibited by a silo-based
approach to service delivery, not making the links across
services in ways which would engage local people and lead
to more integrated, cost-effective service delivery.
Given these pressures, councils must consider how they
will address a number of inter-related challenges to:
● Improve integration of services across health and care
for adults and children.
● Improve integration of activities across the council and
place.
● Improve engagement of local people in the development
and delivery of services to improve services and increase
social capital.
● Reduce costs through the delivery of more integrated
services and greater utilisation of social capital.
Councils need to implement a methodology which will
enable them to drive forward a coherent and systematic
approach.
There is a need for research and a review which may be
best undertaken independently. The review should relate to
the work on the Better Care Fund under the auspices and
through the mechanism of the health and wellbeing board.

Just who is
watching the
vulnerable?

£30bn – estimated ‘black hole’ in NHS
annual funding requirement to 2020
When the social worker put the phone down and
returned to our conversation, she said: ‘My bosses will
want the hospital to admit Eileen; then she’s off our
budget. The hospital want the council to find emergency
home care at 7pm on a Friday night – which is almost
impossible’. Welcome to the world of integrated health
and social care in 2014.
Situations like this happen in nearly every town, every
day. Different parts of the health and social care system,
each with their own qualifying criteria, each with their
own specialism, all focused on what is and isn’t their job
to do.
Eileen, meanwhile, slips out of view, as social care
assessors – like my companion – fearful of overspending,
fight their turf with their counterparts in health.

So, when we talk about better-integrated health and
social care in England, we are really asking how we might
re-tell this story as one in which the call about Eileen to
my social worker contact was never made.
We are talking about a in world which Eileen wasn’t
admitted to hospital at all that day and was instead looked
after by a team that catered successfully for all of her
needs – medical or social care – and in which all the
funding for Eileen came from the same joint pot.
Unified commissioning makes sense, but seldom
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It should have sight of, and be aware of, the objectives of
the Care Act, the Children and Families Act, changes to the
Ofsted framework for schools and social care inspection
and phase two of the Troubled Families programme –
focused on prevention and early intervention, etc, leading
into 2015.
Also, the review needs to engage local stakeholders and
consider their role in the environment within which care
and health are determined.

Councils are not maximising the total
resources available across the public
sector
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The common core themes that emerge are centred
around ensuring developments focus on the need to
work locally around the user, recognising the role of
social capital in order to realise sustainable outcomes that
promote resilience and wellbeing for all citizens. Tangential
efficiency savings will arise from this approach.
Adopting such an approach to developing integration
will lead councils to understand how, by changing and

improving the organisation, design and delivery of relevant
local public services, it is possible to have a marked
improvement of ‘outcomes’ for citizens, while realising
significant efficiencies.
This approach supports officers’ learning to realise and
consider the potential to promote integration of service
delivery around the citizen and family, drawing upon
social capital by augmenting and developing community
activities.
From this approach, development work can focus on
integrating mainstreamed, universal services, including
prevention and early intervention/action approaches,
with social capital/resource across the (local) place in the
council.
Existing specific projects will act as pilots or catalysts
for other areas or realms of work.
Altogether, this approach can provide drive and act as
a means to achieve local service integration across health
and social care services, eventually across the council. This
approach can build on the good relationships councils have
with clinical commissioning groups and health providers.
It can provide the opportunity for councils, and then
partner service providers, to reflect on internal structures,
partnership relationships and arrangements between them

e

and their suitability, given the proposed developed and
changed local landscape.
This approach to developing integration can focus
councils’ activities on people, not process to deliver
high quality, more robust public services, efficient,
effective, with better outcomes at a time when budgets are
diminishing.
It is designed to dovetail and feed in, react and respond
to, budget-setting discussions and processes.
Doubtless, councils will have to undertake the difficult
conversation internally with managers, and externally,
with partners, taking a significant stride forward. This
approach can enable councils to take an early lead by
tackling head-on the challenging scenario that all toptier authorities are grappling with going forward, having
already taken significant money out of the system over the
last five years. w
Adam Fineberg advises local authorities on tailored
models for service provision and corporate structures
required to make them fit for purpose. Graeme Betts was
an executive director at Newham LBC and is currently
acting as an adult improvement advisor at the Local
Government Association
integrated teams, like Provide’s, is a good way to stop
incidents like Eileen’s happening in the first place.
Chief executive officer of Provide, John Niland,
believes the future lies in a ‘year of care’ model for wholeperson care.
‘This incentivises operators like Provide, working
with families and communities, to keep vulnerable
people healthy and at home,’ Mr Niland says.
Under ‘year of care’, integrated providers receive an
agreed ‘capitation’ fee from the CCG and the council for
keeping ‘high risk’, frail, elderly people like Eileen well,
but which also bear the cost of expensive hospital care
if, for any reason, the care Eileen needs to stay at home
should break down.
We need this kind of innovation. Evidence that the
‘Eileen situation’ is becoming serious on a national scale
is overwhelming.
The NHS has a black hole of £30bn in its annual
funding requirement to 2020. Much of this is due to a
crisis in social care that is pouring thousands of ‘Eileens’
into the NHS every day.

Uniﬁed commissioning makes sense,
but seldom happens, often because
of the way the NHS and councils are
forced to play a zero-sum game

happens, often because of the way the NHS and councils
are forced to play a zero-sum game.
In a few places, better things are happening. Take
Provide CIC in Essex, a £56m mutual spin-out provider. It
offers an integrated health and social care service with its
starting principle that people always have a mix of needs.
It is Provide’s job to design its offer and to bend various
budgets around that mix of needs.
Provide can do this because it has the operating
freedom as a business to achieve this. As a mutual, it is
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owned by its employees and nurtures its own version of
the ‘John Lewis’ culture of positive, switched-on staff, for
which it has won a national business award.
Provide sees itself as accountable, first to customers
– not ‘users’ or ‘clients’ – and second, to NHS
commissioners and councillors.
Provide is also assisted by a clinical commissioning
group (CCG), a council and a local hospital who see eyeto-eye on how to manage an ageing population.
It is accepted by the main agencies that investment in

While mutuals like Provide, with their ‘John Lewis’
culture, are only part of the answer, the 100-odd spin-out
mutuals from councils and the NHS that do exist have
shown, time and again, that they are quicker than the
traditional statutory providers to reshape their offers
around the requirement for integrated care.
This is particularly true when local commissioners can
also see the sense in paying for these kinds of service.
Back to last Friday. It’s an hour later; my companion is
now off-duty. The phone rings again. It is a courtesy call
to inform her that the emergency care place for Eileen
has just been found by the duty team at the council.
Eileen will be taken, by blue light, to an emergency
respite bed, an hour away from her home. The rest can
wait till morning. ‘Job done’, says my companion, only
half-smiling. w
Craig Dearden-Phillips is managing director of
Stepping Out Ltd
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