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Overview 

 About the King’s Fund – who we are, what we do 

 The UK context 

 What is integrated care ? 

 Components of good care for older people 

 Lessons from England 

 





http://www.kingsfund.org.uk/topics/integrated-care 
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The UK context 

 Separate administrations for England, Wales, Scotland & Northern Ireland 

 Populations are ageing – this is a success story 

 The burden of disease is changing 

 Premature deaths from major causes – cardiovascular and cancer – are declining 

 Prevalence of diabetes and other chronic diseases is increasing  

 Dementia and co-morbidity in older age is increasing 

 Risk factors like overweight/obesity are a growing concern 

 Health care and ‘social care’ are funded and organised separately 

 Public spending on the NHS and social care is falling 

 NHS reforms have made the system more complex and fragmented 

 



211 Clinical commissioning groups – 
community health & hospital services 

152 local authorities  – social care & public 
health 

NHS England – primary care & specialised services 

Who commissions what ? 



Multimorbidity is critical 

Some of the biggest challenges relate to people with more than one chronic condition 

Multimorbidity increases with age and deprivation  

Disease management for people with single diseases is important 

But high quality care for people with multimorbidity is even more important 



Morbidity (number of chronic conditions) by age group 



Ageing populations and the 
shifting disease burden require a 
much more integrated approach 
to care – Sam’s story 
 

Everyone agrees that integrated 
care is the right thing to do  

 It has been government policy for 
over 40 years 

Different organisations & 
professions need to coordinate 
their work and resources 

There have been many initiatives 
and programmes 

but making it work is difficult, & 
few places have done it well 



Introducing Mrs Smith….. 
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Key characteristics 

 The starting point was Mrs Smith 

 Health and social care teams were created aligned with general practices 

 Teams used pooled budgets flexibly to respond rapidly to Mrs Smith’s needs 

 Care coordinators were a simple but critical innovation 

 The results: reduced used of hospital and care home beds, and more care in people’s 
homes 



 Population ageing is a cause for 
celebration but it presents major 
challenges to our health and care 
system 

 

 We could do much better at providing 
the services that older people want, 
coordinating around their needs and 
focusing on keeping people well and 
out of hospital and long term care 

 

 Our paper aims to be a single 
accessible reference guide for local 
health and care leaders interested in 
improving their services for older 
people 

 

 

 

 

 

 

Our recent work on the care of older people: 







Goal 

Older people should be able to enjoy long and 
healthy lives, feeling safe at home and connected to 

their community. 



Current situation 

 There remain major inequalities in life expectancy at 65 

 

 11 per cent of people over 75 report feeling isolated, and 21 per cent feel lonely 

 

 34 per cent of people aged 65–74 are obese, and only 8 per cent of women over 75 
take the recommended levels of physical activity 

 

 Uptake of influenza and pneumococcal vaccinations is below the levels set by 
international targets and national guidance 



What we know can work 

 Life-course approaches to health and wellbeing that address the wider determinants 
of health 

 Ensuring that we get housing right for older people 

 Preventing social isolation and promoting age-friendly communities  

 Cold weather planning 

 Promoting healthy lifestyles and wellness  

 Adequate treatment for ‘minor’ needs that limit independence 

 Vaccination  

 National screening programmes 





Goal 

Older people with simple or stable long-term 
conditions should be enabled to live well, avoiding 

unnecessary complications and acute crises. 



Current situation 

 Most people over 65 do live with a long-term condition, and most over 75 live with 
two or more 

 

 Older people receive poorer levels of care than younger people with the same 
conditions 

 

 General medical conditions are treated more effectively than common geriatric 
conditions 



What we know can work (1) 

 Providing continuity and care co-ordination 

 Using population risk stratification 

 Case management delivered through integrated locality-based teams  

 Involving older people and their families in planning and co-ordinating  their own 
care 

 Personal care budgets and direct payments 

 Telehealth 



What we know can work (2) 

 Providing support and education for family and volunteer carers  

 Ensuring that older people receive the same care and support as younger people  
with the same condition 

 Improving care and treatment for the common conditions of ageing  





Goal 

Health and care services should support older 
people with complex multiple  co-morbidities, 

including frailty and dementia, to remain as well 
and independent as possible and to avoid 

deterioration or complications. 



Current situation 

 Frailty is common but too often neglected 

 

 Around 1 in 3 people over 65 and 1 in 2 over 80 fall each year 

 

 There is considerable underdiagnosis of dementia compared with expected rates 



What we know can work 

 Recognising the importance of frailty 

 Using frailty risk assessment and case-finding 

 Using proactive comprehensive geriatric assessment and follow-up  for people 
identified as frail 

 Promoting exercise for frail older people 

 Falls prevention 

 Providing good care for people with dementia 

 Reducing inappropriate polypharmacy 

 



Electronic Frailty index: 

http://www.hsj.co.uk/resource-centre/supplements/primary-care-supplement-an-index-of-
frailty/5065467.article#.U2Jjp1es6at 
 

• In development 

• Uses anonymised patient records from general practice 
(hundred of thousands) 

• 3,000 ‘read’ codes converted into 50 categories/deficits 

• Individuals given a frailty score based on how many 
factors they display  

Potential uses include: 

• To identify need for further assessment or screening  

• To design better care pathways 

• develop better evidence for interventions & services 

• offer longer appointments 

• Public health research 
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Goal 

When the health or independence of older people 
rapidly deteriorates, they should have rapid access 
to urgent care, including effective alternatives to 

hospital. 



Current situation 

 Older people are more likely to call an ambulance from home, more likely to be taken 
to hospital, and then more likely to be admitted than younger people 

 

 People under 65 use an average of 0.2 emergency bed days per year, while people 
over 85 use an average of 5 bed days 



What we know can work 

 Promoting continuity of primary care 

 Providing urgent access to primary care 

 Providing urgent, co-ordinated social care 

 Ensuring that ambulance services implement shared care strategies  with other 
services 

 Using admission-prevention Hospital At Home services 

 Using virtual or community wards 

 Providing telecare for older people at risk 

 Discharge-to-assess models 

 Providing rapid access ambulatory care clinics 

 Using community and interface geriatrics  





Goal 

Acute hospital care must meet the needs of 
older patients with complex co-morbidities, 

frailty and dementia.  

 

Services should provide adequate access to 
specialist input, minimise harms and ward 

moves, and provide care that is compassionate 
and person-centred. 



Current situation 

 People over 65 also account for 80 per cent of hospital admissions that involve stays 
of more than two weeks 

 

 Successive audits have shown consistent failures to provide even basic assessments 
or treatment plans for some of the common harms of hospitalisation 

 

 Numerous reports have documented failings in older people’s experience of care in 
hospital 



What we know can work 

 Using comprehensive geriatric assessment 

 Focusing on older patients with frailty 

 Specialist elderly care units and wards 

 Liaison and in-reach services for frail older people under other medical  and surgical 
specialities 

 Maximising continuity of care 

 Improving safety and preventing avoidable deaths 

 Minimising harms of hospitalisation 

 Improving care for inpatients with dementia and mental health problems 

 Focusing on dignified person-centred care  





Goal 

Discharge planning needs to start at first contact 
with hospital and be standardised and embedded 
in practice, with older people and their carers fully 

and promptly involved.  

 

The NHS and social care should work together to 
ensure that patients can leave hospital once their 

clinical treatment is complete, with good post-
discharge support in the community.  



Current situation 

 Around 1 in 4 people over 75 in hospital beds have no medical need to be in hospital  

 

 Older people frequently report uncertainty, lack of confidence and lack of support on 
discharge from hospital  

 

 Older people with complex needs, including long-term conditions and frailty, are at 
particularly high risk of readmission 



What we know can work 

 Early senior assessment, assertive discharge planning, and a clear focus  on patient 
flow 

 A concerted focus on discharge planning throughout hospital stay,  and the ability to 
discharge seven days a week 

 Involving older people and their carers in discharge plans 

 Ensuring integrated information systems and structured  multi-professional 
communication 

 Strengthening post-discharge assessment and support  

 Reducing delayed transfers of care  





Goal 

Older people should receive adequate rehabilitation 
and re-ablement when needed, to prevent 

permanent disability, greater reliance on care and 
support, avoidable admissions to hospital, delayed 
discharge from hospital, and to provide adequate 
periods of assessment and recovery before any 
decision is made to move into long-term care. 

  



Current situation 

 Most people over 65 presenting acutely to hospital have impairment in one or more 
activities of daily living and many have not returned to baseline levels of mobility or 
functional independence on discharge from hospital  

 

 The National Intermediate Care Audit for England concluded that there are only 
around half the beds and places needed to ensure that no older person is in a 
hospital bed if it can be avoided 

 



What we know can work 

 Shared and comprehensive assessment of needs and personalised plans 

 Implementing evidence-based best practice 

 Commissioning for outcomes 

 Home-based rehabilitation and re-ablement 

 Community hospital-based rehabilitation and re-ablement  

 Using alternative providers 

 Providing workforce training in re-ablement  

 Successful ending of and transition from rehabilitation and re-ablement  





Goal 

Though some people make a positive choice to 
enter long-term care, older people should only 

generally move into nursing and residential care 
when treatment, rehabilitation and other 

alternatives have been exhausted. 

  

Residents should consistently receive high-quality 
care that is person-centred and dignified, and have 

the same access to all necessary health care as 
older people living in other settings.  



Current situation 

 There are an estimated 390,000 people over 65 in care homes in England – four 
times as many as in hospital beds at any given time 

 

 Levels of dependency are rising, so that the population in ‘residential’ homes now 
resembles that only found in nursing homes a few years ago 

 

 People living in nursing and residential homes face wide variation in their access to 
all necessary health services 



What we know can work 

 Preventing avoidable admissions to long-term care 

 Active commissioning of health and mental health care for care home residents  

 Information-sharing 

 Conducting holistic assessments 

 Providing support and training for care home staff 

 Using evidence-based frameworks for assessment of quality of life  and improvement 
of relationship-centred care 

 



What affects rates of admission to long term care ? 

• Availability of homes & places 

• capacity in age-friendly housing (including sheltered accommodation and extra care 
housing) 

• availability of aids, telecare adaptations, and care and repair services (Housing 
Learning & Improvement Network 2008; National Housing Federation 2012) 

• availability of and charging for home care services (Windle et al 2010) 

• availability of both step-up and step-down intermediate care and re-ablement 
services (NHS Benchmarking 2013; Audit Commission 2011; Social Care Institute for 
Excellence 2013) 

• investment in good discharge planning and post-discharge support 

• systematic use of comprehensive geriatric assessment, either in people’s own homes 
or in hospital (Beswick et al 2008; Beswick et al 2010; Ellis et al 2011) 

• availability of specialist support for people with dementia (Alzheimer’s Disease 
International 2011) or for end-of-life care at home (Gold Standards Framework 
website). 



Commissioning guidance for high-quality health care 
for older care home residents: 

 outlines what the priority services should be for older care home residents 

 explains what the outcomes should be for residents themselves, for the local NHS, and 
for local care homes as a result of having these services in place 

describes what activities will enable these outcomes to be achieved 

 suggests how services can be monitored and evaluated to see if they are having a 
positive impact. 

  
Key aspects of health care which need to be addressed for residents include:  

 health promotion and chronic disease management  
 falls management  

 continence  
 nutrition  

 rehabilitation  
 psychological wellbeing  
 pain management  

 medicines management and prescribing 
 dementia care  

 emergency and crisis management. 
  
The guidance is available at: www.bgs.org.uk/campaigns/2013commissioning/ 

Commissioning_2013.pdf (British Geriatrics Society 2013) 

http://www.bgs.org.uk/campaigns/2013commissioning/




Goal 

Older people who are nearing the end of life should 
receive timely help if they want or need it, to 

discuss and plan for the end of life.  

 

End-of-life care services should provide high-quality 
care, support, choice and control, and should avoid 

over-medicalising what is a natural phase of the 
ageing life course. 



Current situation 

 Older people receive poorer-quality care towards the end of life than younger people. 
They are less likely to be involved in discussions about their options, less likely to die 
where they choose, and less likely to receive specialist care or access hospice beds 

 

 In an NAO study, at least 40 per cent of people who died in hospital did not have 
medical needs that required them to be treated in hospital,  and nearly a quarter of 
them had been in hospital for over a month 



What we know can work (1) 

 Providing workforce training and support 

 Identifying people in the last year of life  

 Ensuring effective assessment and advance care planning 

 Strengthening co-ordination and discharge planning 

 Ensuring adequate provision of specialist palliative care services 

 Supporting care home residents to die in the care home rather than in hospital  



What we know can work (2) 

 Providing home-based services 

 Improving end-of-life care for people with dementia 

 Improving end-of-life care in hospitals  

 Management of the dying phase and the crucial importance of involving  patients and 
families  





How to start 

• ‘Walk’ the journey for older people from healthy active ageing, right through to end-
of-life care –recognising multiple dependencies 

• Agree some key performance standards that all organisations can aspire to achieve  

• Map out which elements of good practice are already provided and where the gaps 
are 

• Identify early priorities for change and quick wins 

• Ensure that the work is informed by meaningful input from older people and their 
carers 



 Focus on clinical and service integration 

 Keep coming back to Sam: care integrated around the patient or user 

 Develop a shared and inspiring vision for the future 

 Pool budgets and share information about the people who need care 

 Create the leadership to transform care 

 Design ways of paying for care that support integration such as capitated or global 
budgets 

Lessons from England: 



The wrong kind of integrated care 

 Small scale 

 Disease based 

 Organisational (not clinical or service integration) 

 Integrated care that creates unresponsive monopolies 
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