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SPEAKING NOW

I will be discussing…

Dr Vin Diwakar
Medical Director for Secondary Care & Transformation

NHS England and NHS Improvement

“Next steps for Virtual 

Wards”
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Virtual wards: story so far and what’s next?
The Integrated Care Summit: Challenges and Best Practice

Dr Vin Diwakar
Medical Director for Secondary Care and Transformation, NHS England

November 2022



8 |

Play short film of NNUH’s virtual ward and patient story: 

https://www.canva.com/design/DAFRSI6rm1k/rd_2V8r6DeTQ7S7bN0s0dw/watch?utm_content=D

AFRSI6rm1k&utm_campaign=designshare&utm_medium=link&utm_source=publishsharelink



9 |

There’s a growing 

evidence base

Patient and

staff

experience is key

in our early learning

We are continuing 

to evaluate 

the impact of 

virtual wards

• Virtual wards are supported by a 

growing evidence base that 

demonstrates benefits for patients, staff 

and systems.

• But we know that there are gaps that we 

need to focus on

• Patients on virtual wards have comparable if 

not better outcomes than those treated in 

hospital, including mortality and readmission1

• Build on work from pilot site evaluations –

based on the programme theory of change

• Academic research for publication on NHS 

virtual wards, with a focus on equity and 

impact

Benefits of virtual wards: summary
Why virtual wards are being developed at scale

Sources: 

1. Norman, G (2022), Rapid evidence synthesis: virtual wards (hospital at home) for acute admissions, Health Innovation Manchester and National Institute Health Research

2. Leong MQ, Lim CW, Lai YF, Comparison of Hospital-at-Home models: a systematic review of reviews, BMJ Open 2021; Comparison of Hospital-at-Home models: a systematic review of reviews | BMJ Open

3. Elliot, S, Winter, G and Ridge, W (2021) Final Evaluation of the Leeds Virtual Ward (frailty) 210813 VW(F) Final Evaluation f1.1 - Virtual Wards Network - FutureNHS Collaboration Platform

https://bmjopen.bmj.com/content/11/1/e043285
https://future.nhs.uk/NationalVirtualWards/view?objectId=132894533
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Higher levels of patient 

satisfaction (low quality evidence)1
No significant difference or lower  

mortality (low to moderate quality 

evidence)
2

Inconclusive results for length of 

stay (moderate quality evidence)3
Lower or comparable 

readmissions (low to moderate 

quality evidence)4

Key findings from the evidence ‘review of reviews’

Impact on costs was inconclusive 

(very low to low quality evidence).5

Source: Leong MQ, Lim CW, Lai YF, Comparison of Hospital-at-Home models: a systematic review of reviews, BMJ Open 2021; Comparison of Hospital-at-Home models: a 

systematic review of reviews | BMJ Open

https://bmjopen.bmj.com/content/11/1/e043285
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Definition
What a virtual ward is, and what it isn’t

NB: A virtual ward is not a mechanism intended for enhanced primary care programmes; chronic disease management; home 
intravenous or infusion services; intermediate or day care; safety netting; or proactive deterioration prevention.

A virtual ward is a safe and efficient alternative to 

NHS bedded care.

Virtual wards support patients who would 

otherwise be in hospital to receive the acute care 

and treatment they need in their own home. 

This includes either preventing avoidable 

admissions into hospital, or supporting early 

discharge out of hospital.

virtual ward
ˈvəːtʃʊ(ə)l wɔːd
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Virtual wards in practice
What different models look like, and what happens on a virtual ward

• Adults with confirmed or suspected acute respiratory infections, 
who are stable or improving and are not living with moderate or 
severe frailty, but need ongoing monitoring

• Adults aged 65 and over who have been clinically assessed to be 
frail and are experiencing an episode that requires acute 
intervention

Who

ARI pathway Frailty pathway

• Personalised remote monitoring (that may be digitally enabled), 
with supported self-management and escalation pathways

• Hybrid service model that blends digital monitoring and face-to-
face care to support patients with acute needs

What

• Digital remote monitoring service, or suitable digital alternatives

• Early deterioration detection and recognition to trigger clinical input 
and responses from MDTs

• Patient and carer enablement to self-monitor with escalation routes

• Digital remote monitoring and relevant service enablement

• Care assessments, intervention planning and face-to-face support 
with senior clinical oversight and MDT support

• Delivering acute-level interventions (i.e. screening, diagnostics, 
prescription and medicines reconciliation, IV therapies)

How

Based on technology-enabled remote monitoring and 

self-management, with minimal face-to-face provision

Based on a blended model of technology enablement 

with face-to-face provision (Hospital at Home)

Mostly remote Mostly face-to-face

VIRTUAL WARDS



14 |

NB: A virtual ward is not a mechanism intended for enhanced primary care programmes; chronic disease management; home 
intravenous or infusion services; intermediate or day care; safety netting; or proactive deterioration prevention.

National ambition in England 
What the national ambition is, and how development and delivery will be supported

ICSs are asked to develop comprehensive plans and 

deliver virtual ward capacity equivalent to:

40-50 virtual ward ‘beds’ 

per 100k population

AMBITION AND RESOURCE

£200m for FY22/23

£250m (match-funded) for FY23/24

To support this two-year transformation, systems will 

have access to national SDF funding, covering:

Updated Winter Resilience focus

• The NHS’s recent letter on a winter resilience plan has a specific focus on managing demand and capacity.

• This includes a commitment to work with local areas to develop more bed capacity across the country, including through the use of virtual 
wards.

• As a result, the NHS has committed to working with local areas to increase the number of virtual wards

• ICSs are in the process of developing an additional 2,500 virtual ward ‘beds’ to support this winter, building on the current provision of virtual 
wards that already exist

Successful implementation will require systems to:

• maximise their overall bed capacity to include virtual wards

• prevent virtual wards becoming a new community-based safety netting 

service; they should only be used for patients who would otherwise 

be admitted to an NHS acute hospital bed or to facilitate early 

discharge

• maintain the most efficient safe staffing and caseload model

• manage length of stay in virtual wards through establishing clear 

criteria to admit and reside for services 

• fully exploit remote monitoring technology and wider digital 

platforms to deliver effective and efficient care.
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Appropriate clinical 

leadership and 

governance in 

place at a system 
and provider level

A competency-

based approach, 

avoiding 

assumptions about 

professional 

boundaries and 

early investment in 

workforce 

development and 

training

Integrated ICS and 

place based 

working across 

health and social 

care considering 

use of provider 

collaboratives

Remote 

monitoring 

technology and 

wider digital 

platforms to 

deliver effective 

and efficient care..

An incremental 

approach to 

improvement and 

growth

Critical success factors when designing and scaling 
virtual wards across ICS footprints
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Virtual wards plans are in place in every ICS and we are collectively 
supporting more people each month

WINTER / SPRING 2022

SPRING / SUMMER 2022 

POLICY
ICS 

PLANNING
DELIVERY

AUTUMN / WINTER 2022

Around 10,000

people a month are 

being supported 

currently

Over 6,900 

VW ‘beds’ in place 

currently

Over 200

services reporting 

activity

We are aiming that by 

December 2022 this 

increases to nearer to 

20,000 people 
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Stabilise

Energise

Realise

What next? 

• Continued focus on virtual wards with no change to 

commitment in 22/23 planning guidance

• Connected ways of working

• Develop a sustainable approach to virtual ward for the 

future

• Shared Learning through Communities of Practice and 
Clinical Summits

• Creating the right resources to support implementation 

• Development of future virtual ward pathways

• A focus on embedding virtual ward into system capacity and 

extending pathways 

• Development of national virtual ward evaluation strategy

• A focus on workforce development 
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Get involved and 
share your stories

• Visit our website: england.nhs.uk/VirtualWards 

• Community of practice – every Thursday at 12 
noon

• Clinical summits – next is 24 November 2022

• Tweet using #VirtualWards

• Speak to our team: 
england.virtualward@nhs.net

• FutureNHS: 
future.nhs.uk/NationalVirtualWards/

mailto:england.virtualward@nhs.net


UP NEXT…

The Integrated Care Summit: 

Challenges and Best Practice



CCIO

Nuance Communications

GP Registrar and CMIO
NHS

Dr Simon Wallace Dr Jay Mehta

SPEAKING NOW

We will discuss…

“Assessing the burden of 

Clinical Documentation”

The Integrated Care Summit: 

Challenges and Best Practice



New Research: Challenges 
of NHS Clinical Documentation

Presenter: 
Dr Simon Wallace, CCIO at Nuance

© 2022 Nuance Communications, Inc. All rights reserved. 21
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2022 Nuance and Ignetica Study

Our study was developed to assess the current challenges working with clinical 
documentation for clinicians in NHS England trusts.

▪ How much time are Doctors, Nurses and Allied Health Professionals (AHP) 
spending on clinical documentation?

▪ How often is clinical data not available, sufficiently accurate, or complete?

▪ How do these findings compare to a very similar study undertaken in 2015?

www.nuance.co.uk/report

22

Assessing current challenges and how clinician’s perceptions have changed in the last 7 years 

http://www.nuance.co.uk/report
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Survey demographics

23

Five NHS trusts participated in the survey between April and July 2022

625

129

54

158

Acute

CH

MH

Other

0 100 200 300 400 500 600 700

Primary field of work:

325

270

179

107

55 30

Breakdown of roles: Doctor (Consultant)

Nurse/Midwife

Allied Health
Professional

Doctor (non-Consultant)

Other

Consultant Nurse or
Nurse Practitoner

966

▪ Participating Trusts had stable electronic noting systems in place. (Either best-of-breed or trust wide EPR.)

▪ The published study data is aggregated and anonymised. 

▪ ‘Other’ option incl. specialist Nursing (31%), different types of therapist (21%) and clinical imaging (13%)
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25% more time on clinical documentation than 7 years ago

Clinicians spend a third of 
working hours1 on clinical 
documentation

▪ Healthcare professionals 
spend an average of 
13.5 hours per week on 
clinical documentation2

1. 37.5 Average working hours per week.

2. Adjusted for WTE.

24

13.5

14.4

12.8

12.9

10.8

10.7

11.5

11.1

All Participants

Nurse/Midwife

Doctor

Allied Health Professionals

0 2 4 6 8 10 12 14 16

Time spent per week2:

2022 Mean 2015 Mean
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Use of pen and paper has halved in the last 7 years

In the 7 years since the last study, the use of 
electronic systems has increased substantially

▪ Pen/paper has reduced from over 80% to around 
40%

▪ Keyboard & mouse has risen from 55-63% to now 
90-95%

▪ Tablet and touch has not materially changed in IP 
or OP.

▪ Those indicating use of speech (note this could be 
any type of speech recognition) is significantly 
higher than in the 2015 study, particularly in 
Outpatient settings.

25

Modality (in outpatients) 2022 2015

Pen & Paper 37.9% 81.0%

Keyboard & Mouse 90.5% 63.3%

Tablet & Touchscreen 6.6% 5.1%

Dictation & Transcription 35.6% 38.0%

Speech Recognition 37.5% 3.8%

n= 317 79

Share of respondents.. 

Modality (in inpatients) 2022 2015

Pen & Paper 41.0% 89.4%

Keyboard & Mouse 95.0% 55.3%

Tablet & Touchscreen 13.7% 12.8%

Dictation & Transcription 8.9% 17.0%

Speech Recognition 13.0% 0.0%

n= 439 94
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More key findings from the survey

26

3.2
hours per week spent out of hours on 
clinical documentation (Consultant 
Doctor average was 4.7 hrs.).

62 
minutes per day spent 
searching for information.

68% 
felt it was likely or very likely 
their notes would be more 
complete with more time.



© 2022 Nuance Communications, Inc. All rights reserved.

“Move to paperless”

“Typing takes significantly longer than writing in notes”

“Slow IT systems/access to computers etc.”

“Significant time is wasted searching through EPR for relevant clinical information”

“Trying to find information on computer is significantly slower than 
looking for it in paper notes.”

“Lack of personalised secretarial support adds significantly to administrative tasks”

“Multiple different platforms used”

27

Factors impacting the time spent on clinical documentation

Verbatim comments
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85% of NHS healthcare 

professionals think the burden of 
clinical documentation is a 
significant contributor to burnout

Reference: Nuance clinician burnout survey, 2020

US research, such as this April 2021, the Journal of the American Medical Informatics Association 
article has linked clinician burnout to increased documentation, following the adoption of the 
EHR (Electronic Health Record) in the US.

The Challenge of 
Clinical Documentation

https://www.nuance.com/en-gb/healthcare/campaign/reduce-clinician-overload.html
https://pubmed.ncbi.nlm.nih.gov/33585936/#:~:text=Among%20the%20findings%2C%20the%20fellows,theft%20and%20fraud%20were%20overestimated.
https://pubmed.ncbi.nlm.nih.gov/33585936/#:~:text=Among%20the%20findings%2C%20the%20fellows,theft%20and%20fraud%20were%20overestimated.


Q&A with Dr Jay Mehta

© 2022 Nuance Communications, Inc. All rights reserved. 29



Thank you, any questions?

Email: info.healthcare@nuance.com

mailto:info.healthcare@nuance.com


SPEAKING NOW

I will be discussing…

Wes Baker
Director of Strategic Analytics, Economics & Population 

health Management - Mersey Care NHS Foundation Trust

“Population Health 

Management”

The Integrated Care Summit: 

Challenges and Best Practice



Wes Baker  |  Director of Strategic Analytics, Economics and Population Health Management

System P - A preventative, predictive, 

precise approach to population, patient and 

person in a joined-up intelligence led 

system

“Enabling us to programme equity, rather than tackle inequality”



What is System P?



CIPHA uses a wide range of detailed and mostly real-time data*

REAL-TIME OPERATIONAL DATA FEEDS

GP PracticesGP Practices

EXTERNAL DATASETS

Record-Level Secondary Uses Service (SUS) da

SITREP (Strategic Information Platform)

UK Health Facts published data

Community and bed-utilisation

111 queries

Reference

Care home bed availability

Social determinants

Johns Hopkins’ risk assessmentsIDENTIFIED  
DATA

Mental Health

MPI

CPA Details

Diagnoses

Clinical Notes

MH Act

Risks

MPI

Immunisations

Care Plans

Problems

Interventions

Diagnoses

Administration Contraception & HRT Smoking Problems List Diabetes Diagnosis

Alcohol Exercise Diet ECG Pulmonary Urinalysis Social History Contraindications

Allergies Family History Immunisations Physiology Tests Recent Tests

Glucose / HbA1C Heamatology Active Problems Investigation Admin Active Problems

Blood Chemistry Height & Weight Encounters OTC Prophylactics Encounters

Blood Pressure Medication Issues Obstetric Procedures Medication Admin Repeat Medications

Cervical Cytology Other Diagnostics Operations Referrals Microbiology

Child Health Data Other Therapeutics Cytology Admissions

Chronic Disease Data Pregnancies. Other Pathology Past Problems

MPI Theatre Visits Alerts

Waiting Lists Orders / Results Contacts

ADT Reports Diagnoses

Referrals Medications Procedures

Appointments Correspondence Involved Profession

A&E Attendances Clinical Summary

Social Care OOH / ITC

MPI

Clinical Summary

Urgent Care

Mental Health

MPI Contacts

Referrals Professionals

Events Services

Case Details Care Plans

Risks/Hazard/Alerts Disabilities
Protection Notices

Patient / Citizen

Survey data  

About me

Summaries

Cancer

EIP

Community

Medications

ANONYMISED  
DATA

PSEUDONYMISED
DATA

Acute Care

*Note: not all care systems have all data 

feeds  yet, but the majority are in place.

DHSC Test & Trace

NIMS (Vaccinations)  

Commissioning datasets



CIPHA

Social Care

Population Health Management relies on integrated 
data taken from a wide range of sources



System P – Hackathon

1. Hackathon – 10 November 2021

1. Hackathon – 27 April 2022



In Cheshire and Merseyside ICS 11,857 individuals (0.6% of the population) were identified as belonging to 

the Complex Lives segment. In this pack we describe the characteristics of people in this segment, before 

moving on to describe their other healthcare issues and how they use services.

How are the Complex Lives segment defined



• For the Complex Lives 

segment the mean 

average age of these 

patients is 48 

(interquartile range from 

36 to 58)

• Gender splits within the 

segment are 54% male 
and 46% female.

Patient characteristics
Age and gender



Those with Complex Lives are 

more likely to reside in areas 

of higher deprivation. 69% of 

the segment live in the most 

deprived quintile.      

Proportionately, this is 1.7 

times the share of the CCG 

population living in the most 
deprived quintile.

ICS

Patient characteristics
Deprivation



Those in the Complex Lives segment are found to be living with, on average, 1.6 other people. Therefore, 

beyond the Complex Lives individuals already identified, an additional estimated 18,473 people are also 

affected by Complex Lives. A number of these will be children. 

For the Complex Lives segment 2,424 people (22%) are identified as living in a household with someone 

under 18.

5% of the segment have 

experienced homelessness in the 

last 2 years and 1% have caring 

responsibilities.

44 people were found with a 

status of asylum seeker.

Patient characteristics
Living arrangements



The map shows, for wards within 

the ICS, The rate of Complex Lives 

individuals per 1,000 population.

Areas with some of the highest 

density for Complex Lives are:

- Norris Green (Liverpool)

- Everton (Liverpool)

- Kirkdale (Liverpool)

Due to the low sign up of practices in Cheshire CCG rates in this area will be artificially low.

Patient characteristics
Geography



The definition for a individual to be 

assigned to the Complex Lives 

segment relates to certain factors about 

that person. For those in the Complex 

Lives segment the largest factor is 

substance abuse.

The ‘Those with factor’ bars represent 

all those in the segment with those 

factors. The ‘Factor intersection’ 

represents the combination of factors 

and the number of individuals with 

those combinations.

Patient characteristics
Factors



Characteristics
Contributing factors



• For the specified long term 

conditions a comparison of 

prevalence rates is made 

between those in the 

Complex Lives segment and 

the total population (aged 

15+). This indicates the scale 

of the difference in these 

disease areas between the 

segment and the total 

population.

• The scale shows the rate per 

person so 0.5 represents 

prevalence of 50% of people.

Health Care Conditions
LTCs in the population



• Those in the Complex Lives segment attend A&E services on average 2.9 times per person, per year. 

This is much higher than the total population who attend A&E services 0.4 times per person, per year. 

Emergency Departments are the most used A&E service and also the service where there is the 

greatest disparity in use between segment and total population. In a year 61% of people in the Complex 

Lives segment attend an A&E service. For the total population the same figure is 22%

• When attending A&E services the average cost per attendance is £153 for those in the Complex Lives 

segment. This is 10% higher than the average cost per attendance for the total population

• Where a clinical reason for attending A&E has been recorded this identifies that for the Complex Lives 

segment common reasons for attending A&E relate to Trauma / musculoskeletal or Psychosocial / 

Behaviour change problems.

Cost information is derived from 21/22 national prices. Activity without a national price is excluded when calculating average costs. There is no national price for Walk in centre attendances.

Health and care use
A&E services



• On average those in the Complex Lives segment have 1.1 emergency admissions per person, per 

year. This is again much higher than the total population who have on average 0.1 emergency 

admissions per year

• 40% of people in Complex Lives segment have an emergency admission in a year. For the total 

population the same figure is lower at 7%. 

• The average emergency admission cost is £2,152 for Complex Lives compared to £2,141 for the 

total population. 

• When those in the Complex Lives segment are admitted as an emergency common reasons for 

admission relate to Poisoning Toxic Effects Special Examinations Screening and Other Healthcare 

Contacts and Treatment of Mental Health Patients by Non-Mental Health Service Providers.

Cost information is derived from 21/22 national prices. Activity without a national price is excluded when calculating average costs. Maternity admissions are excluded from analysis on 

emergency admissions

Health and care use
Emergency admissions



• Those in the Complex Lives segment use more planned admissions, both as electives and as 

daycases, on average per person, per year. They also use more outpatient attendances

• In a year 15% of people in Complex Lives segment have a planned admission. For the total population 

the same figure is 7%. For outpatient attendances 63% of those in the Complex Lives segment 

attended at least one outpatient appointment in a year compared to 35% for the total population

• For elective planned care the Complex Lives segment are often admitted with a reason of Orthopaedic 

Non-Trauma Procedures . In daycase admissions their main reason for admission is related to 

Digestive System Endoscopic Procedures. For outpatients their most common clinical specialty is 

Gastroenterology (first attendances) and also Gastroenterology (follow-up attendances).

Planned admissions are elective admissions with an overnight stay. Daycase admissions are planned admissions with admission and discharge on the same day. Regular Attenders are excluded 

from this analysis due to inconsistent coding. Cost information is derived from 21/22 national prices. Activity without a national price is excluded when calculating average costs.

Health and care use
Planned care



• On average those in the Complex Lives segment have 7.7 mental health contacts per 

person, per year. This is much higher than the total population who on average have 0.3

contacts with mental health services per year

• 53% of people in the Complex Lives segment have an contact with mental health 

services in a year. For the total population the same figure is only 4%

• When those in the Complex Lives segment are in contact with mental health this most 

commonly involves contacts with Community Mental Health Team – Functional or Crisis 

Resolution Team/Home Treatment Service teams.

No cost information is available for mental health data.

Health and care use
Mental health



• On average those in the Complex Lives segment have 7.2 contacts with community 

services per person, per year. This is higher than the total population who, on the same 
basis, have 1.7

• 30% of people in the Complex Lives segment are in contact with community services in a 
year. For the total population the figure is 21%

• The most used community service for the Complex Lives segment is District Nursing 
Service.

Health and care use
Community services



• From available data there were on average 0.15 of the Complex Lives segment known to 

social services in the last year. More than the total population where the same figure is 

0.02. However, social services data should be viewed as indicative and treated with 

caution. A recent review of the data indicated concerns with the data and further work is 

already underway to improve the consistency and quality of social care data

• Social services data includes information collected by councils and does not include 

services purchased directly by patients or provided by the voluntary sector.

Health and care use
Social care



£295m per year 

DWP

LA

NHS

MoJ

Police

Housing 

Each year C&M ICS, we spend 

c.£295m to support c.11,857 

people with complex lives

Data source: New Economy Manchester Unit Cost Database.

The CIPHA platform gives us the 

opportunity to network intelligence 

consistently across C&M.

System P provides the methodology 

and approach to using this 

practically to effect change.



People are defined as belonging to the Frailty and Dementia segment if they have:

In Cheshire & Merseyside ICS 117,243 individuals (5.6% of the population) were identified as belonging 

to the Frailty and Dementia segment. In this pack we describe the characteristics of people in this 

segment, before moving on to describe their other healthcare issues and how they use services.

How are the Frailty and Dementia segment defined?



• For the Frailty and Dementia 

segment the mean average age of 

these individuals is 79 

(interquartile range from 73 to 85)

• Gender splits within the segment 

are 41% male and 59% female

Patient characteristics
Age and gender



Those with Frailty and 

Dementia are more likely 

to reside in areas of 

higher deprivation. 

40% of the segment live 

in the most deprived 

quintile.

This analysis excludes a small number of people for whom no deprivation was recorded. ICS figures based on practices with signed DSA.

ICS

Patient characteristics
Deprivation



The map shows, for wards within the 

ICS, the rate of Frailty and Dementia 

individuals per 1,000 population.

Areas with some of the highest density 

for Frailty and Dementia are:

- Bankfield (Halton)

- Duke’s (Southport & Formby)

- Cambridge (Southport & Formby)

Due to the low sign up of practices in Cheshire CCG rates in this area will be artificially low.

Patient characteristics
Geography



• For the specified long term 

conditions a comparison of 

prevalence rates is made between 

those in the Frailty and Dementia 

segment and the total population 

(aged 15+). This indicates the 

scale of the difference in these 

disease areas between the 

segment and the total population.

• The scale shows the rate per 

person so 0.6 represents 

prevalence of 60% of people.

Asthma

Health Care Conditions
LTCs in the population



• For an individual to be assigned to the 

Frailty and Dementia segment 

depends on factors for the level of 

frailty (moderate or severe) or a 

clinical code for dementia. Numbers 

are larger frailty alone but some 

individuals do have both frailty and 
dementia.

• Although not a factor, there was 

interest in identifying those prescribed 

an anticholinergic. In the last year 

80% of those in the segment were 

prescribed these at least once, and 

where prescribed there were on 
average 2.4 different types.

Patient characteristics
Factors

The ‘Those with factor’ bars represent all those in the segment with 

those factors. The ‘Factor intersection’ represents the combination of 

factors and the number of individuals with those combinations.



The cumulative effect of taking one or more medicine with anticholinergic properties 

(anticholinergic burden) increases the risk of:

Frailty and dementia



Questions?



UP NEXT…

The Integrated Care Summit: 

Challenges and Best Practice



SPEAKING NOW

I will be discussing…

Tim Coney
Health and Welfare Engagement Director

Capita

“Partnerships: A different 

perspective for the ICS 

agenda”

The Integrated Care Summit: 

Challenges and Best Practice



Partnerships

A different perspective for 

the ICS agenda



Creating better and more sustainable healthcare

63

• Capita deliver results not talk

• For one NHS body we delivered over 

£145M in savings in a 5-year period 

while improving engagement and 

quality scores

• We are currently transforming the 

administrative services of multiple ICS 

organisations 

• Our national contract to provide 

networking across all of health, social 

and wider the public sector in Scotland 

has a CSAT score of 98% across 6000 

sites

• We provide services to healthcare and 

clinical administration. We do not 

provide direct clinical care

100 million
encounters managed globally 

by Capita technology

1.3 million
health assessments carried 

out since 2012



Challenges and levers

RTT Waiting Times

The scale of the challenge 

requires ICSs  to consider 

every ‘lever’, examples

• Focus on Need

• Population / Activation 

• Early Years

• Integration

• Primary Care / Social 

Care / Neighbourhood / 

VCSE

• Staff Development

Partnership is an additional 

key lever

• Between providers in the 

care system 

• Between public, VCSE 

and private sectors

Funding  Resources Operational Performance  

“



Partnership and integrated systems

• Care systems have constantly evolved

• Partnership is an intrinsic part of how they deliver

• Partnership gives them many things, including;

• For patients, citizens and their families, partnership 

works successfully because of trust and pride

London 2012

Individual organisations A collection of organisations 

coming together

A collection of 

common values

A care eco-system based on 

partnership and shared 

values

NHS (Public) VoluntaryLocal government Private
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Benefits and past pitfalls

Many of the historic issues with external contracts are due 

to the nature of the commercial relationship 

Major areas of weakness include;

Measurement 

Structure

KPI’s, volumes and milestones, not outcomes. 

Inflexible Operations

Solios vs. collaboration / fluidity 

Good partnerships have common goals and ethos

They start with the patient, citizens and their carers

The relationship has the patient, citizen, their carers 

and care professionals at its heart

Partnerships underpin care delivery – many with 

non-public sector bodies – VCSE and private sector 

This approach delivers 

significant benefits to the care 

system, including improved 

care, better outcomes / 

experience, and operational 

effectiveness

We know this because we are a proven operational 

partner of the NHS and local government at scale

• Experience / Engagement

• Training / Skills Development

• Administration / Administrative Healthcare

• Estates and Infrastructure (inc. digital and data)

We support the public sector to help it achieve more 



Underpinning a good partnership

Capita believes a good partnership is based four things

A model that starts with a contract, specification and “KPI” 

measurement regime around part of the system in 

isolation will likely struggle

System 

(Front Line and Administrative)

Evolution Over Time
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1. Shared common non-commercial goal/s e.g., 

helping patients and citizensV
a

lu
e

s

3. A clear set of principles owned by the local 

system to guide the partnership

E
v
o

lu
ti

o
n

2. A clear view of what the whole care eco-system 

can enable in partnership

C
o

ll
e

c
ti

v
e

4. A clear set of measures aligned to ‘system’ 

priorities e.g., patient outcomes, citizen 

experience, effectiveness and efficiencyM
e

a
s

u
re



Building partnership to enable better solutions

In the current climate there is the risk that harms become normalized.

“we must stop normalizing the unacceptable” – Academy of Royal Colleges (2022)

Partnerships are not a silver bullet, however, they are a valuable lever which should be re-

evaluated in the context of the integrated care agenda

• They can enable wider thinking, provide new capacities / capabilities, scale and investment

• They can help with enabling the ‘front line’ as well as administrative and infrastructure

The challenge is how to get the right partnerships based on outcomes and guiding principles 

It starts with patients, their carers and the care professional community and a joint conversation

in the care eco-system, the right guiding principles and measures and not a procurement

Previous ‘solutions’ might not work in the current climate;

Buying Additional 

Capacity – too expensive 

and unsustainable

“Big” Tech –

often too slow 

and expensive

Traditional Advisory –

expensive and limited 

operational capability

Monolithic Programme 

– Focus on contracts, 

not outcomes
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Contact us

If you would like further 

information, please contact 

Tim Coney at  

tim.coney@capita.com

mailto:tim.coney@capita.com




COMFORT
BREAK

The Integrated Care Summit: 

Challenges and Best Practice

Please remain logged into the platform, we 

will resume shortly.



SPEAKING NOW

I will be discussing…

Mark Wilkinson
Cheshire East Place Director

NHS Cheshire and Merseyside

“The future integration of 

health and care - taking a lead 

on tackling health inequalities 

within our communities”

The Integrated Care Summit: 

Challenges and Best Practice



The integration of health and 
care – tackling health 

inequalities
22 November 22

Mark Wilkinson, Cheshire East 
Place Director

NHS Cheshire and Merseyside
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Objectives for this 
session

• How to develop effective place 
partnerships

• Share customer segmentation for 
health services

• Progressing implementation – thinking 
about capabilities

• Approaches to place organisational 
development
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Integrated Care Systems 
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Cheshire 
East Health 

and Care 
Partnership

NHS 
trust 

providers

Cheshire 
East 

Council

Healthwatch

VCFSE 
sector

Primary 
care

NHS 
Cheshire 

and 
Merseyside

76

Place Director



The Cheshire East Place 
Partnership:
Who are we?

• The people we serve

• Care Communities (neighbourhoods)

• Healthwatch

• The voluntary community faith and social enterprise 
sector

• Cheshire East Council

• Primary Care

• Mid Cheshire Hospitals NHS Foundation Trust

• East Cheshire NHS Trust

• Cheshire and Wirral Partnership NHS Foundation Trust

• Cheshire East Integrated Care Board (ICB) Team
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The Tartan Rug

78



The case for Care Communities / 
neighbourhood working
• Structural reorganisation will only create the conditions for change. 

• Hyper-local change best placed to make tangible difference to exclusion.

• Risk of supply-led demand consumes workforce, funds and attention. 

• Leaning into neighbourhood working offers a threefold benefit: reducing 
demand on the health and care system, developing community 
resilience and enabling retention through delivering new models of 
care. Focusing on underlying determinants motivates staff. 

• Builds on councillors' kerbside insights and wider understanding of 
inclusive growth and housing. 

• In sporting parlance, neighbourhoods need a squad not a team.  Steps 
which should unlock possibilities: analysis, immersion, and promotion.

Putting neighbourhoods at the heart of integrated care - NHS Providers
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https://nhsproviders.org/news-blogs/blogs/putting-neighbourhoods-at-the-heart-of-integrated-care


Recognition of 
Joint Functions 
and Working 
Principles 

• shared vision, mission and purpose 

• joint strategy 

• joint priority setting, 

• fair and defensible allocation of 
resource

• joint stewardship of resource, 

• joint operational delivery, 

• joint accountability

• mutual accountability 
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Shared vision mission and purpose

Health and Wellbeing Board
• A statutory board of the Council.
• Gathers information on wants and needs to set the Health and Wellbeing 

Strategy including crucially working on the social determinants of health.
• Influences the Partnership Board.

Cheshire East Health and Care Partnership Board
Implementation of strategy set by the Health and Wellbeing Board with a 
particular focus on integration of health and social care and our contribution to 
the broader determinants of health

Implementation Influence
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Service Proposition What do patients look for? Attributes Key success factors

Wonderful 
service! I was 

back on my feet 
quickly. Great, 
courteous and 

efficient.

• Focused care to ‘fix 
patient’ following a 
definitive diagnosis.

• Clinical innovation to 
deliver good outcomes

• Accessibility
• To be seen quickly
• Reputation for quality
• Expert care
• Rapid return to 

normal life
• Pleasant environment

• Predictable activity
• Minimal variation
• Volume based
• Higher turnover of 

patients
• Outcome based

• Cost competitiveness
• Recruitment and 

retention 
• Capacity
• Patient journey 

management

We provide medical and 
surgical services to treat 
our patient and deliver 

optimal outcomes

Fi
x 

m
e!

I can really rely 
on the Trust to 

help me and 
provide the care 

I need.

• Expert diagnostics and 
pathway co-ordination to 
provide patients with 
shortest and most 
effective route to 
diagnosis and plan of 
care

• Access to specialist 
expertise

• Convenience
• Predictability
• Quick resolution
• Customer service

• Collaborative care, single 
clinical coordination 

• Centralised with satellite 
locations e.g. diagnostics

• Activity based

• Capacity 
• Responsiveness
• Patient journey 

management
• Specialist equipment and 

resources

We provide the 
expertise, access and 

convenience to diagnose 
and develop treatment 
plans for our patients

W
h

at
’s

 w
ro

n
g 

w
it

h
 m

e?

The CARE is 
always there for 

me. I do not 
know how I 
would cope 

without them.

• Integrated care network
• Services geared to 

support patients to 
manage their wellbeing 
and exacerbations

• Patient to patient 
support networks 

• Service fits around 
their life

• Trust and compassion
• Availability
• Support for self 

management
• Long term relationship

• Distributed and 
decentralised model

• Care coordination hub 
across primary, 
community, secondary, 
tertiary and social care

• Outcome based

• Level of integration and 
co-operation

• Multi-skilled resources
• Communication and 

engagement

We provide integrated 
care and work with 

carers, patients and their 
local community to keep 

them well in an 
environment that meets 

their needs.

H
el

p
 m

e 
st

ay
 w

el
l

My father was 
able to live the 

last days in 
comfort and get 

closure.

• Holistic and personalised 
care enabling dignified 
end of life care and 
support for family and 
carers

• Empathy
• Trusted advice
• Approachability
• Recommendation
• Convenience
• Please environment

• Care coordination
• Network of services
• Distributed service
• Heavy personalisation
• Flexible

• Personalisation of care
• Patient experience 

management
• Continuity of care 
• Multi-skilled resources

We provide the best 
possible end of life care

En
d

 o
f 

Li
fe

Four distinct types of want for our 
people
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The capabilities required to deliver…

Applied 
intelligence

Quality 
improvement and 

culture

New business 
model

Service portfolio 
optimization

Backlog and 
restoration

Workforce welfare 
and capacity 

System innovation
Patient access, 

flow and equality

Digital health
Professionalisation 
of business units

Talent 
management

Knowledge 
management

Future workforce
Digital operating 

model
Collaboration 
management

Infrastructure 
optimization

Community contribution 
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Growing Trust

Co working,

shared vision

Shared value exchange, 
understand strategy, contact at 

all levels

Understand needs, do what you say, solve my 
problems, access
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System wide organisational development

• 100 leaders chosen: primary care, VCFSE leaders, trusts and 
local authority 

• Cheshire Business School
• The art of being brilliant: one system, one vision –

inspiring, rejuvenating, real
• Bouncebackability – Mojo, recovery, resilience
• Adaptive leadership for our people across all systems
• Work, earn, learn, it's all about leadership in the 21st-

century
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Place based partnerships Key

Capability 
Workstreams

Comms & 
Engagement

Digital

Estates

Business Intel  Inc. 

Population Health

Care Communities in Bollington Disley and Poynton, Chelford Handforth Alderley and Wilmslow, 
Congleton and Holmes Chapel, Crewe, Knutsford, Team Macclesfield, Nantwich and Rural, 

Sandbach, Middlewich, Alsager, Scholar Green and Haslington. 

Workforce & OD

Strategic Planning/ Transformation and          
Operational Delivery 

Cheshire East Health and Care 
Partnership Board

Place 
Leadership 

Group

Strategic 
Planning and 

Transformation

Assurance

Quality Safeguarding 
and Performance 

Committee becoming 
Place Quality Group

Operations 
Group

Improvement 
work / New 
Models of 

Care

(Maximising 
Effectiveness 
of Business 
As Usual) 

Strategy, Assurance 
& Risk

Place Leadership 
& Partnerships

? Finance Resources 
and Investment

BCF (s75) Governance 
Group

Finance

Function Meeting

Primary Care Advisory 
Forum
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SPEAKING NOW

I will be discussing…

Louis Holmes
Policy Manager

Care England

“The role audit social 

care has within an ICS”

The Integrated Care Summit: 

Challenges and Best Practice
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SPEAKING NOW

We will discuss…

“ICS’s - Where and how to 

deploy care technologies to 

positively impact the whole 

system”

The Integrated Care Summit: 

Challenges and Best Practice

































SPEAKING NOW

I will be discussing…

Stephen Timmons
Professor of Health Services Management, Centre for Health Innovations, 

Leadership & Learning, Nottingham University Business School

“Integrated Care: 

Lessons from Global 

Experience”

The Integrated Care Summit:

Challenges and Best Practice



Integrated Care: Lessons 
from Global Experience

Professor Stephen Timmons

Centre for Health Innovation, Leadership and Learning

Nottingham University Business School



Systematic Reviews

• A comprehensive, transparent review of the available research 
evidence

• Rigorous methodology

• Developed for reviews of interventions (treatments)

• Cochrane Collaboration

• Widely used by NIHCE

• Now more widely used



McKinsey

• The evidence for integrated care (2015)

• Systematic review of randomised controlled trials only

• “Integrated care programs were associated with a 19 percent 
reduction in hospital-admission rates, compared with usual care. For  
diabetes, we found that integrated care was associated with a mean 
0.5 % point reduction in HbA1c compared with usual care. We also 
looked at the elements commonly found in successful programs. We 
found that four elements appear to be important: patient education 
and empowerment, care coordination, multidisciplinary teams, and 
individual care plans”



Baxter et al 2018

• The effects of integrated care: a systematic review of UK and 
international evidence. Baxter et al. BMC Health Services Research 
(2018) 18:350 

• “Evidence of perceived improved quality of care;

• increased patient satisfaction;

• improved access to care.”

• But: “Evidence was rated as either inconsistent or limited regarding 
all other outcomes reported, including system-wide impacts on 
primary care, secondary care, and health care costs.” 



Baxter et al 2018

• “There were limited differences between outcomes reported by UK 
and international studies, and overall the literature had a limited 
consideration of effects on service users.”

• “Indications of improved access may have important implications for 
services struggling to cope with increasing demand.”



Liljas et al

• Liljas, AEM, et al. Impact of Integrated Care on Patient-Related 
Outcomes Among Older People – A Systematic Review. International 
Journal of Integrated Care, 2019; 19(3): 6, 1–16.

• Smaller study than Baxter et al

• “Integrated care may reduce hospital admission rates and lengths of 
hospital stay. However due to lack of robust findings, the 
effectiveness of integrated care on patient-related outcomes in later 
life remain largely unknown.”



Rocks et al

• Rocks et al. Cost and effects of integrated care: a systematic literature 
review and meta-analysis. The European Journal of Health Economics 
(2020) 21:1211–1221

• “relatively low average quality score”

• Meta-analysis

• “significant decrease in costs and significant improvement in outcomes for 
integrated care.” 

• “Results were significant in studies lasting over 12 months, with both a 
decrease in cost and improvement in outcomes for integrated care 
interventions. These associations were not significant in studies with 
follow-up less than a year.”



Hughes, Shaw & Greenhalgh

• Rethinking Integrated Care: A Systematic Hermeneutic Review of the 
Literature on Integrated Care Strategies and Concepts. Milbank Quarterly 
2020

• I think this review shows why the extensive literature has not reached any 
definitive conclusions

• “Contrary to much of the current literature, our findings show that 
integrated care is not a unified concept but is better understood as an 
emergent set of practices, such as multidisciplinary case management and 
strategic partnership working. Integrated care programs are shaped by 
contextual factors, such as payment systems for health services, and 
therefore are unlikely to reliably affect a predetermined set of outcomes”



How does IC work ?

• Aunger, J, Millar, R, Rafferty, A, Mannion, R, Greenhalgh, J, Faulks, D 
& McLeod, H 2022, How, when, and why do inter-organisational 
collaborations in healthcare work? A realist evaluation PLoS ONE,17;4

• “Leadership behaviours, including showing vulnerability and 
persuasiveness, acted to shape the core mechanisms of collaborative 
functioning. These included our prior mechanisms of trust, faith, and 
confidence”



Conclusions

• It’s hard to define integrated care, which makes it hard to study

• Despite an extensive international literature, it’s not been shown 
conclusively that integrated care is better for all groups of patients

• There is some evidence that it can improve certain indicators for 
certain groups of patients

• This overall picture is best explained by the Hughes, Shaw and 
Greenhalgh review

• Last thought: Might IC have sustainability/C02 benefits ?



THANKS FOR ATTENDING

The Integrated Care Summit:

Challenges and Best Practice



REGISTER FOR OUR UPCOMING EVENTS!
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