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Question four asked for a brief description of their roles and responsibilities within the pioneer 

programmes. In addition to their regular nursing duties and caseload management, many 

respondents described the wider range of professionals they now have to liaise and interact with, 

which is to be expected due to the very nature of integration and multidisciplinary team working.  

Those in management roles are now managing staff from both the health and social care sectors. 

Some roles specifically focus on discharge planning, whether supporting patients discharged from 

hospital until a package of care from social services starts, to presenting cases and requesting 

care packages or periods in rehabilitation/supported living, to the borough's panel of 

commissioners. Another respondent described their main role as assisting CCGs to deliver on 

integration plans. The increase in paperwork is a concern however:  

 

�µ�$�V���Z�H�O�O���D�V���P�\���Q�X�U�V�L�Q�J���G�X�W�L�H�V�����,���D�O�V�R���K�D�Y�H���W�R���L�P�S�O�H�P�H�Q�W���V�R�F�L�D�O���F�D�U�H���S�D�F�N�D�J�H�V�����F�R�P�S�O�H�W�H���D�O�O���U�H�O�H�Y�D�Q�W��
paperwork and then submit for funding by completing direct payments or individual budgets.......my 
�F�R�Q�F�H�U�Q���L�V�����W�K�H�U�H���L�V���F�O�L�Q�L�F�D�O���U�L�V�N���L�Q�Y�R�O�Y�H�G���L�Q���W�U�\�L�Q�J���W�R���D�G�K�H�U�H���W�R���D�O�O���>�W�K�H�@���S�D�S�H�U�Z�R�U�N���U�H�T�X�L�U�H�G�¶�� 
 

Questions five and seven both asked for any positive viewpoints - what worked well or what they 

liked - about the programme; responses included the following main points: 

 

Communication  
 Improved communication within the multidisciplinary teams 

 Co-location of staff - having all professionals/disciplines together in the one place 

 Shared electronic patient information 

 Closer working with the community hospitals is good, as it means we can transfer people more 

easily if they need more intensive rehabilitation. 

 Single point of referral 

 

Quality of c are 
 Providing enhanced patient care - having the ability to send the most appropriate health 

professional to complete an assessment or provide care is important 

 Patient getting the best person for their care in the right place at the right time 

 Clients and families are well supported and can access service via single point of access 7 

days a week, 365 days a year giving them more confidence 

 The ability of patients to be responsible for their own treatment on a more personal level. 

 Improved access to support for people at home 

 Speedier assessments  

 More meaningful services wrapped around nursing teams 

 

Culture/roles/ownership  
 Breaks down organisational barriers 

 Gaining knowledge of what other professionals/disciplines (e.g. social work) do 

 Better working relationships/acceptance of judgements across organisations 
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promote independence. In its first month of 

operation, it saw a 50% reduction in length of 

stay at hospital. 

Leeds has set up a programme to integrate 

health visiting and childrenôs centres into a 

new Early Start Service across 25 local 

teams in the city. Children and families now 

experience one service, supporting their 

health, social care and early educational 

needs, championing the importance of early 

intervention. Since the service has been in 

operation, the increase in face-to-face 

antenatal contacts has risen from 46% to 

94% and the number of looked after children 

has dropped from 443 to 414. 

Patients will also benefit from an innovative 

approach which will enable people to access 

their information online. 

South Tyneside - People in South Tyneside 

are going to have the opportunity to benefit 

from a range of support to help them look 

after themselves more effectively, live more 

independently and make changes in their 

lives earlier. 

In future GPs and care staff, for example, will 

have different conversations with their 

patients and clients , starting with how they 

Led by South Tyneside 

Council. Supported by 

South Tyneside's CCG, 

NHS Foundation Trust 

and Northumberland 

Tyne and Wear NHS 

Foundation Trust. 

Population size 148,000 

with target group of 

Older people  Developing new approaches to early 

help, prevention, self-care, and integrated 

support services. Aim to comprehensively 

implement: risk stratification tools in 

primary care, lifestyle support 

programmes, recovery services and 

integrated support models.  
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programme will tackle issues at an earlier 

stage before they escalate to more costly 

crisis services. 

There will be a particular focus on older 

people with long-term conditions and families 

with complex needs. 

Barnsley - The aim of the Stronger Barnsley 

Together initiative is to make sure that the 

health and care needs of local people are 

met in the face of an increasingly difficult 

climate. Population changes, public sector 

cuts and welfare reforms, have had an 

impact on how Barnsley delivers these 

services, and they cannot afford to continue 

with the existing system as it is. A new 

centralised monitoring centre has been set 

up. When the centre is alerted about an 

emergency case, it is assessed within one of 

three categories (individual, families, and 

communities) and the right kind of help is 

delivered. This will help ensure that the right 

help is dispatched quickly to the relevant 

patient. 

Patients will receive tailored care to suit their 

requirements, whether this is day to day 

support to enable people to stay safe, secure 

and independent, or the dispatch of a mobile 

HWB, Barnsley CCG, 

Barnsley MBC, Barnsley 

Hospital NHS FT, SW 

Yorks Partnership FT, 

NHSE LAT, South Yorks 

and Bassetlaw; 

HealthWatch Barnsley; 

S. Yorks police. 

Population size: 

231,900  

Services to all 

client groups, 

including 

stronger 

families and 

troubled 

families 

programmes,  

Three elements: 'Inverting the triangle' to 

shift focus to prevention and early 

integration; joining individual integration 

elements; 'Fast track enablers', including 

telehealth and telecare; supporting 

families; community level bringing 

together voluntary services and residents 

to co-produce the specification for 

services needed.  
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way possible. Patients will also have greater 

flexibility and freedom to source the services 

they need through a fully integrated personal 

budget covering health and social care 

services. 

http://www.england.nhs.uk/2013/11/01/interg-care-pioneers/ 

 


