
Aldborough Surgery Patient Participation Group 

Open Meeting held at 7.30 pm on Tuesday May 13th, 2014 at the Church Room 

Topic: “‘Patient Centred Integrated Care”.   What does this really mean?’ 

Speakers:  Rebecca Champion & Fiona Craig (North Norfolk Clinical Commissioning Group) 

 Jim Spiller (chair) introduced himself and welcomed everyone, including Rebecca Champion and 

Fiona Craig from the North Norfolk Clinical Commissioning Group (NNCCG), to the meeting.   

Rebecca Champion started with a brief explanation about what ‘Integrated Care’ actually means.  

The fundamental concept is that health and social care professionals work together as a team to 

provide a more joined up way of delivering health and social care, so that services are  available in 

the right place at the right time for patients and their carers.   To enable this, the NNCCG has 

implemented various strategies such as trying to identify high risk patients so that care can be in 

place for the patient before there is a crisis, by making sure that all the different computer systems 

within the health and social care organisations communicate with each other, and having one 

person who is responsible for the overall care of an individual patient.  It is also important that 

patient care is linked to local services and, where ever possible, is available in the local community.    

To deliver the integrated care there are four main agencies:  the NNCCG which covers a large rural 

area with twenty North Norfolk General Practices;  the Norfolk County Council (NCC) that is 

responsible for community services which includes adult social care, the support of carers, and the 

running of libraries which can be a very important resource in delivering integrated care; the Norfolk 

Community Care & Health Trust (NCH&C) that employs district nurses and occupational therapists 

who work in the community and the  Norfolk and Suffolk Foundation Trust (NSFT) which is the 

mental  health care provider.   Voluntary sectors organisations and patients and carers also play a 

key part in delivering integrated care. 

North Norfolk, which is a retirement area, is unique in having the oldest population nationally.  Many 

of these retirees will have one or more chronic diseases, therefore delivering an integrated care 

service in our area is especially important.    

The Integrated Care initiative has been in existence for a year and resulted from the implementation 

of the Health and Social Care Act 2012, and the reorganisation of the National Health Service. After 

consultation with GPs, healthcare providers and patients, it was decided to create health and social 

care teams that would be jointly funded and work together to design and deliver integrated care in 

the community. 

It was felt by the NNCCG that the GPs and patients of Norfolk wanted services based at local GP 

surgeries, and services that could be accessed quickly and efficiently by a single telephone call.  

Fiona Craig introduced herself as being employed by NCC but working as part of NNCCG as a 

commissioning manager to provide a bridge between health and social care.  Her work involves 

project managing the whole of integrated care programme.  She explained what is currently going 

on to integrate health and social care in our community.  



There is now a central integrated care team which has network teams which are centred around a 

GP  practice.  Historically health services have not been good a linking up with local community 

services, so now there is a concentrated effort to establish a system which enables the patient to 

access services more easily  and in particular to treat patients early before there is a crisis, using 

local services wherever possible 

What does the integrated team approach mean?   It has many components.  For example it is a way 

of finding people who are at risk and bringing them into the surgery before there is a crisis.  There 

are linked workers who are creating much better communications with the professionals and 

recently four integrated coordinators, who are not clinical staff, have been trained to interact with 

both health and social care.  It is understood that people want a single person to work with – a lead 

worker - who understands the patient’s health needs and knows about any help and treatment that 

the patient is receiving. The integrated care team also works with health professionals to advise 

them about the type of conversations they should be having with their patients, with an emphasis 

on what the patient wants, what their health goals are, and an involvement of the patient in their 

own health care.  

What is the structure of the integrated team approach?  There are four hubs across the whole of 

North Norfolk with four integrated care coordinators representing both health and social care 

services, two of whom are employed by the NCC and two community nurses who are employed by 

the NCH&C.  All have different backgrounds and different skills, and work closely together.  Two are 

located in Fakenham and two in North Walsham.  Their job, with the patient’s consent is to access 

health and social care records.   GPs identify people who would benefit from an integrated care 

discussion, and the integrated care coordinators arrange integrated care meetings, at which 

different workers, such as a social worker and a mental health worker, can discuss the best plan of 

action for a particular patient.  Care co-ordinators also identify services in the community and are 

able to link up with the voluntary sector.   

Currently there are integrated teams in place, integrated meetings are being held and discussions 

are ongoing.  However in June 2013 the government decided that integration needed to proceed 

much faster, and therefore created the Better Care Fund to facilitate this.  Instead of separate 

funding and budgeting for health and social care, there will be a reallocation of existing funds into a 

joint account with pooled budgets.  It was decided that, owing to increased pressures from an aging 

population and financial restraints, the manner of delivering health care had to change.  It is hoped 

that the pooled resources will speed the proposed reforms towards a more integrated healthcare 

system.   Norfolk already has much integrated care in place, but there are a number of other 

improvements that could be made.  For example volunteers were often underutilised, so now care 

coordinators and care workers will work very closely with voluntary Norfolk and referrals will be 

made directly to the volunteering population. There are other concerns to be addressed:  too many 

people get transferred to the Norfolk and Norwich University Hospital needlessly and this needs to 

be reviewed; patients with dementia need to be diagnosed earlier, and more help and support 

needs to be available for them within their communities. There need to be better pathways in and 

out of hospital and much better integrated and functional mental health pathways.  GPs need to be 

able to refer patients more readily, and more patients should be treated at home rather than always 

going to hospital. 



How will we know that integrated care  is working?   It is hoped that it will provide a better service 

for patients and reduce the number of people who are in permanent residential care by facilitating 

their care within their homes and communities.  It is anticipated that much better links will be 

created with hospitals, and that the number of people who suffer from emergency admissions to 

hospital will be much reduced by arranging care for patients before a crisis occurs.    

Questions 

Question:  I’m interested in the lead workers, who are they and what are their qualifications?  

Fiona Craig:  a lead worker is anyone who is in the integrated care team, it could be a social worker, 

a GP, or a care coordinator; it isn’t a special person it is a member of the team who is responsible for 

the case in question.  Formerly there were two people responsible, one from health and one from 

social care, and now it would be one person but it could change depending on the case.  It is 

whoever is the most appropriate person for the particular patient and that can change as the 

patient’s needs change. 

Question:  At what point is this means tested? 

FC:  means testing is only applicable to social care since health is free at the point of delivery.  If 

social care support is needed there will be a review of the patient’s financial situation and they will 

be given a personal budget if they satisfy the relevant criteria.  

Question:  I found that when I needed help with my mother we were cast adrift and told to get on 

with it, it’s your problem not ours. We did not know where to start.  Is this going to happen now? 

FC:  There are so many self-funders (people who need to finance their own care), that the social care 

staff and front desk personnel are being made aware of the need to provide the relevant 

information so that people can navigate the system. 

Question:  With regard to the pathway in and out of hospital for potentially vulnerable patients, 

does the link stop at the hospital steps as the patient goes into hospital, and is the pathway 

reactivated when the patient leaves?   

FC:  The link between the hospital and the community is disjointed and that is one of the areas that 

we need to work on, particularly the switching on and off of services.   When a patient goes into 

hospital care packages are stopped, and when the patient leaves the hospital it is difficult to restart 

them. So work is continuing to improve those links. 

Rebecca Champion:  We hear of horror stories of patients being discharged in the middle of the 

night, so there is a real opportunity to work with volunteer organisations such as the Red Cross who 

have well-developed discharge support systems in place.  We need to make sure that the care team 

knows the circumstances of individual patients so that their needs can be met when they are 

discharged.   

FC:  There is an outreach Red Cross service which was underused, as were many other resources or 

facilities in the community, because they weren’t linked in to the care system, but with the advent of 

integrated care coordinators we have created much better links with our agencies and we are 

beginning to utilise our resources better.   



Jim Spiller:  At the last meeting I went to, someone raised the point that nearly every organisation 

such as the Red Cross has a bus that is often only used for a couple of hours each day.  If someone 

actually coordinated the use of these buses there would probably be more than enough available to 

assist people getting to hospital, etc.   Likewise there are many small voluntary organisations that 

are simply not linked into the integrated care system and therefore continue to be underutilised.   

JS:  Can we ask Doctor Mark Fleming how much he as a GP is aware of what is going on in Integrated 

Care? 

Mark Fleming:  Quite a lot.  We are already holding regular meetings with the individual care 

coordinator and we are aware of the whole integrated care buzzword.  I have lots of concerns about 

this, the most important being that before the integrated care model started GP surgeries were 

having regular communications with the community nurse, who was a nurse practitioner, and we 

were lucky to have a very good one.  Since we had these meetings the regular nurses came in on an 

ad hoc informal basis to discuss patients with us and we had a real feel for what was happening in 

our community, and that has now gone.  My worry is that the whole integrated care model is being 

used by politicians to paper over cracks owing to lack of resources in the system.  District nurses are 

being stretched, and they no longer have the time to come into the surgery to discuss patients with 

us.  The other problem is that most of the high risk patients we already know about, because we are 

a good surgery.  At many of these meetings we feel as if we are just doing a paper exercise and 

ticking boxes.  There is increasing evidence from recent studies that all this extra work does very 

little to prevent hospital admissions, so should we be doing it in the first place? 

FC:  In response to you I would say that you are a small surgery and therefore will know your 

patients well, but other larger surgeries don’t know their patients and integrated care is a fantastic 

tool for them.    We’ve given our surgeries a theoretical framework and asked them to modify that 

according to their needs.   What changes would you suggest back to us? 

MF:  The biggest problem, that has  been alluded to before, is the  lack of communication between 

primary and secondary care and the lack of discharge planning which hasn’t happened in the past 

and obviously then  people get readmitted to hospital very shortly.   There is also a worrying lack of 

communication between in-hour and out-of-hours GP services.  I recently heard of an incident when 

the out-of-hours doctor had no idea about the patient’s medical problems and if he had, the 

treatment would have been very different.  So this means that we must all use the same computer 

system so that we can all access it, and it has started to happen, but it needs to happen more 

quickly.  

Jim:  Surely having some shared IT system is the most important thing.   

FC: We have employed people to go across the systems, since the computers do not communicate 

with each other.  For health and social care we have employed people so that they can access and 

update both systems but this is a highly inefficient way of doing things. We want to have one system 

but that is not going to happen overnight.    

MF:  One of the objectives of integrated care was for GPs to be able to access mental health services 

more easily, but we are currently finding mental health services in Norfolk are absolutely appalling.  



FC:  Unfortunately we cannot get a representative from mental health to attend our meetings.  We 

are very aware of the situation and we are trying to get them to respond to the need for discussion 

and the better provision of mental health services.  

Jim thanked Rebecca Champion and Fiona Craig for their presentations and said that he hoped that 

something good would come from the integrated care initiative. 

The Aldborough PPG’s Annual General Meeting followed. 

Refreshments were served. 

The meetings closed at 9.30 pm.  


