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For the local NHS and Cheshire West and Chester
Council it represents the evolution of our work over

recent years.

By joining up services which are currently provided
separately, we can make better patient decisions by

pooling experience, expertise and resources. By
focusing on preventing ill-health and unnecessary
hospital admissions we can ensure local services

are sustainable for the future.

What is integrated care?

Truly integrated care is
about bringing health and

social care together.

Integrated care provides the opportunity for us to go
further and faster to organise services in a more joined-up
way and create a more efficient system which enables local

people to access high-quality care when they need it.
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Despite our ongoing work to join up care in
Cheshire West and reduce demand for services,
examples of fragmented care provision and funding
challenges remain. People can too often fall into
these gaps between services or have their care
delayed as a result.

Integrated care will bring together the different
organisations and services that look after people in
Cheshire West to better co-ordinate care, to make
sure patient and carer experiences are as joined-up as
possible and to support more people to stay healthy
and well.

Joining up services which are currently provided
separately will enable teams to work together more
effectively and efficiently, with the same shared goals.
It will benefit the people of Cheshire West by moving
away from systems that are designed to treat problems
when they occur, but often involve travelling to hospital
or using Accident and Emergency or same day GP
appointments. Integrated care will help people to
identify problems early, where possible treating the
problems themselves. When professional care is needed
this will be provided in a timely way, closer to home. 

Integrated care will build on excellent primary care,
community-based services and sustainable local
hospitals at its foundation.

As in many other parts of the country, funding for health
and care services in Cheshire West is tight. Demand for
services is increasing rapidly and, without change, there
simply won’t be enough money to maintain the quality
and standards of health and care that the people of
Cheshire West have every right to experience.

The way we currently deliver health and care services to
the people of Cheshire West is not sustainable. By 2021,
if we continue to deliver services in the same way,
Cheshire West will face a funding gap of £100m.

We are also aware that the money we do have isn’t
always allocated consistently. A new approach is needed.
Integrated care in Cheshire West will help change the
way funding flows to make services more sustainable
into the future whilst still improving the quality of care
provided.

The local NHS and Cheshire West and Chester Council
is committed to developing a joined-up health and
care system that is safe, affordable and, most
importantly, meets the needs of the people of
Cheshire West.

We know local people are passionate about NHS and
care services – we are too. At a time when demand is
rising faster than budgets, we need to do more to
protect and improve local services. Continuing with
more of the same is not an option – a different
approach is required.

In Cheshire West we have a strong track record of working
together but we know we can do even better to deliver
long-term changes that are backed by investment. Our
plans to further join up care in Cheshire West have been
carefully thought through, led by clinicians and frontline
staff and shaped by the experiences of local people.

Joining up health and care will help the people of
Cheshire West live longer, healthier lives at home, or
in a homely setting. Patients will be at the centre
of all decisions and will receive higher standards of
quality and safety.

Our vision for Cheshire West

Case for change

Instead of different organisations holding different
contracts with lots of different service providers,
there will be one budget to serve the needs of the
whole population in Cheshire West. This will allow
funding to be directed where it is most needed to
help care for people and keep them well.
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•  To improve the overall health and wellbeing of
the people of Cheshire West and support more
people to lead healthy lifestyles to protect
themselves from avoidable illness. This will
include working with communities and
partners to tackle a number of major causes of
ill-health such as smoking, alcohol
consumption and obesity.

•  To ensure people can access the right services
when they need them and receive a positive
experience of care which is well-coordinated
and tailored to their needs.

•  To support people with long-term health and
care needs to improve their quality of life by
empowering them to manage their own health
and maintain independence.

•   To reduce the number of unplanned hospital
admissions and the time people spend in hospital
by helping more people recover from illness or
injury and stay healthy after treatment.

•   To make sure people are always cared for in a safe
environment, protected from avoidable harm and
that people with mental health conditions receive
parity of esteem when they use local services.

•   To improve people’s experience of care with
increased choice and access to services.

•   To create a financially sustainable health and care
system which encourages innovation and
empowers local people and frontline staff.

•   To support people at the end of their lives with
services which are responsive to their individual
needs and preferences.

Our objectives 

Problems we are
trying to solve;

•  Sometimes people report that their
care doesn’t feel joined-up 

•  Some people receive care in the wrong
place

•  Some people have to tell their story
over and over again

•  Some services are too busy and some
services aren’t open when people
need them

•  Sometimes there’s not enough choice
about which services people can
access

•  Sometimes we aren’t good enough at
telling people what help is available
and how to access it

The benefits of
integrated care
By successfully joining up health and care
more local people will:

•  Be safe and feel supported 

•  Enjoy long and happy lives

•  Access the right care, in the right place
when they need it

•  Only have to tell their story once

•  Be happy with their care 

•  Be able to look after themselves and
stay well

•  Avoid going to hospital if they don’t
need to

•  Avoid staying in hospital too long 

•  Recover quickly



Julie’s story
Julie, 42, is health conscious, regularly researches health concerns
online and sees her GP several times a year. She goes on her practice
website as she is feeling tired and, after completing an
online form which helps assess her risk factors and
lifestyle, without needing to wait to see her GP
she is able to have a blood test to check for
Type 2 diabetes.

The test indicates that she is
“pre-diabetic”. Julie is provided with
information and guidance on how
to help reduce her risk. She is also
signposted to a number of self-help
groups for people who are at risk of
developing diabetes.

In the future, this will be supplemented
by links to enable her to learn more
about the condition and how to manage it
as well as apps focusing on diet and
lifestyle so that she can continue to monitor
and improve her health.

Julie is retested six months later and is well within
normal limits. She reports that she has more energy and that
her wellbeing has significantly improved.
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How will people access joined-up care?
In developing integrated care in Cheshire West we must make it easier for local
people to access the care and support they need. We want people to be able to
access the right care  and support, in the right place at the right time.

Digital access
People will be provided with 24/7 digital access to health and adult
social care, for both urgent and non-urgent needs. This will be
supported by a contact centre which will provide assessment and
navigation, signposting and will refer people to services as appropriate.

There are many ways that people will be able to access more joined-up care:
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Martin’s story
Recently retired Martin, 60, has
suffered from anxiety and

depression for many years.

He also suffers from the lung condition
COPD. Martin has attended A&E three times in the last
month and, although he is in touch with his GP and the
community mental health team, he struggles to cope.

Martin’s partner died a few years ago and he lives alone
in a rural part of Cheshire West. He is not particularly
familiar with the internet or how to use technology. 

With integrated care, Martin is identified as being at
“higher risk”. His case co-ordinator meets with him to

discuss his care plan and a multi-disciplinary team
agree to review his medication, but also consider his
wider wellbeing.

Martin attends self-help groups about both COPD and
coping with depression. He also joins a walking group
as well as a group that helps people to develop their
technology skills and makes some new friends. He is
provided with a stand by course of antibiotics and
steroid tablets so that he can start treatment early
should he develop a chest infection and advice on how
to use them.

Six months on Martin reports to his case co-ordinator
that he feels much better and has not attended A&E at
all. He now helps with a COPD group supporting other
people with the condition and sharing his experience of
how it affected his mental health.

Urgent access
Only people who require urgent treatment will access urgent care services such
as Accident and Emergency (A&E). On assessment, if people are deemed not to
require urgent treatment they will be signposted to more appropriate services.

999 and NHS 111
People will continue to be able to access care and support by calling 999 and 111,
which will continue to triage and direct people to the most appropriate local services.

Harry’s story
Harry, 72, lives alone in a one-
bedroom council flat. A few
winters ago, he was admitted to

hospital with pneumonia. He was
supported by social care when he left

hospital and has since recovered, but receives little
ongoing support. This winter he catches a cold and
decides to get it checked out.

Previously, Harry would have gone to see his GP. With
integrated care, Harry is instead able to speak with his
case manager, who asks a social care assessor to check
him out.

During this visit, the social care assessor notices
patches of mould in Harry’s living room and discovers
that the windows of his flat don’t shut properly. A
home assessment is arranged and the case manager
ensures that the windows are fixed.

The social care assessor also ensures that the
voluntary sector is engaged as Harry is feeling lonely
and would benefit from getting involved with some of
Age UK’s local community events. Harry is also shown
how to find local community services online. Harry is
reassured by the visit and feels he can manage the
cold himself, however his case manager rings him
later that week to check he is feeling better, if he
wasn’t they could arrange an appointment for him to
be seen by his GP.

Community access
Pharmacists, GPs and voluntary and community sector organisations will
continue to help people to access care closer to home, supporting them to
better navigate their way through the system.



What will more joined up care look like?

Joining up care in Cheshire West  07

Jane’s story
Jane thinks she has
severe cystitis. She
is busy at work, so
uses an app on her
mobile phone to
start a chat with an

assessor, Mark – a
qualified nurse. She

tells Mark that she has
had cystitis in the past and

has researched the condition online using NHS
Choices. In the past she had been treated with
an antibiotic, and this had worked well.

Mark discusses her case with other health
professionals and, after looking at her
integrated case record and medical history, it is
agreed that she should be prescribed the same
antibiotic. A prescription is sent electronically
to her nominated pharmacy. This whole process
takes just five minutes. She picks up the
antibiotics that day and, within just three days,
she feels much better.

Episodic Care 
Episodic Care refers to care that is not ongoing or long-term – it has a start
and end point.

We want to help generally fit and healthy people stay that way. We also
want to make sure that when people do need help, whether in an
emergency or planned care to help with a one-off problem, that people
can access high-quality care in a timely way.

Local clinicians and frontline staff have come together to review the
experiences of the people of Cheshire West and share ideas to start to
design what care should look and feel like.

Three “care pathways” have been identified, which outline how people
will access and experience different types of care.

•    People will access the right service, in the right place more quickly
•    People will have a better experience of care and support
•    People will be able to access better information online via approved websites 
•    People will avoid going to hospital or being readmitted if they don’t need to 
•    People will avoid staying in hospital too long

The benefits of our new approach to episodic care are:
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Episodic Care

Elaine’s story
Elaine is 72 years old and lives with her
husband. They are both well and enjoy
walking. However, in the last year,
Elaine’s right hip has become
quite painful after walking and
she and her husband are
unable to go out as often as
they used to.

Elaine’s hip is now causing
pain most nights and
disturbing her sleep. As she
is now walking less she has
also put on a bit of weight
and sees less of her friends.

Elaine calls her local health
centre to book an appointment
to see a physiotherapist later that
week. The physio is able to show
Elaine some exercises, but her hip is
still too painful for her to go out walking
with her husband. The physio arranges an x-
ray of her hips and it shows quite advanced
arthritis.

Elaine is given some information about a hip replacement and sees a specialist who
answers her questions and helps her decide if an operation is the right choice for her. She
also starts an exercise class designed for people preparing for an operation.

Unfortunately, that winter, Elaine slips on a patch of ice and lands on her hip. She is taken to
hospital by ambulance and has an x-ray in the emergency department. This confirms she
has broken her hip. She is seen by a specialist who talks her through a hip replacement
operation.

Elaine has the operation at the local hospital. Before going home she meets her case
manager who arranges to call her a week later. Elaine’s case manager arranges for a nurse to
remove her stitches and arranges for Elaine to go back to the exercise class to help
strengthen her walking. The case manager also ensures intensive short-term support is in
place to help prevent re-admission to hospital.

Elaine is soon back walking with her husband and is pain free.
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Peter’s story
Peter, 55, used to be a heavy smoker but has
recently cut back. He notices that he is
suffering from shortness of breath –
especially after he’s been on a brisk walk
around the park. He also coughs quite a lot,
especially in the morning, and his
breathing is generally more difficult. Peter
thinks he has a chest infection which he
just can’t shift.

Peter decides to ring NHS 111 to seek
advice as his cough won’t clear. A nurse
provides advice and arranges for him to see a
GP the next day via an electronic booking
system. The GP examines him and reassures him
that he doesn’t need antibiotics.

He is given a spirometry test by a healthcare assistant.
Later that week an x-ray is also taken of his lungs at a mobile unit near his
home. Peter is diagnosed as having COPD and is given an inhaler.

His case manager, who is now overseeing his care, arranges for him to access smoking cessation
support and an exercise class at his local community centre tailored for people with lung
problems.

Peter gives up smoking and loses weight. Although his condition is not cured he feels fitter than
he has for years and rarely needs to use his inhaler.

Peter also uses an app that allows him to record his symptoms and to record when he uses his
inhaler. It alerts both him and his case manager if his chest is getting worse. Peter has a course of
medication which he can take if he develops a bad chest and the app prompts him when to start
and alerts his case manager automatically so a check-up can be booked with a clinician.

•    People will be diagnosed and treated more quickly
•    People will be empowered to better understand and manage their condition/s
•    People will have an individual care plan focused on their needs
•    People will be helped to access care and support in their local community

The benefits of our new approach to care for
people with long-term conditions care:

Long-term conditions
Many of us live with long-term health conditions and regularly use health
and care services. This can include conditions such as diabetes, COPD,
heart conditions or arthritis (to name a few). We want to help more people
to confidently manage their own condition at home.



Thomas’s story
Thomas lives alone following the death of his
wife a few years ago. He normally manages
around the house but gets his food
delivered and has a cleaning lady once
a week.

Thomas has diabetes, kidney
disease and has started to become
more forgetful. His cleaner worries
because he seems to be getting
thinner and is not moving as well
when she visits. The cleaner takes
Thomas to see his GP who
arranges some blood tests and
introduces him to a community
nurse, Jackie, who is going to be
Thomas’ care co-ordinator.

The GP and Jackie discuss Thomas’ case
at their weekly team meeting. The blood
tests show that his kidneys and diabetes are
getting worse and they are worried about how
well Thomas is managing at home.

Jackie goes out to see Thomas at home with one of her Occupational Therapy colleagues.
They find that Thomas has been sleeping downstairs and snacking on biscuits because he
struggles with cooking. Thomas is a bit forgetful but recognises Jackie and is pleased to see
her.

Jackie speaks to a social worker in her team who arranges for carers to visit three times a
day. The Occupational Therapist arranges for a stair lift and rails to be fitted to help Thomas
move around the house more easily. They also arrange for Thomas to join a group at his local
church hall that includes gentle exercise classes and cooking advice.

Over the next three months Jackie keeps in touch with Thomas and checks his bloods again. His
diabetes is better now that he is eating properly. Thomas feels better and is a bit less forgetful.
He enjoys visiting the local group and some of the friends he makes there occasionally visit him
at his home. As his condition improves, carers no longer need to visit as often and Thomas still
has Jackie’s contact details should he have any problems with his health.
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Frail and older people
There are many people in our communities who have complex care needs
and require more intensive care and support. This is often frail elderly
people who need a variety of support to keep them safe.  This may
include people who have difficulty moving around and may be at risk of
falls. Because of their lack of mobility, people can also feel isolated and
may become depressed.
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Jim’s story
Jim, 83, lives with his wife Sally. They have been married for 56
years. They have no children but have a niece who lives in
Scotland. Jim suffers from memory loss but has not received a
diagnosis. Sally has bowel cancer and is currently undergoing
treatment. She tells her GP about Jim’s memory loss, but they
agree it’s probably just due to “old age”.

Physically, Jim is able to carry out his normal daily duties – but
Sally has to remind him to do so. Unfortunately, Sally’s
condition takes a turn for the worse and she is admitted to
hospital. Jim takes a taxi to visit her in hospital, but Sally has
moved wards. Jim tries to find the new ward, but gets upset as
he can’t.

Due to his confusion, he becomes increasingly agitated. Staff are concerned for his welfare and take
him to A&E. Blood tests show he is dehydrated and has a water infection so he too is admitted to
hospital.

Jim is on a different ward from Sally. As he is not able to visit her, he tries to leave the ward. As he
appears to be refusing care and treatment he is seen by an on-call psychiatrist and social worker and is
detained under the mental health act and transferred to a psychiatric inpatient unit.

With integrated care, Jim’s local GP is able to speak to the community mental health nurse from the
local neighbourhood team to ask about Jim’s memory problems. The community mental health nurse
sees Jim and Sally at home to undertake a memory assessment. The needs of both Sally and Jim are
then discussed at an team meeting.

A mental health nurse asks a consultant psychiatrist to visit so that Jim can be started on memory
medication and ensures Sally has support from the Alzheimer’s Society. The mental health team work
with the GP and social services, when Sally is admitted to hospital, a package of care is put in place at
home to support Jim with his medication and meals

A volunteer driver takes Jim to visit Sally. The volunteer goes into the hospital with Jim to make sure he
can find the correct ward to see his wife.

Frail and older people

•    People will have greater access to community support provided by integrated care teams
•    People’s health and social care needs will be managed in the community
•    People will be able to access courses and support groups that improve their health and reduce

the impact of loneliness and social isolation 
•    People identified as being at risk of falls will be directed to a falls coordinator who will provide

advice and support to help prevent falls
•    People who are approaching the end of their life will be supported to choose where they

would like to die

The benefits of our new approach to care for
frail and older people are:



Now that we have outlined our vision for integrated care in Cheshire West we need
to engage and consult with local people and our stakeholders. 

Local people are key to successfully transforming services for the future – their
knowledge, experience and expertise are crucial in shaping the changes and we are
committed to listening to and learning from residents of Cheshire West as we shape
our plans further.

Healthwatch England, the national consumer champion for health and care services,
has set out five steps to ensure people have their say in efforts to join up health and
social care. These are the principles that will guide our work; 

1.   Set out the case for change so people understand the current situation
and why things may need to be done differently. 

2.   Involve people from the start in coming up with potential solutions. 

3.   Understand who in our community will be affected by our proposals and
find out what they think. 

4.   Give people enough time to consider our plans and provide feedback. 

5.   Explain how we use people’s feedback, the difference it makes to our
plans and how the impact of the changes will be monitored.

For more information about our work to join up care in Cheshire West please
email: cheshirewest.icp@nhs.net

Next steps
We all share an interest in ensuring the sustainable delivery of health and
care in Cheshire West. In order to better meet the challenge of rising
demand for our services we need to organise ourselves differently.

Accessing Cheshire West and Chester Council information and services.

Council information is also available in Audio, Braille, Large Print or other formats.
If you would like a copy in a different format, in another language or require a BSL interpreter,
please email us at: equalities@cheshirewestandchester.gov.uk

Telephone: 0300 123 8 123   Textphone: 18001 01606 275757
Email: equalities@cheshirewestandchester.gov.uk
Web: www.cheshirewestandchester.gov.uk


