
Sustainable 
Models of Care
The term models of care broadly describe the way healthcare is 
delivered. Most of the carbon footprint from primary care is from 
providing clinical care (see Figure 1). Sustainable clinical care aims 
to reduce emissions, while supporting patients to thrive within their 
communities through high-quality, person-centred, population-
based healthcare.

There are four components to sustainable clinical care:

1.  to strengthen disease prevention and health promotion

2.  to focus on person-centred care and patient empowerment 

3.  to deliver lean systems

4.  to consider low-carbon alternatives where appropriate 

Building sustainability into models of care, and evaluating the 
outcomes, is complex and will require collaboration across 
organisations, in partnership with communities, patients and service 
users.
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https://sustainablehealthcare.org.uk/what-we-do/sustainable-specialties


Achievements so far

• Prevention, early intervention, person centred care, reducing of 
unnecessary treatments and interventions, overdiagnosis, integrated 
care pathways, and social prescribing, are already well established 
within primary care in SEL (see examples in case-studies 1 and 3).

• In addition, innovative place-based approaches that are co-designed 
with communities that blends clinical and social factors to address 
health inequalities are being adopted. In North Lewisham PCN these 
combine clinical practice and community development – along 
with community advocacy, campaigning and multi-disciplinary 
collaboration. These aim to identify patients at increased risk of 
particular conditions, predict the timing and location for interventions, 
and allow residents the ability to design and tailor health services 
available within their community with approaches that blend clinical 
and social factors in addressing health inequalities and inequities and 
create health within communities (see case-study 2).
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Commitment

• We will optimise existing sustainable models of care and introduce 
new models of care that are sustainable, in addition to reducing 
carbon emissions through a place-based approach
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• For SEL ICS, supporting PCNs to explore innovative models of care 
that aim to tackle neighbourhood health inequalities and create health 
within communities

Aims Actions

To support 
prevention of 
ill-health and 
promotion of 
wellbeing across 
SEL 

Embed prevention at key points in patients’ contact with healthcare. 
For instance, by utilising Make Every Contact Count (MECC) , 
signing up for physical activity clinical champion training http://
physicalactivity@phe.gov.uk/, or by optimising pathways from clinical 
care to interventions that improve wellbeing within communities (see 
Case-study 2)

Review existing good practice in remote monitoring and early 
detection (see Digital Transformation) and explore expanding this, 
with a focus on patients identified as having the greatest priority. 
Virtual Care - South East London CCG (selondonccg.nhs.uk)

To deliver 
compassionate 
whole-person 
care for people 
with frailty, people 
at end of life, and 
people with a life-
limiting condition 

To undertake Anticipatory Care Planning for people with moderate 
and severe frailty or a life-limiting condition to reduce unwanted 
and unnecessary care. Explore current models of care for this in 
SEL, including the role of complex care GPs and a multidisciplinary 
approach. 

To develop joined-
up services across 
health and the 
voluntary and 
social enterprise 
(VCSE) sector 

Collaborate with communities and the VCSE sector in SEL when 
embedding sustainability into models of care, with the aim of 
addressing inequalities. Listening and taking into account of the 
insights, knowledge, and experience of the VCSE organisations in SEL 
ICS through collaborative engagement and involvement in any future 
summits. 

Overall aims and actions for the next 3 years: Sustainable Models of Care

Priorities for Year 1
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https://www.makingeverycontactcount.co.uk/
https://selondonccg.nhs.uk/virtual-care/


Overall aims and actions for the next 3 years: Sustainable Models of Care
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Aims Actions

To improve 
outcomes in 
population health 
and healthcare

For PCNs to take a population health approach when developing 
sustainable models of care to ensure those models incorporate and 
address the wider determinants of health. This approach should 
focus creating health within communities  to tackle neighbourhood 
health inequalities (see Case-study 2, Appendix 2, and Health 
Inequalities for more information).

Engage with the relevant directorates and departments (e.g., public 
health, social care, housing, urban planning, environmental health, 
trading standards, licensing) within SEL’s local authorities when 
incorporating and addressing the wider determinants of health into 
sustainable models of care.

Work with the Business Intelligence Team to extract, analyse, 
and interpret data regarding potentially unnecessary and futile 
interventions to assess whether there is variation across SEL ICS.

Case-study 1
The Physical Activity 
Referrals project 

This project was conducted in 2020–21 by Sport London, with nine referral 
programmes across London, including three of Lewisham’s Social Prescribing 
Providers. It looked at key issues that supported an individual’s smooth and 
effective referral process into physical activity and other non-medication 
interventions. Within this, it explored how local referral agencies can use 
Open Data to make it easier for their service users and link workers, or other 
health and social care professionals or volunteers, to find a local physical 
activity or sport session that is right for them. Get Active is the Open Data 
powered activity finder developed through this project. It gathers feeds from 
activity providers who have made their activity opportunities Open Data 
compliant. As part of the project, 11 areas of unmet need were identified, and 
further work has been proposed to develop pathways further.
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https://www.england.nhs.uk/publication/tackling-neighbourhood-health-inequalities/
https://www.england.nhs.uk/publication/tackling-neighbourhood-health-inequalities/
https://londonsport.org/our-work/physical-activity-referrals/
https://londonsport.org/our-work/physical-activity-referrals/
https://getactive.io/
https://theodi.org/article/what-is-open-data/
http://londonsport.org/wp-content/uploads/2021/07/Unmet-needs-London-Sport.pdf
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North Lewisham (NL) PCN has started a process of 
transformation in how it works with both individuals and 
communities, to enable its residents to thrive and become 
part of a healthier society.

The work of NLPCN is co-designed with the community 
and eliminates hierarchies between professionalised 
services and the community they work with. A strategic 
vision has been co-designed and adopted to guide its work 
on health inequalities (both inside and outside the surgery), 
address the social determinants of health, and improve 
health outcomes. The PCN has pledged to work with the 
community and other partners (such as local authorities, 
housing and VCSE) to advocate for systems-wide change, 
and to produce a shift to place-based approaches that 
blend clinical and social factors in addressing health 
inequalities and inequities.

The NLPCN is developing new approaches that combine 
clinical practice and community development to identify 
patients at increased risk of particular conditions, predict 
the timing and location for interventions, and allowing 
residents the ability to design and tailor health services 
available within their community. This is allowing innovative 
approaches of community led outreach health promotion 
activities, piloted through the PCNs work in providing 
outreach COVID vaccine clinics. 

Public Health Lewisham with the CCG/ICB are looking to 
expand the NLPCN model and community-based approach 
with health equity fellows and community connectors due 
to be trained and appointed in each PCN in Lewisham, 
connected by a community of practice.
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Lewisham’s social 
prescribing service

Matthew is a 50-year-old with a learning disability. Lewisham 
Speaking Up (LSUP) referred Matthew to Community 
Connections Lewisham (CCL) to give him support with 
accessing the Internet and to improve Matthew’s overall 
wellbeing. A Community Facilitator telephoned Matthew, who 
described his extreme social isolation due to a COVID-19-
related shortage of work. Matthew is also dealing with a recent 
bereavement. Matthew would like to meet new people and 
increase his social involvement, but he suffers from allergic 
rhinitis, leg pain, and anxiety which often hinders him from 
going out.

CCL provided Matthew with a refurbished smart phone and 12 
months of free top-up through the Community Calling scheme 
and introduced him to virtual aid sessions on how to use the 
device. Matthew was also referred for a telephone befriender, 
to Lewisham Bereavement Counselling, peer support groups, 
and to the Samaritans for urgent counselling. Matthew has also 
joined Lewisham’s Healthy Walks, which he really enjoys. 

Matthew is now confident enough to resume working as 
a volunteer in a local charity. He is keen to explore paid 
employment opportunities and has been referred to Toucan 
employment support. Lewisham Speaking Up fed back to 
CCL, “I’m glad you were able to give him all this other help: he 
sounded much more upbeat!”
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