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4. Community Based Care — strategy and governance

Local Care Networks are described as the delivery model within our Strategy:

Community Based Care delivered by Local Care Networks is the foundation of the whole system model that has been developed for south east London.
This diagram provides an overview of the whole system model, incorporating initiatives from all 6 Clinical Leadership Groups

This is our integrated system model.

* Local Care Networks are the foundation of the whole
system model providing person centred services to
populations
The petals are the pathways providing services to
cohorts of people and drawing on specialised services
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*  Mental health is embedded throughout the
whole system model It is considered within
Local Care Networks and each of the petals
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NHS

All Local areas have adopted the target model and developed plans with milestones for delivery
that also encompass the London Primary Care Standards

‘The Core’ (as a minimum all

LCNs should encompass)

e Leadership team

e All general practices working
at scale (federated with
integrated IT system (s) and
leadership)

All community pharmacy
Voluntary and community
sector

Community nursing for adults

Serving geographically coherent
populations between 50,000 —
150,000

{_Southwark
e

Greenwich

Community Mental Health
Teams

Community therapy
Community based diagnostics
Patient and carer engagement
groups

Bromley

L)

Working with...

Strong and confident 1.
communities )
Accessible HOT clinics and acute 2.
oncology (urgent and emergency

and cancer care) &
Specialist opinion (not face to

face) and clear specialist service 4.
pathways

Pathways to MDTs

Integrated 111, LAS and OOH 5

system (interface with UCCs co-

located with ED model) 6.

Housing, education and other
council services

Community based midwifery 7
teams
Private and voluntary sector e.g. 8.

care homes and domiciliary care

Cancer services o8

Children’s integrated communl_
team and short stay units

Rapid response services
Carers
And there will be others..

High Impact Schemes

Supporting people to manage their
own health

Prevention — Obesity, Alcohol and
Smoking

Improved Core general practice
access plus 8-8, 365

Enhanced call and recall — improves
screening and early identification and
management of LTCs

Reduction in gap between recorded
and expected prevalence in LTC
Supporting vulnerable people in the
community including those in care
homes and domiciliary care
Reduction in variation (level up)
primary care management of LTCs
Reablement — Admissions avoidance
and effective discharge

MDT configuration — main LTC groups
(incl. MH) and Frail elderly

0. End of Life Care
11. Medicines Management
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Local models of care are being developed based on people’s experience of current
services and what matters most to them
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Keeping healthy, preventing iliness
and managing my condition
Proactive care “There should be

mMore proactive care 1o Stop graater needs arising

down the ine. This doesn't need to be provided

bvahyw -paid professional, thay coukd be a
volunteer,”

ma to access care on "l
e
don't trust my GP as | know they will judge me.”

Care planning “When | became &1 ht it
woukd be gone within weeks or months, |

Kioa it would be years. \We nover made 8 plan for
my reduced mobiity. 'vo péad on the weight and
50 I'm now ot risk of diabetes as wel.”

Support to adjust to a long term condition or

serious iliness | falt unprepared for the Impact
it would have on my Me, financially, emotionally.
with my refationships, my job... | would have iked

advice on benefits, and to be tokd what to expect.”

Self-management support “I'd hive
Bed resourcas and 10085 tO help me remain
ndaperdem but | had to find everything by

\
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Acﬁvuthgupportfmm family,
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Support and voluntary services
to come together “Eringing together communty
sarvices woukd help echance ther impact.”

Provide better links to activities in the
community I would e to know what is avalable,
mragqmpstoremw*'lmdmmdtm
servmsmnd “Thare should be a sngie paint of
B008ss for community” activities.”

Create opportunities for people to support
others “I'd lke to give something back. | don't
want 10 join a support group, but I'd like tobe a
sort of mentor to someone going through the
same thing | dd.”

FEATURES These are features of the proposed model of care
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Receiving great quality whole person
care close to home

Increase access to alternative therapies |
would ke more access 10 alternative tharapies, as
they take a whole person appeoach.”

Increase training for GPs for end of life care
and long term conditions “\y GF ad not
urderstand my condition or what | was going
theough.”

really value droct aC0ass 10 specialsts and a quick
diagnosis in the community.” | would prefer to
be treated i my own onvironment as much as
possible”

Enhanced role of gg\olo
my local pharmacy. !'Byhavebeeonn

same famiy for three generations and have great
knowledge. | can find evecything | need thera,”
*Pharmacies could piay a bigger role such as
heiping with medications managament.”

Improvedt sccent
10 Gagrostics

@ e
@ Jom -ma-.

»3* porererin vy
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Easy transitions in and out of
hospital

Better transition across health services
“There shoukd be better communication batween
professionals across the system. Ths coukd be
through shared health information passports, of
mproved technology systems.”

Direct contact to a trusted expert *| could
Just emad the team and they'd get back to me
within the same day.They know me and give good
advice. | know they are always thene for me, | 'wil
never come off ther books.”
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Local systems have been developing local care models in line with our community based
care model for South east London

ﬂ Longer opening hours in the community - Enhancing our primary care offer:

> With effect from Quarter Three 2017/18, South East London will be Coverage of extended access to primary care in evenings (8-8) and weekends
making 260,000 additional primary care appointments per annum available L00% - s s

through Access Hubs 0% | ._./o—/

» Areview of the evidence of the enhanced primary care offer across Southwark % |
and Lambeth suggests that the increase of 10,500 primary care appointments 40% -
could be related to a reduction of 3,500-4,500 attendances at urgent care 20% 1

0% T T T T T T T T T T T 1
Apr-17 - May-17  Junl7  Juk17  Augl7  Sepl7  Oct17  Nov-17 Decl7 Jan-18  Feb-18  Mar-18

» 100 % Coverage of extended access to primary care across SEL

=#=S5outh East London STP = South East London STP Trajectory

ﬁ Support self management & improving access - Digital technology:
»  Piloting NHS First (Bexley) to build a seamless patient-facing digital experience to access the NHS

»  Supporting Virtual collaboration CCGs have provided a video-conferencing infrastructure to support virtual consultations, communications,
remote access and virtual training

»  Supporting the uptake of patient online

0 Social prescribing - Supporting patients to manage their own health;

» Developing offers to wider support and signposting (social prescribing) For example, working with Age UK to provide the successful Safe
and Independent Living (SAIL) service. This service aims to support older people to maintain their independence, safety and wellbeing by
providing a quick and simple way to access a wide range of local services



Wur Healthier m

South East London

Sustainability and Transformation Partnership

Local systems have been developing local care models in line with our community based
care model for South east London

'El Improved access to diagnostics -Supporting the management of Long Term conditions (LTC):

» Early Diagnosis programme in Greenwich to increase LTC early detection rates in the primary care setting, in order to prevent or
delay the onset of acute illness and improve health outcomes

» Theincrease in recorded prevalence from these early diagnoses has further enabled improvement in the management of
conditions. Of the cohort of Diabetes patients who had a HbAlc > 75, for example, 35% now have an HbClc under 75. This is
expected to lessen co-morbidity in this population in the future

oo 21 Joint working & specialist input in the community - Supporting re-ablement:

» Southwark has taken forward work with Guy’s and St Thomas’ Hospital to design and deliver a new provider alliance model
@ bringing together the urgent response and short term treatment, rehabilitation and re-ablement functions to create a single health
and social care service. This service went live on 1st April.

Joint working & specialist input in the community - End of Life care:

J-F-i
'I'I-|-l‘l » We have Increased home based care, including accelerated discharge, support for frail elderly and developed MDT approaches
@ across SEL to support enhance and support care in care homes

» We are improving the co-ordination and delivery of care for people with progressive and advanced illness or frailty. Bromley Care
Coordination (BCC) service has bought together services around the patient to deliver improved quality of care and reduced
unnecessary admission to hospital.



Example: Bromley’s local transformation work PROACTIVE CARE: THE PATHWAY

"Bl INTEGRATED
Bl CARE PLAN

An initial HOLISTIC A AMULTI-DISCIPLINARY The NOMINATED GP

ASSESSMENT (Guided An INTEGRATED CARE TEAM carries out an initial CHAIR will Chair the MDT
conversation) is carried out AND SUPPORT PLAN will review of the person, updates meetings to ensure all the
with the patient by the most be developed by the and ratifies the INTEGRATED patient's needs are

relevant person, who will Community Matron with the CARE PLAN, and assigns a considered and actioned,

usually be the Community patient, supported by the CLINICAL LEAD based on _ensuring that the_ best

Matron CARE NAVIGATOR role the agreed PRIMARY NEED interests of the patient are

(when required) of each person considered and prioritised
INITIAL ASSESSMENT INTEGRATED CARE INITIAL MDT MEETING CLINICAL GOVERNANCE

PLAN N
The MDT LIAISON / CARE The updated INTEGRATED )

N1, A NAVIGATOR arrange MDT CARE AND SUPPORT PLAN The CLINICAL LEAD is the

When required an reviews at the intervals set out is shared with the patient by first point of contact for the
HOLISTIC ASSESSMENT in the INTEGRATED CARE the most relevant person and patient for their PRIMARY

(guided conversation) is AND SUPPORT PLAN to the care plan is implemented, NEED, supported by the MDT

carried out to re-assess the review the care plan progress overseen by the CLINICAL LIAISON COORDINATOR
needs of the person, and and make changes to the LEAD and coordinated by the who will be the main point of
where appropriate reduce patient's care as required CARE NAVIGATOR with contact for all other needs
the intensity of support they (70% of patients will require support from the MDT (including self-management
need discussion at a 2nd MDT) LIAISON COORDINATOR support)
RE-ASSESSMENT REGULAR REVIEW PATIENT INVOLVEMENT POINT OF CONTACT
2 NHS

Bromley

Clinical Commissioning Group

Proactive Care Pathway v5: Updated 26 September 2016 (aligned to Provider Mobilisation Pathway signed off by ICN Board on 25 July 2016)



CASE STUDIES AND FEEDBACK

maintain provisions e.g. buy non-perishable items by the
| Care Navigator (Age UK). Contact was made with a food
| bank to provide assistance, EDF energy to place credit

on his meter and credit was added to his Oyster card to

enable him to travel to planned medical appointments.

I
I
| In the six weeks before the MDT intervention, SG had
| called 111 on 16 occasions, visiting A&E 4 times.

I

I

F—————— e e e —_—_—— e ———
|“PB” was seen by the Community Matron and St Feedback from the patient’s carer: |

Christopher’s in a joint visit. Age UK also visited to
| discuss benefits and services such as befriending. She
| also saw the Consultant Gerontologist in clinic directly
| arranged through the MDT.

Reviews were performed by District Nursing who
Iarranged for the podiatry service to visit and joint

management with the falls service. Assessments were
| made for aids around the home and a physiotherapist
| visited to review mobility.

I
care, is non-compliant with medication and refused to |

| | attend a memory clinic. With help from the Care |

| Navigator and Oxleas, she accepted a memory

assessment and power of attorney with next of kin. A |
social care package and review from Medicine |
Optimisation Service was also put in place. |
I

I

I

Medicine compliance is now greatly improved resulting in
a reduction in calls to primary care. Measures are now in
| place to prevent secondary care admission.

“I can't thank you enough for everything you have done |
for my family. It was such a relief for me personally to be |
able to hand over the management of mum's various |
problems to someone knowledgeable and competent,

instead of travelling through unfamiliar territory on my

own when much was at stake for us. With kind regards |
and gratitude.”

Bromley

Clinical Commissioning Group
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An updated governance structure has been agreed to support the leadership and

oversight of the community based care strategy.

STP Clinical Programme Board

Oversight priorities: Membership & Approach:
* Local delivery on high impact areas and New Core executive meets monthly - increase

mc;_dels of;:_are delivderv - clinical leadership with a focus on GP,
Ll e e (e e community pharmacy nursing & expand to

* Developmentofhigh impact schemes for PHD and wider public health teams, HLP &
FUEUETEED | CBC Executive Board HIN.
Delivery priorities: Proposed CBC Summits Frq (TBD) —wide

* Improved call/recall (ie.cancer, diabetes, flu)

+ Asset mapping(social prescribingmodels)

« Strategic approachto development of
integrated care systems/ organisations.

Prevention Programme
————————— Programme Steering Group - Primary Care Exec Board
|

A |

membership with patient and public
representationfocusing on CBC approach
across patient group support requirements
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p Making Every Contact Count(MECC) | :
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Prevention and Inequalities:
* Prevention (diabetes programme)
* Reduction in variation between recorded/expected prevalence

Delivery of GPFV & London PC standards
* Improved core GP
* Supporting local Federations and practice development

Updated governance structure for community based care: The clinical leadership groups for CBC will feed into the STP clinical programme board
supported by two key sub groups to increase the focus on SEL wide leadership on; prevention and tackling health inequalities; and the delivery of the GPFV
and London primary care standards as the focus for improved general practice at the core of local care network development and delivery



