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PART A - OPEN BUSINESS

1. APOLOGIES

2. NOTIFICATION OF ANY ITEMS OF BUSINESS WHICH THE CHAIR
DEEMS URGENT

In special circumstances, an item of business may be added to an agenda
within five clear working days of the meeting.

3. DISCLOSURE OF INTERESTS AND DISPENSATIONS

Members to declare any interests and dispensations in respect of any item
of business to be considered at this meeting.

4. MINUTES 1-10

To approve as a correct record the Minutes of the open section of the
meeting held on 4 September 2013.

5. MENTAL HEALTH STRATEGY - SOUTHWARK CLINICAL 11-26
COMMISSIONING GROUP

The SCCG Mental Health strategy was requested at the last meeting with
specific reference to the ongoing review into ‘Access to Health Services in
Southwark’ and the reported increase in the number of people with Mental
Health issues going to A & E and the accessibility of primary care & other
relevant services.
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in Southwark’.
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the next steps for the review.
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e How easy is it for patients to access GP surgeries?

o What are the waiting times for appointments?

e How easy is it for new patents to register with a GP surgery?

¢ What could be better done by the Health and Adult Social Care

system to reduce service pressures and better direct people to the
right services?
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MINUTES of the OPEN section of the Health, Adult Social Care, Communities and

Citizenship Scrutiny Sub-Committee held on Wednesday 4 September 2013 at 7.00
pm at Ground Floor Meeting Room G02B - 160 Tooley Street, London SE1 2QH

PRESENT: Councillor Rebecca Lury (Chair)
Councillor David Noakes
Councillor Denise Capstick
Councillor Neil Coyle
Councillor Dan Garfield
Councillor Eliza Mann

OTHER MEMBERS

PRESENT:

OFFICER & Mr Michael Marrinan - Executive Medical Director , King’s
PARTNER College Hospital (KCH)

SUPPORT: Ms Briony Sloper - Deputy Divisional Manager for Trauma and

Emergency Medicine, KCH

Dr Patrick Holden - Urgent Care clinical lead , Southwark
Clinical Commissioning Group SCCG

Andrew Bland - Chief Officer, SCCG

Hayley Sloan, 111 lead, SCCG

Dr Katherine Henderson - Clinical Lead, Guy's & St Thomas'
NHS Foundation Trust (GST)

James Hill - Head of Nursing for the Emergency Dept, GST
Angela Dawe - Director of Community Services, GST

Dr Sarah K Corlett - Consultant in Public Health Medicine;
Lambeth & Southwark Public Health Team

Julie Timbrell - Scrutiny Project manager

1. APOLOGIES

1.1 Apologies for absence were received from Councillors Davies, Situ and Mitchell.
Councillor Garfield and Mann attended as substitutes. Councillor Capstick gave
apologies for lateness.
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NOTIFICATION OF ANY ITEMS OF BUSINESS WHICH THE CHAIR DEEMS URGENT

2.1

There were none.

DISCLOSURE OF INTERESTS AND DISPENSATIONS

3.1 Councillor Capstick declared an interest as an employee of a 111 service provider -
Harmony (this was done under item 7).

MINUTES

41 The chair drew the committee’s attention to a note about the minutes of 15 July,

item 6, on Healthwatch, received from Barry Silverman, Former Chair/Joint Chair of
LINk Southwark. The scrutiny project manager, Julie Timbrell, read out the
contents of his note:

“This minute is potentially misleading:

4.2

The inherited membership of LINk Southwark was disbanded as soon as LHW
came into being — former members were invited to become supporters and, subject
to interview, could become volunteers

Neither supporters nor volunteers participate in any process of democratic
management relevant to the activities of LHW

All of the interim Board have been appointed and/or selected by CAS Management

No constitution for LHW has yet been published that provides for a democratic
membership that could support a Membership Drive; it is not a Membership
Organisation

The specialist membership that led and operated Work Streams, such as
Maternity/Early years which were a feature of the LINK. These have all been
disbanded and the Members who freely contributed their skills and time dispersed
on disbandment. “

The project manager then relayed that she had contacted Healthwatch for
comment on Barry Silverman’s note. Healthwatch agreed that there might have
been a slight confusion with the terminology, but were unsure if the term
‘Membership’ was used or not in the meeting. Healthwatch clarified that
Healthwatch does not have Members, but Supporters. These are interested
individuals who receive the latest E-News and are asked for feedback on issues.
Healthwatch said the ‘Membership drive’, referred to in the minutes, is probably
referring to recruiting Supporters and Volunteers. The governance of Healthwatch
is an interim arrangement until a governance recommendation is made. The
Interim Board are a range of partners who contributed to the Healthwatch bid
contract and will also contribute to Healthwatch’s strategic development. There has
been a pause in ‘Supporters’ being actively involved in Healthwatch activities,
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whilst Healthwatch set up a strong infrastructure to enable Healthwatch to carry out
its functions and activities. Healthwatch are now actively recruiting for ‘Volunteers’
to assist in roles such as Representation, Communication Engagement, and
Intelligence analysing.

RESOLVED

Barry Silverman’s comments will be noted, along with Healthwatch’s response. The
minutes of the meeting held on 15 July were agreed as an accurate record.

5. ACQUISITION OF PRINCESS ROYAL UNIVERSITY HOSPITAL BY KING'S COLLEGE
HOSPITAL NHS FOUNDATION TRUST

5.1 The chair invited Mr Michael Marrinan, Executive Medical Director, and King’s
College Hospital (KCH) to present. He explained that the paper was pitched at a
high level and subject to final agreement; KCH are expecting a dissolution notice
this week. KCH are now jointly managing the Princess Royal University Hospital
with the office of the Trust Special Administrator and do not become officially
accountable until 2 October - if all goes to plan.

5.2 He explained that King’s College Hospital at Denmark Hill needs to decompress,
particularly to relieve pressure of space in Accident and Emergency. There are
three specific services that are planned to move out of the KCH Demark Hill
hospital: Orthopedic elective surgery, Gynecology elective surgery and Bariatric
surgery. The Orthopedic Centre will be a major elective centre located in
Orpington Hospital and will serve a large local population who are elderly. It is
hoped that KCH will also be able to entice Southwark patients, and crucial to this is
the provision of transport. This will probably be provided in black cabs. Additional
provision of transport for family visits is being discussed. The Executive Director
explained that the elective surgery centre is not for accidental injuries such as
fractures or serious injuries, nor is it for people with co-morbidities who require
more intensive facilities.

5.3 A member asked what Bariatric surgery is and the Executive Director explained
that this term describes a number of surgical treatments for obesity, such as
bands. The member also asked how many beds would be freed up and the
Medical Director said this would be about a 1/17th of the present capacity of KCH
at Denmark Hill.

5.4 The Executive Director was asked how people will be ‘encouraged’ to use the
elective centre and what would happen if a patient did not want to go. He explained
that complex, high intensity work will stay at Denmark Hill so people can opt for this
but this will be less reliable.

55 A member asked about the cost of taxis and he responded that the service is
looking at around 200 trips a year for 70 % or more of the patients. He was asked
why hospital transport would not be used and he responded that taxis are often
better because they are roomier and can operate door to door, with no requirement
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to pick up lots of people. The Medical Director explained that the Trust would pick
up the bill and this would come out of the margin the hospital is paid. A member
asked if people without family could nominate neighbours or friends to visit and
the Medical Director explained that the Trust would take a pragmatic view , but at
the moment the Trust does don't offer transport.

5.6 Members asked who the KCH Trust would be reporting to on the acquisition and
management of the Princess Royal University Hospital and he explained that
bodies include Bromely Scrutiny, CQC and Monitor.

RESOLVED

The committee asked King’s College Hospital Foundation Trust to share the PRUH Full
Business Case and the Executive Medical Director agreed to take the request back to the

board.

ACCIDENT & EMERGENCY

6.1

6.2

6.3

6.4

The chair invited Dr Patrick Holden, Urgent Care clinical lead for Southwark
Clinical Commissioning Group (SCCG) and Andrew Bland, SCCG Chief Officer, to
present on the Lambeth & Southwark Urgent Care Network Board paper. Dr
Patrick Holden commented that nationally Accident and Emergency care has seen
performance deterioration, therefore the Department of Health required the SCCG
to produce a plan to improve.

He explained that there are two main reasons for the increase in pressures on A &
E - acuity is going up and Mental Health is going up, including in people not
previously known to services. The plan to improve the increase in ‘acuity’ includes
enhanced rapid response and home wards, which enable people be discharged.
Mental Health is being tackled through the community care plan. Andrew Bland
explained that further work is ongoing by the Urgent Care Network Board on
Mental Health and they have talked about escalations between providers and
provided the Department of Health with iterations of the plan.

The aim is to get plans up and running well before winter and agree the plan by 1%
September. The SCCG also expect that A & E will receive more money from
central government to deal with increased demand over the winter; however the
details are not clear yet. A member commented that he had heard that there will be
£500 million for the whole country. Andrew Bland responded that traditionally this is
received in the middle of winter, but where will it be targeted is the most pertinent
question. He added that the performance of King’s College Hospital at Denmark
Hill and Guy’s Hospital is very good - but this is partly a result of additional money.

A member commented that he suspected that the increase in patients experiencing
mental health issues was to do with the impact of welfare reform. Andrew Bland
emphasized that all partners are seeing a greater number of patients with mental
health problems and that the Urgent Care plan is about treatment, but prevention is
an important issue, and the SCCG have a longer strategy about mental health.
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6.5 Members asked about patient behaviour and how to best direct people to the most
appropriate services. Andrew Bland reported that the SCCG have been putting
information in surgeries, however they have discovered that information needs to
be targeted otherwise it has not been found to be useful. He reported that the
SCCG is working with Healthwatch on this.

6.6 The chair then invited hospital trust representatives to briefly present their papers
and take question on access to A & E and Urgent Care. Dr Katherine Henderson,
Clinical Lead, Guy’s & St Thomas’ (GST) ; James Hill, Head of Nursing for the
Emergency Dept, GST ; Angela Dawe, Director of Community Services, GST ; Ms
Briony Sloper Deputy Divisional Manager for Trauma and Emergency Medicine ,
Kings College Hospital (KCH) presented.

6.7 A member asked if Guy’s Urgent Care service had a performance indicator for
access and emergency staff from GST responded they had a four hour target
which they achieve easily. They reported that the Urgent Care centre is not
overwhelmed.

6.8 Members asked about the proportion of patients who attend an A & E department
who could have been treated at GPs, and commented that constituents have
reported that they find it difficult to access GP appointments. The emergency staff
reported that around 20% are more minor aliments that could be treated out of A &
E / Urgent Care, however they explained that it is hard to turn people away as this
is a difficult conversation to have with patients presenting at an emergency
department. The reasons for attending may be complex and to do with deprivation
or the level of medical concern. For example parents may well bring in young
children because they are worried and this is particularly true for people who need
more support — for example single parents whose first language is not English
.With the economic downturn some people , like cleaners, are justifiably worried
that if they lose a shift they will lose their job.

6.9 The KCH representative explained that King’s College Hospital at Denmark Hill has
seen an increase in acuity, particularly among older people, which means the
number of people being admitted into beds, has increased. People arriving at A &
E are sicker people, more likely to be admitted, who stay longer and are harder to
get home. She explained that has been an increase in attendance by ambulances.
The majority of attendances are from Lambeth and Southwark. She reported that
the King’s A & E was built for 900000 but is now seeing much more. A temporary
ward block has been added and another one is now being put in place, which is
relieving pressure.

6.10 Guy’s and St Thomas’ staff reported that up to 40 % of the patients who turn up at
A & E / Urgent Care are not from Lambeth or Southwark, and many are not from
London or the UK. Many people who arrive are from Europe and they often come
back because many are homeless.

6.11  Emergency staff reiterated that mental health is a key issue - and public health
education. Staff reported that it is not just sick people, but also people who have
higher social care needs and A & E departments are getting a surge of iller patients
later in the day - nobody knows way .Emergency staff emphasized that while there
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is an issue of people not accessing the right place to receive the most appropriate
care there is also the issue of people presenting too late.

6.12 Members asked what the driver is for poor mental health. Emergency staff
explained that the national increases in the breach of the 4 hour access target are
a symptom of a system under strain. Emergency departments become the default
when people can'’t access services they need in other places; A & E are trying to
manage this, but there is an issue about turning people away. It is not a simple as
saying ‘go away’ as there is a need for efficient signposting and also to ensure that
other services are very accessible. Sometimes it is better and easier to treat
someone. Staff reported that they have a 10'% increase in attendance but a 30 %
increase in the need for assessments, which is very significant. Staff reported that
people are getting very distressed and there is difficulty in moving people to the
right bed.

6.13 Emergency staff were asked what steps are being taken to keep older people out
of hospital. Dr Holden, CCG, responded that often the provision of good soft care
can keep people at home and that the use of ‘rapid response’ has been very good,
but the ‘home ward’ effectiveness has been more limited. The SCCG added that
they are launching a home and community care strategy which they think that will
make a difference.

6.14 Members asked how patients are dealt with at A & E who might not need an
emergency response. Staff explained that patients are met and then people may
get streamed to a GP and or an emergency nurse. Members asked about the
payment the hospital receive if they do not need emergency care and emergency
staff explained that hospital may get a paid the lower tariff - but none of the
emergency tariffs cover the actual cost.

6.15 Members commented that many local walk-in centers have a very low waits and
suggested that these were promoted more. There was a discussion about
terminology used and services available; for example someone could not go to the
Lister Centre for a fracture, but this would be available at Guy’s Urgent Care
centre. Members commented that there is confusion about where to access minor
and urgent care.

6.16 Andrew Bland cautioned that a disproportionate focus on minor presentations at A
& E would not be justified and emergency staff agreed, commenting that acuity and
the level of dependence are the main issues. A member commented on the
evidence that many of the attendances were from Europe and asked if anything
could be done to mitigate this; however emergency staff commented that the
central location meant this was inevitable. Emergency staff also added that in their
view prevention rather than restricting access at the door would be preferable.

6.17 Members referred to the report and noted that A & Es seem to particularly struggle
in February and July. Emergency staff agreed and said this was virus time and it
was also difficult in December, however August was usually slow, but this year
there has been no drop in acuity.
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RESOLVED
The SCCG will bring their Mental Health Strategy to the committee.

SCCG and Healthwatch will provide an update on their targeted campaigns to increase
signposting, access and engagement with the right health services.

7. 111 SERVICE

71 Dr Patrick Holden, CCG clinical lead for Urgent care; Hayley Sloan 111 lead and
Andrew Bland, Chief Officer, SCCG briefly presented on the 111 service plans.

7.2 Hayley Sloan explained that a Southwark resident accessing the national NHS 111
service would receive advice from a non clinician, who will redirect patients to
service end points. She explained that the provider NHS Direct has left the market
and commissioners are negotiating with new providers - often ambulance
providers. Members asked if there is a cost overlap because of the need to
commission duplicate services and she said that there was.

7.3 Members asked how the service was being reviewed for quality and she reported
that the service conducts surveys and there is an 80 % call back satisfaction rate.
She referred to the Healthwatch report and explained that the online form has been
modified following the feedback received. A member asked if all adverse incidents
were recorded and she assured the committee that they were.

7.4 Andrew Bland commented that the test of the 111service is if it will generate
demand, or if it will it help route people to the right service. He said he thought it
was too early to say. Hayley Sloan concurred and said that they are looking at a
winter campaign -but they don't want to put too much pressure on the service and
over direct people to 111. Andrew Bland reported that Lewisham have had a very
good urgent care campaign however they have also had a larger rise in emergency
attendance.

7.5 A member asked where calls are handled from and Hayley Sloan explained that
there is a call centre in Beckenham, with an overflow to a Milton Keynes call
centre.

RESOLVED

Provide the results of the call back survey on the service.
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REVIEW: ACCESS TO HEALTHCARE IN SOUTHWARK

8.1 The committee discussed revisions to the review’s Terms of Reference.
RESOLVED

The Terms of Reference for the ‘Access to Healthcare in Southwark’ review will be
updated to ensure they make clear that the review will be:

e Seeking to establish how easy it is for patients to access surgeries.
e Considering GP surgeries in neighbouring boroughs that Southwark resident’s use.

Once the review is completed the resulting report will be sent to relevant commissioners
outside of Southwark.

PSYCHOTIC DISORDERS IN ETHNIC MINORITY POPULATIONS IN LAMBETH &
SOUTHWARK

9.1 Dr Sarah Corlett, Consultant in Public Health Medicine, Lambeth & Southwark
Public Health Team, presented the paper circulated and then the chair invited
members to ask questions.

9.2 It was noted that Lambeth has better data than Southwark, and Sarah Corlett
responded that there is a plan for Southwark to collect similar data, in conjunction
with KCH, but this is dependant on the co-operation of GPs.

9.3 A member commented on the evidence that members of BME communities are
more likely to be subject to coercive treatment and said that that it would be useful
to see data on rates of incarceration and sectioning and Sarah Corlett responded
that it would be possible to supply this. She was then asked if there is any
comparative data on the quality of treatment for physical health that people with
mental health conditions receive. She responded that this could be more
challenging to provide, but it could be possible to get some useful data through
examining health check records, for example, but this would require scoping and
resourcing.

9.4 Members asked if there is an issue of people being late in seeking help and if this
impacts on type or success of treatment. She responded that Southwark has a
very good Oasis service which sees a higher proportion of BME community
members, partly because there is outreach to community and faith groups.

9.5  The evidence that BME communities at high densities have lower level of
psychosis was discussed and it was explained that this is at ‘super output’ level, so
at very local levels. It was noted that psychosis particularly affects immigrant
communities, whatever the ethnicity.

Health, Adult Social Care, Communities and Citizenship Scrutiny Sub-Committee - Wednesday 4

September 2013




10.

11.

12.

9.6 Members asked Sarah Corlett what recommendations she could make to prevent
psychosis and she suggested more work with parents whose children have
conduct or a behaviour disorder and noted that there is gap in provision for
adolescents, as problems have to be severe for CAMHS (Child and Adolescent
Mental Health Services) to accept a referral.

9.7 Members commented that earlier the committee had heard about the rising
presentation of people with Mental Health needs at A & Es, and this evidence
contradicts the reports assertion that people are receiving early help. Sarah Corlett
agreed that this needs more research and commented that this is sometimes tricky
as mental health can be a secondary symptom and will not necessarily be
recorded. A member added that it would be useful to know the origin of people and
how many are from Europe. A member indicated that he was keen to ensure that
services are accessible to all.

RESOLVED

Provide information on the number, and ethnicity, of people:

e Sectioned or held in secure accommodation.
e Presenting at A & E with mental health needs

REVIEW: PREVALENCE OF PSYCHOSIS AND ACCESS TO MENTAL HEALTH
SERVICES FOR THE BME COMMUNITY IN SOUTHWARK

10.1 The committee discussion revisions for the reviews Terms of Reference.

RESOLVED

The Terms of Reference will be amended to ensure they make clear that the review will be
looking at:

e The likely prevalence of Psychosis in the BME community in Southwark

e The accessibility and quality of community care

WORK-PLAN
11.1  The work-plan was agreed.

REPORTS FOR INFORMATION
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12.1  Correspondence with NHS Property Service was discussed.

RESOLVED

Ask Councillor Mitchell if he has any further quires following the response from NHS
Property Services to the chair’s recent letter.

Write back to NHS Property Service to seek more information on the formalisation of
occupancy arrangements "in the coming period” and to ask more about any additional
Business Cases and their timelines.
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1. Introduction

1.1

1.2

1.3

This paper provides an overview of the work being led by Southwark Clinical Commissioning
Group (the CCG) to produce a Joint Mental Health Strategy for Southwark.

The London Borough of Southwark (the Council) and the CCG recently commissioned a review
of the partnership arrangements in place for delivering mental health services in the borough.
The review made a number of recommendations to strengthen partnership working in the area
of mental health and endorsed the lead commissioner role of the CCG. The review
recommended the development of a new Mental Health Strategy for Southwark to set out
clearly the vision, outcomes and key actions to be taken across partners to deliver better mental
health for the population of Southwark.

The paper sets out the strategic background to the preparation of this Strategy, touches on the
process in place for delivering it and identifies some of its core components.

2. Strategic context

2.1

2.2

Significant reforms to the strategy and policy landscape for the public services have
strengthened a number of themes to set a clear strategic framework for mental health services
in Southwark. These include:

» Focus on increasing independence and moving people on from dependency through
personalisation, normalisation and reforms to welfare benefits

« Renewed emphasis on making local government, the NHS and other sectors work together
with greater impetus for integration

Increased significance of prevention and early intervention

 Importance attached to person-centred care, with attention given to co-designing services
and achieving outcomes in partnership with patients and users to give them more choice and
control

Prioritisation of responses to mental health to put it on a par with physical health

« Drive for efficiency and budget savings in the context of pressures on the public purse from
the economic climate and demographic growth

The current health and social care policy framework is still developing and is marked by
considerable continuity with previous policy, strategy and legislation in this area. The central
idea is to transform the health and social care systems from being based on crisis response

Chair: Dr Amr Zeineldine Chief Officer: Andrew Bland
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and dependency to promoting independence and wellbeing through an emphasis on prevention,
early intervention, outcomes based practice, care nearer home and personalisation.

2.3 No Health without Mental Health, the cross government mental health outcomes strategy for
people of all ages published in 2011, remains the key mental health policy document. As the
2011 national strategy states:

Mental health is everyone’s business]....]good mental health and resilience are fundamental to
our physical health, our relationships, our education, our training, our work and to achieving our
potential.

2.4 The strategy points out that there is both a personal cost and a wider economic burden to poor
mental health. Whilst the strategy uses national data the picture it paints is very relevant to
Southwark today.

2.4.1The personal costs include distress, isolation and low self-esteem which can reverberate on the
individual, their family and their community. Many mental health problems affect people when
they are young, disrupting their education and limiting their life chances.

2.4.20n a macro level, mental ill health is the largest single cause of disability in the country and
estimates have suggested that the cost of treating mental health problems could double over
the next 20 years from the current estimated cost of £105 billion per year. Mental health
problems increase the costs of education, criminal justice and homelessness and are one of the
most common reasons for incapacity benefits claims.

2.5 Many mental health problems start early in life. One in ten of all children aged between 5 and 16
years will have a mental health problem. Half of those with lifetime mental health problems first
experience symptoms by the age of 14. Mental health highlights wider inequalities too - our
most deprived communities have the poorest mental and physical health and wellbeing and
people with severe mental illnesses have a lower life expectancy than the general population.

2.6 Increasingly, at both national and local level, it is understood that improving the mental health
and wellbeing of the population is not the responsibility of one or two agencies but requires a
cross-sectoral response which seeks to address the causes of poor mental health, offer early
help and engage fully with those affected by mental iliness, their families and communities. The
increasing emphasis on the ability of those with mental health problems to be partners in their
own recovery is a marked shift from previous policy in this area.

3. Why do we need a strategy?
3.1 There are a number of drivers for developing a Southwark Mental Health Strategy.

3.1.1 First, whilst the current approach delivers high quality, specialist and often intensive services to
the minority in highest need, we know things aren’t working optimally in the way services are
currently configured. People with mental health problems often:

 have fewer qualifications

Chair: Dr Amr Zeineldine Chief Officer: Andrew Bland
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find it harder both to obtain and stay in work

» have lower incomes

- are more likely to be homeless or insecurely housed
are more likely to live in areas of high social deprivation
are more likely to have poor physical health

3.1.2Second, users of public services have expectations of personalisation and wish to move away
from dependency on a narrow range of services towards developing the resilience to seek the
solutions to the problems they face within themselves, their families and their communities.

3.1.3 Third, the system is facing increasing demand from a growing population (and a growing older
population with projected higher levels of organic mental illness such as dementia) and a
population better able to identify mental health needs.

3.1.4Finally, the economic climate and the pressures on the public purse locally are such that all
areas of health, social care and public health funding need to demonstrate their effectiveness,
efficiency and value for money in the context of growing demand.

3.2 These drivers support the view that it is unsustainable to continue solely with the current
approach and model of service and that new solutions, created together with service users,
need to be found. Partners will need to work together in new ways and the development of the
Strategy will both be a way to create ways of working strongly together and a confirmation of
shared purpose and approach.

4. Strategy overview

4.1 To oversee the development of this Joint Mental Health Strategy for Southwark a steering group
is being established, comprising representatives from the CCG, the Council, Public Health and
HealthWatch the voluntary and community sectors and providers. Users of mental health
services - across the ages - will be engaged in the production of this strategy and the design of
services commissioned as a result of it.

4.2 The local strategy will incorporate many of the key components of the national picture whilst
making them relevant for Southwark. To do this, the Strategy will be based securely on the Joint
Strategic Needs Assessment. The Strategy will be a five year strategy in the first instance,
refreshed at key points when, for example, policy, demand or funding levels change. It will have
the following core components:

4.2.1 Vision

The Vision will be developed in partnership with a range of stakeholders including those directly and
indirectly affected by mental ililness and commissioners and providers of services.

4.2.2 Scope

Chair: Dr Amr Zeineldine Chief Officer: Andrew Bland
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It is proposed that the Strategy will be all age. Half of all mental health disorders in adulthood arise
before the age of 14 and it is only through intervening early and taking a life course approach that we
may be able to affect this. References to people therefore will cover:

« children and young people
» working age adults
- older people experiencing both functional and organic mental iliness

In adopting a life course approach, the Strategy will advocate services centred around the needs of
those experiencing poor mental health rather than around ease of service delivery, increasing
capacity to respond to transitions and to achieve agreed lifetime outcomes. There will be specific
areas where the Strategy may need to focus including dementia care, co-morbidity of mental health
and substance misuse, criminal justice and homelessness for example and the all age scope will not
detract from this.

It is important to recognise that the Strategy will not focus solely on designated mental health
services but also on what the wider community - including the whole Council, the CCG, schools, NHS
providers and a range of other agencies - can do to promote, enable and maintain good mental
health through the provision of mainstream (universal and targeted) services. These could include
access to appropriate housing, family support, education and employment options supported by
timely advice, information and primary prevention. The Strategy will importantly nurture resilience and
capacity within individuals, their families and carers, to manage their own care and to develop
sustainable solutions independent of commissioned services.

4.2.3 Objectives

It is proposed that the Strategy is outcomes based and offers tangible ways to achieve the following
high level outcomes, in partnership with those with mental health needs:

(i)  More people will have good mental health

More people of all ages and backgrounds will have better wellbeing and good mental health and
fewer people will develop mental health problems — by starting well, developing well, working well,
living well and ageing well.

(i)  More people with mental health problems will recover

More people who develop mental health problems will have a good quality of life — greater ability to
manage their own lives, stronger social relationships, a greater sense of purpose, the skills they need
for living and working, improved chances in education, better employment rates and a suitable and
stable place to live.

(iii) More people with mental health problems will have good physical health
Fewer people with mental health problems will die prematurely, and more people with physical ill
health will have better mental health.

(iv) More people will have a positive experience of care and support

Chair: Dr Amr Zeineldine Chief Officer: Andrew Bland
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Care and support, wherever it takes place, should offer access to timely, evidence-based
interventions and approaches that give people the greatest choice and control over their own lives, in
the least restrictive environment, and should ensure that people’s human rights are protected.
(v) Fewer people will suffer avoidable harm
People receiving care and support should have confidence that the services they use are of the
highest quality and at least as safe as any other public service.
(vi) Fewer people will experience stigma and discrimination
Public understanding of mental health will improve and, as a result, negative attitudes and
behaviours to people with mental health problems will decrease.
4.2.4 Approach
There are a number of core approaches, set out in the Southwark Direction of Travel Statement,
which the Strategy will explore in greater detail. Key will be a shift towards prevention and early
intervention and towards solutions co-designed and co-delivered with patients and service users. The
areas to be amplified further in the Strategy include:
« Prioritising prevention and early intervention

 Tackling stigma and discrimination in the wider community to reduce inequalities of access and
aspiration

» Developing personalisation, independence and resilience supported by co-production, peer support
and responding holistically to a person’s needs

« Shaping services to respond to transitions from childhood through to old age

« Increasing the availability of, and equity of access to, community based support including primary
care

« Grasping opportunities offered by innovation - including integration, use of technology and newly
developed best practice

« Improving the physical health of those affected by poor mental health

+ Raising the quality and effectiveness of services to intervene quickly at times of crisis

» Supporting carers

4.2.5 Commissioning

The Strategy will contain the commissioning strategy for the CCG, in its role as lead commissioner for

mental health services. It will therefore identify the funding available and how that funding will be
reshaped to respond to the strategic imperatives outlined above.

Chair: Dr Amr Zeineldine Chief Officer: Andrew Bland
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4.2.6 Evaluation of impact

A significant amount of public money is spent on responding to the needs of those with mental health
problems. The thrust of this Strategy will be that we believe some of this money could be spent more
efficiently if it were used to prevent mental iliness, to intervene early when need is first identified and
to sustain recovery through support for areas such as employment, housing and social relationships.
We are committed to evaluating our new Strategy and approach and to working with organisations
such as the Early Intervention Foundation to determine best practice and evidence based innovation
in this field.

5. Conclusion
5.1 Producing this Strategy for Southwark offers an exciting opportunity to develop and implement a

comprehensive, new and innovative approach to improving the mental health of the children,
young people, working age adults and older people of Southwark.

Chair: Dr Amr Zeineldine Chief Officer: Andrew Bland
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Working with Black Majority Churches (BMCs) to improve the
Mental Health & Wellbeing of Southwark people

Introduction

Recent years have seen an increasing focus by commissioners and providers of mental
health services to work with faith organisations to raise awareness of mental illness and
tackle stigma. There have been some notable national community “events” about mental
illness within the Sikh, Muslim and Black Majority Church faith organisations. Moreover,
through the “Time to Change” initiative, the Church of England has also made a commitment
to tackle mental health stigma. Dr Rowan Williams, the former Archbishop of Canterbury,
pledged to tackle “outdated taboo” of mental health.

South London and Maudsley NHS Trust (SLaM), through its Charitable Trust has piloted a
“Faith and Mental Health Training” project (‘the project”) with a number of Black and
Minority Ethnic (BME) Churches in 4 London Boroughs including Southwark. The project has
made links with both local and faith communities and increased mental health literacy as
well as improved communication and understanding between mental health services and
BME communities.

More and more people are attending the workshops that have been run these include:
Training in Spiritual and Pastoral Care in Mental Health, Mental Health Awareness (MHA),
Mental Health First Aid (MHFA), and more recently Time to Change national campaign.
Through this work families are benefiting by becoming more involved and more informed
about this health condition. With the right help and information they can take steps to
prevent mental illness and be aware of the practical ways to access a range of services early
before things get out of control and end up in crisis.

Chair: Dr Amr Zeineldine Chief Officer: Andrew Bland
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Opportunity knocks for commissioners/providers to work with BMCs

A new report published by the University of Roehampton (Being Built Together — A Story of
New Black Majority Churches in the London Borough of Southwark — Final Report - June
2013), shows that Southwark has seen a huge surge in the number of new churches,
particularly BMCs, many of which are Pentecostal with a largely Caribbean or African
membership. The study found that an estimated 20,000 people gather to worship in around
240 different churches across Southwark each week.

SLaM’s project trained faith leaders to promote mental health awareness within community
groups often described as hard to reach and to facilitate engagement with SLaM services.
The initiative has proved to be far-reaching in its penetration in improving understanding,
engagement and relationships between mental health services and Caribbean and African
faith communities. The project began in 2010 and currently running its 6" cohort training
course which is due to end on 18 November 2013.

The project has now trained a hundred people from a variety of faith groups predominantly
from across SLAM Boroughs, Southwark, Lambeth , Lewisham and Croydon. Appendix A
below provides a snap shot evaluation of cohort 4 which shows the shift in attitude in
reducing stigma and discrimination of mental health within the BME community. Cohort 4
was hosted in Lambeth and for the first time cohort 5 was hosted in Southwark (the
evaluation is still pending).

The project has concretely demonstrated the impact of taking a dual approach (spirituality
and medicinal practice) to addressing mental illness within the BME community. The mental
health courses on the pilot for local faith groups were oversubscribed, and the

conference held to celebrate the completion of the courses and discuss the issue of
spirituality and mental health attracted over 130 local people from BME communities and
highlighted the need for more training in mental health issues within faith groups.

Pastors have spoken eloquently about how they have “seen the light” following the mental
health awareness training. Armed with a better understanding of the causes and cures of
mental illness, they have been able to provide a far better and pragmatic pastoral care for
those in their congregation. The biggest change that these trained Pastors have initiated is
that they no longer take the approach to mental iliness as a form of demonic possession, but
that members of the congregation must see a health professional, take their medication and
that the church will also continue to support them spiritually. Some of the participants of
the pilot have said:

Chair: Dr Amr Zeineldine Chief Officer: Andrew Bland
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“l no longer see mental illness as incurable”

“| feel better to be around people who may have mental health issues”

“My response to suffering has changed. Prayer does not always make a difference”
“1 will now not treat every individual regarded to have mental health issues with
suspicion”.

The project has been strongly influenced by a service related project exploring perceptions
of ‘well-being’ in BME clients accessing a service for people at risk of developing psychosis.
This study involved semi structured interviews with services users to ascertain their thoughts
about recovery and which factors help them on this journey. Clients reported feeling that a
positive relationship with religion and spirituality were key to becoming ‘well’. These results
showed that there may be perceptions of wellness specific to BME groups that are distinct
from the medical view of wellness promoted within services. This has recently been
published by Behavioural and Cognitive Psychotherapy.

One of the other positive outcomes from the project has been the fostering of good
opportunities to link with services to ensure the continued support for the church’s
congregation. The presentation element of the course provides an opportunity for
participants to think about their role in the faith group and what they will do with this
training, what difference their contribution can make and how to build capacity. In so doing,
they come into contact with some of the internal challenges of their faith group and how to
begin overcome them.

The graduates of this project have gone on to do voluntary work in mental health residential
settings, and psychiatric inpatient wards. The Faith groups have held:

o Retreats on faith and
wellbeing,

o Conferences

° Harvest service

o Put mental health on their
training programme for ministry teams

° Support member of
church into hospital

o Support other faith
leaders with spiritual and mental health issues

. Attend local community
events on health

o Invited health

practitioners into church to look at the physical health and mental health

Chair: Dr Amr Zeineldine Chief Officer: Andrew Bland
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Southwark demographics and the rise of the Black Majority Churches

Southwark’s population grew from 256,700 in 2001 to 288,300 in the 2011 census —an
increase of 12.3% (compared to 7.1% across England and Wales). Ethnicity is potentially
significant for understanding BMCs in Southwark.

In both the 2001 and 2011 censuses, Southwark had the highest percentage and number of
African residents for all London Boroughs. Southwark also has the highest percentage and
number of African residents of any local authority in Britain (Office for National Statistics,
2013; Southwark Council, 2011). It is truly England’s African capital with 16.40% of
Southwark residents identified as African in 2011, and 16.07% in 2001 (Office for National
Statistics).

Around three fifths of the African population of the Borough were born in Africa in 2001
(Southwark Analytical Hub), and this proportion was approximately the same in 2011 (Office
for National Statistics, 2013). African residents are predominantly from Nigeria and other
parts of West Africa (Southwark Council, 2011). The proportion of Black Caribbean residents
in Southwark is somewhat different, decreasing from 8.0% in 2001 to 6.2% in 2011
(Southwark Analytical Hub).

The 2011 census also showed that Southwark is only second to Lambeth with the highest
percentage of Black population (77,511). Although not quantified, the “Being Built Together”
report suggests that Southwark is the African capital of the UK and probably given that the
new 240 BMCs in the borough could also represent the greatest concentration of African
Christianity in the world outside of Africa.

The report goes not to suggest that according to its analysis of ethnicity and culture, BMCs in
Southwark are mostly African-led with a large proportion of congregants being of West
African origin. Thus BMCs provide a ‘home from home’, a safe place for those finding their
way in a new country, with attendant benefits for such communities, local authorities and
London.

BMCs the report suggests serve dispersed communities across London that few other
agencies can reach. They provide a ‘safe haven’ for migrant communities, meeting their
spiritual needs alongside assisting with issues such as family, health, law and order.
Consequently, BMCs are a spiritual, social and economic asset to the city and its boroughs

Chair: Dr Amr Zeineldine Chief Officer: Andrew Bland

The best possible health outcomes for Southwark people



32

NHS

Southwark
Clinical Commissioning Group

Context of the Faith and Mental Health Project

BME clients are more likely to have a distressing and convoluted pathway to care, often
through the judicial system, and they are more likely to be detained under the mental
health act (Morgan, Mallett & Hutchinson, 2005).

SLaM data on people using their inpatient service shows that often black people come
into contact with SLaM services in crisis and at later stage in the illness. Yet we know
that that early detection, earlier access to treatment and care can reduce impact of
iliness, duration and length of stay on in hospital. Earlier access with support also
improves patient experience reduces fear and anxiety

SLaM has the largest number of African and Caribbean residents of all the London
boroughs further highlighting a need for those providing services in this area to identify
the specific needs of this population

There is increasing recognition of the importance of spirituality in mental health as
evidenced by ‘Spiritual Care Matters’(NHS Scotland, 2009) and recent production of
guidance on Spirituality and Mental Health by the Royal College of Psychiatry (RCP,
2010). Equally, much attention has been given to the need for enhanced understanding
of the interaction between psychosis and culture.

The NICE Schizophrenia guidelines (NICE, 2009, Update) recommend that services should
address cultural differences in treatment, expectations and adherence, and clients’
explanatory models of iliness should be better understood.

It is important to note the significantly negative experiences of Black African and Black
Caribbean service users accessing mental health services in the UK. A glaring account of
such discrepancies, detailed in Breaking the Circles of Fear (The Sainsbury Centre for
Mental Health, 2002), indicates why research into mental health service provision is
necessary.

As indicated, for example, through early detection services such as OASIS (Outreach and
Support In South London) which aims to intervene at the earliest point of illness, there
are both social and economic gains for SLaM and the wider society (Valmaggia et al,
2009) in both supporting, providing education and helping to prevent young people
making a transition to a serious mental health difficulty such as psychosis.

There is a need for mental health commissioners/providers to recognise that the cultural
and religious diversity of its inhabitants means that Western models of help seeking and
explanations of illness may not be understood and may require different metaphors and
language use.

Chair: Dr Amr Zeineldine Chief Officer: Andrew Bland
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e Research reports elevated rates of psychosis in the Caribbean and Black African
populations in the UK ranging between two and 14 times higher than for the White
British population (Cantor-Graee & Selten, 2005; Sharpley et al., 2001). This prevalence
has been found to be consistent over time and it has been documented that there is an
elevated risk of developing psychosis in second generation immigrants (Cantor-Graee &
Pedersen, 2007). The unwavering high rates of psychotic disorders in second and third
generation immigrants and the absence of raised rates in native countries (Cantor-Graee
& Selten, 2005) suggests that there must be a strong environmental component involved
in the development of psychosis. It has been suggested that the rates of psychotic
disorders are not reflective of genuine illness but rather evidence of professionals’ failure
to understand and accommodate the cultural background and explanations of symptoms
provided by clients (Zandi et al., 2010). This issue is still highly contentious and it is
possible that further research will help to elucidate this controversy

e Many black SLaM service users are members of local faith communities and receive
considerable support within the community. However, faith communities are uncertain
how to deal with mental health problems in their congregations and there are often
disparities between cultural and religious explanations of distress and the Western
conceptualisation of mental health difficulties promoted in our service. Hence
the relevance of exploring the religion and psychosis within SLaM.

e One step towards ensuring equity of access to care and facilitating engagement for our
burgeoning global population may be to support faith communities in dealing with
mental illness. Particularly, to help faith communities to understand more about mental
iliness and our services, how to keep well; and more importantly work collaboratively to
validate the added value the role of faith groups in reducing stigma and discrimination,
prevention, support, detection, and recovery.

e Within a strained economic climate, the capacity within the NHS to treat illness in
increasingly stretched. There is a need to work closely with the faith community to build
an understanding of mental health and mental health services to create better
engagement with BME communities and increase the number of BME service user
accessing services earlier rather than presenting in crisis. There are huge potential cost
savings and economic benefits of early referrals to SLaM

e There is further a need to support the prevention and promotion of mental wellbeing
with young people, and in particular with young black men.

Chair: Dr Amr Zeineldine Chief Officer: Andrew Bland
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Why work with Black Majority Churches?

Community faith groups are a resource, which have seldom been targeted effectively by
commissioners/providers. Focused and evidenced-based interventions can:

Increase capacity of faith leaders to run training and events around mental health and
wellbeing

Over the last 3 years 100 faith leaders from across the 4 boroughs have been through a
10 week community spirituality and mental health course previously developed and
tested on funding by the SLaM charity.

Building on this engagement and recruiting more faith leaders from

Southwark to become mental health champions for their communities and to help
facilitate future training courses. This will provide religious leaders with skills and
confidence to offer basic mental health awareness training to other members of their
religious community and congregation.

Build Capacity of faith organisations to promote mental health and wellbeing

The mental health champions will cascade their learning through increasing awareness in
mental health issues, enable understanding the role of religion in mental health, develop
the ability to reflect on both good and bad practices within faith groups and a deepening
self-knowledge and awareness

Evaluation of two sets of 10 week workshops previously runshowed significant

reductions in stigmatising attitudes towards people with mental health problems after
the training.

Faith leaders are also able to run a series of local activities for faith groups to encourage
inclusion of mental health on the agenda.

Increase understanding of faith communities by commissioners/providers

Learning and feedback from the programme will inform best practice linking into key
group within the CCG/Trust including Community engagement, Mental Health
Promotion, Equality and Human Rights forum, Psychosis CAG, Public Relations, Social
Inclusion; which will in turn benefit our service users.

Chair: Dr Amr Zeineldine Chief Officer: Andrew Bland
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e Staff interested and engaged in the role of mental health and spirituality will be
encouraged and supported to feedback to their teams about how mental health is
understood within different religious frameworks.

e Delivering the training will and also give faith leaders direct contact within NHS staff and
more personal contacts should they need advice about how to support people to seek
help.

e We hope that participation in the training will contribute to staff CPD portfolio.

4. Improve relationships and engagement with faith communities and mental health
services

e Building an understanding of mental health and mental health services within faith
communities will create better engagement with BME communities and increase the
number of BME service user accessing services earlier rather than presenting in crisis

e Building capacity with faith communities to promote mental health and well-being for
their congregations

e Creating a core of faith leaders who can run spirituality and mental health training
courses themselves.

e Creating strong links and dialogue between faith communities and mental health
services that could lead to addressing other health inequality issues.

e Production of a specialist Mental Health Awareness capacity building training Package
for faith communities that can be replicated.

Chair: Dr Amr Zeineldine Chief Officer: Andrew Bland
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Conclusions

With 20,000 attending around 240 BMC’s each week in Southwark alone, SLaM’s project has
begun to put mental health on the agenda for faith groups across at least 4 boroughs. The
positive results of the project show how education and engagement with faith communities
on mental health can be positive drivers for change. Improving mental health literacy
generally with a specific focus on understanding psychosis will help members of community
experiencing the symptoms of early psychosis engage with services at an earlier point. This
project also demonstrated that new routes into mental health services can be established
which could improve how the BME community access, engagement and self-capacity built
around mental health and wellbeing. Moreover, the project has embedded the culture of
having mental health on the agenda of faith groups independently and established an
informed working relationship with mental health services.

It requires courage to breakdown the stigma and barriers to accessing mental health services
within the BME community. The SLaM project has highlighted that it is possible to develop
meaningful relationships with BMCs and therefore the BME community. This, however,
takes time, requires the fostering of mutual trust and addressing sensitivities.

Recommendations

o That Southwark CCG and
Southwark Council jointly consider commissioning a bespoke Pastoral mental health
awareness training programme across established BMCs in Southwark adapting SLaM’s
faith and mental health model

o That Southwark CCG and
Southwark Council jointly consider commissioning further Mental Health First Aid
training specifically aimed at established BMCs across Southwark

Report author: Harjinder Bahra, Equality & Human Rights Manager, Southwark CCG
October 2013
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Appendix A

Spiritual and Pastoral Care in Mental Health Programme: Cohort 4

The Spiritual and Pastoral Care in Mental Health course ran weekly over a period of ten
weeks. Due to feedback from previous courses, each session was extended an extra thirty
minutes to two and a half hours per week.

PARTICIPANTS

Eighteen people initially signed up to the course. Over the course of the ten weeks, three
people left the course due to bereavement or sickness. Cohort four therefore comprised of
fifteen participants who completed the course fully.

GENERAL COURSE EVALUATION

All participants rated the overall course as “excellent” or “good”. Other scores were similarly
high, with the majority of or all participants giving “good” or “excellent” ratings for the
venue (92%), content (100%), trainer’s knowledge (100%) and training delivery (100%).

11
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Overall Course Evaluation
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Before and after the course, participants were asked how confident they were in their
understanding of mental health and their ability to help. Before the course, participants’
confidence scores ranged from 2 to 10 with an average of 6.15 (standard deviation=2.54). At
the end of the course, many more participants felt confident, with scores ranging from 6 to
10 and an average of 8.73 (standard deviation=0.88).

12
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Participants were also asked whether they would advise someone to see their GP if they had
signs or symptoms of mental health or spiritual problems. At the start of the course
participants scored a range of 1 to 10, with the average score being 7 (standard
deviation=2.97). At the end of the course this increased to a range of 6 to 10 and an average

score of
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"How confident are you in understanding mental health and your
ability to help?"

= Before -— After

Score
{1="Not at all", 10="Very confident")

8.87 (standard deviation=1.85).
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"Would you advise someone to see their GP if they had signs or
symptoms of mental health or spiritual problems?"
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SOCIAL DISTANCE SCALE

The Social Distance Scale' contains items that measure participants’ willingness to have close
associations with people that have mental health conditions. The scale was administered at
the beginning and end of the course. Scores are rated from 0 (definitely unwilling) to 3
(definitely willing), with a minimum score of 0 and a maximum score of 21.

The table below shows the average score for each item in the scale before and after testing.
Shifts in attitudes were measured by calculating the difference in scores before and after the
course. The results from Cohort 4 indicated a positive change in attitudes for every item in
the scale. This indicated that participants were more willing to have closer associations with
people with mental health conditions at the end of the course.

Modified Social Distance Scale Items

How would you feel about... Before After Difference

14
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Course Course Inscores

(Mean)
(3=definitely willing, O=definitely unwilling) (Mean) (Mean)
Renting a room in your home to a person with severe mental 1.44 1.93 +0.49
illness?
Working in the same job as a person with severe mental 2.06 2.60 +0.54
iliness?
Having a person with severe mental iliness as a neighbour? 1.94 2.60 +0.66
Having a person with severe mental iliness as a carer of your 0.78 1.60 +0.82
children for a couple of hours?
Your children marrying a person with a severe mental illness? 1.00 1.53 +0.53
Introducing a person with severe mental illness to a close 2.28 2.67 +0.39
friend of yours?
Recommending a person with severe mental illness to work for 1.94 2.33 +0.39
your friend?
Mean Social Distance Score 1.64 2.18 +0.54
Total Social Distance Score 11.93 15.27 +3.34

VIEWS ON MENTAL ILLNESS SCALE

Participants were also administered the Views on Mental Iliness Scale, which comprised of
fifteen items taken from the Opinions About Mental Illness Scale" and the Community
Attitudes Toward the Mentally 1ll Scale™. Responses were rated from 1 (strongly agree) to 5
(strongly disagree) and some of the items were reversed, so there was no general direction
for positive or negative responses.

As such, shifts in attitude were evaluated separately for each item in the scale. A positive
shift in attitude was observed for thirteen of the items, indicating that the program was
largely successful in improving participants’ attitudes towards people with mental health
conditions.

15
Chair: Dr Amr Zeineldine Chief Officer: Andrew Bland

The best possible health outcomes for Southwark people



42

NHS

Southwark
Clinical Commissioning Group

In general | believe... Before After Difference in
Course Course Scores

(Mean) (Mean) (Mean)
(1=strongly agree, 5=strongly disagree)

*=reversed item

People with mental health problems are able to work 2.17 1.53 +0.64

*Psychiatric hospitals are the most appropriate settings  3.50 3.67 +0.17
to treat people with mental health problems

*Mental health services should be kept out of 3.89 3.27 -0.62
residential neighbourhoods

People with mental health problems are far less of a 2.76 2.00 +0.76
danger than most people believe

*People with mental health problems should be forced 3.63 4.07 +0.44
to take medication

People with mental health problems are as unpredictable 2.72 2.60 +0.12
as the general population

*People with mental health problems are a burden to 4.00 4.27 +0.27
society

*People with mental health problems are difficult to talk 3.89 3.67 -0.22
to

*Mental health problems can never be cured 4.12 4.27 +0.15
*People with mental health problems are difficult to 3.39 3.73 +0.34
deal with

Most people with mental health problems can, with 2.00 1.50 +0.50

treatment, get well and return to lead normal lives

*People with mental health problems should not be 4.11 4.27 +0.16
given any responsibility
We all have mental health needs 1.83 1.47 +0.36
*People with mental health problems are likely to 3.17 3.60 +0.43
16
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become violent

IMPACT ON UNDERSTANDING OF MENTAL HEALTH

At the end of the programme, participants were asked how the course impacted on their
understanding of mental health. This was asked in terms of how participants now think, feel
and behave.

Thinking

Several participants stated that they felt they had “gained a deeper understanding of mental
health and wellbeing”. This included increased knowledge, a positive shift in attitude and
increased confidence, e.g.:

e “I am more knowledgeable and confident to discuss the topic in a non-judgmental
way, more aware of stigma and high prevalence”

e ‘| have gained a much greater understanding and different aspect on what mental
illness is”

e  “This course has made me more open and a lot less fearful”

e “The course has immensely broadened my concept and understanding of mental well
being and the professional response to providing help and assistance to the patient”

e “] have become more open minded, more confident to speak to individuals with
mental health problems”

e “lam more open to listen and help others and it has helped me to be less judgmental
in certain areas”

e “More positive attitudes towards mental health, increase curiosity in gaining further
understanding”

Feeling

When asked how their feelings had changed, participants indicated that there had been a
change of feelings both externally, towards people with mental health conditions and
internally, concerning how they feel about themselves.

Some participants stated that they felt more positive and confident with regards to mental
health conditions as well as feeling less fearful, e.g.:

e “| feel more positive, assertive and more useful to be of some kind of positive
confident supporter”
e “lLess fearful, and now have opened me up to be able to speak”

17
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e “Confident and proud to be part of this course”

Several participants reported feeling more compassionate towards those with mental health
conditions:

e “The course makes me feel more for people with mental health problems and feeling
more to contribute to their well being”

e ‘| feel that everyone should find the time to listen and care for each other and show
respect regardless”

e “| feel more able in my working life/personal life to empathy more and feel more for
others”

e “More compassionate and sympathetic towards the plight of people coping with
mental illness”

Some participants also reported an interest in furthering their support towards people with
mental health conditions, e.g.:

e ‘| feel very optimistic about furthering my involvement in this area”

e “| feel quite confident about setting up a mental health team in my church”

e “l feel | would be able to respond more appropriately to someone in my
community/church with mental health issues and | could competently refer them on”

Behaviour

Many participants stated that their perceptions had improved and that they would behave
in @ more accommodating way towards people with mental health conditions, e.g.:

e “The course has caused me to be more accepting and open towards mental illness”

e “I.am now able to behave in a way, concerning mental health with a positive outlook
to change people's perception towards mental health issues”

e  “My mind has altered to accept what is placed before me and to deal with it with an
open mind”

e ‘| feel my behaviour towards this subject has shifted and | am more sensitive and
conscious to some basic needs”

This included behaving in a more compassionate and respectful way:

e “My behaviour towards mental health patients are more of wanting to help and to
know more about the course of their situations”

18
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e “] will behave good towards people suffering from mental health illness. | will find
the time to listen, care and show respect to people with mental illness”

e “More respectably in a way that helps the person realise they are loved and not
alone”

Several participants also stated that their communication skills had improved since taking
part in the course:

e “I have found myself more careful of how I speak to others and aware of my body
language”

e “I will be open, and know that how | react, and that my body language is important”

e “It has improved my listening skills, empathy and be non judgemental now”

e “I am more aware of my behaviour when dealing with others, even close friends &
family”

Some participants felt confident in furthering mental health support within their
organisations:

e “Bold and empowered enough to give presentation to whole church and research
into what provisions/procedures exist at my church”
e “| have told my church | am willing to speak with individuals”

Course Content

Participants were asked to name the three most important learning experiences for them
and comment on the reasons why.

The majority of participants (73%) mentioned “Communication” as an important topic for
them. This included general skills and techniques as well as learning the SAGE & THYME
method, a strategy that enables people to have conversations that identify “the need” of the
person with mental health conditions, especially when time is limited.

47% of participants stated that Dr Pereira’s presentation (“Understanding llinesses of the
Mind”) on chimp and human brains helped them to better understand the brain and its role
in influencing emotions.

Several participants stated that having a better general understanding of mental health
issues was very important for them, including facts about the prevalence of mental health
conditions, applications and sections of the Mental Health Act and the stigma faced by
people with mental health conditions.

19
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Related to this, many people found it useful to know about the resources available to
support people with mental health issues. This included signposting to services such as those
in SLaM, GPs and IAPT.

Some found it helpful to understand ethnic and cultural factors that may be related to the
prevalence of particular mental health conditions, access to services and how quickly
someone seeks support for mental health related issues.

Similarly, a presentation on spirituality helped many participants to better understand the
role of faith groups in supporting people with mental health conditions. They found the
discussion of the relationship between spirituality and mental health helpful. Furthermore,
they found it useful to understand the need to be clear about the differences between
religion and spirituality and how to be supportive to people whilst keeping these factors
into consideration. For example, it was important to consider spiritual thoughts and practice
as a separate thing to religious practice and understanding. Overall, it enabled faith leaders
to understand what kind of help they could offer in the context of their spirituality as well as
encouraging them to be open-minded about people engaging in spiritual practices that were
outside of their religion.

Finally, being clear about fundamental issues such as roles, boundaries, confidentiality and
safety helped participants to understand how they might best support others. Participants
liked discussing their role in different settings, such as at a church and in an inpatient
setting. They also found it useful to consider how they might obtain supervision and
guidance for themselves when working in this supportive role.

CHALLENGES

Participants were asked what they found the most challenging during the course.

Some participants found it difficult to consider mental health in a holistic and systemic way.
For example, many found it challenging to consider the spiritual aspect of mental health and
the factors related to it. Others found it difficult to integrate their understanding of western
cultures with their own value system. Furthermore, because the course was open to a range
of people, some participants found it difficult to accept or understand the faith-related
practices of other participants.

Some participants also mentioned the challenge of changing their mind set to integrate their
new knowledge of mental health conditions, procedures and legislation. One participant
stated that having greater awareness of mental health issues challenged them to become
more involved in their local church. Another stated that the most challenging thing for them
was to self-reflect and question themselves.

Finally, one participant said that having to give a presentation and discuss vignettes was the
most challenging thing for them, as they had to apply the skills and knowledge they gained
to real life settings.

FUTURE COURSES

Chair: Dr Amr Zeineldine Chief Officer: Andrew Bland

The best possible health outcomes for Southwark people



47

NHS

Southwark
Clinical Commissioning Group

100% of participants felt that course met its aims and objectives. When asked if there was
anything they would like to change, seven participants (47%) said they would like the course
to be longer or to have a second part so they could discuss the topics further. Other
participants stated that they would not change anything or that they would have liked to
have studied the topics in more depth.

"Link, B.G., Cullen, F.T., Frank, J. & Wozniak, J.F. (1987). The Social Rejection of Former Mental Patients: Understanding Why
Labels Matter. American Journal of Sociology, 92, 1461-1500.

" Cohen, J. & Struening, E.L. (1962). Opinions about mental illness in the personnel of two large mental hospitals. The Journal
of Abnormal and Social Psychology, 64, 349-360.

*" Taylor, S.M., Dear, M.J. & Hall, G.B. (1979) Attitudes toward the mentally ill and reactions to mental health facilities. Social
Science & Medicine. Part D: Medical Geography, 13, 281-290.
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Prevalence of Psychosis and access to mental health services for the BME
Community in Southwark

Terms of Reference

There is substantial research that shows that in the UK rates of mental illness
including psychosis in some ethnic minority populations are higher than rates in
white British populations although the levels are not consistent and are different
for men and women.

Nationally the APMS survey (ONS, 2007) found that about 65% of people with
psychosis and 85% of people with probable psychosis living in private households
were on treatment. One third of people with psychoses had contact with their GP
in the past 2 weeks, and two thirds had had contact in the past year.

It is suggested that ethnic minorities have relatively good access to primary care
for their SMI although this information does not tell us anything about quality or
experience. There are some marked differences between the proportion of the
population with SMI and the ethnicity of SLaM patients.

Biological, psychological, and environmental (social, family, economic etc) factors
all contribute to the development and progression of mental wellbeing and
mental disorders. Data shows that black groups, people of mixed white and black
heritage, white Irish and Asian groups have a higher prevalence of severe mental
illness than other groups. It suggests that despite the rising population new
diagnoses of SMI are remaining relatively stable but the incidence rate in men of
black or mixed heritage is higher than the average. The incidence rate in Asian
women may also be higher than the average although this is based on small
numbers

The Health and Adult Social Care Committee wishes to examine the reasons
behind a difference in mental health prevalence in the BME community, as well
as looking at current routes to accessing support services and the ways in which
these need to be improved to benefit those affected. The inquiry will cover the
following issues:

[EY

The likely prevalence of Psychosis in the BME community in Southwark

2. The reasons behind the prevalence of Psychosis amongst the BME
community

3. The current ways in which mental health services are accessed by the BME
community, and associated problems and/ or best practice

4. The accessibility and quality of community care

5. The ways in which mental health services currently interact with each other
throughout Southwark.
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The aim will be for the committee to understand the reasons behind the
prevalence of mental health disorders amongst the BME community,
suggesting some reasons and possible steps to help mitigate prevalence. It
will also consider the current provision of mental health services and make
recommendation as to how these can be improved.

Calls for Evidence

SlaM

Cooltan Arts , Dragon Cafe and other voluntary/community mental health
groups

BME community groups
Black majority churches / faith groups
Academic papers

Service users (can we work through SLAM and Cooltan Arts and other groups
to survey their patients/the people delivering the services)

Public Health Department

CCG

Healthwatch

Health & Wellbeing Board

Methodology

Verbal and written evidence

Outreach visits to get the input of people using mental health services.
Possible stakeholder event using Appreciative Inquiry approach ( this
emphasises what is working well and aims to build on this, encourages

stakeholders to create a shared vision, and uses stories to gather
information).
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Cllr Rebecca Lury Scrutiny Team

Chair, Health, Adult Social Direct dial: 020 7525 0514
Care, Communities &

Citizenship Scrutiny Sub-

Committee

160 Tooley Street

London

20 September 2013

Dear Sir / Madam

Prevalence of Psychosis and access to mental health services for the Black
and Minority Ethnic (BME) Communities in Southwark: Call for Evidence

There is substantial research that shows that in the UK rates of mental illness,
including psychosis in some ethnic minority populations, are higher than rates in
White British populations, although the levels are not consistent and are different for
men and women.

We want the best health outcomes for Southwark people including mental health and
wellbeing. The committee wishes to examine the reasons behind a difference in
mental health prevalence in the BME community, as well as looking at current routes
to accessing support services and the ways in which these need to be improved to
benefit those affected.

We would like your views.
The review
The scrutiny committee is made up of locally elected councillors and one of its roles

is to undertake reviews and then make recommendations to the Cabinet, who run
Southwark Council. The inquiry will cover the following issues:

[EY

The likely prevalence of Psychosis in the BME community in Southwark

2. The reasons behind the prevalence of Psychosis amongst the BME
community

3. The current ways in which mental health services are accessed by the BME
community, and associated problems and/ or best practice

4. The accessibility and quality of community care

5. The ways in which mental health services currently interact with each other
throughout Southwark.

Scrutiny team, Southwark Council, Communities, law and governance, PO BOX
64529, SE1P 5LX

Switchboard: 020 7525 5000 Website: www.southwark.gov.uk

Chief executive: Eleanor Kelly
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How to give evidence

There are a number of ways you can give evidence. Your organisation is invited to
send in written evidence by 25 November 2013.You are also invited to give evidence
in person at our next meeting, which will be held on 15 October 2013 7pm at 160
Tooley Street SE1 2QH. Please book a place on the contact details below. We can
arrange transport if you need it, pay for care expenses and help with any access
needs. Alternatively a member of the committee could come and visit your
organisation and hear from your members/ service users directly.

How scrutiny will hold the review and make recommendations.

The committee will consider lots of evidence from different people in the community
who might be affected by psychosis, particularly the BME community, people who
have a professional responsibility for delivering mental health and psychosis services,
as well as voluntary groups working with people experiencing mental distress. We
have already asked Public Health and SLaM to give evidence.

If you give evidence we will make a note of this and then publish it, but we will not
use your hame unless you want us too. Once we have gathered all the evidence a
report will be written. We will then send it to decision makers, such as the Cabinet,
who run Southwark Council, and the local health services. We will also send you a
copy if you give us your address.

Further information

If you have any queries or access issues, please contact scrutiny project manager
Julie Timbrell on 0207 525 0514 or julie.timbrell@southwark.gov.uk.

Yours faithfully

Clir Rebecca Lury
Chair, Health, Adult Social Care, Communities & Citizenship Scrutiny Sub-Committee

Scrutiny team, Southwark Council, Communities, law and governance, PO BOX
64529, SE1P 5LX

Switchboard: 020 7525 5000 Website: www.southwark.gov.uk

Chief executive: Eleanor Kelly
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Culture, Quality and Transformation: Delivering our Vision and Values

An Organisational Response to the Francis Report - Summary Report

Introduction

The government commissioned Robert Francis QC to report on failings at the Mid-
Staffordshire NHS Foundation Trust, between 2005 and 2008. His report is
damning, and makes very uncomfortable reading, with stories about patients left in
their own faeces, patients so thirsty they had to drink water from flower vases and
patients suffering without adequate pain relief. It became clear that some of the
worst stories from the hospital were not isolated incidents, but the culture at Mid-
Staffs had become insidiously so damaged that such occurrences had become
normal practice.

One of the overwhelming messages of the report is that the ‘culture’ within Trusts
(and perhaps the wider NHS) needs to change. Too often the system makes it
easier to comply with poor care, rather than challenging it.

All Trusts and FTs are expected to carefully consider the Francis report and its
recommendations and produce a response which is right for the organisation. A
response which is agreed by the Trust Board is expected both by our regulators and
commissioners.

The SLaM Francis Working Group has been tasked to develop an organisational
response to the Francis Report, and draft a proposal. The group acknowledge that
an Organisational Development strategy would be the usual and logical vehicle for
delivering a programme of culture change. The Trust does not have a current OD
strategy, and it is expected that the Trust’'s OD strategy will be developed over the
next year, with the full involvement of the new Chief Executive. The essential
elements of this Francis response will be considered in the light of the development
of that strategy. Also in this context the Workforce Strategy also encompasses
some principles of our Francis response within its broad themes of organisational
development, leadership, productivity and engagement.

It is acknowledged that SLaM is in a period of transition and the plan may need to
be adapted. Nevertheless progress has been and can continue to be made in
developing a coherent approach to the provision and development of quality patient
centred care, within available financial resources.

Purpose

The purpose of this paper is to present a model which has four essential elements

as the vital components of SLaM’s Francis report response. It will provide some

background information and a framework with some quick gains within SLaM, and

plans for other longer term pieces of work. It outlines what we are aiming to

achieve in terms of organisational culture, and the values which we wish to embed.
1
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Background - the Trust’s Mission, Goals, Purpose, Approach and Ways of
Working

This paper refers you to the Trust’s Mission, Goals, Purpose, Approach and Ways
of Working set out in the Trust’s Strategic Framework 2012-15.

There are many elements of our Strategic Framework which are particularly
relevant to culture, quality and transformation, such as our mission ‘Everything we
do is to improve the life experience and outcomes of people who use our services
and to promote mental health well-being for all’.

Our five commitments are paramount to building mutual and respectful relationships
with each other and service users:

* be caring, kind and polite * be prompt and value your time
* take time to listen to you  »* be honest and direct with you
»* do what | say | am going to do

The Trust’s Strategic Framework provides the authority to move forward on all
aspects to embed within our Trust cultures which would protect against any future
widespread failure of care. A new model is emerging from conversations within the
Trust, which consists of just four essential elements

1. Creating the right culture for positive challenge and positive action

2 Working with service users in a spirit of co-creation and co-production
3. Looking after staff, each other and ourselves
4

Assuring the quality of patient care in every corner of the Trust

The Francis Report calls for a change in culture. The risk of stating that “cultural
change is needed” is that the precise changes needed to improve quality are not
identified and therefore real change that ‘sticks’ such as change in practice and
process is not achieved.

In complex multifaceted organisations there is likely to be sub-cultures within an
overarching culture and hence there may be nuances in cultural differences in
teams and services, and professional groups. The Francis Report provides an
opportunity for individuals, teams, professional groups the CAG Executives, Trust
Executive and Board to:

o Identify and keep the components of organisation culture that are working
well

. Identify and change those components that have a negative effect

. Provide a framework and systematic approach within which teams and

individuals can take responsibility for making changes to practice

Working to achieve cultural change is not a new phenomenon within SLaM and for
staff at all levels of the organisation - since the Trust’s inception in 1999 staff have
been actively involved in retaining and changing components of the cultures.

SLaM developed five commitments (indicated earlier) that identify the core
behaviours expected of everyone. In addition to these, it is helpful to identify core

2
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leadership and management expectations and behaviours to achieve change in
systems and practice. In order to help identify where the effort needs to be
focussed, it is helpful to consider this at organisation, team and individual level.

1. Organisation culture is set by the top of the organisation, the Board, Trust
Executive, CAG Executives and corporate leadership/management teams have a
responsibility to make explicit the espoused values and align these values through
their behaviour. They also have a key role to support and challenge teams and
individuals to act in a way that consistently demonstrates the Trust values to each
other, patients, families, carers and stakeholders. As the Board holds overall
responsibility for assurance, clear methods to assess against standards are
required. The Board needs to be visible, listen and respond to feedback from
patients, families, carers, staff, stakeholders, partners and commissioners.

2. Team effort focuses on ensuring teams have a clear purpose, objectives,
adequate resources, leadership, management, clear roles and responsibilities.
Engagement in reflective practice, team appraisals, clear measures of success for
performance, team coaching and links with other teams and stakeholders are cited
in the research as important components of effective team work. It is important to
have clear methods to listen and respond to feedback from patients, families,
carers, staff (such as colleagues, professional supervisor, line manager, other
teams) and external stakeholders.

3. Professional group effort focuses on developing professional practice,
competency, confidence and excellence.

4, Individual effort focuses on recruiting and developing the right people with
behaviours aligned to the organisation’s values. Individuals need timely, day to day
feedback on successes and areas for development as well as through formal
processes such as appraisals, supervision, talent management systems and
development programmes. It is important to have clear methods to listen and
respond to feedback from patients, families, carers and staff (such as line manager,
colleagues and professional supervisor). Individuals need to have clear
expectations regarding work role and opportunities to develop and care for self and
others.

The Model

Since the Francis report was published there have been many conversations and
events were staff have had the opportunity to discuss the implications of the report
for the NHS and the Trust. The Francis working group have distilled these thoughts
and ideas in to a simple model from which a plan for change is emerging. There
are four essential elements to the model:

1.  Creating the right culture for positive challenge and positive action.

One of the aspects of the culture at Mid Staffs was that staff did not feel able to
challenge poor or unacceptable practice, and that challenge fell on deaf ears.

A culture of positive challenge goes hand in hand with a culture of positive action
where staff and patients can see problems and concerns being addressed, and
improvements made as a consequence. Staff will not challenge poor or
unacceptable practice if the belief is that nothing will be done to change it.

3
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2.  Working with service users in a spirit of co-creation and co-production.

Mental Health services have always acknowledged the importance of working
collaboratively with service users as individuals and groups. This ideal has been
enforced by successive national mental health strategies. The Francis report
recommends strong collaboration as a key defence against poor patient experience,
and the development of damaging cultures.

3. Looking after staff, each other and ourselves

One of the key challenges of the Francis Report is to ensure that the organisation,
CAGs, teams and individuals within it, continue to provide compassionate care.
The research literature strongly supports the position that failures of compassion
are normal, and compassion is highly influenced by working relationships, staff
support systems, organisation factors, and the senior leadership. The question for
the Trust is; what is it about the organisation’s systems, processes and culture
which would stop staff from adopting behaviours consistent with the 5
commitments.

The evidence is clear that trusts with higher levels of staff engagement have higher
patient satisfaction scores, have consistently safer services and they also perform
better financially. The key principle here is, that it is easy to blame individuals
rather than fix the faults which lie within the organisational systems, processes, and
culture.

4. Assuring the quality of patient care in every corner of the Trust

The Board is accountable for the quality of all services throughout the Trust and in
order for the Board to be assured of that quality; they have to have information and
intelligence which can be triangulated to give robust evidence of service quality.

Whilst the Trust has volumes of information about its services, this information is
not always the right information, and is not always used effectively to manage
service quality. This is about ensuring that the right metrics are chosen, the chosen
metrics are presented in a way which they can be understood, and the information
is used to monitor and drive quality improvement.

These four elements will be driven by the leadership (note: leadership does not
always follow heirarchy), and leadership commitment to quality of care, and
organisational and cultural change. These are in line with the key messages from
the Francis report and analysis from health leaders from the Kings Fund,
professional bodies and other commentators.

Two other essential ingredients are vital if the model is going to work. They are:
o Enagaging all staff as the model is developed and implemented

o Simplifying the message. The message must be clear and simple and
confident —a mantra.

Within each element there are long term work streams and quick wins. The table
below unpicks these quick wins and work streams and presents them in the form of
a summary plan.
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The following summarises actions for embedding this model in different ways across the Trust.

Existing work streams and quick wins

Longer term work

1.Creating the
right culture for
positive
challenge and
positive action

Commit to a schedule of leadership walk rounds in
all CAGs. ‘Walkrounds’ are designed to encourage
a mature attitude towards reporting and resolving
risk and quality issues, by inviting staff to discuss
issues with senior leaders and other stakeholders.

Recruitment — testing for 5 commitments in addition

to clinical/ technical/ leadership/management
competencies in place

Programmes developed and dates set for the
autumn for leaders managers and frontline staff to
participate in coaching conversation training and
development

Senior clinical staff co —delivering coaching
programme project for front line clinical staff

Conduct a programme of facilitated conversations with
staff about:

o The Francis report
Culture within teams
basic care and compassion
personal / and professional responsibility.
Removing the obstacles for all staff to challenge
poor practice in all corners of the Trust.
Developing a culture of intolerance to problems which
impact on patient care.
Affirming positive challenge with positive action.
Identifying key niggles which can be fixed to make life
easier for staff and patients. e.g. reducing the number
of ePJS screens for mandatory completion.
Central SLaM QI resources working collaboratively to
ensure a coherent, systematic approach to team based
improvement work and team development.

o
o
(©]
o

2. Working with
service users in
a spirit of co-
production and
co-creation

Review the structure and process for service user
participation. Move to non-hierarchical and
widespread — (involving as many as possible).
Recruit service users and carers to internal
inspection (PAV) Teams

Deliver planned Carers coaching programme

Removing the obstacles to participation of service
users/carers within key operational meetings.

Introduce a process whereby skills can be given to/
gained by staff who have no experience of working
collaboratively with service users.

Set % targets to achieve meaningful user involvement in
key roles / positions/ professions

Develop policy of service user involvement in all key
recruitment processes

LS



3. Looking after
staff, each other
and ourselves

Invite Trust Board and Executive to review their
behaviours and the impact of those behaviours on
the way the organisation works.

Commit to the mental health promotion team’s well
being initiatives. Promoting staff mental well-being
with a series of interventions at individual, team and
organisational level to promote the positive mental
health and wellbeing, including mindfulness, stress
awareness, mental health awareness for line
managers and Mental Wellbeing Impact
assessments.

Deliver Service line leader/ senior clinical
programme over autumn 2013. (A shared
leadership pilot has been completed within
Psychosis CAG; for team leaders and Consultants).
Joint HR Business and SP programmes to help
leaders and managers manage change and develop
best performance

Non clinical staff programme being negotiated
Deliver service user involvement training /
responsibilities for Senior Managers.

Promoting and marketing SLaM values, and expected
behaviours.

Conduct staff support surveys informed by information
systematically collected about staff experience (SEDIC)
Plan to address wider psychological / organisational
impact of violence and aggression.

Launch Schwartz rounds as a means of allowing staff to
get together to reflect on the stresses and dilemmas that
they have faced

Joint HR Business and SP programmes to help leaders
and managers manage change.

Consider developing a senior role leading staff
partnership and engagement (as Oxleas have done
successfully).

Assuring quality
of care in every
corner of the
Trust

Focus on two big ticket high impact items from the
Quality Governance Framework review:

1.

Commit resources to delivering an early warning
quality indicator ‘cockpit’ capable of reporting
down to team level.

Invest in an annual schedule of standardised self
assessments and validation against essential /
fundamental standards of care.

Aligning the Measurement of Quality throughout the
organisation, making a clear link between Quality
Governance and Quality Programme delivery so that
when problems are identified and prioritised to take
through to projects to lead to improvement.

Conduct detailed review of Quality Governance
arrangements.

8G
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Guy’s and St Thomas' NHS|

NHS Foundation Trust

Report to Southwark Overview and Scrutiny Committee

1.0

2.0

September 2013

Introduction

The Trust has been asked to report on its progress following the
publication of the Francis Report earlier this year. As a Trust we have
undertaken a comprehensive review of the report and its
recommendations and the summary below sets out what the Trust has
done, supported by the detail which is set out in the two attachments.

Trust approach following publication of the report

The Chairman appointed the Chief Nurse & Director of Patient
Experience to the be Trust’'s Executive Lead for the response to the
Francis Report.

In April 2013, the Chief Nurse presented a summary of the report to the
Trust Board following its publication on 6" February 2013.

The Chief Nurse held a number of Trust wide drop-in events for all
Trust staff during the month of February where approximately 600 staff
attended.

Following the Trust wide drop-in events, each clinical directorate was
asked to undertake their own listening events and to pose the following
questions to its staff. Approximately 1,300 staff participated in 100 local
focus groups in March.

1 Theme: Putting patients first all the time;
e at your best, what do you do now to put patients and their
needs first?
e what should we do to put patients and their needs first all the
time?
2 Theme: Speaking up safely;
e what currently enables you to speak up about any concerns
you have?
e what would enable you always to be able to speak up when
you have concerns?
3 Theme: Listening to our patients and staff;
e how do we know at the moment what our patients and staff
think and feel?
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e what would be the most effective way of finding out what our
patients and staff think and feel?

Additionally posters were put up in ward staff rooms so that staff who
were unable to attend a focus group could still contribute — 24 wards
took part in the listening exercise using this method and many more
staff contributed through informal discussions and groups.

The feedback was collated and summarised. The attached detailed
report summarises the key messages from the Trust workforce. (Att1)

Following completion of the listening events, it was clear that taking an
action planning approach would not deliver the changes required and
would lead to yet another ‘tick box’ exercise. It was clear from staff that
to be successful, it needed to become part of everyday business
embedded within our values and under the umbrella of the Trust’s
‘Showing we Care’ strategy.

To ensure the Trust has a clear, coordinated approach to quality it was
agreed that the response to the Francis report; the Trust’'s Quality
Accounts; and other quality initiatives would come together under a
new ‘Showing we Care’ strategy which is set out under each of our
Trust values. (Att2).

Each value has two pledges to our staff and patients and a set of
actions the Trust is taking forward over the coming year.

The Trust has adjusted its reporting arrangements to the Board and the
quarterly Quality Committee will now receive a report structured under
the Trust’s five values and will also receive a report as appropriate on
the actions set out in attachment two.

Att1 — Francis Board Report April 2013
Att2 — Our Values & Pledges

Eileen Sills CBE
Chief Nurse & Director of Patient Experience September 2013
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Guy’s and St Thomas' NHS|

NHS Foundation Trust

Board of Directors

Date of meeting 24" April 2013

Report prepared by: Eileen Sills, Chief Nurse & Director of Patient Experience and

Claire Macdonald
Presented by: Eileen Sills, Chief Nurse & director of patient Experience

Our response to the Mid Staffordshire NHS Foundation Trust,

1.0

2.0

2.1

public inquiry by Robert Francis QC

Introduction

Post the publication of the findings of the Mid Staffordshire Public Inquiry all
Chairs and Chief Executives were asked to ensure their organisations
considered the report in full, considered whether it accepted the 290
recommendations and to undertake a listening exercise with its staff. The
outcome of which must be presented to a public board meeting. This has now
been completed and this paper sets out the outcome of this exercise. The
paper is presented in the following sections:

Presents an overview of the findings of the public inquiry
Presents the findings of our own listening exercise with staff

A summary of the DH response to the recommendations
Recommendations to the Board of Directors on a set of proposed
actions/next steps

) Appendix 1 provides a response to the 290 recommendations

Overview of the findings of the public inquiry

The previous government ordered an independent inquiry into the failings of
care at Mid Staffordshire between 2005-2009. This reported in 2010, making
a number of recommendations. When the Coalition government came to
power the then Health Secretary, Andrew Lansley requested Robert Francis
to lead a further inquiry. The purpose of which was to establish how such
failings could have been allowed to happen and to go unnoticed for such a
long period of time and what were the lessons for the wider NHS. The report
was published on the 6" February 2013.

Board of Directors 24" April 2013 Page 2 of 21
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The Francis report is 1782 pages long and is presented in 3 volumes,
supported by an executive summary and 290 recommendations. Designed to
change the culture and ensure ‘patients not numbers come first,’ by creating a
common patient safety culture across the NHS. The essential aims of what
has been suggested are to:

Foster a common culture shared by all in the service of putting patients
first.

Develop a set of fundamental standards, easily understood and
accepted by patients, the public and healthcare staff, the breach of
which should not be tolerated.

Provide professionally endorsed and evidence-based means of
compliance with these fundamental standards which can be understood
and adopted by staff that have to provide the service.

Ensure openness, transparency and candour throughout the system
about matters of concern.

Ensure that the relentless focus of the healthcare regulator is on policing
compliance with these standards.

Make all those who provide care for patients - individuals and
organisations properly accountable for what they do and to ensure that
the public is protected from those not fit to provide a service.

Provide a proper degree of accountability for senior managers and
leaders to protect the interests of patients.

Enhance the recruitment, education, training and support of all the key
contributors to healthcare, in particular those in nursing and leadership
positions, to integrate the essential shared values of the common
culture into everything we do.

Develop and share ever improving means of measuring and
understanding the performance of individual professionals, teams, units
and provider organisations for the patients, the public, and all other
stakeholders in the system.

Outcome of the Trusts listening exercise

Following the publication of the report the Trust set out its plan to brief and
engage its staff in the findings of the report and took the following approach:

To hold a number of Trust wide ‘drop in’ briefing sessions, where all
staff were welcome and they received a presentation on the findings
from the Chief Nurse. In addition specific briefings were undertaken at
the February private board meeting and for the Council of Governors. In
total approximately 600 staff attended. In addition, the Deputy Chief
Nurse for Community held three briefings for community staff.

Local listening events were then established across the Trust led by the
directorate management teams and supported by the OD team to
enhance alignment with the values and behaviours framework. The
purpose of which was to engage and to listen to as many staff, who
were posed the following questions:

Board of Directors 24" April 2013 Page 3 of 21
Our response to the Mid Staffordshire NHS Foundation Trust, public inquiry by Robert

Francis QC
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o Theme: Putting patients first all the time

= At your best, what do you do now to put patients and their
needs first?

=  What should we do to put patients and their needs first all the
time?

o Theme: Speaking up safely

»  What currently enables you to speak up about any concerns
you have?

= What would enable you always to be able to speak up when
you have concerns?

o Theme: Listening to our staff and patients

» How do we know at the moment what our patients and staff
think and feel?

= What would be the most effective way of finding out what our
patients and staff think and feel?

o In addition to the focus groups we also put up posters in the majority of
ward staff rooms for those staff who were unable to attend a focus
group but wanted to contribute.

3.2 The engagement exercise was very successful and X number of staff had the
opportunity to contribute to the focus groups.

3.3 More here and in an appendix
Focus Group findings for Board report on Francis Report
Participation

3.3 Almost 1300 staff attended 90 focus groups across the Trust during March
2013. In addition data was collected via posters in wards — 24 wards took
part in the process using this method.

3.4 The spread of staff involved in this exercise was fairly representative, other
than from Bands 1-4 as shown in figure 1.
Staff Grade Number %
Band 1-4 137 11%
Band 5-6 454 35%
Band 7-8b 393 31%
Band 8¢ plus 43 3%
Consultants 124 10%
Training grades (ST/FY) 99 8%
Student Nurse or AHP 31 2%
Total 1281

Board of Directors 24" April 2013 Page 4 of 21
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Figure1. Staff Attending Focus Group by grade

Across the 1300 participants there was broad representation from different
staff groups — the graph in figure 2 gives the percentage breakdown of
attendees by professional group

Professional Group Breakdown

40%
35% -
30%

25% -
20% -

15% ||
10% |
5% |
0% [ 1]

Figure 2. Staff Attending Focus Group by Profession

Staff from all clinical directorates and many corporate areas took part in focus
groups. The level of participation in this process is a tribute to managers and
senior staff across the Trust, both those involved in running focus groups (50
senior staff) and those enabling the process to occur through publicity,
encouragement, role-modelling and giving staff time to attend. It should be
recognised that the lead-time to organise this process was just two weeks.

Finally, it should be noted that the level of participation recorded formally for
this report is the minimum level of involvement in the Trust; many more staff
contributed to this process through ward posters, informal discussions or
more formal groups where attendance was not recorded.
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The Organisational Development team analysed the data under each of the
headings and have identified both themes and commonly occurring terms.
The commonly occurring terms are shown visually in the Wordles in Appendix
X. The larger the font, the more often the word or phrase was used.

Putting patients first all the time:
1. At your best, what do you do now to put patients and their needs

first?

2. What should we do to put patients and their needs first all the

time?

The focus group participants and contributors to posters named dozens of
ways in which they currently put patients and their needs first. This was true
of frontline staff and of staff in corporate areas. The themes were:

Theme

Examples

Attend to the basics

Pay attention to dignity, safety and confidentiality and
deliver evidence based care

Interactions

Listen to patients, ask how they are, be friendly and
empathetic

Involvement and
individualised care

Provide individualised, holistic care and involve
patients and their families and give them the time they
need

Prioritise patients
and their needs

Manage the workload to prioritise patients, inform and
advocate for them

Seeking feedback

Conduct patient surveys and act on audits

Systems that
support

Appropriate care planning, training to do the job,
planning convenient and flexible services and having
appropriate staffing mix and levels

Effective team
working

Listen and communicate with the team

It was striking that much of the language used by staff mirrored that of the
Values and Behaviours Framework.

The themes were the same for both the first and second question, but the
emphasis shifted from the personal responsibility for listening and
communicating, to the team and Trust responsibilities for teamwork and
appropriate systems and resources. This can be seen in the first two Wordles

in Appendix X.
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3.12  As a contributor said, we all need to do more of what we do on a good day.

3.13

Speaking up safely

1. What currently enables you to speak up about any concerns you
have?
2. What would enable you always to be able to speak up when you

have concerns?

Theme Examples
Approachable/visible A supportive and visible manager who listens
manager

Clear standards

Being clear about the appropriate standards of
care

Completing the action/
feedback loop

Knowing that your concern will be acted on

Culture

Feeling safe and an open and honest culture with
no fear of repercussions

Guidance & Process

Knowing what the policy and processes are and
who to raise concerns with

Personal qualities

Self confidence, passion for patient care and
professional responsibility

Space and time

Individual and team meetings

Support

A supportive team

By far most important single factor enabling staff currently to speak up was a
supportive and visible manager. The single most important factor that would
encourage more speaking up was the knowledge that there would be action

taken and feedback given,

whether through managers or through formal

mechanisms such as Datix. This was followed by the need for an open and
supportive culture where staff felt safe to raise concerns.

Listening to our patients

1. How do we know at the moment what our patients think and feel?

2. What would be the most effective way of finding out what our
patients think and feel?

Theme Examples

Create the right
culture through
behaviours

Talk to patients (speak to/ask/listen/discuss), create a
culture of listening, look at patient’s body language,
have friendly body language, make time for this

Formal feedback Surveys, complaints, PITS/PALS, patient fora, review

survey questions

Informal feedback Compliments, thank you cards, asking for feedback

after an interaction/intervention, follow up phone calls

Completing the
feedback loop

Discussing and displaying findings, giving feedback on
comments, using Datix/SUI information

Board of Directors 24" April 2013 Page 7 of 21
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The strongest theme in this question was feedback through formal
mechanisms, particularly noting what we do now using surveys, complaints
data, PALS/PITs, closely followed up by informal feedback we receive now
such as compliments and cards. The theme identified around ‘closing the
loop’ occurred again, as under ‘speaking up safely’. This shows how
important it is not only to gather information, but to feedback to staff. The
other strong theme here was around behaving in a way that enable patients
to be heard and creating the right culture for this.

Listening to our staff

1. How do we know at the moment what our staff think and feel?

2. What would be the most effective way of finding out what our
staff think and feel?

Theme Examples

Relationship with Appraisals, 1:1s, feeling listened to and valued,
manager getting feedback, being approachable, clinical
supervision

Meetings and fora Team meetings, MDTs, joint managerial and clinical
fora, open fora

Metrics Staff survey, attendance, employee relations &
turnover data, incident forms

The majority (2/3) of the comments from staff on this question were on what is
good now including appraisal, team meetings and being listened to. The main
areas which staff thought could be more effective was in the approachability
of managers, getting feedback and in having regular 1:1s. Staff also listed a
wide range of metrics used to listen to and gauge staff views, notably the staff
survey. The weight of appreciative data on what is good now aligns with our
excellent staff survey results.

Recommendations

Celebrate the current good practice

This exercise was designed to help staff think about what we currently do well
under the three themes identified. However, an overwhelming amount of data
was generated on our current good practice (on all questions there was more
data about ‘good now’ than ’better if’) with high levels of consistency across
the Trust. This needs to be recognised and celebrated; the process modelled
this but the Board should acknowledge it.

Spread the good practice

A large amount of data collected in this exercise is repeated in the ‘good now’
and ‘better if questions, suggesting we have the organisational capacity for
great practice (congruent with our patient safety record, patient feedback and
staff survey) but do not practice it in all areas of the Trust. What this process

Board of Directors 24" April 2013 Page 8 of 21
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highlights are the areas staff think we should focus on in making
improvements. Spreading good practice is a perennial issue for the Trust but
a message from the top on what is valued in the organisation and role
modelling of what is valued by staff will help managers be clear on what is
expected to create areas of best practice.

Closing Feedback Loops

In questions on both speaking up safely and on listening to patients, staff
valued feedback on issues that have been raised or on feedback such as
survey data and were keen for this to be done consistently.

There is a specific action to be considered in how Trust level and Directorate
data is fed back to staff in a way that is useful and meaningful. In addition,
there is an opportunity to use this process as a way of modelling closing the
feedback loop (as one participant suggested). Plans have begun to use the
Trust-wide Fit for the Future launch to feed back on this process, and
consideration needs to be given to other ways to thank and acknowledge staff
contribution as well as demonstrate actions taken.

Don’t take our eyes off some of the basics

There is clear message from staff in this process that basics of caring for
patients safely and kindly, having clear processes to follow, regular
meetings/appraisals and feedback are all valued and needed to do the best
that they can for patients.

Support managers to support their staff

Staff clearly value visible, approachable and accessible managers at the line
and at more senior levels. The success of this process has shown how well
staff respond to effective management action. However, managers often feel
squeezed between helping staff deliver front-line services and meeting
organisational targets. We recommend that the Board and other senior layers
of management acknowledge the importance of managers in providing a safe
and supportive environment for patients and staff.

Set aside further time

Undertaking this process has sent a clear message from the Trust’s senior
leadership regarding the importance of the Francis report and of putting
patients at the centre of what we do. It is suggested that the Board of
Directors continue by setting aside further time to consider the specific
themes and actions from this research and the implications on the Board
itself. This could be combined with the previously agreed session on Trust
Values and Behaviours.

4.0 Summary of the DH response to the Francis Inquiry

41 The DH response was published on the 26" March, the title of which is
‘Patients First and Foremost’. The document sets out an initial overarching
response on behalf of the whole health system. It details key actions to
ensure that patients are ‘the first and foremost consideration of the
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system and everyone who works within it’ and to restore the NHS to its
core humanitarian values. It sets out a collective and commitment and plan to
eradicate harm and to aspire to excellence. This is a call to action for every
clinician and everyone working within health care. The DH sets out a 5 point
plan to end the failure and issuing a call for excellent.

Preventing problems

Detecting problems quickly

Taking action promptly

Ensuring robust accountability

Ensuring staff are trained and motivated

moow»

Preventing Problems

The need to secure a consistent culture of compassionate care. With both
commissioners working with Trusts to tackle poor care and the appointment
of a Chief Inspector of Hospitals, who will shine a powerful light on the culture
of hospitals. To do this however leaders need time to lead and staff need time
to care. Therefore there will be a review of the paperwork and ‘box ticking’
and duplicatory regulation. In addition the NHS Commissioning Board has
appointed Don Berwick to advise them on how to create a safety culture and
a zero tolerance of avoidable harm and that this becomes embedded within
the DNA of the NHS.

Detecting Problems Quickly

The Care Quality Commission will appoint a Chief Inspector of Hospitals, who
will be supported by an expert group of inspectors who will have walked the
wards, spoken to patients and staff and looked the board in the eye. The
Chief inspector will make an assessment of every NHS hospitals
performance.

Generalist inspectors will be replaced by experts who will get to the heart of
how hospitals are serving their patients and a ‘comply or explain’ approach
will be used in inspections.

There will be a new ratings system established for the CQC to apply and they
are currently working with the Nuffield Trust. In addition the CQC will appoint
a Chief Inspector of Social care.

To support the new spirit of candour and transparency, hospitals will not be
subject to just aggregate ratings but you will be able to drill down to individual
specialities. Mortality data must be accurate but interpreted with care so that
members of the public and patients can trust that what they are hearing is a
fair and honest account. There will be tough penalties and potential legal
sanctions on Boards who re found to be ‘massaging’ figures or concealing the
truth about their performance. In addition their will be a statutory duty of
candour on all providers to inform people if they believe treatment of care has
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caused death or serious injury, and to provide and explanation even if they
have not asked for one.

Contractual clauses to prevent NHS staff speaking out on patient safety
issues will immediately stop and the final are of action in this section is the
commencement of a national review of best practice in handling complaints.

Taking Action Promptly

The CQC, working with NICE, commissioners and professionals, patients and

the public will draw up a new set of simpler fundamental standards, which

make explicit the basic standards beneath which care should never fall.

These are likely to include:

o Patients getting their correct medicines at the right time

o Patients getting food and water and assistance to eat and drink when
they need it

o Patients being assisted to go to the lavatory when they need to go to
prevent any patient having to soil their clothes or their bed

o Patients being asked to consent to treatment and all staff to
communicate with patients effectively about their care

The Chief Inspector of Hospitals will develop a new ‘time limited 3 stage
failure regime’ for quality as well as finance. The first stage setting out the
responsibilities of the Board to work with commissioners to resolve the
failings, the second stage would require the CQC to call in Monitor and the
final stage if the failings had still not been addressed would lead to the Chief
Inspector initiating a failure regime in which the Board could be suspended or
the hospital put into administration, whilst ensuring continuity of care.

Ensuring Robust Accountability

At a national level the proposals within this section will resolve the confusion
of roles and responsibilities in the system so it is absolutely clear where the
‘buck’ stops. The Chief Inspector will identify failing standards in the NHS
Trusts and Foundation Trusts.

Where the Chief Inspector identifies criminal negligent practice the CQC will
refer the matter to the Health and Safety Executive to consider whether a
criminal prosecution should be considered for either providers or individuals.
The DH will ensure there is sufficient resource for the H&S Executive to fulfil
this remit.

Urgently the GMC and NMC and other health care regulators are hampered
by outdated legislative frameworks. As part of the Law Commissions review
the DH will seek to legislate at the earliest opportunity the possible
opportunity to overhaul radically 150 years of complex legislation into a single
Act that will enable faster and more proactive action on individual professional
failings.
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The DH will implement a national barring list for unfit managers based on the
barring scheme for teachers.

Ensuring Staff are Trained and Motivated

Starting with a pilot, every student who seeks NHS funding for nursing
degrees should first serve up to a year as a healthcare assistant. To enable
them to gain experience in front line care and also the role of the HCA and
their future management of them. The scheme will need to be tested and
carefully implemented and managed.

Building on the historic introduction of medical revalidation the DH wish to
work with the NMC to introduce an affordable and proportionate national
scheme to ensure all practising nurses are up to date and it to practice.

There is a national review underway to ensure that healthcare assistants can
provide safe and compassionate care and that every organisation will have to
demonstrate that all HCA’s are properly trained and inducted. This will be
supported by a national code of conduct, but there will be no national
statutory regulation framework or a separate barring scheme for HCA'’s.

Each organisation should have a clear aspiration to treat its staff well, with
robust recruitment, induction and appraisal programmes in place, and all
organisations will have to ensure it has the right staffing profile to be able to
provide the right level of care. Therefore there will be no mandated minimum
nurse staffing levels, as this does not provide for local flexibility. But the
expectation will be that all Trusts will have to have in place an accredited tool
to assess the workforce requirements and as a minimum these are presented
to the Boards on a six monthly cycle.

All Trusts will be expected to make progress with the implementation of the
national nursing vision ‘Compassion in Practice — 6C’s’ and as part of this
those wards across the country who do not have intentional hourly rounding
in place will be expected to do so as well as give due consideration to
ensuring Ward sisters/Charge Nurses are in a supervisory role.

The Francis inquiry recommended the creation of a separate registered older
persons nurse. However given that many of older people are cared for in
many parts of the NHS the DH recommends that they will strengthen the
training on the care of the frail older person throughout all programmes. So
that all adult trained nurses have the right set of skills to care for our most
vulnerable patients.

To ensure that the NHS creates the cultural change it needs, it requires
leaders who have the skills and abilities to do this therefore the NHS
leadership Academy which has already been established will programmes
that support the development of leadership skills from Board to Ward.
Building the capacity and ability of our top leaders.
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4.6.8 The final recommendation in this section is aimed at Ministers and Civil
Servants who will be expected to have front line clinical experience. GSTT
has been asked to support those based in London by offering them
volunteering and work shadowing placements.

Board of Directors 24" April 2013 Page 13 of 21
Our response to the Mid Staffordshire NHS Foundation Trust, public inquiry by Robert

Francis QC



buluueyd aJes ajelddoaddy

saijwe} J1ay) pue sjuaned anjoauj
Ayyedwa moyg uaned ay) bunjsy

o e LOIPEDIUNUIIO0D Ajpuaia

1S3( JNOA Op pue 3y a.ea paseq 3uaping g .. GOI Y} OP 0} BUINIBL cioce0 pue e o o

e r S (TR ed —.—ﬂ,. _-..,_gﬂu.m_..—

aojogs syusyed angg anysaya ajes fijrea - afreyasiy
pawaojul syuaned __uazm
rn_/u mammen 18413 Ajages Ao st e ey (O [ v v )IBOPEBY JBYID s sanpay
shuiy) J3yjo anoge spaau sjyuaned asyliolid
sjuawsedap ssouge Gunjaom Jujor paau Aayl awi) ayl spuaned anig 3JeJ pasifenpialpu]
snsin paeuipJooa;doys doys aug SIU3IEM j9adsay
HIOMUWED], oy 1ne Juanged JuaiuaAuoa/a|qixalj ag

W ey ayew o) shupy ajbing
s[enpialpul se syuaned 33s faparad pue Apubip aunsug

MON poo9 —3}sii4 sjusijed Ind
xipuaddy



dysJapea) pue Guyjapow ajoy Aanans jualjed yuened sy Guysy
JuawuoJiaua juaed ay) anoadu) - y

sbuiy} Jayjo anoge spaau syuayed aspaold | >=ym=,mgmw=z$gma=m
paau >m_.= Jlil] 3ayj wa—_u_umn m_>_umm”““_ﬂ“w_ﬂ_“_w____“wmﬁéﬁ

sjuaned 0} ud)SIsjisii pajeiipaoos,/doys dos aup

S RSy

sjuaJed \mﬁ_._n_uﬂn_ J0J Uoneuw.iojul Japagx s ajelsdoaddy

341u39 ayl Je Juaned 3yl YUM UnJd 33IAaS IRy

weadj ay) uiyiim ajediuniiwiod pue uad)sisauabe ssosse bunjiom wuior
hm—w—-ﬂﬁ_s—-_-.——uﬂ—o_ Sp mﬁ_u.—.—ﬂ__.__—.ﬂ-_ ﬂum ﬂm.____.__u_.___ Jnoy _w._imm“— ysybiu3 ued Eﬁv—f—ﬂg——_—ﬂﬂ-—;

uawdinba pue sasJunosad jybig ,.._..E._;.Em—u >u— m—.——...—.._—_mﬂm ﬂaﬂ-u
B

Guluuejd Ayoedes ansijeay
sjuawsedap ssoJdoe BuijJom Juiogeoliseq sy op o) yes woddng
uoyejuawnaop Ayduis a.Jeay)jeay snsijoy apinoJdd
Lad

haeajud pue Apubip aJansuj

/6

saoines Bupdo@iag ul pasjoal sjuegeq

J] Joy}ag UaAT —}siid sjuaned Ind



Jabeuew 3jqisian ¥ aanJoddng

Aoijod Buimojqg apsiym jo ssaua.demy

- auop ag jm ns.m””uﬂw______an_ﬁn dsojuossey  UWIED) ﬂh_..—-__u-—__ ns vl &
“yoeoudde Lo = SULIOJ JUBPIOU| .., —mnlilonds B fymsiuncone juoge ey

ﬂ__ d b dd ),
Aypisuodsa. jeuoissajo.g ajes Buiaay = U pouBlsy aq W nok aﬁm_“.m_MLm E_,_ m:_m.__uwmmﬂm..___m__ﬂ uu._m_u_b,::umu-.-mm_ mm_ﬂ-.- -Hﬂ uu—.—u—u_ﬁ—_—_—ﬂu
PUGRIEEARS TEEE cpuspunis Gumony mm-_u.ﬂﬂ_.—_ wea |,
=

Jabeuew Buiualsi

MON poo9) — dn jeadsg



sJafieuew Jojees o Jeop wedp

adp suafipuew pue jye)s Jo) wnJoy vadg eause yaea 03 jownoa g0 uyod seary
o S4aMojq apsiym Jo Apwiuouy .n._ ._=f;.._..w: u_.—._____m__.u #mu_a__u.__w“a - Bupyaom wea), ssago.ad pue Agijod jnoge .Jea|)
|qoad aajosad o) parsoddns Gunjaay
X 30uapuung n__um = St _n_ : Z : m==_mm=u ._un_ﬂ._ ..—-.._ .—mu ..w :Z Jalieuew _.____mu_“. ¥ E:Ei!:m e
s TR =i == m:mE mE_mmmuud -

o
shunaaw weaj, S3UD0-0)-aup swJoy juapmu] jo sisfjeve Jayag

v_umﬁ__uum.._ m___:am\:o:um m:.mum

}| 19)39g uaAg — dn yeadg



79

S1vd/lid
v—mﬂ \ v—ﬂ@n_w abenbue] Apoq Ajpualaj

sdnoJb f_n____:m juaned -_.-..._____ __.—m\ K_EH_ aauapsadya ynoge yse stalieweyy

sjuaijed o) buiuajsy Jo aanyny;o....

uojssnasip;/anfiofelq s e iees - gBynonyy Ranans ssnasig Y 9ROP33J Eu_ﬁﬂ-_ E_E_ JeaN

S

afienbue] Apoq sjuaned

noA [ja} sjuayed
Buiyse jo juod B ayey

oAdAJI

Siuedung  swemwtweew spuawydwoy

Buluajsi

MON pP0oo9) — sjualjed o0} Buiuslsi



)oeqpaaj [ew.doy adow Guiyan
suonsanhb Aanans mainay

saljie] Yyrm abebu ueucs e moupm yaeapass Moy ssaoyoss e ney

STVd 3[qISS3ADIE IO}

)oeqpaaj pasiwAiuouy

spJemJalje yoeqpaaj J0j qsy ooy LS Y oered

juaned ay} anjep ey dllil]l 3yjew o) —_G_w_n—ﬂ—u ﬂu.ﬂ-—ﬂ-.—-_ﬂﬁ—

ojul INs/xnen
momien u_umn__.uu.._ um...E:nEnu
. Jjse/yjje n_m .

>u>a=m

J| 49139g UBAT — sjualjed o} Buiuajsi



sjesieJddy

Buyyargag BJ0j JJels

SR Ok 900 ajed ssauxalg -
JanouJny t—__ama _m _Quﬂm_mu__ .___..__um —ﬁu _ = _ — u ss____nuhﬂn.“mﬁ_ﬂ __rﬂhﬁu==u m—.-_—.-:lusw_iwu.m..._.— " oeapan, o3t

i wedl
SWLI0J JU3PIou|

A3anans }jels

MON poo9 — yejs o} Bujuasi

jaa

—
(o0}



sbunaaw wea|,

)oeqpaay pge
sjesieJddy

e ton SJ10-0]-3 1
:Em_.__._wm__-___-:m __—m."_.__—___u W BJDj JjelS

Bulaojuap

et y|9Rqpaay aniagad pue anl

sbunaaw julof jelabeuew pue jesui|)

sJabeuew a|qeyoseoaddy
A3anans jjels

82

JI Joyag UaAg — yejs 0} Buluaysi



Ainbuj siduelq syl o1 buipuodsay

SUISdU0d
Aue aney Asyy 1 dn yeads o0
abeinod ay} aney o} skem|e
payoddns aJe }Je31s JNO 2INSUS

jels
1no 01 3peqpasy Jejnbal spinoid .

0} PaUd)SI| |93} J4)S INO AINSUD

[IIM S\

™
fo'e) SUJ9OUOD Bsied
Asy1 41 wayy poddns pue
yels ano oy uars mapy - @

1y61 wayy ind
0} pJey 3Jom pue sayeisiw
Ino inoge uado aq [|IM A .

A ubajul

UM 1oy

912D A
buimouys

159q J19Y} Op 0} dALS
}JE1S JNO ||© JBY} OS 3DI0PI0M
ino dojaAsp 0} SNURUOD

sjuaned

9|C[BISU|NA }SOW JNO JOJ 34ED

Jeuondasxa Jo uoisinoad sy} 10}

pasiubodal Ajjeuoneu aq 0} 399s
pue Aio}s s,eieqieg uo pjing .

Kyajes yusned
Ul J9pe3| |eUOIIeU B 3Q 0} )93S

fouspiye
pue Ayjenb ‘A1ojes aduejeq .

IM 3\

SINOIABYSQ pue san|eA
ISNJ] 9y} [9pow pue 3|qIsIA
2Je S|9AJ| [|e }e SI9pes| 3INsud

A&lUNWod [e20] pue 921043}J0M
9SJ9AIP Ino 0} AjpAnisod
puodsai pue sanbes||0d

1193 109dsau Jje)s aInsus o

sawi
||e 1e sinoIAeYSq pue san|eA
1yb611 By} S1e1ISUOWSP 0] WY}
djay pue yeis uno poddns ey
saAneniul Jo sbuel e dojensp

I SN

SUI9dU0D dJe
219y3 1 Appinb puodsau pue aued
}JO spJepuels Jojluow AjJUeisuod e

24ed Ayjenb ybiy ajes sapinoad
03 pasu Aays s||js ay1 dojansp
0} Jje1s uno poddns 0} sNURUOD

w.ey a|qeploAe 0} yoeoidde
95UeJD|0} 049z B Juswd|dwi

ssauuado
pue A>usiedsuel) uo paseq si
Yo1ym ainy nd A1ajes e Ja1soy

juaned yoes Joy
Butied s||js Y6 Y} YHm jyels
3YbL By} 9ABY M JBY) DINSUD

[ S\

¢Sobpa|d 1nO JSAIIRP IM ||IM MOH

3oam e shep uanss ‘Aep e sinoy
¥z 2482 3|qissod 159q a3 JoAIIDP
0} JJe1s uno poddns [|Im 9N ]
Ajpuaniye paJaniep pue ‘adnoeld
1S90 puUe 9JUIPIAS |eIIUl]D UO
paseq si a1ed inoA aunsua |im apy @

1599

ay31 3¢
03 9ALILS

123dsas pue ALubip yim
J1ay10 yoes 1ean [im yers ino @

109dsal

pue ssaupupy| 3sowin ay}
yum noA 1eaiy skemje |jim app [ )

SI9Y30

}09dsay

a1ed A 1s0W aY) apiroid
01 $92n0s3J pue s||Bjs 36U By}
aney yeys ano ainsua im apy @

94es S| JuUsWeal) pue aied
nok 1eyy ainsua [im yeys ino @

op 9M
Jeym ul
opud e

Jels pue
syuaned 0} S|qISIA dJe sIouIanoh
pue $10322.11Q JO pJeog IN0 2INSUS

1S39}Ul 3534
s,Jusned ayy ui 1oe skemje Asyy
0s Jjels uno dojansp pue poddns

syuaned INO WOy Yoeqpad)
dAI19D31 0} sSAem mau dojpnsp o

Bunjew uoisap

ul sJ2Jed J1dy} pue syusned
apnpul am 1eyy Aem sy snosdwi

uoiN}ISuo) SHN 8y Ul ino

195 Jjels pue spusned o} sabpajd
9y} JNOUOY JJE}S N0 2INSUD o

aWI} 3y} JO [ 19W 4. SPIAdU diseq
,Siuaiied INo JO [|e Jey} aINSUD

[I'M S\

noA 01 uajsi|
01 jJels ano poddns mapy - @

1239dsal pue Auubip ‘sssupurny
Y}IM PRJBAIDP 34D JO plepuels
leuoissajoid e aniedal im nox @

3Sii}
sjuaned
1nd

jje1s pue siuaired o1 sabpa|d 1no pue sanjea unQ



84

SIDIAIDS [eD1Ul]D ||

SSOJDE }IpNe UoI}e}IpaIdde ,spuey Jno ul 9jes, |[enuue sy} ul dedidipied [jIM SIOUISAOD 4O [IDUNOD INO o

eaJe |esiulp e yum ,Appnq, |[IM S1032941QJ SAI}NIAXI-UON JNO o
seaJe [eJ1Ul]d Y} Ul S[]ISIA SISPE| JOIUSS [|e YIMm ,Aeplid [ediul]d, youneds e
papinoid aued jo aduanadxd ay3 Jojiuow AjdAndeoud |jIm pue o0} yjje} 0}

jjels pue syuaned 1oy d|qejieae pue d|qIsiA 3q ||IM s1abeuew J01uds pue siousdnob ‘s10333.1q 0O pleog inQ

Inopue) jo Aing ay) Jnouoy pue Juswajdwi

SINOIABYS( PUE SAN|BA INO UO }J€}S UleJ} pue }iniddi

uoldweyd erpuaWap e dABY |[IM 3DIAISS [ed1Ul]D AISAS

seaJe |ediulpd ||e ul payutodde aq |jim siopessequie AHUBIp o

,L101s s,eleqleg, 4O 1N0O [|0J Y} SNUIRUOD

wiay} J934e bupjoo| 3sidesayy 40 9sinu 410320p Sy} JO dWeU Y} Mouy| |[IMm sjudiied |
s)saJajul s,usned ayj ul 1oe sAemje o) padojanap pue payoddns aq ||Im Jjels InQ

swayds s1addoys A1s3sAw uno jusws|dwi 03 SNURUOD
S921AJDS INO JO ubisap ayy ul syuaired aAjoAul pue swnioy judned dojansp

s1aied pue syuaired 03} aAISUOASI BIOW SI YdIYM IAIDS STy Pue sjuie[dwod pajesbajul Mau e 93eald

3591 Ajlwe4 pue spusli{ [eUOl}eU 3y} 3NO |04
sjiuaned Jno wouy ydeqpasy aA19I94 03 skem mau dojanaqg

Ajjeuoneusaiul pue Ajjeuoneu sdnoeud 1s9q Jo s9jdwexs 104 00|

[IIM M pue Bupjew uoISIDAp Ul siaJed pue spuaned apnpul A9y} MOY MBI [|IM SDIAISS [BIIUID UYdeD
erpuawap e yum juaired e uoy buued 1oy Ayjiqisuodsas aney oym asoyl poddns 01 swayds e dojpasp .

Bupjew uoIsAP Ul sI1a1ed J1I3Y) pue spuaned apnpul am jeyy Aem ayy anoadwiy

uoIIN1ASUOD SHN Y} Ul N0

19s sabpo|d ayy Aq pauuidispun sie ASy} 24nsus pue sinoineyaq pue sanjeA Jno 4o 3j1404d ayy asied .

1)

| buim

uonnpsuod

SHN 3Y1 Ul 3n0 13s jjels pue sjudied o) sabpajd Sy} JnouoYy pue puelsispun [[IM 44e3s INO JO ||V

Kioyine |eb3| 1adoud ay3 10 Jusasuod

1194} 1NOY}IM JUSWIIESI} puUe 918D PIIUSP JO PadI30D ‘||IM JIdY} Jsutele pjay a4 1ou [jim syuaned .
PapPa3U UBYM 3DUR)SISSE SIY) dARY [|IM YSem O} pue 13[10} 3y} 03 ob 01 djay pasu oym sjuaired .

M
ous

Julp pue pooj ybnous uaAIb 3q [|Im syusized
SWil} UO uoedIPaW pue Jalj2J uied 19y} dAey sjuaned ainsus
JuswWieal) pue aJed Jivy) bunp wiey wouy syusned 1o9104d o
uoleUIWILIDSIP pue asnge wody syusned 109104d .
ues|d si 104 paJed aJe sjudi3ed SIBYM JUSWUOIIAUD Y} 2INSUD
piepuels [euoindadxa ue 0} SaWI} ||e }e PIIDAISP dJe d4ed JO s|ejuswepuny diseq ayj ainsuj

¢S9bpa|d JNO JBAIIDP 9M [|IM MOH

noA o}
uajsi| O} }4€1s 4no
yoddns ||IMm 9\ @

}>9dsal pue
Aubip ‘sssupuny
UM P3ISAlISP
94ed JO pJepuels
|euoissajoid e
DAIDI3I ||IM NOA @

}S41}
siualned

Ind




85

S9WO021N0 Jsulebe ,Bulop a1e 9Mm Moy, seale [ed1uld pajeubisap ul pue 3}sgam Jno uo ysiignd
9AISUOdSal S| 31 9INSUD 0} 4NIINJYS DOUBUIDAOH |BIIUID JNO MIINDS o
buiaLq ,spuey Jno ul ajes, Apj@am ano usayibusils pue pjing O} SNUIIUOD

SuJI93uU0d aue 313y} 1 ApPinb puodsas pue aied Jo spiepue)s Jopuow Apueisuod

Buiulely ul 9soy) pue syuspnis Jno poddns pue asipoud e

buiuiesy
s101oe4 UewNH pue swAy] pue sbes se ysns ‘}eis [ed1ul]d Jno 0} Hulules) UoREeIIUNWWOD 3pIN0Id :
Aubip pue uoissedw0d SI9A0D pue UaALIP Judlled Si 31 3uNsua 0} Bulules) uolze|Nwis Jno doPAsp

3482 dAIDDHD Isow

a1ed fyjjenb ybiy ayes apinoud o3 pasu Aay; s|ipjs 3yl dojanap o3 jjeis ino Joddns 03 snunuod WSH. w—u_>0._o_ 0l

1SIPPRYD |e2164ns QHAN Y3 9sn [|im jyels Sreudoidde Jno o e . $921N0sol pue s||fs

$492|n aunssaid palinboe 3snJj pue wuey Yum sjjes ‘suoizdasul padinboe [eyidsoy aonpad Jsypng e u.r_@_.h wr_u. ®>MC_ u_.u_.mU.m
wey ajqepione o} yseoudde s5ueis|o) 049z e Juswa|dwi| : ANO 21NSU9 [|IM S\ o

buiop aie Ay ]om moy Ae|dsip [jim seale |ediulp Jno .

S92INIDS :
Aunwwod ||e ssoJde 1no |04 pue ‘IS1dwowayl A19ses oy se yons ‘swalsAs erep Jo asn syl paquud e : wL.Mm m_
Peqpasy :
SAI9D3J }}B1S JNO INSUD PUE JUSPIdUI JO JOLID ‘SSIW Jeau e Jodai 01 3|qissod se Asea se 31 dew o : jusunesal) pue aled
S}ISGSM JNO UO UOI}RWIOLUI DUSLIDAXD JnoA ley} ainsus
waned pue Ayijenb jo ,qny, e 938 pue SI0.LIS SAUIDIPSW pue elep JalSWowdY} A1a)es ‘erep :
Ayijexiow Buipnjpul ‘i€ S9IAISS INO d4eS MOY SN S||9) 1By} S|ge|leAe uollewIoul Jo abues sy} asn . : ___>> t.m“_.m 1no o

ssauuado pue Aduaiedsuesy uo paseq si Yd1ym ainynd A}ajes e 13)so4

9|04 Aiosiniadns e ul aq ||IM sasinu abJeyd pue SI9)sIS PJem IN0 :
seaJe 01-1INJd2J-0}-piey Y} J0} sa1691ells JuswiinIdal 9de|d ul aAey e :

syruow 9 AI9AS S||BjS pue s1aquinu 32104410M AIjIMpIw pue Bulsinu INO M3IASI Aj|ewlo) e :
seale ||e 4o} ue|d JuswdoPASp pue uoiednps |enuue ue ade|d ul dAeY O ﬁ w>>

awi ybu sy} 1e adejd ybu ayy
Ul J4e3s [eDIUl]D-UOU puUE [e31ul]d YL Y} dABY 9M 3INSUD 0} ‘dDIAISS //i7Z € dpIN0Id dM MOY MIINDI H.m£>> C _

jusned yoes 1oy Buned s||pfs Y6 dY) YaIM Jjels 1Yol Y3 dAeYy am a4nsug

opud e

ar»,, (S9BPd 10 NP M I MOH
buimoys



86

Uo }JOM 0} seale

Auoud pue sswsy) uowwod Ajnusapl pue sjusned pue Jje1s INo WOy ydeqpasy Jayebol buug .

S93IAJSS INO

[|e 40 2un}Nd 3y} dAodwil pue 1s3) 0} JOPIO Ul 4}B1S JNO WO 3Oeqpasd) uleb o0} ASAINS Jjels uno asn

sswwelboid sbueyd |einynd buuayo ybnoayl sanjea syl dAl| 0} swedl pue sisbeuew poddns

Sy

pIp @M s1y} pies noA, — Bulop aue am moy mous| 0} sjuaired pue jjers ano 1oy skem Ases dojonsp «

swea)

J1I9Y} UIYHIM SINOIARYSQ pue sanjeA sy} dojaAsp pue asn 0} Moy uo siabeuew 1iodns pue uiel)

way} Agq apIge s1012eJU0d JNO INSUS OS|e pue SINOIABYSC pPUe SSN|eA INo Jsuiebe 3nIdal

sinolneyaq

Hunioddns pue sanjea g uno 0} paddew - uoissedwod ‘uoiled1IUNWWO ‘d3ualadwod ‘abeinod
JuswWWOod ‘aled - s,) 9 8y} pue ,uoissedwo) pue aie), Aboajels Buisinu jeuoneu syl Juswsdwi .

uonoe ul

sinoiAeyaq pue sanjeA ayi Jo sjppow Jejdwaxa pue 3|qisia A|ybiy a4e 1ey) S|9A3] ||e 1e SI9pes| ey

sawii} [|e }e sinoineyaq

pue sanjeA 1ybL Sy} 91LIISUOWIP UL }Je)S JNO 3INSUD JeY) SIAIIRIIIUI JO dBueL B JBAIIDP [[IM SN

oM

buimouys

(S9bpa|d uno JBAIIDP SM ||IM MOH

1>9dsaa pue Ayubip
YHM J3Y30 yoes
1eaJ} ||IM Hels JInO @

}>adsal pue

Ssaupup| }sowin

9y} Yym nok 1eaiy
shkemje |[Im S\\ @

s19Y310

109dsay




87

}JJe1s JO S|9A9) [|e 03 swiwelboid Bunojusw pue Buiydeod e IS0
: oM

Kep e sinoy g a4ed a1euoissedwod ‘ajes BulaAIRP : 1
0} ssuepodwi 419y} 9siubod3l pue ssipunyioddo diysispes] yim siooop Joiunl spiroid 03 snuizuod . : e m>mﬁ U3ASS >GU
: e sinoy {7¢ =24ed
: 9|qissod 1s9q 9y}

Awapedy diysiapea SHN 2y} Aq papiroid sswwesboud ur syedidiyed o) buifjdde jyeys poddns o

SI9pes| dulj}uo) INO dOPASP 0} SNUIRUOD JOAIISpP 0} }J€1S Uno
siapes| aininy ino sdojaAsp pue jua|el s3ods 1eyl swayds e dojensp . iy oddns /M S\ @
159q 1194} OpP O} dALA}S }JE1S UNO [|e }ey) OS 32I0PI0M Ano dojaAsp 03 dnuiuo) >_“_.Cw_u_u_.+w
sjuaijed 9|qeJau|NA 1SoW JNo o) d1ed 0} Bululesy o [9A9] dreidoidde ayy aney [|IM 4jels INo [je e paJanllap pue
}lun s,sjdoad J9p|0 By} UIYIIM $S900NS 3y} uo bulp|ing ‘swwelboud Buiuiely s,sjdoad J9p[o UNO N0 ||OJ ~wu_u.u ead U.mwo_ pue

: 9DUSPIAS |edlul|d
: uo paseq sl aJed
m InoA aunsus |[IM 9\\ @

ABa3eils eipuswap Jno uswdwi
sjuayed s|qelaujnA 3sow Jno 10j d4ed [euolndadxa 4o uoisiroid ay) 1o} pasiubodal Ajjeuoiieu aq 03 Ha3S
apinoad am sao1AIs 3sijerdads ayy 1oy} spiepuels Ayjenb pue A6ojel)s sSwod1no |euoijeu syl Juswsjdwi
sjuaned uno Joj SOW021N0 1s9q 3y} aA31Yde 0] pue A1ajes jJuaned ul J3pes| [euoijeu e aq 0} 295
Ajlunwwod sy} ul buidssy psodai poddns 03 suoiIN|os [ed1uyd9) dojASp

Hunrou-s pue buiqudsaid-s Juswa|dwi H.mw Q

Kem pareisbarur ue ui Aouadiyys pue Ayjenb
‘A1a4es Jo spiepuels sy} asiel 0} ‘swwelboid a/npn4 ay3 404 34 INO SIedA SALL IXSU Sy} J9AO0 Juswddwl : w £ H. w Q

Aouaniyye pue Ayjenb ‘Ayayes sduejeg

0} 9ALIYS

oM (S9bpa|d UN0o JSAIBP M [|IM MOH
buimouys



88

Ao110d BUIMO|Q-3]3SIYM PaSIASI B Yydune| e
op Ady3 usym jpeqpasy apinoid pue suiaduod asiel 0} j4els Jno poddns o
WISyl Wouy uies| pue sayeisiw ynoge uado aq 0} J4els Jno poddns

J3Y30 Yded WOy Uled| 0} 4jels Joj pue Aem [eipuspiyuod

‘9jes e ul Judljed e 4o a1ed By} SSNOSIP 0} SWed} [edIUl[D 9|qeud O} SpUNOoJ zJeMmyds Juswa|dwi

JJB1S JNO JO |8 40} dWaYds uoiniubodai/piemal e adeld uianey .

way

Y} 91e21UNWW0d 0} SAem aA1leald dojaA3p pue 43S INOo 40} SIUIAS Buludls| Jejnbal dn 1as

SINOIARYDQ pue SaN|eA s,1sni| 9y} Jsulele passasse a.e Jjels aIdaym ssadoid

JUSWISSASSE Uk N0 |[04 pue dojaAdp [|IM dm pue [esiesdde [enuue ue 9AeY |[IM JJB3S INO JO ||

wed} e se Ajueinbas 199w pue 4o Led [934 [|IM L4e1S INO JO ||B
siabeuew 119y} YLM SSUO 01 SUO Jejnhal dARY 4R1S [|e INSUD

Joeqpasy Jejnbal bulalb Aq A3ssuoy pue ssauuado ‘3snuy JO 21N} ND e IS)SO)

uI92uU0d sasned jey} buiylawos 99s A3y} 41 1no yeads o) skemje

abeinod sy} aney pue deqpas) dA19334 A3y} ‘0) paudlsi| [994 A3y} 2insud 0} jjels ano poddns |jIm app

9.120 I

buimouys

iSobpa|d 1NO JBAIDP 9M |[IM MOH

SuJadu0d 3sies Aayy
J1 wayy yoddns
pue }jjels uno o}

US3SI| []IM S/

1ybu wayy 1nd

0} pJey jiom pue
S9ye1siw Ino 1noge
uado aq ||IM IAN

A bajul

YUM 10y




89

Item No. | Classification: | Date: Meeting Name:
Open 15/10/2013 Health, Adult Social Care,
Communities &
Citizenship Scrutiny Sub-
Committee
Report title: Adult Social Care response to the Francis
Report
Ward(s) or groups All
affected:
From: Sarah McClinton, Director of Adult Care, Children’s
and Adults Department
RECOMMENDATION(S)

1. That the Health, Adult Social Care, Communities & Citizenship Scrutiny Sub-
Committee note this report.

BACKGROUND INFORMATION

2. The Health, Adult Social Care, Communities & Citizenship Scrutiny Sub-
Committee requested a report from a range of health and social care bodies in
Southwark on their response to the report of the Francis Inquiry. This report
sets out the response of Adult Social Care.

KEY ISSUES FOR CONSIDERATION

3. The Francis Report into events at mid-Staffordshire NHS Foundation Trust
raised a wide range of concerns about patient care, safety and dignity and
about the attitudes and approaches of managers and staff within the trust. The
report also highlighted the failure of the wider health system to ensure services
of an adequate quality were being delivered from the trust, including the
systems of inspection, regulation, commissioning, contract management,
complaints, clinical governance, quality assurance, regional NHS management
and performance management arrangements. The failure of the Link and the
local authority health scrutiny committee to identify the problems was also
highlighted.

4. The inquiry found that the organisational culture, characterised by a lack of
transparency and openness, together with an excessive focus on financial and
performance targets led to a system that did not put patient care at the centre
of what it did.

5. There are a large number of detailed recommendations and we believe it is
important for adult social care to draw lessons from what happened. Although
the focus of the inquiry was hospital services the findings all clearly translate to
adult social care, in particular in relation to care provided in care home settings,
where the risk of comparable institutional abuse is significant. The same

1
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principles apply to services provided to vulnerable people in their own home
and to any other services.

It is evident that there are some clear areas that we should all consider relating
to the dignity with which people are treated and the compassion with which
they are cared for. Key to ensuring that care in all settings is the kind of care
we would want for ourselves and our relatives is for us to listen to staff and to
the people who use services and their families. Leadership at all levels of
organisations is key to improvement and, in Southwark, this is why we started
with investment in My Home Life leadership development programme with our
local care homes.

At a strategic level, the council has built on this leadership development
programme to create ‘My Home Life Southwark’, which is our Quality
Improvement Strategy for Care Homes aimed at delivering system-wide
change. This strategy is attached as it is substantively a major part of our
response to the Francis Report (see appendix 1).

My Home Life Southwark applies to all care groups but has a specific focus on
older people’s homes locally. Separately, the council has considered the
lessons from Winterborne View in the light of shocking scenes depicted on
Panorama in 2011. Events at Winterborne View and the Serious Case Review
that followed highlighted a catalogue of failings in the care system and the
need for a culture and a way of working that challenges poor practice and
promotes compassionate care. Locally we have set up a Winterbourne View
Steering Group to improve services for people with learning disabilities and
challenging behaviour with the goal of ensuring there is no such failing for our
residents. Progress on implementing the Winterborne View Concordat has
been reported to the Adults Safeguarding Partnership Board and the Health
and Wellbeing Board. For the purposes of this report the focus is on My Home
Life Southwark: Care Home Improvement Strategy.

Summary of ‘My Home Life Southwark’: Care Homes Improvement Strategy

9.

10.

11.

‘My Home Life Southwark’: Care Home Quality Improvement Strategy 2013-15
(see appendix 1) has been developed through a partnership group comprising
representatives from across the Council and NHS Southwark CCG, the Care
Quality Commission, Lay inspectors, Age UK and care home providers.

We have been supported by the work of My Home Life which developed an
evidence base for improving quality of life in care homes. My Home Life was
referenced and supported in the White Paper ‘Caring for our Future — reforming
care and support’ The strategy has also been informed by the
recommendations made in the Cavendish Review ‘An Independent Review into
Healthcare Assistants and Support Workers in the NHS and social care
settings’ and the Berwick Review published in August 2013 ‘A promise to learn
— a commitment to act” which highlights the need to place the quality and
safety of patient care above all other aims for the NHS.

The Strategy responds to the recommendations from The Francis Review 2013
which highlighted a number of key themes: common values, accessible
standards and means of compliance, monitoring of non compliance, openness,
transparency and candour, strong leadership and support for leadership roles,
accountability and ensuring information is accessible and useable. The
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Strategy confirms the sector's commitment to working partnership to provide
high quality care.

12. The Care Home Quality Improvement Strategy focuses on both care homes
with nursing and residential homes and has five key work streams:-

Quality Assurance

Safeguarding

Working together in the future

Workforce Development each with a detailed action and implementation

plan.

e Integrated working

13. Delivery of the Care Home Quality Improvement Strategy will be overseen by a
steering group who will have membership from all partners and will meet
quarterly to review progress and measure the impact of this on the quality of
care, based on measures developed through the Quality Assurance work

stream.
APPENDICES
No. Title
Appendix 1 ‘My Home Life Southwark’: Care Home Quality Improvement
Strategy 2013-15




92

/2 10 | ebed

pajea.) aq 0} saljiuie) UMO INo JO SIoquidW YSIM P[NOM am Sse spuapisal Buneal |

G102-€102
ABajeais juswanoidwi] AJijen awoH ale)

yiemyinos a7 sawoH A

[IouNoY
.rl\
4]
¥\§ 1 L XIQNIddV



93

/T 10 g ebed

...................................................................................................................................................................................................... wt_OU_ocmv_mu.w
...................................................................................................................................................................................... HC@E@OLO( Q_cwt_QCtm&

.................................................................................................................................................................................. HC@EQ0_®>®U mo.‘_o.._.v_.ho>>
........................................................................................................................................................................ mu_juv:h. mcu. C_ -_QSHQOOH @C-V_-_o>>
.................................................................................................................................................................................................. OC_U;_NJOO%Nw
........ Buiom pajelbalul
......... aouelinsse Ajenp
...................................................................................................................................................................................................... wcm_Q mco_u.o<
yoeoudde yremyinog ay |
1X8JU09 |BD0| pue |euoljeN
........................................................................................................................................................................... Q_F,_WLQCHL_@Q ®>_H.0®..t.® C_ @C-V_.\_O>>
................................................................................................................................. >H_C3EEOO OF‘_H UCN w.hm.hmo .wm___c\_mn_. .mme: ®0_>L®w n_.o wm_om
........................................................................................................................................................ m.._.__ .._.O >H.__m3U mC_HOEOLQ u_o.._. Co_m_> V_LNBCHjow
ABajens juswanoidw| Ajjend swoH aled [Iounod YJemynos

Xapu|



94

/2 10 ¢ abed

"'S9OINISS
Alunwwod pue yjjeay [B20| 0} SS820B SBY ‘SUZII0 JNO ||e 9yl ‘pue 10adsal pue Ajubip ‘uoissedwod yym pajeal) si [enpialpul AloAs
sueaw SIY| "SSIIUNWWOD UMO JIdy} ulyym ‘e Jo Aljenb ajqissod jsaq ay) uoddns 0} sswoy aJ4ed |eao| ul yoddns pue aied Ajjenb ybiy
0] SS920B 9ABY SJUSPISaJ INO Jey] BuliNsus 0] papIWWOD aie aMm “YIeMylnog U] "dAIe2al Aay] aled Jo Ajjenb ay) uo Ajje2o| pue Ajjeuoleu
yjoq ybipods e si alay) ‘Woddns pue aied Buipsesu ajdoad pajgesip pue Jap|o Jo siaquinu Buimolb pue Buiseasoul Aoueyoadxa o)l YIAA L

uoljonpouJuj

‘syjuow 9 ui ssalboid uo ajepdn ue 0} piemlio} 00| pue Abajes
sIy} Juasaud 0} a|ge ag 0} pases|d we | "SIy} JaAIlep 0} djay ||IM Jey) Suoijoe Jo 18s |eonjoeld e pue aled Jo spiepuels ajgissod jsaybiy ayy Joy
uolsIA Juiol B punoue J1010as Ajlunwiwod pue Alejunjoa ay) pue siapinoid ‘sanbes|jod SHN ‘[1ounod) ay) Jayyabol sbuliq yiemyinos a7 swoH Ay

941 Jo Ajjjenb

poob aousladxa pue aled a|qissod }saq ay) 186 sjuapisal Jno Bulnsus si SIY) JO Peay ay} 1y “Alunwwod ay} 0} uado pue pauoddns Ajpanoe
1Ng ,p|O 8Y1 JO Spue|sI, 10U ale sawoy |ed0] ainsud 0} Jed Jno Aejd ||e pue WwalsAs 8joym ay) JUsLIO-a4 M JI paAsIyoe aq AJuo [|Im JuswaAosdwil
Ajjenb pauieisns 1ey) sesiubooal ABajen)s siy| "seoualsald pue suonelidse ‘sanjeA ‘spasu [enplAlpul UMO JIay) sey uosiad yoes se xa|dwod
S| s|jenplAlpul Jo abuel spim e 0} a1ed Ajljenb ybiy Bunaalap 1ey; asiubooal | “uoissedwod pue Alubip ‘Joadsad Jo 81nyno e s18)soy) uJn} ul

SIy} pue aied joddns 10 apiroad ‘enledal oym ajdoad ay) usamiaq sdiysuoneljal ay} ul papunolb si I uaym a|qissod apew si 8yl Jo Ayjenb ybiy

" OWOoY 1B, pue 9|qelojwod |98} A8y} 0S 8in}Nd pue saoualaald ‘sjal[aq UMO JIBY} YIIM 80UBPIOIDE Ul SBAI| JIdY} dAl| 0} pauoddns si [enplAipul
yoea Jey} Sl UOISIA JNQ "SBWOoY UMO JIay} Ul aA1| 0} 9|ge Jabuo| ou ale oym ajdoad 0} woddns |eijuasss apinoid YJemyjnos ui sswoy ale)

‘'Sawoy |e20| Ino Ul aled Jo Ajjenb ay) aAocidwi 0} Jayjaboy yJom |im em moy uo Abajens
JNO 1N0 S)8S YoIym Huemyinos 8417 swoH Ayy yussaud o) pases|d we | Aum si SIy} pue sadlAIas pasijeuostad Ajjenb ybiy oy Juswiyiwwos buons

INo aullJepun sasiwold ainny JaJie) S, [IDUN0Y 8y | "S8AIB|S] UMO N0 JOJ JUBM PINOM SN JO yoea aied Aljenb ybiy Jo pury ay) eAey 0} Juspisal
awioy aJed AJaAs 10} pue ‘pajead) 8q 0] Sal|Ie) UMO INo JO Siaquiaw YsIM pjnom am Aem ay) Juspisal Alaas Buijeal) 0] paliiwod aie apn

pleuo@d auusyle) ‘sanijenba pue aied [eI120S ‘Yjjeay Joj JaqUIBJA Jauiqe) Woll piJemio

ABajenyg Juswanoidw] AJijend aWoOH aie) :yJemyinos 8417 swoH A



95

/T 10 1 ebed

aJes 884 }shw am :Aundas JO BSuss e o

:Buimoloy ey} |98} Ay} uaym ale ajdoad u sinoiAeyaq }seq ay} Ino Bulig 0} umouy ale ey} sjuswo|d

A8y ay] -8y jo Ayjenb nisy) anoudwi 0} saAnejal pue sjuspisal ay) o0} paljdde aq ued siy) usay| "8yl Jo Ayjenb uno 0} ‘A18100s Jo siaquiaw

pue sjeuolssajoid aieo ‘sbuieg uewny |[BNPIAIPUI SE ||B SN 0} 8oualoyip e ayew }ey) sbuiy) asoy) uiejas o} juepodwi si ) ‘Ajjesnjeu

uaddey |Im SIY} 8J8Yym SUOIIPUOD By} d)eald 0} JopJo u| “sdiysuonejas Ayjenb ybiy ybnouy) seAnejas pue yels yim }0auuod Ajjeuoijows
0} AJjige ay} sI sewoy aJ4ed ul Buiall aidoad Jap|o 0} Juepodwl SI Jeym jey} payjuapl sey ajijowoH Ay Aq padojaasp eseq aduapine 8y °E

‘abueyo spasu se A|qixaj) pasn aq pue ‘eljuawap Jo 1oedwl ay) Buipnjoul
‘spaau xo|dwod 0} puodsal 0} ‘}oadsal pue Ajubip ajowoid 0} paulel) |[9M 8q O} PaaU JelS "SuJaduod 8siel 0} MOY MOUY p|noys sawoy ul
Buial] ejdoad pue yeis yjoqg pue asnge Jo ysu ay} wo.l) ajdoad 109j04d 0} aoe(d ul 8q p|NOYS $8sSa201d "Ysu e ojdoad Apuspl pue Buidesy
pJo2aJ ajelnooe uoddns ‘saousalsyald pue spasu |enplAlpul Ajjusapl eyl swalsAs 99s 0} 10adxe am ‘sawoy aJed ul Jeyj suesw SIy] g

‘pajeaJ) 8q 0} SIaquiaw AJiLUB) UMO JNO JUBM PINOM SM SE pajeal) 8 O} [enpIAIpUI A1oAS 109dxa am
‘WEMUINOS U] "84e0 Jus||@oxa 186 pue 10adsal ‘Alubip yum palesal) ag 0 10adxa pjnoys sswoy Buisinu pue |enuapisal Ul 8All oym aidosd |

a1 jo Ayjenb Buijowoud 10j UOISIA Yiemyinog

‘aled Ajjenb ay) anoidwi 0} sialed pue saljiwe)

‘SJUBpISaI ‘S[IDUNOD ‘SBWIOY YJIM SHJOM dJI|oWIOH A "sawoy a1ed ul Bunjiom pue Bunisia ‘BulAp ‘Buiall ale oym asoyy Jo o) Jo Ayjenb

ay) Buinoidwi je pawie diysisuped aAilIOge||0D B S| 8)I|oWOoH AP\ "Wa)sAS |BD0| JNO SSOIOE SI9P|oyde]s Jo abuel apim e yum Ajjeao)
auop udaq sey Jey) YIom pue ajijewoH Ay Aq padojansp aSeg-a0UspIAS [BUOIIBU BY} UO PaSEq SI MO|ag UOI}0as 8y} Ul N0 }8S UOISIA IO °G

"a1e9 Jo Ajjenb ayy anoadwi im 1eY) WeysAs ay) ssoloe sabueyo Buew ul ssaiboid ainsesw 0 sisuped 1o) wsiueyosw
B oplnoid pue sanjeA pue UOISIA awes ay) 0} Bunjiom aJe siauped |je ainsua [im ABajel)s siy| "sawoy aJied ||e ssoloe Ajdde |im Ayjenb
BuinLp pue Buliojiuow o0y sayoeoudde ay] -ajdoad Japjo yum Ajurew Buijiom sawoy a4eo Jabie| ayj uo snooy e sey Ing sawoy aJeo |e
SS0U0B S[enpIAIpUl 10} 81| Jo Ajljenb aaoidwi 0} salidse AbBajens ay] “siy} Buunsua 0} 8)nquIu0d ued auohlana moy pue ‘ab ajdoad jeym
S| SIY} ]y} 8INSUd 0} Op ||E ||IM &M Jey} YJom 8y} ‘Jes[o SI SIY} 0S 8yl SY00| Ajijenb jeym 1o} uoisia juiol paaibe uno 1no syas Abajens siyl v

‘pan|eA suoljoelalul [BI00S pue [njjoadsal aq
0] aleo ‘syse)] alojaq awoo ajdoad ass 0] 10adxe ap) "o|qissod se Ajjuapuadapul se aAl| 0] pauoddns ale Asy) pue Jeis Agq poojsiapun
[|]oM ale spaau a1ed pue saoualajeld JIsy) ‘s|enplAlpul se uaas ale gidoad atayp) 1S4l 8jdoad sind ey} aueod Jo ainyno e joadxa ap\ '€

"JuswiuodInug Ayjjesy pue ajes e sapinoad pue ajl| Jo Aljenb
poob sajowoud ‘Ayjenb ybiy si paiaaliap a4ed ayj jey} |enuassa si il ‘sewoy Buisinu pue |enijusapisal asn 0} pasu ajdoad a1oym ‘JIoAMOH
Juem Aayj sn pjol aney ajdoad jeym si yoiym ‘a|qissod aiaym SaWoy UMO JI9y) Ul ulewal 0} sjuapisal Joddns 0} sI JJemyjnos ui wie nQ g



96

/2 10 G abed

"8U0 PBAO| JIay} pue Way) Uo 8A0W 8y} Jo 10edwi jeuojows ay) Yim [esp o) pauoddns
ale pue aied S,8U0 PBAO| JIayl Inoge epew Buleq suoisioep 0} 8)nNguuod ued Asy) jey) Juepodwi si )i ‘SeAleal 104

"awioy aJeo e ul 9)1 pauoddns mau Jiay) Leis Aay) uaym oALIY), 0] uibaq pue aouspluod ulebas ajdoad
Japjo Auely -seljiwe) Jioy) pue ajdoad Jap|o 1o} 8y Jo Aljenb paaosdwi pue syysusq bulg ued )1 ‘poddns pue Buluueld
ajeudoidde ypm ‘Inq S9SSO| 9|qRISPISUOD BA|OAUI AW UDdIYM 8)I| Ul uolisuel) Jolew e sI awoy aied e ojul Bulnop

‘uondo 1saq 8y} sIy} axew sAemje Jou saop
abe Jap|o ul Ayjiel} [e100s pue [ejusw ‘|eaisAyd Buisealoul Ing ‘@woy UMO INO Ul 10 paJed aq O} YSIM pinom sn JO JSON

suonisuels) buibeuepy

‘Jnoge S| UoISIA 8y} ‘|4 U]

aled ajeuoissedwod Jo ainynd aAlsod e Bujowold
92JopIOM INQO

aJI|-jo-pus poob buiuoddng

aleoyyjeay pue yjeay buinosdw

Bupjew-uoisioap buueys

saluNWwo9 bupeas)

Ayyuspi Bulutejure|y

suolsued) buibeuey

‘SjuslaAoidwl 89S 0] Juem M aJaym seale Juenodwi g sainuapl yoiym ajdoad Jap|o Joy 8y
$)00| Po0B JeyM, JO UOISIA Je8|d B JNO }8S aABY am ‘aied pasjusd-diysuoneal 1oddns o) pue sjuspisal Jno Joj a8yl jo Aujenb sjowold o]

"S8YSIM pue saoualajaid Jisy) YIIM 80UBpI0OO. Ul SBAI| JISY) SAl| Ued Asy)
1B} pue JaW aJe spasu JIsy}) Sainsus ey} Juapisal yoes Joj ueld pasijeuosiad e aaey 0} pajoadxa ale sawoH “Ayjigesip pue ‘uoibijal ‘obe
‘Aijenxes ‘Jepuab ‘|einyno Buipnjoul ‘sjuspisal Jo dnoib asIeAIp 8y) JO Spasu Juaalip 8yl 0} aAlsuodsal 8q 0} S8Woy aJ4ed Jno 108dxa oA\

|BNPIAIpUI Ue Se Jajjell M [99) 0} paau am :aouedljiubls
ssaubo.d SoA[8SIN0 88S 0} podU BM : JUBWBABIYOR
pajejow (884 0} peau am :asodind

sbuiyjy jo ped jes) 0} pssu am :Buibuojaq

SU0IJ0BUUOD puB SYUI| 82UBLIBdXd 0) pasu dom :AINUIUOD



97

/¢ 10 9 abed

"JISIA Jey} asoy} Joy Buipiemal os|e pue juswabebus |e1oos 10} ajdoad Jap|o 03 [njdjay AlaA
g ued ‘sdnoib AJejunjoA 1o S|ooyds Se yons ‘suonesiueblio [Bo0] YIM SHUIT “SSIIUNWIWOD 8SISAIP |BOO| SHI pue awoy
aled 8y} usamieq pue ‘awoy aled ay} UIyIm yiog ‘Aljunwwod Jo asuas e Buieasdo Aq paoueyus aq ued ay| jo Ajenp

illed) pue pjo molb osje |Im
M MOUY 8M UBUM UBAS ‘SN, 10U W8y}, INOge JUly) 01 pus)] @M — p|O 8Y} JO SPUB|S], SB PaqlLIOsSap Usaq aABY sawoy ale)

sanlunwwo? Buneas)

‘Aem aAlsod pue ajeuoissedwod ‘|njbuluesw aiow e ul sjdoad
Japjo yum abebus way) djay ueo siy] -Aiojsiy ayl sjoym pue syibuaiis ‘sisalsiul ‘uolbijal ‘einyno Jisy) Jnoge osje 1nqg
‘spaau Juaiind J1vy} Jo swd} ul isnfjou Loy a1eo Aay) ajdoad Jap|o 8y} Inoge ules| 0} SLIoYS [Bal dYew Sawoy aled Auep

"ypom Jo asuas e uiebal syuapisal Buidjay ui ajod Jolew e Aejd ued sawoy ale) "WovISo
-JJos pue uolbias ‘@inynd ‘Ajjuspl Jo 8suas Jisy} 8so| ued ajdoad Jop|o jey) dsu |eals e S| aivy) {(swoy ‘Ajunwwod
‘Alwey ‘yyesy Jo sso|) sawoy aJed e 0} Buinow usaym sousuadxe ajdoad Jsp|o Jey} S8SSO| 9|geJapISuod ay} UBAIS

Auapi Buiurejurep

4 N

"JnOY suo 0} dn Jo} Jed a)e} mou ued aHy
‘Aisnoinaid Ajanoe jo adAy siyy op 0y pesn aH abebua wiy padjey Ajjeal sey doysyiom Ajuadied e pspnjoul yoiym
100l04d vy “Auanoe Aue yum abebus 0} ynoiyip AloA sem oH "umop pue dn paoed pue ssafisal Alon sAemje sem Y I

/ asodind jo asuas e buiuiebay :ajdwexs ommo\




98

/¢ 10 ) ebed

‘s)pne jeusajul 1no BuiAuied pue Jeis Buninioal ‘1oosp ay) buiuued ‘Buidesyasnoy
yum no Buidiay ‘siad 1o} s|qisuodsal Buleq ‘usapieb ayy Buluiejuiew ul paAjoAul o6 ejdoad Jap|o ‘sewoy aied swos Uu|

‘palewjsalapun g Jou pjnoys ‘ewoy ay} Jo Buiuuni Jepim ay) pue aled Jisy) yioq
0] uonejal ul Bujew-suoisioap Ul paAjoAul Buljgs) Jo souelodwi 8y} pue Auew Joj sousliadxe mau e 8g Ued SIaylo yiim
BUIAI] 8ANIDB|I0D "8Il UMO S,8U0 JO [0J3U0D Ul Buieq wol) Aeme sAow e 8yl| |99} ued awoy aJed e ojul Buiob ‘Auew Jo4

Bupjew-uoisioap bBulieys

*Aunwwod |eo0| ay) abebus 0] sAem aAljeald pue asIaAIp ajelausb 0] s1e8junjoA pue suonesiueblio
[200] ‘SBAle[al ‘Iels ‘sjuspisal yiim Buiydom aq [ oym gNILLY yum 1oid e pauess 1snl eaey ylemyinos

"aWoY 8y} SpISIN0 8jl| I8y} ulejuiew pue
spuauj Jiayl yum payuil aidoad sdesay siy] "dnoib sy} pusje ajdoad pue swoy ay} usin dnoib sieuoisuad ysu| syl

*AunwWod |eo0]| JIsy) Ul paAjoAul ajdoad Buidesy ‘palisia si gnd [e20] 8Y) UOOUIB)E BWes
8y} U] "esooyo Aay) JI Yed axe) ued pue Bulmog yolem o) yeam Aiaas gnjo Buimog uimieq pusie sjuspisal sy

"yyiey Jisy) 9onoe.d o} sjuspisal
Bulgeus uolunwwo) AjoH aAIb pue JIsIA s)salid dljoyie) "pusie sjuapisal Auew pue Apjeam Jisia dnoib uensuyy v
:a|dwexa yJemyjnosg




99

/¢ 10 g abed

\ Swiue Aw ul paip 8ys ‘swW 0] usaq pey ays puslij poob e j
jeym Jay pjoj pue Jay punode swie Aw nd pue Jsy 0} }xeu paq 8y} uo paquild | 1oy yim sw
Yo A8y) pue JopLIOI By} UMOP Judsm pue uo umoib-buissaip Aw jnd | oS ,é49Y 0} 8Aqpoob
Aes pue awioo 0} Juem noA oqg -buoj job jusey Apeg Xuiy} e, ples pue dn ew axom pue
aweo Jjejs ayj Jybiu ay} Jo sippiw 8y} ur pue ‘sAep jo 8jdnoa e ioj Aliood Aien usaq pey Apeg

"aWIOY 8JeD aWes ay) Ul palp OYM pusLlj B JNOge JUuspisal aWoy a4e0d B WoJ) SPIOAA

/ Aneg pusud AN, \

‘g|doad Jap|o 0} 8AIONPUOD BWI) € Je 109[gNs SIY} puNoJe UoISSNOSIp 1o}
saniunJoddo aAey 0y juepodwi si )i Ing ‘Yiesp pue BuiAp Jnoge Buiyje) Jnoge ooge) [eal e s a1ay) ‘A}o100S U] "SeAlejel
JIaY] pue sjuspisal 8y} Jo saysim |eniuids pue [einynd jusiayip ay) Bunepowwoooe Buipnpoul 8)i jo pus Bunioddns
Ul S||IYS JUs||9oXd aABY sawoy Auely "aip Ajgjewyn [IM AUBW 8Joym pue oAl sjuapisal ||e alaym seoe|d aie sawoy aied

aji|-jo-pua poob Buipioddng

"N @Y1 SsoJoe spaq [eldsoy uey) ,spaq awoy aieo, 8i0w aJe aisy] |

émouy noA piq |

‘sAem ajqelolus pue |njbuiuesw Ajjeuosiad ul syuapisal yym awiy Buipuads Agq paroidwi aq os|e ued yjesaH
'SOWIoY UMo Jiay) ul Buinll a1em Aay) JI 0] pajnud aq pjnom Asy) aJedyjjeay swes ayj 01 SS920e aAey pnoys Asay|

"S9JIAIBS d1edy)eay
Jo abuel [|n} 8y} aiinbal yoiym spasu asedyjesy xo|dwod pue |eiueisqns aAey sawoy aled ul Buial sidoad Jap|O

aJeoyjjeay pue yjjeay Buinoiduw



100

/T 10 6 abed

‘Aeid 0} ped [eyIA B aAeY [|B AjunWwIwod 8y} pue sJaJeod ‘saljiwe)
‘Spuall} ‘SjuspISal Jey) pue |edlo S| WS)SAS 81ed pue yjesy Japim ay) woly a|qejieAe poddns sy} ‘quepodwl SI S82IAISS 8S8Y) UOISSILIWOD
am Aem jey) asiubooals osje am Janamoy ‘IaAlep Aay) sadlales ay) Jo Ajjenb ay) Buunsus Joj ojqisuodsal aie SISpINOl4  "UOISIA
Jno Buinsiyoe 0} Buinquiuod ||e ai1e am 0S J0}0as 8y} ssoloe a|doad yjm Iom O} papasu S MaIA wid)-buo) e jeyy sasiubooal Abajels
siy] ‘Ases jou sI eale A)o Jauul ue ulyum spasu Buibueyo yum ajdoad jo dnoub asiaalip e 0) aled Ayjenb ybiy Buliaalsp Apualsisuo)

6

diysiaulied aAijoaye ul Buijiop

‘siy} ayowo.d 0y siouped se sjeuoissajold yum Iom pue 8yl syoo| Aljenb ybiy jeym JO UOISIA JNO puelsiapun
0S|e Sawoy aJed JISIA pue ul Ylom ‘Al oym ajdoad ey [enuassa si )l ‘uosead siy} Jo4 "Ajusiaylp aalealad sieuned pue sjeuolssajoud
1ey1 Aljenb Jo 1aAs] e yum uonoejsies ssaldxa Aew pue aied Jo suole}oadxa mo| aAeY sawijawos ued ajdoad jey) umoys sey soualiadxg

‘gouelnsse
Aljenb ul sjo1 aAnoe ue Buiye] 0] sialed pue Saljiwe] Jisy] pue ‘s|ge ale 1ey) aiaym ‘sjuspisal sepnjoul siy| "aled Aujenb ybiy Buusalep
ul Jed Jisy) 4oy Ajjiqisuodsal Bupey waysAs ay) Jo Jed yoeas spuewap sawoy aJed ul Ayjenb ayy snoidwi 0} ABajedis siy) 104 jey) Jes|o si )

L

AJunwwod ayj pue siaied ‘saljiwe} ‘s1asn 99IAI9S JO S9|0Y

‘Spaau as0y} S}eawl Jey) aJed ajeuolissedwod sapinold pue (UoneusLIo [enxas pue Jalaq
Jo uolbijas ‘aoel ‘dapuab ‘Ajjigesip ‘ebe se yons) AlsiaAlp s uosiad Jap|o 8y} JUNOIOE O)Ul Sa)e)} 0S|e ainynd aAlisod
e Bunowold °"saAle@l pue sjuspisal ‘Yeis usamieq sojol Jo Buuinjg swos pue uopepaldde jenjnw ‘sdiysuoneal
anljisod uodn paseq si awoy ay} ul aleydsowe poob y -uonesiuebio ay} Jo spaau ay} yum yj Aidwis ueyy Jayjel uosiad
JBP|0 By} puNoJIE SA|OASI] SBINJONJIS PUB SBUIINOJ 8JBYM dUO SI SWOY 8Jed e ul aled ajeuolssedwod Jo ainynd aAisod vy

aie) 9jeuoissedwo) jo ainynd aapisod e Buijowoid

‘sawioy Jno ul ylom o) ajdoad auqies ybiy Buluielal pue Bunoee

aJe @M aInsud 0} 8AI103[qo N0 aq |IMm uoissajold 8y ul Jealed e Jo ajiyoid ayy Buisiey AJunwiwod JNo Ul 9j0J [BOI}O
e sapinoid ao1opIom INQ  "spuapisal Ino o) woddns pue aueds Ajjenb ybiy spinoid o) spvs bl oyl yum ajdoad ybu
BU) Ule}al pue HNJoal |IM SAA YJEMUINOS Ul SBWOY 8J4ed 0} |esjuad aled ajeuoissedwod pue Ajjenb ayew 0} jJuem ap\

2210140M INQ



101

/2 10 0| abed

N BI0"SJ[eWOUAW//-dRY |

193JBwW 8y} JI uoisiroid Jo AINUIUOD 8INSuUS 0] PBaU ||IM [IDUNOD 8y} 1.yl Yyons AJjeoo| Jisyl ulyim siapiroid Joj aABy ||IM Saljlioyine |eoo)
1ey) Aljigeiunoooe ay) usyiBual)s o) sasodoud yaiym ‘jiig a4e9 ayj Jo JnNsal e se uoziioy ay) uo sabueyd sajedionue pue aied [e1oos jnpe
JO UONBWIOJSURI) 8Y) 0] JUSWHWLWOD pue UOISIA paleys e :Jsii4 ajdoad Bumng Jo 1xajuod Aoijod [euoneu ay) ulypm 1as si ABajens siyl ‘vl

}X3jU09D |B20| puk |euolleN

yolemyl|esH pue ‘uoISSILWOD
Aujenb aieo sy ‘YN oby ‘siojoadsul Ae| ‘siepiroid ‘SHN @Yl ‘IOUNOD 8y} 8pPNOUl PBINQLIUOD BABY OYM J0J08S 8y] SSOJOB WOl siauled
'SJuspISal WOoJj 8W0O sey Jey) yoeoidde paseq aouspiAs JIay) PaIBYS OS|e PUB SJ8Sn 8DIAI8S 0} paye) Ay a)ITowoH A - 8)1aWoH
AN wol) souspire |euoneu Aq psuoddns ‘sieled pue saljiwe] Jisy) ‘sjuspisal wod) Indul pue sSmaIA 8yl aJe YIom siy) Buluuidiepun gl

‘(ABajesys ay} Jo pus 8y} Je paonpolidal si siy}) Jayiaboy Bunyiom apinb 0} sejdioulid awos
1IN0 s}as yoiym paubis usaqg sey juswaaibe diysiaupned e ‘1ayjabo) Jom Jno Jo Jed Sy “YIOM Juiol Jno |IeJap JO sulwIspun Jou op asay}
1eY} 2Jed aye) pue s|eob |enpiAipul 9ABY am aJaym seale asiubooad 0]} pasu am sy} apisbuoly "sjuapisal jo aj jo Ayjenb ayy Buinoidwi
Jo} Aujigisuodsal Buleys pue sjeob pue uoisia uiol uno Buisiubooal ‘lsyjoue asuo Bunsnyy pue Bunoadsal AQ SIYl aAsIiyoe ued siouped 7L

‘oouelnsse Ajljenb uil Aejd 01 ajou e aaey || am ‘AlljIqisuodsal
s,auohlana sI Buipienbajes jey) Aem awes ay) u| "8yl Jo Ajenb saidoad uo sey siy) Joedwi ayy pue psepinoid Buieq aied jo Ayenb
ay} Jo Buipuejsiepun Jadasp B 9|geus 0} ajnquuod AjaAljoe sisuled ||B alaym pue aied Jo soualladxs sojdoad uo passnoo) ale jey)
aouelinsse Ajjenb 1oy swajsAs 1snqou aney [Im o) ‘Buipiemal se uaas SsI JJoM SIY) 1eyl 0s pue saiiunuoddo juswAojdwse jo abejuenpe
aye)] 0] 9|qe ale Aay) os ajdoad |Bo0| 10} 821040 JO 193JeD B SE J0J09S 9Jed ay] Ul YJOM 938S 0] Juem am Mlemyinos u| -ased Ajenb ybiy
Janilep pue s|s 1oy} dojeasp 0} papoddns aie Asy} 8iNsSud pue 82JOHIOM JUSPIUOD pue Buodis B UO SN0} O} SI SIY} JO Juswale Aay v
‘siseq Aep-0}-Aep e uo |enpiAIpul ue 0} aJed apiaoid jeyy yels ay) 03 ybnouyy b pauoissILIWOD SI 81ed Aem ay} wod} ‘910Ao ay) 1noybnouy)
pappaqwse siI leyy Aljenb o} yoeoidde aAlsayod pue aaisuayaidwod e Buirey Aq uo jing pue paulejuiew aq Ajuo ued sjuswanoidw] L

"JoW 10U aJe spJepue)s Usym junodoe 0} sispinoid pjoy
0] SNUIUOD [[IM [IOUNOD BY] ‘IoAaMOoH 'alll Jo Alljenb ajowold pue aled Ajjenb Jaalep 0] Jaylo yoes bBuligeus pue Buipoddns ale woisAs
ay} Jo syed |e os diysiouped ay) SSOIOB WO} JUSWHWWOD AQ paAalyoe aq [|IM juswaaoidwl snonunuod) “palinbal sabueyd ayy JaAlop
(M Jey) sueld uonoe ay) pue Abajels asjus ay) suidispun diysisuped aanoays ul Bupopn ‘splepue)s o|qissod 1s8q ay) JoAljep 0} aoe|d
Ul SWa)sAs 1sngou pue ainyno 1ybu ay) aAey sawoy Jiay) 1eyl ainsus 01 wayj uoddns [im ap) “siepinold swoy a1ed 10108s Juspuadapul
pue ajeAud yum diysieuped ul yiom pue sjdoad pajgesip pue Jap|o0 d|geIauU|nA }SOW JNo JO spaau ay} uoidweyd im am Jayebo] 0L



102

/210 || abed

AjeJes-Jused-0juI-MaIABI-3OIMIBG/SUOREDIIGNAAUSWUISAOE/5N"ACD MMM/ STRY ,

"S19UJ0 8} WOJ} JUSLWILWOD Jnoylm sjuswasoldui ajgeule}sns anaiyoe ueds dnoab suo ou ey pue Ajajes pue Ajjenb
uo snooy e Buidesay Jo eouepodwi ay) Jo siauned |je Jo uoniubooal ayy sybiybiy yiom siyl 0] paingrLiuod aaey oym gidoad jo abuel ay|

‘ojeldoidde ateym yiom dn Buiuiol pue uoyse jo uoneoldnp BuipioAe AQ s82ino0sal JO 8sh asiwixew .
uoIsIA ay) Buiasiyoe 0] 81ngljuod pue Jaylo yoes Juswa|dwod saAleliul Jey) aInsud o

paalbe aney am UOISIA 8y} BuiaaIyoe Ul ‘SaAljeljiul JO SSOUBAINDYS 8y} ainseaw o

:0} SN S3|qeus YIemyinog ul sswoy Ul a1eo jo Ajljenb ay) Buunsus oy ABajel)s pealbe pue Jes|o e buirey

"BIJUBWISP puUB UolLIINU ‘suonosjul ‘s|e} :s1oafoid Jnoy uiyym pasapisuod Bulaq si sewoy aled Jo 8|04 pue Jo asuenuodwi ay) ‘ewwelboud
DS 9y} UIYIAA "Sewoy aled pue sjendsoy o) suoissiwpe Alessadsuun Buionpal 0] swie |[elano ay) sey yoiym (97S) swwesbold
aie) pajelbalu| yjoque pue yiemynos ayl ybnouyy aoeid Buiye) seAljeniul JopIm JO IXajuod ay) ulyim paonpoud usaq sey Abajens ay

‘ABajesis Ino Jo Juswald
[eono e alojolay) ale sueld aolopiom ay] -ojdoad |eo0o| 4o} sanunuoddo JuswAojdwa U180 0} J0}08S 8Jed 8y} 9yl OS|e P[NOM am pue
yeis Ajjenb ybiy Jo uonualal pue Juswiinioal si 818y} ssajun uoisiAocid [eo0] uo joedwi Juedijiubls e ayew 0} 9|ge 8q Jou ||IMm am wua} Jabuo)
By} JOAO Jey} asiubodal ap) Op ||IM [IDUNOY 3Y} 1eym :0z-z L0z AbBsjens Bulaq|ap 21wWouoog yemynos ay| paysiignd sey |1Iounod ay |

"‘asnge wolj papienbajes aq 0} 1ybll ay) aaey ‘Ayjiels 1o Ayljigesip 0} anp ysu Je ale oym asoy) ‘ejdoad sjgelaunp o

‘Aliey pajealy aq pue joadsal pue AJubip yim pajead) 8q pjnoys NOA o

uo Buisnooy Aejnoied ‘siyy Jo Alealep uoddns

sue|d Jno pue g0z ul (aJeo |e1pos paau oym ajdoad Joy) syybry JO Joyueyd e paonpodjul YIemyjnoS ‘pajeal) 8g 0} Saljiwe) UMO Ino JO
sJaquiaw juem pjnom am se syuapisal Bunealy Ajenonued ‘sajdioulid ainyny Jadie) s |IDUNOD YIEMUINOS JaAIIBP 0) swie ABajens siy) A||eao]

"J0]08S dWoy aJ1ed ayj 0] 9|geoljdde Ajjenbas si yoeoudde siy| -}z ydelbesed ul payoeye si Alewwns e pue abueyod 0] Spasu Jeym 1no
S}es , JAISIUIN Swld 8y} Aq pauoissiwwod podal Jusdal syoimiag uog Ajpjes jualied sjowoid ydolym sainjnd uo snooy o} snjadwl ysauy
S| 8Jay) Jodau siouelH 8y} JO 8YeMm 8y} Ul pue SadIAIas SHN J0) YJomauwed) [euoijeu ayj Ino s}os SHN 9y} buiiesaqi :eous||@ox3 pue Ajnb3

"umopyealq 92IAIas Juanaid
0] ¥o9s 03 diysiauped ul yJom pue sswoy aied ul Buiuaddey si jeym mouy 0} pasu [Im Ajluoyine |Boo| a8y} sueaw uoisinoid siy] s|iey

61

‘81

L

91

gl



103

/2 10 z| abed

9185-[B100S-PUB-SUU-UI-SIS}JOM-HOddNS-pUB-SJUEISISSE-8IBdU}[ea-}0-MBIASI/SUORED(|qNA/AUS UUISACK NN AOB MMM//STRY .

:s9|diouid Buipinb unoy 1no sjes (pue|bug
ul sjuaned Jo Ajajes ay) Buinoidw) "joe 0} Juswiwwod e — ules| 0} asiwoud vy, £1.0Z 1snBny ul paysiignd mainay ¥oimiag ay) ‘uoilippe uj

‘24ed bBuipinoud o0
ale JJe)s aled [eljuassa Moy saalojulal Jaylny pue ABajens siyy jo Wed se paulino aaey am yoeouadde ay) sereplea ‘cLoz Aine ul paysiignd
‘bodal siy| -esen o} swi| pue ‘uoddng pue uoisialedng ‘diysiepesa ‘ajdoad Jo 1n0 1sag ay) Bumen ‘1saie) e Bules Bupjep ‘uoneonp]
pue Buiutel] ‘Juswyiniosy sbuipesy sy} Jopun suoiepuUSWWOdaI gl N0 SI8s . sBupes a1eo [e1oos pue SHN 8y} Ul siexop) Hoddng pue
SJUB]SISSY 2Je0U)|eaH Olul MBIASY Judpuadapu] Uy, MaIASY USIPUBAR) Jusdal 8y] ‘}INg SI a1ed AJjenb yoiym uo uoljepunoy sy} si panjea
pue pied Ajojeldoidde ale oym sanjea Jybu sy} Ym jels paulel)-|[oM ‘pPajeAljow SB Weal}s-3JoM auo)}sAay ay} sI JuswdojaAap 92J0I0AN

"PORILILIOD pue ajeuoissedwlod ‘pa| [|om ‘pauled)-|[om
9Q 0] SPoau OyMm ‘Ja)JOM BIed [enpIAIpUl By} YIIM Sey Juapisal |enplAlpul 8y} diysuonejal ayy ul Ajabie| sysal 8yl jo Aljenp ¢uondo
J93led aAljoRI)IR UR SIy) ayew pue Alsnpul ay) ul siebeuew pue jeis abeinoous pue uoddns am ued MoH — JuswdojoAsp 92.10JoM

8N} ay) Joj jdepe am UBD MOY puUB 818YMaS|9 WO}
ules| @M ueo Jeyp\ "SOOIAISS UOISSILLWOD am Aem ay) 0] yoeoidde mau e 8ye) 0] paau e si alay| — ainny eyl ul Jayiaboy Buijiom

uawsbeuew ysii 0] yoeoudde aanisod pue Ayjjeay e 0} sa1nqgliuod
Bulules| ainsus pue JuspISaI BY} U0 SNO0) M 8INSUS dM dpew aJe suale Buipienbajes alayp) "osnge wolj way) 1os30.ud pue ajdoad
a|qeJau|nA 1oy a)1] Jo Ayllenb poob ajowold sadiAIas ainsua 0} Juem ap) “Buipienbajes oy a|qisuodsal ate sieuped ||e — Buipienbojes

*Aunwiwoo ay) ojul pajelBejul aie pue SHN @yl wolj a|qejieAe poddns poob aAey Ing ,p|o 8y} JO spue|sl, aJe
SaWO0Y 8INsus 0) pasu B S| alay| ;A|9AI08))0 1SOW SABY OM Jeym asn pue siallieq Buisixe umop yealdq am op moH "sonoeld Aljenb
paquwa pue dojeAsp 01 djay ued yolym ajge|ieAe s80In0sal pue seoualladxa ‘S|[Iys Jusialip aAey | sisuped — Bujiom pajesBajul

"UOISIA JnO 0} paubije ale Aay) 0S SWa)SAS asiAal 0} pue Sy}
0] 9)NQLJUOD UBD OYM || JO salljigisuodsal pue S9|0J 8y} N0 189S 0] ‘SWSISAS JuUalIND MBIASL 0] paau B SI alay] ¢ Wa)sAs aouelinsse
Aenb |ngesn pue Alejuswidwod e aAey 0} Jayjabo) yiom saipoq Alojeinbal pue siauped ‘sispinoid op moy — aduednsse Ajjenb

'se paquosap A|peo.q
usaqg aABY Uolym ‘seale Aey G ssosoe abueyo aousnjjul 0] spasu ay) abpsimouyoe sisuned 8y) UOISIA INO SPJEMO] YIOM O] JBpJo U]

K44

174

‘0¢

yoeouadde yiemyinosg ay|



104

/2 10 ¢| abed

“ylom BuioBuo apinb 0} pue pauiejuiew
sI AJIjIgejunoooe ainsua 0} syuow XIs 1s.iy 8y} Jaye dnoub Buues)s ay) woly Jaquialy Jauige) ayy 0} papinoad aq |im ssalboud jo ajepdn
uy "Alenb uo Buiaey si ylom ay) 10edwi jeym ‘Apuenodwi aiow pue ssalbold ay) mainal 0] Allauenb Bunssw ‘Alaalap sul pue ABsieds ay)
10 ybisiano uiejal [im dnoub Buliesls e ‘uoseal siy) Jo4 "sassalboid ylom ay) se pajsjep Jo papuswe aq Aew suejd uoloe Bunsixe ayj ul
Sjuswald dwos sueaw siy] ‘(Bunoauipal Jo Buimainal pasau Aew Asy) sesed swOS Ul pue) } JO SSBUBAI}DBYS dU) SSOSSe Aj|eal pue paqua
0} @oUeyD B Mau Buiylowos aAIb 0} awi) aye) ueod }| ‘sayoeoidde aaizeAouul pue mau Buliojdxs 0} papiwwo ale sisuled ‘enoqe pajou sy

"JuswdojaAsp pue YIOM Jayun} pesu seale Jeym pue ‘sabueyo asayy Jo 10edw
8y} ‘epew usaqg sey ssalboid jeym Jspisuod 0} sieak ¢ ul paysaljel aq |Im uejd uoioe pue ABojelis 8y} ‘Uuoseal SIy} 104 "usye} 8q 0}
MBIA Jabuoj e alinbai |im siayio ‘Apjoinb aunb soejd ul Ind 8q ueD SjUBWSIS BWOS BIYM ‘810jelay sluswaroidwil 8|geulRISNS aA8IYoe 0)
ainjn} ey} ojul Jayiabo) Buiyiom Ul 1seAUl pue JiWwwod 0} sieuned |je salinbal Ing Xij 1yBIuIsA0 ue Jou si SsIy) ey} asiubooal o} Juepodu si

"JAY}0 yoes 1snJ} pue 10adsal ‘e|gejunodde ale am 0s ‘Jualedsuel) Buiaq pue yeys dojeasp pue Buinjea ‘wajsAs ay ul ajdoad
ay} 0} Bupyiey ‘snooy e Buleq Ayajes pue Ajjenb jnoge sajdioud s yomiag yim jusisisuod Ajaaius si siy] ‘sjesodoud pue seaieniul jo Aeue
ue Buisn sabug|jeyo xajdwod asay) sjuoljuod jey) yoeosdde ue ypm dn swoo Jayiabo) aaey pue aled Ajjenb ybiy Buusalep Jo sebuajeyo
ay} aJojdxa Apjuels pue Ajisauoy 0} awi} JiIdy} UsAIb aAey oym Jo}oas oy} ssosoe wol) aidoad jo dnolub e jo ylom ay) si Abajels siy|

‘abpajmouy Jo ymmoub
8y} pue ‘1snJ} ‘AjjIgeluNoooe JO 82IAI8S By} Ul ‘Aoussedsuely [eooAinbaun pue ybnoloyy ‘YIom umo JnoA ul |spow pue ‘uodn }sisu| .
ylom Aay) yoiym uiyum sassaooud
ay} anoidwi 0y Ayunyoddo pue Ajjige Jisyy 03 paebad yum Ajjeroadse ‘yels ||e Jo Juawdojeasp pue ymolb ay) Ajpauesysjoym 1s}so .
sowll] ||e 1e pue ‘walsAs alipua ayj 1noybnouy) siaied pue sjuaied Jesy pue ‘lamodws ‘ebebu] o
(1509 JaMmo|
0] 9)n0J 1S9q pue 1sajes InoA si ‘Aem ayl Aq ‘siyl) "SHN @U} Jo} swie Jaylo ||e aAoge aJeod juaned Jo Alajes pue Ajenb ay) aoe|d .

Ve

€¢



105

/2 10 7| abed

juswdojensp
uj

¥102 ludy

auo}si|i]
ueyjeuor

juswdojanap
92I0IONN

AJllenb sy} uo sasnooj pue ‘Juswaaoidwl
shonunuod pue diysisuped

sajowoud ‘a|gejunodoe ‘1esjo si

)} 0S Woa)sAs aouelinsse Alljenb ubisapay

‘2Je0 ajeuolissedwod
JO ainyno
aAlIsod e Bunjowold

wswdojanap
ui

€102 J9qWIanoN

uosaiwer
9||ayooy

I'N

Buipienbojes ‘62

slouped oibajel)s pue wes) aoueinsse
Ajjenb ayj usamiaq suonoauuod [je depy
‘Aenb panoidwi

0} 8}NQLIU0D 8S8Y} MOY pue (|ewJojul
pue [ewloj) wa)sAs aoueinsse Ajjenb
8y} Jo} swisiueydaw xoeqpas; e depy

diysisuned

juswdojanap
uj

¥10Z ludy

¥102 ludy

€102 JaquianoN

uosalwep
8||ayooy

I'N

‘gouelnsse Ajjenb ul siouped

Jayjo pue Ajunwiwod 8y} 9A|0AU|
"S9OIAIBS UMO Iy}

Burinsse Ayjenb ul ajedioed o) siaieo

/ Spual} / saljlwe} JIdy) pue sjuapisal

Joj swisjueyoaw 9|qISSa9e pue

1e9|0 Jo AlalieA e sey Wa)sAs ay} ainsug
‘wid)sAs aouelnsse Ajljenb ay) ul
ajedioned 0] sialed / saljiwey / sjuspisal
0] 9|ge|leA. swsiueyoaw ||e aquosaq

8DI0A Jasn 90IAI8S

juswdojensap
uj

snjejs

€102 JoquenoN
uonajdwod

Joj djep jabae )

uosalwer
ETIEIVRIOY
a|qisuodsal
s/uosiad

IIN
salouapuadap.iajul
| seysinbalsaug

"YJemyinog ul palidde aq

PINO2 jeym 99s 0] 82110eid 1s8q MaINSY
‘(J]ounod ‘Aloynyeys

‘Jauped ‘Japinoud) swalsAs aoueinsse
Ajjenb ualno ||e Jo 8)e}-001S

uonoy

aoe|d

ul Ajqualino swoajsAs
|le puejsiapun
juswaAoaduwii

Jo eaue [ annoalqo

mw:._wuw>m ajueinsse

Ajjenb nyasn pue Aiejuswijdwod e aaey o} Jayjabo) yiom saipoq Aiojenbas pue sisuped ‘siapinoid op moy — aosueinsse Ayend

sue|d suoljoy




/2 10 G| abed

AInr Jo pus

Aq pale|dwod aq
0] 9sed ssaulsng
uonajdwod

a2hog

Aey x Joxeqg

-Auelop a1y
a|qisuodsal salouapuadapaajul
sjuosiad | s@ysinbaiaid

sawoy aJed ul spaq buisinu BuisinN y)m sewoH
ul Sjual|0 Jo} 81ed Alepuodas ale) 0} ase) Alewid
pue Alewd ayy usyibuang | jo Ajeny ayy buinoidw
juswaAoaduwii
Jo eade | aA23[qO

ssalboud u|

1o} 9jep jobue]

snjejg uonoy

¢ K19A13084)0 JSOW 9ARY @M JeyM 9sSn pue siaLieq Bulisixa umop yealq am op moH "aa13oead Ajijenb
paquwa pue dojaasp 03 djay ued yoIiym d[ge[ieAR S82IN0Sal pue sasualadxa ‘s||Iys Jualaylp aAey |je siaued — Buniiom pajesbajul

‘Abajeng ay; ‘01 sayepdn pue ‘jo

106

UoJUIIDON Aianljep Joyuow 0} dnoub Buliesis dn 19 e
yeleg pue ‘ABajens ay) Japun pajs|dwod
uosalwer sweans 3J0M 38U} JO Joedwl pue SSBUBAIOBYS ABajens jusweanoidw
ssalboud u| 10z Aeniga 9||9yo0y -}JoM Jay1o || 8y} ainseaw 0] swa)sAs dojaraq e Allenp swoH a1e)
a|gelawi} ‘pauayjbuans
Jad se a2 ued siy) moy pue Ajjenb paroidwi 0y
9ouUBWWOod uosalwepr Bunnguiuo9 s| wajsAs aoueinsse Ajjenb JuswaAodul
0l GL0Z udy 9|I34d0Yy aAOQE SY | U} 8INSUS O} SISP|OYdNE)S AdY UM 1B\ e SNONURUOD
"Juswoalbe
a|qejawn diysiauped ayj Jo Juids ay} uiyim
Jad se Bunesado si pue UoISIA 8y} uo BulieAlap
9oUBWWOD uosalwepr SI }JI 8INSuUd 0} Wa)sAs aouelinsse Juswanosdwi
ol G110z |udy a||layooy anoqQy Ajjenb mau Jo uonelado mainey e snonuiuo)

"WwioIsAs
aoueunsse Ajjenb ojul peppagqwa
aq 0} yoeoudde ; suoidweys Aubiq e
"SI} @oUspIAS pue aled Ajljenb
ybiy ‘Buipinoid ate Asy) ajesisuowap
pue ‘104 a|qisuodsal Buleq sswoy
aziseydwa 0] Wa)sAs aouelinsse Allleny) e
‘asay)
ssalppe 0} sisuped yym Bunppiom pue
SUJ22U09 Bulsijew.oy 10} swisiueyoaw
aAeY 0} Wa)sAg “aAljoadsiad
S USpISal B WO} 92IAISS 8Y) JO




107

/2 10 9| abed

ale) |eloos
yum paaibe 1sod

10} yjeaH [ejus\
3y} ybnouyy
ssalboud uj

€10z Jequeda
uonejuswa|dw|

e10z des — dnoug
Buluoissiwwon

[eailo
YIM suolssnosiq

aq |[IM SISP|OUSYE]S [[E 810N

BIA YJemyinos
ulI sewoy aJeo Joj poddns
HI\ SS820e pasealou|
"0Jed

Alenb ybiy Jenlep sswoy
aJed uoddns 0} yjjeay
unm Ajuiof yiom o} 1SHO
3y} ulyjim pajeald aq o}
1s0d JayIoMm |BI100S J | M
900 yivquieT

ypm Ajpuiol ‘seoinles aied
Arewnd jo Aianiap sy} 0}
‘yoeoldde aAneloqe||0d B
J8)s0} 0} djay pue joeJjuod
sIy} Buusalap seonoeud
d9 03 poddns |euonippe
apinoid poddns im

SIyl "Meem Jad g 0} | wou}
1SHO 8y} yum suoisses
Jue)INSUO) By} Bsealdu|
‘paJojiuow

8Q 0} seJnseaw sawo2}no
pue sadIAIaS 81ed

Arewud jo Alanljap ay} 1oy
suoljeoadxa Jeso no 18s
yolym sawoy aled pue
aled Alewiud 104 10B1UOD
aoueyua Juswdojanaq

:81ed |BID0S pue 9489
Arepuodes g Aiewid asealoul
0} 8sed ssauisnqg e dojaas




108

/2 10 /| abed

suonoe uo bulojiuow Ajyjuow
— SBWO02}N0 aJed 8yl| JO pud

aohog anoJdwi 0} }Jemyjnos ul sswoy sawoy aJeo
Aey g Joyeg 2189 YlIM YJOM 0] pauolssiuwod | ul ajdoad Joj sawoono
Buiob up -AueLo a1y Apuiol sgaydoisuyn 1s 8417 Jo pu3 buinoidw)
‘Ajlliqeue)sns
apinoid 0} yuemyinos ui
SBWOY 9Jed Yd SSOJOB SI93)un|oA
Buninioss — swwelboud
puSRY 8y} 0} yul] M jo8foid
SIy| -uonenjeAs pue uoisialedns
‘woddns oiwepeoe apinoid
0} AjisiaAiun Ay “saiunwiwod
J19Y} Y)IM pa1osauuod awuwelsbolid
€102 a0kog doaay 0} swoy aied e 0} |ejidsoy puany ¥ pajoauu0d)
1snbny G pauels Aey 9N aby wo.} paniwpe gidoad Buiuoddng o|doad Buidaay
uoI308jUI puB UoKIINU ‘BljuawWap
‘lley punoJse yiom sAemyjed a1eo pue
JNoJ 8y} WO} SUoIjepuswWwLI0dal BlUaWap ‘||e} ‘uonLnu
€102 1990100 A8y Juswadwi pue Ajuspl 0} yoeolidde aied
ssalboud u| / Jaquaydag 1718 0} DI1S yum Apuiol Bupopp pajeibajul juswa|dwi
"(1oeNU0D BJBD Y)eay
Arewud Aq paianod) sawoy
81ed 10} SWa)SAS $S800E MAINSY
spaq
aled Buisinu ul spualo 1o} sSS8208e |euolssajold
Js[pien a|qeynba aAsiyoe 0} Jop.o yijeaH pal|ly 0} spaq
€102 Xo|y ‘Ioyeg ul sanssl| Alloeded pue 821n0sal a1ed Buisinu ul syualo
Jaquisydagisnbny -Aueuop aey alo|dxe 0} ale) |e100S YIM YIOAN | 10} SS820e ay) anoldw|
(1epinoud
dnolig Alenoiued) siyy Jo uoneoiyioads
s)npy Jep|0 JO JuswdojaAap Ul PBA|OAUI




109

/2 10 g| abed

uoIsSsSNosIp
Japun mainay dnoub

-gnS pue g4dvs Iind

pJeogq
ay} Jo Jaquiaw
aAlessaldal 4o

J0}o8s Alejun|oa
Bunuasaidal
Jaquisw

gdvs (siusje] pue
awl]) [ISUS3I9) esIT

snjejg

€10z lequieda(
uonajdwod
10} ajep jobue ]

wea.s
-)Jom aoueInssy Aljend

1eyo
Juspuadapu] maN/Alewg

uyor/epswiiim Ined

(pajuiodde uaym)

Jley) juspuadapu] maN
JAisw3

uyor/spswiiip Ined

a|qisuodsau sjuosiad

WBMUINOS SSOJOB S9DIAISS
[le ul senssi Ajjenb Japisuoo
0] @ouewlouad pue Ayenp |
"}lemyjnos ui synpe
a|gelau|nA yum Buiiom jels
|le 1o} Juswdojansp pue Bululel)
uo a)e.juaouod 0} Buisiey
SSauUaleMy pue uoluanald |
:sdnoub om} 0} payidwis
aq 0} ainyonais dnoub-gqns gdysS eyl e

pJeay S| Jasn a2IAI8S 8y} JO 82I0A

OS|e pue Jaw ale ||Ig aJed ay} Jo
Spaau Jey} aInNsus 0} paMalAal 8( 0}
pieog Buipisenbajeg jo diysiaquisy e

uonoy

malnal Buipsenbajes
8y} JO suollepusWWOIal
ay}) uswadwi o
juswadAoaduwii

jo ealy / aAROa3[qO

Jjudwabeuew ysii 0} yoseouadde aanisod pue Ayjjeay e 0} sajnqriuod pue ‘abueyd  Juswdojaaap 10} seale
sSalIJudp! ‘Juapisal ayj uo sasnooj ssadsoud siyj Jey} ainsua am ued MoH ‘Buipienbajes 1o} ajqisuodsal ale sisuyied e — buipsenbajes

Buiob up

aofog Aey

sannda( 01 109loud Bunsixa
ay Buipusixe pue sawoy aJed
uiyum diysispes| ay) arosduwl
0} 8417 dWOH A\ UM MIOAA

SOWOH aJe)
ul diysiepea buneain

€102 1shbny wouy
90UBWWOD 0] SJUSWSABIYOE pue




110

/2 10 6| abed

€102 JaquanoN [euonesiuebiQ Buiuealos
uoISSnosIp |020j0.d Je pajeujwi|d aJe sysje
Japun ssioljod UOIEJIUNWWOYD VS SSINSY/MBINDY o USYM pue sawoojno pue
VS |BD0| pasinal siap|oyayels/Alawg suonebs|je o0} asuodsal
Jo wawdoerad | €102 J8quadag uyor/enawiipn Ined ayj} punoJe Auenoied
‘Buiuaddey si 1eym uonesIuNWWoD
Wwesa| | JO 9suss ayew pue uolje|easa ploAe aAjoaye dojanap
padojanap €10z | VYO Buluoissiwwon/Aiow3 ‘spsle Buipienbajes Jualind ssnosip 0] Slop|oyayels yium
aq 0} swuwelboid Jaquieydeg uyor/eohog Aey 0] SOWOH aJed Ypm Ajyluow 109\ e diysiauped ul yJom o]
‘Payuspl
8q 0} sjuswalinbau
Buluies |
"ddVvs Aq paynel padojanap
aq 0} diysiaupned slap|oysyels 8Q 0} 8shqge |euoin}isul
ay} ssouoe Japinoid wod) Indul yim 1O uonebnsaaul
|000j04d JoJno |0y | €10z 48qoQ |  Assw3 uyor/uosmeT Aji juswdojansp Japun Ajuauny e Jo} s|0o0j0.d

paaibe aq

0} Sp|oysaly} mau Jo
uonejuswaldwi Joy
awwesboid 1no [joYy
paonpoud aq

0] uoneUBWNI0oP
ploysaiy_l

juawdojensp
ul spjoysaliyy
uo uoday

¢10¢ Jequadag

"uonIINU
uo YJom aJe) pajelbalu|
yiequieT YJemyinos

advs/Asw3
uyor/apswijipn
[ned/uoibuliieH ueLep

yjogque pue yiemynos

yloq 1o} spjoysauy} buipienbajes
paalibe Apuiol Buidojansap

uo Bunjiom Ajusiind Jueynsuo) e

BuuLp/bunes 1o}
s|o0o0jo.d Buipienbajes
asn ueyj Jayjel

Bupjiom diysiauped
BAI109)Jo/soNnss|
Buiuue|d a1eo Ayyuspl 0]

ylemyinosg
ssoloe asay) 1dope

pue mainal Buipienbejes
ay) Aq pepuswiwodal se
spjoysaJy) buipienbajes
ay} uswadwi o]




111

/2 10 0z 8bed

ssaJboud u| 71/10/1€
uonajdwod
10}

ojep jabie]

snjejs

Buluoissiwwon

dO
uolxo Apuy

a|qisuodsau
sjuosiad

sjuswsalinbal

S |IoUN0D 8y Sjesw
1ey} pajenobau

8q ued sawoy
Buisinu |eo0o|

ay} Jo Juswaalby

salouapuadapaalul
| sayisinbalaid

Ajjenb

awoy aJed Buisinu ul Juswanosdwi
paule}sns pue snonuiuUOd dAaIyoe
0} yoeolidde diysiauped e spaqwa
‘obepn Buial] uopuo sajelodiooul
Jey) ‘sswoy bBuisinu [B20] 8Y} YyIm
Juswabuelie |enjoeljuod ylomawel)
WwJa) wnipaw e ysiigeise o]

uonoy

(Buluoissiwwon)
ainjny ay} ui Jayjeboy
Japaq Bujopn

— § Weals-3IoA\

jJuswaAoaduwii
JO eaue | aA323lqO

¢aininy ayj 1oy jdepe am ued MOY pue uiea| 9M Uued Jeyp\ ‘|eIIUSSSD SI Paadons o)

dn jos ale Aay} 0S S9IAI9S UOISSIWLIWOD |[IM 3M MOY Jnoge Bunjuiyy pue ‘ainyny ayj 4oy mou Buluue|d — asnpny ay} ul saypaboy Buiyiop

sisploysyels/gdvs/Aews
uyor/enswiip Ined

sainpaooud pue Adijod yS YJemyinosg

[eoo| @onpoud 0} 8A0ge paqLosap

3}IOM pue auljaseq e se sainpadoud
pue saloljod uopuo-ued buisn e

olj10ads yiemyinos
aJe sainpaooud
pue Aoijod ainsu3

uyor/epswiiim Ined

slepjoyayels/Alewg
UYO[/UIABDO\ WEeS

Alewg

uononpoid-0o
wJojul 0} @ousLiadxa Jiayy Ayiauapl
0] ABAINS 19SN 92IAISS B 9)eluapun e

VS .uononpold-09, e dojoAsp 0] e

[opow
Jo juswdojaaap

[opow

ssa004d yS

3y} 0} [eJjuad ale saljiwe}
pue lasn a2IAI8S 8y}

JO 9210A 8Y) 8Insud 0|

Buiuies | yym uonounlfuoo
ul Juswdojenaq

sJauled

Buiuiesy Buipienbajes ul Buriom
diysisuyped pue uoniediuNwwo)
uo paoeid eq o) siseydwig e




112

/2 10 |z abed

Buluoissiwwod

ul Ajjuapuadapul

saljjiqesip

1sl|eloads
Joj} syusweless uonisod

JO peaH BAl| 0} s)|npe ypm syinpe JabunoA apnjoul 0}
GL/€0/1€ auo)sI||I] uor JabunoA poddng Juswiale)s uonisod joyiew puedx] 1o ew dojanaq
uoissajoud ay}
a|joid pue ainjny papiroud
ol Ul syusWwaINboy S| 849 JO Splepue)s
1o8lo.d 0) a|qissod jsaybiy sy}
}IOM Juswdojarap Juswajels einsus o} pejdope
82J0pJoM uolnisod joylew sy} jo |eaoidde 99 0} pasu |IIM 1EU)
UM Ul quI] ajelidoidde yaes pue Juswnoop Yoeoudde jooud >mmm5u,
8y} OJul 8SI0J9Xd UOoI}B}NSU0D Ucwcwccmwm brcm:%
y1/€0/1E - m“wﬂﬂwmgwhw__ JO SBWO00)N0 8)e10dI0oU| M je1 ‘eidoed Japio
A0 Bulpn[oUl J0} uoljepowwodoe
‘21e0 Buisinu siealk GL-0| papoddns jsyjeoads
pue |efjuepisal | }xau ay} JoAo sjuswalinbai ysiigejse ( 2180 mbxo. N
0] SaAljeuUla)e 0} ‘spaau wua) Buo| wia) Buo| se sy) paus)sibes “Buisinu
Buluoissiwwon paseq Ajunwiwod [Iom se Ajddns juauing jo sdeb pue Jo} Jusweiels uohsod
do pue aied eiIxd sisAjeue ue Buijyuapl juswale)s 1931eW € dojasp
ssalboud u| €1/60/1€ uojxo Apuy 10 Juswdojanag uonisod jayJew yelp e a)o|dwo) OL - ¥ WESAS HIOM
10}098S
Alejunjon pue Ajunwwo) =
siouped SHN =
[loUNoo 8Yy| =
Jopinosday] =
oloplomay| =
SOl|lWe) pue SjuspISey =
a|dwexa 104 "selled
[|e JO sanliqisuodsal pue sl
sewoy ay} w.mm_cmoooL pue passnooj-Alenb (BUILOISSILUILIOD)
Buluoissiwwon Buisinu |eo0| om%@mm_mﬂ_Mhmdwmm%%h%mmwmw alnyn} ayy ul Jeyreboy
dO U} LM pa19XoIq ) Hom:co% bmmhﬁmm cw dojanap o 4519 Bupliom
ssalboud uj ¥1/10/1€ uojxo Apuy Juswoalby — { Weal)S-3JoAA




113

/T 10 gz 8bed

Buluoissiwwon

1011d wo.y

[apow Buipuny ay; jo Juswdojonap
pue Aoeoiys ay} uodn juepuadap

sewioy aJ4ed ol

do pauJes| SUoss9| puedxa uay] pue sawoy aled swwelboid yoeal ul

ssalboud u| NN rANA) uolxo Apuy pue s$s820ng om] ul Ajjeniul 108loud puany 10)ld | Allunwwod e dojaaaq
aleo

eljuawap 0} uoneal

ul sjediourid aonoeud

1s9q a)et0dJooul

0} panoidwil

‘awwelbold els S| awoy a1ed abplg

(LOH) | enuswaqg HOQ 8y uels [eyded yyeaH | Jomo] }e JuswuoliAud

JBYsaly] uopios) | BIA d|ge|leAe apew Jo Juswpedaq wouy Buipuny Buisn paubisep |eaisAyd

ssalboud u| eL/zL/Le uojxo Apuy Buieq Buipuny |in4 ‘ BWoYy a4ijus 8y} 0} SuolileAOUSY ay} ey} ainsus o |
"[1ouNo9 a8y} Aq

uaye) aq 0} yoeoudde

By} SWJOoJUI S| 10}08S

awoy aJeos ayy ybnoayy

Asuwinol s Jawo)sno

"SWINJO} J9p|0 8y} JO sjusWg|d

uoI}B}NSU0I |BULIO) ‘g|doad sholeA Bunuasaidal

ul abebus Jou | 1OP|O 10} UOIBPOWLWOIOE JSIeloads slapjoyayels

op Ajjeuonipen oym 10} Juswiale)s uonisod 1oxiew Aoy |eula)xe

a|doad Japj|o yoeal Bbuidojanap ay) pue sueid s [10UNOD pue |eulajul Se ||]am

Buluoissiwwon 0] JapJey yim Ay} Uo saAljejuasaldal Jisy) pue | se ‘saljiwe} JIdy} ‘lasn

le) }Nsuod 0} Aljige a|doad Jap|o yim jusweabebus pue 92IAI8S B} JO 92I0A

ssalboud uj eL/ZL/Le uojxo Apuy ue snid anoge sy | uone}nsuod Bunsixse ay) uodn pjing 8y} ey} ainsua 0|

‘Ajjenb

ybiy Apusioiyns e jo
s| Juawaoe|d swoy
a.1e0 paus)sibal

Aue Bulnsus

ng ‘e|qissod sk Je}
SE aWOoy UMO JIdy}

‘Aigesip

|eaisAyd e yym

asoy) pue Ayjigesip
Buiultes| e yum BulAl|
a|doad Ajjeoiioads
‘s)inpe JabunoA jo
SpPaau uUoI}EpPOWWOIOE




114

/2 10 £z abed

VEREEEN Jaquwisydeg pJemoH uyor $921N0SayY UBWNH YIM JISIA 1S
(peuodau
S| |eJow Jejs ¥ uonusal ybiy)
pebuelie elyeg JopullieH Jjejs pue juswabeuew
Buiaq Bunesy 1snBny | uosuaAalg aluuYy s,w|3 yum dnoub snooy / anbojeiq
(194w qgol Juauino ) ssaooud
pabuelie n6ep epbuy |edlajel pue ssaoold yoless jueoldde
Buiag Bunesy 1snbny / Ainp Jawjed uely gol mainal 0} dor 01 USIA Bl
(sw3 3
pabueie eiyegq JapuilieH LOH ‘loyouy) . Jated poob e sayew
Bulaq sbunas|y 1snbny | UOSUBAS)S BlUUY jeym,, — sjuapisal yum anbojeiq
.SJinoy oioz, -
uosileH slope)s jusgal -
-uspoyy sneuuy paAojdwae wia) Buo] -
pabuelie elyeg Japulliey ((1DH % Joyouy) yeis
Buieg sbunasiy 1snbny / ANP | UOSUBAB)S Bluuy yym sbuneaw dnoub snooy / anbojeiq
woxdde | SUSTI0 N0 01 310 fgent
pue yoeoiddy wealuls }iom ybiy .mc_b_>o‘_a SIS Jubu ey
(peuued payoepe aas - | UM ‘eidoad aiqied ybiy urejs.
aJow Inoj) Ainp ssao0.d obe)s xis e | PUB 8}BaI0 0} ‘suonuarisjul ybu
,01 Bunesw dn €102 Buinjoaur onsoubelp | @Yl Buipinoid ‘ueld juswdojensp juawdojanap
-1os dnoub josfold | JoquwieroN ,0€ pJemoH uyor OIWB)SAS | 92I0PIOM e ajeald (o]} 921040\

snjejs

uonajdwod
10}

ajep jabie]

a|qisuodsal
s/uosiad

salouapuadapiajul
| saysinbalaid

uonoy

jusawanoaduwi
JO eale | aA1323[qO

¢uondo Jaaled aApoeIe ue Siy} 9yew pue Aiysnpul ayj ui siabeuew pue
jjeys abeunosua pue poddns am ued MoH "sa@diAIas Ajijenb Jo 8109 8y} a1e SaDIAISS J9AIIDP OYM Yels ay) — Juawdofarap 89104410




115

/T 10 $Z abed

}snbny 6| U0 yo
-ubis Joy pasijeul}
Buieq ,sauoiso|iw,
ue|d 1099loid

JBqUIBAON
0} Jaqweydag

dnoug) 108(oid

Jo sawuweuboud pue ueld Juswdojarsp
90.I0pjJOM B|geule)sns e Jo sabe)s
wawdojanap pue (Alessaoau Ji
yoJeasal Jayuny) sbuipul Jo sisAjeuy

Juswabeuew Buiobuo pue
uolonpul quawilinIoal 1e apnjie
%9 apnjide,, ain)n} 10} SoUBIBIP
ay) sexeuw jey} ,moy,, sy

‘SIS

ajdoad jybu ay} — salouajadwod
|eanoiAeyaq Buijenualayip

ay) buiAjnuapl — Jomaweds
spJepuejs Juswdojanap, ajeald

Jaqwisydeg piemoH uyor 0} yoeqgpas} dnoub snooy Jo sisAleuy

slun / uoneonp3 JaybiH

11S9O

900

sbury L OH % Joydouy

1189 :Buinjonu

wbiuy yupne MBIABJ YUl — UOIJUd}BI @ JUSWIINIOBI

eiyeg Jopulliey ‘sawoy aJ1ed ojul shemyjed

UOSUBAB)S aluuy jusawAojdwa Bunowo.ud 0y

1890100 piemoH uyor yoeolidde Jo malnay - jjejs BuisinN

‘ado buiuiejuiew o} yoeouadde

pue sawuwelboud Buluiely Juaiino

pabuesle 1890300 [6ep epbuy ‘uojonpul mainal 0} (LOH ¥ Joyouy)
Buiaqg Bunosy / Jaqwia)dag pJemoH uyor wea)/siabeuel %7 01 lISIA SIS

pabueule

liBe ejpbuy

Janouuny ‘@oIAIes

‘S9|0J ‘siaquinu — ejep 924013 10Mm
uielqo ‘yoseoudde jusawijinioal
a1INd yoleasal 0y (LOH ¥ Joyouy)




116

/2 10 Gz abed

€10c

"SUOIUBAIBUI




Partnership Agreement

117

Page 26 of 27



118

/2 10 )z 8bed

[IDUNOD }Jemyjnos ‘wes) juswabeuew joesuod s,8|doad Jap|0
[IoUN0D YJemynos ‘Jabeuep 10e1U0) ‘sqgiH ainboer

[IDUNOD }Jemyjnos ‘Buluoissiwwo) Jo pesH ‘euojsi||i] ueyjeuor
Joyouy ‘(uopuo) Jebeuep 10uysiq — sbBuluusp-uidsiuy euoi4
:dnoub joe3u09 [enlIA

auQ-OH ‘ebpug 1amo] ‘uabeuely Aindeq — uipjuelqd AA

Jabeuey synpy buipienbajeg — Alaw3g uyor

9200
}emyinog SHN — ubisepay 921AI8S JO J0108lI] — UOJOOH ulswie |

wswdojanag aied Alunwwo) pue Alewlld Jo pesH — BunoA uear

aJe] peajelba)u| yiagque] pue }Jemynos — uojn4 uiswe |

wewdojanag aled Alunwwo) pue Aleuwlld Jo pesH — bunoA uear

3UQ-DH — seay uaydelg

MN 8by — aiypn-oxinog Axoer

dUQ-DOH ‘udalg ||amiaque) ‘Jabeuel — leinpeley webuleiapunsy

uoIssiwwon Aljenp ale) — wiep AsjeH

IDUNOD) YJeMUINOS Juaabeuey 1a)ie
pue Aljenp ‘sioenuo) ‘Jsbeuel 1un ssauisng — UOSaIWE( 8]|8Yyo0y

Buluoissiwwo) Jo dnols) Jual|) Jo J0108lIg — Apauuay] uemo)

[IDUNOD }Jemyinos ‘sadinleg ajdoad Jop|O Jo pesH — adkog Aey

[I0UNOD }Jemyinos ‘lebeuel) 82IA18S — SBUOl aunsuUy)

(710S) Jebeue swwelbold — Maipuyd ZIT

auQ-OH ‘Jabeuej suonesadp — Jnopag piblg

Jo}oadsu| Ae swoH a1e) N 8by - usply s

all7 awoH A ‘ese) u| uonelbalu] :10)08lig — UOSUBASB]S 8luuy

auQ-JH ‘1ebeuey swoH aie) abpug Jamo | — NYPIS JOPUIAINY

a|doad Jap|O “1ebuepy Buluoissiwwo) — uoyxo| Apuy

900
‘Buipsenbajeg pue aje) Buinunuo Jo pesH — Joyeg-ALIeLIo) a1y

Buiniq yuspuadapul @ Ayjigesiq Jo pesH — Jajpie] X8|y

Tl Iale%e)
yJemyinog ‘uswdojeasq |euonesiuebiQ Jo pesH — pJemoH uyor

aJeD [e120S }NPY JO 10}9a.IQ — UOJUIIDI Yeles — Jieyd

:dnouag ysiui4 pue yse|

“SMOJ||0} SB POAJOAUI 819M OUm siaulied Jo yiom 8y sI ABajens siy |

sJopjoyayels




119

iy #
A, . \
AL h[}m I'F€l Promoting quality of life in care homes

Policy

e Navigation
Personalisation

Quality Of
Management

Transformation

o D
ﬁ CITY UNIVERSITY v ageuk - JOSEPH ROWNTREE

A/ LONDON FOUNDATION



120

Southwark
Clinical Commissioning Group

Southwark CCC Response to the Public Inquiry in to Mid-Staffordshire NHS Foundation
Trust ‘The Francis Report’

Towards an approach to Commissioning for Quality March 2013
Introduction

The Public Inquiry into the failings of care at the Mid Staffordshire NHS Foundation Trust was
commissioned by the Secretary of State in order to provide an understanding of how conditions arose
within which such poor care could have been allowed to persist for so long. The Francis Inquiry was
asked to recommend what changes to the healthcare regulatory and supervisory system, and to the
wider culture of the NHS, would be required to guard against such poor quality care going undetected
and unchallenged in the future.

This paper summarises the findings of the Public Inquiry into care at Mid Staffordshire NHS Foundation
Trust and considers the implications of the Francis report of the Public Inquiry for the healthcare
regulatory system and for commissioners. One of the first recommendations in the Francis report is a
requirement for all NHS organisations, including commissioning organisations, to consider and respond
to the report. This paper reflects on how Southwark CCG, as a commissioning organisation, should
respond to the Francis Inquiry and offers some recommendations for improving the CCG’s approach to
quality, both in the immediate and the longer term.

Summary of the Findings of the Francis Inquiry into Mid Staffordshire NHS Foundation Trust

There are 290 recommendations in the report of the Public Inquiry. Francis summarises the key aims of
those recommendations as being to:

Foster a common culture shared by all in the service of putting the patient first

Develop a set of fundamental standards easily understood and accepted by patients, the public and
healthcare staff, breach of which should not be tolerated

Provide professionally endorsed and evidence based means of compliance with these fundamental
standards which can be understood and adopted by staff who have to provide the service

Ensure openness, transparency and candour throughout the system about matters of concern

Ensure that the relentless focus of the healthcare regulator is on policing compliance with these
standards

Make all those who provide care for patients — individuals and organisations — properly accountable for
what they do and to ensure that the public is protected from those not fit to provide such a service
Provide for a proper degree of accountability for senior managers and leaders to place all with
responsibility for protecting the interests of patients on a level playing field

Enhance the recruitment, education, training and support of all the key contributors to the provision of
healthcare, but in particular those in nursing and leadership positions, to integrate the essential shared
values in everything they do

Develop and share ever improving means of measuring and understanding the performance of
individual professionals, teams, units and provider organisations for the patients, the public and all
other stakeholders in the system.
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The recommendations are grouped into themes, some of which are more relevant to commissioners
that others. The key themes relevant to commissioners are:

e Putting the patient first

e Fundamental standards of behaviour

e A common culture made real throughout the system
e Enhancement of the role of supportive agencies

e Commissioning for standards

e Performance Management and Strategic Oversight
e Patient, public and local scrutiny

e Openness, transparency and candour

e Leadership

e Information

The full set of recommendations is to be found as Appendix 1 to this paper (in separate pdf file).

On reading the Francis report, a very strong message emerges that the healthcare system needs to
support a significant change in culture; away from complacency and defensiveness, and towards a
culture where all parts of the system are alert and vigilant in respect of the quality of care being
provided. NHS staff, and this is particularly relevant for commissioners and the regulatory parts of the
NHS system, need to be willing to ask for more assurance when the facts point to legitimate cause for
concern.

Southwark CCG recognises and supports the basic principle of ‘putting the patient first’. The
requirement to respond to the Francis report gives the CCG the opportunity to review its current
processes and culture in respect of quality. In particular, we need to ensure that we learn the lesson of
not placing too great an emphasis on performance and financial balance at the expense of patient care.

Section 5 of this paper recommends a range of actions that Southwark CCG should take in order to
respond to Francis’ recommendations.

Quality in the New Health system and other contextual considerations

The Department of Health published a guidance document ‘Quality in the New Health System — maintaining and
improving quality from April 2013’ in January 2013, which sets out a framework for considering quality in the new
system, and which embodies much of the learning from the Mid Staffordshire failings. The DH defines quality as
being care that is ‘effective, safe, and provides as positive an experience as possible’, which reflects the three
dimensions of quality articulated in the NHS Next Stage Review. This definition is a helpful one, and is one that
the CCG should adopt in its thinking about quality.

Quality in the New System sets out some expectations of how organisations will ensure quality in the new NHS
system from April 2013. In particular, it requires local areas to set up Quality Surveillance Systems. These will be
led by the NCB Local Area Offices, and will be a forum for bringing together intelligence on quality and safety, and
for sharing good practice. Southwark will be part of the South London Quality Surveillance Group, which will be
led by Jane Clegg, Nursing lead for South London.

The changes as a result of the Health and Social Care Act 2012 mean that there will no longer be a SE London
Cluster assurance process. The CCG needs to be able to assure itself of the quality of services received by all

2|Page
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Southwark patients, working within the increasingly complex set of responsibilities and relationships within the
new NHS system. In particular, the CCG will need to deliver its approach to quality in partnership with the
Commissioning Support Unit (CSU) and Local Authority, as well as the National Commissioning Board, and this will
necessitate different ways of working.

Overview of current Southwark CCG arrangements for Quality

The CCG Governing Body has ultimate responsibility for assuring the quality of the services commissioned for
Southwark patients. Responsibility for commissioning quality services is discharged through the governance
structure of the CCG, via its sub-committee structure.

The Integrated Governance and Performance Committee (IGP) plays an important role in overseeing performance
and quality issues, including complaints and Serious Incidents. The IGP considers an integrated Performance
Report on a monthly basis, which gives an overview of financial and performance information relating to
commissioned services, including key quality indicators.

The Governing Body (CCC) meetings take place in public each month, and the role of the Governing Body is to
assure itself that the responsibilities of the CCG are being properly discharged, including the responsibility to
commission safe, high quality care for Southwark patients and to promote improvement in the quality of primary
care. The CCC considers the Integrated Performance report, as well as the minutes of sub-committees including
the IGP and the Patient Experience and Engagement Group.

Assurance that commissioned services are providing an acceptable level of quality is managed largely through
provider specific monitoring processes. For acute providers, and particularly Kings Healthcare and Guys and St
Thomas Foundation Trusts, the CSU co-ordinates quality monitoring, with clinical and managerial input from the
CCG. Southwark plays a lead role in arrangements for commissioning from Kings, and a Southwark clinical lead is
the Chair of the Kings Clinical Quality Review Group. A wide range of quality indicators, including patient
experience and complaints information, is reported to the CCG on a monthly or quarterly basis, and
commissioners bring challenge to providers where the data indicates poor quality. The CCG is currently reviewing
how these quality monitoring processes are run, in part as a response to the Francis Inquiry. In particular, the
CCG and CSU need to consider how to ensure that there is a focus on quality in the broadest sense, including on
clinical and patient outcomes, as opposed to a focus on performance and process measures.

All CCGs have responsibility to ensure providers are delivering safe services and, should a serious
incident® (SI) occur, have investigated it in a thorough and robust manner. NHS Southwark CCG meets
with its providers at least monthly to review any incidents which have occurred, and assures itself that a
thorough investigation and remedial action has taken place. NHS Southwark CCG reports Sl numbers
and themes through the IG&P to the Governing Body.

The CCG has developed a Quality Alerts process through which Southwark GP practices can raise quality issues
relating to commissioned services. The CCG, through its contracting arrangements, ensures that these Quality
Alerts are investigated and that the relevant provider gives an appropriate response, including remedial actions

L something out of the ordinary or unexpected,with the potential to cause serious harm and/or likely to attract public and media
interest that occurs on NHS premises or in the provision of an NHS or a commissioned service.
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and changes to contracts as required. The CCG is able to review the Quality Alerts and monitor trends/themes
emerging from Quality Alerts, which are fed into the broader commissioning process.

A diagram showing the CCG’s governance structure, including the IG&P, is included as Appendix Two.

Recommendations for Southwark CCG

The Francis report challenges the entire NHS to undergo a fundamental culture change, something which is not
easy to describe or achieve in a planned way. The CCG will seek to generate a culture of openness and
transparency, and develop an integrated approach to quality. The recommendations below are intended to
address the themes that Francis highlights. They do not exhaustively address all of the relevant recommendations
in the Francis report, but recommendation 1 suggests that a further piece of work is undertaken to progress this :

Recommendation 1: Commissioning for Quality. It is recommended that the CCG develop a Southwark
approach to ‘Commissioning for Quality’ which embodies the lessons learnt from Mid Staffordshire, and reflects
the new arrangements for quality in the Healthcare system post April 2013. This would provide a formal
framework articulating the CCG’s values and describing Southwark’s processes and structures for quality
assurance and quality improvement. The document will also need to address how the CCG will respond to some
of the broader cultural and organisational development issues that are required to strengthen the NHS’s
approach to quality.

The CCG’s approach to commissioning for quality should have a balanced emphasis on each of the three
dimensions of quality; clinical effectiveness, patient experience and patient safety. In particular, the framework
should articulate how the CCG will maximise the benefits of clinical commissioning to improve clinical
effectiveness and commission for improved outcomes for Southwark patients.

In developing this framework, the CCG should outline how it will address all of the individual recommendations in
the Francis report which are relevant to commissioning organisations. A working group including GP clinical leads
and other key CCG staff should be tasked with taking this forward.

Recommendation 2: Quality Reporting. It is recommended that some changes are made to the CCG’s Integrated
Performance Report to provide a richer source of intelligence in relation to quality. The enhancements to the
current report would include:

e Inclusion of CQC information relating to local providers

e Narrative commentary on the key quality issues identified with each provider, on a quarterly basis, along
with a summary of commissioner’s actions in respect of these

e More detail on patient experience, including summaries of provider data on patient experience, national
patient surveys and intelligence on issues raised by patients and the public

e A summary of Quality Alerts raised by Southwark practices, including key themes and outcomes from
alerts

e Summaries of any relevant site visits or clinical audits

e An action log of quality issues identified at the IGP or through other routes (e.g. provider specific quality
monitoring processes)
An example template for Quality section of the revised Integrated Performance report is included as
Appendix 3.

Recommendation 3: Structure of Integrated Governance and Performance (IGP) Meetings

4|Page
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The agendas of the IGP meetings should be structured so as to allow sufficient scrutiny, discussion and challenge
of the reported quality positions, as well as to provide an environment where ‘under the radar’ issues can be
identified. Committee members will be expected to have pre-read the Integrated Performance and Quality
report, and the discussion at the meeting will allow sufficient time for members to explore any issues of concern.
The IGP meeting papers should include an action log of concerns/questions raised by members, and the chair will
ensure that issues are followed up/closed/escalated as appropriate. The action log will be reported to the SCCC .
A way of linking the issues raised at EPEG and at the IGP should be found, so that patient experience concerns
arising from the PPG pyramid or via other means are formally considered by the IGP alongside the Integrated
Performance and Quality report.

Recommendation 4: Understanding Patient Experience Information. The CCG should work closely with
providers to review and understand the full range of available data on patient experience, including looking at
variations in experience between and across wards and different clinical areas.

Recommendation 5: Developing innovative approaches to hearing the patient voice. The CCG should review
how it currently engages with patients and the public, including reviewing national best practice and explore
innovative approaches to gathering and learning from a wider range of patients.

Recommendation 6: A focus on all providers’ performance. Provider-specific performance management
structures relating to Southwark’s three main NHS providers (Kings College Hospital NHS FT, Guys and St Thomas
NHS FT and South London and the Maudsley NHS FT) are relatively strong and transparent, although we should
not be complacent about this, and there will always be potential for strengthening these processes. Quality and
performance management of other commissioned services is less well developed, and in particular there is a need
for a stronger approach to quality assurance in services commissioned from the independent sector, and
particularly in relation to care homes. The CCG is already looking at this area, and it is recommended that the
CCG work jointly with Southwark Council and Lambeth CCG to develop an approach to improving quality in this
area.

Recommendation 7: Making quality everyone’s business. The CCG should ensure that all CCG staff are aware
of the Francis Inquiry and its key recommendations. Staff development events should focus on the role that all
staff can play in being vigilant about, and supporting the quality of patient care.

Recommendation 8: Review Serious Incident Processes. It is recommended that Southwark CCG review its
management of Sis in conjunction with the CSU and neighbouring CCGs in order that process are aligned and
meet good practice in all respects, and that we work collaboratively with partners to ensure that Southwark CCG
has equally robust assurance of all providers. The IGP should maintain an overview of the S| processes and
receive quarterly reports on Serious Incidents, including the learning from these.

Recommendation 9: Clinical Service visits and audits

To enhance commissioners understanding of the quality of patient care, it is recommended that CCG clinical leads
and staff spend more time visiting clinical services and undertaking clinically focussed audits. The CCG should
work with the CSU and providers to determine a work programme, focussing on priority areas in 2013/2014.

Conclusion

The events at NHS Mid-Staffordshire amounted to an unacceptable failure of the NHS as a system to safeguard
patients and to ensure the provision of adequate care. However, Southwark CCG welcomes the Francis report as
a forceful reminder that the NHS as a whole should have quality and the needs of the patient as its central
concern. We accept the key findings and aims of the Francis report’s recommendations and are committed to
ensuring that the CCG takes those recommendations forward, through implementing the recommendations made
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in this paper, and in having a consistent focus on quality throughout the CCG’s future commissioning
responsibilities.
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Appendix Two — Southwark CCG Governance Structure

NHS Commissioning Board
(London Region)

Southwark Health &
Wellbeing Board

NHS Southwark CCG Council of Members

Accountability

Constitution

NHS Southwark CCG
Governing Body

Lambeth, Southwark & Lewisham

CCG Collaborative
Commissioning Group

Audit Committee

Remuneration Committee

Dulwich Programme Board

CCG Senior Management
& Operations Team

South East London CCG
Clinical Strategy Group

Integrated Governance &
Performance Committee

Safeguarding
Executive

Finance & QIPP
Performance Group

Mental Health
Commissioning Group

Lambeth & Southwark
Unscheduled Care Board

Medicines Management
Group

Lambeth & Southwark
Planned Care Board

Lambeth & Southwark
Integrated Care Programme

Wellbeing and Prevention
Group

Commissioning Strategy
Committee

South Southwark CCG
Management Group

South Southwark
Locality

North Southwark CCG
Management Group

Bermondsey &
Rotherhithe Locality

Southwark Multi-
disciplinary Forum

Borough & Walworth
Locality

Engagement & Patient
Experience Committee

South Southwark
Locality PPG

Bermondsey &
Rotherhithe Locality PPG

Borough & Walworth
Locality PPG
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The best possible outcomes for Southwark people

Quality Section of Integrated Performance Report
2013/14
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Section 1: CQC Intervention

bcl
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Section 2: Quarterly Key Quality Issues and Action Plans (by Provider)

King’s College Hospital NHS Foundation Trust

CCG Group
Quality Issue Identified Commissioner Action with
Oversight
1
2
3
4
5
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Guy’s & St. Thomas’ NHS Foundation Trust
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CCG Group
Quality Issue Identified Commissioner Action with
Oversight
1
2
3
4
5
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Guy’s & St. Thomas’ NHS Foundation Trust — Community Health Services

CCG Group
Quality Issue Identified Commissioner Action with
Oversight
1
2
3
4
5
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South London & Maudsley NHS Foundation Trust

CCG Group
Quality Issue Identified Commissioner Action with
Oversight
1
2
3
4
5
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Independent Sector Providers (including nursing and domiciliary care)

CCG Group
Quality Issue Identified Commissioner Action with
Oversight
1
2
3
4
5
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Primary Care (including WIC, community outpatients etc.)

CCG Group
Quality Issue Identified Commissioner Action with
Oversight
1
2
3
4
5
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Section 4: Patient Experience (All Providers)

National Surveys

Provider Generated
Survey

(e.g. KCH ‘How are we
Doing Survey’)

Complaints — Key Themes
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Patient Engagement —
Key Themes

Other patient/public key
themes — Media /
national reports etc.
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Section 5: Summary of Quality Alerts Flagged by Southwark Practices

Quality Alerts

Quality Alerts Raised

Alerter

Date

10

11

12

13

14

15

For common themes and actions see table below
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Quality Alerts Theme

CCG Actions

Outcomes

S e

ounkwnNE

OunewWNE

ounkwWwNE

oukwNE
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Section 6: Clinical Visits and Clinical Audits

Clinical Site Visits & Audit

Provider Audited/Visited:

Name and Purpose of
Audit/ Visit:

Description of Audit / Visit

Key Actions Agreed By Whom By When
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Clinical Site Visits & Audit

Provider Audited/Visited:

Name and Purpose of
Audit/ Visit:

Description of Audit / Visit

Key Actions Agreed By Whom By When
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Section 7: An Action Log of Quality Issues Identified

CCG1

CCG2

CCG3
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Southwark CCG’s response

to the Francis Enquiry

Health Scrutiny Committee 15t October 2013

The best possible health outcomes for Southwark people
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Content:

Key recommendations of the Francis report
Southwark CCG’s response March 2013

‘What the CCG has done to implement its
recommendations

*Future priorities
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Francis Report: NHS

Key recommendations » ~ Southwark
Clinical Commissioning Group

»  Foster a common culture shared by all in the service of putting the patient first

» Develop a set of standards easily understood and accepted by patients, the public and healthcare
staff, breach of which should not be tolerated

*  Provide professionally endorsed and evidence based means of compliance with these standards
which can be understood and adopted by staff who have to provide the service

«  Ensure openness, transparency and candour throughout the system about matters of concern
«  Ensure that the relentless focus of the healthcare regulator is on policing compliance with these
standards

« Make all those who provide care for patients — individuals and organisations — properly accountable
for what they do and to ensure that the public is protected from those not fit to provide such a
service

»  Provide for a proper degree of accountability for senior managers and leaders to place all with
responsibility for protecting the interests of patients on a level playing field

«  Enhance the recruitment, education, training and support of all the key contributors to the provision
of healthcare, but in particular those in nursing and leadership positions, to integrate the essential
shared values in everything they do

« Develop and share ever improving means of measuring and understanding the performance of
individual professionals, teams, units and provider organisations for the patients, the public and all ‘

other stakeholders in the system.
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Key themes for commissioners: Southwark
Clinical Commissioning Group

« Putting the patient first

* Fundamental standards of behaviour
A common culture made real throughout the system
« Enhancement of the role of supportive agencies

« Commissioning for quality/standards

« Performance Management and Strategic Oversight

« Patient, public and local scrutiny

« Openness, transparency and candour

« Leadership

» [nformation and reporting on quality are crucial ‘

-
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Southwark CCG’s response: Southwark
Clinical Commissioning Group

Proposal for an immediate response to the Francis Report taken to
the CCG Governing Body meeting on March 2013

Southwark CCG report proposed a series of recommendations for
action by the CCG

Recommendations accepted by the Governing Body

CCG Senior Management Team convened as Quality SMT, meeting
first fortnightly and now monthly to take the recommendations forward

CCG is a member of King College Hospital Francis working group —
greater openness between commissioners and providers re quality

CCG engaged in Quality Surveillance Group across London
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Southwark CCG’s recommendations:
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Develop an explicit Commissioning for Quality framework
Improve information and reporting on Quality

Use Governance Structure to focus on quality in all its
dimensions

Make better use of information on Patient Experience
Develop innovative approaches to hearing the patient voice
Focus on patient journeys rather than a few key providers
Make quality the business of all CCG employees

Review processes for Serious Incidents

Site visits and audits of clinical services
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What progress have we made: NHS

Southwark
Clinical Commissioning Group

The CCG now monitors quality in a fuller way, using a richer
quality information data set distinct from performance

Quality agenda sits with Integrated Governance and Performance
Committee,

Quality focus to all Governing Body meetings

Reviewed the information that we have on patient experience and
how we use it In commissioning and assurance processes

Agreed approach to co-production and co-design with patients

Developed our approach to clinical site visits and begun to carry
these out

Staff away days focussing on quality
Quality embedded in objectives for all staff ‘
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What have we still got to work on: Southwark
Clinical Commissioning Group

» Develop more and better ways to hear patient’s
views and link them into our commissioning and
monitoring processes

» Publish our commissioning for quality framework
and take forward some further recommendations
iInto our commissioning processes

> Embed clinical effectiveness in all our
commissioning and redesign plans

» Link up better with regulatory bodies and other

commissioners ‘
s
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This paper contains Healthwatch Southwark’s initial response to the issues raised
within the Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry, the
Francis Report.

Our commitment

Our vision is that allSouthwark residents can access and expect the best possible
health and social care services. As the ‘consumer champion’ & patient and public
voice Healthwatch Southwark is committed to the monitoring of the following:

e Patient experience, engagement and involvement across health and social
care organisations and commissioning structures

e Quality of services

e Patient Safety

¢ Reduction of Health inequalities and inequalities in social care services
provision

We will work with residents, Providers and Commissioners to ensure that care
services are monitored to the best of our ability. We know that we are not the only
body where patients and the public can get involved in their local services however,
we want to be recognised as the most effective body that we can be. There will be
times where we need to “hold to account” and act as a “critical friend” to the NHS,
Southwark Council and other publicly funded organisations. In all of our actions we
will reflect the needs of our population.

Patient and Public Engagement & Involvement

The failures at the Mid Staffordshire NHS Foundation Trust concerned a wide range
of bodies including the Trust itself whereby there were a plethora of systematic
failures, the Health Scrutiny Committee and the Stafford Local Involvement Network
(LINk) & their ineffectiveness. Patients and Carers were not listened to and their
concerns were not acted upon. The culmination of these issues led to the terrible
tragedies of the loss of lives and the poor care received people in the Stafford
Hospital. A quote from the Francis Report about the LINk reads...

“Not surprisingly, in Stafford the squabbling that had been such a feature of the
previous system continued and no constructive work was achieved at all.”

Healthwatches need do what they were set up to do. We need to be outward looking
whilst ensuring that we have the inwards systems in place to deal with issues of
concern that arise.

Methods of monitoring
Some of the ways we will monitor services are below:
e Collecting local views and experiences- this includes the views of local

residents, workers and students about Health and Social Care services
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e Healthwatch England - having an effective relationship and cascading service

issues when necessary

e Quality Accounts- Healthwatch provides comments each year to Guy’s & St
Thomas’, Kings College Hospital& South London &Maudsley NHS Foundation
Trusts and monitor these & other subjects throughout the year in meetings

with the Trusts

e Local Authority Local Accounts and Healthwatch involvement in Quality

monitoring mechanisms

e Local Authority Partnership boards & groups e.g. London Borough of
Southwark Mental Wellbeing Partnership Group

e Local Authority Care Home Quality Strategy Steering Group

e South London Quality Surveillance Group (part of wider London region Group)

e Clinical Commissioning Group (CCG) Governing Body and its various

committees

e Contribution to CCGs quality focused documents

e Health & Wellbeing Board
e Healthwatch England

What does this mean in relation to our Priorities

The table below outlines our four priority areas for the next 12 months (till 09/14)
including the rationale. We will also monitoring other areas on a ‘watch list’ such as
services for people with Diabetes & Cancer care. We will need to ensure that in each
of our four areas we consider patient experience, patient safety, inequalities and

quality of services.

Priorities (next 12 months till September
2014)

Rationale

Mental Health services (Access to)

Major changes happening in Social care Day
service opportunities, service user
involvement within South London &
Maudsley NHS Trust, primary and
community care.

GP Access

Different communities have raised issues re.
physical access, appointments, registration.
Health & Adult Social Care CC Scrutiny Sub-
committee have GP Access as a priority

Social Care (focusing on those not meeting
the FACS eligibility criteria)

A range of sources siting concern around the
availability of support/ services for those who
do not qualify to receive Personal Budgets

Sexual & Reproductive Health Services

Major issues in Southwark (& Lambeth)
around HIV diagnosis, young people’s sexual
health.

Next steps...We will produce a joint statement of intent to work with Healthwatch
Lambeth & Lewisham and the other South East London Healthwatches to monitor
quality, patient experience and patient safety.
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Southwark’s Primary and
Community Care Strategy

2013/2014 - 2017/2018

The best possible health outcomes for Southwark people
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Executive Summary

Southwark is a highly diverse borough, which is changing fast. Health outcomes and life
expectancy are improving, but there are still significant health needs and wide variations in
outcomes for individuals within the borough.

Primary and community care services are the first point of contact with the NHS for most
people. Primary and community care services include GP practices, dentists, optometrists
and pharmacists, as well as community services such as health visiting, district nursing and
more specialist community services. GP practices are often termed the ‘bedrock’ of the NHS,
providing continuity of care for people over their lives; supporting the prevention of ill
health, and providing a range of care to keep people well and to manage health problems
when they arise.

This plan concentrates on the provision of services by GP practices as well as community
health services. It describes how we will achieve our aims to improve outcomes for patients
as well as providing better value for money.

Some of the care provided for Southwark patients is excellent and there are many examples
of innovative and high quality care. We know that Southwark people value primary and
community care services highly, and want to see a better range of services available outside
of hospital, either in or close to their home.

However, our primary and community care services are under increasing pressure from
increasing demand as well as constraints on funding. Despite improvements in some areas
over recent years, overall the quality of care and outcomes from Southwark’s primary care
services are not as good as we would like them to be. The range of services and the quality
of those services is sometimes patchy across the borough, and patients do not all receive
the same range and standard of services. This plan outlines how we will improve the
consistency and equity of services available to Southwark people, supporting improved
outcomes.

Within Southwark we have an ambitious vision for the provision of care out of hospital. To
deliver on this vision we need to make sure that our primary and community care services
are fit for the future. This will mean that the way that services are organised will need to
change, to ensure viability for the future and to be able to meet the requirements of the
population.

Key themes within this strategy:

Population health management and reducing inequalities: Good primary and community
care services are fundamental to managing the health of populations and reducing health
inequalities. Southwark CCG intends to strengthen the capacity and capability of its services
in order to continue to focus on population health management in future.

Improving outcomes: Southwark CCG’s mission is ‘To achieve the best possible health
outcomes for Southwark people’. We will do this by commissioning services which focus on
targeting health inequalities and by ensuring that primary and community care services are
strong and able to deliver consistently high quality care for all patients. The way that
services are organised will need to change to make this a reality. This strategy sets out the
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need for the development of services based on localities within Southwark, with services
working together at greater scale to share resources and good practice to deliver better
quality care.

Improving access: The CCG believes that all patients should have access to the same range
of and quality of services to meet their health needs. We also plan to make it easier for
patients to get the care they need when they need it, as close to their home as possible. To
achieve this, we will commission more consistent community based services, and co-locate
services in community health centre ‘hubs’ where this allows for better clinical care and is
cost effective.

Integrated services: People should experience care that is seamless and tailored to their
individual needs. Southwark is working to integrate health and social care services so that
people receive better co-ordinated care, regardless of the agency which provides that care.
Strong primary and community care services are fundamental to the development of more
integrated care. Our plan describes how we will support better integrated care, including
how the organisation of services will need to change in order to make truly integrated care a
reality.

Providing more care out of hospital: This plan is part of the way that Southwark CCG will
achieve its objective of providing more care out of hospital. This will include more
preventative care, more home based care and an extended range of services available in
primary care to prevent the need for more specialist treatment. We will commission a
greater range and volume of care outside traditional hospital settings, where this provides
better clinical care, patient experience and value for money.

Organisational development: Primary and Community care services are under a lot of
pressure and will not be able to respond at pace to the need for improvements in care
without significant changes to the way that they work. This will mean services working
together at greater scale to deliver service improvement. We plan to support the
development of locality based care as a way of bring services together to meet the needs of
local populations within the borough, working outside the traditional remit of individual GP
practices. This plan lays out how we will support a programme of development for GP
practices to build their capability for improving care and providing an extended range of
services in future. This will also extend to supporting GP practices to work better with other
agencies to provide more integrated care.

Enabling improvements: To enable delivery of this strategy we will focus on developing the
primary and community care workforce, improving premises and developing integrated IT
systems. We will also need to change some of the ways that we commission and contract
for care in order to make some of our planned improvements happen, particularly ensuring
more consistent service provision and better outcomes for all.

Summary: This plan describes Southwark CCG’s intentions to build strong local services to
meet the challenges of improving care over the next five years. It is supports a range of our
other plans and priorities as well as reflecting national policies and thinking on the best way
to ensure that primary and community care services are fit for the future.
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Southwark’s Primary and Community Care Strategy

2013/2014 -2017/2018

1. Introduction

Good primary and community care services are a cornerstone of the NHS, playing a vital part in
improving population health and preventing ill-health. Primary care services often provide the first
point of contact for people when they become unwell and, together with community based services,
co-ordinate the care of people with long term conditions, older people and those reaching the end
of their lives. Primary and Community care services also provide some of the most important
universal services for babies and children in their early years, supporting parents to keep their
children well.

Southwark people have told us how much they value primary and community care services, and that
they increasingly want to be able to access a wider range of services without having to attend
hospital. As more and more care can be provided in, or close to, patients’” homes we need to ensure
that Southwark’s services are fit for the future; that they can take up the challenge of providing
excellent and innovative care, centred around individuals, as well as being able to continue to
provide the range of core services which are an essential part of the NHS system.

This document outlines how Southwark CCG plans to improve the quality, capacity and capability of
primary and community care services in the borough in order to meet that challenge. This strategy
has been developed as a result of engagement with a wide range of stakeholders, Southwark
patients and members of the public.

1.1 Drivers for Change

Southwark Clinical Commissioning Group (CCG) was created in April 2013 as a result of the wide-
ranging changes to the NHS system in England within the Health and Social Care Act. The CCG is
responsible for commissioning a wide range of health services for the Southwark population,
including many community services, and for improving health outcomes and reducing health
inequalities. Although CCGs are not responsible for directly commissioning primary care services
(including GP services, dentists, pharmacies and opticians), they do have a statutory duty to improve
the quality of primary care. This strategy has been developed in response to describe how the CCG
will carry out its responsibilities within the new National Health System.

In addition to changes to commissioning structures within the NHS, there are a number of factors
leading to the need to a clear strategy for changing the way that services are delivered in Southwark.
Some of the key drivers for change are described below:

i) Variability in quality and outcomes. We know that there is a wide range in the quality of care

provided by GP practices and some community services. This is not something unique to Southwark,
but is still something that results in unwarranted variation in outcomes for patients. In developing
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this Strategy, we carried out a review of the current situation in terms of the quality, outcomes,
capacity and capability of Southwark services. This has informed the determination of our strategic
priorities and is described more in section 4.

We believe that variations in the quality of care that are due to the organisation of services are not
acceptable. The priority actions put forward in this strategy are our response to the extent of
variation in quality and delivery that currently exists, and form Southwark’s plan to improve access
to high quality care for all patients.

ii) Primary and Community Care services are under pressure. Demand for healthcare increases
every year as a result of a combination of factors including; population growth, an aging population,
increasing expectations of patients and advances in medical science. Investment in primary and
community care services has not always kept pace with these increases in demand and services in
Southwark, as in other parts of the country, are under increasing pressure. In addition to increasing
demand for care, GP practices are now required to take responsibility for commissioning as
members of the CCG, which adds an additional responsibility to their clinical work. The analogy of ‘a
hamster in a wheel’ is frequently used by primary care professionals to describe how they work, and
staff report being too busy to take time to develop innovative ways of delivering care and to focus
on service and quality improvement. In developing our strategy, we sought to address how services
can respond to increasing demand by working differently.

iii) Responding to financial pressures and creating a sustainable local health service for the future
Primary and Community care services often provide a low cost service focussing on prevention,
keeping people well and the early identification and diagnosis of health problems, all of which have
positive benefits in terms of people’s well being as well as helping to avoid the costs of more
expensive treatment when conditions go undetected or are not well treated in the early stages.

NHS services are under increasing financial pressure, and Southwark CCG is no exception to this. As
we face financial constraints over the next five year, we need to provide better value healthcare.
Strong primary and community care services can help us to provide more value based healthcare,
by preventing the need for more expensive treatments, and by moving some care out of hospital,
where it can be more cost effectively be provided in a primary or community care setting.

iv) Supporting the integration of services

Southwark CCG is committed to developing more integrated services, which offer a patient centred
and seamless response, through agencies working together in a co-ordinated way. Southwark CCG is
working with the Southwark and Lambeth Integrated Care programme (SLIC) and we have made
some good progress locally towards developing integrated care, beginning with services for the frail
elderly. To be able to fully adopt new ways of working in the interests of better patient care,
traditional organisational and professional boundaries may need to change. We believe that
integrated care for the future needs to be based around the care of local populations, and to take a
more person-centred approach. This will mean that primary and community care staff will need to
work differently in future, working more closely with a range of other professionals and agencies to
co-ordinate the care of individuals in response to their needs.
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v) Addressing key health issues and reducing health inequalities

Although life expectancy is increasing rapidly in Southwark, there are still dramatic differences
between the life expectancy and health outcomes for patients in different parts of the borough, and
between men and women. We have developed this strategy in response to what we know about
poor health outcomes in Southwark and the reasons for them, and this is described in more detail in
sections 3 and 4.

This strategy takes as two of its key principle aims improving equality of access to care in accordance
with the needs of the individual, and improving health outcomes for Southwark patients. Our
strategic objectives and our proposals for improving services reflect our approach to delivering this,
working in partnership with other stakeholders, and in particular Southwark Local Authority and the
Health and Well Being Board.

Taken together, these drivers for change mean that primary and community care services need to
work differently in future to meet the challenges of providing high quality healthcare.

1.2 Links to Other Strategies

Southwark’s strategy for primary and community care sits within our overall approach to
commissioning better health services and making best use of our financial resources. Developing a
strategy for better primary and community care services is central to the delivery of Southwark
CCG’s Integrated Plan, and links to a number of other key strategies. In particular, this strategy is
consistent with and supports the delivery of the following strategies and plans:

1.2.1 Southwark CCG’s Integrated Plan - The best possible outcomes for Southwark People

The Integrated Plan is the CCG’s main strategic document and sets out a plan for the things the CCG
will work to achieve over the medium term. The purpose of the Integrated Plan is to set out our
ambition for the local health economy over the next 5 years. The plan specifies the CCG’s priority
areas for improvement, the major work programmes and commissioning activities we will
undertake. This document also sets out the key outcome indicators we will use to gage progress
over the lifetime of the strategy.

The five strategic goals within the CCG’s Integrated Plan are:
e To achieve a reduction in health inequalities
e To achieve a reduction in premature mortality
e To achieve a reduction in the variability of primary care outcomes and quality
e To have all practices play and active part in commissioning
e To have patients play a central role in commissioning

The Southwark Integrated Plan can be accessed by following this link:

http://www.southwarkccg.nhs.uk/about/Our-Plans/Documents/

The CCG will shortly be revising and refreshing its overall commissioning strategy to cover the period
2014 —2019. The revised CCG Integrated Plan will incorporate the objectives and planned actions of
this Primary and Community Care Strategy.
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1.2.2 South East London Community Based Care Strategy

One of the key drivers in developing Southwark’s Primary and Community Care Strategy was to
describe how Southwark will achieve the aspirations of the South East London Community Based
Care (CBC) Strategy, with particular emphasis on the workstream on Primary and Community Care.

The CBC strategy is a collaborative programme to develop out-of-hospital and community care
across six south-east London boroughs. The transformation of our community care is fundamental
to improving services to patients and local people, and the aim of the CBC strategy is to support the
hospital change programme across South East London by accelerating the development of
community based care.

The CBC programme recognises that each borough has a different starting point and very different
populations and needs. Each CCG has committed to achieving commons aspirations, so an ethos of
‘shared standards, local delivery’ has been adopted. Where there is a common need for change
the CCGs will work together, but much of the strategy will be delivered by boroughs working singly
or in pairs.

There are three main work streams within the CBC strategy, which are:

. Primary and Community (including Urgent Care): providing easy access to high quality,
responsive primary and community care as the first point of call for people in order to provide
a universal service for the whole population and to proactively support people in staying
healthy.

o Integrated Care (people with long term conditions including mental health problems):
Ensuring there is high quality integrated care for high risk groups (such as those with long
term conditions, the frail elderly and people with long term mental health problems) and that
providers (health and social care) are working together, with the patient at the centre.

o Planned Care: for episodes where people require it, they should receive simple, timely,
convenient and effective planned care with seamless transitions across primary and secondary
care, supported by a set of consistent protocols and guidelines for referrals and the use of
diagnostics

There are five enabling work streams for the CBC strategy which are:
o  Workforce
e Self Management
e Information Systems
e (Contract Levers
e Communications and engagement

The full strategy can be accessed via the following link:

http://www.tsa.nhs.uk/document/appendix-o-strategy-community-based-care-south-east-london

1.2.3 Southwark’s Health and Wellbeing Strategy

Health and Wellbeing Boards are statutory groups which are responsible for improving population
health and wellbeing at a borough level. Southwark’s Health and Wellbeing Board is in place after
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operating in shadow form over the last year, and is a multi-agency group chaired by the Leader of
Southwark Council, with strong representation from the CCG, the Police and other agencies. The
Board’s remit is to promote and deliver joint working across the Local Authority, Health and other
agencies to reduce health inequalities and address the wider determinants of ill health, such as
poverty, joblessness and other social issues. The Health and Wellbeing Board agreed its initial
2013/2014 strategy in July 2013, committing to three priority areas that the partners on the Board
will address both collectively and individually. Those priorities are:

e The best start for children, young people and families

e Building healthier and more resilient communities and tackling the root causes of ill health

e Improving the experience and outcomes of care for our most vulnerable residents and
enabling them to live more independent lives

The Primary and Community Care Strategy is one of the ways in which the CCG will deliver its
commitment to work on the above three priorities, through delivering strong primary and
community care services with an emphasis on providing universal, preventative services which have
a focus on patient centred care and supporting people to be more in control of their health.

1.2.4 Other National Publications and Policies

The development of this strategy was also informed by a number of policy and research publications
which address the transformation of primary and community services. Some of the documents
which have informed our thinking include;

. The Kings fund (2011) Improving the quality of care in general practice — report of an Independent
Inquiry commissioned by the Kings Fund

. The Kings Fund (2012) General practice in London: supporting improvement

. The Kings Fund and Nuffield Trust (2013) Securing the Future of general Practice: New
Models of Primary Care

. The Royal College of General Practitioners (2012) General Practice 2022 A vision for General
Practice in the future NHS

. Department of Health (2011) Transforming Community Services

2. How we engaged with people in developing this strategy

2.1 In developing this strategy, Southwark CCG sought to engage widely with patients, the public and
key stakeholders, to ensure that our strategic direction reflected the views of people who use, and
work in, health services in Southwark. We worked with patients and members of the public, as well
as other stakeholders to co-produce the strategic objectives of the strategy, and inform our vision of
how services should be developed over the next five years.

The development of this strategy was led by a steering group including Healthwatch and NHS
England, and the steering group designed a programme of engagement events.

We held an open event for patients, the public and interested stakeholders including as community
health staff, community pharmacists and the voluntary sector, focusing on some key questions:

What do good primary and community care services look like?
How should services be organised in future?

Other ways in which we sought input were by holding discussions and sharing drafts of this
document with a range of stakeholders including:
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e key provider organisations including GST community services, Kings College Hospital and
GST acute services

e Southwark CCG’s member practices, through the locality groups, via CCG communications
and an event for all practices

e Southwark Local Authority, particularly Public Health

e Southwark and Lambeth Integrated Care programme

e The CCG Engagement and Patient Experience Committee

e Southwark Local Medical Committee

2.2 Links to the consultation of services in the Dulwich locality

This strategy was developed at the same time as the CCG was consulting on specific proposals to
improve services in the Dulwich locality, in the south of the borough. The engagement with the
public in respect of Dulwich services helped us to get a view from patients on the range of services
that they would like to see provided out of hospital, and how they would like to see primary and
community care services organised in future. This consultation has led to some specific
recommendations about the organisation of services in future, including the development of more
services out of hospital, and the creation of community health centres or ‘hubs’.

The development of services which serve local communities better is an important part of this
strategy and is described in more detail later in this document. Developing services in the Dulwich
area, including proposals for a community hub, is one of our priorities for implementing this strategy,
and will be followed by specific proposals for out of hospital services in the other parts of Southwark.

3. Southwark’s Population and Health Needs

3.1 Southwark’s Population

Southwark is a densely populated, geographically small and narrow inner London borough that
stretches from the banks of the river Thames to the beginnings of suburban London south of
Dulwich. The population is relatively young and ethnically diverse, with significant contrasts of
poverty and wealth. There is wide distribution in educational achievement, access to employment
and housing quality. Major regeneration programmes have been underway for some time leading to
significant changes in landscape and population structure and this continues to be the case. Major
health indicators such as mortality and life expectancy have improved, but there are significant
inequalities in these indicators for people living in different parts of the borough.

Southwark’s population is growing fast. The 2011 Census recorded Southwark’s resident population
at 288,200 which is an increase of 18% since 2001. The latest mid-year estimate (2012) estimated
the population at 293,530. The population registered with Southwark general practices has also
increased from 298,000 in 2007-08 to 305,841 by April 2013. The population pyramid (below)
created using Census 2011 resident population data, shows a younger population in Southwark
compared to England and London.
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Census 2011 Population Pyramid, Southwark Vs England & London
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58% of Southwark’s population are aged 35 or under and Southwark has the 9th highest population
density in England and Wales. Southwark is ethnically diverse with highest proportion of residents
born in Africa in the country (12.9 per cent), as well as significant populations from Latin America,
the Middle East, South East Asia and China. 75% of reception-age children are from Black and
Minority Ethnic (BME) groups with over 120 languages are spoken in Southwark.

The population is expected to continue to grow. By 2031, the Southwark resident population will
have grown by 26% to 369,000 individuals compared to 288,200 at present. The adult population
aged 18-64 will see the largest growth followed by the <18 and 65+ population.

3.2 Key Health Facts for Southwark

e Male Life expectancy is 78.2 years compared to 78.5 years in England.

e Female Life expectancy is 83.4 years compared to 82.5 years in England.

e Infant mortality rate (death in babies under 1 year) has decreased year on year and but is 6.17
per 1000 live births compared to 4.29 in England.

e Lifestyle risk factors such as alcohol/substance misuse, smoking, unhealthy diet (e.g. child
obesity) and unprotected sex continue to be a major risks to good health in the population.

e Asaconsequence there is higher incidence of emergency hospital admissions due to alcohol
related conditions, high rates of teenage pregnancy and HIV, high rate of premature deaths from
cancer and cardio-vascular diseases and high prevalence of mental iliness in the local population.
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e Coronary heart disease, malignant neoplasms (cancers) and respiratory diseases remain the top
3 causes of death in the population.

e Disease prevalence models have shown that there are high numbers of undetected cases of
diabetes, hypertension and heart disease in the Southwark population. Early detection and
treatment is beneficial for patient’s health outcomes as well as cost of treatment to the NHS.

High unemployment, poor housing and poverty impact on the health of Southwark people and can

lead to poor physical and mental health in children and adults

The Southwark Joint Strategic Needs Assessment can be accessed via the following link:

http://www.southwarkjsna.com

4, Primary and Community Care Services in Southwark

This section describes the current range of services provided in Southwark in terms of the provider
landscape, the capacity and capability of primary and community care providers, and the quality of
care provision, including variation in patient outcomes.

4.1 Scope of the strategy

The main focus of this strategy is on primary care services delivered by GP practices. . We recognise
that dentists, community pharmacists and optometrists’ services play a vital role in health
promotion, screening and the provision of health advice and treatment. Wider primary care
providers can contribute to providing more care out of hospital and play a role in managing demand
for other health services. We will explore the potential of other primary care services to support the
redesign of care pathways, including providing better access to health advice and treatment, and
support for self-care and self management. Dentists, community pharmacists and optometrists are
commissioned by NHS England from the 1°* April 2013.

Southwark CCG will seek to involve a wider range of providers in delivering healthy living services in
future, working with the Local Authority to do this. In addition to traditional community health
services, a variety of community resources can support people to keep health and well, and the CCG
wants to involve a range of providers, including non-NHS and third sector organisations, in
developing innovative approaches to preventing ill-health, supporting people to manage their health
and to become part of integrated health and social care services.

4.2 GP Practice Services

There are 45 practices GP practices in Southwark with a combined registered patient list of 305,841
on 1°* April 2013. GP practices are grouped into three localities for the purposes of the Clinical
Commissioning Group, Bermondsey and Rotherhithe, Borough and Walworth and South Southwark.
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Table 1: Map of Southwark GP practices against index of multiple deprivation
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All Southwark practices are required to be open from 8.00 — 6.30 pm. Outside of these core practice
opening hours, urgent primary care is provided by Out of Hours Services. The majority of
Southwark practices have not opted out from responsibility for Out of Hours Care, and are members
of South East London Doctors’ Co-Operative (SELDOC), a co-operative organisation of member
practices which provides Out of Hours Services across Lambeth, Southwark and Lewisham CCGs,
including telephone advice, GP consultations and home visits. A small number of Southwark
practices have opted out of Out of Hours Care, and the CCG commissions Out of Hours services for
the patients of those practices from SELDOC.

In addition to SELDOC, there is an 8am-8pm GP Led Health Centre at the Lister Health Centre in
Peckham, which provides walk-in based care for registered and un-registered patients, 7 days a
week. At the time of writing, the national 111 phone service has not been fully rolled out in
Southwark, and telephone advice for patients continues to be largely provided by SELDOC.

4.3 Community Services

‘Community services’ is used in the context of this strategy to describe a range of health services
which are not based in traditional acute hospitals or in traditional GP practices. Community services
include a very broad range of services, including community pharmacies, community nursing and
community mental health services, as well as some more specialist services. Many community
services are provided on a domiciliary basis, in patients’ own homes, and community services are a
vital service for patients who are housebound or who have mobility problems. Community services
also include range of specialist community services or out of hospital services which provide
intermediate outpatient services in a community setting, and prevent the need for people to attend
hospital clinics for diagnosis and treatment of some simple conditions. Within Southwark, there are
community based clinics for a range of conditions including dermatology, diabetes and heart failure,
which offer an intermediate level of service avoiding the need for patients to be seen in hospital.

Community services will play an important part in the transformation agenda, including developing
integrated care services and providing more services out of hospital and in people’s own homes.

4.3.1 Community Health Services:

The majority of community health services for Southwark patients are provided by Guy’s and St
Thomas’ Community Health Services, part of Guys and St Thomas’ NHS Foundation Trust. A full list
of community services is included as Appendix 1.

Responsibility for commissioning community services underwent significant changes from 1% April
2013. Some services, including Health Visiting and pharmacies, transferred to the commissioning
responsibility of NHS England, while other services transferred to the responsibility of Local
Authorities, including sexual health services and school nursing. Southwark CCG will continue to act
as the lead commissioner for most of these services on behalf of either NHS England or the Local
Authority, and will work in partnership with responsible commissioners and Lambeth CCG in respect
of the commissioning of Guys and St Thomas’ NHS Foundation Trust.
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Community services in Southwark play an important part in supporting general practice teams to
keep people well in their own homes, as well as providing a range of more specialist services for
adults and children. Southwark CCG has made recent investment in community services to support
people to remain at home instead of needing a hospital admission and we will continue to support
the development of community services to deliver integrated care and better care-co ordination.

Our priorities for community care include developing services that integrate well with the
development of locality based primary care services. Through our commissioning we will focus on
ensuring that community services support better outcomes for patients and become more
productive.

4.3.2. Community Mental Health Services

Community mental health services in Southwark are provided by South London and Maudsley
Foundation Trust (SLaM) and are included in the list of services in Appendix 1. Community Mental
Health Teams (CMHTSs) provide assessment and treatment of patients and triage for onward
referrals to specialist services or inpatient care. GPs also have the option to refer patients to the
Improving Access to Psychosocial Therapies (IAPT) service or their own practice based counsellor
(PBC). The IAPT service along with PBCs treat patients with mild to moderate anxiety and depression
and increasing the uptake of this service is a national priority. The CCG has made recent investments
to increase the capacity of the IAPT service, to help meet national targets for access to psychological
therapies.

The CCG plans to make to improve the skill mix of clinicians assessing patients in Community Mental
Health Teams. Enhancing the ‘front-end’ assessment and triage function will make it easier and
quicker for GPs (and others) to refer patients into the system, strengthen the trust’s ability to
manage demand for services and ensure that patients are directed to the most appropriate mental
health service to meet their needs. CMHTs will benefit from extended/out of hours services, and
improved GP liaison with secondary care services will allow GPs to more easily refer patients into
CMHTs. Home Treatment teams will work more closely with community assessment to keep people
in primary care where possible. The enhanced CMHT service will include a re-ablement team to
facilitate, where appropriate, the management of patients with social care needs in primary care. As
well as improving patient experience and service quality, it is expected that this service development
will reduce the number of unnecessary admissions to hospital.

With an ageing population treating people with dementia is an area Southwark CCG is focusing on.
Investment will be made to increase capacity within the Dementia Service which works alongside the
Mental Health for Older Adults community service to help manage the increased number of referrals
expected in 2013-14. A Dementia Adviser from the Alzheimer’s Society will signpost and facilitate
access to other services in Southwark (such as Peer support groups and/or a referral to a Dementia
Support worker, as appropriate to the needs of the person with dementia). The service will also link
closely with the Care Navigators model that aims to ensure older people (and their carers) with long
term and complex care needs are accessing the most appropriate services and support to maximise
their physical, emotional and social wellbeing.
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The CCG is currently reviewing its Mental Health strategy and intends to produce a revised strategic
document for 2014/2015.

4.4 Analysis of Primary and Community Services

In developing this Strategy, the CCG commissioned a review of the current quality, capacity and
capability of primary and community care services in Southwark. The aim of this review was to
provide a thorough and objective picture of the quality and outcomes of current services, to inform
the CCG’s strategic priorities and development of an approach to improving quality, in line with the
strategic goals of the Integrated Plan.

The benchmarking review concentrated on GP practice provision and community services provided
by GST Community Trust. The full results of the analysis can be accessed via the following link:

http://www.southwarkccg.nhs.uk/newspublications/news/pages/improvingoutofhospitalhealthservi

cesacrosssouthwark check right link

More information on health outcomes in Southwark and variation across primary care can be found
within the Southwark Annual Public Health report.

http://www.southwark.gov.uk/downloads/download/3408/previous annual public health reports

4.4.1 Key Findings of the review:

The key findings of our review of primary care summarised below:

There is a wide range of variability in the quality and outcomes provided by GP practices

in Southwark. There is some excellent care, but there is also a very wide range of performance
between practices and between different care indicators, and the level of variation cannot be
explained by the differences between patients registered with different practices. These wide
variations between practice level performance significantly impact on the average performance for
Southwark, and indicate that the care received by patients differs widely across the borough.

There is also wide variability between the productivity and outcomes from different community
health services such as community matrons, and between different district nursing teams. This is
evidenced by contract and quality monitoring as well as the benchmarking review.

Specific clinical areas where primary care performance or patient outcomes in Southwark on
average are lower than would be expected are:

e Long term conditions screening and management (including detection and clinical control of
key long term conditions such as diabetes, cardio-vascular disease and respiratory diseases)

e Immunisations (particularly childhood immunisations and flu vaccines for at risk groups)

e |dentifying Cancer
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e Mental Health support and mental health reviews in primary care
e Low and variable level of delivery by practices of additional services such as the NHS vascular
health check and frail elderly integrated care

In terms of access to GP appointments, an audit undertaken for this strategy suggests that overall
there is sufficient capacity in terms of numbers of appointments across the borough and across days
of the week, but that this overall finding masks wide variation between different practices and
across the days of the week. We also know from our engagement with patients that patients
sometimes find appointment processes difficult and stressful, and find it hard to book a GP
appointment when they need one, or with the GP they would like to see.

The review of primary and community care and feedback from our patient engagement event
highlighted that non-core or ‘enhanced’ primary care services and some specialist community
services are inequitably distributed across the borough. This is confusing for patients to access, and
means that there is variability in the services offered to patients depending on where in the borough
they live or which GP practice they are registered with.

5. Our Strategic Vision for Primary Care: Principles, Objectives and Clinical Priorities

5.1 Strategic Principles:

We have agreed a number of principles which guide Southwark’s approach to improving primary and
community services. These principles were chosen as a result of our engagement with patients, the
public and other stakeholders, and are consistent with the vision and values and goals in
Southwark’s Integrated Plan. They are:

e All Southwark patients should have consistent access to high quality care, including
enhanced services, regardless of where in the borough they live.
e Services should be safe, evidence-based and focused on improving outcomes for patients.

e Services should target health inequalities.

e Services should be patient centred, seamless and accessible.

e Where services can be effectively provided out of hospital and closer to patients’ homes,
they should be.

These principles inform the strategic objectives that we have chosen to focus on in future, as well as
the specific actions that will take forward to develop and improve Southwark services.

5.2 Strategic Objectives:

Our strategic objectives describe the main aims that we want to achieve, to improve local services.
The strategic objectives address the issues that we have identified in our review of local services and
in our conversations with patients and the public about the kind of service that they would like to
receive in future.

Our strategic priorities are:

®  Ensuring high quality in all services by reducing variation in the quality of and outcomes from

services
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® Integrated services, with better co-ordination of people’s care
® Improving access to services for all

® Improving the range of community based services and out of hospital services in Southwark

Within these priorities, we will focus on a number of key clinical areas where we know from our
review of services and the Southwark JSNA that outcomes need to be improved. These clinical
priorities also support our Integrated Plan clinical priorities and the Health and Well Being Board
Strategy.

Our key clinical priorities are:
e Long Term conditions
e Cancer and End of life
e Mental Health
e Children and Early years

Our plans for improvement against these clinical priorities are not described in detail in this Primary
and Community Care Strategy document. They are addressed in more detail in the CCG Operating
Plan for 2013/2014 and in the CCG Integrated Plan, and will be developed further in our
commissioning intentions for each clinical area for 2014/2015 and beyond.

Our plans and aspirations to deliver each of our strategic objectives across Southwark’s services are
described in more detail in section 7.

6. Developing locality based models of care

6.1 The rationale for change

Services will need to work very differently in order to be able to provide the type of care that the
CCG wishes to commission in future. Primary and community care services will need to be more
accessible and better integrated as well as providing a consistent range of services or ‘offer’ for
Southwark patients. They will also need to be more productive in response to the financial
challenges facing the NHS locally and nationally.

Organisational change and organisational development are a key theme of our strategy, in response
to these challenges. Services working together at greater scale will enable us to deliver our aim to
provide more consistent access to high quality services.

The CCG has considered a range of options to address the issues of health inequalities and the
fragmentation of current provision, and our preferred option is to develop locality networks of care.
The rationale supporting locality models of care starts from the premise that non-specialist care
should be based around local populations, allowing the organisation of services in a way that is
accessible and local to patients, which supports a preventative and holistic approach to patients’
care over time, but which also allows the benefit of working at scale and the sharing of resources to
deliver high quality and cost-effective services. Services need to be delivered in a way that uses a
range of different staff to deliver services effectively, rather than placing additional requirements on
over-stretched GPs. The role of practice and community nurses, health care assistants and other
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health professionals will be critical in delivering services at scale. Making best use of staffing and
other resources in primary care to cover populations larger than the traditional GP practice is
needed in order to be able to meet the future demands on health services in the borough within the
financial constraints we will face over the next five years.

Locality networks of care provide an opportunity for providers to work together at greater scale,
through collective working, collaboration or formal merger. Locality models of care could include
‘core’ GMS/PMS services and cover a range of extended services, including enhanced and non-core
services, as well as some community specialist services, depending on the scale that these services
are offered at (i.e. borough, locality or other).

Although the CCG does not directly commission core GMS/PMS primary care services, there is a
clear interplay between the provision of core primary care services and extended primary care
services, and there are benefits for patients of having these services closely aligned and co-located
where possible, delivered by a team of professionals within a locality network.

As a commissioning organisation, Southwark CCG cannot and should not determine the precise
make up of provider organisations. However, in line with our duty to support improvements in the
quality of primary care, the CCG plans to encourage and facilitate the development of locality
working across Southwark. As part of the implementation of this strategy we will put in place a
programme of development for locality working. This will include support for clinical and support
teams to work together to design and implement service improvements together at locality level.
Practice managers will play an important role in developing new ways of working and supporting
clinical teams to design and carry out changes to the way that patient services are delivered.
Alongside a programme of organisational development for primary care the CCG will also put in
place an extended programme of training and development for clinical and administrative staff in
practices.

6.2 Commissioning an extended range of services across localities

Extended services are those which can be provided in primary and community care settings, which
go beyond the core range of primary care services available in every GP practice. Historically these
services have been developmental or innovative, and their provision was usually fragmented and
dependent of whether particular providers wished to participate in providing particular services.
‘Extended services’ as used in this strategy includes a wide range of services, including health
promotion and preventative services, screening and diagnostic services. The term is also used here
to cover previous non-core practice services and incentive schemes for additional services and
service quality commissioned by the CCG. Extended primary and community care services may be
provided by a range of professionals, and are not restricted to general practices. Some may require
specialist clinical skills and training, and others may be more generic.

The CCG’s strategic commissioning intention is to commission a significant proportion of extended
primary care services and community specialist services on a locality basis in future. This will enable
us to ensure the consistent provision of an extended range of services, with the same ‘offer’ to all
patients. It will also enable the CCG to specify and monitor the achievement of consistent

Page 19 of 42



175

outcomes, to improve the quality of care. We will commission extended services in line with clear
specifications which will include the consistent provision of a range of services to all patients in a
locality. Specifications for extended services will also be clearer in future about quality standards
relating to patient care.

Locality networks of care will be better placed to interface with other elements of an integrated care
system, including supporting Community Multi-Disciplinary teams. Community services such as
district nursing and community admission avoidance services should also be organised on a locality
basis, along with specialist community clinics such as out of hospital outpatient care.

6.3 Locality Services and Community Hubs

Locality networks will have community hubs at their centre. Community hubs will provide space for
co-locating services, where this is the best way of providing cost effective care out of hospital, or
where there are benefits in having services working side by side so that they can offer better joined-
up care for patients. We will develop plans for community health centre ‘hubs’ across the borough
over the next five years. In Dulwich we are already taking this forward, following a formal public
consultation on the provision of services in that locality.

7. Our plans for improvement

This section outlines the key actions that the CCG will take forward against each of our strategic
objectives, in order to support improvement. It is not a detailed implementation plan, nor is it an
exhaustive description of Southwark’s commissioning intentions for primary and community care.
The following sections show what actions we will take across different tiers of care: core GP
services, ‘extended’ primary care services, community and specialist community ‘out of hospital
services’ and finally, where relevant, the impact of our strategy on acute hospital services.
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7.1 Reducing Variation

We will reduce variation through a combination of re-organising services and through supporting
service improvement. Our proposed actions to reduce unwarranted variation in care include
structural changes such as developing more locality based services, as well as supporting clinical
teams to work together on improving quality and developing innovative approaches to improving
services.

To support this, contracts will increasingly be outcome based, and outcomes will be linked to the key
health improvement priorities identified in the Southwark JSNA and the CCG’s Integrated Plan.

Service area Priority actions

Core Primary Care Services Work with NHS England to ensure consistent performance
(NHS England management, (led by NHS England)

Agreed practice quality improvement plans where performance
improvement is required

Practices share resources and collaborate to improve quality, to
include training, peer review and audit

Use of ‘Productive Practice’ or other tools

Programme of Training and Support ( CCG-led)

Provision of up to date performance information to practices to

commissioned)

support improvement

Extended Services Commission a consistent Extended Service offer for all patients
Services bundled and commissioned as a locality specification with
clear KPIs

LES/LIS and other non-core services replaced with new contracting
model, clear outcome and quality requirements, consistent
performance management

Locality based primary care development plans, focussing on

improving outcomes

Community Services Improve consistency of service provided and the productivity of

including out of hospital different teams and staff members

services Develop more outcome based contract specifications for community
services

Focus on quality, outcomes and productivity in contract management
Use of AQP or other commissioning routes where appropriate to
improve quality

Provide support to practices to develop skills to follow best practice
referral guidelines and manage conditions in primary care where
appropriate.

Clear referral processes, including use of Single Point of Referral or
PRS

Impact on acute services More appropriate and consistent pathways into and out of acute
care, outlined in contract specifications and involving the

decommissioning of some acute services
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7.2 Improving Access

Good access to care covers a range of different aspects, from the availability of appointments,
booking processes and waiting times, to the geographical location of services and the nature of the
buildings they are located in. Access is also affected by transport routes to services, the level of
information given to patients to enable them to choose the right service and the language used by
services. All these issues impact on access to care, and may impact on different sections of the
population differently. We aim to address all of these issues

Service area Priority actions

Core Primary Care Services Access Collaborative work, support for demand and capacity work
(NHS England (CCG-led)

Clear arrangements for extended hours care in primary care
Consistent Urgent Care Access model, including integration with
patient’s own practice and Out of Hours care

Use of community pharmacies to give advice and information and to
support better care

More support for self-care and self-management

commissioned)

Extended Services Extended service specification provided through locality models as
means of providing consistent access for patients

Clear communications and signposting for patients

Consideration of location and distribution of services — whether in GP
premises or in hubs

Potential to use a range of providers to ensure universal access, e.g.
pharmacists and voluntary sector

Model should include open access to some services, including

community outreach or walk-in services for some types of care

Community Services Development of more services in community hubs, including LTC and
including out of hospital some outpatient services
services Review Urgent Care provision including Walk in Centres.

Develop services based around locality populations, including Single
Points of Access to community services

Improve booking processes, communication and responsiveness of
community services

Impact on acute services Clearer communications with patients on access, particularly for
urgent care and in relation to choice and booking processes
Redirection from acute services where appropriate

7.3 Integration and better care co-ordination

Ensuring that health and social care services are better integrated, to provide person-centred and
seamless care is a key objective for Southwark CCG, and is reflected in the CCG’s Integrated Plan, the
South East London CBC strategy as well as in national policy. The CCG will continue to work with our
local partners across Southwark and Lambeth within the SLIC programme to progress an ambitious
programme of integration. In relation to our specific plans for primary and community care service,
integration is fundamental to achieving our aims of improving outcomes for patients and improving
their access to care. This means that services will need to increasingly work together, to co-ordinate
their response to the needs of individuals, and to work flexibly to offer better value care.
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Our proposals for locality models of care are one of the main ways that we wish to support further

integration for local people. Locality working will not only support GP practices to share resources

but allows them to interface with a range of other services, based around local populations and

communities. We will explore and encourage greater integrated working between services at

locality level, with community health centres as ‘hubs’ where patients can receive more joined up

care.

Service area

Priority actions

Core Primary Care Services
(NHS England
commissioned)

Primary care services should be a key element of integrated care
pathways

Integration based around populations with focus on shift to a
preventative approach,

Primary care case management adopted as a core approach to co-
ordinating the care of patients

Extended Services

Patient-centred care planning and care co-ordination rolled out as a
generic approach to supporting self-management

Integrated care pathway elements should be included in the locality
model

Development of the integrated case management model beyond frail
elderly to younger adults with LTCs or raised risk, and to children

Community Services
including out of hospital
services

Investment in integrated pathways for elderly and those with LTCs,
including admission avoidance and community LTC services
Care-co-ordination central to integrated pathways, supported by
Community Multi-Disciplinary teams

Community services integrated into care pathways (e.g. diabetes and
respiratory).

Integrated community services developed around localities, including
social care services, and co-located in ‘hubs’ where appropriate
Develop plans for the integration of children’s services

Impact on acute services

Acute services part of integrated pathways, including potential to
develop Academic Integrated Care Organisation for Southwark and
Lambeth

Flexible deployment of staff into the community and to support
primary care

Aim to reduce admissions and length of stay

Redistribution of financial resources to support redesigned services
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7.4 Enhancing the range of services available in the community

Southwark already has a range of community based services available. Patients and the public have
told us that they would like to have a wider range of services available outside hospital settings and
closer to their homes. This will mean commissioning more home based care, a greater range of
extended primary care services and community based services and specialist out of hospital services.
We will only commission community alternatives to hospital based care where it is safe and
effective, from a clinical and cost perspective, to do so.

Service area Priority actions

Core Primary Care Services n/a
(NHS England
commissioned)

Extended Services Better range of extended services, consistently provided should
reduce reliance on acute services or other commissioned services,
and support effective pathways,

Screening, diagnostics and management of non-complex conditions
in non-acute settings, included in locality offer

Commissioning of non-complex diagnostics

Community Services Development of community hubs, co-locating services

including out of hospital Increased range of out of hospital care, including potential for
gynaecology, more LTC clinics, ophthalmology, therapies, early years
services and others

Community based admission avoidance services, linking to integrated
pathways

Availability of wider range of direct access diagnostics in community
hubs where this supports effective pathways out of hospital

services

Impact on acute services Decompression of acute sites though provision of more care out-of
hospital in key pathways

8. Enablers

In order to be able to deliver the level of improvement we aspire to over the next five years, there
are a number of enabling workstreams. These enablers seek to address some of the barriers to
making change happen at a practical level.

The four enablers of our Primary and Community Care Strategy are:
o  Workforce
e Premises
e Information Sharing and Information Technology
e Contracting and Procurement

This section describes what we will seek to do in each of these four areas.

There is a significant overlap between the enablers for this strategy and the enablers in the South
East London Community Based Care Strategy (section 1). We will work collaboratively with the
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other CCGs in South London, and with other partners including NHS England, the SEL CSU and the
SLIC programme, where this will enable us to have faster, wider reaching impact on the enablers of

our local borough strategy.

8.1

8.2

8.3

8.4

Workforce

Developing a flexible workforce that can deliver the kind of integrated, person centred care
that is needed in the future

Support for leadership development in primary and community services, including clinical
and managerial leadership

Ability to rotate staff across acute, community and primary care settings, and redeploy staff
in response to service transformation

Sharing staff between different providers

Support for recruitment and staff development

Development of a wider skill mix, including development of more health care assistants
Support for skills development and training including care-co ordination and case
management

More mobile working for community and domiciliary staff, IT enabled

Premises

Commission an audit of practice and community premises to assess the current state of
premises and the level of premises utilisation

Develop a premises strategy, in partnership with NHS England, NHS Property Services, as an
immediate priority

Identify funding sources to develop community hubs and primary care estate in line with
agreed models of care, maximising sources of funds from section 106 and regeneration
Identify potential community hubs in each locality and develop business cases where
required

Information sharing and Information technology

Ensure inter-operability of all main IT systems

GP practices to upgrade to EMIS web or other systems which will enable shared working in
future

Agree information sharing protocols across services, including primary, community, acute
and social care

Work with SLIC to deliver a shared clinical system to support integration

Develop clear information for patients on consent and the use of personal information
Flexible IT solutions to support mobile working and case conferencing

Contracts and procurement

Clear procurement strategy, including approach to procuring locality based services
Use of competition and tendering to secure required level of quality, where this is in
patient’s interests

Development of more outcome related contracts

Exploration of capitated budgets to support population based integrated care
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e Consistent performance management
e Effective use of incentives including quality premiums and CQUINS
e Payments linked appropriately to achievement of agreed quality and outcome thresholds

9. Financial Implications of this strategy

9.1 The financial outlook

The forward outlook for the CCG over the next five years is one of substantial change. The national
funding formula for CCGs is being reviewed and changes to our allocation levels are expected.
Currently Southwark is slightly under its target level of allocation by 1.5%, and we therefore expect
to receive at least the average inflationary uplift of circa 2% per annum. However, this uplift will not
be sufficient to cover the rising demand for and costs of healthcare, and in each year of the next five
years the CCG will expect to have to make significant savings in the cost of overall care in order to
meet rising demand. Our savings and productivity plans are known as Quality, Innovation,
Productivity and Prevention (QIPP) plans. Our financial forecasts assume annual QIPP saving
requirements of at least 6% per year in 2014/2015 and subsequent years. Our plans to achieve
these cost reductions focus on reducing the costs of care through improving prevention and early
management of health problems, as well as transforming the way that care is delivered in order to
provide quality care at lower costs. Our programme of primary and community care redesign is of
prime importance to delivering these productivity improvements.

9.2 Resources to support this strategy

The CCG will need to commit some additional resources in order to implement this strategy,
including the costs of pump priming new service developments in community and primary care
settings, and the costs of developing locality based models of care.

Over the period 2013/2014 to 2015/2016, the CCG has earmarked 1% of its non-recurrent reserves
each year to fund the costs of implementing the South London CBC strategy and our borough based
work on developing primary and community care sits within that commitment. The CCG therefore
expects to be able to resource the reasonably anticipated costs of implementing this strategy,
although further work will be needed to establish the funding requirements for each of the main
strategic objectives, and to agree the allocation of resources to individual projects and service
developments over the next three to five years. The CCG’s Commissioning Strategy Committee will
be responsible for overseeing the development of detailed commissioning and service development
plans, and will consider business cases for individual projects and workstreams.

We will look innovatively at how we can fund premises improvements to deliver out of hospital
services, working with NHS Property Services and NHS England. There is likely to be very little capital
funding available for NHS commissioners over the next few years, so many of our premises
improvement projects will require revenue funding, including contributions from Section 106 or
funds from regeneration projects, where possible.
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Premises development costs will therefore be funded from a mixture of capital and revenue
solutions. Business cases for capital developments will be required for approval with NHS England
London Area Team.

10. Implementing the strategy — how we will achieve our goals

10.1 Developing an implementation approach for the strategy

The work to take forward this strategy will be led within the CCG by the Primary and Community
Care Strategy Steering Group, and managed in close collaboration with the South East London
Community Based Care programme.

Section 7 of this document outlines our plans for improvement against each of our main objectives.
Detailed project plans will be developed for each of these areas, including resource requirements
and milestones. Appendix 2 outlines the high level milestones to progress each of the key actions
with the expected timeframes for implementation in the first year of our work. This will be
developed further into a more detailed implementation plan in the weeks and months following the
agreement of this strategic document.

10.2 Key next steps

10.2.1 Equalities Impact Assessment

The CCG believes that the changes we have outlined in this plan will have a positive impact on
equalities, and help to reduce health inequalities and improve access for different patient groups.
We have not yet carried out a full equalities impact assessment, but will take this forward, in order
to inform the development of our detailed implementation plans and future commissioning
intentions.

10.2.2 Developing a programme of organisational development for primary care
One of the immediate priorities for action by the CCG will be to agree a programme of development
for practices to work at greater scale.

The precise scope of an organisational development programme for primary care will need to be
developed in discussion with Southwark GP practices. It is envisaged that the programme will need
to cover the following areas:

e Facilitating discussions about ways of working together at scale

e Determining models for locality working

e Support for making organisational change happen at an operational level

e Leadership development and building capacity for service improvement within localities

10.2.3 Developing a procurement approach for 2014/2015

This plan describes how the CCG will commission primary and community care services in future. To
take this forward, the CCG will need to
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Community contract re-procurement: The CCG’s current contract for community services with GST
ends in March 2014. The CCG is currently developing its commissioning intentions for procuring
future community based services. Our decisions around the future procurement of community
services will need to reflect the strategic objectives of this strategy, including the drive for more
integrated services, designed around local populations and focussed on improving patient outcomes.
We will also be reviewing the range of community based services that we currently commission, and
taking decisions about the future commissioning of a number of individual services, including
diabetes and CHD. It is likely that the current contract will be extended to March 2015, to allow
enough time for detailed commissioning plans to be developed and for any procurement exercise to
be properly managed. We will also work closely with Lambeth CCG in order to determine the timing
and shape of any future re-commissioning of community services.

We will review community services each year and determine where there is scope to use contracting
routes such as the Any Qualified Provider contract to deliver community services, where greater
choice of provider has the potential to improve the quality and accessibility of local services.

Extended services procurement: Commissioning extended services on a locality basis is one of the
ways that we propose to improve equity and the quality of services. The CCG will specify the range
of extended services that it will commission for April 2014 as a priority action. A procurement
approach for commissioning those extended services will be agreed to support this, taking into
account national procurement guidance, and our local strategic intentions in relation to improving
patient care.

All the CCG’s commissioning and procurement proposals will be taken in accordance with our
conflict of interest policy.

11. Reviewing this strategy

Change is a constant in the NHS, as in other public services. This strategy has been developed to
respond to the likely future context for primary and community care services in Southwark but there
will inevitably be unforeseen changes, for instance in the national policy context. At the time of
writing, A Call to Action is taking place nationally, and may lead to significant changes in the services
the NHS provides in future.

Our aim is to ensure that we commission strong, viable primary and community services that are
sustainable and flexible and that can respond to the changing demands of patients as well as a
changing financial and political environment.

The CCG’s Primary and Community Care Strategy Steering Group will play a key role in monitoring
the implementation of this strategy, ensuring that improvements in quality are achieved and
maintained over the next five years. The Steering Group will also ensure that this strategy is
reviewed regularly in response to changes in the national policy context for primary and community
services, as well as to the changing financial situation of the CCG, and to changes to NHS service
configuration across South East London.
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APPENDIX 1: LIST OF COMMUNITY SERVICES IN SOUTHWARK, WITH COMMISSIONER

Adult Community Services

Community Nursing / Matrons

Heart Failure Team

Care Home Support Team

Tissue Viability

Multiple Sclerosis Service

Continence Nursing

Diabetes Specialist Nursing

Young People with Disability (YPD)

Home Ward

Acupuncture

Neuro Rehab

Complex Rehab

Supported Discharge

Foot Health

Podiatric Surgery

Three Boroughs Homeless Team

Adult Learning Disability

Enhanced Rapid Response

Community Mental Health Team

Homeless Assertive Outreach Service

Psychosis: Early Intervention Community Service
Home Treatment Team

Mental Health for Older Adults and Dementia Team
Chlamydia Service

Reproductive & Sexual Health

Sexual Health Outreach Team

HIV & Sexual Health Promotion

Stop Smoking Service

Substance Misuse Treatment Service (Community
Drug Action Team (CDAT))

Needle and Paraphernalia Exchange Coordination
Service

Dietetics

Audiology Services (Hearing assessment and aids)
Community Dermatology Services

Home Enteral Nutrition (HEN) Service

Community Head and Neck Team (CHANT) Service
Non Specialist Orthotics and Wheelchairs Service
Ears, Nose, Throat Advice Service

Specialist Rehabilitation, Orthotics, Wheelchairs,:
Amputee Rehab

Children's Community Services
Aiming High (Specialist Equipment)
Children Continuing Care

Children's Diabetes Specialist Nursing
Children's Occupational Therapy
Children's Physiotherapy

Community Paediatricians

Looked after Children

Special Needs Health Visiting

Commissioner

CCG
CCG
CCG
CCG
CCG
CCG
CCG
CCG
CCG
CCG
CCG
CCG
CCG
CCG
CCG
CCG
CCG
CCG
CCG
CCG
CCG
CCG
CCG
Local Authority
Local Authority
Local Authority
Local Authority
Local Authority
Local Authority

Local Authority

CCG
CCG
CCG

CCG
CCG
CCG
CCG
NHS England

CCG
CCG
CCG
CCG
CCG
CCG
CCG
NHS England
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Provider
GST CHS
GST CHS
GST CHS
GST CHS
GST CHS

GST CHS & LHT

GST CHS
GST CHS
GST CHS
GST CHS
GST CHS
GST CHS
GST CHS
GST CHS
GST CHS
GST CHS
GST CHS
GST CHS
SLAM NHS FT
SLAM NHS FT
SLAM NHS FT
SLAM NHS FT
SLAM NHS FT
GST CHS
GST CHS
GST CHS
GST CHS
GST CHS
GST CHS

GST CHS

GST CHS
Various

Aylesbury Medical

Services
LHT

LHT

GST CHS
Rila Group
GST CHS

GST CHS
GST CHS
GST CHS
GST CHS
GST CHS
GST CHS
GST CHS
GST CHS
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Special Needs School Nursing
Child and Adolescent Mental Health Services
Children's Speech & Language Therapy

Nutrition & Dietetics

School Nursing

Child Immunisations Support Service
Family Nurse Partnership (FNP)

Health Visiting

National Hearing Screening Programme
Paediatric Audiology Service

Children’s Community Nursing Team

Key

NHS England
CCG

Local
Authority/CCG
Local
Authority/CCG
Local Authority
NHS England
NHS England
NHS England
NHS England
NHS England
CCG

GST CHS Guys & St Thomas’ Community Health Services

LHT Lewisham Healthcare Trust
CCG Clinical Commissioning Group

SLAM NHS FT South London And Maudsley NHS Foundation Trust
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GST CHS
SLAM NHS FT
GST CHS

GST CHS

GST CHS
GST CHS
GST CHS
GST CHS
GST CHS
GST CHS
LHT
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APPENDIX 2: PRIMARY AND COMMUNITY CARE STRATEGY: PRIORITY ACTIONS, TIMEFRAMES AND MILESTONES

1. Reducing Variation

Priority Actions

Milestones

Timeframe

Inter-
dependencies

Development Plans for improvement: NHS Establish quarterly review process for primary care quality, jointly with Quarterly beginning NHS England
England led process for Quality Improvement NHS England Jan 2014
plans at practice level for outlying performance.
Locality improvement plans outlining Agree performance information data set to support performance review | November 2013
development plans for local populations NHS England to lead agreement on Southwark practices needing practice | December 2013

level quality improvement plans

December 2013

Agree format and scope of locality improvement plans

Locality Improvement Plans in place, agreed between CCG and Localities,

linking to support and development requirements March 2014
Locality-led programme of peer review, audit Agree reporting and information requirements for practices to support November 2013 Csu
and collaborative improvement improvement

Review use of productive practice and other tools

November 2013

Develop proposals for support for developing service improvement

capability at locality level December 2013

Localities to agree mechanisms for peer support and shared learning,

with CCG support and facilitation February 2014
Training and Development to support Review and evaluate current range of training activities October 2013 HESL
improvements in quality, capacity and capability

Develop training and development plan, with identified resources, for December 2013 CBC workforce

implementation from January 2014

Provide support to practices to develop skills to follow best practice
referral guidelines and manage conditions in primary care where

March 2013 and

group

SLIC

Page 32 of 42

L8}



appropriate.

Recruitment and retention to support new ways of working

ongoing

Strengthen Community services contract and

Agree revised quality standards and KPIs for GST contract

February 2013

Lambeth CCG,

performance management, focussing on GSTFT
quality, outcomes, and productivity Agree Community CQUINS, including system wide improvements March 2013

Agree Community service workplan for improving productivity, service March 2013

responsiveness and quality
Commission enhanced services in order to Agree bundles of services to be procured at locality level September 2013 SLIC
improve consistency of outcomes and to
improve access for all patients Review LIS and LES contracts, to be replaced with locality enhanced November 2013 Local Authority

services contracts

Agree specification for enhanced bundles, including quality and

outcomes standards December 2013

Agree procurement approach for enhanced services

Begin procurement, to conclude with new contracts from April 2014 September 2013

November 2013

Review Commissioning Intentions for
community services

Review use of AQP to secure improved quality and choice for patients
Agree any procurements via AQP

Agree any services to be tendered

September 2013-Jan
2014

Jan 2014
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2. Improving Access

Priority Actions Milestones Timeframe Inter-
dependencies

Improve consistency of access to commissioned | Commissioning of consistent service offer through localities — see plans April 2014
services for all patients re commissioning enhanced services
Agree future location of Out of Hospital Agree service model and proposed location of services provided out of November 2013
Services, including pharmacies, GP surgeries hospital
and community hubs

Develop Dulwich business case based on above model

November 2013

Develop proposals for community hubs in other parts of Southwark, .

following engagement with patients and other stakeholders April 2014
Communications to patients to support access Agree local communications for urgent care for winter 2013/2014 November 2013 CSuU
to care

Agree plans for 111 implementation across LSL March 2014

Develop materials for Southwark patients on services, access and self- June 2014

care
Implementation of Urgent Care strategy, Review urgent care strategy and re-commissioning Southwark services June 2014 NHS England
following NHS England review of Emergency including:
Services KCH

Review of Lister Walk in Centre
Review of KCH Primary Care Service
Review use of pharmacies/minor ailment services

Review Single Point of Access to community admission avoidance
services

Review location of Out of Hours bases and integration with UCCs

Re-commissioning of urgent care services in line with above, to deliver a

Lambeth and
Lewisham CCGs
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consistent Urgent Care Access model, including integration with patient’s
own practice and Out of Hours care

Primary Care appointment access Programme of collaborative support for access improvements November 2013 -
June 2014
Clear arrangements for urgent access to GP appointments and extended
hours in primary care, linking to CCG’s future commissioning of Urgent
Care Services
Improve booking processes for patients Agree improvement plan for community services booking and response March 2013 GST, KCH,
times to practices and patients Connecting for
Health
Continue to implement Choose and Book improvements, prioritising
Kings and Community services Ongoing
Monitor cancellations and re-scheduling of care, including analysis of April 2014
patient experience and quality alerts, taking action via contract and
performance management routes
June 2014

Undertake some focused work with patients to understand access and
experience of booking and waiting, to inform further improvements
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3. Integration and better care-co-ordination

Priority Actions Milestones Timeframe Inter-
dependencies

Investment in integrated pathways for elderly Homeward rolled out across Southwark as part of @Home model October 2013 SLIC, Lambeth
and those with LTCs, including admission CCG, GST
avoidance and community LTC services Re-commission diabetes community service April 2014

Agree specification for community respiratory service December 2013

Evaluation of SLIC frail elderly pathway March2014

Agree approach to integrated care for LTC March 2014

Community services integrated into pathways, including diabetes, March 2015

respiratory, district nursing, foot health etc
Care-co-ordination central to integrated Patient centred care planning and support for self management agreed March 2014 SLIC
pathways, supported by Community Multi- as generic framework, included in locality service specifications
Disciplinary teams

Primary care case management adopted as a core approach to co-

ordinating the care of patients, supported by risk stratification and March 2014

locality based integrated service models
Integration based around populations with Services commissioned through locality networks of care, based around April 2014
focus on shift to a preventative approach populations, as key mechanism for co-ordinating integrated care and

interfacing with other agencies to provide more patient centred care

Link to new contractual models and financial flows
Changing contracts and financial flows to Agree scope for capitated budgets and commissioning arrangements to February 2014 SLIC

support integration

support further integration
Shadow capitated budgets

Business case for Integrated Care Organisation for consideration

September 2014

February 2014
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Develop plans for the integration of children’s
services

Develop plans for the integration of children’s services, working with
Lambeth and Southwark integration project

September 2014

Evelina project,
Local Authority

Integrated community services developed
around localities, including social care services,
and co-located in ‘hubs’ where appropriate

Development of service model for community hubs

Review of community services interface with primary care;

November 2013 for
Dulwich

September 2014
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4. Increasing the range of services out of hospital

Priority Actions Milestones Timeframe Inter-
dependencies
Planned care — commissioning of community Priorities include: Timeframe to be CSsu,
clinics where this is clinically and cost effective determined for each
Gynaecology specialty
Ophthalmology
ENT
Cardiology
Paediatrics
Headache
Pain Management
Diagnostics: secure quality assured diagnostics | Spirometry service implemented at locality level December 2013 Csu
for LTC care as part of locality model, agree '
strategy for extended direct access diagnostics | Business Case for Phlebotomy October 2013
here thi I t t lined and .
where |s.comp ements more streamiined an Procurement for Phlebotomy and ABPM April 2014
cost effective planned care pathways
Diagnostics review completed February 2014

Procurement of direct access diagnostics, complementing community
hub and locality networks model

Begin in April 2014

Screening, diagnostics and management of non-
complex conditions in non-acute settings,
included in locality services

Agree commissioning intentions for Healthchecks and other screening
services with Local Authority

November 2013

Local Authority
and Public
Health
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Increased home based care, including @Home model rolled out October 2013 GST, SLCI, Local
accelerated discharge, support for frail elderly Authority
Better take up of integrated approach to frail elderly , including locality October 2013
networks linking to CMDTs
Improved discharge arrangements, with support from integrated social
care and health services — testing of new service October 2013
Use wider range of providers to support care Links to other workstreams, including review of Public Health contracts, Ongoing Local Authority,

out of hospital including pharmacies and third
sector

planned care and urgent care commissioning intentions,

LPC, CAS,
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Glossary of Terms

ABPM — Ambulatory Blood Pressure Monitoring, where blood pressure monitoring is carried out
over a period of time.

Acute - describes a disease or illness that comes on quickly, severe symptoms and brief duration.

Acute care - healthcare, usually secondary care services, that responds to a critical or episodic health
need. Acute services are typically hospital based services.

Any Qualified Provider - patients or GPs can, for certain conditions, choose from a range of
approved providers, who have met the strict criteria for and are approved under the AQP
regulations.

Care co-ordination — the process of joining up or planning the provision of health or other care
services that an individual needs. This is normally done by an individual called a care-co-ordinator,
who takes responsibility for ensuring that an individual’s needs are met by a range of different
services or agencies in a planned way.

Choose and Book - Choose and Book is a national electronic referral service which gives patients a
choice of place, date and time for their first outpatient appointment in a hospital or clinic.

Commissioning - the planning and organising, procurement, monitoring and performance
management of health and health care services for a local community or specific population.

Community based services/ community care — health services that are not provided by secondary
care or by primary care, and are provided in patients’ own homes, health clinics or health centres. A
fuller list is included in Appendix 1.

CQUINs (Commissioning for Quality and Innovation) - a contractual mechanism that allows
commissioners (e.g. CCGs) to pay providers (e.g. hospitals) for completing activities that directly
relate to improving the quality of care received by patients, through linking a proportion of the
provider income to achieving the improvement goals.

Extended services — this term is used in this document to mean a range of services that can be
provided in primary and community care but which are not included in the core GP contract. It
includes, but is not necessarily restricted to historic locally enhanced services, non-core funding,
incentive schemes or other newly commissioned services.

Health and Well-being Board — a statutory group which is responsible for improving population
health and well-being at a borough level. It is a multi-agency group chaired by the Leader of the
Council, with strong representation from the CCG, the police and other agencies.

Health Inequality - the generic term used to designate differences, variations, and disparities in the
health outcomes of individuals and groups, for example, differences in mobility between elderly
people and younger populations or differences in mortality rates between people from different
social classes.

Healthwatch- the independent consumer champion for the voices of the Southwark population
concerning health and social care services, established by the Health and Social Care Act 2012.

Health Education South London — A strategic board which exists to ensure effective and efficient
investment of education funds for staff, ensuring security of supply of the workforce for south
London.
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Joint Strategic Needs Assessment - a document which analyses the health needs of a population to
inform the commissioning of health, well-being and social care services. This document is updated
on an annual basis.

Integration — the bringing together of different health and/or social care services to work together
in an organised way to meet the needs of a group of patients. This may involve co-location or single
management of services.

Local Enhanced Service — local scheme of additional services provided by GPs (agreed by the CCG) in
response to local needs and priorities, sometimes adopting national NHS service specifications.

Local Incentive Scheme - a process to engage GPs in working to address specific health objectives for
the local population. This has included long term conditions (such as COPD and diabetes), early
cancer diagnosis and effective prescribing.

Local Authority — also known as the Council, a statutory organisation of local government which
provide or arrange a range of services including education, housing, leisure and social care.

Local Medical Committee — a statutory Local Representative Committee representing the interests
of all GPs working in the NHS.

Locality — a geographic area or neighbourhood. GP practices within Southwark are currently
organised into locality groups for the purposes of commissioning. This document suggests that GPs
are also organised into localities in order to collectively provide services to the population of that
locality.

Out of Hours - services available between 6.30pm and 8.00am during the week and during the day
on Saturdays and Sundays (including weekends and bank holidays).

Outcomes — the effect of treatment on patients, which can be measured in a number of different
ways, including biological measurements (e.g. reduction in blood pressure or treatment of cancer),
mortality rates (number of deaths per/1000 population), and patient satisfaction or experience of
care.

Primary Care — the collective term for health services that are the first point of contact for patients,
including General Practice (GP) services, pharmacies, dentists and optometrists. The following terms
relate to GP services:

Core — the services that all GP services have to provide within the national contract for primary
care.

GMS — General Medical Services — the services which are stipulated in the core GP contract.

PMS - Personal Medical Services. A way of contracting for primary care which covers the core
contract and a range of quality and care requirements.

Non-core services — some GP practices receive funding for providing services that are outside
the core GP contract. In Southwark examples include counselling and physiotherapy.

Enhanced Services - services provided by general practices in addition to their core contracts
on a voluntary basis. Examples of enhanced services include smoking cessation, sexual health,
vascular health checks and integrated frail elderly services.

Quality and Outcomes Framework (QOF) - a system of quality requirements for GPs for which
practices can receive additional payment for meeting specified standards.
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Secondary Care — more complicated or specialist healthcare, either outpatient or inpatient, that is
usually provided by hospitals, and is normally received following a referral by another health
professional rather than being universal or open access for all patients.

SELDOC — South East London Doctors — a co-operative organisation of member practices which
provides Out of Hours Services across NHS Lambeth, Southwark and Lewisham CCGs, including
telephone advice, GP consultations and home visits.

SLIC — Southwark and Lambeth Integrated Care. A programme taking forward integration across
Lambeth and Southwark, involving a partnership of the CCGs and Local Authorities, King’s College
Hospital, Guy’s and St Thomas’ and South London and the Maudsley Foundation Trusts.

Urgent Care - Urgent care is defined as the delivery of medical care outside of a hospital emergency
department on a walk-in basis without a scheduled appointment.

Page 42 of 42



198

Agenda Item 10

Item No. | Classification: | Date: Meeting Name:

Open 15/10/2013 Health, Adult Social Care,
Communities &
Citizenship Scrutiny Sub-Committee

Report title: Draft Local Account of Adult Social Care
2012/13

Ward(s) or groups All

affected:

From: Sarah McClinton, Director of Adult Care, Children’s

and Adults Department

RECOMMENDATION(S)

1.

That the Health, Adult Social Care, Communities & Citizenship Scrutiny Sub-
Committee note the draft Local Account.

BACKGROUND INFORMATION

2.

The Health, Adult Social Care, Communities & Citizenship Scrutiny Sub-
Committee reviewed the 2011/12 Local Account at its meeting in January 2013.
One of the comments made was that the committee would like to review the
2012/13 Local Account whilst it is in draft form so as to be able to influence the
final document.

KEY ISSUES FOR CONSIDERATION

3. The Local Account is a new form of public performance report, setting out the
progress councils have made in delivering national and local adult social care
priorities, and the key areas for further improvement in forthcoming years.

4. In our first Local Account covering 2011/12 we described our progress on a
range of adult social care priorities and set out areas for improvement in
2012/13. This draft Local Account reports back on our performance in these
areas and sets out our priorities for improvement during 2013/14.

5. Following consideration of any comments received from scrutiny committee
and a number of other stakeholders a final Local Account will be published
during November.

6. The draft Local Account is attached in appendix 1.

APPENDICES
No. Title
Appendix 1 Draft local Account 2012/13 : Promoting independence. Wellbeing

and Choice

Lead Officer | Sarah McClinton, Director of Adult Care, Children’s and Adults

Department

Report Author | Adrian Ward, Head of Performance (Adult Social Care), Children’s

and Adults Department
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Adult Social Care

Promoting
independence,
wellbeing and
choice

Local Account 2012/13

Review of performance and
priorities in Adult Social Care
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What is a Local Account and why are we producing it?

The Local Account is a new form of public performance report, setting out the
progress councils have made in delivering national and local adult social care
priorities, and the key areas where further improvement is required. Previously the
Care Quality Commission provided an annual assessment report of council care
services, on which Southwark’s last rating was “good” overall. This has now been
replaced by a locally driven service improvement approach called “Towards
Excellence in Adult Social Care” which provides an opportunity to focus on local
priorities. The Local Account is part of this approach. It is supported by the Local
Government Association, the Department of Health and the Association of Directors
of Social Services, who monitor the effectiveness of the system. We feel that
developing the annual Local Account will help increase transparency and improve
understanding about how adult social care services work in Southwark.

In our first Local Account covering 2011/12 we described our progress on a range of
adult social care priorities and set out areas for improvement in 2012/13. This Local
Account reports back on our performance in these areas and sets out our priorities
for improvement in 2013/14. We have taken into account comments received on how
to improve the last Local Account and are further developing the way service users
shape it in future. We have used case studies to bring to life the issues, showing
what our vision for improved adult social care can mean in practice for service users.
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Foreword from Catherine McDonald, Cabinet member
for health, adult social care and equalities

Welcome to our second Local Account of adult social
care services in Southwark.

Over the last year we have been investing in services
to help everyone in Southwark live long, fulfilling and
healthy lives. Our focus has been on supporting people
to live independently in their own home, preventing or
delaying the need for intensive care and support, in line
with what people tell us they want.

As you will see we are able to highlight good progress
in @ number of key areas. For example, there has been
an increase in the number of people with personal
budgets, which enable people to exercise control over
their services; more people are benefitting from

reablement services which help them get back on their
Catherine McDonald feet after a period of illness or injury; the price people
Cabinet member for health pay for meals on wheels has been reduced
adult social care and significantly; safeguarding measures have improved;
equalities there has been increased integrated working with
health; access and information has improved, and we
have made good progress in shifting the balance of
care away from care homes to community support for
people with learning disabilities.

However we are fully aware that there is still much to do to improve the quality of
services. We are particularly keen to ensure that more people are supported to gain
real choice and control from their personal budget arrangements to help them live the
life they want to live. We need to make further shifts in the balance of care away
from care homes in favour of community based support when this is what people
prefer. Our integrated work with health through the Southwark and Lambeth
Integrated Care initiative is key in this respect, ensuring people get the right support
at the right time in a joined up way to prevent the need for more intensive health and
social care support. We are working with care providers to increase the quality of
home care and residential and nursing homes, and more progress is expected in this
area, with a particular focus on dignity and compassion for service users, and
ensuring fair pay for care workers. We are advancing our plans to offer much more
“‘extra care” housing which enables people with relatively high care needs to be
supported in their own home as an alternative to residential care. We are also
reviewing and improving safeguarding, including our response to the national
Winterbourne View recommendations for improving services for people with learning
disabilities with high needs.

We expect to see all these service improvements reflected in improved satisfaction
levels reported by service users in our customer surveys.
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This is all in the context of the council having received large cuts in its budget from
central government — a real terms reduction of over £90 million over a three year
period to 2013/14, including a reduction of £17m in 2012/13, and an expected further
reduction of £20.6m in 2014/15.

There are however a number of exciting opportunities over the coming year. As of
April 2013 local authorities took on responsibility for public health, which gives us a
great opportunity to ensure that health and wellbeing considerations are fully
embedded in the way we deliver all council services. This new remit falls within my
portfolio and | am keen to seize the opportunity to work with the new Health and
Wellbeing Board to build healthier communities in Southwark.

The health and well being strategy will promote preventative services that help
people stay healthy and independent, reducing the pressure on more intensive
services. This in turn will help us deliver our goals as set out in this Local Account
within reduced resources. Also, there is a strong local and national drive towards
further integration with health, including the pooling of budgets enabling a more
joined up and cost effective approach which we are taking forward locally through
Southwark and Lambeth Integrated Care.

| am looking forward to the implementation of a number of new initiatives, including
the Carers Strategy and new day services models. | am particular keen to oversee
the development of proposals for a centre of excellence for people with dementia in
Peckham, to help address the rising numbers of residents and their carers needing
support in the borough.

| would welcome your views on this Local Account using the survey form on the back

page. Your views will be noted for the next Local Account and taken into account in
planning future service developments.

Catherine McDonald

Our Health and Wellbeing Strategy: key adults priorities
Building healthier and more resilient communities and tackling the root
causes of ill health

Improving the experience and outcomes for our most vulnerable residents
and enabling them to live more independent lives
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Fairer Future - the Council Plan and our vision for
adult social care

The Southwark Council Plan, “A fairer future for all”’, states that

“The council will create a fairer future for all in Southwark by: protecting the
most vulnerable; by looking after every penny as if it was our own; by working
with local people, communities and businesses to innovate, improve and
transform public services; and standing up for everyone’s rights”.

The plan contains a specific pledge for adult social care to;
“Support vulnerable people to live independent, safe and healthy lives by
giving them more choice and control over their care”

You can see more detail about the Council Plan and 2012/13 performance via the
following link: http://www.southwark.gov.uk/info/200342/council_plan.

The current council plan runs to 2013/14 and contains targets we have reflected in
this Local Account. A new set of priorities and targets will be consulted on for
2014/15 onwards.

Our vision for adult social care describes in detail how we are seeking to deliver
these goals. Supporting people to live independent lives and encouraging more
people to take control over their own care is fundamental to securing a fairer future
for all. For the most vulnerable in our society we must also ensure there are sensible
safeguards against the risk of abuse or neglect, striking the right balance between
managing risk and promoting independence.

Our vision includes a strong focus on reablement services, which provide cost
effective short term support to restore people’s independence wherever possible.
Where a longer term support service is required we aim to maximise people’s choice
and control through the provision of personal budgets.

People tell us that they want to stay living in their own homes, and connected to their
communities, for as long as possible, and to avoid going into residential care unless it
becomes necessary. We aim to shift the balance of care from residential provision to
more effective support for people in their own homes. Transforming day services, as
more people take up personal budgets, and, for example, through creating a new
centre of excellence for older people, will also allow a more personalised and
outcome focused approach and contribute to this goal.

We are improving access and information though our dedicated telephone line for all
queries about help for older and vulnerable people and their carers, including
information about universal access and voluntary sector services for those not eligible
for higher levels of care. There will be enhanced focus on targeting services to better
meet the needs of carers.

Partnership working with health services will remain a key priority. In particular, we will
continue to ensure people who receive both health and social care services do so in
an integrated, seamless way.

See the full vision document via the following link:
http://www.southwark.gov.uk/info/100010/health and social care/2086/vision for adult
social care in southwark
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Our charter of rights for adult social care

The charter was agreed by the council’s cabinet. It reflects the adult care vision and
is built into the way we work with people. It highlights what people in Southwark with
adult social care needs can expect from adult social care services as follows:

o We will provide you with good information and advice about all the support
and services that are available in Southwark.

e You should be treated with dignity and respect and be treated fairly.

e Vulnerable people, those who are at risk due to disability or frailty, have the
right to be safeguarded from abuse.

e You are entitled to request an assessment of your social care needs to help
you maintain your health and wellbeing and you will be encouraged to
complete this yourself.

o Carers are entitled to a separate assessment of their needs to identify what
support would enable them to continue in that role.

e Our aim is to assist you to regain your independence so that you do not need
long term support.

¢ If you have longer-term eligible needs we aim to give you control over your
social care support so that you can make choices about what works for you.

e We will let you know who to contact in the council if required.

¢ We aim to have skilled and trained staff to provide timely, clear, high quality
responses.

e You will be given information about your statutory rights (for example access
to your records, confidentiality, how information about you is shared with
other organisations and how to feedback comments during your assessment).

Engagement with service users and carers during
2012/13

As key experts in care and support the experience and input of people using services is
vital to improving the quality of care and support locally.

In 2012/13 we engaged with users and carers in a number of ways to help develop our
services. For example, we have involved people in detailed consultations to help shape
the approach to redesigning day opportunities for people with learning disabilities. We
are also working closely with a key group of service users and families to shape our work
in developing a centre of excellence for older people with dementia in the borough.

In 2013/14 we want to develop our approach to engagement that focuses on “co-
production”. This means recognising that everyone has a contribution to make and that
people need to be actively involved from the start to the end of the process, especially
where the outcome may affect them.

We will also look at how our learning from this work can impact our approach to
developing the Local Account in future years. Towards this goal we would welcome any
comments you have on this Local Account — please use the feed back form at the end of
the document to tell us what you think.
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We involved service users and older people in the evaluation of our meals on
wheels bidders for our new contract. They took part in tastings and provided
valuable input which assisted us in reaching a decision with regards to contract
award.

photo

Working in partnership with the voluntary and
community sector

Our vision requires us all to build stronger, more resilient and independent
communities to help prevent individuals needing intensive social care support. It is
essential for the council to work with the voluntary and community sector towards this
goal. In 2012/13 examples of partnership have been:

e Working with the Alzheimer's Society to expand the advice and support
offer for people living with dementia and their carers after initial diagnosis to
plan how to "live well" with dementia now and as their condition progresses

o Establishing a new service with The Stroke Association which is now
supporting people following an intensive rehabilitation programme, to provide
practical support and advice to people who have experienced a stroke and
now recently returned home

In addition, Southwark Council commissions much of the direct care provision from
third party providers including the voluntary and not for profit sector. Voluntary sector
organisations provide the majority of our residential care services and day care
provision.

Through our Innovation Fund we have grant funded a diverse range of voluntary
sector projects which help support the independence of people, providing more
choice for people with personal budgets, such as support planning, personal
assistant recruitment, support accessing public transport and other universal
services.

We also fund a range of community support services in the voluntary sector providing
advice and information, befriending and other services.
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Review of 2012/13 — our achievements and priorities for

improvement

This Local Account summarises our progress on the priorities within the council plan and
the vision grouped under the key outcomes of the national Adult Social Care Outcomes

Framework as follows:

1) Enhancing quality of life for people with care and support needs

2) Delaying and reducing the need for care and support

3) Ensuring that people have a positive experience of care and support

4) Safeguarding adults whose circumstances make them vulnerable and
protecting them from avoidable harm

For each outcome there is a set of outcome measures to reflect performance trends
and comparison to benchmarks. These are shown in appendix 1.

Outcome 1: Enhancing quality of life for people with care and

support needs

This means:

e People live their own lives to the full and achieve the outcomes which matter
to them by accessing and receiving high quality support and information

e Carers can balance their caring roles and maintain their desired quality of life

o People manage their own support as much as they wish, so that they are in
control of what, how and when support is delivered to match their needs

e People are able to find employment when they want, maintain a family and
social life and contribute to community life, and avoid loneliness or isolation.

Our key achievements last year against the priorities we set in the 2011/12
Local Account are set out below:

Priorities for 2012/13
(from the 2011/12
Local Account)

Achievements 2012/13

Priorities for 2013/14

We plan to move all
eligible community service
users to personal
budgets by 2013/14. We
want to ensure that people
are able to use their
personal budget in a way
that really puts them in the
driving seat

Good progress has been
made with over 90% of eligible
service users now on a
personal budget. Overall,
74% of all community based
service users were on
personal budgets, in excess of
the national 70% target.
Progress has been made in
developing the support
required to enable more
people to take control of their
budgets to benefit from them.

Implementation of our revised
customer journey under
personalisation will lead to 100%
of eligible services users having
a personal budget - which they
can choose to manage
themselves or elect for the
council or a third party to mange
on their behalf. Development of
support planning is to contribute
to improved rates of self
management, and more choice
and control.
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Priorities for 2012/13
(from the 2011/12
Local Account)

Achievements 2012/13

Priorities for 2013/14

We want to support
service users and carers
to experience a higher
quality of life and feel
more in control, and see
this reflected in the results
of the 2012 surveys of
users and carers.

In the 2012 User Survey the
“social care related quality of
life” measure improved
significantly and is now in line
with the London average.
However the measure on
service users feeling in control
did not increase.

The carers survey reported
quality of life measure was in
line with London results.

We want further improvements
in the quality of life measures of
the User Survey, including the
feeling in control measure in
particular.

We will continue to
transform day services
to allow a more
personalised and outcome
focused approach,
reviewing mental health,
learning disability and
older people’s services

Progress has been made in
reviewing the needs of clients
using day services and
developing personalised
service models to meet these
needs.

The council has provided
several apprenticeships for
adults with learning disabilities
over the past year, working in
partnership with a local
provider to give people the
extra support they needed.

We are implementing the new
service models, enabling service
users to purchase a range of
support options using their
personal budget. We are
developing the plans for the
centre of excellence for people
with dementia so as to be ready
for 2014/15 implementation.

We are commissioning
personalised employment
support options to assist working
age disabled people and carers
to obtain and maintain
employment

We will increase the
number of carers who
benefit from a Carers
Assessment.

In 2012/13 the number of
carers assessments increased
in line with targets, with over
1300 carers of adults with
care needs now benefitting.

We wish to continue to increase
the numbers of carers
benefitting from an assessment,
and a service. More importantly,
we are rolling out the carers
strategy to ensure carers have
the support they need to
balance their caring
responsibilities with other
aspects of their lives.

We will further reduce the
charges for meals on
wheels, bringing the total
reduction to 50% since
2010.

The charge for meals was
reduced to £2.52 with effect
from 1% April 2012, bringing
the total reduction to 26%
since 2010/11.

As from October 2013/14 the
charge for meals further reduces
to £1.71, a 50% reduction since
2010 and significantly lower than
most other London boroughs.
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Case study: Personal budgets making a difference

My name is Isayas Solomon and | am a Southwark resident. | use a self-managed
personal budget to directly employ two personal assistants (PAs). As a result of a

spinal injury | use a wheelchair. | am unable to grip with either hand so need daily
assistance with some personal care tasks and preparing meals.

Before | developed my support plan with the help of a support planner, | used care
from an agency. Some of the carers were nice but often they were replaced at
short notice and | felt uncomfortable with people | didn’t know coming into my
home to assist me.

It has meant a lot to me to be able to choose my PAs. | can feel in control of the
support that | receive, and comfortable with the person and the way they assist
me. We have mutual respect for each other. When interviewing the PAs | look for
someone who is a good communicator with a positive attitude and an ability to
work flexible hours. It helps if they live locally to me too.

The personal budget is paid into my bank account. | have help from a direct
payment support service, which assists me with payroll, recruitment and fulfilling
my responsibilities as an employer.

One of the best things about controlling my personal budget is that | can use it
flexibly — I arrange to have more support on days that | am not feeling so well and
‘save up’ some of it for an extra hour of support here or there. Occasionally my PA
comes with me to the gym and helps me with the hoist so | can go swimming, or
with my grip supports for doing weights to help keep me fit and healthy. It's my
preference that the PA comes very early in the morning so | can feel ready to start
the day when it suits me.

Making daily choices about how to use my personal budget and feeling
comfortable with my PAs helps me to stay positive, and achieve the goals | have
set myself. | am a very creative person — | write poetry, draw, paint and compose
digital music. | also want to start running creative workshops for young people in
the near future. | am a member of the Beam Arts group at Southwark Resource
Centre. | am passionate about sport — | have done canoeing, snow skiing and
skydiving with the help of the organisation The Back Up Trust. I'm practising my
swimming and aim to swim competitively soon.

I would recommend anyone receiving support from the council try a self-managed
personal budget — with the right help to manage it, it really has improved my
quality of life.
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Outcome 2: Delaying and reducing the need for care and

support

This means

e Enabling people to stay healthy and independent for longer
o Everybody has the opportunity to have the best health and wellbeing throughout
their life, and can access support and information to help them manage their care

needs.

o Earlier diagnosis, intervention and reablement means that people and their carers
are less dependent on intensive services.

e When people develop care needs, the support they receive takes place in the
most appropriate setting, and enables them to regain their independence

Our key achievements last year against the priorities we set in the
2011/12 Local Account are set out below

Priorities from
2011/12 Local
Account

Achievements 2012/13

Priorities for 2013/14

We wish to make further
progress in supporting
people at home and
avoid the use of
institutional care homes
wherever possible

Good progress has been
made in reducing the usage of
residential care provision for
people with learning
disabilities where it is
appropriate and in line with
what people want, enabling
service users to live in their
own home. 73% now live in
settled accommodation, more
than the London average.

However our target to reduce
new permanent admissions to
care homes, particularly for
older people, was not met in
2012/13 as admission rates
increased. This performance
is a reflection of growing
demand as people live longer.
There comes a time when
some people need to live with
the support available in a care
home and this is always an
option. Our aim is to reduce
that demand by developing
better preventative and
community services as
alternatives to care homes.

For people with learning
disabilities we will continue the
existing strategy to increase
numbers in supported housing
arrangements.

For older people our target is to
reduce new permanent
admissions to care homes by
15% from the 2010/11 baseline
by providing services that
prevent the development of
intensive care needs and by
developing community support
alternatives to care homes, such
as “extra care”. This will help us
to continue shifting the balance
of care away from care homes to
people’s own homes for all client
groups.
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Priorities from
2011/12 Local
Account

Achievements 2012/13

Priorities for 2013/14

Also the proportion of mental
health clients living
independently is lower than
some other similar boroughs.

We are reviewing mental health
accommodation issues to
identify a strategy for reducing
reliance on care homes.

We plan to substantially
increase capacity in
reablement services,
which provide short term
rehabilitation support to
help people get back on
their feet after a period of
illness or injury, and
enable more people to
benefit from these
services directly after
being in hospital.

Reablement has expanded in
line with targets, with 1400
people receiving services - of
whom around one third were
restored to a level of
independence requiring no
further ongoing social care
support. The service model
continues to be developed to
improve effectiveness and
there remains scope for more
people to be helped upon
discharge from hospital.

The mental health reablement
service is an innovative
model, one of the first such
service nationally, helping
people learn to live
independently with their
condition without the need to
become permanent mental
health service users

We are further expanding
reablement services, and are
increasing the focus on
outcomes such as the proportion
helped to stay living at home in
the long term after receiving
reablement.

We will work with the NHS
on integrated care to
improve services and
reduce unnecessary
admissions to hospital and
care homes

Integrated workstreams have
been in place helping identify
a strategic, integrated
approach to reducing
unnecessary admissions to
hospital and care homes,
although these have not yet
been fully implemented and
reductions have not yet been
achieved.

We have maintained
consistently low rates of
delayed discharge from
hospital showing good
services are in place to
support discharge.

We are further developing
integrated service models with
the NHS and Lambeth Council
as part of Southwark and
Lambeth Integrated Care (SLIC)
to deliver improved outcomes
and better user experience of
seamless health and care
services.

We will work with public
health services to
promote wellbeing, and
plan ahead for the transfer
of these functions to the

Public health functions were
successfully transferred to the
council on 1% April 2013. The
shadow Health and Wellbeing
Board informed the

We are working with partners
through the Health and
Wellbeing Board to develop and
deliver a strategy that will deliver
improvements in public health
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Priorities from Achievements 2012/13
2011/12 Local
Account

Priorities for 2013/14

council in 2013 to ensure | development of preventative
maximum impact. wellbeing services.

and social care.

The transfer of public health is
enabling us to fully embed
health and wellbeing
considerations into the way we
run all council services, and we
are aiming to make the most of
this opportunity. For example,
the impact on public health of
developments in housing,
regeneration and children’s
services, as well as adult care,
can be significant, making a real
difference to people’s lives.

Mental health reablement - case study

making his depression worse.

and made him feel independent again.

Alan (not his real name) had been suffering from depression for some months before
being referred to reablement services. He had not been answering phone calls,
opening his post or paying bills and was spending the maijority of the day in bed. He
was distressed about his position as his financial problems were building up. When
he had tried in the past to get on top of these by reading his mail and listening to the
voice messages he had felt overwhelmed, and that his position was hopeless,

A reablement support worker went through all his mail and voice messages with him
and helped him put the problems in perspective, some of which were less serious
than he had thought. Reablement helped him think objectively about ways of tackling
the situation, and encouraged Alan to pursue his own idea of enlisting the moral
support of a friend when phoning organisations he owed money, agreeing a rent
arrears payment plan and obtaining benefits advice to re-instate his cancelled
benefits, all of which helped make the situation more manageable.

The final reablement sessions were used to consolidate his learning, identifying what
had worked and what he would do if similar problems arose again.

Alan later gave feedback that the reablement service had helped him think positively
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Case Study - day activities and support planning

Derek (not his real name) is a 53 year old man who has a learning disability and
epilepsy. His 82 year old mother is his main carer and they live together in
Southwark. Derek and his mother are very close, and he also sees his brother
regularly. He has been attending a local day centre for many years and enjoys
spending time with his friends there.

Derek can be shy around people he doesn’t know and becomes stressed and
anxious in unfamiliar environments or with a change in routine. Apart from a few
familiar journeys, Derek requires assistance to access the community safely. His
father died a few years ago and as his mother is now quite elderly, he has not
been able to get out and enjoy hobbies/activities as much as he did.

Derek’s family, social worker and support planner helped him develop his own
support plan. Part of the plan involves using Derek’s personal budget to employ a
key worker from the day centre as his personal assistant. Together they attend
football matches, go swimming at the local leisure centre, see films at the cinema
and take weekend breaks out of London. Derek still attends the day centre but
now has other ways to be sociable and feel part of the community.

Taking the time to explore support options via an in-depth, person-centred
planning process means Derek can now experience a greater variety of groups
and activities in a way that is comfortable for him, while maintaining support from
family, friends and key workers that has always worked well.

Case Study: Successful re-ablement after hospital discharge

Mr. D is 92 and had been admitted to King’s A&E on a number of occasions due to
serious falls. The Southwark team supported him out of hospital and helped him to
achieve much more than his original therapy goals which focused on maintaining
his safety in his own home; he can now manage his stairs, outdoor mobility (to
Dulwich Park, Sainsbury's Local) and has demonstrated to staff how he makes a
tasty chicken casserole!

This was achieved with a range of health and social care inputs including
physiotherapy input and an exercise programme supervised by social care staff.
Rehabilitation Support Workers attended daily during the 6 week period for all
personal care, meals, medication prompting, catheter care and safety checks.
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Outcome 3: Ensuring that people have a positive experience

of care and support

This means

e People who use social care and their carers are satisfied with their experience of

care and support services.

o Carers feel that they are respected as equal partners throughout the care

process.

e People know what choices are available to them locally, what they are entitled to,
and who to contact when they need help.

e People, including those involved in making decisions on social care, respect the
dignity of the individual and ensure support is sensitive to the circumstances of

each individual.

Key achievements and priorities

Priorities from 2011/12
Local Account

Achievements 2012/13

Priorities for 2013/14

We aim to improve the user
satisfaction levels reported
by our customers.

The User Survey shows an
improvement on last year,
with 84% satisfied and only
7% dissatisfied with
services. However user
satisfaction remains an area
we wish to continue to
improve.

We aim to drive up user
satisfaction levels so that the
proportion reporting that they
are very or extremely
satisfied are at least in line
with average levels in
London.

Quality strategies for
improving care homes and
home care services will be
implemented as part of the
actions to improve user
experience of services.

The experience carers
have of the support they
receive is to be improved by
taking forward the carers
strategy following our work
with Carers UK. The
forthcoming national carer
survey will give us
information to track
progress.

The Carers Strategy
developed jointly with the
NHS has now been agreed.

The national carers survey
has been undertaken in
Southwark, showing
comparatively high
satisfaction rates.

We are implementing the
Carers Strategy and will
monitor the outcomes
achieved to demonstrate
success.

We will provide a dedicated
telephone response for all
queries about help for older
and vulnerable people and
their carers, including
information about universal
access and voluntary sector
services.

The dedicated telephone
response line staffed by
people who are experts on
the service has been fully
implemented and aims to
make sure people get the
advice and support they
need.

We are making further
improvements to advice and
information and expect to
see that reflected in the user
survey result on ease of
access to useful information.
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Case study: Lay Inspector: Denise

For the past two years Southwark has enlisted members of the public to help us
monitor our residential and nursing homes for older people. This role is known as a lay
inspector. The lay inspector's main job is to talk to residents and get their personal view
of what it is like to live at the home. Both the organisations and the council then use this
feedback to support continuous improvement in offering high quality care and support
for everyone.

Denise is the newest recruit to the lay inspector team. She has built up a wealth of local
knowledge and experience of the support available for older people in Southwark
through her membership of the Southwark Pensioners' Centre. She was recently
elected as chair of the Southwark Pensioners' Forum. She also has experience of care
and support services as her mother is in residential care, and understands that for
people and families, knowing there is an independent voice speaking up on their behalf
and with a passion for high quality care and support is really important. Denise has
always liked the idea of being a lay inspector and feels that by getting involved she can
make a real improvement to the lives of older people who live in Southwark.

photo
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Southwark Resource Centre - facilitating independence for a deaf and blind client

Martin (not his real name) is a deaf and blind man who attends Southwark Resource
Centre three days a week. Martin was born Deaf and lost his vision gradually; he has
never learned to speak or to use any formal sign language and he has a moderate
learning disability. He has attended day services for approximately 20 years.

Support staff have successfully helped Martin to become much more independent within
the centre this year. He is now able to go the toilet and feed himself with minimal direct
support; and a programme of activities has been set up, which supports his development
in focussing memory and recognition of objects, so that he is much more engaged,
independent and active while at the centre than previously.

Martin has a “communication passport” which was developed by the support staff,
containing pictures of familiar signs he uses to communicate — this has ensured that
other staff members communicate with him in a consistent way. He has now begun to
learn new signs and to communicate pro-actively with other people.

One year after his support worker started working with Martin, he has begun to attend
community based activities including sailing and cycling and has significantly reduced the
level of support he requires during the day.

photo of M sailing at Canada Water
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Outcome 4: Safeguarding adults whose circumstances make
them vulnerable and protecting them from avoidable harm

This means

e Everyone enjoys physical safety and feels secure

o People are free from physical and emotional abuse, harassment, neglect and

self-harm

e People are protected as far as possible from avoidable harm, disease and injuries
e People are supported to plan ahead and have the freedom to manage risks the

way that they wish

Key achievements and priorities

Priorities from 2011/12 Achievements Priorities for 2013/14

Local Account 2012/13
We will work with all In the User Survey there We expect to see further long
Southwark services and the was a significant term improvements in the User
community to help ensure all | improvement in the Survey measure on services
our service users feel safe. proportion reporting they helping people feel safe as a

feel safe, which at 58.5%
is now close to the London
average.

The feeling safe measure
is a broad reflection of a
range of community safety
factors. The proportion
indicating that adult care
services helped them feel

safe also improved to 73%.

result of quality improvements.

We are developing measures
reflecting the views of people
who have been through a
safeguarding process to identify
areas for improving
effectiveness.

We will be undertaking specific
improvements in the quality of
services for people with learning
disabilities and challenging
behaviour through the delivery
of our Winterbourne View action
plan, which was established to
ensure the abuse that happened
at this home does not happen to
Southwark residents.

We plan to increase the The safeguarding case
speediness of our completion rate improved
safeguarding processes, as | substantially and is now
measured by the case above the London
completion rate. average, reflecting

improved monitoring of the
timeliness of safeguarding
investigations.

We are ensuring we maintain a
timely response to safeguarding
concerns.

We will implement an
overarching review of
safeguarding to improve quality
assurance of safeguarding
processes.

We will ensure there are As part of our anti-fraud
sensible safeguards against work we have been

the risk of abuse or neglect proactively talking to

in our personal budget service users about

We are further developing the
safeguarding system in the
context of personalisation and
more widespread self
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Priorities from 2011/12
Local Account

Achievements
2012/13

Priorities for 2013/14

arrangements.

financial abuse and how to
report it.

Procedures have been
developed to identify and
respond to any risk of
financial abuse of personal
budget holders. Where
there is deemed to be an
ongoing risk of financial
abuse the council may
manage the personal
budget directly on behalf of
the client.

management and third party
management of budgets.

Safeguarding Case Study: financial abuse

B is a 79 year old woman living with her 52 year old son, who is an alcoholic. She is
physically frail and receives a small domiciliary care package for personal care from
Southwark Social Services. Her care worker reported they were concerned that there
was usually little food in the flat and the rent was in arrears. The suspicion was that her
son was taking her pension to spend on alcohol. B confirmed to the social worker this
was the case. However, she did not want to involve the Police as she loved her son and
did not want to see him get in to trouble.

The social worker obtained the woman’s agreement to call a family conference and
together with the other family members developed a plan to both protect the woman’s
finances and get help for her son. A daughter who lived locally agreed with her mother’s
consent to manage her mother’s financial affairs and the son agreed to seek treatment

for his addiction.
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Budget issues — how we are managing the cuts

Southwark Council needs to cut expenditure in the face of government funding
reductions of 29% (around £90m) being made since 2010. As a result adult social
care is required to reduce spending by £27m over the 3 year period to 2013/14.

We are committed to implementing savings in a fair and transparent way in line with
the council’'s budget setting principles. Most importantly, we aim to minimise the
impact on those most in need of support wherever possible. In line with our vision for
adult social care we are seeking to reduce expenditure by transforming services to
improve quality and outcomes, in particular by promoting the independence and
wellbeing of people, and reducing or delaying the need for intensive support. It is
important to note that we are not seeking to deliver savings by tightening eligibility
criteria for services. All people with substantial or critical needs remain entitled to a
service.

In 2012/13 our adult care budget was £107.7m, which required savings of £10.3m to
achieve. The main source of planned savings was:

o Efficiency savings from contracts for Supporting People housing support for
people with low level needs, including joint contractual arrangements with
Lambeth and Lewisham to achieve economies of scale

e Shifting the balance away from residential care to home and community
based support

¢ Redesigning services of learning disability day services
Redesigning mental health day services to promote personalisation and
independent living

e Workforce initiatives to reduce management costs

e Savings from improved contracting arrangements

¢ Integrated working with the NHS on reablement

In 2013/14 our adult care budget of £101.5m requires savings of £7.7m. We are
making these savings from the following main areas:

o Further efficiencies and reductions in Supporting People costs

e Further shifts away from residential care to home and community based
support

o Redesigning services for people with learning disabilities to support the

delivery of personal budgets

Redesigning mental health services to achieve better value

Workforce initiatives to reduce management costs

Savings from improved contracting arrangements

Integrated working with the NHS

Going forward, this financial pressure is not going to reduce. The council expects a
further reduction of £20.6m in 2014/15 and yet more substantial reductions of
around 10% in 2015/16 as a result of the comprehensive spending review.

More information about the budget is available at:

http://www.southwark.gov.uk/info/200110/council budgets and spending/2108/sout
hwark councils budget
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Our Services

The services we provided directly to service users in 2012/13 included:

3,978 Community based service users receiving services such as homecare, day care,
meals, equipment, transport and personal budgets

4,836 People in Southwark receiving a full community care package following an
assessment, of whom 2,977 are over 65.

2,968 Personal budget holders

602 People receiving telecare and 2, 721 People receiving alarms

1400 People receiving community reablement or intemediate care services

540 People receiving specialist occupational therapy equipment

1163 People supported in residential or nursing care, 97 in “Extra Care” housing

1280 Mental health service users receiving professional support through the care
programme approach

394 People received meals on wheels

1353 Carers Assessments, 545 leading to a service and 808 to advice and information

2900 People receiving “supporting people” supported accommodation and floating
support in their own home

7,831 referrals received, 4,151 assessments undertaken, 4,696 client reviews

753,468 hours of homecare arranged by council, for 1,096 clients

521 day services clients as part of care package

3,000 community support service users (e.g. helpline, befriending)
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To put these numbers in context, the 2011 census suggest that there is an adult
population in Southwark of 235,200 with 22,300 over 65s in the borough, and 212,900
18 to 64 year olds.

People who are not eligible for tailored formal support are given information and advice
and signposted to universal access services that may help them retain independence.
We fund a range of voluntary sector services to provide community support services. We
also provide simple services that promote independence at the point of contact such as
equipment and alarms.

More information about what adult social services provide, including “My Support
Choices” is available at:

http://www.southwark.gov.uk/site/scripts/documents.php?categorylD=100010.

Feedback

We would welcome your views of this Local Account. We want future Local Accounts
to contain the information that you would find useful so please take the time to
complete our short online survey.

Link to feedback form

Glossary:

The meaning of words and phrases commonly used in Adult Social Care Services is
attached via the link below:

http://www.thinklocalactpersonal.org.uk/ library/AlJargonBusterFINAL.pdf
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Appendix 1:

Key Outcome Indicators

Note for draft: final document will include final local and national Adult Social Care
Outcome Framework measures and trends. These have not yet been published by
the Department of Health.

Council Plan performance report.

The council plan performance report for 2012/13, including key adult social
measures, can be found at the following link:

http://www.southwark.gov.uk/annualreport
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2 Agenda Item 11

Access to Health Services in Southwark

Terms of Reference

Access to health services throughout the borough is varied, with differing issues
presenting at each. Each of these are interlinked, and an under-performance in one
sector will necessarily impact on other health services. With increased sustained
pressure on health services it is important, now, more than ever, to have services
which truly deliver for our residents. The Health and Adult Social Care Committee
would therefore like to consider the range of health services provided in the
borough, specifically Out of Hours care, GP surgeries and A&Es. The proposed KHP
merger and the impact of the TSA will also have an impact on delivery of services.

The inquiry will cover the following issues

1. Accessing out of hours care — specifically the 111 service and rollout in
Southwark
2. Access to individual GP surgeries and walk in centres - both in terms of ability

to take on more patients and resulting waiting times for appointments. The review
will seek to establish how easy it is for patients to access surgeries. (N.B. the review
will consider surgeries in neighbouring boroughs that Southwark residents use)

3. The implications of the TSA and KHP merger on access to Emergency &
Urgent care and resulting implications for GP surgeries

4) Understanding the reasons for increased use of A & Es over winter and how
this could be reduced - where appropriate

Calls for evidence

Public Health Director

Health & Wellbeing Board

CCG - including wider GP membership
Primary Care

Community Services

London Ambulance Services

Local authority / social care

Lambeth and Southwark Urgent Care Board
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Public Health England

Healthwatch

Hospitals

Patient Liaison Groups

Cabinet member (perhaps in December interview by committee)
Local experiences of patients

Select committee report/s

Healthwatch information ( for example their current call for feedback on the 111
service)

Methodology

Verbal and written submissions

Tracking patient journeys - taking a systems approach. This could take the form of a
survey or short interview at an A & E / urgent care department to see what services
patients accessed prior to their visit ( for example a call to 111 , their doctor or
social services).

A survey via social media and snail mail of patients asking about their patient
journey ( this could try and pick up problems as well as what is working well)

Doctors/ practitioners / social service / the CCG and Hospital asked about patient
pathways

Potential stakeholder roundtable with patients regarding their experiences
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NHS

Background and Contents Southwark

Clinical Commissioning Group

This document is a highlight report, which is written to give OSC members an overview of current CCG
and provider performance across a range of priority national standards. The highlight report covers the
first four months of the year from April 2013; the period for which we have the most recent validated data.

The CCG produces a full Integrated Performance Report each month. This full report looks at all CCG
and provides KPIs across domains of quality & safety, performance, finance and QIPP delivery. It
provides further details of the actions being taken to resolve identified KPI variance.

The CCG presents the Integrated Performance Report to our Integrated Governance & Performance
Committee every month, and to the CCG Governing Body on a bi-monthly basis. The latest version of the
report is published on the CCG website:
http://www.southwarkccg.nhs.uk/about/ourboard/Pages/CCGMeetingPapers.aspx

CCG Performance & QIPP Highlight Report Contents

© N o g s~ D=

Urgent Care

Referral-to-Treatment (waiting times)

Diagnostic waiting times

Healthcare acquired infections (MRSA and clostridium difficile)
Mixed-sex accommodation

Cancer waiting times

CCG QIPP

Summary of CCG’s financial position
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NHS

Southwark
Urgent Care (1 of 2) Clinical Commissioning Group

A&E waits (target 95%) - % of patients who spent 4 hours or less in A&E before treatment or admission

I T T A T
KCH (all type) 96.3% 96.4% 96.3% -

Reported Performance Position

*Both Trusts have met the performance standard in most of the first four months of the year since April and
have achieved the requisite 4 hour target for Q1 2013/14. Performance in July at both trusts has fell slightly
below the 95% standard but unvaldidated data for August and September shows trusts are on track to
achieve the target over Q2.

NHS England A&E Improvement Plan

*Following last winter's extreme pressure and in response to national guidance, Lambeth & Southwark have
developed a Recovery & Improvement Plan setting out key actions which will support sustainability in
performance over the coming winter period.

*The plan has been developed through the Lambeth & Southwark Urgent Care Board, which has
representation from key stakeholders across the health economy, and was informed by the Winter Demand
Review and a system-wide assessment. 3
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NHS/
Urgent Care (2 of 2) Southwark

Clinical Commissioning Group

The Winter Demand Review, which looked at emergency care demand in 2012/13 and the system-
wide assessment completed as part of the national Recovery Improvement Plan have highlighted a
number of key issues which form an integral part of the strategy for sustaining performance during
the winter of 2013/14:

1. Acuity

*Southwark and Lambeth Integrated Care Progamme’s (SLIC) frail elderly pathway: interventions include
Home ward, Enhanced Rapid Response team, establishment of geriatrician-led hot clinics, Community Multi-
Disciplinary Teams and the re-ablement programme.

*Simplified discharge process workstream
*Task and Finish group to develop proposals for enhanced 7 day working arrangements in acute trusts

2. Capacity
*Both Trusts are implementing large scale emergency department redevelopments over the next 2 years
Clinical capacity addressed through staff recruitment strategies & review of working arrangements

3. Mental Health
*Review of frequent attenders to A&E in progress
*Plans to extend mental health community assessment services to align with GP opening hours

4. Stroke

*Plan to work with other lead agencies to ensure that the London-wide Stroke repatriation policy is being fully
implemented locally

5. Paediatrics
*Review current paediatric pathway and scope opportunities for service redesign. 4
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. Southwark
Referral to Treatment: 18 weeks Clinical Commissioning Group

RTT admitted (target 90%) - The percentage of admitted pathways completed within 18 weeks

w IR
92.1% 92.0% 92.7% 92.4%

Performance Position
«Admitted performance for Southwark CCG patients has been above the 90% in two of the last four months.

*KCH are below the performance threshold. This is consistent with the plan and trajectory agreed with the trust
so that it has sufficient capacity to reduce the backlog of patients currently waiting over 18 weeks.

*The KCH trust-wide backlog has remained broadly flat since April. It has not been reduced at the levels
originally anticipated due to pressures from emergency care.

Admitted RTT Performance at KCH will continue to be below the threshold while the trust address their
backlog of admitted patients. This has been agreed by the CCG, King’s and NHS England.

Actions Agreed to Meet Performance Standard

*KCH have a combination of increased internal capacity and outsourcing to private providers in place.

«Infill 4 development at Denmark Hill and the acquisition of the PRUH will provide further capacity in Q3/4.
*The trust will not achieve the RTT target until March 2014.

* King’s have transferred orthopaedic patients waiting 18 weeks or more to GSTT o
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Southwark

Referral to Treatment: 52 + week waits Clinical Commissioning Group

52 weeks long waiters (target 0) - The number of incomplete pathways greater than 52 weeks for
patients on incomplete pathways at the end of the period

52 + Week Waits (Incomplete
Pathway) m
3 5 7 3

Southwark CCG
KCH 49 44 31 29

GSTT 9 5 1 1

Current Performance Position
*The 3 Southwark long waiters are patients at KCH.

*Almost all long waits at King’s are gastroenterology patients with benign hepato-pancreato-biliary
conditions.

Actions Agreed to Meet Performance Standard
*KCH has used a combination of additional in house capacity and outsourcing to reduce long waiters .

*The remaining long waiters at KCH (trust — wide) are in gastroenterology, the trust plans to clear long
waiters in these specialities by the end of October 2013/14.

*The trust keeps these patients under regular clinical review to ensure there is not clinical risk for long-
waiting patients.

*The CCG applies a contractual financial penalty each month to the trust for long-waiting patients. This
has been implemented since April 2013 in line with national arrangements.
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Southwark

Diagnostic Waits Clinical Commissioning Group

Diagnostic wait less than 6 weeks (target <1%) - The % of patients waiting 6 weeks or more for a diagnostic test

S T N N T

I oo | son | erre | 2sme
GSTT 200 | 2i0% | aos% | e

Cause of Reported Performance Position

*Southwark diagnostic breaches occurred at KCH and GST
*The service areas of concern for Southwark is echocardiography at KCH.

*GST endoscopy is the diagnostic pathway causing an increased % of 6 week breaches

Actions Agreed to Meet Performance Standard

*KCH successfully delivered on their action plans for diagnostic recovery for all areas apart from
echocardiography and has reduced total breaches since May 2013.

For this diagnostic pathway the trust had a deficit in physical and staffing capacity. Both have recently been
addressed however there is a lead time for the additional staff to be fully operational. KCH is also outsourcing
echocardiography to London Bridge Hospital in the interim.

*GST has recently opened a new larger endoscopy unit. Staffing levels are currently below capacity and the
trust is funding more diagnostic sessions. GST anticipate this issue will be resolved by December 2013.
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: : Southwark
Healthcare Acquired Infections Clinical Commissioning Group

Number of cases of MRSA (target 0) and clostridium diffcile (CCG annual target 48)

MRSA & c.difficile

2 reported MRSA cases at KCH in April, May, June & July 2013

3 reported MRSA cases at GSTT April, May, June & July 2013

*4 Southwark CCG MRSA cases in April, May, June & July 2013 (2 at GSTT and 2 community-acquired)
12 c.dlfficile cases at KCH in the year to M4 2013 — under YTD trajectory.

*9 c.difficile case at GSTT in the year to M4 2013 — under YTD trajectory.

Actions Agreed with Providers to Meet Performance Standard

*All MRSA and c.difficile cases are discussed at the monthly Clinical Quality Review meetings at King’s and
GSTT. These meetings are chaired by CCG Clinical Leads in Southwark and Lambeth.

*King’s and GSTT undertake a Root Cause Analysis (RCA) on all MRSA and c.difficile cases.

*Public Health currently review all GSTT RCA’s for GSTT. It has been agreed that the Public Health team
will now implement this RCA review process for King’s to identify the key learning and themes for action.

Picture across London shows a spike in cases. Locally we are closely monitoring acute performance to
establish whether this is a temporary spike or a sustained increase in cases.

+Clinical assurance that patient safety is not compromised.
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H H Southwark
Mixed Sex Accommodation Clinical Commissioning Group

Mixed-sex accommodation breaches (target 0) —
All providers of NHS funded care are expected to eliminate mixed-sex accommodation

e | L L L

Southwark CCG

KCH

Cause of Reported Performance Position
*Southwark breaches occurred at KCH
*Majority of breaches at KCH due to lack of timely single sex bed capacity in step down from critical care.

*Breaches likely to continue until KCH new capacity from Infill 4 development comes on stream by the end
of October 2013.

Actions Agreed to Meet Performance Standard
*Contractual penalties being applied to breaches

*CCG receives on-going assurance that patient safety is not compromised
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Cancer Waits (latest validated data is for April, May & June 2013) .. o . Southark

2 week GP referral - % of patients seen within two weeks of an urgent GP referral for suspected cancer

Target = 93%

I I T T

SCCG 96.7 98.2 95.8 97.5

KCH 96.9 98.6 96.6
GSTT 94.4 96.7 95.4

31 days treatment - % patients receiving first definitive treatment within 31-days of a cancer diagnosis

Target = 96%

SCCG 97.1 98.7 95.9 100.0
KCH 100.0 99.0 97.9
GSTT 98.3 97.9 96.5

62 days treatment(85%) - % patients receiving first definitive treatment for cancer within 62 days of an urgent
GP referral for suspected cancer

Target = 85%

T Vo | Ao | My | e |y

96.3

90.2

SCCG 83.3
93.3 87.9

e
oA I N R "
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Cancer Waits: 62 day pathway Southwark

Clinical Commissioning Group

Reported Performance Position

*GSTT has failed to meet the 62 day target for the first three months of 2013/14 . This pattern has
continued from 2012/13 performance.

Failure of this target is attributable to late referrals from other trusts, in particular from South London
Healthcare Trust.

*King’s College Hospital also recorded below target performance for June 2013.

Actions Agreed to Meet Performance Standard

*A cross-trust group at GSTT was established to review the pathway issues between GSTT and SLHT
and to improve the timeliness of referrals and ultimately treatment.

*GSTT invited the Department of Health Intensive Support Team (IST) to review the pathways for 62
days, with particular focus on urology and lower Gl.

*The formal report is still awaited but initial feedback from the IST suggested changes to the early part
of the pathway, including diagnostics.

*GSTT intends to implement the recommendations arising from the review.

*KCH performance will be addressed in acute contract monitoring and quality groups in September to

understand the cause of performance deterioration and agree action plans.
11
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CCG QIPP Programme St

Clinical Commissioning Group

Acute Mental Health & Client Group

Acute Productivity Programme = £2.29m kel PIeRlEils) Frearemiine = = 1L

Redesign of mental health of older adults inpatient

Shift of outpatient care = £1.47m capacity = £0.29m

A&E avoidance to lower cost setting = £0.40m . : " :
Male psychiatric intensive care unit inpatient

redesign = £0.35m
CCG QIPP 2013/14

£7.37m (net)

Primary & Community Care
Other Programmes
Primary care prescribing = £1.00m
CCG corporate = £0.28m
Community Services Productivity = £0.20m

12
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CCG-Led QIPP: Transformation Programmes (1 of 2) Southwark

Clinical Commissioning Group

Acute

Shift of Outpatient Care QIPP

Single points of referral (SPR) and community clinics are part of the CCG’s commitment to further expand community provision
in order to shifting care out of hospital.

*SPRs are currently operating for MSK (MCATS), diabetes, respiratory disease, ENT, dermatology and heart failure.
*Services have ‘virtual clinics’ to support primary care in reviewing practices’ caseloads and providing advice on management.
*‘Virtual Clinics’ are currently available for diabetes, respiratory, dermatology and ENT community services.

*In Q1, the community diabetes service delivered 38 virtual clinics. The integrated respiratory care team delivered 11.

*Community CVD clinic has been expanded to encompass direct GP referrals to the community for patients with atrial
fibrillation, lipid management and hypertension.

A&E Avoidance QIPP

*Phased implementation of London Urgent Care Standard being led by south east London-wide Urgent Care Group.
*Expansion of the Southwark Homeward and Emergency Rapid Response teams.

*Development and testing of 7 day working discharge proposals from local hospital trusts .

*Collaborative approach across the urgent care system to respond to issues highlighted in the 12/13 winter demand review.
*CCG improving access in primary care: work to progress support to 5 practices with highest A&E attendances.

*Re-commissioning of Guy's Urgent Care Centre with primary care ‘front end’.

*Southwark & Lambeth Integrated Care programme delivering community multi-disciplinary teams & risk stratification.

sImplementation of programme to enhance primary care services to Southwark care homes.

*Development of number of self-care strategies including minor ailments scheme.
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CCG-Led QIPP: Transformation Programmes (2 of 2) Southwark

Clinical Commissioning Group

Mental Health & Client Group

Redesign of MHOA Inpatient Capacity QIPP

*Programme focuses on time limited assessment, treatment and successful placement of people with complex dementia.

*Enhanced assessment and liaison project to improve the ‘front-end’ assessment and triage function to support ‘rapid referral’
from GPs.

*Redesigned services acts to stabilise patients before discharging into care homes appropriate to meet their needs.
*Investment in a Dementia Care Home Support Team for the local care homes and develop an educational hub.
*This programme seeks to reduce admissions to SLaM beds and thereby reduce commissioned beds from 30 to 16.

*This programme is being coordinated in partnership with SLaM and Lambeth CCG.

Male Psychiatric Intensive Care Unit (PICU) Inpatient Redesign QIPP
*The number of Male PICU beds will be reduced from 8 beds to 6 beds from April 2013.

*CCG lead a programme of service redesign to support patients to access services in primary care and in community settings.
*The CCG contract with SLaM is now based on occupied bed days.

*The CCG will fund a minimum of 6 beds equivalent occupied bed days.

*Above this level there will be a 50:50 risk share up to a capped level equivalent to 8 beds.

*Above 8 beds 100% of costs will be borne by the CCG.




NHS
Summary of CCG Financial Position (M5) Southwark

Clinical Commissioning Group

Programme Budget Annua(a{I-:kB)udget I\\nlg:lifhn;e(éckj) Precﬂ:zd(fkr;d 2 Best Case (£k) Worst Case (£k)
Acute 200,283 -2,340 -8,337 -4,543 -11,892
Client Groups 70,720 50 100 300 -2,800
Community Contract 29,138 -540 -1,300 200 -1,600
Prescribing 31,617 106 200 300 0
Corporate Costs 4,078 50 100 100 0
Earmarked Budgets and reserves 14,747 2,674 9,237 11,387 7,800
Planned Surplus 3,972 1,655 3,972 3,972 3,972
Total 354,555 1,655 3,972 11,716 -4,520
Month 4 (for comparison) 348,714 1324 3,972 9,701 -4,276

15
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LB Southwark

Health, Adult Social Care, Communities and Citizenship Overview and
Scrutiny Sub-committee

15 October 2013

Update on consultation: Improving health services in Dulwich and the
surrounding areas.

1. At their meeting on the 12 September 2013 the Clinical Commissioning Group
Governing Body approved 24 recommendations that were developed on the basis of
the Consultation Report — ‘Improving Health Services in Dulwich and the surrounding
areas’ and the Equalities Impact Assessment.

2. The recommendations were developed through an iterative process of discussion
including the Clinical Leads and Patient Representatives. They draw directly on:

the four conclusions from the Consultation Report,
other significant points raised in the report,

the Equalities Impact Assessment, and in particular the reasonable adjustments
proposed in direct relation to the Dulwich Programme.
issues that build on the consultation

3. The recommendations include the following points:

The consultation supports the development of community-based health
services, and in particular services for people with long term conditions

The CCG should progress discussions with NHS Property Services (the
current owners) about the Dulwich Hospital site and the development of a
significant health care ‘hub’.

Plans should include improving the quality of primary care and community
service provision

Local people value good quality general practice and the CCG should build on
this

The CCG should develop services in a way that supports integration,
continuity of care and which are located in a way that reflects the care
pathway

Access and transport are critical factors in the plans we are developing, and
the hub or centre should be located in a way that maximises transport
opportunities

Service users should be involved in design

There should be a communications and engagement plan that seeks to reach
all sections of the community
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Southwark
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4. This list is not exhaustive, and the full recommendations paper can be seen on our
website. The full version of the consultation report and its appendices, the
Equalities Impact Assessment and the recommendations can be found at:

http://www.southwarkccg.nhs.uk/Getlnvolved/ImprovingServicesConsultation/Pages/d
efault.aspx

5. This work has strong links with a number of other parallel pieces of work: the
Community-based care Strategy, the Primary and Community Strategy, and the
Southwark and Lambeth Integrated Care Programme'.

6. The next step is to confirm the detail of exactly what services will be provided and how
much activity we should plan for. We are doing this through discussions with local
service providers (King’s College Hospital NHS Trust, Guy’s and St Thomas’ NHS
Trust (who provide our community services on behalf of King’s Health Partners), local
GPs and other primary care providers), with public health specialists, who will give us
information about population changes, and commissioners within the CCG who will tell
us about the services they expect to transfer out of hospital and into community
settings.

7. As soon as we have a clear picture of the activity we expect to accommodate we will
be having discussions with NHS Property Services about a business case for a future
building.

Rebecca Scott
Programme Director — Dulwich

'Weblinks for these strategies and programmes are:

Community—based Care Strategy:
http://www.tsa.nhs.uk/document/appendix-o-strategy-community-based-care-south-east-
london

Primary and Community Strategy:
http://www.southwarkccg.nhs.uk/about/ourboard/march%202013/ENC%20Ai%20%20-
%20NHS%20Southwark%20Primary%20and%20Community%20Care%20Strateqgy.pdf

Southwark and Lambeth Integrated Care Programme:
http://slicare.org/
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HEALTH, ADULT SOCIAL CARE, COMMUNITIES & CITIZENSHIP

SCRUTINY SUB-COMMITTEE

AGENDA DISTRIBUTION LIST (OPEN)

MUNICIPAL YEAR 2013-14

NOTE: Original held by Scrutiny Team; all amendments/queries to Julie Timbrell Tel: 020 7525 0514

Name

Sub-Committee Members

Councillor Rebecca Lury (Chair)
Councillor David Noakes (Vice-Chair)
Councillor Denise Capstick
Councillor Rowenna Davis

Councillor Dan Garfield

Councillor Jonathan Mitchell
Councillor Michael Situ

Reserves

Councillor Neil Coyle
Councillor Patrick Diamond
Councillor Paul Kyriacou
Councillor Eliza Mann
Councillor Mark Williams

Other Members

Councillor Peter John [Leader of the Council]
Councillor lan Wingfield [Deputy Leader]
Councillor Catherine McDonald [Health & Adult
Social Care]

Councillor Catherine Bowman [Chair, OSC]

Health Partners

Gus Heafield, CEO, SLaM NHS Trust
Patrick Gillespie, Service Director, SLaM

Jo Kent, SLAM, Locality Manager, SLaM
Zoe Reed, Executive Director, SLaM
Marian Ridley, Guy’s & St Thomas’ NHS FT
Professor Sir George Alberti, Chair, KCH
Hospital NHS Trust

Jacob West, Strategy Director KCH

Julie Gifford, Prog. Manager External
Partnerships, GSTT

Geraldine Malone, Guy's & St Thomas's

No of
copies

JEE L L (L QI (L [

_ A A A

Name

Council Officers

Romi Bowen, Strategic Director of
Children's and Adults Services

Andrew Bland, MD, Southwark Business
Support Unit

Malcolm Hines, Southwark Business
Support Unit

Rosemary Watts, Head of Communication
& Engagement

Sarah McClinton, Director, Adult Social
Care

Adrian Ward, Head of Performance,
Adult Social Care

Shelley Burke, Head of Overview &
Scrutiny

Sarah Feasey, Head of Safeguarding &
Community Services

Chris Page, Head of the Cabinet Office
William Summers, Political Assistant to
the Liberal Democrat Group

Julie Timbrell, Scrutiny Team SPARES

External

Rick Henderson, Independent Advocacy
Service

Tom White, Southwark Pensioners’ Action
Group

Fiona Subotsky, Healthwatch Southwark
Alvin Kinch, Healthwatch Southwark
Kenneth Hoole, East Dulwich Society

Total:

Dated: September 2013

No of
copies

50




	Agenda
	4 Minutes
	5 Mental Health Strategy - Southwark Clinical Commissioning Group
	Mental Health - SCCG presentation

	6 Mental Health , Faith and BME communities
	7 Review: Prevalence of Psychosis and access to mental health services for the BME Community in Southwark
	Letter to voluntary and faith groups

	8 Francis Inquiry report
	Francis report GST
	Francis board report GST
	Francis report GST Our values and our pledges
	Francis report Adult Social Care
	Francis report adult socail care app 1 My Home Life Care Home Quality Improvement Strategy 2013-15 FINAL
	Francis report adult social care app 1 cont MHL Vision
	Francis report SCCG
	Francis report presentation SCCG
	Francis report Healthwatch - Quality Matters

	9 Primary Care and General Practice
	10 Local Account of Adult Social Care
	Local Account

	11 Review : Access to Health Services in Southwark
	13 Papers for information
	Dulwich Briefing - SCCG

	
	

