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RECOMMENDATION

Recommendations for the Healthy Communities Scrutiny Sub-Committee

1.

That the Healthy Communities Scrutiny Sub-Committee receives this report and
notes the evidence in response to recommendations agreed at Cabinet on 16
September 2014

BACKGROUND INFORMATION

2.

This supplementary paper is for Cabinet and in response to two
recommendations arising from a Cabinet Report of 16 September 2014 namely
Response to recommendations in Access to Health Services in Southwark
(Health, Adult Social Care, Communities and Citizenship Scrutiny Sub-
Committee)

Its specifically responds to the following recommendations :

Recommendation 10

This sub-committee commends the work of the Clinical Commissioning Group
(CCQ), jointly with the local authority and community services to help people stay
home for longer. We would like to see further evidence of the work being done
on the frail elderly pathway to ensure that we are offering our residents the best
care services.

Recommendation 11

The director of adult social care would be happy to arrange a further report for
the sub-committee providing more evidence on the work being undertaken
across health and social care on the frail elderly pathway. A meeting to discuss
the required scope of this report can be arranged by the chair of the sub-
committee.

RESPONSE TO RECOMMENDATION 10

3.

In Southwark we value older people and recognise the contribution they make to
the community. Our policy dictates that we treat every resident as if a part of our
family and our Southwark Fairer Futures Promise 10 is to make Southwark “an
age friendly borough”. Older people in Southwark are vital to our community,
they are the largest group of people that give up their time to volunteer and
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assist elderly neighbours, libraries, meals on wheels and local centres. Older
people share a vast amount of experience and have a unique opinion on how
best we can assist them and they us.
Southwark Adult Social Care developed a customer journey for adults to support
effective delivery of a range of interventions to support older people in
Southwark. The journey had been clearly process mapped and is linked to
forms/systems that services use in providing support to people in Southwark. It
demonstrates how older people engage with our services (Please see appendix
1).
The Adult Social Care Customer Journey — The first point of contact for a
person will be either the Contact Adult Social Care Team (CASC) based in the
community or the hospital team. Our community based team record initial
contacts, provide information and advice, small pieces of equipment and take
referrals for the Reablement Team and Community Support and Review teams.
If appropriate the person calling in is referred to our Reablement team for an
assessment of their needs. If eligible the person will receive an up to six week
free service to maximise their independence and regain skills that may have
been lost. If the person needs further support after this period they will be
provided with an indicative budget and will begin support planning. The final
support plan once implemented will be reviewed on a regular basis and
adjustments made when needed. Please see Appendix 1 for a representation of
the journey for an older person.
Statistics

25,000 people aged 65 or over live in Southwark (approx 9% of the population)

a smaller proportion compared to London (11.4%) and England (16%).

By 2025 an additional 5,000 more residents aged 65 and over are projected to

live in Southwark, with a larger proportion of people aged 85 and over.

Currently, 81% of older people living in Southwark are of White ethnicity. The

second largest group is Black/Black British (13%). In the future there will be

increasing numbers of and an increasing proportion of older people from BAME

groups.

61% of older people are in social housing

43% of older people live alone which creates a challenge around social

isolation

Life expectancy at age 65 for both men and women is higher in Southwark than

London or England.

In March 2014, 934 patients of our local GPs had a formal dementia diagnosis

which is thought to be approximately just over 50% of the total number of

people who are living with the condition in Southwark.

The range of opportunities aimed to support Southwark’s frail elderly population
include:-
Telecare — Assistive technology within the home to reduce the reliance upon
formal services in the community.
Centre of Excellence — a new development is underway as an alternative to
current Day Services specialising in dementia support and for those with
complex needs. This will be based at Cator Street and will have an extra care
facility as part of the same complex.
Carers Strategy — includes supporting carers to have the confidence to
support people with long term conditions and frail elderly self care at home.
Southwark are providing a multidisciplinary assessment to include the
Southwark Resident and their family or carer, and ensuring that the carers
needs are met as well as the cared for.
Age UK - Funded by Southwark Council to provide advice and also a number
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of one off projects that are preventative in focus i.e SAIL (Safer And
Independent Living). They also run a day service that is funded by residents
who have a Personal Budget.

Metropolitan — Funded through the BCF (Better Care Fund — NHS monies to
support social care to shift provision away from hospitals into the community)
to provide a hospital prevention service supporting with support in own home
with respect to advocacy and supporting administrative tasks in the home.
Riverside — run a Community and Voluntary Sector service to provide advice
and information on all services available within the community.

Alzheimer's Society - are funded by Southwark to provide Dementia Advice
and Support Workers that support people with dementia and their families with
both practical advise, referral and support.

Dulwich helpline - run a dementia programme and have recently been
awarded some additional funding from City Bridge Trust to help promote
Southwark as a dementia friendly environment.

Dementia Capital Grant -Tower Bridge Care Home - improving the physical
environment of the Tower Bridge care home to make it more dementia friendly.
the works were completed in March 2014.

Age UK “Stones End” day centre - renovation to the building to make it a
dementia friendly environment.

Southwark Dementia Action Alliance — partnership between the Voluntary
Sector, statutory sector, commercial and arts projects in Southwark (includes
organisations such as Globe, Milwall as well as CCG, Age UK, Kings, SLAM)
Alzheimer's Society also provide a number of other non commissioned
groups, such as singing for the brain. There is also nationally co-ordinated
activity going on locally, most notably the roll out of the dementia friends
programme.

Age UK Southwark - through their community partnerships initiative are co-
ordinating dementia friends sessions through out the borough.

Culture and arts - Dulwich Picture Gallery - run a dementia arts group weekly
that is being expanded outwards through their arts bus initiative.

RESPONSE TO RECOMMENDATION 11

8.

10.

11.

In Southwark, as part of the Health & Wellbeing Strategy to keep people healthy,
living at home and away from hospital, Primary Health, Adult Social Care and
NHS/CCG are working closely to make access to community and health services
as easy and integrated as possible in order to effectively support our frail elderly
population.

By working together we are providing a responsive service that works to
maximize independence and to support people to only use services for as long
as they require them.

Initiatives are designed to support people in the community, to prevent
admissions to hospital and if admitted, then to facilitate safe discharges to
reduce length of stay.

In Southwark Adult Social Care one key initiative to enable integration with
health is SLIC (Southwark and Lambeth Integrated Care). The SLIC program
has facilitated a significant amount of integration and joint working between
Health and Social care and enables an integrated approach to providing care to
the residents of Southwark. We jointly work to identify initiatives and provide
integrated services to be proactive and preventative. These initiatives work to
support people to be discharged from acute care safely in a timely, and support
the frail elderly to maintain their preferred environment for as long as possible.
(Please see Appendix 2 for SLIC overview).
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12.

13.

14.

15.

Southwark Adult Social Care and the CCG are developing a joint policy for the
implementation of the National Framework for Continuing Health Care (CHC) in
Southwark to ensure older people have access to appropriate health services at
the right time.

By providing integrated community support (ICS), we are working jointly to
ensure that high acuity patients and those complex health population are able to
maintain independent living, as opposed to moving into, or receiving ongoing
treatment, whether in an institutional or hospital setting.

Ways in which this is being provided in a joint approach with health and social
care to prevent unnecessary hospital admissions include:

GSTT @Home — The GSTT @Home service is a multidisciplinary team
working within Southwark and Lambeth to provide acute clinical care to
residents in their home environment.
Red Cross — The Red Cross are providing a supported discharge for all those
patients that do not have family close by or need extra support in order to go
home safely. Nurses and social workers are working together to refer patients
to the Red Cross who will assist the patient by providing basic shopping, turn
on the heating before they get home, organise key safes and assist the person
to settle back into their home life for up to six weeks.
Enhanced Rapid Response — Provides therapists, nursing and social care
support to clients in the community who are at risk of admission to hospital,
support consists of hands on care and provision of equipment to avoid
unnecessary hospital admissions.
7 day working — Utilising the Better Care Fund and “Operational Winter
Resilience” funding from the NHS, Southwark are currently employing social
workers to work within A&E and with the Multidisciplinary teams to provide
early intervention, provide admission avoidance and information and advice to
Southwark residents and their carers.
Reablement — Reablement works with people to promote independence in
their home environment and can be accessed within the community, or via A&E
or if admitted to either acute hospital. The service that provides enhanced care
workers who work closely with social workers and occupational therapists to
set goals and improve outcomes with the provision of equipment and
personalised goals.
Supported Discharge Team - the Supported Discharge Team is the
Southwark Intermediate Care Service that provides rehabilitation in the home
environment, to improve independence.

1. Double handed care project — Using Winter Resilience funding, a

project to facilitate discharges for those in patients who require
double handed therapy and care in their own homes.

Other initiatives available in the community for all residents, which enables
people to remain at home longer include

Community MDT — Community based multidisciplinary meeting to discuss
residents who require a joined up approach and ensuring sharing of
information to provide best outcomes.

Care Home Support Team — Social Workers working with the GPs and care
homes to ensure that those admitted to long term care are supported, and
provide a better experience in the home, and reduce hospital admissions.
Step-down Capacity — using CCG Slippage monies to consider alternatives to
remaining in hospital, and providing support required before discharge home.



APPENDICES
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Appendix 1 Pictorial representation of customer journey
Appendix 2 SLIC Overview
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Appendix 2 — SLIC overview

New services should feel different: people should experience
services that are empowering, holistic and preventative

Attributes of qg .
integrated Care | T = PSRRI A

Empowers and activates people and

communities, enabling people to be in

control of their health and wellbeing:

+ Recognises, uses and develops all the assets available in our
communities

+ Empowers people to be active and in control of their own
care, and supports the needs of carers

+ Promotes choice for individuals, their families and carers

+ Provides more care in pecple’s homes, or supports them in
community settings close 1o home, which enable them 1o
stay as well and independent as possible

ogf @

Offers holistic and co-ordinated care Is proactive, preventative and

and support focused on better outcomes

+ Works with people haolistically across their physical, + Actively promotes good health and well being across
mental and social dimansions communities, enabling people to live healthier, more

+ Meets the needs of all citizens, is easily understood and independent lives, for longer
navigated by individuals + Detects problems earlier and intervenes quicker

* Provides continuity of care over time, and co-ordinates * Avoids crisis and the need to address avoidable
care across settings and providers complications

+ Ensures effective transition for individuals between + Aids recovery and a return to independence
services + Provides equitable access for

+ Removes duplication and feels seamless to individuals




We are all working together to increase the value of care we provide
for the people of Lambeth and Southwark

Objectives of high value care

Issues in our current system

Quality & Outcomes Experience
® (Clinical outcomes * Citizen
* Clinical safety * Carer

= Life outcomes = Staff

Cost
= Activity rate

* Per capita cost
* Cost growth

Quality

Cost

Note: details about the analysis of costs is contained within Appendix 3
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The care people experience could and should be improved

Commissioners are now looking to providers to focus on
co-producing outcomes with patients through services that
feel very different with an emphasis on being

preventative, holistic and empowering

If we carry on without change they system will go broke

By working together to deliver preventative and
coordinated care we can significantly reduce the gap

But this will requires a fundamental shift in the way we
work both clinically and operationally, underpinned by a
new way of contracting with commissioners
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Our initial focus has been with the frail and elderly: our programme
focuses on resolving real challenges for the system...

.- Early identification and intervention to avoid crisis .
o Anticipated benefits
’ l Al

, Too little emphasis was placed on keeping people healthy \

avoiding the development of crises FALLS
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Proactive management: the holistic needs of individual over
a 655 y2ar olds were often not systematically known in general b
practice, with little/ne care plans in place, and without any
support structure to help interagency care planning

By 2015/16:

Clinical pathways: there was too little focus on
preventing ill health in the general population
specifically in areas of Falls, Infection, Nutrition
and Dementia
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Improved patient experience
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