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Useful information for
residents and visitors
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Travel and parking \/

L-J‘*u

Bus routes 427, U1, U3, U4 and U7 all stop at

the Civic Centre. Uxbridge underground station,

with the Piccadilly and Metropolitan lines, is a - Uxhrg\\

short walk away. Limited parking is available at Pavilions Y, getube and b

the Civic Centre. For details on availability and i, -} T

how to book a parking space, please contact ’

Democratic Services. Please enter from the ‘> o
Council’s main reception where you will be car gurk
directed to the Committee Room. o

Muzimring

Accessibility

An Induction Loop System is available for use
in the various meeting rooms. Please contact
us for further information.

Attending, reporting and filming of meetings

For the public part of this meeting, residents and the media are welcomed to attend, and if
they wish, report on it, broadcast, record or film proceedings as long as it does not disrupt
proceedings. It is recommended to give advance notice to ensure any particular
requirements can be met. The Council will provide a seating area for residents/public, an
area for the media and high speed WiFi access to all attending. The officer shown on the
front of this agenda should be contacted for further information and will be available at the
meeting to assist if required. Kindly ensure all mobile or similar devices on silent mode.

Please note that the Council may also record or film this meeting and publish this online.
Emergency procedures

If there is a FIRE, you will hear a continuous alarm. Please follow the signs to the nearest
FIRE EXIT and assemble on the Civic Centre forecourt. Lifts must not be used unless
instructed by a Fire Marshal or Security Officer.

In the event of a SECURITY INCIDENT, follow instructions issued via the tannoy, a Fire

Marshal or a Security Officer. Those unable to evacuate using the stairs, should make their
way to the signed refuge locations.



Terms of Reference

1. To scrutinise local NHS organisations in line with the health powers conferred by the
Health and Social Care Act 2001, including:

(a) scrutiny of local NHS organisations by calling the relevant Chief Executive(s) to
account for the work of their organisation(s) and undertaking a review into issues
of concern;

(b) consider NHS service reconfigurations which the Committee agree to be
substantial, establishing a joint committee if the proposals affect more than one
Overview and Scrutiny Committee area; and to refer contested major service
configurations to the Independent Reconfiguration Panel (in accordance with the
Health and Social Care Act); and

(c) respond to any relevant NHS consultations.

2. To act as a Crime and Disorder Committee as defined in the Crime and Disorder
(Overview and Scrutiny) Regulations 2009 and carry out the bi-annual scrutiny of
decisions made, or other action taken, in connection with the discharge by the
responsible authorities of their crime and disorder functions.

3. To scrutinise the work of non-Hillingdon Council agencies whose actions affect
residents of the London Borough of Hillingdon.

4. To identify areas of concern to the community within their remit and instigate an
appropriate review process.



Agenda

Chairman's Announcements

PART | - MEMBERS, PUBLIC AND PRESS

1 Apologies for absence and to report the presence of any substitute
Members

2  Declarations of Interest in matters coming before this meeting

3 Exclusion of Press and Public

To confirm that all items marked Part | will be considered in public and that any items
marked Part Il will be considered in private

4  Minutes of the previous meeting - 15 March 2016 1-6
5 Better Care Fund Update 7-178
6  Work Programme 2015/2016 179 - 186

PART Il - PRIVATE, MEMBERS ONLY

7  Any Business transferred from Part |



Agenda ltem 4
Minutes ﬁ%@

EXTERNAL SERVICES SCRUTINY COMMITTEE

15 March 2016 H[L

Meeting held at Committee Room 5 - Civic Centre,
High Street, Uxbridge UB8 1UW

NORWARS

INGDON

LONDON

Committee Members Present:

Councillors John Riley (Chairman), lan Edwards (Vice-Chairman), Teji Barnes (In place
of Brian Crowe), Beulah East (In place of Tony Burles), Phoday Jarjussey (Labour
Lead), John Oswell, Brian Stead (In place of Allan Kauffman) and Michael White

Also Present:
Detective Chief Superintendent Nick Downing, Borough Commander, Metropolitan
Police Service

LBH Officers Present:

Ed Shaylor (Residents Services - ASB & Investigations Team), Nigel Dicker (Deputy
Director of Public Safety & Environment) and Nikki O'Halloran (Democratic Services
Manager)

43. | APOLOGIES FOR ABSENCE AND TO REPORT THE PRESENCE OF ANY
SUBSTITUTE MEMBERS (Agenda Item 1)

Apologies for absence had been received from Councillors Burles, Crowe and
Kauffman. Councillors East, Barnes and Stead were present as their substitutes.

44. | EXCLUSION OF PRESS AND PUBLIC (Agenda Item 3)

RESOLVED: That all items of business be considered in public.

45. | MINUTES OF THE PREVIOUS MEETING - 12 JANUARY 2016 (Agenda Item 4)

RESOLVED: That the minutes of the meeting held on 12 January 2016 be agreed
as a correct record.

46. | SAFER HILLINGDON PARTNERSHIP PERFORMANCE MONITORING (Agenda
Item 5)

Mr Ed Shaylor, the Council's Community Safety Service Manager, noted that the
External Services Scrutiny Committee met twice each year as the Council's Crime and
Disorder Scrutiny Committee, thus fulfilling a legal requirement. Members were
advised that the performance monitoring information contained within the report
covered the period up to December 2015 and identified whether or not the project
targets had been met. Where targets had been significantly missed, a narrative had
been included in the report. Home Office data had also been included in relation to the
context.

With regard to 90% of Offenders complete their Unpaid Work Requirement, Members
were advised that this was monitored by the Community Rehabilitation Company and
that there had been some slippage. The current performance of 89% indicated that
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11% of offenders on a Community Payback scheme would not complete their required
number of hours. Unless there were exceptional circumstances for non-completion,
the offender could be sent back to court and further sanctions imposed.

Members were advised that the Reduce the number of arson fires to 267 target
covered all scales of deliberate fire settings, although the vast majority would be in
relation to smaller incidents (for example, bins and dumped rubbish). The Committee
requested that this information be broken down further.

Although Members were grateful for the information provided within Appendix 2 of the
report, it was suggested that, in future, information be provided for other similar
authorities as a comparator. It was agreed that this information would be provided in
future SHP performance reports considered by the Committee.

Detective Chief Superintendent Nick Downing, Borough Commander of the Hillingdon
Metropolitan Police Service, advised that, in 2014, Hillingdon had performed the worst
in London for victim satisfaction. In the last 12 months, the Borough had achieved the
largest improvement across London but more needed to be done to ensure that this
improved.

DCS Downing noted that the MOPAC 7 (Mayor's Office for Policing and Crime) basket
of indicators had been a four year challenge which would end on 31 March 2016.
Overall, crime had reduced by 26.5% in Hillingdon, making the Borough's performance
the fourth best in London. The individual indicator results in Hillingdon were as follows:
1. Burglary - Hillingdon had achieved a 44.6% reduction (1,516 burglaries per
annum) which was the biggest decrease in London;
2. Criminal damage - Hillingdon had achieved a 12.4% reduction over the 4 years
(1.6% reduction/37 fewer offences during this year);
3. Robbery - Hillingdon had achieved a 64.7% reduction over the four year period
and 34% during this year alone, which was the best in London;
4. Theft from a motor vehicle - Hillingdon had achieved a 36.7% reduction over the
four years and 17% in the current year,
5. Theft from a person - Hillingdon had achieved a reduction of 12% over four
years and 0.3% this year;
6. Theft of a motor vehicle - this had reduced by 12% (70 offences per year) in
Hillingdon over 4 years;
7. Violence with injury - there had been an 11% increase in Hillingdon this year.

DCS Downing stated that residents should be proud of these performance
improvements, particularly the results in relation to burglary, and a strategy would now
be developed for the end of the MOPAC 7 challenge. In addition, he noted that
Hillingdon was unique in its cybercrime awareness work undertaken by the police
cadets and the drugs operation that had been supported and funded by the Council.
However, it was acknowledged that further work could be done to promote these
positive messages and it was suggested that consideration be given to more consistent
communication.

Members were reminded that Hillingdon had more police officers now than the Borough
had ever had before - there had been an increase of 70, taking the total to more than
500. DCS Downing believed that effort should now be concentrated on proactive
rather than reactive work. Although human resourcing was not an issue in the
Borough, the available budget was reducing year on year and would prove challenging.

RESOLVED: That:
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1. the number of arson fires in the Borough be broken down to identify the
large fires from the smaller ones; and
2. the presentation be noted.

47.

SAFER HILLINGDON PARTNERSHIP'S PRIORITY OBJECTIVES FOR 2016/2017
(Agenda Item 6)

Mr Ed Shaylor, the Council's Community Safety Service Manager, advised that, in
order to set its priorities for the coming year, the Safer Hillingdon Partnership (SHP)
had used a matrix to collate a range of information to be able to rank community safety
issues in order of priority. It was noted that, although high volume crimes scored high,
lower volume crimes would also have scored high if they were deemed to be high
priority for action. The Committee's comments on the suggested priorities were
welcomed as part of the consultation process.

Detective Chief Superintendent Nick Downing of the Hillingdon Borough Metropolitan
Police Service (MPS), advised that, although it was a high volume crime, the Theft from
shops category had not been included in the forthcoming year's priorities as there were
actions that could be taken by the business owners themselves. Members were
supportive of this approach.

DCS Downing noted that it had been a challenging but successful year. Although
Violence with injury had increased, this increase was below the MPS average. It was
thought that the increase was largely due to an uplift in the recording of crimes which
had resulted in an increase of approximately 25% last year and 3.8% this year. He
noted that the current reporting levels were thought to project a more realistic picture.

Members were advised that there had been seven murders in the Borough within the
last 12 month, which was the second highest rate in London. It was noted that there
had been no connection between any of these incidents. DCS Downing stated that a
Gold Group meeting was held after each murder with a range of individuals and
organisations (including the relevant Ward Councillors and Residents Associations) to
identify whether there was anything that could have been done differently and what
further action could be taken by the police. Whilst DCS Downing noted that it was a
difficult balance between maintaining the confidence of an enquiry and maintaining the
confidence of the community, Ward Councillors that had attended these meetings had
found them to be a valuable exercise. It was thought that the police could have done
nothing more to prevent these murders from happening.

He advised that the police had used its stop and search powers (in consultation with
Independent Advisory Groups (IAGs)) in the Rosedale Park area to stop individuals
from carrying concealed weapons. It was thought that stop and search was an
effective power which was supported by residents but which was not to be misused.
DCS Downing advised that there was a bigger BME mix in the Hayes area and that the
use of stop and search was monitored closely with IAGs.

The use of body worn cameras by the police had helped to reduce the number of
unfounded complaints about stop and search and had helped with 'victimless
prosecutions'. Members were supportive of the use of these cameras.

Members were advised that knife surrender points had been set up in three locations in
the Borough. This had helped to support the police stance that violent crime would not
be tolerated.
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It was noted that community engagement was not as effective, and Ward Panels not as
well attended, in some areas of the Borough as they were in others. DCS Downing
advised that a review of Ward Panels had been undertaken to ensure that they were
reflecting the needs of the communities that they served. He would be drafting a paper
for the Safer Neighbourhoods Board with suggestions such as virtual Ward Panels,
consultation prior to Ward Panel meetings and the reinvigoration of Neighbourhood
Watch across the Borough. It was hoped that this work would contribute towards a
model fit for the future.

Concern was expressed in relation to the Botwell Ward Panel which appeared to have
been superceded by the Hayes Town Neighbourhood Panel (HTNP). Whilst much of
Botwell was covered by the HTNP, the ward had not been totally covered. It was noted
that two Ward Panels had been merged in the Hayes area as one of them had
experienced some difficulties and it was thought to be more effective to establish this
kind of joint Panel. DCS Downing advised that he would look into the issue and
provide Councillor Jarjussey with more detailed information about the arrangements.

Members were advised that public confidence with policing was still measured but that
it had reduced to approximately 57%, from 75% when DCS Downing had taken over as
Borough Commander. He was trying to understand why confidence was reducing -
confidence was built on communication, more communication was being undertaken by
the police in Hillingdon than ever before and the Borough had achieved good results.
The Committee felt that the reduction in confidence indicated that there was an issue
(perhaps influenced by regional or national messages that were being put out by police
forces) and asked whether consideration could be given to including public confidence
as a 2016/2017 priority for the SHP. Whilst DCS Downing did not object to the
inclusion of this in the plan, he believed that work to raise confidence levels should be
undertaken irrespective of whether or not it was included.

There had been 84 incidents recorded under the Road Safety category in the last 12
months. Although this was a relatively low number of incidents, Members asked at
what stage this could be considered to be a priority for the SHP. Mr Shaylor advised
that this had been included as a priority in previous years but that it had not made the
threshold for 2016/2017. Road Safety could be deemed to be a Community Safety
priority and it was noted that consideration could be given to further work being
undertaken by the Council's Road Safety Team if the Committee strongly
recommended it. Members recommended that Road Safety be included in the SHP's
list of priorities for 2016/2017.

It was noted that Committee Members did not generally receive complaints or concerns
about the police from residents. However, when comments were made, it was usually
in relation to the visibility of police officers.

Members requested that the Community Rehabilitation Company be invited to attend
the next crime and disorder related Committee meeting. Consideration could then be
given to possible scope for improvement with regard to unpaid work and the support
provided by the Council.

The Chairman thanked Mr Shaylor for his support and his contribution to the External
Services Scrutiny Committee meetings. On behalf of the Committee, he wished Mr
Shaylor well in his future.

RESOLVED: That:
1. DCS Downing provide Councillor Jarjussey with further information in
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relation to Botwell Ward Panel and HTNP;

2. Road Safety be reconsidered for inclusion in the SHP's list of priorities for
2016/2017;

3. the Community Rehabilitation Company be invited to attend the next crime
and disorder related meeting; and

4. the presentation be noted.

48.

UPDATE ON THE IMPLEMENTATION OF RECOMMENDATIONS FROM PAST
REVIEWS OF THE COMMITTEE (Agenda ltem 7)

Consideration was given to the updates provided in relation to the implementation of
recommendations of the following previous reviews:

e Policing and Mental Health;

e Child Sexual Exploitation; and

e Family Law Reforms.

With regard to recommendation 4a of the Policing and Mental Health review, Mr Ed
Shaylor, the Council's Community Safety Service Manager, advised that the
Community Risk Multi Agency Risk Assessment Conference (CRMARAC) was now in
place and that the Mayor's Office for Policing and Crime (MOPAC) had provided
funding for a coordinator. A significant number of people with mental health issues
were referred to the service for anti social behaviour. He noted that representatives
from Central and North West London NHS Foundation Trust attended these
CRMARAC meetings and provided updates. The information exchange generated at
the meetings had been a great help. In response to a request for information, Mr
Shaylor advised that the coordinator would be able to provide Members with a
breakdown of anti social behaviour incidents that had been as a result of mental health
issues.

Members were advised that the Democratic Services Manager would contact officers
again to request that they provide updates in relation to the Child Sexual Exploitation
(CSE) and Family Law Reforms reviews. Any information received, would be
circulated to the Committee.

It was agreed that consideration be given to revisiting CSE in the new municipal year
using the same meeting format and, preferably, the same witnesses. A comparison
could also be undertaken with other boroughs.

RESOLVED: That:

1. the CRMARAC coordinator provide Members with a breakdown of anti
social behaviour incidents that had been as a result of mental health
issues;

2. the issue of CSE be revisited by the Committee in the new municipal year;
and

3. the presentation and report be noted.

49.

WORK PROGRAMME 2015/2016 (Agenda ltem 8)

Consideration was given to the Committee's Work Programme and possible review
topics for the new municipal year.

Members were advised that the Better Care Fund (BCF) item had been withdrawn from
the agenda for this meeting as Government guidance in relation to the BCF plan had
been received much later than expected. The draft BCF plan for 2016/2017 would be
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considered by the Health and Wellbeing Board at its meeting on 12 April 2016. It was
agreed that, as the Committee's next meeting to consider the Trusts' Quality Account
reports would be lengthy, the Democratic Services Manager would look to organise an
additional meeting. This meeting would enable Members to comment on the plan after
it had been considered by the Board but before its submission deadline.

With regard to the Committee's next meeting, given the large number of organisations
that would be present, Members were keen to ensure that the Trusts provided
information in advance of the meeting to avoid lengthy presentations and to allow more
time for the Committee to ask questions. The Democratic Services Manager would
make every effort to obtain information from the Trusts for inclusion on the published
agenda and would provide withesses with a presentation template.

RESOLVED: That:
1. the Democratic Services Manager look to organise an additional meeting
in relation to the BCF plan 2016/2017;
2. the Democratic Services Manager provide the Trusts with a presentation
template for the next meeting; and
3. the Work Programme, as amended, be agreed.

The meeting, which commenced at 6.00 pm, closed at 7.21 pm.

These are the minutes of the above meeting. For more information on any of the
resolutions please contact Nikki O'Halloran on 01895 250472. Circulation of these
minutes is to Councillors, Officers, the Press and Members of the Public.
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Agenda ltem 5

EXTERNAL SERVICES SCRUTINY COMMITTEE - BETTER CARE FUND
UPDATE

Contact Officer: Nikki O'Halloran
Telephone: 01895 250472

Appendix A: Better Care Fund Performance Report (Oct-Dec 2015)
Appendix B: Draft Better Care Fund Plan 2016-17

REASON FOR ITEM

This report is intended to establish whether the External Services Scrutiny Committee has any
comments in relation to the Better Care Fund Plan 2016-17 and what this means for residents,
the Council and its partnership with the local NHS.

OPTIONS AVAILABLE TO THE COMMITTEE

1. To note the contents of the report and the appendices.
2. To question officers on the content.
3. To make comment on the draft Better Care Fund Plan 2016-17.

INFORMATION
Background

1. The Better Care Fund (BCF) is a national initiative intended to deliver integration between
health and social care in order to improve outcomes for residents. The key objectives of this
initiative are that:
¢ Individuals with care needs receive more joined up care;
e That the independence of residents is maximised or maintained through better
prevention and early intervention;
e Scarce resources are used more effectively; and
e There are joint plans with agreed priorities to achieve a greater positive impact for
local people.

2. The BCF is a mechanism that is being used by the Government to implement the new
integration duty under the 2014 Care Act, which came into effect on 1 April 2015. The BCF
does not provide new money for Hillingdon; it is about creating efficiencies through integration
to ensure that existing funding is used more effectively.

3. The Hillingdon Health and Wellbeing Board will consider the draft Better Care Fund
Performance Report (Appendix A) and the Better Care Fund Plan 2016/2017 (Appendix B) at its
meeting on 12 April 2016. The External Services Scrutiny Committee is being asked to
comment on the proposed Plan.

PART | - MEMBERS, PUBLIC AND PRESS
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Appendix A

BETTER CARE FUND: PERFORMANCE REPORT (OCT - DEC 2015)

Relevant Board Councillor Ray Puddifoot MBE
Member(s) Councillor Philip Corthorne
Dr lan Goodman
| Organisation | | London Borough of Hillingdon

Report author

Paul Whaymand, Finance
Tony Zaman, Adult Social Care
Kevin Byrne, Policy and Partnerships

Papers with report

Appendix 1) BCF Monitoring report - Month 7 - 9: Oct - Dec 2015
Appendix 2) BCF Metrics Scorecard

Appendix 3) 2015/16 Better Care Fund Plan Evaluation
Appendix 4) Hillingdon Hospital Discharges Day by Day (April -
December 2014/15 and 2015/16)

HEADLINE INFORMATION

Summary

This report provides the Board with the third update on the delivery
of Hillingdon's 2015/16 Better Care Fund.

Contribution to plans
and strategies

The Better Care Fund is a key part of Hillingdon’s Joint Health and
Wellbeing Strategy and meets certain requirements of the Health
and Social Care Act 2012.

Financial Cost

This report sets out the budget monitoring position of the BCF
pooled fund of £17,991k for 2015/16 as at Month 9.

| Ward(s) affected | Al

RECOMMENDATIONS

That the Health and Wellbeing Board:
a. notes the contents of the report.
b. agrees that a report on the draft digital roadmap across health and care partners in
Hillingdon be brought to the July Board meeting for consideration.

INFORMATION

1. This is the third performance report to the HWBB on the delivery of Hillingdon’s Better Care
Fund (BCF) Plan for 2015/16 and the management of the pooled budget hosted by the Council.
The plan and its financial arrangements are set out in an agreement established under section
75 of the National Health Service Act, 2006 and approved in March 2015 by both Cabinet and
Hillingdon Clinical Commissioning Group's (HCCG) Governing Body.

Health and Wellbeing Board report

12 April 2016
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Appendix A
2. Appendix 1 of this report describes progress against the agreed plan, including expenditure.
Appendix 2 is the BCF performance dashboard which provides the Board with a progress
update against those of the six key performance indicators (KPIs) for which data is available.

w

. The key headlines from the monitoring report are:

e The month 9 budget monitoring for the BCF has been undertaken jointly by the partners in
accordance with the requirements set out in the s75 for the management of the pooled
funds. This shows a forecast pressure of £553k against the pooled budget of £17,991k.

e There were 2,560 emergency (also known as non-elective) admissions in Q3 against a
ceiling of 2,717 for the quarter, which supports the trend from Q2 and suggests that
admissions prevention initiatives are having a positive effect.

e Delayed transfers of care - There were 1,369 delayed days during Q3 against a ceiling of
1,058. However, the total performance for Q1 to Q3 was 2,909 delayed days against a
ceiling of 3,376. As the overall ceiling for 2015/16 is 4,790 delayed days this suggests that
performance is following the desired trajectory.

e There were 25 permanent admissions of older people to care homes in Q3, which on a
straightline projection would result in a total of 145 placements in 2015/16 against a ceiling
of 150.

e Performance against the people aged 65 and over still at home 91 days after discharge from
hospital to reablement suggests that there will be an improvement on the 2014/15 results but
that the 2015/16 target may not be achieved.

e From 1% April (launch) to 31st December 2015, over 5,000 individuals have accessed
Connect to Support and completed 7,900 sessions reviewing the information & advice pages
and/or details of available services and support.

e |n Q3 26 people aged 60 and over were assisted to stay in their own homes through the
provision of disabled facilities grants (DFGs).

e Between 1% April and 31% December 2015 343 carers' assessments were completed. On a
straight line projection, this would suggest a total of 457 assessments for 2015/16, which
would be 130 (40%) more than in 2014/15.

2015/16 Plan Evaluation

4. An evaluation of the 2015/16 plan using an adapted tool developed by NHSE took place on
the 22" December and included representatives from Hillingdon Hospital, CNWL, Adult Social
Care, the third sector and Public Health. The results of this exercise were then tested with a
broader range of stakeholders on the 9" January 2016. The general conclusion was that the
plan had provided a catalyst for change by improving relationships between professions across
health, social care and third sector partners and also between services. This endorses the view
of officers reported to the Board’s December meeting.

5. The detailed findings of the evaluation exercise are set out in Appendix 3, including
suggestions as to how the individual schemes could be adapted to produce better outcomes for
residents. Some of the key points are summarised in Table 1 below:

Health and Wellbeing Board report
12 April 2016 Page 10



Appendix A

Table 1: 2015/16 BCF Plan Evaluation: Summary of Key Findings
What has worked well
e Commitment to work together and the acknowledgement of the importance to do so.
e Closer working between health (including GPs), social care and teh voluntary sector.
e Voluntary sector involvement across all schemes.
e Creation of the third sector consortium, H4All (Age UK, Disablement Association
Hillingdon, Harlington Hospice and Hillingdon Mind).
e Creation of the Integrated Discharge Team.
e Development of the Integrated Care Record and plans to share information about
residents/patients across care organisations.
e Falls prevention work
e Joint working to support people at end of life has improved.
e Primary Care Navigators (PCNs) employed by Age UK
¢ Public Health initiatives to keep older people active mentally and physically

Areas for further development.

e Development of care home market for people with dementia and challenging
behaviours.
e Extending integrated care to a wider population group.

e Connect between strategic and operational levels to work effectively.

e Greater integration between intermediate care services.

¢ Evidencing the delivery of outcomes for residents.

e Improving the patient pathway from admission to discharge.

¢ Using pooled budgets to improve the care experience of residents/patients with
health and social care needs.

¢ Expanding the use of trusted assessors.

e Increasing awareness of Public Health wellbeing initiatives.

¢ Reviewing inter-organisational duplication.

e Pursing joint commissioning opportunities.

¢ |mproving the standard of care amongst care agencies.

e Improving electronic sharing of resident/patient information across health and
care organisation.

6. The evaluation matrix and suggestions from partners at the evaluation meeting for improving
the effectiveness of individual schemes are set out in Appendix 3. These have been reflected
in the proposals for the 2016/17 BCF plan contained within a separate report for the Board's
consideration.

NHS Digital Roadmap

7. The December Board report was informed that NHSE required all CCGs to develop local
digital roadmaps by April 2016 to detail how they will achieve the ambition of being paper-free at
the point of care by 2020. The submission date for this has now been postponed to June. The
intention is that the roadmap will reflect links with the Council's digital strategy to show how

Health and Wellbeing Board report
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Appendix A
technology will assist in supporting the health and wellbeing of residents and the Board is asked
to approve the draft being brought to its June meeting for consideration.

Financial Implications

8. The BCF monitoring report attached as Appendix 1 includes the financial position on each
scheme within the BCF for 2015/16. This shows a forecast pressure of £553k against the
pooled budget of £17,991k.

9. There is currently a pressure against both the Council and CCG's shares of the pooled funds
which relates to the supply of equipment and adaptations to residents. This is a reflection that
more people with complex needs are being supported in the community in line with agreed
priorities. Both partners are working together to implement improvements that will enable the
existing equipment budget to go further and potentially reduce the pressure.

10. There is also a pressure on the Care Act new burdens budget from the cost of providing
support and care to Carers as a new responsibility following the implementation of the Act. The
Council holds a contingency provision to fund pressures relating to the implementation of the
Care Act responsibilities.

11. The Council has switched the funding source of Telecare equipment expenditure (£280k
forecast in 2015/16) from revenue to capital to utilise the annual Social Care Capital Grant to
fund this expenditure in future. This has reduced the forecast pressure by £280k from month 6.

12. Any overspends identified against existing schemes will be addressed by the Council and
CCG respectively through their budget monitoring processes.

EFFECT ON RESIDENTS, SERVICE USERS & COMMUNITIES

What will be the effect of the recommendations?

13. The monitoring of the BCF will ensure effective governance of delivery via the Health and
Wellbeing Board.

Consultation Carried Out or Required
14. The 2015/16 BCF Plan was developed with key stakeholders in the health and social care
sector and through engagement with residents. HCCG, Hillingdon Hospital and CNWL have

been consulted in the drafting of this report.

15. Stakeholders were involved in an evaluation of the 2015/16 plan and this is addressed
within the body of this report. Please see paragraphs 4 to 6 above.

Policy Overview Committee comments

16. None at this stage.

CORPORATE IMPLICATIONS

Corporate Finance Comments

Health and Wellbeing Board report
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Appendix A
17. Corporate Finance has reviewed this report and the financial implications outlined above,
noting that the budget pressure outlined within this report is reflected within the financial position
reported to Cabinet on a monthly basis.

Hillingdon Council Legal Comments

18. As is indicated in the body of the report, the statutory framework for Hillingdon's Better Care
Fund is Section 75 of the National Health Service Act, 2006. This allows for the Fund to be put
into a pooled budget and for joint governance arrangements between the Governing Body of
Hillingdon's HCCG and the Council. A condition of accessing the money in the Fund is that the
HCCG and the Council must jointly agree a plan for how the money will be spent. This report
provides the Board with progress in relation to the plan.

BACKGROUND PAPERS

NIL.

Health and Wellbeing Board report
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Appendix 1
BCF Monitoring Report

Programme: Hillingdon Better Care Fund

Date: April 2016 Period covered: Oct - Dec 2015 - Month 9

Core Group Sponsors: Ceri Jacob /Tony Zaman /Paul Whaymand/Jonathan Tymms/ Kevin Byrne

Finance Leads: Paul Whaymand/Jonathan Tymms

Key: RAG Rating Definitions and Required Actions

Definitions Required Actions
The project is on target to succeed. No action required.
The timeline/cost/objectives are within
plan.
This project has a problem but remedial
action is being taken to resolve it OR a
potential problem has been identified and
no action may be taken at this time but it is
being carefully monitored.

Escalate to Core Officer Group, which will
determine whether exception report
AMBER required.

Scheme lead to attend Core Officer
Group.

The timeline and/or cost and/or objectives
are at risk. Cost may be an issue but can
be addressed within existing resources.
Remedial action has not been successful
OR is not available.

Escalate to Health and Wellbeing Board
and HCCG Governing Body.

The timeline and/or cost and/or objectives
are an issue.

Explanation with proposed mitigation to be
provided or recommendation for changes
to timeline or scope. Any decision about
resources to be referred to Cabinet/HCCG
Governing Body.

1. Summary and Overview Plan RAG Rating Amber
a) Finance Amber
b) Scheme Delivery Amber
¢) Impact | Green
A. Financials
Key components of Approved | Spend | Variance | Variance | Move- | Forecast | Forecast
BCF Pooled Fund Pooled at as at as at ment Outturn Variance
2015/16 Budget Month Month Month from
(Revenue Funding 9 9 6 Month
unless classified as 6
Capital )
£000's £000's | £000's £000's | £000's £000's £000's
HCCG Commissioned
Services funding
(including non elective
performance fund ) 10,032 | 7,686 139 81 58 10,262 230
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Care Act New Burdens

Funding 838 | 1,060 432 288 144 1,511 673
LBH - Protecting Social

Care Funding 4712 | 3,218 (315) (66) (250) 4,362 (350)
LBH - Protecting Social

Care Capital Funding 2,349 | 1,745 (17) (188) 171 2,349 0
BCF Programme

management 60 45 0 0 0 60 0
Overall BCF Total

funding 17,991 | 13,755 239 115 124 18,544 553

B. Plan Delivery Headlines

1. 1 This report includes the financial position on each scheme within the BCF for 2015/16. This
shows a forecast pressure of £553k against the pooled budget of £17,991k a reduction of £403k
in the forecast pressure since month 6. This partly arises from the Council having switched the
funding source of Telecare equipment expenditure (£280k forecast in 2015/16) from revenue to
capital to utilise the annual Social Care Capital Grant to fund this expenditure in future.

1.2 There is also a pressure of £673k on the Care Act new burdens budget from the cost of
providing support and care to Carers as a new responsibility following the implementation of the
Act. This pressure has reduced by £110k since Month 6 due to a revised forecast of the cost of
the support to carers. The council hold a contingency provision to fund pressures relating to
the implementation of the Care Act responsibilities.

1.3 There is currently a pressure of £233k against both the Council and CCG's shares of the
pooled funds which relates to the supply of equipment and adaptations to residents. This is a
reflection that more people with complex needs are being supported in the community in line
with agreed priorities. Both partners are working together to implement improvements that will
maximise value from existing spend whilst mitigating the effects of demographic change,
including increased complexity of need.

1.4 There were 2,560 emergency (also known as non-elective) admissions in Q3 against a
ceiling of 2,717 for the quarter, which supports the trend from Q2 and suggests that admissions
prevention initiatives are having a positive effect.

1.5 During Q3 2015/16 there were 193 falls-related emergency admissions, compared to 222
during the same period in 2014/15. The trajectory for 2015/16 suggests that the ceiling of 761
may be slightly exceeded.

1.6 There are two delayed transfers of care (DTOC) indicators formally reported to NHS

England:

a. The number of delayed days between when a patient is identified as medically fit for
discharge and them actually leaving hospital; and

b. Delayed transfers of care from hospital (delayed days) per 100k people aged 18 +. ltis this
measure that enables NHSE to benchmark each area. This is calculated by dividing the
number of actual delayed days by the total population aged 18 and over.
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1.7 There were 1,369 delayed days during Q3 against a ceiling of 1,058. However, the total
performance for Q1 to Q3 was 2,909 delayed days against a ceiling of 3,376. As the overall
ceiling for 2015/16 is 4,790 delayed days this suggests that performance is following the desired
trajectory. The projected outturn for the delayed transfers of care from hospital (delayed days)
per 100k people aged 18 + indicator is 475.74 against a ceiling of 616.7.

C. Outcomes for Residents: Performance Metrics

1.8 This section comments on the information summarised in the Better Care Fund Dashboard
(Appendix 2).

1.9 Emergency admissions target (known as non-elective admissions) - There were 2,560
emergency admissions in Q3 against a ceiling of 2,717 for the quarter, which suggests that
admission prevention initiatives are having a positive impact. The final outturn for 2015/16 will
be dependent on the severity of the winter in Q4.

1.10 Delayed transfers of care (DTOCS) - A delayed transfer of care occurs when a patient is
ready for transfer from a hospital bed, but is still occupying such a bed. A patient is ready for
transfer when:
a) A clinical decision has been made that the patient is ready for transfer; AND
b) A multi-disciplinary team decision has been made that the patient is ready for transfer;
AND
c) The patient is safe to discharge/transfer.

1.11 There were 1,369 delayed days during Q3 against a ceiling of 1,058. However, the total
performance for Q1 to Q3 was 2,909 delayed days against a ceiling of 3,376. The following
table provides a breakdown of the delayed days during Q3.

Delay Source Acute Non-acute Total
(CNWL)
NHS 268 405 673
Social Care 261 318 579
Both NHS & 0 117 117
Social Care
Total 529 840 1,369

1.12 61% (840) of the delayed days concerned people with mental health needs and of these
71% (599) arose due to difficulties in securing suitable placements, which includes beds in
secure rehabilitation units and care home settings for people with challenging behaviours.
Three of the CNWL patients who were delayed in Q3 were aged 65 and over. Nearly 70%
(369) of the 529 delayed days in an acute setting were as a result of difficulties in securing
appropriate placements. This is again related to difficulties in securing providers prepared to
accept people with challenging behaviours and there is work underway across partners to
support existing local providers to accept people with more challenging needs and to build
resilience and capacity within the market to enable it to respond to Hillingdon's ageing
population.
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1.13 'Acute’ in the table above includes Hillingdon Hospital, London North West Hospitals
(Northwick Park and Ealing Hospitals), Imperial College Hospital, Chelsea and Westminster and
the Royal Brompton and Harefield. These are trusts that provide acute care, which is defined in
Schedule 3 of the 2014 Care Act as being 'intensive medical treatment provided by or under the
supervision of a consultant that lasts for a limited period, after which the person receiving the
treatment no longer benefits from it'. Mental health is specifically excluded from the definition of
‘acute care' for the purposes of the discharge from hospital provisions of the Care Act and its
supporting regulations. The formal assessment and discharge notice process under the 2014
Act only applies to discharges from acute care. This process was formerly known as 'section
2s' and '5s' under the Community Care (Delayed Discharge) Act, 2003. The following table
shows a breakdown of the delayed days by NHS trust.

Trust Number of Delayed Days

(Q3)

Hillingdon Hospitals 294

North West London 169

(Northwick Park and Ealing)

Imperial College, London 29

Royal Brompton and Harefield 24

Chelsea and Westminster 13

TOTAL 529

1.14 Care home admission target - Period 1% April to 31%' December 2015 there were 109
permanent placements against a target for 2015/16 of 150. There were 25 new permanent
placements during Q3. A straight-line projection based on year-to-date (April to December
2015) information suggests that there will be 145 permanent placements, which indicates that
the target is on track.

1.15 It should be noted that the new permanent admissions figure in paragraph 1.8 above is a
gross figure that does not reflect the fact that there were 137 people who were in permanent
care home placements also left during the period 1% April to 31%' December 2015. As a result, at
the end of Q3 there were 428 older people permanently living in care homes (206 in residential
care and 222 in nursing care). This figure also includes people who reached their sixty-fifth
birthday in Q3 and were, therefore, counted as older people.

1.16 Percentage of people aged 65 and over still at home 91 days after discharge from
hospital to reablement - The target for 2015/16 is 95.4% and the outturn for 2014/15 was 85%.
The actual sample period that is used nationally for benchmarking purposes is Q3, which
means that the actual performance data will not be able until early Q1 2016/17. However,
officers monitor progress during the year and the year to date position at the end of Q3 was
93.3%. If replicated during Q4 then the performance would not achieve the target but would be
an improvement on the previous year. The level of frailty of some of the people being
supported by the Reablement Team and the volumes of people being supported has a
significant influence on the extent to which this result can be improved.
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2. Scheme Delivery

Scheme 1: Early identification of people susceptible to

falls, dementia and/or social isolation.

Scheme RAG Rating

a) Finance

b) Scheme Delivery

Scheme 1 Approved | Spend | Variance | Variance | Movement | Forecast | Forecast
Funding Budget at as at as at from Outturn Variance
Month 9 | Month 9 | Month 6 Month 6
£000's £000's £000's £000's £000's £000's £000's
HCCG
Commissioned
Services funding
(including non
elective
performance
fund) 180 135 0 0 0 180 0
Total Scheme 1 180 135 0 0 0 180 0

Scheme Financials

2.1 Current spend is in line with CCG profiled budget which relates to value contracts (Age UK's
Falls Prevention Service and GP networks) that are evenly phased (divided equally over 12

months).

Scheme Delivery

2.2 The mobilisation for the H4All Health and Wellbeing Gateway pilot started following funding
approval by the CCG. The service is due to become operational borough-wide from April 2016.

2.3 A new fracture liaison nurse based at Hillingdon Hospital started in December. This post
will support people who have attended hospital for the first time with low level fractures, e.g.
people who may have fallen from standing height or less, and may be living with osteoporosis

(bone thinning).

Scheme 2: Better care at the end of life

Scheme RAG Rating

a) Finance

b) Scheme Delivery

Amber
Amber

Scheme 2: Better care at the end of life
Scheme 2 Funding | Approved | Spend | Variance | Variance | Move- Forecast | Forecast
Budget at as at as at ment Outturn | Variance
Month | Month 9 Month 6 from
9 Month 6
£000's £000's £000's £000's £000's £000's £000's
HCCG
Commissioned
Services funding
(including non-
elective performance
fund) 100 75 0 0 0 100 0
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[ Total Scheme2 | 100 | 76 | 0] 0] 0] 100 0]

Scheme Financials

2.4 Current spend is in line with HCCG profiled budget, which relates to a value contract that is
evenly phased (divided equally over 12 months).

Scheme Delivery

2.5 A market testing exercise for the end of life services funded by the CCG, e.g. palliative
beds, night sitting, etc, took place and showed that there was limited provider interest in
delivering these services. The available options are currently under consideration with the
objective of reducing fragmentation and improving the experience of care for people at end of
life to support the concept of a 'good death'. Proposals for improving end of life care are
included within the draft 2016/17 BCF plan which is subject to Board approval.

Scheme Risks/Issues

2.6 This scheme has been identified as amber because there have been some delays in
delivering some tasks within the action plan, e.g. agreeing the end of life pathway and
identification of the key issues for carers of people at end of life. These matters will be
addressed during Q4.

Scheme 3: Rapid response and joined up intermediate Scheme RAG Rating Amber
care. a) Finance Amber
b) Scheme Delivery | Green |
Scheme 3 Approved Spend | Variance | Variance | Move- Forecast Forecast
Funding Budget at Month as at as at ment Outturn Variance
9 Month 9 | Month 6 from
Month 6
£000's £000's £000's £000's £000's £000's £000's

HCCG

Commissioned
Services funding
(including non
elective

performance
fund) 4,099 3,136 39 25 14 4151 52

LBH - Protecting
Social Care
funding 686.0 496 (18) (11) (7) 607 11

Total Scheme 3 4,785 3,632 21 14 7 4,848 63

Scheme Financials

2.6 The Council's share of the funding of this scheme relates mainly to the cost of placements in
particular bed based intermediate care and Hospital Social Workers. The current forecast is an
overspend of £11k against intermediate care of £3k and Hospital Social Workers forecast
overspend of £8k.
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2.7 The HHCCG spend is showing an increase cost of pressure relieving mattresses partly due
to transition costs to a new supplier and increased demand for mattresses.

Scheme Delivery

2.8 During Q3 the Reablement Team received 332 referrals and of these 95 were from the
community; the remainder were from hospitals, primarily Hillingdon Hospital. The community
referrals represented potential hospital attendances and admissions that were consequently
avoided. During this period, 151 people were discharged from Reablement with no on-going
social care needs.

2.9 In Q3 the Rapid Response Team received 918 referrals, 56% (513) of which came from
Hillingdon Hospital, 18% (169) from GPs, 11% (105) from community services such as District
Nursing and the remaining 15% (131) came from a combination of the London Ambulance
Service (LAS), care homes and self-referrals. Of the 513 referrals received from Hillingdon
Hospital, 432 (84%) were discharged with Rapid Response input, 14.5% following assessment
were not medically cleared for discharge and 8 (1.5%) were either out of area or inappropriate
referrals. All 405 people referred from the community source received input from the Rapid
Response Team.

2.10 The HomeSafe service providing early supported discharge for residents aged 65 years
and over from Hillingdon Hospital has been further developed during 2015/16 with the full
service being provided from the specialty wards as well as the Acute Medical Unit (AMU) and
the capacity of the community based services correspondingly increased. The service is on
track to deliver the targeted increase in the average number of patients being discharged per
day from 5.5 to 7.5 by the end of March 2016.

Scheme Risks/Issues

2.11 This scheme is RAG rated amber because of the social care and CCG overspends.

Scheme 4: Seven day working. Scheme RAG Rating
a) Finance
b) Scheme Delivery

Scheme 4 Approved | Spend | Variance | Variance | Movement Forecast Forecast
Funding Budget at as at as at from Outturn Variance
Month Month Month Month
9 9 6 6
£000's £000's | £000's £000's £000's £000's £000's

LBH - Protecting

Social Care

funding 753 547 (18) (11) (7) 746 (8)
Total Scheme 4 753 547 (18) (11) (7) 746 (8)

Scheme Financials

2.12 This budget is split between Reablement (£653.6k) and Mental Health Teams (£100k).
Currently Reablement is forecasting an underspend of £9k and the Mental Health Team is
forecasting a pressure of £2k, unchanged since month 6.
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Scheme Delivery

2.13 Appendix 4 shows the comparison in discharge activity at Hillingdon Hospital in Q1 - 3
2014/15 and 2015/16. This shows similar discharge patterns for people who have been
admitted for planned (also known as elective) procedures and unplanned (or non-elective)
procedures in both years, e.g. an uneven distribution across the week. Actions that have taken
place in Q3 that will help to address this include:

Consultant cover being available over the weekend, 8 hours on a Saturday and 8 hours on a
Sunday.

The Hawthorn Intermediate Care Unit being able to admit people seven days a week,
including people with mild dementia.

The CCG increased funding to CNWL's Tissue Viability Service to support the provision of
Vacuum-assisted closure (VAC), which is a specialist therapy for the management of large,
complex wounds, as well as chronic wounds that have failed to heal by conventional
methods. This therapy was previously available to prevent admission and not to aid
discharge and this anomaly has now been addressed. The numbers involved are small but
the absence of appropriate treatment in the community can lead to long lengths of stay in
hospital.

The CCG also increased the capacity of CNWL's Ambulatory Wound Clinic to ensure that
people with non-post operative wounds who are able to walk have to wait no longer than a
week to receive appropriate wound care. At the end of Q3 there were no people on the
waiting list for this service.

Scheme Risks/Issues

2.14 Options to support social care staff being permanently based on the Hillingdon Hospital
site are still being investigated. The feasibility of any of these options should be clear by the

end of Q4.
Scheme 5: Review and realignment of community Scheme RAG Rating Amber
services to emerging GP networks a) Finance Amber
b) Scheme Delivery
Scheme 5 Approved | Spend | Variance | Variance | Move- Forecast Forecast
Funding Budget at as at as at ment Outturn Variation
Month | Month 9 Month 6 from
9 Month
6
£000's £000's £000's £000's £000's £000's £000's
HCCG
Commissioned
Services funding
(including non
elective
performance fund) 5,605 | 4,304 100 56 44 5,783 178
LBH - Protecting
Social Care
funding 3272 | 2175 (279) (43) (236) 2,918 (353)
Total Scheme 5 8,877 | 6,479 (179) 13 (191) 8,701 (175)
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Scheme Financials

2.15 This scheme also includes the expenditure on HCCG's full community equipment budget
and £125k of the Council's share of the spend. The balance of the Council's community
equipment budget (£486Kk) is currently held outside of the BCF section 75. As at M9 the current
forecast expenditure for community equipment is showing a combined pressure of £233k
between the organisations.

2.16 The key LBH variance for the scheme relates to a forecast underspend on the
TeleCareLine service of £378k an increase of £280k arising from the council switching the
funding source of Telecare equipment expenditure (£280k forecast in 2015/16) from revenue to
capital to utilise the annual Social Care Capital Grant to fund this expenditure going forward.

Scheme Delivery

2.17 Support continued to be provided to the three GP networks in the south of the borough to
ensure that the maximum benefit can be achieved from the use of the MDT process.

2.18 In Q3 26 people aged 60 and over were assisted to stay in their own homes through the
provision of disabled facilities grants (DFGs), which represented 56% of the grants

provided. 80% (20) of the people receiving DFGs were owner occupiers, 18% (5) were housing
association tenants, 2% (1) was private tenants. The total DFG spend on older people during
Q3 was £290k, which represented 58% of the total spend (£495k) in Q3.

Scheme Risks/Issues

2.19 This scheme is identified as amber because of the identified overspend against community

Scheme 6: Care home initiative Scheme RAG Rating
a) Finance

b) Scheme Delivery

equipment and the TeleCareline underspend.

Scheme 6 Funding | Approved | Spend | Variance | Variance | Move- | Forecast Forecast
Budget at as at as at ment Outturn variance
Month Month Month from
9 9 6 Month 6
£000's £000's | £000's £000's £000's £000's £000's
HCCG
Commissioned
Services funding
(including non
elective performance
fund) 48 36 0 0 0 48 0
Total Scheme 6 48 36 0 0 0 48 0

Scheme Financials

2.20 HCCG expenditure is in line with planned activity.
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2.21 The work within the scope of this scheme has been completed and the task and finish
group dissolved. Proposals for future support and development of the care home market in
Hillingdon are contained within a separate report on the draft 2016/17 BCF plan for the Board's

consideration.

Scheme 7: Care Act implementation

Scheme RAG Rating

Amber

a) Finance

b) Scheme Delivery

Amber

Scheme 7 Approved | Spend Variance | Variance Move- Forecast Forecast
Funding Budget at as at as at ment Outturn Variation
Month Month Month from

9 9 6 Month 6
£000's £000's £000's £000's £000's £000's £000
Care Act New
Burdens Funding 838 1,060 432 288 144 1,511 673
Total Scheme 7 838 1,060 432 288 144 1,511 673

Scheme Financials

2.22 The current estimated increase in expenditure on delivering the responsibilities under the
Care Act is £1,511k, a pressure of £673k. This is a reduction from period 6 as a result of review
of the volume of the forecast number of carers' assessments leading to a reduction of £110k for
the cost of undertaking the assessments. The financial pressure on this budget arising from the
additional demands is fully covered by other Council contingency funds and does not pose any
risk to the financial position of the BCF. The table below gives a breakdown of forecast spend

for 2016/17.

Care Act Forecast Cost Pressures

£000's
Social Care & Carers Assessments 152
Respite Care 384
Carers Services 209
Safeguarding Board 260
Increased clients requiring financial
assessments & Contact Centre 82
ICT, Care Market Management & Staff
Training 112
Project Management for the implementation
of Care Act responsibilities 312
Total 1,511

Scheme Delivery

2.23 As at 31st December 2015, Connect to Support Hillingdon had 186 private and voluntary
sector organisations registered on the site offering a wide range of products, services and
support. A range of activity to engage more local providers and voluntary organisations in the

site will commence in February 2016.
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2.24 From 1 April (launch) to 31st December 2015, over 5,000 individuals have accessed
Connect to Support and completed 7,900 sessions reviewing the information & advice pages
and/or details of available services and support. The online social care self- assessment went
live on 1st July 2015 and in period to 31st December 2015 51 online assessments have been
completed and 35 were by people completing it for themselves and 16 by carers or
professionals completing on behalf of another person. 13 self-assessments have been
submitted to the Council to progress and the remainder have been sent to residents at their
request in order for them to decide in their own time how they wish to proceed. The carers'
online assessment will be launched in conjunction with the Council's Carer Awareness
Campaign in early February 2016.

2.25 Between 1% April and 31! December 2015 343 carers' assessments were completed. On a
straight line projection, this would suggest a total of 457 assessments for 2015/16, which would

be 130 (40%) more than in 2014/15. 133 carers received respite or other carer services in
2014/15 at a net cost of £1.5m. 247 carers have been provided with respite or other carer
services in the period between 1% April and 31% December 2015 at a total cost of £894k. The

forecast for 2015/16 is £1.174k.

Scheme Risks/Issues

2.26 This scheme is RAG rated as amber because of the overspend.

Financial Costs not in schemes

Approved | Spend | Variance | Variance Move- Forecast | Forecast
Budget at as at as at ment Outturn | Variation
Month Month Month from
9 9 6 Month 6

£000's £000's | £000's £000's £000's £000's £000's
Disabled Facilities
Grant (Capital) 1,769.0 | 1,481 154 100 54 1,769 0
Social Care Grant
(Capital) 580.0 56 (379) (288) (91) 580 580
BCF Programme
Management 60.0 45 0 0 0 60 0
Total 2,409.0 | 1,582 (224) (187) (37) 2,409 0

2.27 There is currently an overspend in M9 for the DFG, although for the year this is forecast to
be on target. The spend at M9 for the Social Care Capital Grant reflects the switch in funding
source for the Telecare equipment referred to in scheme 5 above.
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3. Key Risks or Issues

Joined-up IT Systems

3.1 Digital roadmap - The December Board report was informed that NHSE required all CCGs
to develop local digital roadmaps by April 2016 to detail how they will achieve the ambition of
being paper-free at the point of care by 2020. The deadline for delivering this has now been
postponed to June 2016 and it is proposed to bring the draft roadmap to the June Board for
consideration.
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Appendix 3
2015/16 Better Care Fund Plan Evaluation
A. BCF Evaluation Matrix
1. 2. 3. 4. 5. Has buy-in 6. 7.
Is Represents | Enables Evidently from all Reflects a | Promotes Total
working value for new supports stakeholders truly shift Individual
as money in | models of people and whole towards Scheme
planned the long health effectively, workforce: system | prevention/ Scores
Scheme and term and improving Frontline approach | early help
delivering social patient/servic staff and and
on care. e user political, community
outcomes satisfaction clinical, support/sel
managerial f-help
leaders
1. Early identification of
people susceptible to falls,
dementia and/or social
isolation 5 10 8 5 5 5 5 43
2. Better care at end of life 5 10 10 3 4 4 3 39
3. Rapid Response and
integrated intermediate
care 6 10 10 7 5 6 6 50
4. Seven day working 6 5 6 5 3 4 5 34
5. Alignment of community
services with emerging GP
networks 5 4 4 4 5 4 4 30
6. Care home initiative 5 8 3 5 8 5 4 38
7. Care Act implementation 8 10 5 5 7 5 6 46

On a scale of 1 — 10 where 1 is “not at all” and 10 is “to a great extent”. Maximum score for each scheme would be 70.
Scores identified reflected limited scope of the 2015/16 plan.
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B. Scheme Specific Identified Gaps/Suggestions

Scheme 1: Early identification

e Recognition that ongoing situations increase risk, e.g.poor housing, cognitive impairment, loneliness.

e More and early identification of falls/dementia isolation risks

e Recognition that some events increase the risk of i.e. loss of partner or stroke. Importance of response of referral process - how?/who?/ clear
pathways

Scheme 2: End of life

e Renewal of end of life strategy and development of the end of life pathway

e Ensure commonality of training & support for staff across health & social care

e Avoiding of crisis - human impact / impact on service

e Pooled budgets so no push / pull between health & social care provision

¢ Risk stratification for end of life

e Establish a single Do Not Attempt Cardiac Pulmonary Resuscitation (DNACPR) form and process
e Ensuring early discussion of EoL Care Pathways

Scheme 3: Rapid response and Joined up intermediate care

¢ Remove duplication through service integration

e Establish a health and social care single point of access

e Remove silos and barriers e.g. establish joint commissioning arrangements and common/mutual KPI's

Scheme 4: Seven day working
* Increase engagement of mental health, voluntary sector and primary health
e Be more explicit pathways for patients returning home from hospital or being discharged to new care settings.

Health and Wellbeing Board report
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Scheme 6: Care home initiative

e Develop the local care home market to ensure it is suitable to meet current and future demand, e.g. people with dementia and challenging
behaviours and younger adults with dementias.

e Support care homes to encourage them to admit people with higher levels of need, e.g. challenging behaviours

e Provide support to extra care and other supported living schemes to keep people out of secondary care and reduce pressure on primary care

e Develop geriatrician support for care homes and extra care schemes.

Scheme 7: Care Act implementation

e Proactively seek out people who are caring for their partners for carers' assessments, e.g. frail older wives/husbands/important others
¢ Involve carers more with care needs in hospital

¢ |nclude young carers within the scheme.

Health and Wellbeing Board report
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Hillingdon Hospital Discharges Day by Day (April - December 2014/15 and 2015/16)

Appendix A

Appendix 4

4000

3000

2000 A

1000 -
0 ;
Monday Tuesday Wednesday Thursday Friday Saturday Sunday
m2014/2015 2484 2878 2581 2664 2833 1042 637
m2015/2016 2444 2526 2552 2593 2799 1429 544
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2016/17 BETTER CARE FUND PLAN

Relevant Board
Member(s)

Councillor Ray Puddifoot MBE
Councillor Philip Corthorne

| Organisation

| | London Borough of Hillingdon

Report author

Kevin Byrne, Administration Directorate
Tony Zaman, Adults and Children and Young People's Services
Directorate

Papers with report

Appendix 1 - 2015/16 and 2016/17 BCF Plan Comparison
Summary.

Appendix 2 - Supporting Narrative Document.

Appendix 3 - Detailed Scheme Descriptions.

Appendix 4 - Sample provider commentary templates.
Appendix 5 - Planning Template

Appendix 6 - Health Impact Assessment.

Appendix 7 - Equality Impact Assessment (inc. Carers).

HEADLINE INFORMATION

Summary

This report sets out the proposals for the 2016/17 Better Care
Fund plan and seeks the Board's approval. The Better Care Fund
is a Government initiative intended to improve efficiency and
effectiveness in the provision of health and care through
increasing integration between health and social care. The focus
of Hillingdon's Better Care Fund plan is improving care outcomes
for older people.

Contribution to plans
and strategies

The Better Care Fund is a key part of Hillingdon’s Joint Health and
Wellbeing Strategy and meets certain requirements of the Health
and Social Care Act 2012.

Financial Cost

The proposed total amount for the BCF for 2016/17 is £22,531Kk,
made up of Council contribution of £4,629k and CCG contribution
of £17,902k.

| Ward(s) affected | A

RECOMMENDATIONS

That the Health and Wellbeing Board:

1. approves the 2016/17 Better Care Fund plan in principle for submission to the London
Regional Assurance Team on 25 April 2016 as described in this report or with any
amendments that it requires;

Health and Wellbeing Board report
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2. delegates authority to make any further minor amendments prior to submission, e.g., to
reflect feedback from the London Regional Assurance Team and/or Policy Overview and
Scrutiny Committees, to the Corporate Director of Adults and Children and Young
People's Services, LBH and the Chief Operating Officer, HCCG, with final sign-off by the
Chairman of the Board and the Chairman of HCCG's Governing Body; and

3. notes the content of the Health and Equality Impact Assessments (Appendices 6 and 7).

INFORMATION

Strategic Context

1. The Autumn Statement on 25 November 2015 made it clear that the BCF would continue to

be the vehicle for delivering integration between health and social care during the 2015 - 2020

Parliament. It was stated that each HWB area would be required to develop a plan for 2016/17
and then a longer-term plan to achieve 'full' integration by 2020. It is understood that guidance
as to the definition of 'full' integration is expected to be published by the end of Q1 2016/17 and
that the plan to get to 2020 will need to be agreed by the end of 2016/17.

2. The Autumn Statement also included an announcement about a requirement that every
health and care system work together to produce a Sustainability and Transformation Plan
(STP) covering the period October 2016 to March 2021. The purpose of this plan is to
demonstrate how improved health and wellbeing, transformed quality of care delivery and
sustainable finances across the health and care system will be delivered. The Better Care Fund
(BCF) is seen as a mechanism for delivering on themes within the STP. The schemes in the
proposed 2016/17 BCF plan are aligned to the emerging themes within the STP. The STP has
to be submitted in June 2016.

3. For the 2015/16 BCF plan, both the Council and the CCG agreed to the minimum permitted
value of £17,991k for the 2015/16 plan, which to minimise risk to both organisations for what
was then a new initiative. The minimum required contribution for 2016/17 is £20,015k, an
increase of 9.1%. If the Board approves the recommendations in this report the total value of
the 2016/17 plan will be £22,531k, which would reflect an incremental progression towards
integration between health and social care described in this report.

2016/17 BCF Plan Proposals

4. The 2016/17 BCF plan builds on the work undertaken as part of the 2015/16 plan. An
assessment of the performance of the 2015/16 plan is considered in the 2015/16 BCF plan Q3
performance report, which is a separate item on the Board's agenda.

5. The proposals for 2016/17 include some logical extensions of activity undertaken in 2015/16
whilst simultaneously maintaining the cautious and incremental approach to integrated working
and the pooling of budgets that minimises the risk to both the Council and HCCG. The
proposals include:

e Extending existing schemes where benefits could be achieved for other adult client groups,
e.g., development and management of the supported living market that will include all adults
and extending the scheme on supporting Carers to all unpaid Carers;

¢ Adding funds to the pooled budget where this will have demonstrable benefits for
residents/patients, e.g., specialist palliative personal care service for people at end of life;

e Extending scope of the plan to include new types of activities, e.g., dementia;

Health and Wellbeing Board report
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Accelerating benefits through a greater ambition to integrate services across health and
social care, building on progress made in 15/16, e.g., intermediate care; and

Correcting anomalies from the 2015/16 plan, e.g., bringing the Council's budget for the
community equipment contract into the pooled budget with that of the CCG so that the whole

budget is under the same governance structure.

. The intended outcomes of the 2016/17 plan include:

A stable, cost effective care market that meets local needs.

A better resident/patient experience of care.

Reducing the number of emergency hospital attendances and admissions.

Reducing the hospital readmission rate.

Reducing the number of permanent admissions to care homes.

Reducing the demand for on-going care.

. Appendix 1 provides a summary comparison between the 2015/16 plan and the proposed
2016/17 plan. Table 1 below shows the proposed schemes for 2016/17. The detailed scheme
descriptions can be found in Appendix 3.

Table 1: Proposed BCF Schemes 2016/17

Scheme Scheme Title
1 Early identification of people with susceptibility to falls, dementia, stroke and/or social
isolation.
2 Better care for people at end of life
3 Rapid Response and Integrated Intermediate Care
4 Seven day working
5 Integrated community-based care and support
6 Care home and supported living market development
7 Supporting Carers
8 Living well with dementia

National Conditions

8. The national conditions from 2015/16 have been rolled forward and two new conditions have
been added. Table 2 below summarises the national conditions and the local response.

Table 2: Summary of National Conditions and Local Response

Rolled Forward Conditions

1.

There must be a jointly agreed plan approved by the
HWB.

Dependent on the Board's
decision.

2. | One or more pooled budgets must be established under | Cabinet and HCCG Governing
section 75 of the NHS Act 2006. Body will be asked to approve a
revised s.75 agreement in May.
3. | The provision of social care services must be HCCG contribution includes
maintained. 2015/16 protecting social care
and Care Act new burdens
allocation with uplift.
4. | An agreement for the delivery of 7-day services across | There is a dedicated 7-day
health and social care must be in place. working scheme that includes
actions to deliver this
requirement. See Appendix 3.
5. | There should be better data sharing arrangements Data sharing arrangements are

between health and social care.

in place and work in progress for

Health and Wellbeing Board report
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Table 2: Summary of National Conditions and Local Response

Rolled Forward Conditions

further development.

6. | There should be a joint approach to assessments. Most aspects of this condition are
in place and dialogue is in
progress about joint funding of
care packages for older people.

7. | Agreement on consequential impact of changes within Providers, e.g. Metrohealth GP

the plan on providers. network, Hillingdon Hospital, CNWL
and H4AIl will be asked to complete
summary statements for final

submission.
New Conditions
8. | Agreement to invest in NHS commissioned out-of- Already being met by the CCG
hospital services and investment increasing in
2016/17 by £1.9m.
9. | Agreement on local action plan to reduce delayed Actions addressed in schemes
transfers of care (DTOC). shown in Appendix 3. A separate

DTOC action plan will support the
final submission.

Risk Share Arrangements

9. The Council and CCG agreed that for the 2015/16 BCF plan both organisations would
manage their own risks. It is proposed that a similar approach is taken during 2016/17 except
for two specific service areas and these are:

e Community equipment - It is proposed that the risks associated with under or over-
performance would be shared proportionate to the financial contribution of each
organisation; and

e Specialist palliative personal care service - It is proposed that the risks associated with
under or over-performance should be shared on a 70:30 (CCG:LBH) split and with any
under-performance would be shared proportionate to the financial contribution of each
organisation.

10. The detail of these arrangements will be reflected in the section 75 agreement that Cabinet
and HCCG's Governing Body will be asked to consider in June 2016.

11. During Q1 2016/17, it is proposed that the Council and CCG develop a risk share
agreement that can then operated in shadow form for the remainder of 2016/17. The
experience of the shadow period will help to inform the shape of any risk share arrangements to
be included within the 2017/18 to 2019/20 plan.

12. The national BCF guidance encourages areas to develop risk share arrangements in
respect of delayed transfers of care (DTOCs). This is not a requirement for Hillingdon as our
performance for this metric is comparatively good. However, any future risk share
arrangements could include other partners, such as Hillingdon Hospital and CNWL, in order to
ensure a collective approach to managing the costs associated with the hospital discharge
process and delayed transfers of care.

Health and Wellbeing Board report
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Measuring Success

13. The Board is asked to consider the following measures as key determinants of the success
of the 2016/17 BCF plan.

14. Progress towards a joint approach to a sustainable health and care system - It is
suggested to the Board that if agreement on the following areas is in place by the end of
2016/17 this would be a good indicator of success:

e The preferred integration option and procurement route for intermediate care services;
The preferred integration option and procurement route for end of life services;

The integrated brokerage and contracting model for care home placements;

The model of wrap-around services for care homes and supported living schemes;

An integrated approach to home care market development and management;

An integrated outcomes framework for older people;

An agreed understanding of the impact on health of the reduction by the Council in the use
of residential care; and

e The risk and benefits share arrangements following a shadow arrangement in 2016/17.

15. Performance against national metrics - There were four metrics that were mandated by
NHSE in 2015/16 and two locally determined, resident-focused measures. These six measures
have been rolled forward in 2016/17 and are summarised in Table 3 below. The results of
these metrics will be reportable to NHSE on a quarterly basis and will be reflected in the BCF
dashboard that will also be reported to the Board and the CCG's Governing Body on a quarterly
basis.

Table 3: National Reportable BCF Metrics 2015/16 and 2016/17

Metric Target/Ceiling Projected Outturn Proposed
2015/16 2015/16 Target/Ceiling
2016/17

1. 3.5% reduction in

emergency admissions
attributed to 65 + - 388 - 556 -663
population.

2. Reduction in

permanent admissions
to residential & nursing 150 145 150
homes (65 +).

3. Proportion of people
(65 +) still at home 91

days of discharge from 95.4% 92% 93.8%
hospital to reablement.

4. Delayed transfers of
care (delayed days) 18 +. 4,790 4,335 4117

5. Resident experience:
how easy or difficult to
access information and 73% 75% 75.5%
advice about support
services and benefits.

Health and Wellbeing Board report
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6. Social care-related

quality of life. 19 18.4 18.6

16. The Board is asked to note the following about the proposed targets for:

Reduction in emergency admissions - The proposed target reflects the contribution of the
2016/17 BCF plan to achieving the total emergency admissions reduction target in the
CCG's 2016/17 Operating Plan. The BCF contribution relates, as in 2015/16, to the
emergency admissions attributable to the 65 and over population;

Reduction in permanent admissions to care homes - The proposed target takes into
consideration demographic pressures arising from increased levels of frailty amongst the
older people population and the limited availability of suitable alternative care settings
until the delivery of two new extra care schemes in 2018;

Delayed transfers of care (DTOC) - The Board can see from Table 4 that Hillingdon's
DTOC performance for the period Q1 to Q3 2015/16 was significantly better than our
North West London partners and other boroughs in our benchmarking family, e.g. Barnet
and Croydon. However, improving our performance further is still necessary to minimise
the unnecessary length of stay in hospital for residents/patients with all the implications
that this has for loss of independence and pressures on the local health and care system.
The proposed 5% reduction on the projected outturn for 2015/16 (a reduction of 217
delayed days) is based on the recognition that delivering on some of the causes of
DTOCs will not be delivered until we are into 2016/17 and that therefore the impact of
this will not be felt until later in the year. A key example of a cause of DTOCs is
availability of local care home provision for people with challenging behaviours;

Resident experience - The actual 2014/15 outturn was 74.8% and the provisional
2015/16 outturn figure is suggesting 75%. A similar rate of growth is therefore proposed
for 2016/17 to give a target of 75.5%;

Social care-related quality of life - The proposal for 2016/17 is to maintain this level of
increase and set a target at 18.6, which recognises that the key area of performance that
impacts on this metric is addressing social isolation. This is an area where the H4All's
Health Wellbeing Service explained in more detail in scheme 1 (Appendix 3) has the
potential to have an impact, as is also the case with the resident experience metric. This
service is due to be operational in April 2016.

Table 4: Delayed Transfers of Care Performance Compared
Q1 - Q3 2015/16
Area Number of Delayed Days
Barnet 5,660
Brent 7,475
Croydon 4,305
Ealing 7,974
Hammersmith & Fulham 3,624
Harrow 4274
Hillingdon 2,909
Hounslow 5,433
Kensington & Chelsea 3,829
Westminster 3,228
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17. Performance against scheme specific metrics - The schemes detailed in Appendix 3
contain a further range of metrics that will not be reported to NHSE but will be reported to the
HWB and HCCG's Governing Body as part of the quarterly performance reports. These
additional metrics will give a broader understanding of the successful implementation of the plan
than the national metrics and will also be supported by specific testing of the service user
experience by services. The following are examples of the additional metrics that will be
reported:

e Utilisation rates for Connect to Support

e Number of falls-related emergency admissions

e Number of emergency admissions with a length of stay of between 0 and 2 days.

e Number of admissions a day avoided following a referral to Rapid Response by
Hillingdon Hospital's Emergency Department.
Average number of discharges supported home from Hillingdon Hospital wards by
Community HomeSafe per day
Number of referrals to Reablement per month.
% of Reablement Team service users where there is no request for long-term support.
Number of readmissions during a period of reablement.
% of hospital discharges taking place before midday.
Number of readmissions within 30 days.
Number of Disabled Facilities Grants provided and value.
Number of emergency admissions from care home.
Number of emergency admissions from supported living schemes.
Number of Carers' assessments completed.
Number of Carers receiving respite or another Carer's service following an assessment.

Governance

18. The delivery of the 2015/16 plan has been overseen by the Core Officer Group comprising
of the Council's Chief Finance Officer, the CCG's Deputy Chief Finance Officer, the Corporate
Director of Adults and Children and Young People's Services (a statutory member of the HWB),
the CCG's Chief Operating Officer and the Council's Head of Policy and Partnerships. This has
worked well in 2015/16 and it is not proposed to make any changes to the governance
arrangements in 2016/17.

BCF Plan Submission Timescales

19. The statutory BCF guidance was published on 23™ February with the following timescales
for submission:
e 2" March - Submission of planning template setting out 2016/17 plan development
progress and intended levels of contribution.
e 16" March - Feedback from regional assurance team on first planning template
submission
e 21 March - Submission of revised planning template and supporting narrative
document
o 11" April - Feedback from regional assurance team on second planning template
submission and supporting narrative document.
e 25" April - Final submission of planning template and narrative document signed off by
the Health and Wellbeing Boards and reflecting feedback.
e 13" May - Confirmation of final assurance rating for 2016/17 plan.
e 30" June - Deadline for section 75 agreements to be signed.
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20. The first submission template was published on 24 February for submission on 2 March.
This was submitted on behalf of the CCG reflecting the minimum contributions from both the
Council and the CCG. Delays in confirming the proposed financial contribution arrangements
for 2016/17 resulted in Hillingdon's second submission being delayed until April.

21. The final Hillingdon submission will comprise of the following documents:
e Supporting Narrative Document - Appendix 2
e Detailed Scheme Descriptions - Appendix 3
e Provider Commentaries - Appendix 4
e Revised Planning Template - Appendix 5 (Updated template yet to be published)

Approval and Assurance Process

22. A more streamlined approval and assurance process has been introduced for the 2016/17
plan as described below:
¢ Narrative plans and template details to be submitted for regional moderation and
recommendation to be made to NHSE. The London regional assurance team will
comprise of the NHSE Director of Commissioning Operations, a representative from the
London branch of the Association of Directors of Adult Social Services and a London
local authority chief executive.
¢ Plans will be evaluated on the basis of quality and risk to delivery.
e There are three possible judgements arising from the assurance process and these are:
'‘Approved', 'Approved with support', 'Not approved'.

Financial Implications

24. The minimum amount for the BCF for 2016/17 required by the Government for Hillingdon
has been published as £20,015k. The proposed total amount for the BCF for 2016/17 is
£22,531k, made up of Council contribution of £4,629k and CCG contribution of £17,902k. The
increased funding above the minimum for 2016/17 is £2,516k and includes additional
contributions from the Council of £1,172k and from CCG of £1,344k.

25. For 2016/17, the sum of resources identified within the BCF for Protecting Social Care
(including Care Act new burdens) is £10,566k, an increase from 2015/16 of £2,608k. The total
value of the NHS commissioned out of Hospital spend is set at £11,965k.

26. Table 5 below sets out each scheme showing funding by each partner.

Table 5: Financial Contribution to Schemes by Partner
Funder- | Funder - | gydget
HCCG LBH £000's
Scheme £000's £000's
Scheme 1: Early identification of people with susceptibility to
falls, dementia, stroke and/or social isolation. 390 657 1,047
Scheme 2: Better care for people at the end of their life. 106 50 156
Scheme 3. Rapid response and joined up intermediate care. 5,347 2,920 8,267
Scheme 4. Seven Day Working. 0 100 100
Scheme 5. Integrated Community-based Care and Support. 6,021 5,405 11,426
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Table 5: Financial Contribution to Schemes by Partner
Funder- | Funder - | Bydget
HCCG LBH £000's
Scheme £000's £000's
Scheme 6: Care Home and Supported Living Market
Development. 83 150 233
Scheme 7. Supporting Carers. 18 899 899
Scheme 8: Living well with Dementia. 305 305
Programme Management. 80 80
Total 11,965 10,566 22,531

27. Monthly budget monitoring of the BCF will continue to be jointly undertaken by the CCG and
Council with regular reports to HWBB on progress during the year.

EFFECT ON RESIDENTS, SERVICE USERS & COMMUNITIES

What will be the effect of the recommendation?

28. The recommendation will enable a Hillingdon BCF plan to be submitted in accordance with
national guidance. The BCF plan will contribute to the development of a sustainable health and
care system in Hillingdon that will support residents to regain or maintain their independence.

Consultation Carried Out or Required

29. Extensive consultation was undertaken as part o'f the development of the 2015/16 BCF
plan, for which most of the proposals in the 2016/17 are a logical extension. There has been
additional consultation with the Metrohealth GP network, Hillingdon Hospital, CNWL (community
health and community mental health), the voluntary sector (H4All) and private residential and
nursing care home providers through the Older People's Care Home Provider Forum.

Residents have been consulted on the proposals through the Disabled Tenants' and Residents'
Association and the Older People's Assembly.

30. A range of stakeholders across sectors and including Healthwatch have been involved in
updating the Health Impact Assessment and Equality Impact Assessment, which can be found
in Appendices 6 and 7.

31. A consultation programme as part of the development and delivery of the STP and the
supporting three-year BCF plan (2017/18 - 2019/20) is currently being devised.

Policy Overview Committee comments

32. None at this stage. External Services Scrutiny Committee will be asked to comment on the
proposed 2016/17 plan at a special meeting on 14 April 2016. Social Services, Housing and
Public Health Policy Overview Committee will also be asked to comment at its meeting on the
20 April 2016.
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CORPORATE IMPLICATIONS

Hillingdon Council Corporate Finance comments

33. Corporate Finance has reviewed this report, noting that the financial impact of the proposed
Better Care Fund plan is generally consistent with the Council's 2016/17 budget as approved by
Cabinet and Council in February 2016. The proposed plan will maintain the risk share approach
taken during 2015/16 for the majority of BCF activity, with each party being responsible for their
own elements of the fund, for Community Equipment and Specialist Palliative Care new
arrangements are proposed and detailed within this report.

Hillingdon Council Legal comments

34. Section 223GA of the NHS Act, 2006, provides the legal basis for the BCF and gives NHSE
power to make any conditions it considers reasonable in respect of the release of NHS funding
to the BCF. Where it considers that an area has not met these conditions, it also has the
power, in consultation with the DH and DCLG, to make directions in respect of the use of the
funds and/or impose a spending plan and impose the content of any imposed plan.

BACKGROUND PAPERS

e Technical Guidance Annex 4: Better Care Fund Planning Requirements for 2016/17 (NHSE
Publications Gateway Reference 04437 - February 2016)

e BCF Planning 2016/17: Approach to regional assurance of Better Care Fund plans (NHSE March
2016)
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Appendix 1
2015/16 Better Care Fund Plan and Proposed 2016/17 Plan Comparison Summary
Scheme Title 2015/16 Plan 2016/17 Plan
Scheme Summary Proposed Changes
1. Proactive early e Training staff visiting people in their Rename to include stroke
identification of people own homes on how to recognise risk
with susceptibility to factors. e Promotion and development of Connect to Support, e.g.
falls, dementia and/or e Supporting people who fall and access to information and advice.
social isolation. preventing recurrence of falls. e Rolling out approach to Making Every Contact Count
e Keeping people active mentally and (MECC).
physically through Public Health, e Promoting the H4All Health and Wellbeing Gateway as
Library and Sports and Leisure referral point for people identified as being at risk.
Services initiatives. e Reviewing the falls strategy to take a comprehensive view of
e Developing support from the third the respective Council and CCG functions and funded
sector for people at risk. services and how collectively with partners falls prevention
e Promoting telecare. can be supported.

e Reviewing patterns of utilisation of third sector provision in
response to Gateway interventions to inform how best to
target current third sector capacity funded by the Council
and/or CCG. in order to maximise the outcomes of
supporting people to be independent in the community.

¢ Developing stroke prevention approaches that will also
address dementia, e.g. increasing physical activity,
addressing excessive weight issues, smoking cessation and
looking at early detection.

ey ebed

2. Better care for people | e Developing shared care plans through Extend to cover delivery of first year of new joint (LBH & CCG)
at end of life. care planning IT system, Coordinate My | end of life strategy, including:
Care (CMC). Improving identification of people at end of life.
e Developing processes to enable Improving care and support planning.
seamless care provision between Delivering a communications plan for professionals.
health and social care. Establishing a joint specialist palliative personal care service.
e Developing sources of information for Bringing social care spend for EoL into pooled budget.
professionals and residents. Benchmarking ‘best practice’ for end of life care services with
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a view to commissioning a new integrated model of care with
emphasis on shared outcomes and a seamless transition
between providers.

e Implementing outcome of review of support for carers of
people at end of life.

3. Rapid Response and
joined up intermediate
care.

Achieve closer alignment between
intermediate care services to speed up
discharge process and prevent admission.

Rename to: Rapid Response and inteqrated intermediate
care

e Exploration of closer (structural as well as functional)
integration options, including procurement choices.

4. Seven day working

vy ebed

e |dentifying the services required for an
'ideal' 7-day discharge pathway

e Mapping services currently available.

e Prioritise commissioning and delivery of
services required to close identified

gaps.

Accelerate advanced discharge planning on wards.

Developing the Integrated Discharge Team.

Addressing needs of people with severe mental ill health.

Developing the role of the third sector to support discharge

and prevent readmission.

e Use contractual levels to deliver seven day assessments in
nursing homes.

e Embedding earlier referrals to Hospital transport, e.g. before
midday.

e Changing practice to ensure early referral of patients
showing signs of mental distress to the Psychiatric Liaison
Service.

e Embedding advanced discharge planning on wards through

setting ward-specific KPIs and exploring standardisation of

MDT process.

5. Review and
realignment of
community services to

emerging GP networks.

e Realighing community health resources
around GP networks.

e Multi-disciplinary care team (MDT)
approach to problem solving.

e Establishing care planning and care
coordination for people with long-term
conditions.

Rename to: Integrated Community-based Care and Support

e Expanding use of risk stratification tools to identify people
those who may benefit from early support.

e Rolling out the integrated model of care for older people
across the borough.

e Mainstreaming personalised care planning for older people

Health and Wellbeing Board report
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e Promoting DFGs. across the borough supported with IT through the Care
Information Exchange.

e Raise awareness within primary care of community service
provision and access routes - Training to be provided to staff
within primary care about the range of services provided by
the Council to support the health and wellbeing of
residents/patients in their own homes, including the provision
of Disabled Facilities Grants (DFGs).

e Bringing all funding for Medequip contract together and
tendering for the service.

¢ Re-launching the retail model for some items of community
equipment to increase choice for residents/patients.

e Develop an integrated approach to home care market
development and management for all adults to reduce need
for people to change provider where needs change and help
manage risk relating to medication administration.

e Development and delivery of a training programme on care
standards for homecare providers.

o
% e Expansion of Personal Health Budgets.
& 6. Care home initiative. e Provide support to care home staff from Rename to: Care Home and Supported Living Market
specialist clinical staff to prevent Development
avoidable hospital admission.
e Ensure that care homes implement Remit extended to cover all adults in supported living, including

robust environmental risk assessments | extra care. Care homes continue as 65 + only.
and the dignity challenge.

e Establish an escalation process e Developing the model of care and support for extra care to
between health and social care where maximise independence, prevent hospital admission and
there are safeguarding incidents or reduce demand on GP services.
concerns. e Implementing preferred joint contracting options for care

homes for older people.

e Launching market position statements to set out medium and
long-term needs for developers and providers of care homes
and supported living schemes.

e Addressing the gap in nursing home provision for people with
behaviours that challenge.
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e Development of a menu of in-reach support for care homes
and supported living schemes, including medical and clinical

support.
7. Care Act e Implementing the Council's new Rename to: Supporting Carers
Implementation. responsibilities to carers through the
following activities: Remit extended to cover all carers, e.g. young carers and adult
- Improved access to information and | carers.
advocacy;
- Providing access to an assessment | Deliver year 2 of the Joint Carers' Strategy:
of need; e Deliver a communications campaign to increase awareness
- Meeting needs identified as a result and take-up of carers' support/services.

of an assessment. Reviewing assessment capacity across the borough
Implement carers' hub contract.

Deliver GP health checks and flu jab programmes for carers.
Implementing a carers' recognition scheme.

_ Deliver options to extend services for carers, e.g. extended
* Implementing new market management carer cafes and winter activities.

e Implementing new statutory adult
safeguarding requirements.

R . : R
8 and provider failure responsibilities. e Deliver an integrated engagement framework for carers.
:l; e Implement a range of social activities for young carers.
f)

8. Living well with Not applicable. New scheme

dementia

e Implementing a single point of access (SPA) for crisis care
that includes dementia.

e Exploring feasibility of an integrated multi-disciplinary team
that will have case management responsibility for people
with dementia.

e Developing a local dementia resource centre model.

e Developing standardised training for providers.

e Securing care home provision for people living with dementia
with challenging behaviours.

e Securing care provision for people living with dementia at
end of life.
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Better Care Fund Plan 2016/17
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Chapter Chapter Heading Page
1. Plan details
1.1 | Summary of Plan 4
1.2 | Authorisation and sign-off 4

2. CONFIRMATION OF FUNDING
CONTRIBUTIONS

2.1 | All minimum funding contributions are met

Gl

2.2 | Agreed plan for use of Disabled Facility Grant monies

3. VISION FOR HEALTH AND CARE SERVICES

3.1 | How services will be transformed to implement the vision in 5
the Five Year Forward View and moving towards integrated
health and social care by 2020 and the role of the 2016/17

BCF

3.2 | What difference will this make to patient and service user 7
outcomes?

3.3 | Relationship between the BCF, the CCG's 2016/17 8

Operating Plan and the longer-term Sustainability and
Transformation Plans.

3.4 | Alignment with other locally relevant strategic plans and 9
initiatives related to care and support underway in
Hillingdon

3.5 | Contribution to the ongoing delivery of the aims and 11

changes set out in the Care Act, 2014.

4. EVALUATING THE 2015/16 BCF PLAN

4.1 | How successful was the plan? 11

5. CASE FOR CHANGE

5.1 | Issues the BCF will be used to address within London 13
Borough of Hillingdon.

5.2 | How integration will be used to improve issues identified. 15

6. COORDINATED AND INTEGRATED PLAN OF
ACTION FOR DELIVERING CHANGE

6.1 | What the governance arrangements will look like. 17

6.2 | Details of the management and oversight of the delivery of 20
the BCF plan, including management of remedial actions.

6.3 | List of 2016/17 BCF schemes. 20

6.4 | Key milestones associated with the delivery of the 2016/17 21
plan.
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6.5 | A full populated and comprehensive risk log. 22
7. RISK SHARE ARRANGEMENTS
7.1 | Contingency planning and risk share arrangements that are 22
in place.
8. NATIONAL CONDITIONS
8.1 | Protecting social care services. 22
8.2 | Seven day services to support hospital discharge. 24
8.3 | Data sharing. 25
8.4 | Joint assessment and accountable lead for high risk 28
populations.
8.5 | Investment in NHS-commissioned out-of-hospital services. 32
8.6 | Agreement on local action plan to reduce delayed transfer 32
of care.
8.7 | Agreement on consequential impact of changes on 33
providers.
8.8 | Better integration between mental and physical health. 34
9. NATIONAL METRICS
9.1 | Non-elective admissions (General and Acute). 34
9.2 | Permanent admissions to residential and nursing care 35
homes.
9.3 | Effectiveness of reablement. 35
9.4 | Delayed transfers of care. 36
ANNEXES
1. Detailed Scheme Descriptions. Separate
Document
2. Risk Log. Separate
Document
3. Provider Commentary. Separate
Document
3.1 | Metrohealth GP Network (primary care provider). Separate
Document
3.2 | The Hillingdon Hospitals NHS Foundation Trust (acute Separate
provider). Document
3.3 | Central and North West London NHS Foundation Trust Separate
(Community health and community mental health services Document
provider.
3.4 | H4All (third sector provider). Separate
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2016/17 Better Care Fund Plan

1. PLAN DETAILS

1.1 Summary of Plan

Local Authority

London Borough of Hillingdon

Clinical Commissioning Groups

Hillingdon Clinical Commissioning
Group (NHS Hillingdon)

Boundary Differences

Boundaries are co-terminus

Date agreed at Health and Well-Being

Board: S
Date submitted: <dd/mmlyyyy>
Total agreed value of pooled budget:
2015/16 | £17,991,000
2016/17 | £22,531,000
1.2 Authorisation and signoff
Signed on behalf of the Clinical
Commissioning Group Hillingdon CCG

By Dr lan Goodman
Position Chair or Hillingdon CCG
Date <date>

Signed on behalf of the Council

London Borough of Hillingdon

By Clir Ray Puddifoot MBE
Position Leader of Hillingdon Council
Date <date>
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Signed on behalf of the Health and

Wellbeing Board Hillingdon Health and Wellbeing Board
By Chairman of Health and Wellbeing

Board Clir Ray Puddifoot MBE

Date <date>

2. CONFIRMATION OF FUNDING CONTRIBUTIONS

2.1 All minimum funding contributions are met

The contribution of the CCG and the Council to the BCF plan is as follows:
e HCCG - £11,965k
e LBH-£10,566k

This compares to the following in 2015/16:
e HCCG-£10,032k
e LBH-£7,959%

The detailed scheme descriptions in Annex 1 provide a breakdown of allocated funding
by scheme.

2.2 Agreed plan for use of Disabled Facility Grant monies

As an upper tier local authority, the DFG funds will be utilised to support older and
disabled residents in line with previous practice. Scheme 5: Integrated Community-
based Care and Support in Annex 1 explains how DFGs will be promoted within primary
care.

3. VISION FOR HEALTH AND CARE SERVICES

3.1 How services will be transformed to implement the vision in the Five Year
Forward View and moving towards integrated health and social care by 2020 and
the role of the 2016/17 BCF.

Introduction

This plan builds on Hillingdon's 2015/16 Better Care Fund Plan. Our continuing vision is
that by 2019/20, the residents of Hillingdon will be able to plan their own care; with
professionals working together to understand their needs and those of their carer(s), so
that they have control over services and that these deliver what is important to them.

There will be a shift to planning for anticipated care needs rather than crisis management
and reactive provision of services. The range of services and capacity and competencies
of the workforce will meet the physical health, mental health and social care needs of the
residents of Hillingdon and be delivered in a way that is integrated and seamless from a
service user point of view, in their usual place of residence.
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In 2015/16 the BCF was targeted at Hillingdon’s 65 and over population and primarily frail
elderly people against an agreed definition of frailty. The focus during 2015/16 was:

All of Hillingdon’s residents aged 85 and over

Frail older people aged 75 and over with one or more long-term conditions
Older people who are at risk of dementia

Older people who are at risk of falling for a first time.

Older people who are socially isolated

The 2015/16 plan has enabled progress to be made in achieving greater functional
integration and alignment between health and care services to deliver an improved model
of care for older people by 2020. The intention for 2016/17 is to take Hillingdon further
along the path to greater integration between health and social care. Although the focus
for the 2016/17 plan will once again be Hillingdon's older people population, the success
of 2015/16 enables the ambition to extend schemes to cover the needs of other
population groups where there are clear benefits and better outcomes for residents, e.g.
where the development of particular markets are concerned such as supported living and
homecare or where a strategic approach will be more effective if considered across age
groups, as is the case with carers.

During 2016/17 the Council and the CCG will be working with partners to develop a
longer-term integration plan that will set out a roadmap to achieve full integration
between health and social care by 2020. The assumption is made that if the model of
care, and wider enablers for integration for older people are further developed in
2016/17, this can deliver both better outcomes for older people, and work equally well for
other residents and population groups. The BCF plan for 2016/17 will therefore scale up
and build on progress to date, creating another incremental step to achieving further
integration in 2017 - 2020.

2015/16 has also seen the development of an Accountable Care Partnership (ACP),
which is Hillingdon CCG’s preferred model of delivery for integrated care. This presents
an opportunity to deliver a new model for addressing the health and wellbeing needs of
Hillingdon's residents in line with the Five Year Forward View (5YFV).

Commissioning integrated care from the ACP will initially be for older people with long
term conditions, but will progress in scope to all older people and other population groups
with long term conditions. Hillingdon CCG and shadow ACP are discussing the scale
and pace of this ambition linked to benefits for people in Hillingdon.

The ACP will deliver services in shadow form for a year from April 2016, which will
provide an opportunity for all partners to explore the scope for this being a vehicle for the
delivery of more integrated services as part of or aligned to the post April 2017 BCF
integration plan.

By 2019/20 we expect to have in place a model of care and supporting enablers:
¢ Where residents have easy access to information and advice about services,
including care and support services;
e That has a focus on improving health outcomes for residents with one or more
health conditions or care needs;
e Where there is systematic early identification of susceptibility to disease or
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exacerbation in the population, alongside integrated management of conditions;
¢ Where better coordination of services are configured around Hillingdon’s
residents, including a much stronger focus on case management and prevention;
e \Where residents and carers are actively involved in the planning of their care;
¢ Where people are only admitted to Hillingdon Hospital when they are acutely ill;
e \Where a hospital admission is necessary and unavoidable their lengths of stay are

reduced:;

e That enables people to be treated at or close to their home wherever possible;

e A reduction in the number of people living in residential care; and

e The most effective use of health and care resources is made to achieve best value
for the Hillingdon £.

e Enablers such as IT interoperability, development of a sustainable workforce and

a vibrant market offering residents/patients quality choices.

Links to the Joint Strategic Needs Assessment (JSNA) and Health and Wellbeing

Strategy

The data in Hillingdon's JSNA has informed the priorities within Hillingdon's Health and
Wellbeing Strategy and these are summarised below.

Health and Wellbeing Strategy Priorities

Priority 1
Improve health and
wellbeing and reduce
inequalities

We know that
people will feel
better and be
healthier if
they are more
active and are
able to access
facilities across
Hillingdon

Priority 2
Invest in prevention
and early intervention

We need to
spend more on
preventing
disease and
illness. The
sooner health
and social care
are delivered,
the better the
chance of a
good outcome.

Priority 3
Develop integrated,

high quality social care

and health services
within the community
or at home.

We want to
make joined up
services the
normal
experience for
the people of
Hillingdon.

Priority 4

Creating a positive
experience of care

We will tailor
our services in
a more
personalised
way, will be
achieved by
listening to the
views and
experiences of
our residents.

Whilst the initial focus for the 2016/17 BCF plan is on older people, it is anticipated that
other groups with complex needs which can be better met by increased integration of
social care and health care provision will be addressed as part of an incremental growth

of Hillingdon’s integration ambition in the 2017/18 to 2019/20 plan.
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3.2 What difference will this make to patient and service user outcomes?

We will know that our plans have delivered our vision if our residents are able to say:
¢ ‘I'm helped to take control of my own health and social care provision.’

e ‘|t doesn’t matter what day of the week it is — as | get the support
appropriate to my health and social care needs.’

e ‘Social care and health services help me to be proactive. They anticipate
my needs before | do and help me to prevent things getting so bad that |
need a stay in hospital.’

e ‘If | do need to go to hospital, they start to plan for my social and health
care in the community from day one of my stay.’

¢ ‘| only have to tell my story once and they pass my details on to others
with an appropriate role in my care.’

e ‘Systems are sustainable and what might once have been spent on
hospital care for me is now spent to support me at home in my
community.’

The 2015/16 BCF plan was a stepping stone for Hillingdon on an integration journey and
it is not expected that it will be possible to achieve the above responses as standard from
residents and patients as a result of the work that has taken place during this first year of
the BCF; it will also not be fully achieved from the 2016/17 plan. However, the Council,
the CCG and other partners do expect that this will be an increasingly common
experience as the benefits of closer integration and the roll out of an integrated model of
care are experienced by more people as we get closer to 2020, with the ability to
measure residents' experience and the outcome of care across the whole health and
care system.

3.3 Relationship between the BCF, the CCG's 2016/17 Operating Plan and the
longer-term Sustainability and Transformation Plans

Hillingdon CCG 5-year Sustainability and Transformation Plan (STP)

There are no schemes in the 2016/17 BCF that do not align with Hillingdon CCG’s 5 year
plan. Going forward, the partners recognise that the BCF plan will be a key mechanism
for local delivery of many of the themes contained within the STP.

Hillingdon CCG 2016/17 Operating Plan

BCF alignment with Hillingdon CCG 1 year operating plan includes:
e Contribution to reduction in non elective admissions
e Local quality priority: to reduce admissions as a result of falls
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3.4 Alignment with other locally relevant strategic plans and initiatives related to
care and support underway in Hillingdon.

Hillingdon Sustainable Communities Strateqy, 2011 - 2018

The BCF plan is aligned to the Local Strategic Partnership's statutory Sustainable
Community Strategy and will contribute to delivering the following priority under the
strategy:

¢ Help people to lead healthier, more independent lives.

Hillingdon Joint Health and Wellbeing Strateqy, 2014 - 2017

The Better Care Fund workstreams support the priorities of Hillingdon's Health and
Wellbeing Strategy, especially in regard to developing integrated, high quality social care
and health services within the community or at home.

Hillingdon's Joint Health and Wellbeing Strategy action plan has been revised to
incorporate the new BCF objectives in support of its priorities.

Integrated Care System Enablers

2015/16 has seen considerable progress in developing an integrated model of care for
older people as part of the early adopter pioneer programme approved by the
Department of Health in March 2014. This has enabled accelerated progress of delivery
of the 2016/17 BCF plan, including:
e Development of a common model of care for frail elderly people;
e Care and support planning by GP networks, shifting to planning for anticipated
needs with GPs as lead professional;
¢ |mproved care planning, including risk stratification, care navigation and Multi-
disciplinary Team (MDT) working;
¢ Roll out of an agreed screening tool for older people not known to services;
¢ Development of effective IT solutions that will support data sharing and facilitate
residents and patients only having to tell their story once. See Data Sharing and IT
Interoperability under National Conditions.
e Ability to track patients across the whole care system and identify outcomes and
experience of care.
e Development of a model to improve people's engagement with their own care
through evidence-based use of Patient Activation Measure tools and access via
GP networks to a voluntary sector provided Health and Wellbeing Service.

As previously mentioned, 2016/17 will see the ACP operating in shadow form for one
year. Alignment of integration initiatives is being overseen by a multi-agency Integrated
Care Steering Group and Older People's Model of Care Delivery Group. A joint
communication and engagement plan with identified leads is in development that will
ensure alignment across initiatives to avoid confusion and particularly maximise
ownership and effectiveness of the post April 2017 BCF integration plan.

Hillingdon Resilience and Urgent Care Plans

Initiatives to support reduction in non-elective admissions are aligned with both the
Hillingdon Resilience Plan and the Hillingdon Urgent Care Board plans. Several of the
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BCF schemes will be contributing to the reduction in non-elective admissions target
contained within the CCG’s Operating Plan and there is also alignment with the mental
health urgent care pathway programme and the mental health frequent flyers
programme. For example, the Adult Social Care contribution to the BCF includes funding
for mental health social workers in A & E to help prevent avoidable admissions. It also
funds a registered mental health nurse in the Rapid Response Team.

The BCF plan will align with funds, e.g. operational resilience, to develop a whole system
approach to support admission avoidance, improved initial access points and prevention
and community management. The out of hours Approved Mental Health Practitioner
(AMHP) in A & E, which is short-term funding from the operational resilience funding
stream, is an example of this.

Prime Minister's Challenge Fund

BCF is aligned to improvement in access in primary care. Through use of the Prime
Ministers challenge fund, GP practices have been supported to focus on improvements
where specific enhancements have been identified to improve the modl of care for older
people.

Public Health

There are already a range of initiatives being undertaken by Public Health in partnership
with the Library Service, the Sports and Leisure Service and the third sector to help keep
older people physically and mentally active. The plan is aligned with this existing activity,
which will help to support delivery of Scheme 1: Early identification of people susceptible
to falls, dementia, stroke and/or social isolation. Included within this scheme is the
development within the Council of a new Wellbeing Service, which will see some of the
services mentioned above brought together in a more coordinated way to deliver better
outcomes for residents and support the prevention agenda.

Strategic Estates Plan

To support the shift in care settings from acute to community Hillingdon is in the process
of developing a strategic estates plan that will look at current holdings across statutory
partners and consider the opportunities for addressing current and future need going
forward. The development of the plan supports delivery of NHS England’s Five Year
Forward View by taking a collaborative approach to:

e Fully rationalising the NHS estate,

e Maximise use of facilities owned locally by the statutory agencies,

e Deliver value for money, and

¢ Enhance the resident/patient experience of care.

The draft strategy now needs to be transformed into a strategic planning tool for
Hillingdon which will support future premises investment decisions across all stakeholder
organisations. This is particularly important as it will inform the investment of Section 106
and CIL contributions and the investment in primary care premises outside of the scope
of the proposed hubs.

2020 Digital Roadmap

Partners across health and social care in Hillingdon are engaged in the development of a
digital roadmap which will detail how the ambition of being paper-free at the point of care
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by 2020 will be achieved. This links with the data sharing and IT interoperability national
condition. The target is for the roadmap to be agreed in June 2016 for submission to
NHSE.

3.5 Contribution to the ongoing delivery of the aims and changes set out in the
Care Act, 2014.

A key underlying theme for Hillingdon's BCF plan for 2016/17 is about ensuring residents
have access to relevant support is to help them to achieve the outcomes that matter to
them in their life, therefore reflecting the wellbeing principle in the 2014 Act. The specific
schemes within the plan set out in Annex 1 show that the following responsibilities are
addressed:

¢ Prevention - see in particular scheme 1: Early identification of people with
susceptibility to falls, dementia, stroke and/or social isolation, but this a theme that
runs through all schemes)

e Access to information and advice - see scheme 1 as referred to above.

e Market shaping and management - see in particular schemes 5: Integrated
Community-based Care and Support and scheme 6: Care Home and Supported
Living Market Development.

¢ Managing provider failure - see schemes 5 and 6 as described referred above.

e Supporting Carers - see scheme 7: Supporting Carers, which has been developed
specifically to address new responsibilities towards Carers. This scheme in the
2016/17 has been enhanced to address responsibilities under the 2014 Children
and Families Act towards young as well. See also Section 7: National Conditions
for details of the resource commitment to support Carers in Hillingdon.

4. EVALUATING THE 2015/16 BETTER CARE FUND PLAN

4.1 How successful was the plan?

Although the 2015/16 BCF plan was agreed to be 'first step' in nature and featured
pooling only of mandated budgets to minimise the risk to the Council and the CCG, it has
provided an opportunity to develop a stronger working relationship between the Council
and the CCG and with other health and third sector partners.

In December 2015 an evaluation workshop took place involving representatives from the
Council (including Public Health), the CCG, Hillingdon Hospital, CNWL, the local third
sector consortium called H4All and Age UK Hillingdon. Using an adapted version of an
evaluation tool developed by NHSE, the key conclusions of the workshop are
summarised below and these were subsequently tested:

What went well in 2015/16.

Commitment to work together and the acknowledgement of the importance to do so.
Closer working between health (including GPs), social care and the voluntary sector.
Voluntary sector involvement across all schemes.

Creation of the third sector consortium, H4All (Age UK, Disablement Association
Hillingdon, Harlington Hospice, Hillingdon Carers and Hillingdon Mind).

e Creation of the Integrated Discharge Team at Hillingdon Hospital to support timely
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discharge to the usual place of care.

Development of the Integrated Care Record and plans to share information about
residents/patients across care organisations.

Joint working to support people at end of life has improved.

Primary Care Navigators (PCNs): 6 people employed by Age UK but based in Primary
Care who support older people with long-term conditions but low level need to access
appropriate support and care services.

Public Health initiatives to keep older people active mentally and physically.
Development of the online resident services information portal Connect to Support.
Increasing numbers of carers receiving carers' assessments and support services,
including respite.

Improved joint management of community equipment services to deliver a more
effective and efficient system.

Development of a joint framework to measure older people's outcomes and
experience of care.

Areas for further development

Development of care home market for people with dementia and challenging
behaviours.

Extending integrated models of care to a other population groups.

Improved communication between strategic and operational staff within partner
organisations.

Greater integration between intermediate care services.

Evidencing the delivery of outcomes for residents.

Improving the patient pathway from admission to discharge.

Using pooled budgets to improve the care experience of residents/patients with health
and social care needs.

Expanding the use of trusted assessors.

Increasing awareness of Public Health wellbeing and prevention initiatives.
Reviewing inter-organisational duplication.

Pursuing joint opportunities to commission services differently, including
commissioning for outcomes.

Improving the standard of care amongst care agencies.

Improving electronic sharing of resident/patient information across health and care
organisation.

Many of the above points have been addressed in the evolution of the schemes for the
2016/17 BCF plan.

Metrics

Hillingdon's reportable metrics are shown in the table below with the projected outturn for
2015/16 based on the position at the end of Quarter 3.
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Reportable Metrics 2015/16
Metric 2015/16 Target or Projected Outturn
Ceiling
1. 3.5% reduction in NEL
admissions attributed to 65 -388 admissions -556
+ population.
2. Reduction in permanent
admissions to residential & 150 145
nursing homes (65 +).
3. Proportion of people (65
+) still at home 91 days of
discharge from hospital to 95.4% 92%
reablement.
4. Delayed transfers of care
(delayed days) 18 +. 4,790 4,335
5. Resident experience:
how easy or difficult to 73% 75%
access information and (Source: Adult Social
advice about support Care Survey)
services and benefits.
6. Social care-related
quality of life. 19 18.4
(Source: Adult Social
Care Survey)
Conclusion

The 2015/16 plan has provided the platform to develop an incrementally more ambitious
plan for 2016/17 that will see increased investment from both the Council and the CCG.

5. CASE FOR CHANGE

5.1 Issues the BCF will be used to address within London Borough of Hillingdon

The focus of the 2016/17 BCF Plan will be primarily on older people and the case for
change as to why Hillingdon is focusing on this population group set out in the 2015/16
BCF continues to apply. The table below illustrates the steady increase in the 65 and
over population and particularly those people aged 80 and over during the period 2016 to

2022.

Page 59

Page 13 of 36 - Appendix 2




Appendix B / Appendix 2 - Version 6 - 30.03.2016

The 65+ years populationsize, Hillingdon (2016 to 2022)
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2016 2017 2018 2019 2020 2021 2022
m 90+ 2.1 2.1 2.2 2.3 2.4 2.5 2.7
85-89| 3.4 3.5 3.6 3.8 3.9 4.0 4.2
m80-84 5.8 6.0 6.1 6.2 6.2 6.0 6.0
75-79| 7.4 7.3 7.4 7.6 7.8 8.2 9.0
m70-74) 9.1 9.9 10.3 10.6 10.8 10.8 10.4
65-69]  11.7 11.2 11.1 11.2 11.4 11.8 12.2

Source: 2012 SNPP (National Statistics)

In Hillingdon, there is an increasing focus for our health and care services for older
people to become more proactive in supporting people at risk of escalating need instead
of being directed at acute interventions. Our planning and our services are also in the
process of becoming more joined-up to support older residents in their homes and in their
communities.

The case for change issues the BCF will be used to address in Hillingdon will include:-

¢ More than 39,000 older people live in Hillingdon in 2016, a figure that is likely to
increase by approximately 7% by 2020 and 11% by 2022.

e 40% of our non-elective activity in 2014/15 and 39% during Quarters 1 to 3 2015/16
was attributed to the 65 and over population, this group accounted for 56% of the total
health emergency admission spend (54% Q1 to 3 2015/16). In 2014/15 the 42%
(39% Q1 to 3 2015/16) of emergency admission spend was on the 75 and over
population, which accounted for 29% of admissions in 2014/15 (27% Q1 to 3
2015/16). We estimate that some 35% of emergency admission for the 75 and over
population grou are avoidable or deferrable, which is based on the proportion of
admissions resulting in a length of stay of between 0 and 2 days.

* 56% of the Council's gross spend on care for older people in 2014/15 was on care
homes (residential and nursing). This made Hillingdon the 11th lowest in London (22
boroughs have a higher proportion spend than Hillingdon). However, the desired
trajectory would be towards the 40% level. The lowest spend in 2014/15 was
London's poorest borough, Tower Hamlets, which achieved 38%; in North West
London Hammersmith and Fulham achieved the lowest spend on this type of care at
51%. The Council would like to eliminate the use of residential care for new
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permanent placements completely for older people by the end of 2018.
e 31% of all older people live on their own and could be at risk of being socially isolated.

e Overall, Hillingdon is expected to have the greatest increase in the proportion of older
people with long term conditions compared to other London boroughs making the
management of these conditions a significant priority.

e |n 2013/14 there were 3,246 people who had been diagnosed with a stroke in NHS
Hillingdon CCG. In the same period there were 310 admissions recorded on the
Sentinel Stroke National Audit Programme. Atrial fibrillation is a known risk factor for
stroke. The diagnosed prevalence in Hillingdon is 1.1% and the estimated prevalence
is 2.0%. There could be an additional 2,500 people with undiagnosed atrial fibrillation
in the CCG.

¢ Projections from Projecting Older People Population Information System (POPPI)
suggest that the number of older people living with diabetes in Hillingdon will increase
by 9.5% from 4,805 in 2015 to 5,307 by 2020. Similarly, predictions from Projecting
Older People Population Information System (POPPI) suggest that the number of
people living with dementia will increase by 13.5% from 2,711 in 2015 to 3,133 by
2020.

e Whilst there are discharges from Hillingdon Hospital taking place seven days a week
the distribution across the week is uneven and there is considerable scope for making
improvements following on from the work that has taken place during 2015/16.

e The structure of the current care home market for older people is not compatible with
future needs of Hillingdon's ageing population and does not reflect the impact of the
development of extra care sheltered schemes as realistic alternatives to residential
care. Clearer messages need to be given to providers about future needs and
requirements and suitable levels of support made available to ensure the availability
of a sustainable, quality care home market in the borough.

e Expansion of supported living schemes to maximise the opportunities for residents to
live fulfilling lives in the least restrictive care setting requires more integrated
approaches to support providers, reduce demand on primary care and prevent
avoidable hospital attendances and admissions.

e The 2011 census showed that 18% of unpaid carers were aged 65 and over. POPPI
projections suggest that this number is likely to increase by 19% to 5,703 by 2020.
The census also showed that approximately 10% of carers were aged under 25.
Whilst the focus of the BCF in 2015/16 was on older carers, supporting young and
younger carers is equally important.

5.2 How integration will be used to improve issues identified

The need and potential for greater integration to result in more timely and effective
interventions is recognised and accepted by both the Council and CCG and was reflected
in the 2015/16. The diagram below maps the health and care system in Hillingdon as it
was at the start of 2015/16 and which is largely still current.. It illustrates a series of
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points for intervention across the system that were identified, through stakeholder
engagement, where the best opportunities for improving the quality of life for Hillingdon’s
older residents are. Improvements have been made during 2015/16 and the proposed
schemes for 2016/17 build on this work in order to deliver better outcomes for

residentspatients and Hillingdon's health and care economy.

Current system map in Hillingdon and key points of infervention
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The planned points of integration are:

1.

Population-wide prevention services - These promote self-care and general well-
being. This includes promotion of access to information and advice through an online
citizen portal and the development of a third sector provided Wellbeing Service. It
also includes the development of wellbeing initiatives to keep older people mentally
and physically active. Through the Wellbeing Service assessments against Patient
Activation Measures will determine the level of support required by a person to enable
them to manage their own long-term condition.

2. Specific self-care initiatives for older people — This is designed around their

conditions or infirmities. For example, self-management education for older people
living with dementia and/or at risk of stroke or who have fallen or through provision of
telecare assisted technology to provide monitoring and response services.

3. Personalised care planning — This is for people who have regular contact with

primary or community health and/or social care. Their personalised care planning will
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involve planned contact with a GP, a guided care nurse or care coordinator in general
practice.

4. Integrated case management — This is a development of personalised care planning
for people who need more intensive support to prevent a crisis in their health or care.
It would revolve around GP planning and case management across primary,
community and social care. This would include the further roll out of the Integrated
Care Record that could be accessed by residents/patients online through the Care
Information Exchange.

5. Crisis Response and Intermediate care — for people who despite all the above
support have a care crisis or health exacerbation that causes them to access acute
services. Intermediate services intervene here to provide appropriate support to
return people to their homes without acute care. Having improved functional
alignment during 2015/16 the next stage is to improve effectiveness and efficiency
further by looking at structural integration options.

6. Discharge support initiatives — These help residents who have had to be admitted
to an acute setting return home as soon as possible irrespective of what day of the
week it is.

7. Longer term residential interventions — This supports people whose needs can
only be met safely in a care home environment to prevent hospital admissions that
are inappropriate and also to enable people to die in their care home where this is
their preferred option.

8. System-wide enablers — The last intervention point is actually system-wide and
represents a series of measures (including the BCF national conditions) that are
catalysts to system improvement. It also includes IT interoperability.

6. COORDINATED AND INTEGRATED PLAN OF ACTION FOR
DELIVERING CHANGE

6.1 What will the governance arrangements look like?

The governance arrangements for the 2015/16 BCF plan have enabled delivery of
improvements for residents and it is proposed that these will be replicated in 2016/17
with some modifications.

The legal agreement between the Council and the CCG established under Section 75
(s.75) of the National Health Service Act, 2006, for the 2015/16 plan will be updated new
financial arrangements and modified governance arrangements. The terms of the
updated agreement will be agreed during Q4 for formal sign-off in May 2016 by both the
Council's Cabinet and the CCG's Governing Body.
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The governance arrangements are summarised in the diagram below.

BCF Plan Governance 2016/17

_ HCCG
LBH Cabinet Governing Body

S ﬁ Accountable Care

HWBB Partnership Board

T i)

BCF Core Integrated Care
Officer Group | Steering Group

PR T

Older People's Model of Core
Delivery Group

Scheme Leads >

A L%

Task and Finish Groups

Use of resources decision authority

‘::> Accountability

- » Reporting line

The Hillingdon Health and Wellbeing Board (HHWBB) provides leadership in
developing a strategic approach for health and wellbeing in Hillingdon and is responsible
for holding partner agencies to account for performance on agreed priorities. It is also
responsible for collaborative working to develop social care and health related
commissioning plans to improve the health and wellbeing of residents of the Borough and
monitor implementation and performance. The board therefore takes strategic oversight
for health and care systems in the Borough and has been involved from the outset in the
planning for BCF. It is responsible for final sign off of plans and reports on behalf of
partners and is the overarching leadership and governing body but does not, however,
have authority to take investment decisions on behalf of its members. Individual

Page 64 Page 18 of 36 - Appendix 2




Appendix B / Appendix 2 - Version 6 - 30.03.2016

partners, therefore, need to be satisfied with the proposals going to the Board and, as
necessary, to agree them in advance. This applies to the HCCG Governing Body and
to Hillingdon Council’s Cabinet.

Healthwatch Hillingdon, as the local "consumer champion" and full member of the
Board needs to be satisfied that plans reflect its understanding of what residents and
patients say they need.

A Core Officer Group comprising of senior officers from the CCG, Adult Social Care,
LBH and CCG Finance and the LBH Corporate Policy team has been established to
progress work on the BCF and to have operational responsibility for the management of
the s.75 pooled budget. This group meets fortnightly and is jointly chaired by the Director
of Adult Social Care and the CCG's Chief Operating Officer. It provides oversight of the
programme and also considers opportunities for integrated working and/or joint
commissioning for recommendation to the Health and Wellbeing Board as well as the
Council's Cabinet and CCG Governing Body for decision about use of resources.

An Older People’s Model of Care Delivery Group is accountable for the delivery of the
model of care for older people in Hillingdon and is a mechanism to enable partner input
into the successful delivery of integration priorities including the Better Care Fund plan. It
has oversight and creates alignment of the existing plans, strategies and work steams for
older people and identifies opportunities for increasing efficiency and effectiveness of
service models. lIts final function is to make recommendations regarding the strategic
development of older people’s services in Hillingdon, which will go the Health and
Wellbeing Board and the Integrated Care Steering Group.

The Integrated Care Steering Group will ensure a programme of work is developed
which will deliver the integrated model of care for both older people and adults with long-
term conditions as well as ssociated system enablers, e.g. IT interoperability, outcome
based commissioning, workforce development and the development of an Accountable
Care Partnership (ACP). As shown in more detail in section 6: Alignment, this work is
closely aligned to the BCF plan for 2016/17 with the intention of delivering our shared
vision for older peple and the long-term sustainability of Hillingdon's health and care
system. The Steering Group reports to HCCG's Governing Body and Accountable Care
Partnership Board (see section 5). The Steering Group links with the Health and
Wellbeing Board through its formal reporting to HCCG's Governing Body and its informal
links with the BCF Core Officer Group.

Each of the eight BCF schemes is led by an identified scheme lead who is a senior
manager within one of the partner organisations. They are supported by task and finish
groups. A single seven day working task and finish group oversees the delivery of the
four priority clinical standards as well as the out of hospital standard that is included
within the BCF plan. This also reports into Hillingdon's Systems Resilience Group
(SRG), which is mandated by NHSE under its 2012 Health and Social Care Act powers
to oversee local implementation of the priority seven day working clinical standards.

This structure takes into account the sovereign nature of partners' decision making
processes that require each partner to report through their own internal governance, as
appropriate, on developments. Where necessary bilateral senior meetings have been
arranged, for example, between the CCG Governing Body Chairman and the Leader of
the Council, to consider any remedial actions required to resolve issues.
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6.2 Details of the management and oversight of the delivery of the Better Care
Fund plan, including management of remedial actions.

The practice in 2015/16 has been for the Core Group to receive performance updates on
a monthly basis and this will continue in 2016/17. Where there are performance delivery
issues escalation to the Core Group enables blockages to be identified and mitigation
actions agreed. This group will continue to have operational responsibility for managing
the s.75, including the risk share arrangements that are described in section 5: Risk
Share Arrangements, and will therefore receive financial reports and will also monitor the
risk register.

BCF schemes are also integral to achievement of Hillingdon's Health and Wellbeing
objectives and this will be reflected in the annual revision of the Health and Wellbeing
Strategy. Delivery against key metrics will therefore be reported quarterly to the Health
and Wellbeing Board. Separate BCF performance reports to the Health and Wellbeing
Board will enable the Board to get a broader understanding of plan delivery and impact
on residents and Hillingdon’s health and care system.

The whole programme is overseen by a programme manager, who reports to the Core
Group and the Older People’s Model of Care Delivery Group.

6.3 List of 2016/17 BCF schemes

The individual projects or changes planned as part of the BCF are listed below. Annex 1
contains detailed descriptions for each of these schemes.

Ref Scheme
no.
1 Scheme 1 - Early identification of people susceptible to falls, dementia, stroke

and/or social isolation

2 Scheme 2 - Better care for people at the end of life
3 Scheme 3 - Rapid Response and integrated intermediate care
4 Scheme 4 - Seven day working

5 Scheme 5 -. Integrated Community-based Care and Support

6 Scheme 6 - Care Home and Supported Living Market Development

7 Scheme 7 - Supporting Carers

8 Scheme 8 - Living well with dementia
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6.4 Key milestones associated with the delivery of the 2016/17 plan

The following reflect some of the key milestones associated with the delivery of the
2016/17 plan:

Quarter 1

Revision of plan to reflect feedback from Regional Assurance Team.

Approval of plan by Health and Wellbeing Board and HCCG Governing Body

Final plan submission.

Task and finish group meetings and sign-off of detailed scheme action plans for
2016/17.

Engagement with health and social care staff on content of 2016/17 plan.

Third sector provided Wellbeing Service becomes operational.

Stakeholder consultation on Sustainability and Transformation Plan and role of BCF
in its delivery.

Approval of section 75 agreement by Council's Cabinet and HCCG Governing Body.
Single palliative personal care service operational.

2015/16 BCF outturn report considered by HWB/Governing Body.

Arrangements in place with care homes to support people with challenging
behaviours.

Quarter 2

Joint nursing home brokerage pilot operational.

Q1 BCF performance report to HWB/Governing Body.

Decision about scope of 2017 - 2020 BCF plan.

Training sessions for primary care about community service access provision,
including DFGs, and referral routes.

Joint hospital discharge protocol agreed.

Quarter 3

Decision on integration and delivery model for intermediate care services.
Review of Health and Wellbeing Service.

Q2 BCF performance report to HWB/Governing Body.

Review results of AF pilot with pharmacists.

Consultation on proposed 2017 - 2020 BCF plan.

Appointment of new joint community equipment provider.

Joint care home market position statement published.

Quarter 4

Q3 BCF performance report to HWB/Governing Body.

2017 - 2020 BCF plan approved by HWB and HCCG Governing Body.

2017 2020 BCF plan section 75 agreement approved by Council's Cabinet and
HCCG Governing Body.
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6.5 A full populated and comprehensive risk log

| The risk log is set out in Annex 2.

7. RISK SHARE ARRANGEMENTS

7.1 Contingency planning and risk share arrangements that are in place.

Management of the BCF risk register and is addressed in section 6: Coordinated and
Integrated Plan of Action for Delivering Change.

During 2015/16 the Council and CCG agreed to manage their own risks. It is intended to
take a similar approach in 2016/17 but to apply specific risk share arrangements in respect
of the following:

Specialist palliative personal care service - \With the palliative personal care service
the risks associated with under or over-performance will be shared proporotionate to
each organisation's financial contribution.

Community Equipment - The risks share on the community equipment contract in
respect of under and over- performance will be shared proporotionate to each
organisation's financial contribution.

The intention is to develop a risk share agreement early in 2016/17 that can then be run in
shadow form in order to inform arrangements to be included in the 2017/18 to 2019/20 BCF
plan. It is intended that this would also include hospital discharge and delayed transfers of
care and potentially involve providers such as Hillngdon Hospital and CNWL.

8. NATIONAL CONDITIONS

A brief description of how the plan meets each of the national conditions for the BCF.
8.1 Protecting social care services

a) Outline of local definition of protecting adult social care services (not funding)

As in 2015/16, protecting social care services within the London Borough of Hillingdon
means that those identified as being in need of social care support, reablement or
community equipment continue to receive the services and care they require to promote
effective outcomes.

The national eligibility criteria came into effect on 1% April 2015 and this is equivalent to
substantial under the previous critieria. In addition, it is intended that disabled facilities
capital grants will continue at the pre-BCF level as part of the protection of social care.

The proposals within this plan protect Adult Social Care Services through managing
demographic pressures, which may otherwise impact on the level of support that the
Council is able to provide to residents with social care needs. The funding provided will
also enable the eligibility criteria to be retained at moderate for community equipment,
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| which recognises the preventative nature of this service.

b) How local schemes and spending plans will support the commitment to protect
social care

The 2016/17 plan builds on the work undertaken during 2015/16 to manage the financial
pressures arising from demographic growth through earlier identification of older people
at risk of escalating need. Through more joined-up and increasingly integrated
approaches to early intervention this will help to maximise the independence of older
people in their own homes and thereby reduce pressure on Social Care services and
budgets, which will in turn reduce pressure on secondary care in Hillingdon.

c) The total amount from the BCF that has been allocated for the protection of
adult social care services and confirmation that at least the local proportion of the
£138m has been identified for the implementation of the new Care Act duties.

The CCG will be passporting £6,190k for protecting adult social care and the £899k
allocation for the implementation of new Care Act. This compares to £4,771k and £838k
respectively for 2015/16 and reflects the level required. This funding will contribute to the
stability of the local social and health care system as a whole. Achieving stability and
sustainability within the local market place is a key objective of the Hillingdon's BCF plan
and is reflected in the construction of the schemes for 2016/17.

d) The level of resource that will be dedicated to carer-specific support

Hillingdon's plan for 2016/17 includes a dedicated 'Supporting Carers' scheme with a
remit that includes carers of all ages. This scheme will deliver Hillingdon's Joint Carers'
Strategy, 2015 - 2018, which was developed by the multi-agency Carers' Strategy Group
and approved by both the Council and the CCG in 2015. The agreed vision for the
strategy is that we want our carers to be able to say:

"I am physically and mentally well and treated with dignity"

* "I am not forced into financial hardship by my caring role"

* "l enjoy a life outside of caring”

"I am recognised, supported and listened to as an experienced carer"

There are four areas identified within the strategy that attention is focused on and this is
on the basis that addressing these areas will 23aximize the amount of time a carer is
prepared to undertake their caring role, which in turn influence key outcomes such as
non-elective admissions, delayed transfers of care and permanent admissions to care
homes. The four priority areas are:

e Health and wellbeing

¢ Financial circumstances, including access to information and advice

¢ A life outside of caring

e Recognition of the caring role

The investment in this scheme for 2016/17 to support delivery of the strategy and
contribute to the delivery of key outcomes is approximately £1.4m. This comprises of
£771k from the Care Act implementation fund carers' assessments and reviews as well
as the provision of respite and other carer support services to address assessed social
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care needs. In addition to this is included a further £630k from the Council for the Carers'
Hub service provided by the third sector. This service delivers a range of preventative
support services to carers, including access to information and advice. A further £18k is
invested by the CCG for support provided by the third sector.

8.2 Seven day services to support discharge

a) Local plans for implementing seven day services in health and social care to
support patients being discharged and to prevent unnecessary admissions at
weekends

A task and finish group has been established that will oversee implementation of the four
priority seven day working standards and also standard 9, the out of hospital standard
that is a dedicated scheme within Hillingdon's BCF plan for 2016/17. This group will
report to the Systems Resilience Group as mandated by NHSE and other accountabilities
will be as described in section 4 of this document: Governance Arrangements.

Improved discharge planning processes introduced in 2015/16 together with
improvements in consultant cover, medication dispensing availability and a change in
practice for referrals to hospital transport should result in changes to the discharge
distribution across the week during 2016/17. Addressing the needs of people admitted to
the Emergency Department at Hillingdon Hospital with acute mental health needs to
ensure that they are supported in the most appropriate care setting will be a key piece of
work in 2016/17, as will be working with the third sector to ensure that older residents
with lower needs receive appropriate levels of support at the point of discharge. Basing
the social work team at the main Hillingdon Hospital site, subject to the availability of
suitable accommodation, will support clinical hospital staff and contribute to the proactive
discharge planning referred to earlier.

Actions contained within other schemes will also contribute to the delivery of this national
standard, e.g. ensuring the availability of care home provision for older people with
challenging behaviours and ensuring the availability of appropriate local palliative and
hospice bed provision .

Many of the actions that will facilitate seven day working will also contribute to a
reduction in delayed transfers of care.

b) Evidence of progress towards implementation of four key seven day standards.

Hillingdon Hospital is one of the acute trusts within the North \West London sector that

has accepted the opportunity to be a national First Wave Delivery Site for the seven day

services programme. As part of this programme, the Hospital has agreed to achieve

delivery of the four prioritised standards by April 2017(Standard 2: Time to consultant

review, Standard 5: Access to diagnostics; Standard 6: Access to consultant-directed

interventions; and Standard 8: On-going review). The following provides examples of

progress:

¢ The radiology department is close to hitting 70% of the agreed target of reporting
scans within 24 hours;

e CCR, MRI and X-ray are all close to meeting targets;
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¢ Modified Early Warning Scores (MEWS) are now in place;

e Consultation is currently in progress with lead clinicians regarding the need for a new
model of inpatient care to deliver Standards 2 and 8;

¢ Procurement for the Radiology Deep Dive is in progress.

c) How local partners will work together to ensure that NHS providers meet the
milestones for inclusion of Clinical Standards in 2016/17.

The key deliverables for 2016/17 are:

¢ |Implementaing an inpatient model of care that achieves the first and on-going
consultant reviews (Standards 2 & 8);

e Radiology: imaging inpatients within 24 hours of request, developing pathways for
readiological diagnostics and interventions and establishing a formalised network
across the North West London sector for specialised reporting (Standard 5);

e Establishing robust pathways for inpatient access to consultant interventions 24 hours
a day, 7 days a week (Standard 6).

Project groups have been established across the sector to deliver the four priority
standards and their is a local, Hillingdon Hospital based group. The Hillingdon 7-day task
and finish group referred to above is intended to pull together the Hillingdon-based
activity across partner organisations.

d) Risks relating to the move to seven day services.

The following risks and challenges have been identified in respect of the four priority

standards as well as the out of hospital standard (9):

e Lack of understanding about funding available for service delivery, e.g. additional
clinical posts, could impact on delivery of 4 priority standards;

e Uncertainty about NHSE funding has slowed down progress on Stanards 6 and 8;

e Time it takes to deliver cultural change;

e Robustness of the local care market and corresponding ability to adjust to different
ways of working.

8.3 Data sharing

a) The local plans in place for using the NHS Number as the primary identifier for
correspondence across all health and care services

Health Providers

The NHS number is already used as the primary identifier in correspondence amongst
health providers.

Local Authority

The NHS number is recorded on the Council's social care system, Protocol, and is
utilised as the common identifier in accordance with requirements under section 251A of
the Health and Social Care Act, 2012.
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As at 31%' December 2015 up to 95% of all active adult social care records had a
confirmed NHS number.

The Council has been progressing realtime verification through identification of the
appropriate link to the NHS spine through the N3 connector. The Council is exploring
use of the Personal Demographic Servce (PDS) to facilitate a more automated service.

The NHS number is not currently used on correspondence but the intention is to develop
standard letters on the Council's adult social care database system called Protocol that
will be able to draw through the NHS number. This will be undertaken during 2016/17.

Third Sector

It is a contractual requirement for the third sector provided Health and Wellbeing Service
to use the NHS number of patients/residents being supported by the service in any
correspondence with other partners. This practise will be put in place by the five
constituent organisations that form H4All (the Wellbeing Service provider) over the next
six months as part of the process of standardisation.

b) The approach for adopting systems that are based upon Open APIs (Application
Programming Interface) and Open Standards (i.e. secure email standards,
interoperability standards (ITK))

Health Providers

There are a range of systems in place amongst health providers that facilitate the sharing
of information and the following are examples:

e All of Hillingdon's 46 GP practices now use a single system called EMIS Web and this
enables them to share information between practices and GP networks where there
are common services and care pathways.

e Hillingdon GPs are able to submit orders electronically for diagnostic tests (pathology
and radiology) at The Hillingdon Hospital (THH), and see the results in their EMIS
Web system, using a system called Sunquest ICE. ICE also allows GPs to view tests
requested internally at THH. This capability is being extended to tests performed at
other hospitals. In addition, ICE is being implemented for selected clinicians in
community and mental health care at CNWL.

e At the end of an episode of hospital care at THH, summary letters are sent
electronically to GPs.

e GP patient records from EMIS Web are visible across the clinical specialties at THH
via the Medical Interoperability Gateway (MIG) and the THH clinical portal. This is
especially useful to the Acute Medical Unit (AMU). It is also used in A & E and the
Hospital Pharmacy, along with the national NHS Summary Care Record.

e GP patient records have also been made available to the Urgent Care Centre and to
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the GP Out of Hours and 111 services operated by Care UK via the MIG.

e Referrals can be sent electronically from Hillingdon GPs to THH via the NHS E-
referrals system, which will be extended to CNWL.

e The national Electronic Prescribing System sends prescriptions from GPs to
community pharmacies.

16 GP practices in the north of the borough, as well as the Rapid Access Clinics,
hospital-based Homesafe Service and Ambulatory Care Clinics within Hillingdon
Hospital, CNWL and third sector organisations via H4All are participating in the Care
Information Exchange (CIE) pilot as a means of enabling each other to share integrated
care plans electronically. This information will also be available online to patients.

Local Authority

The Council is committed to adopting systems that have APIls and Open Standards.
standards. The Council is currently participating in the CIE pilot referred to above which,
if successful, would see direct links being established between the Council's case
management database and that of the CIE provider. In the event that the CIE pilot is
unsuccessful will pursue direct linkages to the GP EMIS system through the Medical
Interoperability Gateway and it will be apparent during 2016/17 whether this is the route
that needs to be pursued with the expectation that delivery would take place during
2017/18.

The Council is also currently working with Hillingdon Hospital to enable the electronic
transfer of assessment and discharge notices to take place and funding options are being
explored to address the supplier charges being levied.

Third Sector
Plans are in place for identified staff employed by the H4All Health and Wellbeing Service

to be authorised to have read and write access to EMIS web via the H4All's IT system to
enable them to update patient records to reflect the details of their intervention.

c) The approach for ensuring that the appropriate IG Controls will be in place.
These will cover NHS Standard Contract requirements, IG Toolkit requirements
and professional clinical practice and in particular the requirements set out in
Caldicott 2.

Strategic Oversight

The Pan-Hillingdon Joint IT Project Group oversees the delivery of IT integration in
Hillingdon and provides an opportunity to share good practice and advise on new
developments, including new legislative requirements. This group includes
representatives from Hillingdon Hospital, CNWL, the Royal Brompton and Harefield
Hospital, Care UK and also from adult social care and the corporate IT team within the
local authority. The group is chaired by a local GP, who is the clinical lead for IT
development and integration and is also a member of the CCG's Governing Body.
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Health Providers

All GPs and local healthcare providers meet IGT requirements and have signed up to the
North West London Information Sharing Protocal (ISP), which commits them to meet
NHS standards for information governance and embodies the Caldicott 2 principles and
the broader requirements of relevant legislation, common law and professional
standards. The ISP governs a number of specific Information Sharing Agreements that
cover the data sharing set out above.

Local Authority

The Council has completed the self-assessment for the Information Governance
Statement of Compliance (IGSOC) standards and has achieved an 85% scoring by the
Health and Social Care Information Centre (HSCIC), which puts Hillingdon in the top
quartile for local authorities. The Council's organisational code is 727 should more detail
be required.

A bi-monthly Information Assurance Group (HIAG) meeting chaired by our Senior
Information Risk Owner (SIRO) has been in place for a number of years and is attended
by senior members of the Council’s leadership team, including the Corporate Director of
Adults' and Children and Young People's Services in his capacity as the Council's
Caldicott Guardian. This group has a yearly workplan to ensure the policies, process and
guidance are in place to support the local IG Protocols and agreements. The Caldicott
workplan feeds in to the overall HIAG workplan

For all Social work staff Data Protection and Information Governance e-learning training
is mandatory prior to receiving logon details to the social care systems.

Council-wide data protection and e-learning takes place annually. For employees new to
the council they are required to take the full training course. For existing staff they are
invited to take a shorter course with the understanding if they do not achieve 85% or
above they are required to take the full course.

All potential software suppliers must satisfy the requirements to ensure the correct
controls are in place through a series of questions.

The Council has signed-up to the information sharing protocol based on the template
developed by NWL CCGs and local authorities.

Third Sector

H4All is currently at level 1 of the IGSOC standards and the plan is get to level 2 by the
end of Q1 2016/17.

8.4 Joint assessment and accountable lead professional for high risk populations

i) The proportion of the adult population that will be receiving case management
and a named care coordinator.
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Patient/Resident Identification

a) Health Providers

In order to ensure that patients can be identified by all care providers in a variety of
settings in the local care economy, Hillingdon has devised a pathway which allows for a
network-based collation and weighting of lists.

Patients will be selected by using a combination of multi-provider risk stratification tools,
informed practice intelligence and informed provider intelligence. This is illustrated
below:

Patient Identification

Risk
Stratification

Provider
Intelligence

Practice
Intelligence

In primary care patients wil be identified from a combination of practice intelligence, the
use of the NHSE approved stratification tool QAdmissions and/or clinical judgement.
From this information a list of patients for care planning will be developed at practice
level.

Hillingdon Hospitals will use the risk stratification tool Parr 30 in order to identify those
patients most at risk of readmission and this will be inputted into the information already
available at a primary care level.

b) Local Authority

The Council has developed a risk stratification tool for determining the priority of existing
service users for a review of their support plans and the extent to which their support plan
is meeting their needs. Support plans are generally reviewed within eight weeks of
implementation and then within one year thereafter if there is no change of
circumstances in the intervening period; this is in accordance with the requirements of
the 2014 Care Act. The risk stratification tool will identify people whose circumstances
suggest that their review should be undertaken at an earlier stage. It will also help to
identify the level of intensity of the review, e.g. whether this could be undertaken by
telephone with the consent of the service user or if the complexity of their needs and
circumstances requires that this be undertaken face to face.

c) General

A Hillingdon frailty screening tool is in development that will be available to all partner
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organisations that come into contact with older residents in their own homes and will to
identify whether a referral should be made either to the third sector provided Health and
Wellbeing Service or to primary care.

Case Management and Named Care Coordinator

Hillingdon's model of care for older people is being implemented in the north of the
borough and led by the Metrohealth GP network; it is intended that this will start to be
rolled out to the rest of the borough during 2016/17. The model of care is based on the
principle that the GP will remain the lead professional, although other professionals will
often lead the coordination of care.

The process of risk stratification will identify people with high needs and those with
potentially complex needs who are currently stable and will refer them for case
management and care coordination. Care coordination is for both stable and escalated
care needs. It is anticipated that escalated level care coordination will be carried out by a
member of the Care Connection Team (CCT) as a key worker. Based on initial
modelling by the Metro Health care connection team pilot , it is assuming 50 people per
1,000 will require escalated care then the total number requiring this level of support is
approximately 770 (370 in the north of the borough and 400 in the south). The escalated
care model is also being piloted in the north of the borough as a proof of concept.

The CCT comprises of a Guided Care Nurse, who works closely with patients, physicians
and others to ensure coordinated, patient-centred care is provided for people at the
greatest risk of hospital admission, and a care co-ordinator working with the GPs over 2
practices. The GPs, Guided Care Nurse and care co-ordinator are further supported by
dedicated care of the elderly consultants available on the phone for advice and support
and also by H4All. Where a patient is identified as being very high risk they are referred
to the Rapid Access Clinics (RACE) provided by the Care of the Elderly Team at
Hillingdon Hospital for a comprehensive geriatric assessment (CGA).

The CCT is linked into Adult Social Care to ensure appropriate local authority
involvement to address eligible social care needs. Where an individual is already known
to Adult Social Care and there is an allocated social worker, then they will continue to
undertake a care coordination role in liaison with the CCT.

People with stable needs, e.g. those requiring less than a monthly intervention from a
health care professional, will be supported by the care coordinator within the CCT, who
will undertake a monitoring role, liaise with other members of the CCT and partners and
ensure that care plans are updated.

Multi-disciplinary team (MDTs) meetings are being held in all GP networks across
Hillingdon that involve all partner organisations to look at the most complex cases to
identify the most effective ways of maximising patient independence and wellbeing and
reducing demand on statutory services that is avoidable. MDTs are needs and outcome
focused but their effectiveness is currently at different levels across the borough.
Support will continue to be provided to ensure that these are an effective tool for
managing complex needs.

MDTs are being supplemented in GP practices in the north of the borough by daily
‘planning huddles' that involve some of the same professionals as at the MDTs to
consider the very high risk patients. The activities that can occur within a huddle include:
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¢ Discussion of the patient's wishes so that solutions can be modified to reflect their
preferences, priorites and intentions;

¢ Communicating case management assessment findings to those that need to know;

e Establish treatment goals that meet the patient's health care and social needs as well
as the referral source's requirepments;

e Medication review;
e Discussion of referrals to other community based services; and

e Discussion about laboratory, consultant and diagnostic reports.

ii) The proportions of the adult population that will be receiving self-management
help.

Escalated Care Model

A principle supporting the escalated care model is that patients should be empowered
and enabled through appropriate information, advice and support to manage their own
conditions to the extent that they are able. It is in this context that assessments include,
where possible, utilisation of the Patient Activation Measures (PAM), which help to
determine the extent to which an individual is motivated to self-manage their own long-
term condition (s).

People with Stable or Lower Level Needs

A single gateway to services provided by a range of voluntary and community groups is
being managed by the third sector consortium, H4All. This is called the Health and
Wellbeing Service. The service will:

e Take direct referrals from health and social care professionals to support people with
low to moderate social care needs;

e Attend MDTs to ensure appropriate access and support to those whose needs can
best be met from the third sector;

e |dentify residents who are isolated, anxious and de-motivated.

The model for the Wellbeing Service has been developed to use the PAM tool to set a
baseline on which to evaluate intervention and as a measure to target support and
resources to people who require it. The service will work with residents to raise their
participation and motivation in self-management.

A key to people being able to manage their own long-term conditions is access to
information and advice and a range of services funded by the Council through Public
Health money and provided by third sector organisations are in place. An online
directory of services called Connect to Support is being developed and promoted as the
key electronic source of information for borough residents, including links to the 111
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service and NHS Choices and the Directory of NHS services. See scheme 1 in Annex 1:
Early identification of people with susceptibility to falls, dementia, stroke and/or social
isolation for more detail.

8.5 Investment in NHS commissioned out-of-hospital services

2016/17 BCF plan includes an investment by the CCG of £10.6m in out of hospital
services that are included within the BCF. This includes:
Early supported discharge (Community Homesafe)
Rapid Response

Community Rehabilitation

District Nursing Service

Community matrons

Hawthorn Intermediate Care Service

Franklin House step-down beds

Community equipment (including pressure mattresses)
Falls Services (Hillingdon Hospital, CNWL and Age UK)
Prevention of Admission to Hospital (PATH) Service

This reflects an increase of £1.9m of investment in out of hospital services that were
contained within the BCF in 2015/16.

8.6 Agreement on local action plan to reduce delayed transfers of care, including a
risk share agreement.

The number of delayed days in Hillingdon is low in comparison with other London
boroughs and our BCF plan is designed to reduce this further and the detail is set out in
Annex 1 (see schemes 3. Rapid Response and Integrated Intermediate Care, scheme 4.
Seven Day Working, scheme 5. Integrated Community-based Care and Support and
scheme 6: Care Home and Supported Living Market Development . The key
components of our approach are:

e Proactive discharge planning in Hillingdon Hospital supported by the Integrated
Discharge Team and social work staff being permanently based on the main hospital
site.

¢ Development of a consistent approach to MDTs within the acute hospital and mental
health to ensure a common process and outcomes.

¢ Range of out of hospital services funded by the CCG to expedite discharge and
prevent admission, including Hawthorne Intermediate Care Unit and step-down beds.

e Early support discharge services in the form of Community Homesafe Service
provided by CNWL and Age UK for people with lower levels of need.

e Council provided Reablement Service to expedite discharge and prevent admission
for residents who do not require health professional intervention.

¢ Developing a more integrated approach to support a stable local homecare market.

¢ Development of in-reach support services to encourage existing care homes to
accept people with challenging behaviours as well as working with providers to
ensure suitable local supply to meet future demand.

e Creation of a Social Care and Housing Board to identify solutions where access to
suitable accommodation is likely to result in a delayed discharge.
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The level of DTOCS in Hillingdon is such that the partners do not consider a risk share
agreement in this area to be necessary.

8.7 Agreement on consequential impact of changes on providers

a) Impact of local plans have been agreed with relevant health and social care
providers

i) Implications for acute providers

Our BCF plans have been developed with both acute and community providers and
represents a local progression from the 2015/16 plan.

Work to date on the development of Out of Hospital Hubs in Hillingdon has incorporated
projected changes from integrated working for older people including new ways of
working and seven day working.

A provider commentary is provided by THH is available in Annex 3.

ii) Primary care providers

Metrohealth primary care network has been engaged in the development of the plan as a
result of the alignment of the BCF with the pioneer integration pilot. Engagement with
other networks will be undertaken during Q1 2016/17 with a view to informing the
development of the 2017/18 to 2019/20 plan. A provider commentary provided by
Metrohealth is available in Annex 3.

iii) Social care providers and providers from the voluntary and community sector

Social Care Providers

The content of the plan reflects engagement with private providers, such as care homes
and there will be engagement with other providers commissioned by the Council to
inform the development of the 2017/18 to 2019/20 plan, e.g. home care providers.

Third Sector Providers

The third sector consortium H4AIl ( Age UK, DASH, Harlington Hospice, Hillingdon
Carers and Hillingdon Mind) has been engaged in the development of the plan through
its alignment with the pioneer integration pilot. The pooled budget for 2016/17 includes
the Council's core funding to four out of the five organisations within H4All. A provider
commentary provided by H4All is available in Annex 3.

Iv) Implications for acute providers

Our BCF plans have been developed with both acute and community providers and
represents a local progression from the 2015/16 plan.
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Work to date on the development of Out of Hospital Hubs in Hillingdon has incorporated
projected changes from integrated working for older people including new ways of
working and seven day working.

A provider commentary is provided by THH is available in Annex 3.

8.8 Better integration between mental and physical health

The links between mental health and physical health are reflected in the construction of
the 2016/17 plan. This can be seen in the strongly prevention focused scheme 1: Early
identification of people with susceptibility to falls, dementia, stroke and/or social isolation.
Specific actions have been taken to increase integration between the two areas of need,
as can be seen with the creation of the Registered Mental Nurse post in Rapid Response
(see scheme 3: Rapid Response and integrated intermediate care). The creation of a
specifc scheme on supporting people living dementia (scheme 8) is also intended to
achieve greater integration to deliver better outcomes both for people living with
dementia and their Carers.

9. NATIONAL METRICS

9.1 Non-elective admissions (General and Acute)

a) Explanation for how the target has been reached.

The target for non-elective admissions to be avoided in 2016/17, which is contained is
reflected in the CCG's Operating Plan is 2,691 (1,280 in 2015/16). The contribution of
the BCF plan to the achievement of this target is 714 admissions avoided. The target for
2016/17 has been based on consideration of 2015/16 activity and taking into
consideration improvements that will be delivered in 2016/17.

b) Analysis of previous performance and assessment of impact of 2016/17 plan.

Performance in 2015/16 suggests that the falls-reduction ceiling will be slightly exceeded
but will still be lower than the outturn for 2014/15. Emergency admissions from care
homes was maintained at 2014/15 levels. However, embedding the new model of care
for older people and the proposals contained within the detailed scheme descriptions set
out in Annex 1 should deliver improved performance in 2016/17 and the table below
identifies the source for the contribution to the Operating Plan NEA target.

Scheme Service Area Hillingdon London
Hospital- North-
related west-
Reductions related
Reductions
1 Falls 70 13
1 Health & Wellbeing 85 0
Service
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3 Intermediate Care 153 29
5 Integrated Care Planning 115 21
5 Rapid Access to Care of 88 13
the Elderly Team clinics
(RACE)
6 Care home-related 64 12
admissions
TOTAL 575 88
TOTAL NEA REDUCTION BCF 663
TARGET

9.2 Permanent admissions to residential and nursing care homes.

a) Explanation for how the target has been reached.

The target of 150 permanent admissions reflects the demographics of the borough and
the lack of realistic alternatives to residential care pending the delivery of two extra care
schemes comprising of 148 self-contained flats in 2018.

b) Analysis of previous performance and assessment of impact of 2016/17 plan.

The 2015/16 ceiling (104) was adjusted with the approval of the HWB to reflect the fact
that the assumption made in 2014/15 in setting the ceiling that a 50 flat extra care
scheme would be delivered in-year was not going to come to fruition. Increasing the
effectivenss of Reablement to give more focus on people with reablement potential and
the promotion of Disabled Facilities Grants (DFGs) are examples of specific actions that
will be taken to help curtail the growth in the number of permanent admissions to care
homes. However, the scope for the 2016/17 plan to significantly reduce the number of
permanent placements is limited by the fact that the two new extra care schemes
referred to above will not be delivered until late 2017/18. Work being undertaken as part
of scheme 6 (see Annex 1): Care Home and Supported Living Market Development, will
help to support older people within existing extra care schemes more effectively and for
longer, but this will not take effect until early in 2017/18. A key objective of this work will
also be to reduce the impact on primary care and avoidable emergency admissions.

9.3 Effectiveness of reablement

a) Explanation for how the target has been reached.

During 2015/16 the number of people entering the Reablement Service increased by
38%. The target for 2016/17 (93.8%) has been arrived at on the basis of 960 people
being seen by the service during the year but with greater focus on people with
reablement potential and therefore a 1.8% increase in the number of people still at home
after 91 days following the hospital discharge.
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b) Analysis of previous performance and assessment of impact of 2016/17 plan.

The practice during 2015/16 has been for the majority of service users being discharged
via Hillingdon Hospital and for all new referrals from the community to be referred to the
Reablement Service. This has proved not to be an efficient use of resources and
following a review a restructure is proposed that provide more focus on people with
reablement potential, which means that a significant increase in the target for people to
be seen by the service would not be appropriate or deliverable.

9.4 Delayed transfers of care

a) Explanation for how the target has been reached.

The ceiling agreed for 2016/17 assumes an outturn for 2015/16 of 4,334 delayed days
based on a straightline projection using year to date data to the end of January 2016.
The 5% reduction target (or 217 delayed days) is based on how quickly it will be possible
to address the key causes of the delay, 70% of which are due to issues in securing
appropriate placements for people with challenging behaviours.

b) Assessment of impact of 2016/17 plan.

The 16/17 plan will deliver the key actions that will impact on reducing DTOCs and this
includes:

e Ensuring a common understanding of the definition of a DTOC.

Establishing an agreed discharge protocol and procedure.

Improving advanced discharge planning on acute wards.

Establishing common practices across acute and non-acute.

Improving liaison between acute and mental health professionals

Addressing supply of suitable, local care setting provision for people with behaviours
that challenge.

e Establishing seven day assessments in nursing homes.

e Establishing a secure homecare market.

More detail is provided in the individual scheme descriptions in Annex 1. See schemes
3,4, 5and 6.
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Better Care Fund Plan 2016/17
Annex 1: Detailed Scheme Descriptions

Contents
Scheme Scheme Title Page
Number
1. Early identification of people with susceptibility to 3
falls, dementia, stroke and/or social isolation.
2 Better care at end of life. 8
3. Rapid Response and integrated intermediate care. 11
4. Seven day working. 14
5. Integrated community-based services. 18
6. Care home and supported living market 22

development.

7. Supporting Carers. 25

8. Living well with dementia. 28
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BCF Plan 2016/17
ANNEX 1 — Detailed Scheme Descriptions

Scheme One

a) Scheme Name

Early identification of people with susceptibility to falls, dementia, stroke and/or social
isolation

b) Scheme Strategic Objectives

This scheme seeks to manage demand arising from demographic pressures by reducing
the movement of Hillingdon residents/patients from lower tiers of risk into higher tiers of
risk through proactive early identification and facilitating access to preventative pathways.

c) Scheme Overview

This scheme builds on the work undertaken under Hillingdon's 2015/16 BCF plan to take
forward the anticipatory model of care and apply a more preventative approach to
addressing health and social care need. The scheme’s focus is people whose current
level of need is low and as a result their risk factors would not be identified through the
risk stratification process being undertaken in primary care. See scheme 5: Integrated
Community-based Care and Support for details of the utilisation of risk stratification as
part of the delivery of better anticipatory care in Hillingdon. Identification of this cohort of
people will enable early engagement in self-directed care and support and facilitate
access to preventative pathways.

People living with dementia, people susceptibility to falls and/or who are socially isolated
are disproportionately represented in our non-elective admissions and admissions to long
term residential care. In addition, stroke is one of the main causes of disability in the 55
and over population and one of the main causes of death in the 75 and over population.
Susceptibility to stroke increases as people age and there are factors that can contribute
to a person being particularly at risk. As stroke is a largely preventable condition, early
identification of people at risk can help to prevent this life changing condition from
occurring.

There is a loss of opportunity in not being able to identify people with these conditions
early on in their development and to intervene sooner. The potential impact on outcomes
in the medium to long term could be significant.

Key initiatives include:

e Promotion and further development of an online citizen portal - Access to good
information and advice is fundamental to people being able to self-manage their own
health and wellbeing. The Connect to Support portal established in 2015/16 will be
promoted further in 2016/17 to make it the go-to place for information and advice,
including about activities and services to support the health and wellbeing of
Hillingdon's residents.
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e Making every contact count (MECC) - Training delivered to frontline staff in Q4 about
how to identify people who may be at risk of dementia, falls and/or social isolation and
how to respond will be evaluated. This will shape the content of any further training to
staff who visit people in their own homes. The extent to which this is rolled out further
will depend on the readiness of the response to issues raised following staff contact
with residents at risk;

e Delivering a system-wide response - This entails setting out what to do when we
identify people with these susceptibilities. It could include a referral to the pilot
Hillingdon Health and Wellbeing Service provided by the third sector consortium
H4AIl, which will provide support to older people with one or more long-term condition
who need assistance to manage their condition. People referred to this service can
also benefit from an assessment using the Patient Activation Measures (PAM). This
assessment is intended to identify people needing support to engage more actively in
the management of their own condition. People identified as needing support to
engage with self-care plans are at greatest risk of increased health and care need and
will receive a programme of direct support from the service. Other people will be
advised about the options available to address their needs, including being sign-
posted to services provided by third sector organisations.

e Reviewing the falls strateqy - A centralised falls service (with multi-factorial
assessment management), assisted discharge from hospital for people who have
fallen and a community based falls prevention service were established prior to
2015/16 and have proved successful in preventing emergency admissions.
Hillingdon's strategy for supporting people at risk of falling as well as those who have
fallen will be reviewed in 2016/17. This will take a comprehensive view of the
respective Council and CCG functions and funded services and how collectively with
partners falls prevention can be supported.

e Supporting and developing the role of the third sector - The evaluation of the impact of
the Health and Wellbeing Service pilot will include patterns of utilisation of services
provided by Hillingdon's third sector. This will inform how best to target current third
sector capacity funded by the Council and/or CCG in order to maximise the outcomes
of supporting people to be independent in the community and preventing or delaying
escalation and subsequent demand on statutory services. This will help inform
commissioning decisions about the appropriate configuration of services to meet local
need in the period up to 2020 as part of an integrated model community based care
for older people, which links to scheme 5: Integrated community-based Care and
Support.

o Stroke prevention: There are four components to a stroke prevention strategy and
these are: increasing physical activity, addressing excess weight issues, smoking
cessation and early detection. During the 2016/17 the following initiatives will be
undertaken:

v Increasing physical activity - There is an existing physical activity programme
and targeting this at people aged 55 and over carrying excess weight is
expected to have a beneficial outcome.

v Addressing excess weight issues - In 2015/16 a weight management project
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working with 200 residents has been piloted. The results of this will inform the
development of a business cases for a tier 2 weight management service
directed at obese or overweight people who need personal, time-limited
interventions in the community to support them in managing lifestyle changes;

v Smoking cessation - The Council, through its public health function, already
provides a successful smoking cessation service and this will continue. It will
be reviewed during 2016/17 to explore how its effectiveness can be
maximised;

v Early detection - A key method for detecting at an early stage susceptibility to
stroke is through the NHS health check programme. We currently have an
active programme but at 12% of the eligible population being targeted per
annum the rates are lower than is ideal and aiming for 20% would be more
effective in disease prevention. Hypertension and high cholesterol (both
important in causing stroke) are already tested for in NHS health checks. Atrial
fibrillation (AF), a disturbance of heart rhythm, is a major cause of stroke and is
not tested as part of the health check programme. During 2016/17 options to
increase the rate of health checks (as well as extending them to cover AF) will
be explored.

e Delivering older people's wellbeing initiatives - The Council will implement the
reorganisation of its Health Promotion and Sports Development Services into a
Wellbeing Service, which will be able to develop more comprehensive initiatives in
partnership with the third sector to improve health and wellbeing by helping to keep
people active, both mentally and physically.

e Preventing dementia — The actions set out above to prevent stroke and promote the
wellbeing of older people will also help to prevent or delay the onset of dementia. This
links with scheme 8: People living well with dementia.

e [dentification of carers - Many people who provide care for loved ones free of charge
are not aware that they are carers. The work undertaken under this scheme provides
an opportunity to identify carers and refer them to the Council for a carer's
assessment and/or the third sector for information, advice and appropriate support.
This links with scheme 7: Supporting carers.

e Making best use of assistive technology - The work undertaken under this scheme
provides an opportunity to identify people who may benefit from assistive technology,
e.g. telecare and telehealth, and to make referrals. This technology can help to
provide the residents/patients and their families with greater confidence about them
remaining in their own home.

d) The Delivery Chain

Scheme Lead Role

The Council will be the lead for this scheme.

Scheme Delivery
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¢ The online resident portal, Connect to Support, is commissioned by the Council;

e A multi-agency, multi-disciplinary clinical working group (CWG) co-ordinates the
development of falls and falls prevention services in Hillingdon. The current falls-
specific prevention and treatment services are commissioned by the CCG and
provided by CNWL, Age UK and THH;

e Support for people with dementia will come from a range of providers including GP
Networks, NHS community services, direct Council provision, e.g. TeleCareLine, and
the third sector;

e The current screening programme is undertaken in primary care;

e The new Wellbeing Team will work in partnership with the Library Service and the
third sector to support older residents to become or remain mentally and physically
active. This will help to prevent or delay the onset of dementia, as well as help to
prevent stroke;

e The Council provides telecare through its in-house TeleCareLine Service, which
includes a response service for those without a family responder or where the family
responder is not contactable in the event of an emergency. Telecare equipment is
supplied by a private provider.

e) The Evidence Base

Feedback from residents both nationally and locally identifies the importance of access to
information and advice to be fundamental to people being able to self-manage their long-
term conditions and also to having choice and control over how their needs are met.

During 2014/15 there were 871 emergency admissions as a result of falls at a total cost
of £2.9m. During the period Q1 to Q3 2015/16 there were 578 falls-related emergency
admissions, compared to 671 during the same period in 2014/15.The cost during the
period Q1 to Q3 2015/16 was £1.7k compared with £2.1m during the same period in
2014/15. The target falls-related admissions ceiling for 2015/16 is 761 and activity from
Q1 to Q3 suggests that on a straightline projection this may be slightly exceeded,
although the performance will be improved upon that of the previous year.

However, the ageing population increases the necessity of addressing this area of risk
both in terms of the loss of independence for older residents but also the additional costs
to Adult Social Care and the NHS that may result from an admission to nursing care
homes.

f) Investment Requirements

Service Provider Funder Total
LBH HCCG
a) Health and H4AIl 543 195 738
Wellbeing
Service
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b) Connect to Shop4Support 45 0 45
Support
¢) Online LBH 44 0 44
Services
Coordinator
d) Atrial P&V 5 0 5
Fibrillation
screening
equipment
e) Older People LBH 20 0 20
Wellbeing
initiatives
f) Falls Age UK 0 140 140
Prevention
Service
Primary Care 0 55 55
TOTALS 657 390 1,047

g) Contribution to BCF Metrics

This scheme will contribute to the following key BCF metric:

Reduction in non-elective admissions

h) Other Success Measures

The following measures will be used to identify whether the scheme is working:

Increase in utilisation rates for Connect to Support (new and repeat users) — Baseline
to be established in Q4 2015/16.

% of users of Adult Social Care who have found it easy or difficult to access
information and advice about services and/or benefits (Test through the Adult Social
Care Survey).

Reduction in falls-related emergency admissions (83 admissions prevented).

Proportion of residents/patients who have an improved PAM scoring where there is
tangible improvement in engagement in self-directed support.

Number of people assessed through the Health and Wellbeing Service receiving
active support from a support coordinator.

Number of people supported by the Health and Wellbeing Service who receive
appropriate information or signposting to local groups through the service's triage
assessment. This will require a separate survey of service users.

Number of successful referrals to voluntary and community organisations from the
H4A Service and the referral outcomes. This will require a system to be put in place
to monitor user feedback and identify delivery of intended outcomes.

Numbers of people aged 55 and over participating in stroke prevention activities.
Activities that help to prevent stroke will also contribute to reducing the risk of
dementia.
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e % of people aged 55 and over participating in screening programmes.

e Evaluation of the training programme for frontline staff who visit residents in their own
homes.

Scheme Two

a) Scheme name

Better care for people at the end of their life

b) Scheme Strategic Objectives

This scheme seeks to realign and better integrate the services provided to support
people towards the end of their life in order to deliver the ethos of a ‘good death.” This is
intended to maximise the dignity of the person at end of life, ensure that they receive the
right services at the right time and relieve as much as is possible the stress for them and
their carers and/or family.

c) Scheme Overview

This scheme builds on the work undertaken in 2015/16. The main goals of the scheme
are to ensure that people at end of life are able to be cared for and die in their preferred
place and to ensure that people at end of life are only admitted to hospital where this is
clinically necessary or where a hospital is their preferred place of care or death.

To achieve these goals the key initiatives under this scheme will include:

e [dentification of people at end of life - The process for identifying people at end of life
resulting from work undertaken in 2015/16 will be implemented. This will ensure that
key professionals are supported in diagnosing people with advanced disease who are
in the last months/year of life and who are in need of supportive and palliative care.
This will support appropriate anticipatory planning being undertaken. This action links
with scheme 8: Living well with dementia.

e Delivering a communications plan for professionals - The communications plan
developed in 2015/16 setting out Hillingdon's end of life pathway, including the
support available to residents/patients and their carers and/or families will be
delivered. This will help to raise awareness of the support available to people at end
of life whose preferred place of care is at home and help to prevent hospital
admissions that are inappropriate in the context of expressed resident/patient wishes.

e |ncreasing utilisation of multi-disciplinary care and support planning — During 2016/17
partners will be increasing the utilisation of Co-ordinate My Care (CMC) as the
advance care planning tool for people at end of life, which is in line with practice
across London. This will include exploration of access to Adult Social Care staff and
the provision of appropriate training to facilitate this. Increasing the utilisation of CMC
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will link in to the expansion of the care information exchange (CIE) platform, subject to
the success of the pilot which will be undertaken early in 2016/17.

e Facilitating seamless care provision between health and social care — The Council will
bring its social care spend for people at end of life within the pooled budget to ensure
that a disruption in care is not caused by a transition in funding responsibility between
health and social care. The Council will also explore the feasibility of removing the
potential charge for people diagnosed as likely to have only having six months to live
whose needs are primarily social care. This would help to avoid the complexities and
potential disputes that can arise when trying to determine at what point a person's
care should be health funded.

e Implementing results of market testing of end of life services — In order to reduce the
fragmentation of end of life services and avoid the disruption that can arise from a
change of provider resulting from a person's needs transitioning from being primarily
social care to health care at critical time, the Council and CCG will move towards
single or lead provider arrangements.

e Developing appropriate training for providers - 'Difficult conversations' training will be
delivered to health and social care providers to assist with planning for anticipatory
care needs, which will help to avoid crisis situations leading to hospital attendances
and admissions, especially where the latter is not the preferred place of care.

e |mplementing outcome of review of support for carers of people at end of life — Any
gaps in service provision to support carers of people at end of life will be considered
as part of the work undertaken in scheme 7: Supporting Carers. Where additional
funding is required appropriate business cases will be developed for consideration by
the Council and/or CCG.

e Reviewing available information — Access to good, up to date information is critical to
support residents/patients and their Carers and families. For residents/patients this
will be promoted through the resident online portal Connect for Support. For
professionals the additional route is the NHS Directory of Services. The range of
services advertised and accuracy of the data will be monitored by the End of Life
Forum.

d) The Delivery Chain

Scheme Lead Role

HCCG will lead on this scheme, the implementation of which will be overseen by the
multi-agency End of Life Forum.

Scheme Delivery

The providers will be a combination of primary care, community NHS services, acute,
social care, London Ambulance Service and voluntary and community sector providers.

e) The Evidence Base

The three main causes of death in Hillingdon and recorded on death certificates as
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primary underlying causes were cardiovascular disease (29.0%), cancers (28.0%) and
respiratory disease (14.5%). Respiratory causes of death rose to 34.3% if mentioned or
recorded as ‘contributory’ to the cause of death. Alzheimer’s and other forms of dementia
accounted for about 12% and though it is the fourth cause of death, this is rising. In the
last 3 years, deaths from cardiovascular disease, cancer and respiratory causes appear
to be falling while the number and proportion of deaths from Alzheimer’s and forms of
dementia are rising. All these causes are considered demanding of end of life care.

The average number of deaths per year in Hillingdon for the period 2008 - 2012 was
between 1800 and 1900.
e People aged 65+ accounted for 85% of all deaths (88% in the North and 82% in
the south)
e People aged 75+ accounted for 70% of all deaths (76% in the North and 65% in
the south)
e Percentage of deaths in both those aged 75+ and 85+ are lower than national
average but higher than London average though not significantly different
¢ More deaths in 75+ in Care homes based in the North than in the South (or more
deaths in Hospital with residents in the South).

ONS, 2014MYE shows that over half (56.5%) of Hillingdon’s 65 and over population live
in the south of the borough, e.g. south of the A40. By 2020 the growth in the 65 and over
population is estimated to be over 700 people per year broken down as follows:

e 85-89 by an extra 110 per year

e 75-84 by an extra 220 per year

e 65-74 by an extra 360 per year

There are more care home beds per 1000 population for 75+ based in the North
(88/1000) than in the South (56/1000) and this helps to explain why there are
proportionately more deaths in care homes in the north of the borough than in the south,
where more people die in hospital.

The Primary Care Mortality Data there were 1,823 deaths in 2014. 51% (926) of these
were female and 49% (897) male. The diagram below shows place of death between
2010 and 2014.
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f) Investment Requirements

Service Provider Funder Total
LBH HCCG
a) Specialist Third Sector 50 106 156
Palliative
Personal Care
Service
TOTALS 50 106 156

g) Contribution to BCF Metrics

This scheme will contribute to the following key BCF metric:
e Reduction in non-elective admissions

h) Other Success Measures

care.

The following measures will be used to identify whether the scheme is working:
¢ To achieve 90% of people at end of life with an advanced care plan on CMC.
e >50% of people with an advanced care plan on CMC dying in their preferred place of

e Positive family/carer experience of the quality of care and support provided at end of
life. Securing this information will require a separate survey to be undertaken the
sensitive nature of which is likely to necessitate one to one support.

| Scheme Three

Page 93
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a) Scheme name

Rapid Response and Integrated Intermediate Care

b) Scheme Strategic Objectives

Prevention of admission and readmission to acute care following an event or a health
exacerbation and enabling recovery through intermediate care interventions with the aim
of maximising the person’s independence, ability to self-care and remain in their usual
place of residence for as long as possible.

c) Scheme Overview

Existing crisis response services for adults (aged 18 years and above) with both health
and mental health conditions are provided in the community and in-reach to the
emergency department (ED) at The Hillingdon Hospital (THH). They also link with the
Psychiatric Liaison Service in the ED. The Rapid Response service provides nursing,
therapeutic and care needs for up to 10 days and has a fast track referral process to the
LBH to establish packages of care or reablement. For people with more severe mental
health conditions, including dementia, the Home Treatment Service is available for up to
14 weeks. There is also access to night carers for up to 3 nights and a service which will
escort people home from the ED.

This scheme is aligned with the early supported discharge HomeSafe Service, which is
clinically led by Hillingdon Hospital through the Care of the Elderly Team (COTE). The
service entails older people aged 65 and over who are admitted through the ED being
screened for a comprehensive geriatric assessment (CGA). Patients who receive a CGA
will be managed on the HomeSafe pathway. Health and care needs identified are met by
community based providers for up to 10 days to facilitate clinically appropriate and timely
discharge from acute care. Appropriate onward referrals to address on-going needs are
then made.

The intermediate care provision is made up of the 22 bed Hawthorn Intermediate Care
Unit (HICU) on the Hillingdon Hospital site, the Community Rehabilitation Team,
Reablement Team, community equipment, telecare services and Prevention and
Admission to Hospital Service provided by Age UK for people with low social care needs.
5 step-down beds are provided at Franklin House Nursing Home for people who are
medically stable and are a) on a rehabilitation pathway, need a bed-based service but
unable to weight bear for 3 weeks or more; or b) are undergoing an assessment for
continuing health care (CHC) which has not yet been completed. There is also a flat at
the Cottesmore House extracare sheltered housing scheme that is used to meet step-up
or step-down needs and supported by private sector care provider with in-reach support
from the Reablement Team.

During 2015/16 an integrated discharge team has been set up in the Acute Medical Unit
(AMU) to identify adults with care needs as soon as they are admitted to hospital and to
take a more proactive and joint approach between health and social care to discharge
management. This will continue into 2016/17.

Although there has been greater functional alignment between services during 2015/16
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they still remain fragmented. During 2016/17 work will take place to explore integration
options, including possible incentivisation of providers, that will deliver the following
outcomes:

e Reduction in the number of hand-offs between different organisations.

e Resident/patient needs being addressed by the most suitably qualified
professional first time.
Reduction in the number of points of access.
Reduction in length of stay in intermediate care services.
Improved resident/patient experience of care.

e Value for money.
Service options development will also include consideration of procurement routes.

d) The Delivery Chain

Scheme Lead Role

HCCG will lead on this scheme, the implementation of which will be overseen by the
Systems Resilience Group.

Scheme Delivery

Crisis response and home treatment services are provided by CNWL and commissioned
by the CCG. They link with the Reablement Team which is provided by LBH. They also
link into private sector provided homecare commissioned by LBH.

Telecare services are also provided by LBH and the ED and home from hospital (up to 6
weeks for people with low care needs) service is jointly commissioned by the CCG and
LBH, as is the community equipment provision. The night carer service is provided by
Harlington Hospice and commissioned by the CCG.

It is expected that delivery options during 2016/17 will be shaped by the emerging
Accountable Care Partnership (ACP).

e) Evidence Base

A review of intermediate care and development of a new model of care was
commissioned by the CCG from Libera partners, consulted on with partner organisations
and reported on locally in January 2012. This recommended a number of changes to the
way that intermediate care services were delivered, which led to a business case being
agreed by the CCG in 2012/13 that led to changes in the provision and capacity of
intermediate care and community-based crisis response services and to early supported
discharge arrangements, e.g HomeSafe Service.

2014/15 there were 10,341 non-elective admissions of Hillingdon residents who were
aged 65 and over at a cost of £25.8m. During 2014/15 46.5% of non-elective admissions
of the 65 and over population had a length of stay of between 0 and 2 days, thereby
suggesting these admissions were avoidable and this trend was repeated during the first
half of 2015/16.

f) Investment Requirements
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Service Provider Funder Total
LBH HCCG

a) Rapid Response CNWL 0 1,546 1,546
b) Hawthorn CNWL 0 1,614 1,614
Intermediate Care Unit
¢) Community Rehab CNWL 0 1,094 1,094
d) Prevention of Age UK 29 91 120
Admission/Readmission
to Hospital (PATH)
e) Take Home & Settle Age UK 0 63 63
f) Reablement Team LBH 2,211 0 2,211
g) Reablement Physio CNWL 51 0 51
e) Community CNWL 0 688 688
Homesafe
f) Spot purchased Various P & V 341 0 341
intermediate care beds
g) Step-down beds Care Uk 0 198 198
(Franklin House)
h) Support to step- CNWL 0 53 53
down beds
i) Cottesmore Paradigm 38 0 38
Reablement Flats Housing Group
j) Hospital Social LBH 210 0 210
Workers
k) Mental Health Nurse CNWL 40 0 40
in Rapid Response

TOTAL 2,920 5,347 8,267

g) Contribution to BCF Metrics

This scheme will impact on the following BCF metrics:
e Reduction in the number of non-elective admissions.
¢ Reduction in permanent admissions of older people aged 65 years and over to

residential and nursing care homes, per 100,000 population from 2015/16 baseline.
Increase in % of older people aged 65 years and over who are still at home 91 days
post hospital discharge into reablement service from 2015/16 baseline.

h) Other Success Measures

The following measures will be used to identify whether the scheme is working:

7 admissions a day avoided following referral to Rapid Response by Hillingdon
Hospital’'s Emergency Department and 1 admission per day avoided following
referrals from other routes.

Average number of discharges supported home from Hillingdon Hospital wards by
HomeSafe per day.

Reduction in admissions resulting in a length of stay (LOS) of between 0 and 2 days.
78 admissions avoided as a result of the availability of the Rapid Access Care of the
Elderly (COTE) clinics.

Average of 80 referrals to Reablement per month.

% of new clients who received Reablement where no further request was made for
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long-term support.
o Number of reablement cases closed within 6 weeks.
e Number of people readmitted to hospital whilst receiving reablement.

Qualitative feedback will be sought through surveys of residents/patients to capture their
feedback about their experience.

Baselines will be established in Q4 2015/16 against which progress in 2016/17 can be
measured.

Scheme Four

a) Scheme name

Seven Day Working

b) Scheme Strategic Objectives

To improve quality and patient safety through reducing inconsistent care provision by:-
e Enabling discharge from the acute trust seven days a week for people admitted for
either planned or unplanned procedures;

e Enabling access to community services seven days a week thereby preventing
unnecessary emergency department attendances and admission and reducing length
of stay for people admitted to hospital for either planned or unplanned procedures;

Reducing the uneven rate of hospital discharge across the week.

c) Scheme Overview

This scheme is intended to deliver standard 9 of the 10 Seven Day Working Clinical
Standards.

There are a number of interdependencies with other schemes that are critical to the
delivery of standard 9 and these include:

e Placements for people with challenging behaviour needs - Securing suitable local
placements for people with challenging behaviour needs is a key cause of delayed
transfers of care and this piece of work falls within the remit of scheme 6: Care Home
and Supported Living Market Development;

e Seven day assessments in nursing homes - The availability of suitably qualified staff
in nursing homes to undertake assessments of people who have been admitted to
hospital and are medically fit for discharge will contribute to delivering a more even
spread of discharges across the week. This requirement will be included as a
condition of the Dynamic Purchasing System (DPS) tender for care homes that the
Council is undertaking with the West London Alliance (WLA) of local authorities. This
piece of work falls within the remit of scheme 6: Care Home and Supported Living
Market Development.
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e Palliative & hospice bed provision - The ability of the Hospital to discharge people
who are at end of life is impacted by available service provision and this will also be
addressed under scheme 6: Care Home and Supported Living Market Development.
This also links with scheme 2: Better care at end of life.

Improvements in managing the discharge process from Hillingdon Hospital introduced in
2015/16 will be carried forward into 2016/17. Essential components of this will be earlier
planning and this will be assisted by the following:

e Advanced discharge planning on wards - Hospital wards will be set specific targets to
facilitate advanced discharge planning to ensure that key enablers such as
medication and transport are available. Opportunities for standardising the MDT
process on wards on the Hillingdon Hospitals sites will be explored. The objective of
this work will be to apply the most effective MDT model consistently to achieve a
better experience of care for patients and expedite the discharge of people who no
longer need to be in hospital.

e Embedding earlier referrals to Hospital transport - The Hospital has transport
available 24/7 365 days a year but earlier planning will assist in enabling referrals to
be made earlier in the day in order to avoid a glut of activity around 4pm. This will
also help to improve the experience of care by preventing patients being taken back
home late at night.

e Developing the Integrated Discharge Team (IDT) - The continuation of the IDT into
2016/17 is subject to the outcome of an evaluation into its effectiveness that will take
place in Q4 2015/16. However, the practice of Adult Social Care proactively engaging
with the wards to facilitate advanced discharge planning will continue in one form or
another. Subject to the availability of accommodation on the Hospital site, there will
be an increased social care presence to ensure a prompt response to addressing
social care needs, which will contribute to a more even seven day flow out of the
Hospital. This links into scheme 3: Rapid Response and Integrated Intermediate
Care.

Other required components of the work to improve the discharge process will include:

e Addressing needs of people with acute mental health needs - Caring for people
admitted to the Emergency Department with acute health needs in addition to severe
mental health needs can be very resource intensive and this can impact on the
delivery of a smooth discharge pathway for other patients. Through joint working
between the CCG, Hillingdon Hospital, CNWL and the UK Border Agency the
intention is to release acute mental health beds to ensure that people with acute
mental health needs are cared for in the most appropriate setting to support their
recovery.

e FEarlier referrals to Psychiatric Liaison Service (PLS) - Changing practice to ensure
early referral of patients showing signs of mental distress are referred to the PLS prior
to discharge will also assist in preventing readmission that is avoidable.

e Developing the role of the third sector - Linking into scheme 3: Rapid Response and
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Integrated Intermediate, the support from the third sector to people at the point of
discharge and in the first few weeks after they have returned home will be considered.
The purpose of this will be to ensure that maximum benefit can be obtained from the
unique skills available from the third sector to support the independence of residents
and prevent readmissions that are avoidable.

e Developing a common functional assessment in hospitals in North West London
(excluding Hillingdon Hospitals) - Assessment of patient need and function occurs
within the hospital and is carried out by the hospital Multi-disciplinary Team (MDT)
however, decision-making about which community service(s) is most appropriate is
undertaken by the community team. The development of a common tool for
assessing a patient's needs and function in hospitals other than Hillingdon Hospital
would assist in supporting the discharge process where Hillingdon residents are
admitted to other hospitals in north west London.

d) The Delivery Chain

Scheme Lead Role

Hillingdon Hospital will continue as the lead for this scheme, which will be overseen by
the System Resilience Group (SRG). The SRG has responsibility for monitoring delivery
of all the clinical standards mandated by NHSE.

Scheme Delivery

The services required to deliver a more even hospital discharge process across the week
will be provided by a combination of the following providers: The Hillingdon Hospital
Foundation Trust, Central North West London Community Health and Mental Health
Services, Hillingdon's four GP networks, Adult Social Care, Hillingdon's third sector and
the private sector.

e) The Evidence Base

This scheme is being rolled forward from 2015/16 in accordance with national policy
requirements. The chart below illustrates the scope for improving the distribution of
hospital discharges (planned and unplanned) over the week.

4000

3000 Discharges Day by Day Elective and Non-elective (Apr - Dec)

2000

1000

0 .
Monday Tuesday Wednesday | Thursday Friday Saturday Sunday

m2014/2015 2484 2878 2581 2664 2833 1042 637
m2015/2016 2444 2526 2552 2593 2799 1429 544

f) Investment Requirements

Service Provider Funder Total
LBH |  HCCG
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a) Mental Health Social LBH 100 0 100
Workers

TOTALS 100 0 100

g) Contribution to BCF Metrics

The scheme will impact on the following BCF metrics:

¢ Reduction in non-elective admissions through a reduction in readmissions

e % of people supported at home 91 days post discharge into reablement by reducing
the number of readmissions related to the cause of the original admission.

h) Other Success Measures

The following measures will be used to identify whether the scheme is working:
35% of discharges should occur before midday 7/7.

Weekend discharges are 80% of weekday rates.

Number of people discharged at weekends.

% of people supported at home 91 days post discharge into reablement.
Reduction in differential mortality rates between weekdays and weekends.
Reduction in readmissions within 30 days.

Resident/patient feedback

Carer feedback

With the exception of the last two measures, this data is collected automatically. The last
two qualitative measures will require new surveys to be undertaken of patients and
carers.

Scheme Five

a) Scheme Name

Integrated Community-based Care and Support

b) Scheme Strategic Objectives

To ensure that community based care and support works as effectively and as efficiently
as possible and is aligned across primary care and community services to deliver
anticipatory care in community settings that achieves the best outcomes for
patients/residents and delivers value for money.

c) Scheme Overview

There has been a review and improvement in efficiency of a range of community health
services to ensure that value for money from existing services is being achieved. An
integrated model of care for older people will be extended where integrated care and
support planning approaches facilitate closer integration between health, social care and
third sector providers and delivers improved outcomes.
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This scheme will contribute to this through the following actions:

Expanding the use of risk stratification tools - The Metrohealth GP network in the
north of the borough has been using a combination of multi-provider risk stratification
tools, informed GP practice intelligence and informed provider intelligence to detect
early signs of frailty to trigger earlier support. During 2016/17 risk stratification tools
will be refined and this learning will be rolled out across the borough to all practices.

Mainstreaming personalised care planning - Care planning processes and outcomes
have been reviewed in 2015/16. This will enable work the undertaken in 2015/16 and
linked to the application of risk stratification tools to be fully embedded in GP networks
across the borough to support a reduction in avoidable emergency admissions to
hospital. This will be supported by the development of the co-produced Integrated
Care and Support Record (ICSR) and, subject to the outcome of the pilot, the further
scale up of the care information exchange (CIE) platform.

Embed a multi-disciplinary team (MDT) approach to addressing the needs of
residents/patients with complex needs - GP networks will be supported to embed the
MDT approach as a cost effective tool for maximising the health and wellbeing of
residents/patients living with long-term conditions. This will include training for MDT
chairs as well as practical support for the administration of meetings.

Scaling up the integrated model of care for older people across the borough - Building
on integrated care planning in primary care, an enhanced model of integrated care
provision for older people is currently being piloted with Metrohealth GP network in
the north of the borough. This will inform commissioning a system wide integrated
model of care for older people in shadow form in 2016/17 and will enable the
involvement of other networks as maturity builds. This approach requires new
contractual relationships with primary care, community health, acute and the third
sector and the development of enablers to drive better outcomes.

Raise awareness within primary care of community service provision and access
routes - Training will be provided to staff within primary care about the range of
services provided by the Council to support the health and wellbeing of
residents/patients in their own homes, including the provision of Disabled Facilities
Grants (DFGs). Training will include promotion of the online resident portal Connect
to Support and how to access information about the range of services provided by the
voluntary and community sector.

Deliver an integrated community equipment service - Community equipment is critical
to supporting people with physical disabilities and/or sensory impairments in their own
home. People of all ages often have a variety of equipment needs, ranging from daily
living equipment such as bath board, hoists, electric beds, etc, to more medical
equipment, e.g. pressure relieving mattresses and/or oxygen. To avoid the
coordination difficulties posed by having different providers delivering different types
of equipment, the community equipment service will be retendered in 2016/17 under a
model that brings together as many types of equipment as possible to improve
efficiency in meeting the equipment needs of residents/patients. This provision will
apply to all adults and children.
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e Relaunch the retail model for community equipment - The purpose of the retail model
is to give residents greater choice by enabling them to access more personalised
equipment than is available from the standard catalogue available to the Council and
the NHS. Under this model they can pay a top-up if the cost of the equipment item is
greater than the equipment prescription value.

e Develop an integrated approach to home care market development and management
- This will bring together health and social care to ensure better management of
medication in the community. A key intended outcome would be to prevent
residents/patients needing to change provider to address their respective health or
social care needs unless this was necessary for clinical reasons. Another outcome
would be to ensure service availability to support people who had care needs but who
did not meet the national eligibility criteria for social care. As part of the joint
approach to the management of the homecare market is ensuring the availability of
provision to support people in the community living with dementia, which links with
scheme 8: People living well with dementia.

e Expansion of Personal Health Budgets (PHB) — A local offer for PHBs will be
developed for residents/patients living with one or more long-term conditions and also
children with special educational needs. The PHB offer will not be restricted to people
who are eligible for NHS funded Continuing Healthcare. During 2016/17 a three year
plan to expand the take-up of PHBs will be developed and this will include joint PHBs
and Direct Payments where an adult meets the national eligibility criteria for a
financial contribution from the local authority to meet their social care needs. The
plan will also address market development issues.

d) The Delivery Chain

Scheme Lead Role

HCCG will lead for this scheme, which will be overseen by the multi-agency Integrated
Care Steering Group.
Scheme Delivery

An Accountable Care Partnership (ACP) is HCCG'’s preferred model of delivery for
integrated care. An ACP is where a group of providers agree to take responsibility for
providing all care for a given population for a defined period of time under a contractual
arrangement with a commissioner. Under this model providers are held accountable for
achieving a set of pre-agreed quality outcomes within a given budget or expenditure
target. In Hillingdon the ACP comprises of The Hillingdon Hospitals Foundation Trust,
Central North West London Foundation Trust (CNWL), Metrohealth GP network and the
H4AIl third sector consortium.

Commissioning integrated care from the ACP will initially be for older people with long
term conditions, but will progress in scope to all older people and other population groups
with long term conditions. This is not expected to occur in 2016/17, which will be a
shadow year before the ACP becomes fully operational in 2017/18. The ACP will deliver
services under the current contracts held by its constituent organisations and a shadow
capitated budget will be developed in 2016/17. A capitated budget is a sum of money
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based on the estimated needs of a population group and for 2016/17 this will initially be
older people with long-term conditions. Both the CCG and the ACP will monitor the cost
of the model of care and outcomes in readiness for moving to a full capitated model after
April 2017.

The Council will commission care and support provision in extra care schemes from an
independent sector provider and the CCG will commission community health services
either from the existing community provider or an independent sector provider following a
procurement process. Primary care services will be co-commissioned between the CCG
and NHSE from the appropriate GP networks.

Community equipment is commissioned by the Council on its own behalf and that of the
CCG and the service is provided by a private company. Hillingdon is part of a consortium
comprising of 16 London boroughs and CCGs that is led by Hammersmith and Fulham.
The success of the retail model for community equipment is dependent on ther being a
range of approved providers. There are currently 16 participating pharmacists and
expanding this coverage will be a task for 2016/17.

Both the Council and the CCG commission homecare providers from a range of private
and independent sector companies.

Individual residents/patients will commission services directly from a range of third sector
or private sector providers.

e) The Evidence Base

This scheme has been developed following a multi-agency evaluation of the schemes
under the 2015/16 BCF plan.

f) Investment Requirements

Service Provider Funder Total
LBH HCCG

a) Community Medequip 763 703 1,466
equipment Assistive
contract Technology LTD
b) Pressure DHS 0 200 200
relieving
mattresses
c) Telecare Tunstall/LBH 262 0 262
d) Continence CNWL 0 529 529
service
e) Community CNWL 0 677 677
matrons
f) District Nursing CNWL 0 3,287 3,287
g) Twilight CNWL 0 167 167
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Service
h) Tissue Viability CNWL 0 386 386
i) Disabled LBH 3,457 0 3,457
Facilities Grants
j) Packages of Various 655 0 655
care: maintaining P&V
eligibility criteria
k) Medication Pharmacists 0 8 8
Administration
Record (MAR
chart) provision
[) Medication Opus 0 16 16
administration
training
m) Homecare Independent 15 0 15
provider care Sector
standards
training
n) Adult LBH 260 0 260
Safeguarding

TOTALS 5,412 5,973 11,385

g) Contribution to BCF Metrics

This scheme will impact on the following BCF metrics:

e Reduction in non-elective admissions

Reduction in permanent admissions to care homes of 65 + population.
Reduction in delayed transfers of care.
Social care quality of life.

h) Other Success Measures

The following measures will be used to identify whether the scheme is working:

¢ Proportion of residents identified as in need of preventative care who have been
offered a care plan.
e Proportion of patients who have care planning where there is a tangible improvement
in quality of life and level of independence.
e Proportion of patients who have achieved jointly agreed goals in 6 months or have

shown a very positive progression towards achievement of their goals.

¢ |Improved patient experience tested by part of patient survey.

Number of people in receipt of a Personal Health Budget

Scheme Six

a) Scheme Name

Care Home and Supported Living Market Development

b) Scheme Strategic Objectives

Through market reshaping secure:

a. A vibrant, quality care home market that meets current and future local need; and
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b. An appropriate mix of supported living provision that provides people with a realistic
alternative to care home admission.

c) Scheme Overview

This scheme is focused on two areas:

a) The care home (residential and nursing) primarily for older people but also for
younger adults with physical disabilities; and

b) The supported living markets for all adults and not just older people.

The scheme will include the following actions:

e [ aunch of market position statements (MPSs) - Through MPSs developers and
providers of care homes for older people and other population groups and developers
and providers of supported living schemes for older people and other population
groups will be advised of LBH/HCCG needs over the next 3 - 5 years to address
health and care needs of the population;

e Securing suitable care home provision for people with challenging behaviour needs -
Securing suitable local placements for people with challenging behaviour needs,
including those associated with dementias, is a key cause of delayed transfers of
care. This will be accomplished through providing appropriate wrap-around support
for care homes that includes access to medical and clinical expertise to existing
providers as well as facilitating new supply, where appropriate. This links with
scheme 4: Seven day working;

e Palliative & hospice bed provision - A review of bed based services will consider the
need for additional palliative and bed-based hospice provision. Delivery of the
outcomes of the review will start in 2016/17 but any new locally based services may
take up to two years to come on stream. This links with scheme 2: Better care at end
of life and scheme 4: Seven day working;

e Monitoring quality of service provision: A jointly agreed process for encouraging and
monitoring quality of provision within the care home and supported living markets will
be embedded;

e Managing business failure - A jointly agreed process for identifying and responding to
provider business failure that will ensure continuity of service provision will be
embedded;

e Agreed price for care tool implementation - Implementing an agreed tool for
establishing a fair price for care will provide a transparent basis for determining care
home fees that allow for market stability and are affordable and provide value for
money for commissioners;

e Securing agreement on integrated brokerage options — Options for integration of
nursing care home brokerage placements following work undertaken in 2015/16 will
be considered jointly by the Council and CCG alongside options for joint contracting
arrangements;
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e |mplementing preferred contracting options for care homes - Development of a joint
care home specification that employs appropriate contractual levers to implement
national policy priorities, e.g. seven day working. This will also include partnership
working with the West London Alliance (WLA) of local authorities to tender for a
Dynamic Purchasing System (DPS) for care homes. A DPS is a fully-electronic
process used by public sector bodies to award contracts for works or services and
it ensures that the end-to-end procurement process is competitive, fair and
transparent.

e Development of a menu of in-reach support for care homes and supported living
schemes - This would include medical and other clinical advice that will prevent
hospital admissions that are avoidable;

e Developing the model of care and support for extra care - The development of wrap-
around services to ensure that the health and care needs of older people in existing
extra care sheltered schemes, Cottesmore House and Triscott House, are met as well
as those in two new schemes (Grassy Meadow and Parkview) to be opened in 2018.
The intention will be to minimise the circumstances where it is necessary for people
living in these schemes to be admitted to care homes to address their needs.

d) The Delivery Chain

Scheme Lead Role

The Council will lead on this scheme and will be supported by a multi-agency task and
finish group.

Scheme Delivery

The Council and CCG currently commission care home placements separately and often
from the same private providers. The need for care home provision will be met by the
private or independent sector market and through this scheme different commissioning
options will be considered, including lead commissioning arrangements.

In-reach support from community matrons to care homes is commissioned by the CCG
from CNWL. Any enhancement to this service to include other clinical and medical
support and also to include supported living schemes would be subject to approval of
proposed business cases and could be further developed within the emerging ACP.

The Council currently commissions a private provider to deliver care to the tenants of two
existing extra care schemes, Cottesmore House and Triscott House. Housing-related
support is provided directly to tenants by the Council. The Council will continue to be the
lead commissioner for the service provided to tenants at these schemes and the new
ones due to open in 2018. It is expected that core care and support hours, e.g. the level
of care required for the safe running of the schemes, will be delivered by a private or
independent sector

e) The Evidence Base

There are 58 care homes in Hillingdon of which 17 are registered nursing homes and 41
residential homes without nursing. 29 cater for the 65 and over population and 29 for
people aged under 65. The total bed capacity is 1,390 but 1,195 of these are for older
people. Hillingdon has the seventh largest supply of older people's care homes in
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London and the fifteenth largest supply of care homes for people aged under 65.

The Council makes 12% fewer placements of older people per head of population than
the London average but ranks 8" highest out of London's 33 boroughs for placements for
people with learning disabilities of working age. 45% of the older people's care home
supply is utilised by self-funders compared with a London average of 41%. In accordance
with national and local policy the Council will be making less residential care home
placements in coming years. To create real alternatives to residential care that will
promote independent living two new extra care schemes for people aged 65 and over will
open in early 2018 and these are Grassy Meadow, which will have 88 self-contained flats
and an onsite dementia resource centre and Parkview, which have 66 self-contained
flats. A 14 flat supported living scheme for people with learning disabilities is also
scheduled to open during 2018 in Ruislip and a 12 flat scheme for adults with functional
mental health needs in Uxbridge.

The older adult market is quite diverse with 40% of beds being owned by large national
providers, e.g. those owning 40 or more homes elsewhere in England. The Council is
largest provider of care home beds for younger adults and only 11% are owned by large
providers.

In 2014/15 there were 885 emergency admissions to Hillingdon Hospital from care
homes in the borough at a total cost of £2.2m. 71% (632) of these admissions were of
the 65 and over care home population at a cost of £1.8m. During the first half of 2015/16
this trend was replicated with a total of 447 emergency admissions of which 70% (314)
were of the 65 and over care home population. This shows that initiatives during 2015/16
have prevented an increase in the level of emergency admissions from care homes
rather than improving it.

f) Investment Requirements

Service Provider Funder Total
LBH HCCG
a) Quality LBH 150 0 150
Assurance Team
b) Care Home HCCG 0 32 32
Prescriber
TOTAL 150 32 182

g) Contribution to BCF Metrics

This scheme will impact on the following BCF metrics:

e Reduction in non-elective admissions

e Reduction in permanent admissions to care homes of 65 + population.
e Reduction in delayed transfers of care (mental health).

e Social care quality of life.

h) Other Success Measures

The following measures will be used to identify whether the scheme is working:
e Reduction in non-elective admissions from care homes.
e Reduction in non-elective admissions from supported living schemes, including extra
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care.

e Reduction in number of people aged 65 + dying in hospital within seven, fourteen and
twenty-one days of admission from a care home where the hospital is not their
preferred place of care. This links to scheme 2: Better care at end of life.

Scheme Seven

a) Scheme Name

Supporting Carers

b) Scheme Strategic Objective

This strategic objective of this scheme is that carers are able to say:
« "[ am physically and mentally well and treated with dignity"

* "I am not forced into financial hardship by my caring role"

* "I enjoy a life outside of caring"

* "I am recognised, supported and listened to as an experienced carer"

c) Scheme Overvew

The 2014 Care Act increased the responsibilities of local authorities towards adult carers.
The Act changed the definition of who is a carer so that any adult providing unpaid care
to another adult is legally regarded as a carer whether or not they regard themselves as
such. Any carer within this definition has a right to a carer's assessment and also to have
their own care and support needs identified from the assessment met by the local
authority. This scheme seeks to support the health and wellbeing of carers, both adults
and young carers and this will be achieved through the following actions:

e Deliver a communications campaign to increase awareness and take up of carers’
support/services - The campaign will include identifying "hidden", e.g. people who do
not necessarily identify themselves as carers. It will also include a 'What would you
do? Where would you go?' initiative to raise awareness for all residents who could
become carers at any time.

e Reviewing assessment capacity across the borough to provide additional support to
carers - The expectation is that as the population ages the number of carers will
increase and there consequently needs to be sufficient capacity within the system to
permit timely carers' assessments to take place. Some demand may be absorbed by
the online self-assessment facility through Connect to Support but the Council will
ensure sufficient capacity through its contracts with the third sector. From the autumn
of 2016 this flexible response to demand for carers' assessments would come within
the carers' hub contract.

e Implement the carers' hub contract - Following a tender for an integrated support
service for carers in 2015/16 the new contract will be implemented in the autumn of
2016.
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e Deliver GP annual health checks and flu jab programmes for carers - GP practices
will be supported by the Communications Team to proactively identify carers and to
register them as carers. Where feasible each practice will identify someone as a
carers' champion and the definition of this role will be agreed in consultation with teh
GP networks. A mechanism for referring carers for a health check following a carer's
assessment will also be developed.

e Deliver options to extend services for carers - e.g. weekend carers cafes, more
activities in winter months and condition specific cafes e.g. dementia, MH, autism and
provide access to appropriate and improved 7 day health care services

e Delivery of an integrated engagement framework for carers - This is being developed
in 2015/16 and is intended to enhance the voice of carers in service planning and
delivery, across all providers. It will include use of technology to enable carers to give
their views online in a way that is least disruptive to them. Subject to the outcome of
a feasibility study, it may also include establishing a Carers' Assembly.

e Support for carers of people at end of life — The results of the review of the needs of
carers of people at end of life undertaken as part of the work of the End of Life Forum
under scheme 2: Better care at end of life, will be implemented. Where additional
funding is required appropriate business cases will be developed for consideration by
the Council and/or CCG.

d) The Delivery Chain

Scheme Lead Role

The Council will lead on this scheme and will be support by the multi-agency Carers
Strategy Group.

Scheme Delivery

Carers’ assessments are undertaken by the Council with additional capacity
commissioned from Hillingdon Carers by the borough. This will continue during 2016/17.

Information and advice for carers is commissioned by the Council from a range of third
sector providers and these include Hillingdon Carers, Rethink and the Alzheimers’
Society. Itis intended that the new carers’ hub service being tendered during 2015/16
will be delivered by a third sector organisation and provide a single point of access to
services for carers. This will include information and advice to young carers and a range
of support services, including some therapeutic services.

The Council has commissioned the Carers’ Trust to provide a sitting service for carers of
people who do not meet eligibility criteria. This enables carers to take a break of four
hours a week. A carers’ assessment is not required for them to be able to access this
service and any carer requiring more support may be able to receive this following an
assessment. This service will be part of the new Carers' Hub Service that will operational
from 1% October 2016.
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Local GP networks are responsible for delivering health checks for carers. Where
appropriate, Personal Health Budgets will be made available during 2016/17 to address
the specific healthcare needs of carers identified from the health check process. See
scheme 5: Integrated Community-based Care and Support.

e) The Evidence Base

The 2011 census shows that there were at least 25,702 Carers in Hillingdon; in fact, this
figure was and is probably much higher when taking into consideration the fact that some
people who are providing care to their partner or other relatives do not identify
themselves as Carers. These ‘hidden Carers’ may not be accessing the support and
advice that is available to them.

The table below provides a breakdown of the age of Carers as identified by the 2011
census.

Age Breakdown of Carers in Hillingdon
Carer Age Group Number

0-24 2,450

25 - 64 18,609

65 + 4,643

TOTAL 25,702

The census also showed that 36% of the Carers aged 65 and above were providing 50
hours a week or more unpaid care and of those 17% identified themselves as having bad
or very bad health.

According to estimates within the Institute of Public Care's 2009 Estimating the
prevalence of severe learning disability in adults - working paper 1, there should currently
be approximately 400 people living with parents and this should rise to approximately 440
in 2020. Of the 220 people with learning disabilities currently being supported by the
Council who live with parents or other relatives who are identified as their main Carers.
77 of these Carers are aged 65 and over and of these 11 are aged 75 and over. This
illustrates both the importance of supporting older Carers and the need to plan for a time
when they will be unable to continue their caring role because of the effects of old age.

f) Investment Requirements

Service Provider Funder Total
LBH HCCG

a) Carers' hub, Third sector 600 0 600
assessments and
review
b) Services to Various 209 0 209
carers (inc P&V
respite)

Page 28 0f 33 - Appendix 3/Annex 1
Page 110




Appendix B / Appendix 3 / Annex 1 - Version

10: 28/03/16

¢) Support to LBH 70 0 70

Hillingdon Social

Care Direct

d) Training Third sector 20 0 20
TOTALS 899 0 899

g) Contribution to BCF Metrics

This scheme will impact on the following BCF metrics:
e Reduction in non-elective admissions.
e Reduction in permanent admissions to care homes of 65 + population.

h) Other Success Measures

The following measures will be used to identify whether the scheme is working:

¢ Number of carers’ assessments completed.

e Number of carers receiving respite or a carer specific service following an
assessment.

e Through the national carers’ survey:

Proportion of Carers who have found it easy or difficult to find information and

advice about support services or benefits
Carer quality of life questions about:
o Getting enough sleep and eating well
o Having sufficient social contact
o Receiving encouragement and support.
e Number of carers on GP Carers' Registers.

e Number of Carers in receipt of a Personal Health Budget. Links with scheme 5:

Integrated Community-based Care and Support.

Scheme Eight

a) Scheme Name

People living well with Dementia

b) Scheme Strategic Objective

The objective of this scheme is that people with dementia and their family carers are

enabled to live well with dementia.

c) Scheme Overview

Hillingdon's ageing population means that dementia, a condition primarily associated with

old age, is going to have a significant impact on the local health and care economy for

the foreseeable future. Through more integrated working across health and social care it
is intended that this scheme will contribute to people affected by dementia being able to

say:
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To

| was diagnosed in a timely way.

| know what | can do to help myself and who else can help me.

Those around me and looking after me are well supported.

| get the treatment and support, best for my dementia, and for my life.

| feel included as part of society.

| understand so | am able to make decisions.

| am treated with dignity and respect.

I am confident my end of life wishes will be respected. | can expect a good death.
achieve this the following actions will be taken:

Preventing or delaying the onset of dementia - This action links in with the work being
undertaken under scheme 1: Early identification of people with susceptibility to falls,
dementia, stroke and/or social isolation, as the actions intended to prevent stroke will
also assist in preventing or delaying the onset of dementia, e.g. promoting physical

activity, nutrition guidance, smoking cessation and early detection of conditions such
as hypertension and high cholesterol.

Implementing a single point of access (SPA) for crisis care - Building on a single point
of access to urgent and crisis care in 2015/16, the service will be developed in
2016/17 so that people with urgent mental health needs, including dementia, are able
to receive multi-disciplinary assessments of need and onward referral as appropriate.
It is envisaged that referrals into the SPA would come from professionals and
voluntary and community organisations as well as residents themselves and/or their
carers.

Completion of Integrated Multi-disciplinary Team business case - Following modelling
work undertaken in 2015/16, a business case will be developed in 2016/17 for a multi-
disciplinary service model encompassing Memory Assessment, older people mental
health beds and community home treatment services to provide a more integrated
service for older people with dementia requiring diagnosis and post-diagnosis support.
This will include case management approaches for people living with dementia and
other long-term physical health needs. This links into existing integrated care
planning for older people and specifically with scheme 5: Integrated Community-
based Care and Support.

Developing a local dementia resource centre model - A dementia resource centre will
be included in the 88 flat Grassy Meadow extra care scheme due to open in early
2018. This resource is primarily intended to meet the social care needs of people
living with dementia in the community with family carers, but during 2016/17 health
and social care partners will work together to identify how the maximum benefit can
be obtained from this facility.
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e Developing standardised training for providers - The multi-agency Dementia Working
Group will develop a training framework for health and social care staff that will
address the following three tiers:

e Tier 1: Dementia Awareness ('Essential information') that highlights the basic,
essential competencies relevant to all sections of workforce and society.

e Tier 2: 'Enhanced' builds on tier 1 and highlights competencies needed for those
working in general health or social care settings and for those working with people
with dementia.

e Tier 3: 'Specialist' builds on tiers 1 & 2 and is relevant to those working in a more
specialist and intensive way with people with dementia.

It is envisaged that tier 1 and 2 would be available as an e-learning modules.

e Securing care home provision for people living with dementia with challenging
behaviours — The current limited availability of this provision is the cause of people
with dementia staying in inappropriate care settings for longer than is desirable and
can contribute to delayed transfers of care. The work being undertaken under
scheme 6: Care Home and Supported Living Market Development is intended to
address this gap in provision.

e Securing care provision for people living with dementia at end of life — The work being
undertaken under scheme 5: Integrated Community-based Care and Support and
scheme 6: Care Home and Supported Living Market Development will ensure that
appropriate service provision is available to address need at this particularly sensitive
time.

d) The Delivery Chain

Scheme Lead Role

HCCG will lead on this scheme, which will be overseen by the multi-agency Dementia
Working Group task and finish project group.

Scheme Delivery

Information and advice about dementia is commissioned by the Council from the
Alzheimer's Society, who also provide an advice centre at the Templeton Centre in
Northwood. The CCG commissions CNWL to provide a memory assessment service
which is based at the Woodland Centre on the main Hillingdon Hospital site. In-patient
provision is also based at the Woodland Centre, which is commissioned by the CCG.
Both the Council and the CCG commission CNWL to provide an Admiral Nurse service,
which supports carers of people living with dementia.

There are 29 care homes in Hillingdon that support older people and 26 of these are
registered to support people with dementia. The direction for national and local policy is
to support people living with dementia in their own homes or in as least restrictive
environment as possible for as long as possible, which is one of the reasons for the
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development of extra care schemes. The commissioning of care homes and care and
support provision is addressed within scheme 6: Care Home and Supported Living
Market Development. This includes provision to address the needs of people living with
dementia with challenging behaviours.

Both the Council and the CCG commission homecare provision from private and
independent sector providers to support people in their own homes with their personal
care and health needs. The availability of a service to address the care needs of people
living with dementia will be addressed under scheme 5: Integrated Community-based
Care and Support.

The Council's Wellbeing Team, in partnership with the Libraries Service, provides a
range of activities to keep people living with dementia mentally and physically active.
This links with scheme 1: Early identification of people with susceptibility to falls,
dementia, stroke and/or social isolation.

e) The Evidence Base

Hillingdon's Joint Strategic Needs Assessment (JSNA) estimates that in 2015 2,750
people in the borough are living with dementia that this will rise to 3,120 in 2020. This is a
projected increase of around 13%. For those aged over 85 it is estimated that in 2015
there are 1,250 people in Hillingdon living with dementia and that this figure is likely to
rise to 1,500 by 2020, an estimated increase of 19%. These estimates are based on
information from the Projecting Older People Population Information service (POPPI)
using data from Dementia UK: A report into the prevalence and cost of dementia
prepared by the Personal Social Services Research Unit (PSSRU) at the London School
of Economics and the Institute of Psychiatry at King's College London, for the Alzheimer's
Society, 2007.

Research suggests that dementia may be more common in older adults with intellectual
disability than in the general population. Incidence of dementia in older people with
intellectual disabilities have been found to be up to five times higher than older adults in
the general population. (source: Strydom et al. 2013, Research in Developmental
Disabilities)

The number of people with learning disabilities living into old age is increasing and it is
predicted that there will be an increase of around 10% of people over 65 with learning
disabilities in Hillingdon between 2015 and 2020. This is in line with the average for all
London boroughs (source: POPPI data March 2015).

This scheme is compatible with the National Dementia Strategy (DH 2009), the required
actions identified in Dementia: A state of the nation (DH 2013) and Dementia today and
tomorrow: A new deal for people with dementia and their carers, produced by the Deloitte
Centre for the Alzheimer's Society in February 2015.

f) Investment Requirements

Service Provider Funder Total
LBH HCCG

Wren Centre LBH 300 0 300
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Staff & provider Third sector 5 0
training

Totals 305 0

305

g) Contribution to BCF Metrics

This scheme will impact on the following BCF metrics:
e Reduction in permanent admissions to care homes of 65 + population.

e Social care quality of life.
[ )

h) Feedback Loop

The following measures will be used to identify whether the scheme is working:

e Diagnosis rate as a percentage of projected prevalence of dementia within the
Hillingdon population.

e Proportion of residents identified as in need of preventative care who have been
offered a care plan.

e Number of people in receipt of a Personal Health Budget.

e FEvaluation of training delivered to providers.
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Appendix 4
ANNEX 3 (a)
Provider Commentary (Primary Care)

Name of Health & Wellbeing Hillingdon Health and Wellbeing Board
Board
Name of Provider organisation Metrohealth GP Network
Name of Lead GP Dr Martin Hall
Signature (electronic or typed)
2016/17 BCF Plan Key Performance Indicators
1. Reduction in Non-elective Admissions
a) Net over-arching NEA reduction target 2015/16. 1,280
b) Projected 2015/16 outturn.
c) Target contribution of 2015/16 BCF Plan (65 +). -388
d) Net over-arching NEA reduction target 2016/17 2,691
e) Target contribution of 2016/17 BCF Plan (65 +). -663
2. Permanent Admissions to Care Homes
a) 2014/15 Outturn 155
b) 2015/16 Plan 150
c) Projected 2015/16 Outturn 145
d) 2016/17 Plan 150

3. Effectiveness of Reablement: % of people 65 + still at home 91 days after discharge

from hospital to reablement.

a) 2014/15 Outturn 85.6%
b) 2015/16 Plan 95.4%
c) Projected 2015/16 Outturn 92%
d) 2016/17 Plan 93.3%
4. Delayed Transfers of Care (DTOCs) (Delayed Days)

a) 2014/15 Outturn 3,819
b) 2015/16 Plan 4,790
c) Projected 2015/16 Outturn 4,334
d) 2016/17 Plan 4117
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For Provider to populate:

Question Response

1. | Do you agree with the data
above relating to the impact of
the BCF in terms of a reduction
in non-elective (general and
acute) admissions in 16/17
compared to planned 15/16
outturn?

2. | If you answered 'no' to Q.1
above, please explain why you
do not agree with the projected
impact?

3. | Do you recognise the other
BCF KPIs for 2016/17 and
understand the reasoning
behind them?

4. | Can you confirm that you have
considered the resultant
implications on services
provided by your organisation
of the BCF KPIs?
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ANNEX 3 (d)

Provider Commentary (Third Sector)

Name of Health & Wellbeing
Board

Hillingdon Health and Wellbeing Board

Name of Provider organisation H4AII

Names of Chief Officers Okali & Angela Wegener

Sally Chandler, Steve Curry, Christopher Geake, Peter

Signature (electronic or typed)

2016/17 BCF Plan Key Performance Indicators

1. Reduction in Non-elective Admissions

a) Net over-arching NEA reduction target 2015/16. 1,280
b) Projected 2015/16 outturn.

c) Target contribution of 2015/16 BCF Plan (65 +). -388
d) Net over-arching NEA reduction target 2016/17 2,691
e) Target contribution of 2016/17 BCF Plan (65 +).

2. Permanent Admissions to Care Homes (65 +)

a) 2014/15 Outturn 155
b) 2015/16 Plan 150
c) Projected 2015/16 Outturn 145
d) 2016/17 Plan 150

3. Effectiveness of Reablement: % of people 65 + still at home 91 days after discharge

from hospital to reablement.

a) 2014/15 Outturn 85.6%
b) 2015/16 Plan 95.4%
c) Projected 2015/16 Outturn 92%
d) 2016/17 Plan 93.3%
4. Delayed Transfers of Care (DTOCs) (Delayed Days)

a) 2014/15 Outturn 3,819
b) 2015/16 Plan 4,790
c) Projected 2015/16 Outturn 4,334
d) 2016/17 Plan 4117
5. Resident/Patient Experience: Access to information about support services or benefits
a) 2014/15 Outturn 74.8%
b) 2015/16 Plan 73%
c) Projected 2015/16 Outturn 75%
d) 2016/17 Plan 77%
5. Resident/Patient Experience: Quality of Life

a) 2014/15 Outturn 18.2%
b) 2015/16 Plan 19%
c) Projected 2015/16 Outturn 18.4%
d) 2016/17 Plan 19%
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Appendix B
For Provider to populate:

Question Response

1. | Do you agree with the data
above relating to the impact of
the BCF in terms of a reduction
in non-elective (general and
acute) admissions in 16/17
compared to planned 15/16
outturn?

2. | If you answered 'no' to Q.1
above, please explain why you
do not agree with the projected
impact?

3. | Do you recognise the other
BCF KPIs for 2016/17 and
understand the reasoning
behind them?

4. | Can you confirm that you have
considered the resultant
implications on services
provided by your organisation
of the BCF KPIs?
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Appendix 5

Template for BCF submission 1

Sheet: Guidance

Overview

The purpose of this template is to collect information from CCGs, local authorities, and Health and Wellbeing Boards (HWBSs) in relation to Better Care Fund (BCF) plans for 2016-17. The focus of the collection is on finance
and activity information, as well as the national conditions. The template represents the minimum collection required to provide assurance that plans meet the requirements of the Better Care Fund policy framework set out
by the Department of Health and the Department of Communities and Local Government (www.gov.uk/government/publications/better-care-fund-how-it-will-work-in-2016-to-2017). This information will be used during the
regionally led assurance process in order to ensure that BCF plans being recommended for sign-off meet technical requirements of the fund.

The information collected within this template is therefore not intended to function as a 'plan’ but rather as a submission of data relating to a plan. A narrative plan will also need to be provided separately to regional teams,
but there will be no centrally submitted template for 2016-17. CCGs, local authorities, and HWBs will want to consider additional finance and activity information that they may wish to include within their own BCF plans that
is not captured here.

This tab provides an overview of the information that needs to be completed in each of the other tabs of the template. This should be read in conjunction with Annex 4 of the NHS Shared Planning Guidance for 2016-17;
Better Care Fund Planning Requirements for 2016-17", which is published here: www.england.nhs.uk/ourwork/part-rel/transformation-fund/bcf-plan/

Timetable
The submission and assurance process will follow the following timetable:

+ NHS Planning Guidance for 2016-17 released — 22 December 2015
+ BCF Allocations published following release of CCG allocations — 09 February 2016
+ Annex 4 - BCF Planning Requirements 2016-17 released - 22 February 2016
+ BCF Planning Return template, released — 24 February 2016
« First BCF submission by 2pm on 02 March 2016, agreed by CCGs and local authorities, to consist of:
o BCF ing return (this
All submissions will need to be sent to DCO teams and copied to the National Team (england.bettercaresupport@nhs.net)
« First stage assurance of planning return template and initial feedback to local areas - 02 to 16 March 2016
+ Second version of the BCF Planning Return template, released (with updated NEA plans) — 9th March
* Second issi ing and by 2pm on 21 March 2016, to consist of:
o High level narrative plan
o Updated BCF planning return template
+ Second stage assurance of full plans and feedback to local areas - 21 March to 13 April 2016
+ BCF plans finalised and signed off by Health and Wellbeing Boards in April, and submitted 2pm on 29 April 2016
This should be read alongside the timetable on page of page 15 of Annex 4 - BCF Planning Requirements.

Introduction

Throughout the template, cells which are open for input have a yellow background and those that are pi have a blue d, as below:

Data needs inputting in the cell
Pre-populated cell

To note - all cells in this template requiring a numerical input are restricted to values between 0 and 1,000,000,000.

The details of each sheet within the template are outlined below.

This is a checklist in relation to cells that need data inputting in the each of the sheets within this file. It is sectioned out by sheet name and contains the question, cell reference (hyperlinked) for the question and two separate
checks

- the 'tick-box' column (D) is populated by the user for their own reference (not mandatory), and

- the 'checker' column (E) which updates as questions within each sheet are completed.

The checker column has been coloured so that if a value is missing from the sheet it refers to, the cell will be Red and contain the word 'No' - once completed the cell will change to Green and contain the word 'Yes'. The
'sheet completed' cell will update when all ‘checker' values for the sheet are green containing the word 'Yes'.

Once the checker column contains all cells marked 'Yes' the 'Incomplete Template' cell (B6) will change to 'Complete Template'.

Please ensure that all boxes on the checklist tab are green before submission.

. Cover

The cover sheet provides essential information on the area for which the template is being completed, contacts and sign off. The selection of your Health and Wellbeing Board (HWB) on this sheet also then ensures that the
correct data is prepopulated through the rest of the template.

On the cover sheet please enter the following information:

- The Health and Wellbeing Board;

- The name of the lead contact who has completed the report, with their email address and contact number for use in resolving any queries regarding the return;
- The name of the lead officer who has signed off the report on behalf of the CCGs and Local Authority in the HWB area.

Question completion tracks the number of questions that have been completed, when all the questions in each section of the template have been completed the cell will turn green. Only when all 6 cells are green should the
template be sent to england.bettercaresupport@nhs.net

2. Summary and confirmations

This sheet summarises information provided on sheets 2 to 6, and allows for confirmation of the amount of funding identified for supporting social care and any funds ring-fenced as part of risk sharing arrangement. To do
this, there are 2 cells where data can be input.

On this tab please enter the following information:

- In cell E37 ,please confirm the amount allocated for ongoing support for adult social care. This may differ from the summary of HWB expenditure on social care which has been calculated from information provided in the
'HWB Expenditure Plan' tab. If this is the case then cell F37 will turn yellow. Please use this to indicate the reason for any variance;

- In cell F47 please indicate the total value of funding held as a contingency as part of local risk share, if one if being put in place. For guidance on instances when this may be appropriate please consult the full BCF
Planning Requirements document. Cell F44 shows the HWB share of the national £1bn that is to be used as set out in national condition vii. Cell F45 shows the value of investment in NHS Commissioned Out of Hospital
Services, as calculated from the 'HWB Expenditure Plan' tab. Cell F49 will show any potential shortfall in meeting the financial requirements of the condition.

The rest of this tab will be populated from the information provided elsewhere within the template, and provides a useful printable summary of the return.
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WB Funding Sources

This sheet should be used to set out all funding contributions to the Health and Wellbeing Board's Better Care Fund plan and pooled budget for 2016-17. It will be pre-populated with the minimum CCG contributions to the
Fund in 2016/17, as confirmed within the BCF Allocations spreadsheet. https://www.england.nhs.uk/ourwork/part-rel/transformation-fund/bcf-plan

These cannot be changed. The sheet also requests a number of confirmations in regard to the funding that is made available through the BCF for specific purposes.

On this tab please enter the following information:

- Please use rows 16-25 to detail Local Authority funding contributions by selecting the relevant authorities and then entering the values of the contributions in column C. This should include all mandatory transfers made via
local authorities, as set out in the BCF Allocations spreadsheet, and any additional local authority contributions. There is a comment box in column E to detail how contributions are made up or to allow contributions from an
LA to split by funding source or purpose if helpful. Please note, only contributions assigned to a Local Authority will be included in the 'Total Local Authority Contribution' figure.

- Please use cell C42 to indicate whether any additional CCG contributions are being made. If 'Yes' is selected then rows 45 to 54 will turn yellow and can be used to detail all additional CCG contributions to the fund by
selecting the CCG from the drop down boxes in column B and enter the values of the contributions in column C. There is a comment box in column E to detail how contributions are made up or any other useful information
relating to the contribution. Please note, only contributions assigned to an additional CCG will be included in the 'Total Additional CCG Contribution' figure.

- Cell C57 then calculates the total funding for the Health and Wellbeing Board, with a comparison to the 2015-16 funding levels set out below.

- Please use the comment box in cell B61 to add any further narrative around your funding contributions for 2016-17, for example to set out the driver behind any change in the amount being pooled.

The final section on this sheet then sets out four specific funding requirements and requests confirmation as to the progress made in agreeing how these are being met locally - by selecting either 'Yes', 'No' or 'No - in
development’ in response to each question. 'Yes' should be used when the funding requirement has been met. 'No - in development' should be used when the requirement is not currently agreed but a plan is in development
to meet this through the development of your BCF plan for 2016-17. 'No' should be used to indicate that there is currently no agreement in place for meeting this funding requirement and this is unlikely to be agreed before
the plan is finalised.

- Please use column C to respond to the question from the dropdown options;

- Please detail in the comments box in row D issues and/or actions that are being taken to meet the funding requirement, or any other relevant information.

4. HWB Expenditure plan

This sheet should be used to set out the full BCF scheme level spending plan. The table is set out to capture a range of information about how schemes are being funded and the types of services they are providing, which is
required to demonstrate how the national policy framework is being achieved. Where a scheme has multiple funding sources this can be indicated and split out, but there may still be instances when several lines need to be
completed in order to fully describe a single scheme. In this case please use the scheme name column to indicate this.

On this tab please enter the following information:

- Enter a scheme name in column B;

- Select the scheme type in column C from the dropdown menu (descriptions of each are located in cells B71 - C78); if the scheme type is not adequately described by one of the dropdown options please choose ‘other'
and give further explanation in column D;

- Select the area of spending the scheme is directed at using from the dropdown menu in column E; if the area of spending is not il by one of the drop: ) options please choose 'other' and give further
explanation in column F;
- Select the commissioner and provider for the scheme using the dropdown menu in columns G and J, noting that if a scheme has more than one provider or issi , you should one row for each. For

example, if both the CCG and the local authority will contract with a third party to provide a joint service, there would be two lines for the scheme: one for the CCG commissioning from the third party and one for the local
authority commissioning from the third party;

- In Column K please state where the expenditure is being funded from. If this falls across multiple funding streams please enter the scheme across multiple lines;

- Complete column L to give the planned spending on the scheme in 2016/17;

- Please use column M to indicate whether this is a new or existing scheme.

- Please use column N to state the total 15-16 expenditure (if existing scheme)

This is the only detailed information on BCF schemes being collected centrally for 2016-17 but it is expected that detailed scheme level plans will continue to be developed locally.

5. HWB Metrics

This sheet should be used to set out the Health and Wellbeing Board's performance plans for each of the Better Care Fund metrics in 2016-17. This should build on planned and actual performance on these metrics in 2015-
16. The BCF requires plans to be set for 4 nationally defined metrics and 2 locally defined metrics. The non-elective admissions metric section is pre-populated with activity data from CCG Operating Plan submissions for all
contributing CCGs, which has then been mapped to the HWB footprint to provide a default HWB level NEA activity plan for 2016-17. There is then the option to adjust this by indicating how many admissions can be avoided
through the BCF plan, which are not already built into CCG operating plan assumptions. Where it is decided to plan for an additional reduction in NEA activity through the BCF the option is also provided within the template
to set out an associated risk sharing arrangement. Once CCG have made their second operating plan activity uploads via Unify this data will be populated into a second version of this template by the national team and sent
back in time for the second BCF submission. At this point Health and Wellbeing Boards will be able to amend, confirm, and comment on non-elective admission targets again based on the new data. The full specification
and details around each of the six metrics is included in the BCF Planning Requirements document. Comments and instructions in the sheet should provide the information required to complete the sheet.

Further information on how when reductions in Non-Elective Activity and i risk sharing its should be i is set out within the BCF Planning Requirements document.

On this tab please enter the following information:

- Please use cell E43 to confirm if you are planning on any additional quarterly reductions (Yes/No)

- If you have answered Yes in cell E43 then in cells G45, 145, K45 and M45 please enter the quarterly additional reduction figures for Q1 to Q4.

- In cell E49 please confirm whether you are putting in place a local risk sharing agreement (Yes/No)

- In cell E54 please confirm or amend the cost of a non elective admission. This is used to calculate a risk share fund, using the quarterly additional reduction figures.

- Please use cell F54 to provide a reason for any adjustments to the cost of NEA for 16/17 (if necessary)

- In cell G69 please enter your for level of resi i issions for 2015-16. In cell H69 please enter your planned level of residential admissions for 2016-17. The actual rate for 14-15 and the planned rate for 15-
16 are provided for comparison. Please add a commentary in column | to provide any useful information in relation to how you have agreed this figure.

- Please use cells G82-83 (forecast for 15-16) and H82-83 (planned 16-17) to set out the proportion of older people (65 and over) who were still at home 91 days after discharge from hospital into reablement / rehabilitation
services. By entering the denominator figure in cell G83/H83 (the planned total number of older people (65 and over) discharged from hospital into reablement / rehabilitation services) and the numerator figure in cell
G82/H82 (the number from within that group still at home after 91 days) the proportion will be calculated for you in cell G81/H81. Please add a commentary in column | to provide any useful information in relation to how you
have agreed this figure.

- Please use rows 93-95 (columns K-L for Q3-Q4 15-16 forecasts and columns M-P for 16-17 plans) to set out the Delayed Transfers Of Care (delayed days) from hospital per 100,000 population (aged 18+). The
denominator figure in row 95 is pre-populated (population - aged 18+). The numerator figure in cells K94-P94 (the Delayed Transfers Of Care (delayed days) from hospital) needs entering. The rate will be calculated for you
in cells K93-093. Please add a commentary in column H to provide any useful information in relation to how you have agreed this figure.

- Please use rows 105-107 to update information relating to your locally selected performance metric. The local performance metric set out in cell C105 has been taken from your 2015/16 approved BCF plan and 2015/16
Q1 return - these local metrics can be amended, as required.

- You may also use rows 117-119 to update information relating to your locally selected patient experience metric. The local patient experience metric set out in cell C117 has been taken from your 2015/16 approved BCF
plan and 2015/16 Q1 return - these local metrics can be amended, as required.

5b. HWB Metrics Tool

There is no data required to be completed on this tab. The tab is instead designed to provide assistance in setting your 16/17 plan figures for NEA and DTOC. Baseline 14/15, plan 15/16 and actual 15/16 data has been
provided as a reference. The 16/17 plan figures are taken from those given in tab 5. HWB Metrics.

For NEAs we have also provided SUS 14/15 Baseline, SUS 15/16 Actual and SUS 15/16 FOT (Forecast Outturn) figures, mapped from the baseline data supplied to assist CCGs with the 16/17 shared planning round. This
has been provided as a reference to support the new requirement for BCF NEA targets to be set in line with the revised definition set out in the “Technical Definitions” and the “Supplementary Technical Definitions” at the
foot of the following webpage:

https://www.england.nhs.uk/ourwol ] iver-forward-view/

6. National Conditions

This sheet requires the Health & Wellbeing Board to confirm whether the eight national conditions detailed in the Better Care Fund Planning Guidance are on track to be met through the delivery of your plan in 2016-17. The
conditions are set out in full in the BCF Policy Framework and further guidance is provided in the BCF Planning Requirements document. Please answer as at the time of completion.

On this tab please enter the following information:

- For each national condition please use column C to indicate whether the condition is being met. The sheet sets out the eight conditions and requires the Health & Wellbeing Board to confirm either 'Yes', 'No' or 'No - in
development' for each one. 'Yes' should be used when the condition is already being fully met, or will be by 31st March 2016. 'No - in development' should be used when a condition is not currently being met but a plan is in
development to meet this through the delivery of your BCF plan in 2016-17. 'No' should be used to indicate that there is currently no plan agreed for meeting this condition by 31st March 2017.

- Please use column C to indicate when it is expected that the condition will be met / agreed if it is not being currently.

- Please detail in the comments box issues and/or actions that are being taken to meet the condition, or any other relevant information.

CCG - HWB Mapping

The final tab provides details of the CCG to HWB mapping used to calculate contributions to Health and Wellbeing Board level non-elective activity plans.
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Template for BCF submission 1: due on 02 March 201
Better Care Fund 2016-17 Planning Template
Sheet: Checklist

two separate checks
- the 'tick-box’ column (D) is populated by the user for their own reference (not mandatory), and

This is a checkist in relation to cells that need data inputting in the each of the sheets within this file. It is sectioned out by sheet name and contains the question, cell reference (hyperlinked) for the question and

- the ‘checker column (E) which updates as questions within each sheet are completed.The checker column has been coloured so that if a value is missing from the sheet it refers to, the cell will be Red and
contain the word "No' - once completed the cell will change to Green and contain the word 'Yes'. The 'sheet completed cell will update when all checker' values for the sheet are green containing the word
Yes'.Once the checker column contains all cells marked 'Yes' the ‘Incomplete Template’ cell (B6) will change to ‘Complete Template' Please ensure that all boxes on the checklist tab are green before

by

Incomplete Template*

1. Cover
Cell
Reference Complete?
Health and Well Being Board C10 =}
completed C13 a
[e-mai: C15 a
'ﬂﬂlaﬁ number: C17 =]
[Who has sianed off the report on behalf of the Health and Well Being Board: C19 a
| Sheet Completed: No
2. Summary and confirmations
Cell
Reference | _Complete?
[Summary of BCF Expenditure : Please confirm the amount allocated for the protection of adult social care : Expenditure (000's) Ea7 [u)
[Summary of BCF Expenditure : If the fiaure in cell D29 differs to the fiaure in cell C29. please indicate please indicate the reason for the variance. F37 a
[Total value of funding held as contingency as part of lcoal isk share to ensure value to the NHS| Fa7 o
Sheet Completed: Yes
3. HWB Funding Sources
ol
Reference Complete?
Local authority Social Services: <Please Select Local Authority> B16: B25 =}
Gross Contribution: £000's C16:C25 [u}
Comments (if required) E16:E25 a
[Are any additional CCG Contributions beina made? If ves please detail below: C: o
[Additional CCG Contribution: <Please Select CCG> B45 : B54 =]
Gross Contribution: £000's C45: C54 [u}
Comments (if required) E45:E54 a
Fundina Sources Narrative B6 o
s there aareement about the use of the Disabled Faciliies Grant. and in place for the transfer of funds (o the local housing authority? c70 o
Is there aareement that at least the local proportion of the £138m for the ir of the new Care Act duties has been identified? C7 o
ls there agreement on the amount of funding that will be dedicated to carer-specific support from within the BCF pool? C72 a
Is there aareement on how fundina for reablement included within the CCG contribution to the fund is being used? C73 o
I there agreement abou the use of the Disabled Facilties Grant, and arrangements in place for the transfer of funds to the local housing authority? o
Comments D70
a
2. Is there aareement that at least the local proportion of the £138m for the of the new Care Act duties has been identified? Comments D71 o
3. Is there agreement on the amount of funding that will be dedicated to carer-specific support from within the BCF pool? Comments D72
4. Is there agreement on how funding for reablement included within the CCG contribution to the fund is beina used? Comments D73 o
Sheet Completed:
4. HWB Expenditure Plan
Complete?
[Scheme Name ]
lgcneme Type (see table below for =]
Please specify if 'Scheme Type' is 'other” o
Area of Spend =]
Please specify if ‘Area of Spend' is ‘other’ o
a
if Joint % NHS [u}
if Joint % LA =]
Provider a
Source of Funding o
2016/17 (£000's) o
New or Existing Scheme o
[Total 15-16 Expenditure (£) (if existina scheme) a
| Sheet Completed:
5. HWB Metrics.
Cell
Reference | _Complete?
1~ Are you planning on any additional quarterly reductions? E43
lv Additional Reduction Figure - Q1 G45
iy Additional Reduction Figure - Q2 4
lv Additional Reduction Figure - Q3 4
tional Reduction Figure - Q4 "
.1 - Are vou putting in place a local risk sharing agreement on NEA?

- Cost of NE
1 - Comments (if required)
- Residential Admissions : Numerator : Forecast 16/16

.2 - Residential Admissions : Numerator : Planned 16/17
- Comments (if required)
3 - Reablement : Numerator : Forecast 15/16

=]
o
[u]
o
[u]
o
[u]
a
o
a
a
o
- Reablemen tor : Forecast 15/16 o
- Reablement : Numerator : Planned 16/17 a
- Reablement inator : Planned 16/17 [u}
- Comments (if requirg E
~Delayed Transfers of Care : 15/16 Forecast : Q3
- Delayed Transfers of Care : 15/16 Forecast : Q4 o
- Delayed Transfers of Care : 16/17 Plans o
- Delayed Transfers of Care : 16/17 Plans : Q2 =]
~ Delaved Transfers of Care : 16/17 Plans : Q3 o
- Delayed Transfers of Care : 16/17 Plans : Q4 =]
- Comments (if rea o
Local o
~Local 75716 - Metric Value E
~Local 15716 : Numerator
~Local 15716 : inat a
~Local 16/17 - Metric Value 1 =]
~Local 16/17 : Numerator 1 [u}
~Local 16/ it 1 =]
- Comments (if ret G105 [u}
~ Local defined p: ric 17 a
~Local defined pat tic - Planned 15/16 - Metric Value 117 E
~Local defined p: ric  Planned 15/16 : Numerator EiT
~Local defined pat ric - Planned 15/ T T a
- Local defined pal ric : Planned 16/17 : Metric Value 11 a
- Local defined pat ric : Planned 16/ lumerator 11 [u}
- Local defined Xt ric : Planned 16/17 - T 11 a
- Comments (if required) G11 o
Sheet Completed:
6. National Conditions
Cell
Reference | _Complete?
1) Plans to be iointlv aareed C14 [u]
2) Maintain provision of social care services (not spending) C15 a
3) Agreement for the delivery of 7-day services across health and social care {0 prevent unnecessary non-elective admissions (o acute settings and (o faciltate =]
transfer t care seftings when clinically appropriate ci6
[4) Better data sharing between health and social care. based on the NHS number ci17 o
5) Ensure a joint approach to assessments and care planning and ensure that, where funding is Used for integrated packages of care, there wil be an o
accountable professional c1s
6) Aareement on impact of the changes on the providers that are predioted 1o ally affected by the plans Cio o
7) Aareement to invest in NHS commissioned out-oF-hospital services C20 a
8) Aareement on a local target for Delayed Transfers of Care (DTOC) and develop a foint local action plan Ca1 o
1) Plans to be iointly aareed. Comments D14 a
2) Maintain provision of social care services (not spending). Comments D15 =}
IT)Agreemem Tor the delivery of 7-day sevices across health and social care (o prevent unnecessary non-elective admissions (o acute settings and (o faciitate o
transfer t care seftings when clinically appropriate, Comments D16
[4) Better data sharing between health and social care. based on the NHS number, Comments D17 o
5) Ensure a joint approach to assessments and care planning and ensure that, where funding is sed for integrated packages of care, there wil be an o
accountable professional. Comments D18
6) Agreement on il impact of the changes on the providers that are predicted to ally affected by the plans, Comments D19 o
7) Adreement 1o invest in NHS commissioned out-of-hospial services. Comments D20 a
8) Agreement on a local target for Delayed Transfers of Care (DTOC) and develop a joint local action plan. Comments D21 o
Yes

| Sheet Completed:
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CCG to Health and Well-Being Board Mapping

% CCG in % HWB in

HWB Code LA Name CCG Code CCG Name HWB CCG

E09000002 Barking and Dagenham 0o7L NHS Barking and Dagenham CCG 89.7% 88.4%
E09000002 Barking and Dagenham 08F NHS Havering CCG 6.8% 8.3%
E09000002 Barking and Dagenham 08M NHS Newham CCG 0.2% 0.4%
E09000002 Barking and Dagenham 08N NHS Redbridge CCG 2.1% 2.9%
E09000003 Barnet 07M NHS Barnet CCG 91.1% 92.9%
E09000003 Barnet o7pP NHS Brent CCG 2.0% 1.8%)
E09000003 Barnet 07R NHS Camden CCG 0.8% 0.5%
E09000003 Barnet 09A NHS Central London (Westminster) CCG 0.1% 0.0%
E09000003 Barnet 07X NHS Enfield CCG 2.9% 2.4%)
E09000003 Barnet 08D NHS Haringey CCG 2.1% 1.6%)
E09000003 Barnet 08E NHS Harrow CCG 1.2% 0.8%
E09000003 Barnet 08H NHS Islington CCG 0.1% 0.0%
E09000003 Barnet 08y NHS West London (K&C & QPP) CCG 0.1% 0.0%
E08000016 Barnsley 02pP NHS Barnsley CCG 94.4% 98.2%
E08000016 Barnsley 02X NHS Doncaster CCG 0.3% 0.3%)
E08000016 Barnsley 03A NHS Greater Huddersfield CCG 0.2% 0.2%
E08000016 Barnsley 03L NHS Rotherham CCG 0.3% 0.3%
E08000016 Barnsley 03N NHS Sheffield CCG 0.2% 0.4%
E08000016 Barnsley 03R NHS Wakefield CCG 0.4% 0.6%
E06000022 Bath and North East Somerset 11E NHS Bath and North East Somerset CCG 94.0% 98.3%
E06000022 Bath and North East Somerset 11H NHS Bristol CCG 0.3% 0.8%]
E06000022 Bath and North East Somerset 11X NHS Somerset CCG 0.2% 0.5%
E06000022 Bath and North East Somerset 12A NHS South Gloucestershire CCG 0.0% 0.1%
E06000022 Bath and North East Somerset 99N NHS Wiltshire CCG 0.1% 0.3%
E06000055 Bedford 06F NHS Bedfordshire CCG 37.5% 97.4%
E06000055 Bedford 06H NHS Cambridgeshire and Peterborough CCG 0.4% 1.9%
E06000055 Bedford 04G NHS Nene CCG 0.2% 0.7%
E09000004 Bexley 07N NHS Bexley CCG 93.6% 89.4%
E09000004 Bexley 07Q NHS Bromley CCG 0.0% 0.1%
E09000004 Bexley 09J) NHS Dartford, Gravesham and Swanley CCG 1.5% 1.6%|
E09000004 Bexley 08A NHS Greenwich CCG 7.7% 8.9%
E08000025 Birmingham 13pP NHS Birmingham Crosscity CCG 92.0% 57.3%
E08000025 Birmingham 04X NHS Birmingham South and Central CCG 96.9% 20.5%
E08000025 Birmingham 05C NHS Dudley CCG 0.2% 0.0%
E08000025 Birmingham 05J NHS Redditch and Bromsgrove CCG 2.9% 0.4%
E08000025 Birmingham 0o5L NHS Sandwell and West Birmingham CCG 40.1% 18.6%)
E08000025 Birmingham 0o5pP NHS Solihull CCG 15.0% 3.0%
E08000025 Birmingham 05y NHS Walsall CCG 0.5% 0.1%
E06000008 Blackburn with Darwen 00Q NHS Blackburn with Darwen CCG 89.0% 95.8%
E06000008 Blackburn with Darwen 00T NHS Bolton CCG 1.2% 2.3%
E06000008 Blackburn with Darwen ooV NHS Bury CCG 0.2% 0.2%
E06000008 Blackburn with Darwen 01A NHS East Lancashire CCG 0.7% 1.6%
E06000009 Blackpool 00R NHS Blackpool CCG 87.0% 97.5%
E06000009 Blackpool 02Mm NHS Fylde & Wyre CCG 2.6% 2.5%
E08000001 Bolton ooT NHS Bolton CCG 97.3% 97.6%
E08000001 Bolton oov NHS Bury CCG 1.3% 0.9%
E08000001 Bolton 00X NHS Chorley and South Ribble CCG 0.2% 0.1%
E08000001 Bolton 01G NHS Salford CCG 0.6% 0.5%
E08000001 Bolton 02H NHS Wigan Borough CCG 0.8% 0.9%
E06000028 & E06000029  Bournemouth & Poole 11 NHS Dorset CCG 45.7% 100.0%
E06000036 Bracknell Forest 10G6 NHS Bracknell and Ascot CCG 82.1% 94.8%
E06000036 Bracknell Forest 99M NHS North East Hampshire and Farnham CCG 0.6% 1.1%)
E06000036 Bracknell Forest 10C NHS Surrey Heath CCG 0.1% 0.1%
E06000036 Bracknell Forest 11C NHS Windsor, Ascot and Maidenhead CCG 1.8% 2.2%
E06000036 Bracknell Forest 11D NHS Wokingham CCG 1.4% 1.8%
E08000032 Bradford 02N NHS Airedale, Wharfdale and Craven CCG 67.4% 18.7%)|
E08000032 Bradford o2w NHS Bradford City CCG 99.4% 21.5%
E08000032 Bradford 02R NHS Bradford Districts CCG 97.8% 58.4%
E08000032 Bradford 021 NHS Calderdale CCG 0.1% 0.0%
E08000032 Bradford o2v NHS Leeds North CCG 0.6% 0.2%
E08000032 Bradford 03C NHS Leeds West CCG 1.7% 1.1%)
E08000032 Bradford 03J NHS North Kirklees CCG 0.1% 0.0%
E09000005 Brent 07M NHS Barnet CCG 2.0% 2.1%
E09000005 Brent o7pP NHS Brent CCG 89.6% 87.2%
E09000005 Brent 07R NHS Camden CCG 4.0% 2.7%
E09000005 Brent 09A NHS Central London (Westminster) CCG 1.2% 0.6%
E09000005 Brent o7wW NHS Ealing CCG 0.5% 0.6%
E09000005 Brent 08C NHS Hammersmith and Fulham CCG 0.2% 0.1%
E09000005 Brent 08E NHS Harrow CCG 5.7% 3.9%
E09000005 Brent o8y NHS West London (K&C & QPP) CCG 4.4% 2.8%
E06000043 Brighton and Hove 09D NHS Brighton and Hove CCG 97.8% 99.7%
E06000043 Brighton and Hove 09G NHS Coastal West Sussex CCG 0.1% 0.2%
E06000043 Brighton and Hove 99K NHS High Weald Lewes Havens CCG 0.3% 0.2%
E06000023 Bristol, City of 11H NHS Bristol CCG 94.7% 97.9%
E06000023 Bristol, City of 12A NHS South Gloucestershire CCG 3.8% 2.1%)
E09000006 Bromley 07N NHS Bexley CCG 0.2% 0.1%
E09000006 Bromley 07Q NHS Bromley CCG 94.9% 95.3%
E09000006 Bromley o7v NHS Croydon CCG 1.1% 1.3%)
E09000006 Bromley 08A NHS Greenwich CCG 1.5% 1.2%)
E09000006 Bromley 08K NHS Lambeth CCG 0.0% 0.1%
E09000006 Bromley 08L NHS Lewisham CCG 2.0% 1.8%)
E09000006 Bromley 99) NHS West Kent CCG 0.1% 0.2%
E10000002 Buckinghamshire 10y NHS Aylesbury Vale CCG 91.2% 35.0%
E10000002 Buckinghamshire 06F NHS Bedfordshire CCG 0.6% 0.5%
E10000002 Buckinghamshire 10H NHS Chiltern CCG 96.1% 59.9%
E10000002 Buckinghamshire 06N NHS Herts Valleys CCG 1.2% 1.4%)|
E10000002 Buckinghamshire 08G NHS Hillingdon CCG 0.8% 0.5%
E10000002 Buckinghamshire 04F NHS Milton Keynes CCG 1.2% 0.6%
E10000002 Buckinghamshire 04G NHS Nene CCG 0.1% 0.2%
E10000002 Buckinghamshire 10Q NHS Oxfordshire CCG 0.6% 0.8%
E10000002 Buckinghamshire 10T NHS Slough CCG 2.8% 0.8%
E10000002 Buckinghamshire 11C NHS Windsor, Ascot and Maidenhead CCG 1.3% 0.4%)

Page 133



E08000002 Bury ooT NHS Bolton CCG 0.8% 1.2%)
E08000002 Bury oov NHS Bury CCG 94.3% 94.3%
E08000002 Bury 01A NHS East Lancashire CCG 0.1% 0.2%)
E08000002 Bury 01D NHS Heywood, Middleton and Rochdale CCG 0.4% 0.5%
E08000002 Bury 0imM NHS North Manchester CCG 2.0% 2.0%)
E08000002 Bury 01G NHS Salford CCG 1.4% 1.8%)
E08000033 Calderdale 02R NHS Bradford Districts CCG 0.4% 0.7%|
E08000033 Calderdale 021 NHS Calderdale CCG 98.6% 98.8%
E08000033 Calderdale 03A NHS Greater Huddersfield CCG 0.4% 0.4%|
E08000033 Calderdale 01D NHS Heywood, Middleton and Rochdale CCG 0.1% 0.1%
E10000003 Cambridgeshire 06F NHS Bedfordshire CCG 1.1% 0.8%
E10000003 Cambridgeshire 06H NHS Cambridgeshire and Peterborough CCG 72.1% 96.6%
E10000003 Cambridgeshire 06K NHS East and North Hertfordshire CCG 0.9% 0.7%
E10000003 Cambridgeshire 99D NHS South Lincolnshire CCG 0.4% 0.0%
E10000003 Cambridgeshire 07H NHS West Essex CCG 0.2% 0.1%
E10000003 Cambridgeshire 07J NHS West Norfolk CCG 1.5% 0.4%
E10000003 Cambridgeshire 07K NHS West Suffolk CCG 4.0% 1.4%)
E09000007 Camden 07M NHS Barnet CCG 0.1% 0.2%
E09000007 Camden o7pP NHS Brent CCG 1.5% 2.2%
E09000007 Camden 07R NHS Camden CCG 84.6% 88.4%
E09000007 Camden 09A NHS Central London (Westminster) CCG 6.0% 5.1%
E09000007 Camden 08D NHS Haringey CCG 0.5% 0.6%
E09000007 Camden 08H NHS Islington CCG 3.4% 3.2%
E09000007 Camden o8y NHS West London (K&C & QPP) CCG 0.2% 0.2%
E06000056 Central Bedfordshire 10y NHS Aylesbury Vale CCG 2.1% 1.5%)
E06000056 Central Bedfordshire 06F NHS Bedfordshire CCG 56.8% 95.1%
E06000056 Central Bedfordshire 06K NHS East and North Hertfordshire CCG 0.2% 0.5%
E06000056 Central Bedfordshire 06N NHS Herts Valleys CCG 0.4% 0.8%
E06000056 Central Bedfordshire 06P NHS Luton CCG 2.4% 2.0%
E06000049 Cheshire East 01C NHS Eastern Cheshire CCG 96.3% 50.6%
E06000049 Cheshire East 04) NHS North Derbyshire CCG 0.4% 0.3%
E06000049 Cheshire East 05G NHS North Staffordshire CCG 1.1% 0.6%|
E06000049 Cheshire East 05N NHS Shropshire CCG 0.1% 0.0%
E06000049 Cheshire East 01R NHS South Cheshire CCG 98.6% 45.3%
E06000049 Cheshire East 01w NHS Stockport CCG 1.6% 1.3%)
E06000049 Cheshire East 02A NHS Trafford CCG 0.2% 0.1%
E06000049 Cheshire East 02D NHS Vale Royal CCG 0.7% 0.2%
E06000049 Cheshire East 02E NHS Warrington CCG 0.7% 0.4%)
E06000049 Cheshire East 02F NHS West Cheshire CCG 2.0% 1.3%
E06000050 Cheshire West and Chester 01C NHS Eastern Cheshire CCG 1.1% 0.7%]
E06000050 Cheshire West and Chester 01F NHS Halton CCG 0.2% 0.0%
E06000050 Cheshire West and Chester 01R NHS South Cheshire CCG 0.5% 0.2%
E06000050 Cheshire West and Chester 02D NHS Vale Royal CCG 99.3% 29.3%)
E06000050 Cheshire West and Chester 02E NHS Warrington CCG 0.4% 0.3%
E06000050 Cheshire West and Chester 02F NHS West Cheshire CCG 96.8% 69.4%
E06000050 Cheshire West and Chester 12F NHS Wirral CCG 0.3% 0.2%
E09000001 City of London 07R NHS Camden CCG 0.2% 6.0%
E09000001 City of London 09A NHS Central London (Westminster) CCG 0.0% 0.8%
E09000001 City of London 077 NHS City and Hackney CCG 1.9% 74.1%
E09000001 City of London 08H NHS Islington CCG 0.1% 3.1%
E09000001 City of London 08Q NHS Southwark CCG 0.0% 0.1%
E09000001 City of London 08V NHS Tower Hamlets CCG 0.4% 15.8%|
E06000052 Cornwall & Scilly 1IN NHS Kernow CCG 99.7% 99.4%
E06000052 Cornwall & Scilly 99pP NHS North, East, West Devon CCG 0.4% 0.6%|
E06000047 County Durham 00D NHS Durham Dales, Easington and Sedgefield CCG 97.4% 53.0%
E06000047 County Durham 00K NHS Hartlepool and Stockton-On-Tees CCG 0.1% 0.0%
E06000047 County Durham 13T NHS Newcastle Gateshead CCG 0.7% 0.7%
E06000047 County Durham 00J NHS North Durham CCG 96.6% 45.7%
E06000047 County Durham 00P NHS Sunderland CCG 1.2% 0.6%
E08000026 Coventry 05A NHS Coventry and Rugby CCG 74.0% 99.9%
E08000026 Coventry 05H NHS Warwickshire North CCG 0.3% 0.1%
E09000008 Croydon 07Q NHS Bromley CCG 1.5% 1.3%|
E09000008 Croydon o7v NHS Croydon CCG 95.6% 93.7%
E09000008 Croydon 0oL NHS East Surrey CCG 3.0% 1.3%
E09000008 Croydon 08K NHS Lambeth CCG 2.7% 2.6%
E09000008 Croydon 08R NHS Merton CCG 0.8% 0.4%
E09000008 Croydon 08T NHS Sutton CCG 0.8% 0.4%
E09000008 Croydon 08X NHS Wandsworth CCG 0.4% 0.4%
E10000006 Cumbria 01H NHS Cumbria CCG 97.4% 100.0%)
E10000006 Cumbria 01K NHS Lancashire North CCG 0.2% 0.0%
E06000005 Darlington 00C NHS Darlington CCG 98.2% 96.3%
E06000005 Darlington 00D NHS Durham Dales, Easington and Sedgefield CCG 1.2% 3.1%
E06000005 Darlington 03D NHS Hambleton, Richmondshire and Whitby CCG 0.0% 0.1%
E06000005 Darlington 00K NHS Hartlepool and Stockton-On-Tees CCG 0.2% 0.5%
E06000015 Derby 04R NHS Southern Derbyshire CCG 50.1% 100.0%|
E10000007 Derbyshire 02Q NHS Bassetlaw CCG 0.2% 0.0%
E10000007 Derbyshire 05D NHS East Staffordshire CCG 8.1% 1.4%|
E10000007 Derbyshire 01c NHS Eastern Cheshire CCG 0.3% 0.0%
E10000007 Derbyshire 03X NHS Erewash CCG 92.2% 11.3%
E10000007 Derbyshire 03y NHS Hardwick CCG 94.6% 12.2%)
E10000007 Derbyshire 04E NHS Mansfield and Ashfield CCG 1.9% 0.5%
E10000007 Derbyshire 04) NHS North Derbyshire CCG 98.3% 36.0%
E10000007 Derbyshire 04L NHS Nottingham North and East CCG 0.2% 0.0%
E10000007 Derbyshire 04M NHS Nottingham West CCG 5.0% 0.6%
E10000007 Derbyshire 03N NHS Sheffield CCG 0.5% 0.4%
E10000007 Derbyshire 04R NHS Southern Derbyshire CCG 48.2% 33.0%
E10000007 Derbyshire o1w NHS Stockport CCG 0.1% 0.0%
E10000007 Derbyshire o1y NHS Tameside and Glossop CCG 14.1% 4.3%
E10000007 Derbyshire 04V NHS West Leicestershire CCG 0.5% 0.2%
E10000008 Devon 11 NHS Dorset CCG 0.3% 0.3%
E10000008 Devon 1IN NHS Kernow CCG 0.3% 0.2%
E10000008 Devon 99P NHS North, East, West Devon CCG 70.0% 80.5%
E10000008 Devon 11X NHS Somerset CCG 0.4% 0.3%
E10000008 Devon 99Q NHS South Devon and Torbay CCG 51.1% 18.7%
E08000017 Doncaster 02pP NHS Barnsley CCG 0.4% 0.3%)
E08000017 Doncaster 02Q NHS Bassetlaw CCG 1.2% 0.5%]
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E08000017 Doncaster 02X NHS Doncaster CCG 96.7% 97.8%
E08000017 Doncaster 03L NHS Rotherham CCG 1.5% 1.3%
E08000017 Doncaster 03R NHS Wakefield CCG 0.1% 0.1%
E10000009 Dorset 11) NHS Dorset CCG 52.7% 95.9%
E10000009 Dorset 11X NHS Somerset CCG 0.6% 0.7%
E10000009 Dorset 11A NHS West Hampshire CCG 2.0% 2.5%)
E10000009 Dorset 99N NHS Wiltshire CCG 0.8% 0.9%
E08000027 Dudley 13P NHS Birmingham Crosscity CCG 0.2% 0.5%
E08000027 Dudley 05C NHS Dudley CCG 93.2% 90.9%
E08000027 Dudley 05L NHS Sandwell and West Birmingham CCG 4.0% 6.9%
E08000027 Dudley 06A NHS Wolverhampton CCG 1.8% 1.5%|
E08000027 Dudley 06D NHS Wyre Forest CCG 0.6% 0.2%
E09000009 Ealing o7pP NHS Brent CCG 1.7% 1.5%)
E09000009 Ealing 09A NHS Central London (Westminster) CCG 0.1% 0.0%
E09000009 Ealing o7wW NHS Ealing CCG 86.7% 90.8%
E09000009 Ealing 08C NHS Hammersmith and Fulham CCG 5.7% 2.9%
E09000009 Ealing 08E NHS Harrow CCG 0.3% 0.2%
E09000009 Ealing 08G NHS Hillingdon CCG 0.6% 0.5%
E09000009 Ealing o7y NHS Hounslow CCG 5.0% 3.7%
E09000009 Ealing 08y NHS West London (K&C & QPP) CCG 0.6% 0.4%
E06000011 East Riding of Yorkshire 02y NHS East Riding of Yorkshire CCG 97.4% 85.2%
E06000011 East Riding of Yorkshire 03F NHS Hull CCG 9.4% 8.0%
E06000011 East Riding of Yorkshire 03M NHS Scarborough and Ryedale CCG 0.7% 0.2%
E06000011 East Riding of Yorkshire 03Q NHS Vale of York CCG 6.4% 6.6%
E10000011 East Sussex 09D NHS Brighton and Hove CCG 1.0% 0.6%)
E10000011 East Sussex 09F NHS Eastbourne, Hailsham and Seaford CCG 100.0% 34.5%
E10000011 East Sussex 0spP NHS Hastings and Rother CCG 99.7% 33.3%
E10000011 East Sussex 99K NHS High Weald Lewes Havens CCG 98.1% 29.7%
E10000011 East Sussex 09X NHS Horsham and Mid Sussex CCG 2.9% 1.2%
E10000011 East Sussex 99J NHS West Kent CCG 0.8% 0.7%
E09000010 Enfield 07M NHS Barnet CCG 1.1% 1.3%|
E09000010 Enfield o077 NHS City and Hackney CCG 0.1% 0.1%
E09000010 Enfield 06K NHS East and North Hertfordshire CCG 0.3% 0.6%
E09000010 Enfield 07X NHS Enfield CCG 95.5% 90.7%
E09000010 Enfield 08D NHS Haringey CCG 7.8% 6.9%
E09000010 Enfield 06N NHS Herts Valleys CCG 0.1% 0.2%
E09000010 Enfield 08H NHS Islington CCG 0.2% 0.1%
E10000012 Essex 07L NHS Barking and Dagenham CCG 0.1% 0.0%
E10000012 Essex 99E NHS Basildon and Brentwood CCG 99.8% 18.3%
E10000012 Essex 06H NHS Cambridgeshire and Peterborough CCG 0.1% 0.0%
E10000012 Essex 99F NHS Castle Point and Rochford CCG 95.4% 11.7%)
E10000012 Essex 06K NHS East and North Hertfordshire CCG 1.8% 0.7%|
E10000012 Essex 08F NHS Havering CCG 0.2% 0.0%
E10000012 Essex 06L NHS Ipswich and East Suffolk CCG 0.2% 0.0%
E10000012 Essex 06Q NHS Mid Essex CCG 100.0% 25.4%)
E10000012 Essex 06T NHS North East Essex CCG 98.7% 22.4%
E10000012 Essex 08N NHS Redbridge CCG 3.2% 0.6%
E10000012 Essex 99G NHS Southend CCG 3.4% 0.4%
E10000012 Essex 07G NHS Thurrock CCG 1.5% 0.2%
E10000012 Essex osw NHS Waltham Forest CCG 0.5% 0.1%
E10000012 Essex 07H NHS West Essex CCG 97.3% 19.7%)
E10000012 Essex 07K NHS West Suffolk CCG 2.3% 0.4%
E08000037 Gateshead 13T NHS Newcastle Gateshead CCG 39.6% 98.0%
E08000037 Gateshead 00J NHS North Durham CCG 0.9% 1.1%
E08000037 Gateshead 0oL NHS Northumberland CCG 0.5% 0.7%]
E08000037 Gateshead 00N NHS South Tyneside CCG 0.3% 0.2%
E10000013 Gloucestershire 11M NHS Gloucestershire CCG 97.6% 98.6%
E10000013 Gloucestershire 05F NHS Herefordshire CCG 0.5% 0.1%
E10000013 Gloucestershire 10Q NHS Oxfordshire CCG 0.2% 0.2%]
E10000013 Gloucestershire 12A NHS South Gloucestershire CCG 0.3% 0.1%
E10000013 Gloucestershire 05R NHS South Warwickshire CCG 0.5% 0.2%]
E10000013 Gloucestershire 05T NHS South Worcestershire CCG 1.1% 0.5%
E10000013 Gloucestershire 99N NHS Wiltshire CCG 0.2% 0.2%]
E09000011 Greenwich 07N NHS Bexley CCG 5.2% 4.3%
E09000011 Greenwich o7Q NHS Bromley CCG 1.1% 1.3%
E09000011 Greenwich 08A NHS Greenwich CCG 88.6% 89.9%
E09000011 Greenwich 0o8L NHS Lewisham CCG 4.1% 4.5%
E09000012 Hackney 07R NHS Camden CCG 0.8% 0.7%
E09000012 Hackney 09A NHS Central London (Westminster) CCG 0.1% 0.1%
E09000012 Hackney o077 NHS City and Hackney CCG 90.6% 94.6%
E09000012 Hackney 08D NHS Haringey CCG 0.6% 0.7%)
E09000012 Hackney 08H NHS Islington CCG 4.1% 3.4%
E09000012 Hackney o8v NHS Tower Hamlets CCG 0.5% 0.5%)
E06000006 Halton 01F NHS Halton CCG 98.2% 96.7%
E06000006 Halton ol NHS Knowsley CCG 0.1% 0.2%
E06000006 Halton 99A NHS Liverpool CCG 0.3% 1.1%)
E06000006 Halton 02E NHS Warrington CCG 0.6% 0.9%
E06000006 Halton 02F NHS West Cheshire CCG 0.6% 1.2%)
E09000013 Hammersmith and Fulham 0o7P NHS Brent CCG 0.3% 0.5%|
E09000013 Hammersmith and Fulham 07R NHS Camden CCG 0.0% 0.1%
E09000013 Hammersmith and Fulham 09A NHS Central London (Westminster) CCG 2.4% 2.3%
E09000013 Hammersmith and Fulham o7W NHS Ealing CCG 0.6% 1.2%)
E09000013 Hammersmith and Fulham 08C NHS Hammersmith and Fulham CCG 90.9% 88.0%
E09000013 Hammersmith and Fulham o7y NHS Hounslow CCG 0.5% 0.8%
E09000013 Hammersmith and Fulham 08y NHS West London (K&C & QPP) CCG 6.4% 7.2%
E10000014 Hampshire 10G NHS Bracknell and Ascot CCG 0.6% 0.0%
E10000014 Hampshire 09G NHS Coastal West Sussex CCG 0.2% 0.0%)
E10000014 Hampshire 11) NHS Dorset CCG 0.5% 0.3%
E10000014 Hampshire 10K NHS Fareham and Gosport CCG 98.6% 14.5%|
E10000014 Hampshire 09N NHS Guildford and Waverley CCG 2.9% 0.5%
E10000014 Hampshire 10M NHS Newbury and District CCG 5.9% 0.5%
E10000014 Hampshire 10N NHS North & West Reading CCG 0.9% 0.0%
E10000014 Hampshire 99M NHS North East Hampshire and Farnham CCG 76.4% 12.4%
E10000014 Hampshire 10J NHS North Hampshire CCG 99.2% 15.9%
E10000014 Hampshire 10R NHS Portsmouth CCG 4.5% 0.7%
E10000014 Hampshire 1ov NHS South Eastern Hampshire CCG 95.4% 14.6%|
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E10000014 Hampshire 10X NHS Southampton CCG 5.5% 1.1%
E10000014 Hampshire 10C NHS Surrey Heath CCG 0.7% 0.0%
E10000014 Hampshire 11A NHS West Hampshire CCG 97.7% 39.0%
E10000014 Hampshire 99N NHS Wiltshire CCG 1.3% 0.5%
E10000014 Hampshire 11D NHS Wokingham CCG 0.6% 0.0%
E09000014 Haringey 07M NHS Barnet CCG 1.1% 1.6%)
E09000014 Haringey 07R NHS Camden CCG 0.5% 0.5%
E09000014 Haringey 07T NHS City and Hackney CCG 3.0% 3.1%
E09000014 Haringey 07X NHS Enfield CCG 1.3% 1.4%)
E09000014 Haringey 08D NHS Haringey CCG 87.7% 91.6%
E09000014 Haringey 08H NHS Islington CCG 2.3% 1.9%)
E09000015 Harrow 07M NHS Barnet CCG 4.3% 6.3%
E09000015 Harrow o7pP NHS Brent CCG 3.7% 5.0%
E09000015 Harrow o7wW NHS Ealing CCG 1.3% 1.9%)
E09000015 Harrow 08E NHS Harrow CCG 90.0% 84.3%
E09000015 Harrow 06N NHS Herts Valleys CCG 0.2% 0.4%
E09000015 Harrow 08G NHS Hillingdon CCG 1.7% 1.9%)
E09000015 Harrow 08Y NHS West London (K&C & QPP) CCG 0.1% 0.1%
E06000001 Hartlepool 00D NHS Durham Dales, Easington and Sedgefield CCG 0.1% 0.4%
E06000001 Hartlepool 00K NHS Hartlepool and Stockton-On-Tees CCG 32.6% 99.6%
E09000016 Havering o7L NHS Barking and Dagenham CCG 4.0% 3.3%
E09000016 Havering 08F NHS Havering CCG 92.0% 95.9%
E09000016 Havering 08M NHS Newham CCG 0.0% 0.1%
E09000016 Havering 08N NHS Redbridge CCG 0.5% 0.6%
E09000016 Havering 07G NHS Thurrock CCG 0.1% 0.1%
E06000019 Herefordshire, County of 11M NHS Gloucestershire CCG 0.3% 0.9%
E06000019 Herefordshire, County of O5F NHS Herefordshire CCG 98.1% 97.3%
E06000019 Herefordshire, County of 05N NHS Shropshire CCG 0.3% 0.5%
E06000019 Herefordshire, County of 05T NHS South Worcestershire CCG 0.8% 1.3%
E10000015 Hertfordshire 10y NHS Aylesbury Vale CCG 0.4% 0.0%
E10000015 Hertfordshire o7mM NHS Barnet CCG 0.2% 0.0%
E10000015 Hertfordshire 06F NHS Bedfordshire CCG 0.1% 0.0%|
E10000015 Hertfordshire 06H NHS Cambridgeshire and Peterborough CCG 2.1% 1.6%
E10000015 Hertfordshire 10H NHS Chiltern CCG 0.1% 0.0%
E10000015 Hertfordshire 06K NHS East and North Hertfordshire CCG 96.8% 46.6%
E10000015 Hertfordshire 07X NHS Enfield CCG 0.3% 0.0%
E10000015 Hertfordshire 08E NHS Harrow CCG 0.5% 0.1%
E10000015 Hertfordshire 06N NHS Herts Valleys CCG 98.1% 50.9%
E10000015 Hertfordshire 08G NHS Hillingdon CCG 2.3% 0.6%
E10000015 Hertfordshire 06P NHS Luton CCG 0.4% 0.0%
E10000015 Hertfordshire 07H NHS West Essex CCG 0.7% 0.2%
E09000017 Hillingdon 10H NHS Chiltern CCG 0.1% 0.1%
E09000017 Hillingdon o7wW NHS Ealing CCG 5.2% 6.9%
E09000017 Hillingdon 08C NHS Hammersmith and Fulham CCG 0.5% 0.3%
E09000017 Hillingdon 08E NHS Harrow CCG 2.2% 1.8%)
E09000017 Hillingdon 08G NHS Hillingdon CCG 94.3% 90.0%
E09000017 Hillingdon o7y NHS Hounslow CCG 1.0% 0.9%
E09000018 Hounslow o7wW NHS Ealing CCG 5.8% 8.0%
E09000018 Hounslow 08C NHS Hammersmith and Fulham CCG 1.0% 0.6%
E09000018 Hounslow 08G NHS Hillingdon CCG 0.2% 0.2%
E09000018 Hounslow o7Y NHS Hounslow CCG 88.0% 87.1%
E09000018 Hounslow 09y NHS North West Surrey CCG 0.3% 0.4%)
E09000018 Hounslow 08P NHS Richmond CCG 5.3% 3.6%
E09000018 Hounslow o8y NHS West London (K&C & QPP) CCG 0.1% 0.1%
E06000046 Isle of Wight 10L NHS Isle of Wight CCG 100.0% 100.0%)
E09000019 Islington 07R NHS Camden CCG 4.4% 4.9%
E09000019 Islington 09A NHS Central London (Westminster) CCG 0.4% 0.4%
E09000019 Islington 07T NHS City and Hackney CCG 3.2% 4.1%
E09000019 Islington 08D NHS Haringey CCG 1.3% 1.7%)
E09000019 Islington 08H NHS Islington CCG 89.8% 89.0%
E09000020 Kensington and Chelsea o7pP NHS Brent CCG 0.0% 0.1%
E09000020 Kensington and Chelsea 07R NHS Camden CCG 0.2% 0.4%
E09000020 Kensington and Chelsea 09A NHS Central London (Westminster) CCG 4.1% 5.1%
E09000020 Kensington and Chelsea 08C NHS Hammersmith and Fulham CCG 0.9% 1.2%)
E09000020 Kensington and Chelsea 08y NHS West London (K&C & QPP) CCG 64.1% 93.2%
E10000016 Kent 09C NHS Ashford CCG 100.0% 8.3%
E10000016 Kent 07N NHS Bexley CCG 1.1% 0.2%
E10000016 Kent o07Q NHS Bromley CCG 0.8% 0.2%
E10000016 Kent 09E NHS Canterbury and Coastal CCG 100.0% 14.1%|
E10000016 Kent 09J) NHS Dartford, Gravesham and Swanley CCG 98.3% 16.5%)|
E10000016 Kent 09L NHS East Surrey CCG 0.1% 0.0%
E10000016 Kent 08A NHS Greenwich CCG 0.1% 0.0%
E10000016 Kent 09P NHS Hastings and Rother CCG 0.3% 0.0%)
E10000016 Kent 99K NHS High Weald Lewes Havens CCG 0.6% 0.0%
E10000016 Kent osw NHS Medway CCG 6.0% 1.1%)
E10000016 Kent 10A NHS South Kent Coast CCG 100.0% 13.0%)
E10000016 Kent 10D NHS Swale CCG 99.9% 7.1%
E10000016 Kent 10E NHS Thanet CCG 100.0% 9.3%
E10000016 Kent 99) NHS West Kent CCG 98.7% 30.4%
E06000010 Kingston upon Hull, City of 02y NHS East Riding of Yorkshire CCG 1.3% 1.5%)
E06000010 Kingston upon Hull, City of 03F NHS Hull CCG 90.6% 98.5%
E09000021 Kingston upon Thames 08J NHS Kingston CCG 87.1% 95.8%
E09000021 Kingston upon Thames 08R NHS Merton CCG 1.0% 1.2%
E09000021 Kingston upon Thames 08P NHS Richmond CCG 0.7% 0.8%
E09000021 Kingston upon Thames 99H NHS Surrey Downs CCG 0.9% 1.5%
E09000021 Kingston upon Thames 08T NHS Sutton CCG 0.1% 0.1%
E09000021 Kingston upon Thames 08X NHS Wandsworth CCG 0.3% 0.5%
E08000034 Kirklees 02P NHS Barnsley CCG 0.1% 0.0%
E08000034 Kirklees 02R NHS Bradford Districts CCG 1.0% 0.8%|
E08000034 Kirklees 021 NHS Calderdale CCG 1.3% 0.6%
E08000034 Kirklees 03A NHS Greater Huddersfield CCG 99.5% 54.8%
E08000034 Kirklees 03C NHS Leeds West CCG 0.3% 0.2%
E08000034 Kirklees 03J NHS North Kirklees CCG 99.0% 42.4%
E08000034 Kirklees 03R NHS Wakefield CCG 1.5% 1.2%)
E08000011 Knowsley 01F NHS Halton CCG 1.1% 0.9%
E08000011 Knowsley ol NHS Knowsley CCG 86.9% 88.2%
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E08000011 Knowsley 99A NHS Liverpool CCG 2.5% 8.0%)
E08000011 Knowsley 01T NHS South Sefton CCG 0.2% 0.1%
E08000011 Knowsley 01X NHS St Helens CCG 2.3% 2.9%
E09000022 Lambeth 09A NHS Central London (Westminster) CCG 0.7% 0.4%
E09000022 Lambeth o7v NHS Croydon CCG 0.7% 0.8%
E09000022 Lambeth 08K NHS Lambeth CCG 86.8% 92.7%
E09000022 Lambeth 08R NHS Merton CCG 1.2% 0.7%
E09000022 Lambeth 08Q NHS Southwark CCG 1.8% 1.6%
E09000022 Lambeth 08X NHS Wandsworth CCG 3.6% 3.8%
E10000017 Lancashire 02N NHS Airedale, Wharfdale and Craven CCG 0.2% 0.0%)
E10000017 Lancashire 00Q NHS Blackburn with Darwen CCG 11.0% 1.5%
E10000017 Lancashire O0O0R NHS Blackpool CCG 13.0% 1.8%)|
E10000017 Lancashire ooT NHS Bolton CCG 0.3% 0.0%
E10000017 Lancashire oov NHS Bury CCG 1.4% 0.2%
E10000017 Lancashire 00X NHS Chorley and South Ribble CCG 99.8% 14.5%|
E10000017 Lancashire 01H NHS Cumbria CCG 1.4% 0.6%|
E10000017 Lancashire 01A NHS East Lancashire CCG 98.9% 30.0%
E10000017 Lancashire 02M NHS Fylde & Wyre CCG 97.4% 11.9%
E10000017 Lancashire 01E NHS Greater Preston CCG 100.0% 17.1%)
E10000017 Lancashire 01D NHS Heywood, Middleton and Rochdale CCG 0.9% 0.2%
E10000017 Lancashire 01) NHS Knowsley CCG 0.1% 0.0%)
E10000017 Lancashire 01K NHS Lancashire North CCG 99.8% 12.8%|
E10000017 Lancashire 01T NHS South Sefton CCG 0.5% 0.0%
E10000017 Lancashire o1V NHS Southport and Formby CCG 3.0% 0.3%
E10000017 Lancashire 01X NHS St Helens CCG 0.5% 0.0%
E10000017 Lancashire 02G NHS West Lancashire CCG 97.1% 8.8%
E10000017 Lancashire 02H NHS Wigan Borough CCG 0.8% 0.2%)
E08000035 Leeds o2w NHS Bradford City CCG 0.6% 0.0%
E08000035 Leeds 02R NHS Bradford Districts CCG 0.7% 0.3%
E08000035 Leeds o2v NHS Leeds North CCG 96.4% 24.3%
E08000035 Leeds 03G NHS Leeds South and East CCG 98.5% 31.9%
E08000035 Leeds 03C NHS Leeds West CCG 97.9% 42.7%
E08000035 Leeds 03J NHS North Kirklees CCG 0.3% 0.0%
E08000035 Leeds 03Q NHS Vale of York CCG 0.6% 0.2%
E08000035 Leeds 03R NHS Wakefield CCG 1.5% 0.6%
E06000016 Leicester 03w NHS East Leicestershire and Rutland CCG 2.5% 2.2%
E06000016 Leicester 04C NHS Leicester City CCG 92.5% 95.2%
E06000016 Leicester 04v NHS West Leicestershire CCG 2.6% 2.6%
E10000018 Leicestershire o3v NHS Corby CCG 0.6% 0.0%
E10000018 Leicestershire 03w NHS East Leicestershire and Rutland CCG 85.3% 40.1%
E10000018 Leicestershire 04C NHS Leicester City CCG 7.5% 4.2%
E10000018 Leicestershire 04N NHS Rushcliffe CCG 5.4% 1.0%
E10000018 Leicestershire 04Q NHS South West Lincolnshire CCG 5.7% 1.1%
E10000018 Leicestershire 04R NHS Southern Derbyshire CCG 0.6% 0.5%
E10000018 Leicestershire 05H NHS Warwickshire North CCG 1.6% 0.4%
E10000018 Leicestershire 04v NHS West Leicestershire CCG 96.2% 52.7%
E09000023 Lewisham 07Q NHS Bromley CCG 1.3% 1.5%
E09000023 Lewisham 09A NHS Central London (Westminster) CCG 0.1% 0.1%
E09000023 Lewisham 08A NHS Greenwich CCG 2.2% 2.0%)
E09000023 Lewisham 08K NHS Lambeth CCG 0.2% 0.3%
E09000023 Lewisham 08L NHS Lewisham CCG 92.1% 92.5%
E09000023 Lewisham 08Q NHS Southwark CCG 3.7% 3.7%|
E10000019 Lincolnshire 06H NHS Cambridgeshire and Peterborough CCG 0.2% 0.2%
E10000019 Lincolnshire 03w NHS East Leicestershire and Rutland CCG 0.2% 0.0%
E10000019 Lincolnshire 03T NHS Lincolnshire East CCG 99.2% 32.1%
E10000019 Lincolnshire 04D NHS Lincolnshire West CCG 98.5% 30.4%
E10000019 Lincolnshire 04H NHS Newark & Sherwood CCG 2.4% 0.4%]
E10000019 Lincolnshire 03H NHS North East Lincolnshire CCG 2.7% 0.6%|
E10000019 Lincolnshire 03K NHS North Lincolnshire CCG 2.6% 0.6%|
E10000019 Lincolnshire 99D NHS South Lincolnshire CCG 90.6% 19.5%
E10000019 Lincolnshire 04Q NHS South West Lincolnshire CCG 93.2% 16.2%|
E08000012 Liverpool 01) NHS Knowsley CCG 8.5% 2.8%)
E08000012 Liverpool 99A NHS Liverpool CCG 94.3% 96.2%
E08000012 Liverpool () NHS South Sefton CCG 3.3% 1.0%
E06000032 Luton 06F NHS Bedfordshire CCG 2.3% 4.5%
E06000032 Luton 06P NHS Luton CCG 97.2% 95.5%
E08000003 Manchester oov NHS Bury CCG 0.3% 0.1%
E08000003 Manchester oow NHS Central Manchester CCG 93.7% 36.9%
E08000003 Manchester 01D NHS Heywood, Middleton and Rochdale CCG 0.5% 0.2%
E08000003 Manchester 01m NHS North Manchester CCG 85.1% 30.3%
E08000003 Manchester ooy NHS Oldham CCG 0.9% 0.4%
E08000003 Manchester 01G NHS Salford CCG 2.5% 1.1%
E08000003 Manchester 01N NHS South Manchester CCG 93.9% 28.2%
E08000003 Manchester o1w NHS Stockport CCG 1.5% 0.8%
E08000003 Manchester o1y NHS Tameside and Glossop CCG 0.4% 0.2%
E08000003 Manchester 02A NHS Trafford CCG 4.3% 1.8%
E06000035 Medway 09J NHS Dartford, Gravesham and Swanley CCG 0.2% 0.2%
E06000035 Medway 0swW NHS Medway CCG 94.0% 99.5%
E06000035 Medway 10D NHS Swale CCG 0.1% 0.0%
E06000035 Medway 99J NHS West Kent CCG 0.2% 0.3%
E09000024 Merton o7v NHS Croydon CCG 0.5% 0.8%
E09000024 Merton 08J) NHS Kingston CCG 3.5% 3.0%
E09000024 Merton 08K NHS Lambeth CCG 0.9% 1.4%)
E09000024 Merton 08R NHS Merton CCG 87.7% 81.5%
E09000024 Merton 08T NHS Sutton CCG 3.4% 2.7%
E09000024 Merton 08X NHS Wandsworth CCG 6.5% 10.5%)
E06000002 Middlesbrough 03D NHS Hambleton, Richmondshire and Whitby CCG 0.2% 0.2%
E06000002 Middlesbrough 00K NHS Hartlepool and Stockton-On-Tees CCG 0.2% 0.3%
E06000002 Middlesbrough 00M NHS South Tees CCG 52.0% 99.5%
E06000042 Milton Keynes 06F NHS Bedfordshire CCG 1.5% 2.5%)
E06000042 Milton Keynes 04F NHS Milton Keynes CCG 95.5% 96.1%
E06000042 Milton Keynes 04G NHS Nene CCG 0.6% 1.4%
E08000021 Newcastle upon Tyne 13T NHS Newcastle Gateshead CCG 58.0% 95.0%
E08000021 Newcastle upon Tyne 99C NHS North Tyneside CCG 6.0% 4.2%
E08000021 Newcastle upon Tyne 0oL NHS Northumberland CCG 0.8% 0.8%
E09000025 Newham 07L NHS Barking and Dagenham CCG 0.5% 0.3%
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E09000025 Newham 09A NHS Central London (Westminster) CCG 0.1% 0.0%
E09000025 Newham 077 NHS City and Hackney CCG 0.1% 0.0%
E09000025 Newham 08M NHS Newham CCG 96.9% 97.9%
E09000025 Newham 08N NHS Redbridge CCG 0.2% 0.2%
E09000025 Newham (3% NHS Tower Hamlets CCG 0.2% 0.2%
E09000025 Newham 08w NHS Waltham Forest CCG 1.7% 1.4%)
E10000020 Norfolk 06H NHS Cambridgeshire and Peterborough CCG 0.7% 0.7%
E10000020 Norfolk 06M NHS Great Yarmouth and Waveney CCG 47.5% 12.3%)
E10000020 Norfolk 06L NHS Ipswich and East Suffolk CCG 0.1% 0.0%
E10000020 Norfolk 06V NHS North Norfolk CCG 100.0% 18.8%)
E10000020 Norfolk [ NHS Norwich CCG 100.0% 23.7%
E10000020 Norfolk 99D NHS South Lincolnshire CCG 0.2% 0.0%|
E10000020 Norfolk osY NHS South Norfolk CCG 98.8% 25.3%
E10000020 Norfolk 07J NHS West Norfolk CCG 98.5% 18.5%)
E10000020 Norfolk 07K NHS West Suffolk CCG 2.6% 0.7%
E06000012 North East Lincolnshire 03T NHS Lincolnshire East CCG 0.8% 1.2%
E06000012 North East Lincolnshire 03H NHS North East Lincolnshire CCG 95.9% 98.7%
E06000012 North East Lincolnshire 03K NHS North Lincolnshire CCG 0.1% 0.2%]
E06000013 North Lincolnshire 02Q NHS Bassetlaw CCG 0.2% 0.1%
E06000013 North Lincolnshire 02X NHS Doncaster CCG 0.0% 0.1%
E06000013 North Lincolnshire 02y NHS East Riding of Yorkshire CCG 0.0% 0.1%
E06000013 North Lincolnshire 04D NHS Lincolnshire West CCG 1.0% 1.4%
E06000013 North Lincolnshire 03H NHS North East Lincolnshire CCG 1.4% 1.4%
E06000013 North Lincolnshire 03K NHS North Lincolnshire CCG 97.2% 96.8%
E06000024 North Somerset 11E NHS Bath and North East Somerset CCG 1.7% 1.6%
E06000024 North Somerset 11H NHS Bristol CCG 0.3% 0.6%
E06000024 North Somerset 11T NHS North Somerset CCG 99.1% 97.7%
E06000024 North Somerset 11X NHS Somerset CCG 0.0% 0.2%
E08000022 North Tyneside 13T NHS Newcastle Gateshead CCG 1.0% 2.5%
E08000022 North Tyneside 99C NHS North Tyneside CCG 93.1% 96.4%
E08000022 North Tyneside ooL NHS Northumberland CCG 0.7% 1.1%)
E10000023 North Yorkshire 02N NHS Airedale, Wharfdale and Craven CCG 32.4% 8.3%
E10000023 North Yorkshire 01H NHS Cumbria CCG 1.2% 1.0%
E10000023 North Yorkshire 00C NHS Darlington CCG 1.3% 0.2%
E10000023 North Yorkshire 02X NHS Doncaster CCG 0.2% 0.1%
E10000023 North Yorkshire 00D NHS Durham Dales, Easington and Sedgefield CCG 0.2% 0.1%
E10000023 North Yorkshire 01A NHS East Lancashire CCG 0.1% 0.0%
E10000023 North Yorkshire 02y NHS East Riding of Yorkshire CCG 1.3% 0.7%
E10000023 North Yorkshire 03D NHS Hambleton, Richmondshire and Whitby CCG 98.7% 22.9%
E10000023 North Yorkshire 03E NHS Harrogate and Rural District CCG 99.9% 26.3%
E10000023 North Yorkshire 00K NHS Hartlepool and Stockton-On-Tees CCG 0.2% 0.0%
E10000023 North Yorkshire o2v NHS Leeds North CCG 3.0% 1.0%)
E10000023 North Yorkshire 03G NHS Leeds South and East CCG 0.5% 0.2%
E10000023 North Yorkshire 03M NHS Scarborough and Ryedale CCG 99.3% 19.2%
E10000023 North Yorkshire 03Q NHS Vale of York CCG 32.6% 18.7%)
E10000023 North Yorkshire 03R NHS Wakefield CCG 2.0% 1.2%)
E10000021 Northamptonshire 10y NHS Aylesbury Vale CCG 0.1% 0.0%
E10000021 Northamptonshire 06F NHS Bedfordshire CCG 0.1% 0.0%
E10000021 Northamptonshire 06H NHS Cambridgeshire and Peterborough CCG 1.6% 1.9%)
E10000021 Northamptonshire o3V NHS Corby CCG 99.1% 9.6%
E10000021 Northamptonshire 05A NHS Coventry and Rugby CCG 0.3% 0.2%)
E10000021 Northamptonshire o3wW NHS East Leicestershire and Rutland CCG 1.9% 0.8%
E10000021 Northamptonshire 04F NHS Milton Keynes CCG 3.2% 1.2%
E10000021 Northamptonshire 04G NHS Nene CCG 98.8% 85.0%
E10000021 Northamptonshire 10Q NHS Oxfordshire CCG 1.2% 1.1%)
E10000021 Northamptonshire 99D NHS South Lincolnshire CCG 0.9% 0.2%
E06000057 Northumberland 01H NHS Cumbria CCG 0.0% 0.1%]
E06000057 Northumberland 13T NHS Newcastle Gateshead CCG 0.3% 0.4%
E06000057 Northumberland 00J NHS North Durham CCG 0.2% 0.2%]
E06000057 Northumberland 99C NHS North Tyneside CCG 0.9% 0.6%
E06000057 Northumberland 0oL NHS Northumberland CCG 98.0% 98.7%
E06000018 Nottingham 04K NHS Nottingham City CCG 89.7% 94.8%
E06000018 Nottingham 04L NHS Nottingham North and East CCG 4.7% 2.1%
E06000018 Nottingham 04M NHS Nottingham West CCG 5.7% 1.6%)
E06000018 Nottingham 04N NHS Rushcliffe CCG 4.1% 1.5%)
E10000024 Nottinghamshire 02Q NHS Bassetlaw CCG 97.5% 13.5%)
E10000024 Nottinghamshire 02X NHS Doncaster CCG 1.7% 0.6%)
E10000024 Nottinghamshire 03w NHS East Leicestershire and Rutland CCG 0.3% 0.1%
E10000024 Nottinghamshire 03X NHS Erewash CCG 7.8% 0.9%
E10000024 Nottinghamshire 03y NHS Hardwick CCG 5.1% 0.6%
E10000024 Nottinghamshire 04D NHS Lincolnshire West CCG 0.4% 0.1%
E10000024 Nottinghamshire 04E NHS Mansfield and Ashfield CCG 98.1% 22.5%
E10000024 Nottinghamshire 04H NHS Newark & Sherwood CCG 97.6% 15.5%
E10000024 Nottinghamshire 04K NHS Nottingham City CCG 10.3% 4.4%
E10000024 Nottinghamshire 04L NHS Nottingham North and East CCG 95.0% 17.3%|
E10000024 Nottinghamshire 04M NHS Nottingham West CCG 89.3% 10.2%)
E10000024 Nottinghamshire 04N NHS Rushcliffe CCG 90.5% 13.6%
E10000024 Nottinghamshire 04Q NHS South West Lincolnshire CCG 0.7% 0.1%
E10000024 Nottinghamshire 04R NHS Southern Derbyshire CCG 0.6% 0.4%
E10000024 Nottinghamshire 04v NHS West Leicestershire CCG 0.1% 0.0%
E08000004 Oldham 01D NHS Heywood, Middleton and Rochdale CCG 1.4% 1.3%
E08000004 Oldham 0iM NHS North Manchester CCG 2.6% 2.1%
E08000004 Oldham ooy NHS Oldham CCG 94.7% 96.3%
E08000004 Oldham o1y NHS Tameside and Glossop CCG 0.2% 0.2%
E10000025 Oxfordshire 10y NHS Aylesbury Vale CCG 6.2% 1.8%|
E10000025 Oxfordshire 1M NHS Gloucestershire CCG 0.2% 0.2%
E10000025 Oxfordshire 04G NHS Nene CCG 0.1% 0.1%
E10000025 Oxfordshire 10M NHS Newbury and District CCG 0.1% 0.0%
E10000025 Oxfordshire 10N NHS North & West Reading CCG 2.0% 0.3%
E10000025 Oxfordshire 10Q NHS Oxfordshire CCG 97.3% 96.6%
E10000025 Oxfordshire 05R NHS South Warwickshire CCG 0.7% 0.3%]
E10000025 Oxfordshire 12D NHS Swindon CCG 2.6% 0.8%
E06000031 Peterborough 06H NHS Cambridgeshire and Peterborough CCG 22.6% 96.1%
E06000031 Peterborough 99D NHS South Lincolnshire CCG 5.2% 3.9%
E06000026 Plymouth 99pP NHS North, East, West Devon CCG 29.3% 100.0%
E06000044 Portsmouth 10K NHS Fareham and Gosport CCG 1.4% 1.3%)
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E06000044 Portsmouth 10R NHS Portsmouth CCG 95.5% 98.4%
E06000044 Portsmouth ov NHS South Eastern Hampshire CCG 0.3% 0.3%
E06000038 Reading 10N NHS North & West Reading CCG 61.2% 36.6%
E06000038 Reading 10Q NHS Oxfordshire CCG 0.2% 0.6%
E06000038 Reading ow NHS South Reading CCG 79.9% 60.1%
E06000038 Reading 11D NHS Wokingham CCG 3.1% 2.7%)|
E09000026 Redbridge 07L NHS Barking and Dagenham CCG 5.6% 3.8%
E09000026 Redbridge 08F NHS Havering CCG 0.9% 0.8%
E09000026 Redbridge 08M NHS Newham CCG 1.5% 1.8%)
E09000026 Redbridge 08N NHS Redbridge CCG 92.6% 88.7%
E09000026 Redbridge o8w NHS Waltham Forest CCG 3.4% 3.2%
E09000026 Redbridge 07H NHS West Essex CCG 1.8% 1.7%
E06000003 Redcar and Cleveland 03D NHS Hambleton, Richmondshire and Whitby CCG 1.0% 1.0%
E06000003 Redcar and Cleveland 00M NHS South Tees CCG 47.7% 99.0%
E09000027 Richmond upon Thames 08C NHS Hammersmith and Fulham CCG 0.4% 0.4%
E09000027 Richmond upon Thames 07y NHS Hounslow CCG 5.0% 7.1%
E09000027 Richmond upon Thames 08J NHS Kingston CCG 1.6% 1.5%
E09000027 Richmond upon Thames 08P NHS Richmond CCG 92.2% 90.3%
E09000027 Richmond upon Thames 99H NHS Surrey Downs CCG 0.0% 0.1%
E09000027 Richmond upon Thames 08X NHS Wandsworth CCG 0.3% 0.6%
E08000005 Rochdale oov NHS Bury CCG 0.6% 0.5%
E08000005 Rochdale 01A NHS East Lancashire CCG 0.2% 0.3%]
E08000005 Rochdale 01D NHS Heywood, Middleton and Rochdale CCG 96.6% 96.6%
E08000005 Rochdale 01M NHS North Manchester CCG 1.8% 1.6%
E08000005 Rochdale ooy NHS Oldham CCG 0.8% 0.9%
E08000018 Rotherham 02P NHS Barnsley CCG 3.4% 3.2%
E08000018 Rotherham 02Q NHS Bassetlaw CCG 0.9% 0.4%
E08000018 Rotherham 02X NHS Doncaster CCG 1.1% 1.3%
E08000018 Rotherham 0o3L NHS Rotherham CCG 97.9% 93.5%
E08000018 Rotherham 03N NHS Sheffield CCG 0.7% 1.6%)
E06000017 Rutland 06H NHS Cambridgeshire and Peterborough CCG 0.0% 0.3%
E06000017 Rutland 0o3v NHS Corby CCG 0.3% 0.6%
E06000017 Rutland 03w NHS East Leicestershire and Rutland CCG 9.8% 85.6%
E06000017 Rutland 99D NHS South Lincolnshire CCG 2.7% 12.0%|
E06000017 Rutland 04Q NHS South West Lincolnshire CCG 0.4% 1.5%
E08000006 Salford () NHS Bolton CCG 0.2% 0.3%
E08000006 Salford oov NHS Bury CCG 1.8% 1.4%)
E08000006 Salford oow NHS Central Manchester CCG 0.3% 0.3%]
E08000006 Salford 0iM NHS North Manchester CCG 2.1% 1.7%
E08000006 Salford 01G NHS Salford CCG 93.9% 95.1%
E08000006 Salford 02A NHS Trafford CCG 0.2% 0.1%
E08000006 Salford 02H NHS Wigan Borough CCG 0.9% 1.2%)
E08000028 Sandwell 13P NHS Birmingham Crosscity CCG 2.8% 6.2%
E08000028 Sandwell 04X NHS Birmingham South and Central CCG 0.2% 0.2%
E08000028 Sandwell 05C NHS Dudley CCG 3.0% 2.8%
E08000028 Sandwell 05L NHS Sandwell and West Birmingham CCG 54.3% 89.2%
E08000028 Sandwell 05Y NHS Walsall CCG 1.6% 1.3%
E08000028 Sandwell 06A NHS Wolverhampton CCG 0.3% 0.3%
E08000014 Sefton ou NHS Knowsley CCG 1.8% 1.0%)
E08000014 Sefton 99A NHS Liverpool CCG 2.9% 5.2%
E08000014 Sefton () NHS South Sefton CCG 96.1% 51.9%
E08000014 Sefton 01V NHS Southport and Formby CCG 97.0% 41.9%
E08000014 Sefton 02G NHS West Lancashire CCG 0.3% 0.1%]
E08000019 Sheffield 02pP NHS Barnsley CCG 0.8% 0.4%
E08000019 Sheffield 03y NHS Hardwick CCG 0.4% 0.0%
E08000019 Sheffield 04J NHS North Derbyshire CCG 0.7% 0.3%
E08000019 Sheffield 03L NHS Rotherham CCG 0.3% 0.1%
E08000019 Sheffield 03N NHS Sheffield CCG 98.6% 99.2%
E06000051 Shropshire O5F NHS Herefordshire CCG 0.5% 0.3%
E06000051 Shropshire 05G NHS North Staffordshire CCG 0.4% 0.3%
E06000051 Shropshire 05N NHS Shropshire CCG 96.5% 95.4%
E06000051 Shropshire 01R NHS South Cheshire CCG 0.5% 0.3%
E06000051 Shropshire 05Q NHS South East Staffs and Seisdon Peninsular CCG 1.2% 0.9%
E06000051 Shropshire 05T NHS South Worcestershire CCG 1.0% 1.0%|
E06000051 Shropshire 05X NHS Telford and Wrekin CCG 2.4% 1.4%)|
E06000051 Shropshire 02F NHS West Cheshire CCG 0.2% 0.1%
E06000051 Shropshire 06D NHS Wyre Forest CCG 0.7% 0.3%
E06000039 Slough 10H NHS Chiltern CCG 3.2% 6.7%
E06000039 Slough 10T NHS Slough CCG 96.6% 92.9%
E06000039 Slough 11C NHS Windsor, Ascot and Maidenhead CCG 0.4% 0.4%
E08000029 Solihull 13p NHS Birmingham Crosscity CCG 2.0% 6.8%
E08000029 Solihull 04X NHS Birmingham South and Central CCG 0.3% 0.3%
E08000029 Solihull 05A NHS Coventry and Rugby CCG 0.0% 0.1%
E08000029 Solihull 05J NHS Redditch and Bromsgrove CCG 0.4% 0.3%
E08000029 Solihull 0o5P NHS Solihull CCG 83.8% 91.7%
E08000029 Solihull 05R NHS South Warwickshire CCG 0.4% 0.5%
E08000029 Solihull 05H NHS Warwickshire North CCG 0.2% 0.2%
E10000027 Somerset 11E NHS Bath and North East Somerset CCG 3.1% 1.1%
E10000027 Somerset 11 NHS Dorset CCG 0.5% 0.7%
E10000027 Somerset 11T NHS North Somerset CCG 0.9% 0.3%
E10000027 Somerset 99P NHS North, East, West Devon CCG 0.3% 0.5%|
E10000027 Somerset 11X NHS Somerset CCG 98.5% 97.3%
E10000027 Somerset 99N NHS Wiltshire CCG 0.1% 0.0%
E06000025 South Gloucestershire 11E NHS Bath and North East Somerset CCG 0.6% 0.4%
E06000025 South Gloucestershire 11H NHS Bristol CCG 4.7% 8.2%
E06000025 South Gloucestershire 11M NHS Gloucestershire CCG 0.8% 1.8%
E06000025 South Gloucestershire 12A NHS South Gloucestershire CCG 95.0% 89.4%
E06000025 South Gloucestershire 99N NHS Wiltshire CCG 0.0% 0.1%
E08000023 South Tyneside 13T NHS Newcastle Gateshead CCG 0.0% 0.1%
E08000023 South Tyneside 00N NHS South Tyneside CCG 99.3% 99.2%
E08000023 South Tyneside 0ooP NHS Sunderland CCG 0.3% 0.6%
E06000045 Southampton 10X NHS Southampton CCG 94.5% 99.6%
E06000045 Southampton 11A NHS West Hampshire CCG 0.2% 0.4%)
E06000033 Southend-on-Sea 99F NHS Castle Point and Rochford CCG 4.6% 4.5%]
E06000033 Southend-on-Sea 99G NHS Southend CCG 96.6% 95.5%
E09000028 Southwark 07R NHS Camden CCG 0.5% 0.4%
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E09000028 Southwark 09A NHS Central London (Westminster) CCG 2.0% 1.3%|
E09000028 Southwark 08K NHS Lambeth CCG 6.6% 7.6%
E09000028 Southwark 0o8L NHS Lewisham CCG 1.9% 1.8%)
E09000028 Southwark 08Q NHS Southwark CCG 94.5% 88.9%
E09000028 Southwark 08X NHS Wandsworth CCG 0.0% 0.1%
E08000013 St. Helens 01F NHS Halton CCG 0.2% 0.1%
E08000013 St. Helens ou NHS Knowsley CCG 2.6% 2.3%
E08000013 St. Helens 01X NHS St Helens CCG 91.1% 96.5%
E08000013 St. Helens 02H NHS Wigan Borough CCG 0.6% 1.1%
E10000028 Staffordshire 13P NHS Birmingham Crosscity CCG 0.5% 0.4%
E10000028 Staffordshire 04y NHS Cannock Chase CCG 99.3% 14.9%
E10000028 Staffordshire 05C NHS Dudley CCG 1.4% 0.5%
E10000028 Staffordshire 05D NHS East Staffordshire CCG 91.9% 14.5%
E10000028 Staffordshire 01C NHS Eastern Cheshire CCG 0.6% 0.1%]
E10000028 Staffordshire 04) NHS North Derbyshire CCG 0.7% 0.2%
E10000028 Staffordshire 05G NHS North Staffordshire CCG 95.1% 23.5%|
E10000028 Staffordshire 05N NHS Shropshire CCG 1.1% 0.4%
E10000028 Staffordshire 01R NHS South Cheshire CCG 0.5% 0.1%]
E10000028 Staffordshire 05Q NHS South East Staffs and Seisdon Peninsular CCG 96.2% 23.7%
E10000028 Staffordshire 04R NHS Southern Derbyshire CCG 0.5% 0.3%
E10000028 Staffordshire osv NHS Stafford and Surrounds CCG 99.5% 16.6%|
E10000028 Staffordshire 05w NHS Stoke on Trent CCG 8.9% 2.9%
E10000028 Staffordshire 05X NHS Telford and Wrekin CCG 1.0% 0.2%
E10000028 Staffordshire 05y NHS Walsall CCG 1.6% 0.5%
E10000028 Staffordshire 05H NHS Warwickshire North CCG 1.2% 0.2%
E10000028 Staffordshire 06A NHS Wolverhampton CCG 2.8% 0.9%
E10000028 Staffordshire 06D NHS Wyre Forest CCG 0.2% 0.0%
E08000007 Stockport oow NHS Central Manchester CCG 0.7% 0.6%
E08000007 Stockport 01C NHS Eastern Cheshire CCG 1.6% 1.1%)
E08000007 Stockport 01N NHS South Manchester CCG 2.9% 1.7%|
E08000007 Stockport o1w NHS Stockport CCG 95.2% 96.5%
E08000007 Stockport o1y NHS Tameside and Glossop CCG 0.2% 0.2%
E06000004 Stockton-on-Tees 0oc NHS Darlington CCG 0.4% 0.2%
E06000004 Stockton-on-Tees 00D NHS Durham Dales, Easington and Sedgefield CCG 0.3% 0.5%
E06000004 Stockton-on-Tees 03D NHS Hambleton, Richmondshire and Whitby CCG 0.1% 0.1%
E06000004 Stockton-on-Tees 00K NHS Hartlepool and Stockton-On-Tees CCG 66.8% 98.7%
E06000004 Stockton-on-Tees oom NHS South Tees CCG 0.3% 0.5%
E06000021 Stoke-on-Trent 05G NHS North Staffordshire CCG 3.4% 2.7%)
E06000021 Stoke-on-Trent o5V NHS Stafford and Surrounds CCG 0.5% 0.3%
E06000021 Stoke-on-Trent osw NHS Stoke on Trent CCG 91.1% 97.0%
E10000029 Suffolk 06H NHS Cambridgeshire and Peterborough CCG 0.1% 0.2%
E10000029 Suffolk 06M NHS Great Yarmouth and Waveney CCG 52.5% 16.5%|
E10000029 Suffolk 06L NHS Ipswich and East Suffolk CCG 99.6% 52.8%
E10000029 Suffolk 06T NHS North East Essex CCG 1.3% 0.6%
E10000029 Suffolk 06Y NHS South Norfolk CCG 1.2% 0.4%
E10000029 Suffolk 07K NHS West Suffolk CCG 91.0% 29.6%
E08000024 Sunderland 00D NHS Durham Dales, Easington and Sedgefield CCG 0.7% 0.7%
E08000024 Sunderland 13T NHS Newcastle Gateshead CCG 0.5% 0.8%|
E08000024 Sunderland 00J NHS North Durham CCG 2.3% 2.0%
E08000024 Sunderland 00N NHS South Tyneside CCG 0.4% 0.2%
E08000024 Sunderland 0oP NHS Sunderland CCG 98.5% 96.2%
E10000030 Surrey 10G NHS Bracknell and Ascot CCG 1.7% 0.2%
E10000030 Surrey 07Q NHS Bromley CCG 0.4% 0.1%
E10000030 Surrey 09G NHS Coastal West Sussex CCG 0.2% 0.0%)
E10000030 Surrey 09H NHS Crawley CCG 6.6% 0.7%
E10000030 Surrey o7v NHS Croydon CCG 1.2% 0.4%
E10000030 Surrey 09L NHS East Surrey CCG 96.6% 14.1%)|
E10000030 Surrey 09N NHS Guildford and Waverley CCG 94.0% 16.9%
E10000030 Surrey 09X NHS Horsham and Mid Sussex CCG 1.6% 0.3%
E10000030 Surrey o7y NHS Hounslow CCG 0.5% 0.1%)
E10000030 Surrey 08J NHS Kingston CCG 4.4% 0.7%
E10000030 Surrey 08R NHS Merton CCG 0.2% 0.0%
E10000030 Surrey 99M NHS North East Hampshire and Farnham CCG 23.0% 4.2%
E10000030 Surrey 10J NHS North Hampshire CCG 0.1% 0.0%
E10000030 Surrey 09Y NHS North West Surrey CCG 99.5% 29.6%!|
E10000030 Surrey o8P NHS Richmond CCG 0.5% 0.0%
E10000030 Surrey 1ov NHS South Eastern Hampshire CCG 0.1% 0.0%)
E10000030 Surrey 99H NHS Surrey Downs CCG 97.1% 23.9%
E10000030 Surrey 10C NHS Surrey Heath CCG 99.0% 7.6%|
E10000030 Surrey 08T NHS Sutton CCG 1.2% 0.2%
E10000030 Surrey 99) NHS West Kent CCG 0.2% 0.0%
E10000030 Surrey 11C NHS Windsor, Ascot and Maidenhead CCG 7.7% 1.0%)
E09000029 Sutton o7v NHS Croydon CCG 1.0% 1.9%)
E09000029 Sutton 08J) NHS Kingston CCG 3.3% 3.2%
E09000029 Sutton 08K NHS Lambeth CCG 0.1% 0.2%
E09000029 Sutton 08R NHS Merton CCG 6.2% 6.5%
E09000029 Sutton 99H NHS Surrey Downs CCG 1.4% 2.0%)
E09000029 Sutton 08T NHS Sutton CCG 94.5% 86.0%
E09000029 Sutton 08X NHS Wandsworth CCG 0.1% 0.2%
E06000030 Swindon 11M NHS Gloucestershire CCG 0.0% 0.2%
E06000030 Swindon 12D NHS Swindon CCG 96.3% 98.4%
E06000030 Swindon 99N NHS Wiltshire CCG 0.6% 1.4%)
E08000008 Tameside oow NHS Central Manchester CCG 0.5% 0.5%|
E08000008 Tameside 01M NHS North Manchester CCG 6.4% 5.5%
E08000008 Tameside ooy NHS Oldham CCG 3.6% 3.8%
E08000008 Tameside o1w NHS Stockport CCG 1.6% 2.1%
E08000008 Tameside o1y NHS Tameside and Glossop CCG 85.1% 88.1%
E06000020 Telford and Wrekin 05N NHS Shropshire CCG 1.8% 3.0%
E06000020 Telford and Wrekin 05X NHS Telford and Wrekin CCG 96.7% 97.0%
E06000034 Thurrock 07L NHS Barking and Dagenham CCG 0.2% 0.2%
E06000034 Thurrock 99E NHS Basildon and Brentwood CCG 0.2% 0.2%
E06000034 Thurrock 08F NHS Havering CCG 0.1% 0.2%)
E06000034 Thurrock 07G NHS Thurrock CCG 98.4% 99.3%
E06000027 Torbay 99Q NHS South Devon and Torbay CCG 48.9% 100.0%|
E09000030 Tower Hamlets 07R NHS Camden CCG 1.1% 0.9%
E09000030 Tower Hamlets 09A NHS Central London (Westminster) CCG 0.3% 0.2%
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E09000030 Tower Hamlets 07T NHS City and Hackney CCG 0.8% 0.8%
E09000030 Tower Hamlets 08M NHS Newham CCG 0.2% 0.3%
E09000030 Tower Hamlets (3% NHS Tower Hamlets CCG 98.9% 97.7%
E08000009 Trafford oow NHS Central Manchester CCG 4.7% 4.3%
E08000009 Trafford 01G NHS Salford CCG 0.1% 0.1%
E08000009 Trafford 01N NHS South Manchester CCG 3.2% 2.2%
E08000009 Trafford 02A NHS Trafford CCG 95.3% 93.2%
E08000009 Trafford 02E NHS Warrington CCG 0.1% 0.1%
E08000036 Wakefield 02pP NHS Barnsley CCG 0.8% 0.6%
E08000036 Wakefield 03G NHS Leeds South and East CCG 1.0% 0.8%
E08000036 Wakefield 03C NHS Leeds West CCG 0.1% 0.2%
E08000036 Wakefield 03J NHS North Kirklees CCG 0.6% 0.3%
E08000036 Wakefield 03R NHS Wakefield CCG 94.6% 98.1%
E08000030 Walsall 13P NHS Birmingham Crosscity CCG 1.8% 4.7%
E08000030 Walsall 04y NHS Cannock Chase CCG 0.7% 0.3%]
E08000030 Walsall 05L NHS Sandwell and West Birmingham CCG 1.6% 3.1%
E08000030 Walsall 0o5Y NHS Walsall CCG 92.4% 90.7%
E08000030 Walsall 06A NHS Wolverhampton CCG 1.3% 1.2%)
E09000031 Waltham Forest 07T NHS City and Hackney CCG 0.3% 0.3%
E09000031 Waltham Forest 08M NHS Newham CCG 1.1% 1.5%
E09000031 Waltham Forest 08N NHS Redbridge CCG 1.4% 1.4%)
E09000031 Waltham Forest 08w NHS Waltham Forest CCG 94.3% 96.8%
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E09000032 Wandsworth 09A NHS Central London (Westminster) CCG 0.7% 0.4%

E09000032 Wandsworth 08C NHS Hammersmith and Fulham CCG 0.3% 0.2%
E09000032 Wandsworth 08J) NHS Kingston CCG 0.1% 0.0%)
E09000032 Wandsworth 08K NHS Lambeth CCG 2.7% 2.9%
E09000032 Wandsworth 08R NHS Merton CCG 3.0% 1.8%)
E09000032 Wandsworth 08P NHS Richmond CCG 1.3% 0.7%
E09000032 Wandsworth 08X NHS Wandsworth CCG 88.8% 93.6%
E09000032 Wandsworth 08y NHS West London (K&C & QPP) CCG 0.5% 0.3%
E06000007 Warrington 01F NHS Halton CCG 0.3% 0.2%
E06000007 Warrington 01G NHS Salford CCG 0.5% 0.6%
E06000007 Warrington 01X NHS St Helens CCG 2.2% 2.0%
E06000007 Warrington 02E NHS Warrington CCG 97.8% 97.0%
E06000007 Warrington 02H NHS Wigan Borough CCG 0.2% 0.2%)
E10000031 Warwickshire 13p NHS Birmingham Crosscity CCG 0.1% 0.2%)
E10000031 Warwickshire 05A NHS Coventry and Rugby CCG 25.6% 21.4%
E10000031 Warwickshire 11M NHS Gloucestershire CCG 0.2% 0.2%]
E10000031 Warwickshire 04G NHS Nene CCG 0.2% 0.2%
E10000031 Warwickshire 10Q NHS Oxfordshire CCG 0.3% 0.3%]
E10000031 Warwickshire 05J NHS Redditch and Bromsgrove CCG 0.8% 0.2%
E10000031 Warwickshire 05P NHS Solihull CCG 0.6% 0.3%
E10000031 Warwickshire 05Q NHS South East Staffs and Seisdon Peninsular CCG 0.8% 0.3%
E10000031 Warwickshire 05R NHS South Warwickshire CCG 96.1% 45.6%
E10000031 Warwickshire 0SH NHS Warwickshire North CCG 96.8% 30.9%
E10000031 Warwickshire 04v NHS West Leicestershire CCG 0.5% 0.3%]
E06000037 West Berkshire 10M NHS Newbury and District CCG 93.1% 66.2%
E06000037 West Berkshire 10N NHS North & West Reading CCG 35.7% 23.7%|
E06000037 West Berkshire 10J NHS North Hampshire CCG 0.7% 0.9%
E06000037 West Berkshire 10Q NHS Oxfordshire CCG 0.2% 1.1%
E06000037 West Berkshire 1ow NHS South Reading CCG 9.1% 7.6%
E06000037 West Berkshire 99N NHS Wiltshire CCG 0.1% 0.4%
E06000037 West Berkshire 11D NHS Wokingham CCG 0.1% 0.1%
E10000032 West Sussex 09D NHS Brighton and Hove CCG 1.2% 0.4%)
E10000032 West Sussex 09G NHS Coastal West Sussex CCG 99.5% 57.7%
E10000032 West Sussex 09H NHS Crawley CCG 93.4% 13.9%!
E10000032 West Sussex 09L NHS East Surrey CCG 0.3% 0.0%
E10000032 West Sussex 09N NHS Guildford and Waverley CCG 3.1% 0.8%
E10000032 West Sussex 99K NHS High Weald Lewes Havens CCG 1.0% 0.2%
E10000032 West Sussex 09X NHS Horsham and Mid Sussex CCG 95.6% 25.8%
E10000032 West Sussex ov NHS South Eastern Hampshire CCG 4.2% 1.0%)
E10000032 West Sussex 99H NHS Surrey Downs CCG 0.5% 0.2%)
E09000033 Westminster o7P NHS Brent CCG 1.3% 2.0%
E09000033 Westminster 07R NHS Camden CCG 2.9% 3.1%
E09000033 Westminster 09A NHS Central London (Westminster) CCG 81.6% 71.1%
E09000033 Westminster 08C NHS Hammersmith and Fulham CCG 0.1% 0.0%|
E09000033 Westminster 08y NHS West London (K&C & QPP) CCG 23.5% 23.7%)
E08000010 Wigan 0ooT NHS Bolton CCG 0.1% 0.1%
E08000010 Wigan 01G NHS Salford CCG 1.1% 0.8%
E08000010 Wigan 01X NHS St Helens CCG 3.9% 2.3%
E08000010 Wigan 02E NHS Warrington CCG 0.4% 0.2%
E08000010 Wigan 02G NHS West Lancashire CCG 2.7% 0.9%)
E08000010 Wigan 02H NHS Wigan Borough CCG 96.7% 95.6%
E06000054 Wiltshire 11E NHS Bath and North East Somerset CCG 0.7% 0.3%]
E06000054 Wiltshire 11 NHS Dorset CCG 0.3% 0.5%
E06000054 Wiltshire 11M NHS Gloucestershire CCG 0.4% 0.6%|
E06000054 Wiltshire 10M NHS Newbury and District CCG 0.9% 0.2%
E06000054 Wiltshire 11X NHS Somerset CCG 0.3% 0.4%
E06000054 Wiltshire 12A NHS South Gloucestershire CCG 0.9% 0.5%|
E06000054 Wiltshire 12D NHS Swindon CCG 1.0% 0.5%
E06000054 Wiltshire 11A NHS West Hampshire CCG 0.1% 0.1%
E06000054 Wiltshire 99N NHS Wiltshire CCG 96.7% 97.0%
E06000040 Windsor and Maidenhead 10G NHS Bracknell and Ascot CCG 12.3% 10.9%|
E06000040 Windsor and Maidenhead 10H NHS Chiltern CCG 0.6% 1.2%
E06000040 Windsor and Maidenhead 09Y NHS North West Surrey CCG 0.2% 0.5%
E06000040 Windsor and Maidenhead 10Q NHS Oxfordshire CCG 0.0% 0.2%
E06000040 Windsor and Maidenhead 10T NHS Slough CCG 0.6% 0.5%
E06000040 Windsor and Maidenhead 10C NHS Surrey Heath CCG 0.1% 0.0%
E06000040 Windsor and Maidenhead 11C NHS Windsor, Ascot and Maidenhead CCG 88.9% 85.5%
E06000040 Windsor and Maidenhead 11D NHS Wokingham CCG 1.2% 1.2%)
E08000015 Wirral 02F NHS West Cheshire CCG 0.4% 0.3%
E08000015 Wirral 12F NHS Wirral CCG 99.7% 99.7%
E06000041 Wokingham 10G NHS Bracknell and Ascot CCG 3.2% 2.7%
E06000041 Wokingham 10N NHS North & West Reading CCG 0.1% 0.0%
E06000041 Wokingham 10Q NHS Oxfordshire CCG 0.1% 0.5%
E06000041 Wokingham ow NHS South Reading CCG 11.1% 9.0%
E06000041 Wokingham 11D NHS Wokingham CCG 93.5% 87.9%
E08000031 Wolverhampton 05C NHS Dudley CCG 1.4% 1.7%
E08000031 Wolverhampton 05L NHS Sandwell and West Birmingham CCG 0.1% 0.3%
E08000031 Wolverhampton osQ NHS South East Staffs and Seisdon Peninsular CCG 1.7% 1.4%
E08000031 Wolverhampton 05Y NHS Walsall CCG 3.9% 4.0%
E08000031 Wolverhampton 06A NHS Wolverhampton CCG 93.7% 92.7%
E10000034 Worcestershire 13p NHS Birmingham Crosscity CCG 0.5% 0.6%)|
E10000034 Worcestershire 04X NHS Birmingham South and Central CCG 2.6% 1.1%)
E10000034 Worcestershire 05C NHS Dudley CCG 0.8% 0.4%
E10000034 Worcestershire 11M NHS Gloucestershire CCG 0.5% 0.6%
E10000034 Worcestershire 05F NHS Herefordshire CCG 1.0% 0.3%]
E10000034 Worcestershire 05J NHS Redditch and Bromsgrove CCG 95.9% 27.9%
E10000034 Worcestershire 05N NHS Shropshire CCG 0.3% 0.1%
E10000034 Worcestershire 05P NHS Solihull CCG 0.5% 0.2%
E10000034 Worcestershire 05R NHS South Warwickshire CCG 2.3% 1.1%
E10000034 Worcestershire 05T NHS South Worcestershire CCG 97.1% 48.8%
E10000034 Worcestershire 06D NHS Wyre Forest CCG 98.5% 18.8%)
E06000014 York 03E NHS Harrogate and Rural District CCG 0.1% 0.1%
E06000014 York 03Q NHS Vale of York CCG 60.4% 99.9%

Produced by NHS England using data from National Health Applications and Infrastructure Services (NHAIS) as supplied by Health and Social Care Information Centre (HSCIC)
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Appendix 6

LONDON

Health Impact Assessment

STEP A) Description of what is to be assessed and its relevance to
health

What is being assessed? Please tick

Review of a service []  Staff restructure [] Decommissioning a service L]

Changing a policy L] Tendering for a new service 1 A strategy or plan

The Better Care Fund (BCF) Plan is a mechanism for providing better outcomes for
residents and patients through closer integration between health and social care.
This assessment updates the one undertaken for the 2015/16 BCF plan.

The focus of Hillingdon'’s plan in 2016/17, as in 2015/16, is the 65 and over
population and there is a specific focus on:

e All of Hillingdon’s residents aged 85 and over

¢ Frail older people aged 75 and over with two or more conditions

e Older people who are at risk of dementia
e Older people who are at risk of falling for a first time.

However, there are aspects of the 2016/17 plan that are extended to a broader
population, e.g. scheme 6, which is intended to address the needs of all adults in
supported living and scheme 7 which considers the needs of Carers of all ages.

There are eight schemes within the 2016/17 BCF and these are:

e Scheme 1 - Proactive early identification of people with susceptibility to falls,
dementia, stroke and/or social isolation

Scheme 2 - Better care for people at the end of their life

Scheme 3 - Rapid response and integrated intermediate care

Scheme 4 - Seven day working initiative

Scheme 5 - Integrated community-based care and support

Scheme 6 - Care home and supported living market development

Scheme 7 - Supporting Carers

Scheme 8 - Living well with dementia

Annex 1 provides a summary of each of the schemes.
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What is the lead organisation for the service to be assessed? EG Hillingdon CCG or
London Borough of Hillingdon

The plan is jointly led by HCCG and Hillingdon Council (LBH)

Who is accountable for the service? E.g. Head of Service or Corporate Director

Chief Operating Officer, HCCG
Director of Adults and Children and Young people's Services, LBH

Date assessment completed and approved by accountable person

Date assessment completed: 10" March 2016
Date assessment approved:

Names and job titles of people carrying out the assessment

Sally Chandler - CEO, Hillingdon Carers (post meeting input)
Gary Collier - Better Care Fund Programme Manager, LBH
Claire Eves - Head of Adult Services, CNWL

Graham Hawkes - CEO, Hillingdon Healthwatch

Jo Manley - Hillingdon ACP Programme Director

Peter Okali - CEO, Age UK Hillingdon/H4All

Shikha Sharma - Consultant in Public Health

Jane Walsh - Older People's Commissioner, HCCG

A.1) What are the main aims and intended benefits of what you are assessing?

The following aims and objectives of the BCF Plan have been agreed with service
users and partners:

e We will build on our present initiatives around admissions avoidance and
supported discharge.

e Hillingdon'’s residents will experience a shared set of responsibilities exhibited by
all the organisations working in health and care.

¢ Residents will be able to access the services appropriate to their needs on each
day of the week.

e Our workforce will be better equipped and better skilled to face this challenge: to
residents, they will appear as a single system, with an open culture that
celebrates success.

e We will work together to proactively identify the health and care needs of older
frail residents and will aim to better manage the care needs of younger people
who may be susceptible to frailty as they get older.

e \We will aim to reduce levels of health inequality in Hillingdon.

e We will work with care home providers to ensure that local supply is suitable to
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meet the needs of Hillingdon’s older residents now and in the future.
e We will be better at predicting future health and care needs — both across the
population and for individual residents.

The key benefits of the plan are:

a. A reduction in the number of non-elective admissions (NELs) attributed to the 65
and over population by 663 during 2016/17. This is s contribution to the overall
CCG target for 2016/17;

b. A reduction in the number of permanent admissions of older people (65 + and
over) to care homes, per 100,000 population;

c. Increase in the proportion of older people (65 + and over) who were still at home
91 days after discharge from hospital into reablement services;

d. Reduction in delayed transfers of care (delayed days) from hospital per 100,000
population (18 +).

A.2) Who are the service users or staff affected by what you are assessing?

The service users, residents and patients affected by the BCF Plan are Hillingdon's
65 and over population and their Carers. People affected would also include adults
with learning disabilities and adults living with mental health conditions who are living
in a supported living environment or who could benefit from this model.

A.3) Who are the stakeholders in this assessment and what is their interest in it?

Stakeholders Interest
Residents and patients People directly affected by the Plan
Carers People directly affected by the Plan
GP Networks Involved in delivery of the schemes
Hillingdon Hospital Trust Involved in delivery of the schemes
CNWL Involved in delivery of the schemes
Third sector (voluntary and community) Involved in delivery of the schemes
A.4) Which health-related issues are relevant to the assessment? in the box.

Employment or financial well-

: Self-care
being

Access to healthcare (primary,

o Social inclusion
secondary, specialised)

Environmental exposures (eg
noise, air quality, green space) Mental wellness
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Lifestyle (e.g. diet, physical

activity, smoking, alcohol) Health inequalities

Community Safety (eg crime,

Infectious disease road safety, defensible
space)
Scope of health care services Other — please state

STEP B) Consideration of information; data, research, consultation,
engagement

B.1) Consideration of information and data - what have you got and what is it telling
you?

Overview

The 65 + population accounted for 40% of all non-elective admissions in 2014/15.
The 75 + population account for 70% of the non-elective health spend and it is
estimated that 35% of this is avoidable or deferrable.

Population 65 +

Hillingdon’s Joint Strategic Needs Assessment (JSNA) shows that there are a total of
34,385 people over the age of 65 in Hillingdon, out of which 14,797 (43%) are men,
and 19,588 (57%) are women. Older People's (65+) population is predicted to
increase by 7.1% in the next 5 years compared with 5% overall increase in
Hillingdon's population. This is approximately the same increase as the neighbouring
boroughs of Hounslow and Harrow, but slightly higher than Ealing where there is a
projected increase of 5% over the next 5 years. In addition the projected increase for
Hillingdon is also in line with the projected increase for the London region.

Population 85 +

The biggest percentage increases in Hillingdon is expected to occur in those aged
between 65 - 69 and 85 and over. The projected overall increase in the population of
persons aged 85+ is 8% in the next five years compared with 5% in Hillingdon's total
population. Currently, the total number of people aged 85+ is 4,716, out of which
1,529 (32.4%) are men and 3,187 (67.6%).

Population 65 + and Ethnicity

A key feature of Hillingdon’s demography is that ethnic diversity is concentrated in
the younger age groups. For each of the five year age bands for people aged 65 and
over there is an increasing proportion of White British. It is expected that the lack of
diversity within these older age groups will change over the coming decades as the
younger age groups grow older.
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Long-term Conditions

Within the next 5 years, there is a projected increase of 9% in the number of people
aged 65 and over with a limiting long-term iliness. This figure is slightly higher than
the projections for Ealing and the London region, but close to the percentage
increases projected for Hounslow and Harrow. Overall Hillingdon has the highest
projected increase in relation to the London region and the forenamed neighbours.

The latest official data on dementia prevalence data (Joint Commissioning Panel for
Mental Health, 2013) suggests that at mid-year 2014 there were 2,574 people in the
borough living with dementia. This is projected to grow by 13.5% to 2,975 by 2021.
The Projecting Older People’s Population Information (POPPI) service developed by
the Institute of Public Care (IPC) in partnership with Oxford Brookes University
suggests that there are currently 2,670 people living with dementia and predicts an
increase of 12% to 3,037 by 2020.

The Royal Society of Psychiatrists' 2009 study Dementia and People with Learning
Disabilities: Guidance on the assessment, diagnosis, treatment and support of
people learning disabilities who develop dementia shows that there is an increased
susceptibility amongst this population group to develop dementia once they reach
the age of 50. The following figures suggest that the risk is up to four times greater
than the general population:

e 1in 10 of those aged 50 to 64

e 1in7 of those aged 65 to 74

e 1in 4 of those aged 75 to 84

e Nearly three-quarters of those aged 85 or over.

Research undertaken in partnership with the Alzheimers' Society estimates that 1 in
10 people with a learning disability will go on to develop dementia between the ages
of 50 and 65 and approximately 50% of those aged 85 and over. For people living
with Down's syndrome 1 in 50 are estimated to develop dementia in their 30s and
50% of those aged 60 and over will develop it. The Projecting Adult Needs and
Service Information (PANSI) suggests that there are currently 5,393 adults in
Hillingdon with a learning disability and that this will increase by 6% to 5,749 in the
period up to 2020. There are approximately 117 people who have Down's syndrome
in Hillingdon.

POPPI projections suggest that the number of people aged 65 and over with a body
mass index of 30 + was 10,094 in 2015 and that this will increase by 8% to 10,943 by
2020. The numbers of older people living with types 1 & 2 diabetes are projected to
increase by nearly 10% from 4,805 in 2015 to 5,307 in 2020.

Stroke

In 2013/14 there were 3,246 people who had been diagnosed with a stroke in
Hillingdon. In the same period there were 310 admissions recorded on the Sentinel
Stroke National Audit Programme. Atrial fibrillation is a known risk factor for stroke.
The diagnosed prevalence in Hillingdon is 1.1% and the estimated prevalence is
2.0%. There could be an additional 2,500 people with undiagnosed atrial fibrillation
in Hillingdon.
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Falls and Fractures

The consequences of falls have a significant impact on both NHS and social care
services. Falling can precipitate loss of confidence, the need for regular social care
support at home, or even admission to a care home. Fractures of the hip require
major surgery and inpatient care in acute and often rehabilitation settings, on-going
recuperation and support at home from NHS community health and social care
teams. In addition, hip fractures are the event that prompts entry to a care home in
up to 10% of cases. Indeed, fractures of any kind frequently require a care package
for older people to support them at home.

In the UK, 35% of over-65s experience one or more falls each year. About 45% of
people aged over 80 who live in the community fall each year. Between 10% and
25% of such fallers will sustain a serious injury.

757 patients aged 65 years or over were admitted as an emergency admission to
The Hillingdon Hospital (THH) as a result of a fall in 2012/13. The total cost was
£1,767,175. The average cost per patient for the acute inpatient stay was £2,334.
146 patients aged 65 years or over were admitted to THH with a fractured neck of
femur as a result of a fall in 2012/13. The average cost of the acute inpatient stay
was £5,762.

Life Expectancy

Life expectancy in Hillingdon is estimated at 79.4 years for males and 83.5 years for
females (data from 2008-12). This is similar to the averages for London and England
& Wales.

There are inequalities within the Borough at ward level. The gap in male life
expectancy between Eastcote and East Ruislip and Botwell is 6.7 years and the gap
in female life expectancy between Eastcote & East Ruislip and Botwell is 8.5 years.

Sedantary Lifestyle

Health Survey for England 2008 Volume 1 Physical activity and fitness shows that
approximately 50% of Hillingdon's population aged 65 - 74 year olds spend 6 or more
hours sedentary time day during the week and over 50% at weekends. For the over
75s it is 62% for both week days and at weekends.

Older People Living Alone

The 2011 census identified that 31% of older people lived alone. POPPI projections
suggest that there are currently 14,094 older people living alone and that this will
increase by approximately 10% to 15,580 by 2020. This does not necessarily mean
that an older person living on their own is socially isolated but it can act as an
indicator.

The study Preventing Suicide in England - a cross-governmental outcomes strategy
to save lives (DH 2012) shows that living alone and becoming socially isolated and
experiencing bereavement are contributory factors that can lead to suicide. Available
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figures show that the number of suicides amongst the 65 + age group in Hillingdon is
small, e.g. 5in 2010, 4 in 2011 and 3 in 2012, but they predominantly occur amongst
men.

Supported Living Schemes

There are currently 15 schemes comprising of 106 self-contained flats for people with
learning disabilities and a further scheme comprising of 14 self-contained flats due to
open in 2018. There are an additional 60 rooms in 12 shared houses with the
objective being to step-down people to the least restrictive environment.

There are also 48 self-contained flats in four supported living schemes for adults of
working age with mental health needs and a further scheme comprising of 12 self-
contained flats is due to open in 2018.

Two extra care sheltered housing schemes for the 55 and over population comprising
of 95 self-contained flats for rent were opened in 2011 and 2012 respectively and two
further schemes comprising of a total of 146 self-contained flats are due to open in
2018.

Consultation

B.2) Did you carry out any consultation or engagement as part of this assessment?

Please tick NO YES []

If no, explain why:

The timescale for delivering the HIA did not permit wider consultation to be
undertaken. However, the development of the 2016/17 BCF Plan is consistent with
feedback from consultation previously undertaken for the development of the
2015/16 plan and feedback from stakeholders through a range of fora.

If yes, what did you do or are planning to do? What were the outcomes?

B.3) Provide any other information to consider as part of the assessment

MTFF/QIPP context

The Council is required to find £13.3m of savings in 2016/17.
The HCCG is required to find £8.6m of savings in 2016/17.

National policy context

The Better Care Fund has been introduced as part of national policy as a tool to
implement the new general duty under the 2014 Care Act to integrate services
between health and social care. The intention behind integration is to achieve
efficiencies through better coordination and provide patients and residents with an
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improved experience of care and support. In the 2015 Autumn Statement the
Government announced its intention that the BCF would be the mechanism to deliver
full integration between health and social care by 2020.

A further objective is that there are timely and appropriate interventions by the
statutory agencies working with primary care and the third sector to prevent non-
elective attendances at A & E that are avoidable as well as avoidable hospital
admissions. Integration through the BCF is also intended to be used as a
mechanism for preventing escalation in the needs of older people that result in a loss
of independence and the need for more expensive forms of intervention by health
and social care.

C) Assessment

What did you find in B1? Who is affected? Is there, or likely to be, an impact on
certain groups?

C.1) Describe any NEGATIVE impacts (actual or potential):

Health-related Impact on this issue and actions you need to take

issues

Employment or The 2016 assessment review confirmed that there were no

financial wellbeing negative impacts on this health-related issue arising from the
proposed 2016/17 plan.

There could be a potential negative impact on staff as a result of
the development of further integration options (structural as well
as functional) for early supported discharge and intermediate
care services. This will be mitigated through the application of
good employment practice procedures.

The seven day working scheme (scheme 4) could also result in
staff coming under pressure, real or perceived, to work extended
hours to ensure that services are available. This will again be
mitigated through the application of good employment practice
procedures.

Access to healthcare | The 2015/16 assessment considered whether the BCF Plan
would lead to resources being diverted from other user groups. It
was identified that as the funding going into the 2015/16 BCF
plan was predominantly existing money that was already being
used to support older people, there should not have been any
effect on other user groups. There is no evidence from the
experience of the 2015/16 plan that there has been any diversion
of resources for the reasons stated above.

Additional demands on health services could arise from the pro-
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active early identification work proposed to be undertaken as part
of schemes 1 and 5. The compensation for this is the potential
for avoiding or delaying increased costs as a result of a more
anticipatory model of care.

The assessment team identified a potential concern about clinical
treatment decisions being influenced negatively by the early
identification of a person as being within the last year of life. This
is mitigated by the benefits of early identification for enabling
advanced planning to take place and therefore reducing the
likelihood of crisis situations occurring that will inevitably be
distressing for everyone involved. In addition, the multi-agency
advanced planning process should also mitigate against the
concerns mentioned above from occurring.

Scheme 6 includes the development of wrap-around services to
support the independence of residents in supported living
schemes, such as extra care sheltered for older people, could
result in initial cost pressures. The scheme also includes a similar
approach with care homes. It is expected that any financial
outlay will be matched by reductions in A & E attendances and
emergency admissions. The outcomes of the scheme both in
terms of resource outlay and reductions in avoidable demand on
hospital resources will be monitored and reported to the Health
and Wellbeing Board.

The Plan is aligned with the key integration enablers such as
care and support planning being delivered by GP
networks, shifting to planning for anticipated needs with
GPs as lead professional. This will result in more services
being delivered from local GP practices and may create access
issues for some people who might otherwise have gone to
Hillingdon Hospital. However, the compensation is the probable
increased access and convenience that there will be for others as
a result of health services being delivered closer to home. For
those for whom transport may be an issue this is being
addressed through amendments to provider contracts to ensure
that patient transport is provided where needed.

The GP Networks are at different levels of development which
means that they may not all be in a position to be as responsive
to needs identified from the proactive work within the BCF Plan
as would be desirable. The extent to which this is an issue will
need to be kept under review as the different schemes are rolled
out and their full implications become apparent. The
implementation of a communications plan will help with the
delivery of the 2016/17 plan as well as assisting in shaping the
2017/18 —2019/20 plan, which will be developed early in the new
financial year.
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Self-care

The assessment team identified that the proposed work under
the 2016/17 plan to support people to self-manage their long-
term conditions was predicated on the assumption that when
people have access to all the relevant information that they will
make reasonable decisions. It was acknowledged that people
with capacity had the right to make ‘bad’ decisions and that an
objective of the plan was to ensure that people had access to
information and support to enable them to make informed
decisions.

Social inclusion

Mental wellness

Lifestyle

Infectious disease

Health inequalities

No negative impacts were identified from the eight schemes
within the 2016/17 plan on these health-related issues by the
assessing team.

Scope of healthcare
services

The proactive approach to identification of need required under
schemes 1 and 5 and the expanded remit of scheme 7 which
includes all carers and not just adult carers of other adults, which
is covers legal duties under the 2014 Children and Families Act
and the 2014 Care Act, may lead to the identification of health
needs for which the appropriate services may not currently be in
place and which may therefore have additional resource
implications. There is no evidence that this occurred in 2015/16
but it is a potential issue as the work under the schemes
becomes more embedded and the effects of demographic
pressures are felt. This would potentially be compensated for by
the cost avoidance arising from the reduction in need resulting
from the earlier intervention. The individual benefits of the
schemes versus additional resource requirements will be kept
under review as part of the BCF monitoring process.

C.2) Describe any POSITIVE impacts

The assessing team felt that the comments raised as part of the 2015/16 plan
assessment were still valid. Additions have been made to those comments where
the team felt that this was appropriate in view of the content of the 2016/17 proposed

plan.

Health-related
issues

Impact on this issue and actions you need to take

Employment or

Scheme 7: The broadening of the definition of who is considered
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financial well-being.

to be a carer and the extension of support to carers in their own
right creates opportunities for those in work to be able to retain
their employment for longer. This has positive implications for
their mental and financial well-being and also for duration of the
period for which they are willing and able to undertake a caring
role.

Scheme 1: Should lead to early identification of carers who may
be in employment and provision of timely support following a
Carer’s assessment may enable them to continue in employment
for longer with the benefits as described above.

Schemes 1 and 8: Early identification of people living with
dementia may help to ensure early access to appropriate
treatments that may enable them to retain employment longer.
This becomes more of an issue for older people with changes to
the retirement age as well as the abolition of the mandatory
retirement age.

Access to healthcare

Scheme 1: Early identification of people at risk of falls,
dementia and/or social isolation will ensure timely access
to appropriate healthcare as well as other care and
support services. This will allow for more effective care
planning where required and prevent deterioration in need
that can lead to a loss of independence and more
expensive healthcare interventions. Expanding the scope
of the scheme to cover people with susceptibilities to
stroke potentially could help prevent one of the main
causes of disability amongst older people.

Scheme 2: This will support people to die in their preferred
place of care, which is generally at home. As well as being
a more comforting environment for the person in the last
days of their life (as well as their family). The scheme will
lead to a more effective coordination of the required
services. The scheme will lead to a more effective
coordination of the required services.

Scheme 5: Integrated Community-based Care and
Support should result in the health needs of residents
being addressed at a more local level. Taken in
conjunction with the other schemes within the BCF Plan
and other integrated care system enablers such as
improved care planning, care navigation and multi-
disciplinary team working, the result should be a more
efficient use of resources.

Self-care

Schemes 1, 2, 3 and 5 promote self-care as a means of
putting individuals more in control of managing their own
health and care needs, thus preventing or delaying a
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deterioration in their needs and the loss of independence
that can arise from this. The H4AlIl Health and Wellbeing
Service should have a significant impact in empowering
people to take more control and navigate the health and
care system in a better way.

Scheme 6 also promotes the supported living model to
enable people to live more independently in the community
with care and support based on a reablement model.

Social inclusion

Scheme 1 seeks to identify people at risk of social isolation
and present them with options to engage with their local
communities. This could include opportunities to volunteer
with third sector organisations.

The expended remit of scheme 7 to include all Carers
increases the scope for ensuring that Carers of all ages
can have a life of their own, which will extend the time that
they are willing and able to continue in their caring role.

Mental wellness

Scheme 1. Early identification of those living with dementia
can help to ensure timely access to treatment that may
arrest the progress of the condition. Access to advice
about changes in lifestyle habits that may contribute to and
otherwise accelerate progress could also have the same
effect.

Engaging with people who are socially isolated can help
prevent adverse health impacts, such as depression, that
can also lead to other physical health problems.

Scheme 2: Better management of the end of life pathway
should relieve some of the stress experienced both by the
person at the end of their life and also their family.

The study Preventing Suicide in England - a cross-
governmental outcomes strategy to save lives (DH 2012)
shows that living alone and becoming socially isolated and
also bereavement are contributory factors in leading to
suicides. Living with a long-term condition is also a
contributory risk factor. Available figures show that the
number of suicides amongst the 65 + age group is small,
e.g. 5in 2010, 4 in 2011 and 3 in 2012, and these
predominantly occur amongst men. Schemes 1, 2 and 8
in particular would seek to address some of the issues that
can lead to suicide.

The creation of a specific scheme focusing on the needs of
people living with dementia (scheme 8) will help to
promote the parity of esteem between physical and mental
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health whilst addressing the specific needs of patients
living with this condition and supporting their Carers.

Lifestyle

Schemes 1, 3 and 5 will identify particular lifestyle issues,
e.g. diet, smoking, alcohol abuse, through visits to
patients’ homes. The result will be referrals to appropriate
professionals and/or third sector organisations to provide
advice and support.

Infectious disease

Key objectives of the BCF Plan are to prevent non-elective
admissions and to reduce Length of Stay (LOS) in the
event of an admission. Achieving this will help to prevent
the risk of hospital acquired infections.

Scheme 6: Training and support provided to care homes
should help to improve standards and reduce the number
of care home acquired infections acquired by residents
that can lead to hospital admission and a rapid
deterioration in mental wellbeing as well as physical
health.

Health inequalities

The BCF Plan seeks to address health inequalities faced
by Hillingdon’s more vulnerable older population.

However, given the disparity in social and economic
wellbeing between older people in the north of the borough
and those in the relatively more deprived, more culturally
diverse wards in the south, particular consideration will
have to be given as to how communities will be accessed.
It is envisaged that this will be accomplished by close
working with faith and other community-based groups.

The provision of Personal Health budgets for people
meeting Continuing Health Care (CHC) thresholds and
Personal Budgets for people meeting the National Adult
Social Care eligibility criteria provides opportunities for a
more personalised approach to addressing need that
would reflect cultural and religious diversity. Promotion of
Personal Health Budgets is addressed within scheme 5 of
the plan.

Proposals within scheme 6 of the plan to provide wrap-
around support for supported living schemes will also help
to address health inequalities experienced by people with
learning disabilities and people living with mental health
conditions as well as maximising their independence within
the least restrictive care setting.
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D) Conclusions

The assessment has shown that the health implications of the 2016/17 BCF Plan are
overwhelmingly positive for the residents of Hillingdon, which should consequently
result in financial benefits for the local health and social care economy.

There were concerns that not all of the GP Networks to be able to respond to the
needs identified from the implementation of the Plan, e.g. supporting care homes and
supported living schemes. This is something that will have to be kept under review
as the schemes within the plan are rolled out. Inclusion of GP and consultant
geriatrician representatives on the project group for the development of the care and
support specification for the extra care sheltered housing schemes in the borough
should help to mitigate this and an on-going dialogue in respect of medical support
for care homes.

The assessment also identified that there may be access issues for some residents,
as more health services are delivered locally from GP practices. The conclusion was
that more people were likely to benefit from local provision and that individual
solutions would need to be identified to address the needs of those who are
disadvantaged. Transport-related access issues were also being addressed through
provider service specifications.

Key areas that need further consideration are:

e The suitability of existing services to meet the needs of people identified from the
more proactive case finding approach set out in scheme 1.

e A number of the schemes require proposals to be developed during 2016/17 for
potential delivery in 2017/18, e.g. intermediate care integration options under
scheme 3, and specific assessments will be required in these circumstances.

The impact of all of the schemes will be monitored as part of the governance process
for the BCF Plan.
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Annex 1

Scheme Scheme Title Scheme Aim(s)
Number
1. Proactive early identification of To manage demand arising from

people with susceptibility to falls,
dementia, stroke and/or social
isolation.

demographic pressures by
reducing the movement of
Hillingdon residents/patients
from lower tiers of risk into
higher tiers of risk through
proactive early identification
and facilitating access to
preventative pathways.

Better care for people at the end of

their life

To realign and better integrate
the services provided to people
towards the end of their life.

To develop the ethos of ‘a good
death’ for people and for their
families and carers within the
provision of adult services.

Rapid Response and integrated
intermediate care

Prevention of admission to
acute care following an event or
exacerbation and enabling
recovery through intermediate
care interventions with the aim
of maximising the person’s
independence, ability to self-
care and remain in their usual
place of residence for as long
as possible.

Seven day working

To improve quality and patient

safety through reducing

inconsistent care provision by:

e Enabling discharge from the
acute trust seven days a
week for people admitted for
either planned or unplanned
procedures;

e Enabling access to
community services seven
days a week thereby
preventing unnecessary
emergency department
attendances and admission
and reducing length of stay
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for people admitted to
hospital for either planned or
unplanned procedures;

e Reducing the uneven rate of
hospital discharge across
the week.

Integrated Community-based Care
and Support

To ensure that community
based resources work as
effectively and as efficiently as
possible with primary care for
the benefit of patients.

Care Home and Supported Living
Market Development

Through market reshaping

secure:

e A vibrant, quality care home
market that meets current
and future local need; and

e An appropriate mix of
supported living provision
that provides people with a
realistic alternative to care
home admission.

Supporting Carers

The aims of this scheme are that

Carers are able to say:

e "l am physically and mentally
well and treated with dignity"

e "l am not forced into financial
hardship by my caring role"

e "| enjoy a life outside of caring"

e "l am recognised, supported
and listened to as an
experienced carer"

Living well with dementia

The aim of this scheme is that
people with dementia and their
family carers are enabled to live
well with dementia.
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Appendix 7

Hillingdon
Clinical Commissioning Group

T™HILLINGDON

LONDON

Equality Impact Analysis: Better Care Fund Plan 2016/17

Equality Impact Analysis is the method used by the Hillingdon Clinical Commissioning Group (HCCG)
and Hillingdon Council (LBH) to demonstrate that it is giving due regard to equality when developing and
implementing changes to services, strategy, policy and/or practice.

The purpose of this equality analysis is to:

1. Identify unintended consequences and mitigate them as far as is possible,

2. To actively consider how the CCG and LBH can support the advancement of equality and fostering of
good relations

3. Reduce health inequalities across the Borough of Hillingdon

Section 1: General information

Background:

The Better Care Fund (BCF) Plan is a mechanism for providing better outcomes for residents and
patients through closer integration between health and social care. This assessment updates the one
undertaken for the 2015/16 BCF plan.

The focus of Hillingdon'’s plan in 2016/17, as in 2015/16, is the 65 and over population and there is a
specific focus on:

e All of Hillingdon’s residents aged 85 and over

e Frail older people aged 75 and over with two or more conditions

e Older people who are at risk of dementia
e Older people who are at risk of falling for a first time.

However, there are aspects of the 2016/17 plan that are extended to a broader population, e.g.
scheme 6, which is intended to address the needs of all adults in supported living and scheme 7 which
considers the needs of Carers of all ages.

There are eight schemes within the 2016/17 BCF and these are:

e Scheme 1 - Proactive early identification of people with susceptibility to falls, dementia, stroke
and/or social isolation

Scheme 2 - Better care for people at the end of their life

Scheme 3 - Rapid response and integrated intermediate care

Scheme 4 - Seven day working initiative

Scheme 5 - Integrated community-based care and support
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e Scheme 6 - Care home and supported living market development
e Scheme 7 - Supporting Carers

e Scheme 8 - Living well with dementia

Annex 1 provides a summary of each of the schemes.

Responsible officer completing this assessment:

Gary Collier - Better Care Fund Programme Manager

Date completed:

10" March 2016

Relevant documents:

Name of document Year Owner(s) Public
document
Better Care Fund Plan Narrative 2016 CCG/LBH Yes
Better Care Fund Annex 1 2014 CCG/LBH Yes
Better Care Fund Planning Template 2014 CCG/LBH Yes

Responsible Clinical Lead

Dr Kuldhir Johal HCCG Governing Body and Older People's Model of Care Delivery Group co-chair
Supporting team

Kevin Byrne - Head of Policy and Partnerships, LBH

John Higgins — Head of Safeguarding, Quality and Partnerships, LBH

Joan Veysey - Deputy Chief Operating Officer, HCCG
Jane Walsh - Commissioner Older People’s Services, HCCG

Section 2: Data gathering

What are the aims of the policy?
The following aims and objectives of the BCF Plan have been agreed with service users and partners:

1. We will build on our present initiatives around admissions avoidance and supported discharge.

2. Hillingdon’s residents will experience a shared set of responsibilities exhibited by all the
organisations working in health and care.

3. Residents will be able to access the services appropriate to their needs on each day of the week.

4. Our workforce will be better equipped and better skilled to face this challenge: to residents, they will

appear as a single system, with an open culture that celebrates success.
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5. We will work together to proactively identify the health and care needs of older frail residents and
will aim to better manage the care needs of younger people who may be susceptible to frailty as
they get older.

6. We will aim to reduce levels of health inequality in Hillingdon.

7. We will be better at predicting future health and care needs — both across the population and for
individual residents.

What health and social care outcomes do HCCG and the Council hope to achieve?

a. A reduction in the number of non-elective admissions (NELs) attributed to the 65 and over
population by 663 during 2016/17. This is a contribution to the overall CCG target for 2016/17;

b. A reduction in the number of permanent admissions of older people (65 + and over) to care homes,
per 100,000 population;

c. Increase in the proportion of older people (65 + and over) who were still at home 91 days after
discharge from hospital into reablement services;

d. Reduction in delayed transfers of care (delayed days) from hospital per 100,000 population (18 +).

Are there any factors that might prevent these outcomes being achieved?

The following are factors that could impact on these outcomes being achieved:
Continuing increase in the level of NEL activity;

Impact of severe weather;

Lack of suitably qualified staff;

Private care provider business failure.

Lack of available providers who can support people with complex needs.

®QoO0TO

What relevant quantitative and qualitative data do you have?
Overview

40% of our non-elective activity in 2014/15 and 39% during Quarters 1 to 3 2015/16 was attributed to
the 65 and over population, this group accounted for 56% of the total health emergency admission
spend (54% Q1 to 3 2015/16). In 2014/15 the 42% (39% Q1 to 3 2015/16) of emergency admission
spend was on the 75 and over population, which accounted for 29% of admissions in 2014/15 (27% Q1
to 3 2015/16). We estimate that some 35% of emergency admission for the 75 and over population
group are avoidable or deferrable, which is based on the proportion of admissions resulting in a length
of stay of between 0 and 2 days.

Population 65 +

Hillingdon’s Joint Strategic Needs Assessment (JSNA) shows that in 2016 there are approximately
39,400 people aged 65 and over in Hillingdon, out of which 17,730 (45%) are men, and 21,670 (55%)
are women. Older People's (65+) population is predicted to increase by 7.3% in the next 4 years to
2020, which compares with a 5% overall increase in Hillingdon's population. This is approximately the
same increase as the neighbouring boroughs of Hounslow and Harrow, but slightly higher than Ealing
where there is a projected increase of 5% over the next 5 years. In addition the projected increase for
Hillingdon is also in line with the projected increase for the London region.
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Population 85 +

The biggest percentage increases in Hillingdon is expected to occur in those aged between 65 - 69
and 85 and over. The projected overall increase in the population of people aged 85 and over is 17%
between 2016 and 2021 from 5,443 to 6,561. 37.6% (2,049) of the 85 and over population are males
and 62.3% (3,933) are females.

Population 65 + and Ethnicity

A key feature of Hillingdon’s demography is that ethnic diversity is concentrated in the younger age
groups. For each of the five year age bands for people aged 65 and over there is an increasing
proportion of White British. It is expected that the lack of diversity within these older age groups will
change over the coming decades as the younger age groups grow older.

The graph below shows the distribution by ethnicity of Hillingdon's older people population.

Census 2011

Over 65s Ethnicity: by locality
111 —————————s——.a..a_ssaia tioiibbwr_
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Hayes & Harlington Uxbridge & West Drayton Ruislip & Northwood
B Asian 14.8% 12.5% 10.1%
M Black 2.9% 2.2% 1.4%
Mixed 1.0% 0.9% 0.8%
m Other 1.1% 0.9% 0.5%
u White 80.2% 83.5% 87.2%

Long-term Conditions

Within the next 5 years, there is a projected increase of 9% in the number of people aged 65 and over
with a limiting long-term illness. This figure is slightly higher than the projections for Ealing and the
London region, but close to the percentage increases projected for Hounslow and Harrow. Overall
Hillingdon has the highest projected increase in relation to the London region and the forenamed
neighbours.

The latest official data on dementia prevalence data (Joint Commissioning Panel for Mental Health,
2013) suggests that at mid-year 2014 there were 2,574 people in the borough living with dementia.
This is projected to grow by 13.5% to 2,975 by 2021. The Projecting Older People’s Population
Information (POPPI) service developed by the Institute of Public Care (IPC) in partnership with Oxford
Brookes University suggests that there are currently 2,670 people living with dementia and predicts an
increase of 12% to 3,037 by 2020.
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The Royal Society of Psychiatrists' 2009 study Dementia and People with Learning Disabilities:
Guidance on the assessment, diagnosis, treatment and support of people learning disabilities who
develop dementia shows that there is an increased susceptibility amongst this population group to
develop dementia once they reach the age of 50. The following figures suggest that the risk is up to
four times greater than the general population:

1in 10 of those aged 50 to 64

1in 7 of those aged 65 to 74

1in 4 of those aged 75 to 84

Nearly three-quarters of those aged 85 or over.

Research undertaken in partnership with the Alzheimers' Society estimates that 1 in 10 people with a
learning disability will go on to develop dementia between the ages of 50 and 65 and approximately
50% of those aged 85 and over. For people living with Down's syndrome 1 in 50 are estimated to
develop dementia in their 30s and 50% of those aged 60 and over will develop it. The Projecting Adult
Needs and Service Information (PANSI) suggests that there are currently 5,393 adults in Hillingdon
with a learning disability and that this will increase by 6% to 5,749 in the period up to 2020. There are
approximately 117 people who have Down's syndrome in Hillingdon.

POPPI projections suggest that the number of people aged 65 and over with a body mass index of 30
+ was 10,094 in 2015 and that this will increase by 8% to 10,943 by 2020. The numbers of older
people living with types 1 & 2 diabetes are projected to increase by nearly 10% from 4,805 in 2015 to
5,307 in 2020.

Stroke

In 2013/14 there were 3,246 people who had been diagnosed with a stroke in Hillingdon. In the same
period there were 310 admissions recorded on the Sentinel Stroke National Audit Programme. Atrial
fibrillation is a known risk factor for stroke. The diagnosed prevalence in Hillingdon is 1.1% and the
estimated prevalence is 2.0%. There could be an additional 2,500 people with undiagnosed atrial
fibrillation in Hillingdon.

Falls and Fractures

The consequences of falls have a significant impact on both NHS and social care services. Falling can
precipitate loss of confidence, the need for regular social care support at home, or even admission to a
care home. Fractures of the hip require major surgery and inpatient care in acute and often
rehabilitation settings, on-going recuperation and support at home from NHS community health and
social care teams. In addition, hip fractures are the event that prompts entry to a care home in up to
10% of cases. Indeed, fractures of any kind frequently require a care package for older people to
support them at home.

In the UK, 35% of over-65s experience one or more falls each year. About 45% of people aged over 80
who live in the community fall each year. Between 10% and 25% of such fallers will sustain a serious
injury.

757 patients aged 65 years or over were admitted as an emergency admission to The Hillingdon
Hospital (THH) as a result of a fall in 2012/13. The total cost was £1,767,175. The average cost per
patient for the acute inpatient stay was £2,334. 146 patients aged 65 years or over were admitted to
THH with a fractured neck of femur as a result of a fall in 2012/13. The average cost of the acute
inpatient stay was £5,762.
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Life Expectancy

Life expectancy in Hillingdon is estimated at 79.4 years for males and 83.5 years for females (data
from 2008-12). This is similar to the averages for London and England & Wales.

There are inequalities within the Borough at ward level. The gap in male life expectancy between
Eastcote and East Ruislip and Botwell is 6.7 years and the gap in female life expectancy between
Eastcote & East Ruislip and Botwell is 8.5 years.

Sedantary Lifestyle

Health Survey for England 2008 Volume 1 Physical activity and fithess shows that approximately 50%
of Hillingdon's population aged 65 - 74 year olds spend 6 or more hours sedentary time day during the
week and over 50% at weekends. For the over 75s it is 62% for both week days and at weekends.

Older People Living Alone

The 2011 census identified that 31% of older people lived alone. POPPI projections suggest that there
are currently 14,094 older people living alone and that this will increase by approximately 10% to
15,580 by 2020. This does not necessarily mean that an older person living on their own is socially
isolated but it can act as an indicator.

The study Preventing Suicide in England - a cross-governmental outcomes strategy to save lives (DH
2012) shows that living alone and becoming socially isolated and experiencing bereavement are
contributory factors that can lead to suicide. Available figures show that the number of suicides
amongst the 65 + age group in Hillingdon is small, e.g. 5 in 2010, 4 in 2011 and 3 in 2012, but they
predominantly occur amongst men.

Carers

Carers are people who provide care and support to vulnerable relatives or friends for no financial
payment and should not be confused with care workers, who are paid for the work they do.

The 2011 census shows that there were at least 25,702 Carers in Hillingdon; in fact, this figure was
and is probably much higher when taking into consideration the fact that some people who are
providing care to their partner or other relatives do not identify themselves as Carers. These ‘hidden
Carers’ may not be accessing the support and advice that is available to them.

The table below provides a breakdown of the age of Carers as identified by the 2011 census.

Age Breakdown of Carers in Hillingdon
Carer Age Group Number

0-24 2,450

25 - 64 18,609

65 + 4,643

TOTAL 25,702
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The census showed that 11,158 Carers were male and of these 2,264 were aged 65 and over. This
compares to 14,544 Carers who were female, 2,379 of which were aged 65 and over.

The census also showed that 36% of the Carers aged 65 and above were providing 50 hours a week
or more unpaid care and of those 17% identified themselves as having bad or very bad health.

According to estimates within the Institute of Public Care's 2009 Estimating the prevalence of severe
learning disability in adults - working paper 1, there should currently be approximately 400 people living
with parents and this should rise to approximately 440 in 2020. Of the 220 people with learning
disabilities currently being supported by the Council who live with parents or other relatives who are
identified as their main Carers. 77 of these Carers are aged 65 and over and of these 11 are aged 75
and over. This illustrates both the importance of supporting older Carers and the need to plan for a
time when they will be unable to continue their caring role because of the effects of old age.

What Older People Want

The 2006 Wanless review, Securing Good Care for Older People, showed that only 11% of older
people wished to have their care needs met in a care home should these arise, with the preferred
options either being to remain in their own home cared for by relatives or friends (62%) or trained care
workers (56%). An analysis of Strategic Housing Market Assessment (SHMA) surveys of over 13,500
households aged 50 and over suggests that up to 20% of all older households would consider moving
to retirement housing and the application of the Retirement Housing Group (RHG) model suggests that
up to 20% of people aged 75 and over would do so if it was available. The key messages from
national studies are reinforced by messages received from our local older people population through
fora such as the Older People's Assembly.

Supported Living Schemes

There are currently 15 schemes comprising of 106 self-contained flats for people with learning
disabilities and a further scheme comprising of 14 self-contained flats due to open in 2018. There are
an additional 60 rooms in 12 shared houses with the objective being to step-down people to the least
restrictive environment.

There are also 48 self-contained flats in four supported living schemes for adults of working age with
mental health needs and a further scheme comprising of 12 self-contained flats is due to open in 2018.

Two extra care sheltered housing schemes for the 55 and over population comprising of 95 self-
contained flats for rent were opened in 2011 and 2012 respectively and two further schemes
comprising of a total of 146 self-contained flats are due to open in 2018.

Did you carry out any consultation or engagement as part of this assessment or previously?
Yes

Who was consulted or engaged?

The following were involved in the assessment process:

e Sally Chandler - CEO, Hillingdon Carers (post meeting input)
e Claire Eves - Head of Adult Services, CNWL

e Graham Hawkes - CEO, Hillingdon Healthwatch

e Jo Manley - Hillingdon ACP Programme Director
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Peter Okali - CEO, Age UK Hillingdon/H4All

Shikha Sharma - Conslutant in Public Health

Vicky Trott - Senior Policy Officer (Equalities & Diversity), LBH
Jane Walsh - Older People's Commissioner, HCCG

The timescale for delivering the EIA did not permit wider consultation to be undertaken. However, the
development of the 2016/17 BCF Plan is consistent with feedback from consultation previously
undertaken for the development of the 2015/16 plan and feedback from stakeholders through a range
of fora. The 2016/17 plan proposals have been raised with the multi-agency Older People’s Model of
Care Delivery Group, the Disabled Tenants’ and Residents’ Association and the Older People’s
Assembly.

From the consultation what feedback did you receive?
Feedback reflected in response to analysis of impact on protected characteristics.
What changes have been made as a result of the feedback you have received?

Feedback reflected in response to analysis of impact on protected characteristics.

Section 3: Impact

Consider the information gathered in section 2 of this assessment form and assess:

1. Where you think that the strategy could have a NEGATIVE impact on any of the equality groups, i.e.
it could disadvantage them

2. Where you think that the strategy could have a POSITIVE impact on any of the equality groups like
promoting equality and equal opportunities or improving relations within equality groups

3. Where you think that this strategy has a NEUTRAL effect on any of the equality groups listed below
i.e. it has no effect currently on equality groups.

The assessing team felt that the comments raised as part of the 2015/16 plan assessment were still
valid. Additions have been made to those comments where the team felt that this was appropriate in
view of the content of the 2016/17 proposed plan.

Do you think that the policy impacts on people because of their age?

1. Age Positive | Negative | Neutral | Reasons for your decision

The focus of the BCF Plan is older people. The
Young needs of Carers aged under 60 are considered
(Children and v under equalities characteristic 8: Carers.

young people,
working age)

The key objective of the BCF Plan is to keep older

Older \ people out of hospital or ensure a reduction in
(Working age, length of stay where an admission is unavoidable.
60+, and The Plan seeks to promote independence and
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retirement
age)

maximise the quality of life for Hillingdon's older
people population. However, the intention behind
scheme 2 is embed the principle of a good death
where older people are at the end of life.

Do you think that the policy impacts on carers? (e.g. adults providing care for other adults free of

charge)

2. Carers

Positive

Negative

Neutral

Reasons for your decision

\/

The BCF Plan recognises the importance of
supporting Carers and the majority of the
resources committed under scheme 7 are
dedicated to that purpose, the remit of which
has been expanded in the 2016/17 plan to
include Carers of all ages. The following
summarises other key benefits for Carers
deriving from the schemes:

Scheme 1. Early identification and case
management support empower Carers to make
informed choices, thus preventing decisions
being made in crisis situations;

Scheme 2: better end of life management
helps to reduce stress for the Carer and
provides continuing support on the passing of
the person at end of life, therefore helping to
address their mental wellbeing;

Scheme 3: short term post discharge support
from professionals and/or third sector will
provide assurance for Carers and help to build
their confidence about being able to manage
the needs of the person they are caring for;
Scheme 4: by ensuring steady flow of activity
should reduce readmissions and the stress
that this can cause to Carers;

Scheme 5: Carers should experience a more
seamless service as a result of the more
widespread use of care planning and effective,
joined up use of services to address needs;
Scheme 6. Application of Dignity Challenge
principles will see Carers treated as true
partners in care provision;

Scheme 8: Carers should benefit from the
delivery of the proposed actions with this
scheme.

Do you think that the policy impacts on people with a disability?

3. Disability Positive | Negative | Neutral | Reasons for your decision

All schemes should have a positive impact on
Visually \ people with sensory impairments and physical
impaired disabilities through the identification of people
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Hearing
impaired

Physically
disabled

susceptible to falls, dementia and/or stroke and
assisting in preventing these occurring
(scheme 1); provision of rehabilitation and
reablement for those experiencing an acute
episode (scheme 3); reducing length of stay
and therefore avoiding hospital acquired
infections (scheme 4); supporting people
locally with an integrated response to their
health and wellbeing needs (scheme 5);
preventing admission to hospital from care
homes where residents experience an
exacerbation (scheme 6) by providing
professional clinical support to care home staff;
promoting greater independence in the least
restrictive care setting through the
development of supported living models with
appropriate wrap-around care and support
provision (including medical) (scheme 6); and
addressing safeguarding issues and effectively
managing the provider market (scheme 6).

Learning
disability

Schemes 1, 3, 4 and 5 could lead to the
identification of older people with learning
disabilities not known to services, i.e. people
with learning disabilities from Black, Asian and
minority ethnic communities, where there can
be stigma attached to having this type of
disability. Scheme 6 will have a positive effect
by ensuring the sustainability of the supported
living model. A key benefit to this user group
will come under scheme 7 through
identification and the provision of support to
older Carers. The susceptibility of people with
learning disabilities to develop dementias at a
much younger age than the general population
will be addressed through scheme 8.

Mental health

Scheme 1. Early identification of living with
dementia can help to ensure timely access to
treatment that may arrest the progress of the
condition. Access to advice about changes in
lifestyle habits that may contribute to and
accelerate progress could also have the same
effect.

Engaging with people who are socially isolated
can help prevent adverse health impacts, such
as depression, that can also lead to other
physical health problems.

Scheme 2: Better management of the end of
life pathway should relieve some of the stress
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experienced both by the person at the end of
their life and also their family.

The study Preventing Suicide in England - a
cross-governmental outcomes strategy to save
lives (DH 2012) shows that living alone and
becoming socially isolated and also
bereavement are contributory factors in leading
to suicides. Available figures show that the
number of suicides amongst the 65 + age
group is small, e.g. 5in 2010, 4 in 2011 and 3
in 2012, and these predominantly occur
amongst men. Schemes 1 and 2 in particular
would seek to address some of the issues that
can lead to suicide.

The support to Carers deriving from scheme 7
should help to address stress and anxiety that
they face as a result of their caring role.

The specific dementia scheme is intended to
address the needs of people will organic
mental health conditions to maximise their
independence for as long as possible.

Other (HIV
positive,
multiple
sclerosis,
cancer,
diabetes,

epilepsy)

Risk stratification that is reflected in scheme 5
will identify people with long-term conditions
and ensure that they are linked into the
appropriate GP network, which should ensure
access to appropriate treatment and
information and advice about self-care. This
means that the Plan as a whole should have a
beneficial impact

Do you think that the policy affects men and women in different ways?

4. Gender

Positive

Negative

Neutral

Reasons for your decision

Male

\/

As men tend to be more reticent about
discussing health needs or problems, scheme
1 has the potential to be of particular benefit to
them.

Female

More women than men are likely to benefit
from the BCF Plan but this is largely due to the
fact that they live longer rather than there
being anything intrinsically discriminatory about
the nature of the schemes.

Do you think that the policy impacts on people because of their Gender identity (e.g. People in pre or
post operation stage and/or where a person/s identify themselves as one gender but require
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access to their biological gender?

5. Gender Positive | Negative | Neutral Reasons for your decision
Identity
Pre operation N Scheme 1 may have a positive impact by
Scheme \ identifying older people whose social isolation
1 Other may relate to their gender identity but other
Schemes | schemes are considered to be neutral at this
stage.

Do you think that the policy impacts on people because of pregnancy or maternity?

6. Pregnancy | Positive | Negative | Neutral Reasons for your decision
or
maternity
None of the schemes were considered to have a
\ positive or negative impact on this characteristic,

especially as the focus of the plan is the 65 and
over population.

Do you think that the policy impacts on people on the grounds of their race/ethnicity?

discrimination

7. Race Positive | Negative | Neutral | Reasons for your decision

Promoting The principle behind scheme 1 of making
equality of \ every visit count will enable risks relating to the
opportunity needs of the seldom seen, seldom heard
Eliminating N groups to be identified and addressed that may
unlawful not be the case now. The implementation of

the Health and Wellbeing Service in particular
will establish links with community groups and
facilitate more effective sign-posting to
appropriate cultural and faith groups.

Scheme 2: |dentification of preferred place of
care (PPC) at end of life and aligning
workforce to provide seamless care will
prevent distress occurring during handover
periods and eliminate any de facto
discrimination that may currently be occurring.
Identification of PPC also recognises that for
some cultures this may actually be hospital.
Early identification of people within the last
year of life will enable more personalised
advanced planning arrangements to either
avoid crises or to be able to respond to them in
a way that is more sensitive to the needs and
wishes of the person at end of life and their
families.

Scheme 3: Neutral as there are no identifiable
features of this scheme that would have a
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positive or negative effect on the population
based on their race or ethnic origin.

Scheme 4: Neutral as there are no identifiable
features of this scheme that would have a
positive or negative effect on the population
based on their race or ethnic origin.

Scheme 5: Improved linkages between primary
care and community services are likely to have
a positive benefit for people from seldom seen,
seldom heard groups. The use of assistive
technology benefits all communities by
providing reassurance to service users and
patients and their families that there will be a
response in a crisis regardless of ethnicity and
language.

Risk stratification will proactively identify some
groups who do not ordinarily access health
services whose needs have escalated to the
point where they are at risk of a significant loss
of independence and high demand on health
and care services, e.g. men and particularly
men from East African communities. This is a
potential positive impact.

For people who meet the national eligibility
criteria for adult social care or the Continuing
Health Care criteria personal budgets in the
form of Direct Payments or Personal Health
Budgets (PHB) respectively, will enable
residents to secure more personalised care
services.

Scheme 6: More proactive support for care
homes is likely to eliminate discrimination
faced by residents based on their race as a
result of difficulties in expressing wishes or
expressing concerns.

Scheme 7. ldentification of hidden Carers
could particularly benefit people from BAME
communities who do not identify themselves as
Carers. This could potentially benefit those
communities who may not traditionally access
health and care services for whatever reason.

Scheme 8: Having a dementia specific scheme
is a positive as, in conjunction with schemes 5
and 6, it provides the opportunity to address
stigma attached to dementia within some
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ethnic groups as well as addressing the needs
that may arise for people living with dementia
who may revert to their mother tongue. This is
much more likely to be an issue in the south of
the borough, which is much more diverse than
the north.

Promoting good
race
relations

There may be positive benefits for the
promotion of good race relations emanating
from positive impacts on Promoting equality of
opportunity and Eliminating unlawful
discrimination but there is no evidence to
suggest that the schemes will otherwise have a
neutral impact at this stage.

Do you think that the policy impacts on people because of their religion or faith?

8. Religion or | Positive | Negative | Neutral | Reasons for your decision
Faith
N N Scheme 1 could have a positive effect for
Scheme Other | people because of their religion for the reasons
1 Scheme | set out above. Scheme 4 provides
S opportunities to work more flexibly to reflect

religious beliefs but other schemes are likely to
be neutral.

Do you think that the policy impacts on people because of their sexual orientation?

9. Sexual Positive | Negative | Neutral | Reasons for your decision

Orientation

Scheme 1 may have a positive impact by

Lesbian identifying older people whose social isolation
Gay \ \ may relate to their sexual orientation but other
Heterosexual Scheme Other | schemes are considered to be neutral at this
Bisexual 1 Scheme | stage.
Transsexual S

Do you think that the policy impacts on any other people? (e.g. Homeless, veterans, ex-offenders,

substance abuse)

10.Other
(Please
list)

Positive

Negative

Neutral

Reasons for your decision

No benefits or disbenefits for other groups were
considered as part of the assessment.

Section 4: Evaluation / On-going monitoring
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If the service this policy refers to already exists please fill out sections 4A and then proceed to section
5. If the service in this policy is a new service please complete section 4B and then proceed to section
5.

Section 4A: Better Care Fund: Existing service

What systems are currently in place to monitor/ record the profile of service users? [e.g. patient
or user survey that collects ethnic background]

Community providers collate information in relation to the profile of patients as well as from a patient
satisfaction survey.

Equalities information against the protected characteristics are mandatory fields within the Adult Social
Care case management system and all providers are required to report against these.

How often is this information collected?
For each episode of care

As a result of this policy will you monitor any additional equality profile information? If yes
what additional information will you gather?

The information currently collated will be reviewed and if there are any gaps these can be addressed.
Appropriate data collection will be ensured for schemes in development.

As a result of this policy will the CCG and/or the Council increase the frequency of which it
collects the above data? If yes, what will the increase be? [e.g. monthly to weekly]
No

Who in the CCG and the Council reviews the data collected? Will they continue to review the
data? If not who will monitor the information?
The data is reviewed by the HCCG, included in quarterly reports, during provider contract meetings.

Data is reviewed in the Council by the Performance and Intelligence Team and also the Category
Management Team for providers.

Section 4B [Better Care Fund Plan: New Services]

What equality information will be collected that will assist in evidencing that the service is
being accessed and meeting the needs of protected groups identified in section 3?

Equalities information and patient satisfaction surveys are required from providers of services and the
data is reviewed by the HCCG, included in quarterly reports from the provider.

Equalities information against the protected characteristics are mandatory fields within the Adult Social
Care case management system and all providers are required to report against these.

The information below is also collected as part of the BCF Plan metrics.
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Service User Experience Metric
Adult Social Care Survey Q12 - In the past year, have you generally found it easy or difficult to find
information and advice about support services or benefits?

Social Care-related Quality of Life

Social care-related quality of life. Adult Social Care Survey:

e Control - Q3a: Which if the following statements best describes how much control you have over
your daily life?

e Personal care - Q4a: Thinking about keeping clean and presentable in appearance, which of the
following statements best describes your situation?

e Food and nutrition - Q5a: Thinking about the food and drink you get, which of the following
statements best describes your situation?

e Accommodation - Q6a: Which of the following statements best describes how clean and
comfortable your home/care home is?

e Safety - Q7a: Which of the following statements best describes how safe you feel?

e Social participation - Q8a: Thinking about how much contact you've had with people you like,
which of the following statements best describes your situation?

e Occupation - Q9a: Which of the following statements best describes how you spend your time?

e Dignity - Q11: Which of the following statements best describes how the way you are helped and
treated makes you think and feel about yourself?

Each question has four possible answers, which are equated with having:
e No unmet needs

Needs adequately met

Some needs met

No needs met

How often will this data be collected?

Equalities information is reported six monthly for the Council and quarterly for the HCCG.

The Adult Social Care Survey is undertaken annually and the audited results issued by the Department
of Health in June of the following financial year. This means for BCF Plan purposes this information
will not be available until June 2016.

Who in the CCG or Council will monitor this information?
Information will be monitored by the HCCG’s Patient Public Involvement Equality Committee and by
the Quality, Safety and Clinical Risk Committee.

Performance and Intelligence Team in the Council.

Section 5: Assessment

From your responses gathered in section 3 what actions will be taken to reduce inequalities
identified in this EIA?

No inequalities were identified as a result of the assessment. However, particular attention will need to
be given to how schemes develop to address the greater diversity in the south of the borough. The
2016/17 does contain areas for development in-year and these may require specific assessments to
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support decisions during the year.

Is the policy directly or indirectly discriminatory under the equalities legislation?
No

If the policy is indirectly discriminatory can it be justified under the relevant legislation?

Not applicable.

Section 5: Publish Assessment Results

In order demonstrate openness about the way Hillingdon Clinical Commissioning Groups policies,
services and partnerships and those of the Council are developed and our commitment to promoting
equality and diversity, results of the impact assessment will be published on to the public facing
website. www.hillingdonccg.nhs.uk . The assessment will also be available on the Council's website
with all the BCF plan-related documents.

Is there any reason why this Equality Impact Assessment should not be published, please use
this space to state your reasons:

None known

Section 6: Sign off

Section 7: Glossary

Listed below are definitions of key words that will provide additional guidance in relation to meeting
requirements of an Equality Impact Assessment.

Adverse Impact
This is a significant difference in patterns of representation or outcomes between equalities groups,
with the difference amounting to a detriment for one or more equalities groups.

Definition of Disability
The Equality Act, 2010 defines Disability as being:

“an impairment which has a substantial, long term adverse effect on person’s ability to carry out normal
day-to-day activities”.
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Differential Impact
Suggests that a particular group has been affected differently by a policy, in either a positive, neutral or
negative way.

Direct Discrimination
That is treating people less favourably than others as it would apply to age, disability, gender, race,
religion and belief, sexual orientation. There is no justification for direct discrimination

Ethnic monitoring
A process for collecting, storing and analysing data about individuals' ethnic (or racial) background and
linking this data and analysis with planning and implementing policies.

Functions
The full range of activities carried out by a public authority to meet its public sector equalities duties.

Indirect discrimination

Applying a provision, criterion or practice that disadvantages people as applies to age, disability,
gender, race, religion and belief, sexual orientation and can’t be justified as a proportionate means of
achieving a legitimate aim. The concept of 'provision, criterion or practice' covers the way in which an
intention or policy is actually carried out, and includes attitudes and behaviour that could amount to
discrimination through unwitting prejudice, ignorance, thoughtlessness and stereotyping. To find
discrimination it will be sufficient to show that a practice is likely to affect the group in question
adversely.
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Annex 1

BCF Scheme Summaries

Scheme
Number

Scheme Title

Scheme Aim(s)

Proactive early identification of
people with susceptibility to falls,
dementia, stroke and/or social
isolation.

To manage demand arising
from demographic pressures by
reducing the movement of
Hillingdon residents/patients
from lower tiers of risk into
higher tiers of risk through
proactive early identification
and facilitating access to
preventative pathways.

Better care for people at the end
of their life

To realign and better integrate
the services provided to people
towards the end of their life.

To develop the ethos of ‘a good
death’ for people and for their
families and carers within the
provision of adult services.

Rapid Response and integrated
intermediate care

Prevention of admission to
acute care following an event or
exacerbation and enabling
recovery through intermediate
care interventions with the aim
of maximising the person’s
independence, ability to self-
care and remain in their usual
place of residence for as long
as possible.

Seven day working

To improve quality and patient

safety through reducing

inconsistent care provision by:

e Enabling discharge from the
acute trust seven days a
week for people admitted for
either planned or unplanned
procedures;

e Enabling access to
community services seven
days a week thereby
preventing unnecessary
emergency department
attendances and admission
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and reducing length of stay
for people admitted to
hospital for either planned or
unplanned procedures;

¢ Reducing the uneven rate of
hospital discharge across
the week.

Integrated Community-based Care
and Support

To ensure that community
based resources work as
effectively and as efficiently as
possible with primary care for
the benefit of patients.

Care Home and Supported Living
Market Development

Through market reshaping

secure:

e A vibrant, quality care home
market that meets current
and future local need; and

e An appropriate mix of
supported living provision
that provides people with a
realistic alternative to care
home admission.

Supporting Carers

The aims of this scheme are that

Carers are able to say:

¢ "l am physically and mentally
well and treated with dignity"

e "l am not forced into financial
hardship by my caring role"

e "l enjoy a life outside of caring"

¢ "l am recognised, supported
and listened to as an
experienced carer"

Living well with dementia

The aim of this scheme is that
people with dementia and their
family carers are enabled to live
well with dementia.
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EXTERNAL SERVICES SCRUTINY COMMITTEE - WORK PROGRAMME
2015/2016

Contact Officer: Nikki O'Halloran
Telephone: 01895 250472

Appendix A: Work Programme 2015/2016
REASON FOR ITEM

To enable the Committee to plan and track the progress of its work in accordance with good
project management practice.

OPTIONS OPEN TO THE COMMITTEE

Members may add, delete or amend future items included on the Work Programme. The
Committee may also make suggestions about future issues for consideration at its meetings.

INFORMATION

1. The Committee's meetings tend to start at either 5pm or 6pm and the witnesses attending
each of the meetings are generally representatives from external organisations, some of
whom travel from outside of the Borough. The meeting dates for the remainder of the
municipal year are as follows:

Meetings Room
Tuesday 26 April 2016 - 6pm CR5

2. It has been agreed by Members that consideration will be given to revising the start time of
each meeting on an ad hoc basis should the need arise. Further details of the issues to be
discussed at each meeting can be found at Appendix A.

Scrutiny Reviews

3. Members are asked to suggest possible future review topics for consideration by the
External Services Scrutiny Committee during the next municipal year. It is proposed that the
Committee identify one/two topics at its meeting on 26 April 2016 that it would like to
scrutinise in more depth during 2016/2017 so that a scoping report can be prepared and
considered at the Committee's first meeting in June 2016.

4. The new membership of the Committee for 2016/2017 will be appointed at Annual Council
on 12 May 2016. Should the new Committee not wish to proceed with the topic suggested
by the previous membership, it may agree an alternative topic for review.

PART | - MEMBERS, PUBLIC AND PRESS
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APPENDIX A

EXTERNAL SERVICES SCRUTINY COMMITTEE
2015/2016 WORK PROGRAMME

NB - all meetings start at 6pm in the Civic Centre unless otherwise indicated.

Shading indicates completed meetings

Meeting Date Agenda Item

17 June 2015 Major Review: Consideration of a scoping report
and the formulation of a Working Group to undertake
a major review on behalf of the Committee

Quality Account Reports & CQC Evidence
Gathering

To receive a presentation from the London
Ambulance Service NHS Trust on its Quality Account
2014/2015 report

14 July 2015 Health

Performance updates and updates on significant

issues:

e The Hillingdon Hospitals NHS Foundation Trust

¢ Royal Brompton & Harefield NHS Foundation
Trust

e Central & North West London NHS Foundation

Trust

The London Ambulance Service NHS Trust

Local Medical Committee

Local Dental Committee

Public Health

Hillingdon Clinical Commissioning Group

Care Quality Commission (CQC)

Healthwatch Hillingdon

Update on the implementation of
recommendations from previous scrutiny review:
e Policing and Mental Health

PART | - MEMBERS, PUBLIC AND PRESS
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Meeting Date

Agenda Item

17 September 2015

Crime & Disorder

To scrutinise the issue of crime and disorder in the
Borough:

e London Borough of Hillingdon

Metropolitan Police Service (MPS)

Safer Neighbourhoods Team (SNT)

London Fire Brigade

London Probation Area

British Transport Police

Hillingdon Clinical Commissioning Group (CCG)
Public Health

Health
To receive a performance update and the annual
report of Healthwatch Hillingdon

30 September 2015

THH CQC Re-Inspection
To scrutinise the report published on 7 August 2015
as a result of the CQC re-inspection of THH.

8 October 2015

Prevent
Update on counter terrorism work being undertaken
in the Borough.

17 November 2015

Health

Performance updates and updates on significant

issues:

e The Hillingdon Hospitals NHS Foundation Trust

¢ Royal Brompton & Harefield NHS Foundation
Trust

e Central & North West London NHS Foundation

Trust

The London Ambulance Service NHS Trust

Local Medical Committee

Local Dental Committee

Public Health

Hillingdon Clinical Commissioning Group

Care Quality Commission (CQC)

Healthwatch Hillingdon

Shaping a healthier future
To receive an update on the progress of the Shaping
a healthier future programme

Major Review 1: Consideration of final report from
the Working Group

Major Review 2: Consideration of the scoping report

PART | - MEMBERS, PUBLIC AND PRESS
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Meeting Date

Agenda Item

12 January 2016

Health Update

To receive further information/updates in relation to:

e Mental Health Services - specifically regarding
the expansion of services for adults and children
and the reduction in waiting times;

e Primary Care Co-Commissioning;

e Levels of postpartum haemorrhage and puerperal
sepsis in Hillingdon; and

e Services in Hillingdon that have been affected by
Shaping a Healthier Future over the last two
years.

16 February 2016

CANCELLED

15 March 2016

Crime & Disorder
To receive an update on the progress of the Safer
Hillingdon Partnership.

To also scrutinise the issue funding reductions to the
Metropolitan Police Service and the anticipated
impact that this will have in Hillingdon.

Update on the implementation of
recommendations from previous scrutiny
reviews:

e Policing and Mental Health

e Child Sexual Exploitation

e Family Law Reforms

13 April 2016
Additional meeting

Better Care Fund Update
To receive an update in relation to the Better Care
Fund Plan 2016/2017.

PART | - MEMBERS, PUBLIC AND PRESS
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Meeting Date

Agenda Item

26 April 2016 Quality Account Reports & CQC Evidence
Gathering

To receive presentations from the local Trusts on
their Quality Account 2014/2015 reports and to
gather evidence for submission to the CQC:

The Hillingdon Hospitals NHS Foundation Trust
Royal Brompton & Harefield NHS Foundation
Trust

Central & North West London NHS Foundation
Trust

The London Ambulance Service NHS Trust
Hillingdon Clinical Commissioning Group

Care Quality Commission (CQC)

Healthwatch Hillingdon

Local Medical Committee

Local Dental Committee

Public Health

Better Care Fund Update
To receive an update in relation to the Better Care
Fund Plan 2016/2017.

meeting or major
review topics and
update reports

Possible future single | 1.

oron

NOo

CQC Inspection of London Ambulance Service
NHS Trust - To review the findings of the CQC
report in relation to its inspection of LAS that was
undertaken in June 2015

Female genital mutilation (FGM)

Child Sexual Exploitation (CSE)

Probation Service

frequent callers (links between the police, health
services and Council services)

Drug treatment and substance misuse update
CNWL - to look at reasons why issues for action
already identified by the Trust prior to the CQC
inspection had not previously been resolved
CAMHS - possible joint major review with
Children, Young People and Learning POC in
2016/2017.

PART | - MEMBERS, PUBLIC AND PRESS
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1°* MAJOR SCRUTINY REVIEW (WORKING GROUP)

Members of the Working Group:
e Councillors Gilham (Chairman), Allen, Dann, Denys and East

Topic: Alcohol related presentations at Accident and Emergency amongst children and young
people in Hillingdon

Meeting Action Purpose / Outcome

ESSC: Agree Scoping Report Information and analysis
17 June 2015

Working Group: Introductory Report / Evidence and enquiry
15! Meeting - 2pm, Witness Session 1
15 September 2015,
CR3a

Working Group: Witness Session 2 Evidence and enquiry
2"? Meeting - 2pm,
29 September 2015,
CR9

Working Group: Draft Final Report Proposals — agree recommendations
3" Meeting - 2pm, and final draft report

27 October 2015,
CR9

ESSC: Consider Draft Final Agree recommendations and final
17 November 2015 | Report draft report

Cabinet: Consider Final Report Agree recommendations and final
21 January 2016 report

(Agenda published
on 13 January 2016)

Additional stakeholder events, one-to-one meetings and site visits can also be set up to gather
further evidence.

PART | - MEMBERS, PUBLIC AND PRESS
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2"Y MAJOR SCRUTINY REVIEW (WORKING GROUP)

Members of the Working Group:
e Councillors Riley (Chairman), Chapman, Edwards, East and Lakhmana

Topic: GP finances and the associated pressures (what will GP practices look like in five

years?)
Meeting Action Purpose / Outcome
ESSC: Agree Scoping Report Information and analysis

17 November 2015
2015

Working Group:
6pm
10 December 2015

Introductory Report /
Witness Session 1

Evidence and enquiry

Working Group:
6pm
16 December 2015

Witness Session 2

Evidence and enquiry

Working Group:
6pm
13 January 2016

Witness Session 3

Evidence and enquiry

Working Group:
7pm
23 February 2016

Witness Session 4

Evidence and enquiry

Working Group:
6pm
23 March 2016

Witness Session 5

Evidence and enquiry

Working Group:
TBA

Draft Final Report

Proposals — agree recommendations
and final draft report

ESSC:

15 June 2016
(Agenda published
on 7 June 2016)

Consider Draft Final
Report

Agree recommendations and final
draft report

Cabinet:

21 July 2016
(Agenda published
on 14 July 2016)

Consider Final Report

Agree recommendations and final
report

Additional stakeholder events, one-to-one meetings and site visits can also be set up to gather

further evidence.
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