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1) PLAN DETAILS

a) Summary of Plan

Local Authority Lambeth
Clinical Commissioning Groups Lambeth
Boundary Differences None

Date agreed at Health and Well-Being
Board:

Chairs action on 19 Sept 2014

Date submitted:

19 September 2014

Minimum required value of BCF
pooled budget: 2014/15

£6.916m
Note: this will be a pooled budget from 1
April 2015

2015/16

£23.462m

Total agreed value of pooled budget:
2014/15

£6.916m
Note: this will be a pooled budget from 1
April 2015

2015/16

£23.462m

This will kept under review to determine
whether work undertaken during
2014/15 would benefit from increasing
the pool for 2015/16

b) Authorisation and signoff

Signed on behalf of the Lambeth
Clinical Commissioning Group

By Andrew Eyres
Position Chief Officer
Date 19 September 2014




Signed on behalf of the Lambeth
Clinical Commissioning Group

%&WJ“—J‘

By Adrian McLachlan
Position CCG Chair
Date 19 September 2014
igned on behalf of the Lambeth ek [ §L0\ {1
Council -y
By Helen Charlesworth-May
Position Strategic Director of Commissioning
Date 19 September 2014

Signed on behalf of the Lambeth Health

and Wellbeing Board

oy

By Chair of Health and Wellbeing Board

Clir Jim Dickson

Date

19 September 2014

¢) Related documentation

Document or information
title

Synopsis and links

NHS Lambeth CCG Healthier
Together — 5 Year Strategy
2014/15 to 2018/19

http://www.lambethccg.nhs.uk/news-and-
publications/publications/Documents/Currentplans

South east London
Commissioning Strategy
2014/15 to 2028/19

http://www.lambethccg.nhs.uk/get-involved/current-projects-
and-events/Improving-South-East-London-Health-Services-
Together/Documents/SEL%20Strategy%2020%20June%2020
14.pdf

Lambeth Joint Strategic
Needs Assessment

http://www.lambeth.gov.uk/Services/CouncilDemocracy/JSNA.
htm

Lambeth Health & Wellbeing
Strategy

http://www.lambethccg.nhs.uk/Getinvolved/Documents/L
ambethHealthandWellbeingStrategy2012-13.pdf

Lambeth Living Well
Collaborative

http://lambethcollaborative.org.uk/

Southwark & Lambeth
Integrated Care

http://slicare.org/

Lambeth Joint Strategic
Needs Assessment: Health
of 65+ Population

http://www.lambeth.gov.uk/sites/default/files/sc-jsna-
older-persons-profile-2011.pdf



http://slicare.org/

2) VISION FOR HEALTH AND CARE SERVICES

Background and context
Local picture of integrated care

NHS Lambeth CCG and London Borough of Lambeth are committed to developing
integrated care and during 2014 are broadening the scope of integrated commissioning.

In the Lambeth Cooperative Health & Wellbeing Strategy 2013-23 we are collectively
committed to collaborative commissioning which has:

‘An explicit focus on outcomes throughout -

Making the citizen central to everything

Recognising citizens for what they can bring, not just what they need

Making co-production with citizens the default way of working for all organisations

All organisations opening up their data and information and making their decision

making as transparent as possible

e Working to develop the market of providers to ensure there are enough of the right
kinds of organisations with the right skills to deliver the services that are required
now and in the future

e Encouraging innovation by becoming risk-aware rather than risk-averse’.

Our joint scale of ambition in developing collaborative commissioning over future years
extends beyond the scope of the Better Care Fund (BCF). We are committed to
improving outcomes for citizens in Lambeth whilst ensuring a financially sustainable
health and care economy.

We are currently working on the assumption that over time most commissioning will be
integrated unless there are good reasons why it shouldn’t be. We propose to use the
BCF as just one of our tools to implement change. This will be alongside our innovation
programmes of integrated care — Southwark & Lambeth Integrated Care (SLIC), Lambeth
Living Well Collaborative, Lambeth Early Action Partnership and the Evelina London
Programme (detailed below).

Lambeth has a number of key partnerships between citizens, commissioners and local
providers of care which are developing detailed plans to integrate care. Much of the
delivery of the BCF will be done in collaboration with our neighbouring borough
Southwark as there are close synergies between the two health and social care
communities. These include very similar demographic and population needs; similar
pattern of use of acute care, the vast majority of which is provided by Guy’s and St
Thomas’ and Kings College Hospital NHS Foundation Trusts; contractual arrangements
that cover both boroughs including community and mental health services and existing
partnership working between Lambeth & Southwark councils. Details of this partnership
work are described below and are a key theme that runs through our plans.

Southwark and Lambeth Integrated Care (SLIC)

SLIC is a partnership of Lambeth & Southwark CCGs, Lambeth and Southwark councils,
Guy’s & St Thomas’ NHS Foundation Trust, King’s College Hospital NHS Foundation
Trust and South London & the Maudsley NHS Foundation Trust, GPs, the third sector
and citizens of Lambeth and Southwark. It is supported by the Guy’s & St Thomas’



Charity to foster innovation in the local community. This partnership focused initially on
improving outcomes and integrating care for older adults, and is moving into planning for
younger adults. It has been a critical vehicle for agreeing a programme of integration
work across Lambeth & Southwark and supporting shift of resources to the priorities for
the BCF.

Through this programme we have already seen the testing and full roll out of new
services and ways of working to prevent admissions. Those which are being recurrently
funded are now included in the BCF. These include:-

e @home (in BCF)

e Enhanced Rapid Response (in BCF)

e The TALK Helpline (direct access to geriatricians at local acute and mental health
trusts)

e Geriatrician Hot Clinics

¢ Risk stratification, proactive assessments, care management and CMDTs

There are some new models of working that are currently at the test phase and the BCF
will be used to fund schemes already developed through the SLIC programme as well as
future developments. Those currently being tested include:-

e Simplified Discharge
e Improved clinical pathways for falls, infection, nutrition and dementia
e Support to care homes

In addition to SLIC we have in place a number of key partnerships between citizens,
commissioners and local providers which are also developing detailed plans to integrate
care:

e Lambeth Living Well Collaborative (LLWC)
The LLWC has developed and prioritised the delivery of three (Big 3) outcomes for
adult mental health:

1. Recovery and staying well
2. Making choices and achieving personal goals
3. To participate on an equal footing in daily life

e Lambeth Early Action Partnership (LEAP)
LEAP is made up of a broad range of partners across Lambeth, including
parents/carers, community members, voluntary and statutory agencies and was
established to develop and oversee Lambeth’ s bid to the Big Lottery, Fulfilling
Lives: A Better Start initiative. This is a 10 year programme to improve services
from conception to the child’s 4™ birthday, with the aim of creating long lasting
impact for families and the wider community through radical and sustained system
change.

LEAP was one of 5 successful sites across the Country and secured £36m to
radically change the way Lambeth services and partners work together to put
prevention in early life at the heart of service development, delivery and practice.
LEAP is made up of a range of evidence-based and innovative interventions,



which will be implemented from early 2015 and closely evaluated throughout the
10 years to inform learning and best practice and deliver improved outcomes.

e The Evelina London Child Health Programme
The programme has recently launched across Lambeth & Southwark and is
working to improve health outcomes for children and families. Work is being
developed on improved management of long term conditions, particularly asthma
and epilepsy where Lambeth is an outlier for emergency admissions to hospital,
urgent care pathways and paediatric outpatients.

e Lambeth Ageing Well Partnership (LAWP)
A partnership of organisations (third sector, private providers and statutory
organisations), with an interest in promoting the health and well-being of older
Lambeth residents.

Lambeth CCG and London Borough of Lambeth have developed joint commissioning
structures that have been in place for over 2 years and have been recently extended.

We are using opportunities, as the different programmes develop, to ensure sharing of
good practice, development of models and ways of working that cut across the
programmes to ensure the best possible outcomes for patients in the most cost effective
way.



Attributes of
Integrated Care

m Care
T “"w‘w INTEGRATED CARE
1[!: you

Empowers and activates people and

communities, enabling people to be in

control of their health and wellbeing:

* Rocognises, usas and develops all the assets available in cur
communities

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

* Promotes choice for indvidusis, thee famies and carers

* Prowvides more care in pecpie’s homes, or supports them in

Community settings ciose to home, which enable them o

stay a3 well and independent as possdle
Is proactive, preventative and

O
O¢°
focused on bottor outcomes

Offers holistic and co-ordinated care
and support

* Works with pecple holistically across their physicsl,

mental and social dimensions

* Meets the needs of all citizena, is easly understood and

navigated by individusls

* Provides continuity of care over time, and co-ordinates

Care across settings and providers

* Ensures effective transition for individuais between

services

* Removes duplication and feels seamiess 10 indaviduais

* Actively promotes good health and well baing acroes
comemunities, enabling pecple 10 live healthier, more
Independent bves, for longer

* Detects peoblems earlier and iIntorvenes quicker

* Avoids crisis and the need to address avoidable
comgications

* Alda recovery and a return 1o independence

* Provides equitable access for

What have patients, service users and the public told us they want from integrated
care?

During 2013/14 both Lambeth Council and CCG employed a range of engagement
techniques to develop The Lambeth Health and Wellbeing Strategy and Lambeth CCG’s
5 year strategy. These have been instrumental in shaping the future direction of our
plans for integrated care. Methods used include-

e Two all-borough workshops that brought together over 300 individuals and
representatives of organisations to review what existed and develop key
elements of the Strategy.

e A Cross-sector Working Group with representatives from all Council
directorates, the NHS CCG, Lambeth Local Involvement Network (now
Healthwatch Lambeth), Lambeth Community & Voluntary Sector Health & Well-
being Forum and NHS Lambeth (Public Health).



A Review and analysis of current Lambeth strategies and interventions, and
their alignment to health and well-being goals.

On-going and developing engagement activities with key groups, including the
#feelgoodlambeth project engaging the public to document assets using cameras.

Lambeth CCG’s Big Health Debate

Engagement regarding schemes contained in the BCF is iterative rather than a stand-

alone process, and is part of the Southwark & Lambeth Integrated Care (SLIC)

programme. Much of this work has been progressed through the SLIC Citizens Panel
| who have told us:-

That they wanted all their needs looked at, with physical and mental health and
social care needs all taken into consideration

That they wanted more time to talk to a professional at their GP practice, who
understood their needs

That they wanted support to stay fit and healthy for as long as possible,

That they wanted to stay out of a care home or hospital as long as possible but if
they had to go to hospital, they wanted to be assessed and treated as quickly as
possible and return home

That they wanted their care to be coordinated better, particularly when living at
home in the community or being discharged from hospital

| Translated into ‘I’ statements this is what our population say they want for themselves:-

ONOGOAWNE

| live the life | want

| am part of a community

| am as healthy as possible

| am at the centre of my care and support: it is organised around me

| can manage my own condition and get support to do this if | need it

| live independently

| have as small a disruption as possible to my life when a crisis happens

| feel safe and respected, my dignity is maintained and | do not experience any
discrimination or harassment



Citizens in Lambeth have described what good
Quality integrated care means to them:

Today

Us=ars with nesds and problems
— in deficit

Sarvices not joined wp,
buregwecratic & inefficient
Ower professionalised with
medical model dominsnt
Competitive sysEm
arisbility of service and guality
SCIoSs system

Geared towards monitoring &
crisis management \
Promotes dependency
Professionals communicate/via
refemral i
Performance messwred by
activity

Financialhy unsustainable
Can be scary and lonehy

#

Hurdles in the journey

» Public ben=fit approach not
provider intersst!

« |lzars 35 3s=2ts and citizens

» Supporting positive risk taking :

- Easyinand easy out
relationship with services

» Medivm-longsr term
inwestment planning focussd
on Utsomes

» Flexible procursment and
CONtracting

» Thinking ocutside the medics
mendiel

Tum orrow

Uszars & carers experts by
expenience with lots to offer-
assets

Services flexible &
responsive to nesd

Person centred
Collsborative integrated
approach betwesn statutony
sarvices, WS, &especislhy
primary care

(Geared towards recoverny
Promotes independsnce and
resilience

Professionsls communicate
by working together
Performance measwred by
OULCoMES

Financizlhy visble

NHS Lambeth CCG Healthier Together — 5 Year Strategy 2014/15 to 2018/19




Already seeing the difference
The following is a real patient story presented to the SLIC Operational Board in April
2014:

Norman is 82 years old and lives alone in a warden controlled flat.

He attends A&E regularly but never requires admission.

He was referred to and discussed at a CMDT

The Integrated Care Manager (ICM) looked into the pattern of Norman’s
A&E attendances; they were always on Sunday afternoons.

The ICM spoke with Norman and found out that Norman has meals on
wheels Mon-Fri lunchtimes.

He has no other cooking facilities in his home, so in the evenings and on a
Saturday, Norman goes to his local cafe.

The cafe is not open on Sundays. Norman told the ICM that he

goes to A&E on a Sunday as he likes the lunch they give him and the
company.

The ICM arranged for Norman to have meals on wheels changed so that
he received lunch and dinner on a Sunday and the ICM has arranged for a
tea gathering to happen on Sunday afternoons in his block of flats to help
with his loneliness.




But we know we still have some way to go.

Jane lives on her own on an estate in Lambeth
She has poor balance, so she uses crutches to help her walk

She volunteers in her local estate office to help with her
wellbeing

She is nervous on her crutches and has falls occasionally

She needs a wheelchair in winter as she feels unsafe on
crutches

She does not meet the criteria for a wheelchair
Over winter for 5 months she stays indoors, her depression

worsens and she gets admitted to a local Mental Health
Trust

How will a patient describe this in the future?
Reflecting on Jane’s story, we hope that a patient’s perception of service will look like

the letter on the next page, in the future. Further details on engagement are included
in section 8.
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Hi Beth,

I just wanted to let you know how I was doing since I had my stroke last year. I'm
back living at home and feeling normal again which is great. I'm now feeling much
more confident managing on my own as I feel I understand my condition really well
since I have been going to a stroke education group. The best bit about the group is
that I got to meet other people who have had a stroke who live locally and managed
to learn from their experiences.

My GP and rehab team have been great too. They've been very clever -not just
telling me what to do but helping me work out how to do things myself and letting
me know where to get help or support if I need it. I have fo say, I found it a bit
strange at first as I've always been used to going to my GP and waiting to be told
what to do but now I go in with my own care plan and I feel like I'm telling them
what to do to help me! The guys from the rehab team also use my plan oo which
helps me to feel like I'm in control of what's going on, even though they are doing
lots for me. It seems things are quite different these days - even my pharmacist
wanted to see my plan!

The other day, after I was at a patient participation group meeting at my surgery I
met someone who volunteers at the surgery to show people how to use the internet
to find out information about things to do in the local area! Can you believe it, me on
the internet at my age! He kept telling me to do it myself, which I didn't like at
first, but now I'm “surfing” all the time and finding out about all sorts of things
which help me to keep active that I had no idea existed! Did you know there are
bicycles that they can fix up so that almost anyone can use them and there's a café
round the corner that has 20 different free classes every Monday?! There's a
great local database on the web which has all of these things listed and with
customer reviews so you can see if they are any good or not.

T've also started exercising again and been attending a regular exercise class at my
local gym with Gary, a friend T met at my stroke group (the class is free by the way
as my GP managed to get me on it after we had a good chat about how I wanted to
start exercising again to help manage my weight). You should ask your GP about it! T
hear they have other classes they can send you on, like swimming or knitting

groups).

I'd better wrap up as I'm about to head out as I have been asked by my local
hospital to join a group that is helping to change the way that they run their stroke
services. I'm really excited that they have asked me to help out and it feels great
to be able to give something back. Hope to see you soon...

Ref: SLIC Patient and Citizen Stories
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Financial impact

It is estimated that in the ‘do nothing scenario’ health and social care spend in Lambeth
will increase by 35%. When compared against the funding allocations, the financial gap
for social and health care in Lambeth is projected to be £168 million by 2018/19.

We estimate that in the ‘do nothing scenario’, health and social
care spend in Southwark and Lambeth will increase by ~35%

Projected spend 18/19 'do

Spend 13/14, in £m nothing scenario’, in £m Change, in %

Care setting Southwark Lambeth Sum Southwark Lambeth Sum  Southwark Lambeth Sum
Acute 201 230 431 297 325 622 48% 41% 44%
s 0 s 75 s 2 s 2% % 7%
e s 66 124 78 o5 173 e 4% 30%
Primaryt 57 8 15 7 84 156 26% 2%  25%
el 2 s & a2 w87 wam 25%  29%
« s 1 18 10 12 2 em 1% 25%
< 12 2 208 144 112 255 28% 2%  25%
Other - n % a8 3 s 8 7w T 7%
Total 517 575 1,092 717 761 1,478 39% 32% 35%

INGS
College g
LONDON Guy's and st Thomay' IITZET  ings ollege wospest [T South London and Maudsley [NHS| Southwark  Lambeth Lambe;:’h‘ .I.'.‘

The financial gap for social and health care in Southwark and
Lambeth is projected to be ~£339m by 2018/19

Million £
Council Object 13/14 14/15 15/16 16/17 17/18 18/19
ccat 0 20 43 67 88 109
Social care 0 11 28 39 50 62
Total
southwark? 0 31 71 106 138 171
ccG’ 0 25 53 79 102 124
Social care 0 9 17 28 36 44
Total
0 34 70 107 138 168
Lambeth?
Total financial gap 0 65 141 213 276 339
ING'S ..... Working together for healthier and happier lives

College
LONDON  Guy's and st Thomas' IS King's College Hospital IZE South London and Maudsley [IZE i '

Southwark  Lambeth Lamb;{-l;-‘ ::'.‘.”
Ref: Southwark and Lambeth Integrated Care Programme March 2014
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What are we putting in place to meet this need?

To meet this challenge we know we need to work together in partnership to improve our
ability to prevent ill health, detect ill health earlier, promote independence and support
people to manage their health. We have in place a range of commissioning and service
developments that we aim to deliver in partnership over 2014/15 and 2015/16 which are
outlined in section 4.

The aim is to use the BCF and a range of other tools to shift the commissioning and
delivery of services to meet our final agreed outcomes.

This will:
e shift support from ‘doing for’ to ‘doing with’
e promote self-care
focus on prevention and early support
promote physical and mental wellbeing
support the critical role of carers
foster more resilient communities able to provide to people and carers co-
produced with the third sector and local communities

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

We are currently in the process of agreeing with our citizens to develop a set of local
measures to capture the difference that integrated care is delivering, clearly linked to the
‘I statements set out previously.

We want our citizens to feel confident that they can manage their own condition and get
support to do this in their own home or as close to home as possible. This will be
measured by:-

e A reduction in the number of avoidable emergency admissions by providing
schemes funded through the BCF to enable people to receive care at home for
conditions that would have previously required a hospital admission.

Fewer admissions to care home

More people benefitting from reablement services

Reducing the number of delayed discharges

People reporting that they feel supported to manage their long term conditions

All BCF schemes directly contribute to these goals.

3) CASE FOR CHANGE

Lambeth is a vibrant inner London borough that has a culturally diverse and relatively
young population. Mobility and migration levels remain high and the borough faces
numerous challenges including deprivation, higher than average unemployment and
population density, poor quality housing and crime.

Progress has been made in recent years to improve health and wellbeing. Premature
deaths from major killers such as cancer, heart disease and stroke are coming down and
the inequality in death rates between Lambeth and England is narrowing. Crime has also
fallen significantly for a number of years, educational attainment and skills levels continue
13



to improve, teenage pregnancy has halved and our public space is the cleanest it has
ever been. Lambeth therefore is a borough which has much to celebrate, whilst at the
same time recognising that much more needs to be done before we can be sure that all
our citizens experience the highest levels of health and wellbeing.

The resident population recorded in the 2011 Census was 303,100 people. The number
of people registered with a Lambeth GP is over 385,600.

Key population facts:
e Young — 50% aged 20-44 years
e Growing — 15% increase by 2028 from 2011 numbers
e Mobile — 22% move each year
e Diverse — 42% ethnic minority, 150 + languages spoken
e Densely populated — twice London average

Lambeth has a growing population across all age ranges. The graph below illustrates
what this could look like by age, by 2021.

Number of people

160,000

140,000
120,000
100,000
80,000 m 2011

60,000 w2021

40,000
0 - - |

-9 10-19 20-39 40-49 50-64 65-84

Age group

Lambeth’s growing population

Deprivation is higher in Lambeth than the national average. The Indices of Multiple
Deprivation 2010 show Lambeth as the 9" most deprived borough in London and the 29"
most deprived in England. Higher levels of deprivation is generally associated with lower
life expectancy, increased premature mortality rates for long term conditions and a higher
level of emergency admissions.

We have made significant improvements to health outcomes. Life expectancy® in the last
10 years for men in Lambeth has increased by over four years and for women by over
two years.

This means that from birth:

e Males can expect to live for 77 years compared to the London average of 79, and
England average of 78.6.

14



e Females can expect to live for 81.1 years compared to the London average of
83.3 and England average of 82.6.

However, whilst people are living longer many are doing so with long term health
conditions such as cardio vascular disease (CVD), diabetes, chronic obstructive
pulmonary disease (COPD) and dementia. The conditions are also frequently not
detected early enough to prevent complications and disability. See table below for LTC

rates.

Blood Heart Diabetes | Stroke | Severe Chronic | HIV Dementia | Learning

Pressure | Disease Mental Lung disability
lliness disease

34000+ 5100+ 13,700+ 3300+ 4500+ 3400+ 2500 | 1000+ 1000+

+

Ref: NHS Lambeth CCG Healthier Together — 5 Year Strategy 2014/15 to 2018/19

Older People

The slide below gives details of the health needs of Lambeth’s older people’s population.
Work undertaken by SLIC has identified frail older people who often have a range of
comorbidities which make them at higher risk of hospital admission and longer length of
hospital stay.
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OLDER PERSONS PROFILE

DEMOGRAPHY
Population Predicted Have Have Severe
= 65+ population = 22,700 (8%). n::r:::fm Dementia II::[:.“

= 55+ Males =10,000; 65+ Females = 12,700.

= 8% of Lambeth’s population is 65+ 2000 895 (3%) 696 (23)
Ethnicity

66% of older population in Lambeth is White. ILL HEALTH (MORBIDITY)

17.5% population is Black African. = Qut of 28,630 65+ persons on Lambeth GP

8% population is Black Caribbean. registers, the long term condition (LTC) register
counts are below.

FALLS

= 1 in 4 older adults are predicted to hawve a fall

BEHAVIOUR

=10% likely to be admitted & need long term care. % Smokers Hazardous Obesity in
=Im 2009-10 Lambeth ranked 7% highest amongst 65+ Drinking in 65+ 65+
London PCTs for fall related hospital admissions; 149% 10% 25%
higher than both England and London average. N
smoking: Prevalence in 80+ has increased SOCIAL - Living Status
from 12% in 2007 to 14.3% in 2009. - 48%, (14,180) receive state pension
- 37% (8300) Predicted to live alone.
Drinking: 1in 6 men & 1 in 15 women (65+) - 17% (4100) With no or limited central heating
drink more than the recommended limit. - 17%(3806) Receiving community based
services commissioning by CSSR
Obesity: 1 in 4 clder adults are estimated to - 9% (2074) Providing “"_F'_aid e
be obese or morbidly obese. - 4 7%(1062) Carers n::::enrlng services as an
outcome of a review

Summary of Needs
Meed to reduce social isolation, promote opportunities to contribute, fair treatment of persons as well as patients in care.

Improve the quality of life and disability adjusted life expectancy for older pecople especially those with long term condition reporting bad or very bad health and
those with depression of mental illness.

Meed to address the issues of smoking, alcohol misuse and obesity in older adulis as their consequences account for 70% of total hospital activity.

Need to Improve flu immunisation uptake in older population and tackle fuel poverty to prevent unwanted hospital admissions and reduce excess winter deaths
Meed to prevent unwanted hospital admissions especially emergency admission in 75+ population & reduce seasonal deaths from flu, respiratory, heart disease.
MNeed for early detection and adequate management of long term conditions to reduce premature deaths.

Meed to improve dementia care and quality of life of patients + improve “End of life care” pathway to ensure more people are able to choose the place of death.
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Patient segmentation

As part of the “Year of Care’ SLIC has segmented the populations of Lambeth and
Southwark, which has also been broken down by expenditure. See below

17



Age

0-15

16-74

75+

Defined

Mostly . . . Learning

healthy E::ane of Single LTC Multiple LTC B

o Mostly healthy children o Children with one or o Children
more LTCs with LDs

e Adults
an

d
elderly
people
with
learning
dis-
abilities

@ Elderly people with one
or more long term
conditions

@ Mosthy healthy elderly
people

ING'S
Eoitee NHS BRNHS

Serious and

Intensive . Socially
S enduring
continuing excluded
mental
care needs . groups
illness

Children with intensive
continuing care needs!

people,
alcohol
© Adults Adults and drug
and and depen-
elderly elderly dencies
people people
with with
inten- SEMI
sive
contin-
uing care
needs

. % <oy . . LI 1 e KING'S otk SOUTHAR & LANBETH
LONDON  Guy's anﬁﬁtThom{as [INHS | Kmq;(ol!vegle H?s‘pngi 78 south London andMaudsley INHS| Southwark Lambeth Lambet 1 Lab i M HEALTH S INTEGRATED B-wz
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| Average spend per capita (£)

@ 13/14 spend per capita by population segment  number of B £y ot 20

people (ths) spend
Serious and
Defined Intensive enduring Socially
Mostly episode of Learning continuing mental excluded
Age healthy care Single LTC Multiple LTC  disability care needs illness groups

0-15 n/a E
fnfall n/a
16-74
nfa
fn/all n/a
75+

YoC provides only data on adults with Learning
Disabilities in Lambeth, where the estimated
“per capita” spend equals ¥£43,000

ING'S
College m m A e e KING'S SOUTHIARK & LAMBETH
LONDON  Guy's and st Thomas' LYEE - king's colege Hospial [TES - south London and Maudsley MEH  Southwark ~ Lambeth Lambeth % it AL GRS e
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Emergency admission rates

In order to understand trends in use of emergency care services the local urgent care
network commissioned Lambeth and Southwark Public Health Department to carry out a
detailed analysis of the trends in acute care usage in Lambeth and Southwark (July
2013).

0, 0, 0,
Age group % change % change % change
2010/11- 2011/12- 2010/11-
2011/12 2012/13 2012/13
0-4 -4.97% 0.25% -4.73%
5-14 0.73% -5.40% -4.72%
15-44 3.20% -8.34% -5.41%
45-64 -0.43% 1.19% 0.75%
65-74 8.90% -4.26% 4.25%
75-84 3.07% 3.18% 6.35%
85+ -2.84% -1.76% -4.55%
Overall 2.15% -2.52% -0.42%
Lambeth Emergency Admission Rates by Age
s 1000
=] 800
F 600
S e
2 8 400 m 2010/11
-E f:'; 202 | | I _ m201112
o 2012/13
£ B DAl o ex &
% o g G &"ﬁn @f\ ‘.)‘b & S 2
E
. Age Group

Source: Local SUS data

Whereas the crude number of emergency admissions in Lambeth increased by 1.8%
between 2010/11 and 2012/13, the emergency admission rate/1,000 population remained
very stable, with a 2.15% increase in 2011/12 followed by a slightly larger decrease in
2012/13. The increase in emergency admissions in older age groups is lower than the
increase in A&E attendances, but 75-84 year olds again showed the greatest increase.
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2005/6 2006/7 2007/8 2008/9 2009/10 2010/11 2011/12 2012/13%
Lambeth 70.5 72.4 73.8 69.2 77.9 76.1 74.3 74.5
Southwark 77.9 80.9 82.9 85.9 91.4 89.4 82.9 814
London SHA 726 74.7 73.6 78 80.5 82.7 80.9 80.3
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NHS comparators data indicates that since 2005/6 Lambeth has consistently lower
standardised emergency admission rate than England overall, and lower than the overall
London standardised rate for the past 5 years. It has also been consistently lower than
the Southwark emergency admission rate.

A&E admissions for priority long term conditions

Standardised Emergency Admission Rate for COPD
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2005/6 2006/7 2007/8 2008/9 2009/10 2010/11 2011/12 2012/13
Lambeth 2.28 191 2.17 1.88 191 2.17 2.42 2.75
Southwark 3.54 3.28 3.25 3.44 3.30 3.53 3.30 3.18
London SHA 2.17 2.02 2.01 2.20 1.95 2.07 1.99 2.03
England 2.02 2.01 1.92 2.12 1.92 2.09 2.01 2.05
—@®— Lambeth =—@=—Southwark London SHA England

NHS Comparators have produced a standardised emergency admission rate for COPD
per 1,000 population. In common with the local crude rates, the Lambeth standardised
rate has increased since 2009/10, whereas the Southwark standardised rate has fallen,
and London and England rates have remained broadly stable. This strengthens the case
for examining differences between Lambeth and Southwark in terms of community
management of COPD.
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Standardised Emergency Admission Rate for Congestive Heart Failure
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2005/6 2006/7 2007/8 2008/9 2009/10 2010/11 2011/12 2012/13
Lambeth 1.49 1.36 1.52 1.35 1.46 1.43 1.57 1.55
Southwark 1.38 1.28 1.71 1.36 1.51 1.59 1.71 1.75
London SHA 1.36 1.23 1.27 1.28 1.33 1.37 1.37 1.36
England 1.18 1.09 1.09 1.10 1.07 1.10 1.11 1.11
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This chart shows the NHS comparators standardised emergency admission rates for
congestive heart failure. The England-wide rate has remained very stable, whereas
Lambeth and Southwark have both shown greater fluctuations. Southwark shows a trend
for increasing emergency admissions for congestive heart failure over time, with the
standardised rate increasing from 1.36 per 1,000 population in 2008/9 to 1.75 per 1,000
population in 2012/13. Lambeth standardised emergency admission rates for congestive
heart failure have risen slightly, but have been lower than Southwark since 2009/10. This
could be due to variation in diagnosis rates, differences in community management, or
variation in actual need.

Standardised Emergency Admission Rate for Diabetes Complications

“

k4]

k7]

=

a 2.0

6 —

QT_,J E 1.8

=2 E 16

s g

2 & 1.4

b o

==

£ s 1.2

< =

= 2 1.0

S -2

& R 0.8

L =

EZ os

=3 j=]

8 0.4

=

) 0.2

=

=

= 0.0
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Lambeth 1.21 1.15 1.28 1.18 1.42 1.38 1.32 1.48
Southwark 1.39 131 1.63 151 1.54 1.52 1.76 1.68
London SHA 0.89 0.91 1.03 1.08 1.15 1.23 1.27 1.27
England 0.76 0.79 0.83 0.88 0.90 0.98 0.99 1.00
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NHS Comparators standardised emergency admission rates for complications of
diabetes have risen steadily in all geographical areas. Both Southwark and Lambeth
have had consistently higher rates than London and England. This could reflect
differences in the population not allowed for in the standardisation algorithm, or issues
with community management of diabetes in the boroughs.

Reference: Trends in Acute Care usage in Lambeth and Southwark: Public Health Analysis, July 2013.
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In Lambeth the total cost of non-elective admissions for 2014/15 is forecast to be
£53million rising to £55 million by 2017/18.

In appendix 2 there is a summary of some of the SLIC case for change work including
graphical representations of the findings.

4)

PLAN OF ACTION

The following sets out the actions and high level key milestones for delivery of the BCF

Action

Timescale

|_\

Full roll out of @home service

October 2014

Design , test and implement single point of access for
admission avoidance, reablement and intermediate care
services

April 2015

Commission 7 day working and recommission the model of
emergency access in social care as part of the ‘end to end’
redesign led by the adult social care delivery team

On-going through
the year

Increase access to disease specific education programmes
in diabetes and respiratory care and develop models of
education for people with multiple long term conditions

Dec 2014

Continue to co-produce, test, evaluate and implement new
models of working. These include:-
e Improved clinical pathways for falls, infection,
nutrition and dementia
e Launch of digital directory of local dementia services
e Mental health service support to care homes
e Improving the interface between acute providers and
local care homes to improve the transfer of care and
support advance care planning

Various

To review the use of intermediate care inpatient beds, using
learning from evaluation of the impact of community based
admission avoidance and supported discharge schemes
and winter resilience funded schemes

Commenced March
2014

Continue to implement the primary care element of the SLIC
programme including the expansion of local CMDTs

'To develop and implement model of integrated
commissioning and payment mechanisms, linked to wider
SLIC integration workstreams

April 2015

Through SLIC and the Local Services approach in GSTT
develop working across community and acute, primary and
social care centred on neighbourhoods. This includes
supporting practices to work together

On-going

10

To further develop the model of support to care homes
include for people with dementia

Dec 2014
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11 Implement the new requirements of the Care Act From April 2015

12 Implement new model of education and support to enable TBC
people with long term conditions to self-manage.

13 |Further expansion of extra care housing and On-going
review/recommission health and care support for people
living in extra care

14 Design and test integrated approaches to supporting people | October 2014
with multiple long term conditions as the next phase of SLIC

15 [Support increased uptake of personalised budgets in social | On-going
and continue with the roll out of personal health budgets in
continuing health care and adult mental health, using
learning from the Integrated Personal Commissioning pilots

The arrangements to support joint working are:

Programme arrangements are in place to support commissioning through the SLIC
Integrated Commissioning Group with representation from Lambeth & Southwark
Councils and CCGs, citizens and NHS England.

The implementation of the Older People’s Programme is led by the SLIC Operations
Board including acute, community, mental health, social care and primary care providers,
commissioners from the CCGs and councils and citizens.

Citizen involvement in the programme is led through the SLIC Citizens’ Board and
Forum.

Lambeth Council and CCG have appointed a Director of Integrated Commissioning
(Adults) and a joint commissioning team who are responsible to both organisations for
the implementation of the BCF and the programmes of work to support adults physical
and mental health.

Governance arrangements

Joint governance is undertaken through the Lambeth Health and Wellbeing Board and
this will be where key strategic decisions are taken. Quarterly reports to the board
covering delivery, milestones, activity and performance will be produced with the focus
on highlighting and managing risk on delivery of the BCF.

The day to day management of issues related to the BCF will be managed through the
Integrated Commissioning (Adults) Team who are jointly accountable to the council and
CCG. These arrangements will be supported by a s75 agreement between the CCG and
council to agree the functioning and financial management of the pooled budget.

Planning and alignment across commissioners, providers and citizens is being
undertaken through the Southwark & Lambeth Integrated Care.
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Lambeth Better Care Fund Governance and Management Arrangements

London Borough of Lambeth Lambeth Health & Wellbeing Board NHS Lambeth CCG

NHS Southwark CCG

London Borough of
Southwark

NHS England
co-commissioning with local
health and care organisations

Community Wellbeing Lambeth Integrated Integrated Adults Programme

Outcomes Panel Q‘E Commissioning (Adults) Team Board

N

South London CSU
NHS contract management

Details of the management and oversight of the delivery of the Better Care Fund
plan

Lambeth Council and CCG have appointed an integrated commissioning team led by the
Director of Integrated Commissioning (Adults) who is line managed by the CCG Chief
Officer and accountable to the London Borough of Lambeth Director of Strategic
Commissioning.

Formal oversight is through the Health and Wellbeing Board. ClIr Jim Dickson is the lead
cabinet member responsible for integration and is also Chair of the HWB. Dr Lisa
LeRoux is the lead clinician for the CCG. Decision making is though ClIr Dickson,
advised the council Community Wellbeing Panel. The CCG has delegated decision
making to the Integrated Adults Programme Board.
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Oversight within the SLIC Programme is undertaken by the SLIC Programme Board,
multi-agency group with representation at director level across partners. This group is
responsible to the SLIC Sponsor Group of Chief Executive Officers and CCG Chairs.

List of planned BCF schemes

Ref no.

Scheme

BCFO1

Reablement

Improves independence through reablement and reduces the need for on-
going home care packages, delays the need for residential and nursing
homes, and avoids visits to hospital A&E or in-patient beds.

BCFO02

@home

Offers more intensive medical support for a shorter period of time in a
patient’'s home. This service enables patients either to avoid coming into
hospital at all, or to help them return home sooner with extra support.

BCF03

Enhanced Rapid Response

Facilitates discharge from hospital and provides home based rehabilitation
and support targeted at adults and older people with a physical or sensory
disability, with the aim of them regaining or maintaining independent living
within the community and preventing unnecessary hospital admission.

BCF04

Intermediate Care

Provides a step down service on discharge from hospital to promote faster
recovery from illness, prevent unnecessary acute hospital admission and
premature admission to long-term residential care, support timely discharge
from hospital, reduce delayed transfers of care, and maximise independent
living.

BCFO5

Support for Carers

Provides carers access to independent advice, advocacy, information,
assessment and helpful resources to support them in their role, as well as
emotional and physical support, training and access to services that support
wellbeing, and promote independence.

Provides a base for and coordination of local information and activities that
are likely to support carers, as well as access to a range of specialist
groups, courses, advice sessions and activities.

Provides respite from their caring role.

BCF06

Care Homes
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Supports care homes with dedicated GP support and access to a specialist
team, including a geriatrician. The scheme improves working between
acute hospital and care homes for better transition at discharge and support
care homes in early identification of infections and other health issues that,
with deterioration, are likely to require an emergency admission. The
scheme also identifies care home staff training and education needs.
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5) RISKS AND CONTINGENCY

a) Risk log

The following provides details of the most important risks and the plans in place to
mitigate them. This includes risks associated with the impact on NHS service providers
and any financial risks for both the NHS and local government.

There is arisk that:

probability

severity | Overall
risk

factor

There is insufficient
capacity and capability to
deliver savings
requirements across
health and social care.

3

Inability to recruit and
retain staff in the provider
workforce will hamper full
roll out of BCF.

Failure to develop
information sharing and
robust information
governance required for
integration, will impact on
delivery.

Failure to achieve the
targeted reduction in
emergency admissions
results in destabilising the
agreed pooled fund
arrangements

The timescale for delivery
of BCF re-submission
have resulted in
uncertainty in some areas
of the plan.

Consequently there will
be further development
following submission with

Mitigating Actions

Aligned use of non-recurrent
resources across health and social
care.

Development of joint commissioning
approaches.

Support of Guy’s & St Thomas’
Charity to bring in additional system
capacity through Southwark and
Lambeth Integrated Care
programme (SLIC) and primary care
programme.

Funding secured through SLIC and
Health Education England to support
and develop staff.

Work led by GSTT on community
nurse recruitment and retention
supported by NHS England nursing
team and Health Education England.
Lambeth Council commitment to
rolling out London Living Wage.

Successful pilot work through SLaM
‘My Health Locker’.

Data sharing information
governance work now progressing
nationally.

Pilot work through SLIC.

Close monitoring of proxy and
process measures.

Agree recovery plan if required.
CCG may call on reserves if
schemes do not have the intended
impact.

Review of plan following submission
for gap analysis and remedial plan
of action based on any gaps
identified.
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potential impact on
activity assumptions.

Implementation of the 3 3
Care Act will identify the
need for additional
resource not included in
the plan.

On-going review of costs associated
with the Care Act and early
identification of additional resource
requirements to Lambeth HWB.

Because of different 3 3
approaches between
different commissioning
partners, implementation
of BCF will be
constrained.

Good local, long standing
partnerships in place.

Work in SLIC to accelerate
integrated commissioning and
develop integrated provision.

NHS England is part of the process
to support commissioning of primary
care.

b) Contingency plan and risk sharing

This section covers the locally agreed plans which will be put in place in the event that
the target for reduction in emergency admissions is not met, including what risk sharing
arrangements are in place i) between commissioners across health and social care and
il) between providers and commissioners

NHS Lambeth CCG’s Better Care Fund plans are part of our 2 year Operational Plan and
5 year Strategy. Integration is a central focus of the CCG’s Strategy ‘Healthier Together’
where we are working together to remove organisational and professional boundaries to
help patients get a more seamless service and in doing so to deliver value.

The value of the non-elective admissions savings/performance fund is £801,620 per
annum which is based on a -2% activity for Lambeth CCG. The target activity reduction
is consistent with our current target figure in the CCG Operating Plan 2014-16

Rationale
e The CCG’s forecast population growth is 1.29% in 2014/15 and 1.23% in 2015/16
which equates to a net reduction of 3.23%.
e We have experienced broadly flat levels of emergency admissions over the last
year which equates to a net reduction against population growth
e Our major schemes for admissions avoidance will be largely in place by the winter
of 2014 and are impacting on the current levels of admissions - we expect there to
be impact over 2014/15 and 2015/16.
e The CCG has relatively low benchmarked levels of emergency admissions as we
have a relatively younger population.
The delivery of emergency admissions is based on significant investment in out of
hospital commissioned services over the strategic period. The CCG has an integrated
acute and community contract and an established integrated care programme
(Southwark and Lambeth Integrated Care) in place to deliver these expected reductions.

In the event that these reductions cannot be delivered, the risk will be based on
underpinning contractual agreements. The risk currently sits with the CCG as
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commissioner because failure to achieve non-elective target reductions means that the
CCG would have to meet the cost of these admissions whilst funding the BCF supporting
initiatives. The CCG has set aside contingency and other reserves, both recurrent and
non-recurrent to manage in-year financial risk and is part of the SE London CCG risk
share that provides scope to further manage system risk.

6) ALIGNMENT

The BCF is clearly aligned to the work already underway on developing integrated
services in Lambeth. Much of this is part of the SLIC programme which links Lambeth
and Southwark health and social care partners. There are already a number of services
that have been developed through this partnership including the @Home Service,
Enhanced Rapid Response Team. Both these services provide integrated care bringing
health and social care professionals together in the one team. We are also developing a
single point of access for these admission avoidance schemes and the reablement
service.

We are also using our integrated care programme to test a number of initiatives to reduce
emergency admissions and improve patient outcomes. These include:-

e Behaviour support team for care homes, specifically to support people with
dementia and serious mental illness

e Nutrition — with the focus on identifying and providing interventions for those
older people at risk of malnutrition

e Domiciliary care workers as ‘early alerters’

e Care pathway redesign with the focus on falls, infection and catheter
management

There are other integrated care programmes that are described in section 2. These are:
Lambeth Living Well Collaborative (LLWC)

Lambeth Early Action Partnership (LEAP)

The Evelina London Child Health Programme

Lambeth Ageing Well Partnership (LAWP)

We are using opportunities as the different programmes develop, to ensure sharing of
good practice, development of models and ways of working that cut across the
programmes to ensure the best possible outcomes for patients in the most cost effective
way.

The Director of Integrated Commissioning (Adults) is responsible for the implementation
of physical and mental health programmes and works closely with the Director of
Integrate Commissioning (Children) who is responsible for LEAP and the Evelina
Programme.

It will be the responsibility of the Health and Well Being Board to oversee these plans and

ensure that there is clear alignment between the integrated care programme and other
initiatives
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NHS Lambeth CCG

NHS Lambeth CCG’s Two Year Operational and Five Year Strategic Plans take account
of the impact of the Better Care Fund patrticularly in financial year 2015/16 where its
implementation contributes to a total QIPP value of £20.2m, and £80.8m over the five
year period. The Better Care Fund embodies the integration work well established
within Lambeth CCG and provides a vehicle for its delivery.

NHS Lambeth CCG’s 5 year financial framework is shown below:

NHS Lambeth CCG - Five Year Strategy - Financial Framework

£ 000 2014/15 | 2015/16 | 2016/17 | 2017/18 | 2018/19
Recurrent 424,350( 437,116| 445,364| 453,465| 461,582
Non-Recurrent 4,868 4,868 4,422 4,504 4,591
Total Revenue Resource | 429,218| 441,984| 449,786 457,969( 466,173
Income and Expenditure

Acute 224,593 222,491| 226,324| 229,612| 233,551
Mental Health 69,476| 68,226| 68,819 69,263| 69,912
Community 46,375 34,465 36,641 38,777| 40,521
Continuing Care 17,046| 15,086 15,256 15,533| 15,879
Primary Care 40,858| 41,220 41,840| 42,802| 43,944
Better Care Fund* 0| 22,007 22,007 22,007 22,007
Other Programme 15,555| 24,369 24,657| 25,606| 25,863
Total Programme Costs 413,903| 427,864| 435,544| 443,600| 451,677
Running Costs 8,300 7,489 7,489 7,489 7,489
Contingency 2,147 2,210 2,249 2,290 2,331
Total Costs 424,350| 437,563 445,282| 453,379| 461,497
CCG Surplus 4,868 4,422 4504 4591 4,676
QIPP Savings Target (15,019)| (20,233)| (17,832)| (14,647)| (13,081)]
Total over 5 Years (80,812)

*BCF allocation via NHSE in 2014/15

London Borough of Lambeth

Lambeth Council’s three year budget plans take account of the Better Care Fund and
integration with health is an important part of realising savings in Adult Social Care whilst
remaining focused on the outcomes for citizens.

Lambeth Council’s Adult Social Care budget for 2014/15 - 2016/17 shown below. The

Council is currently undertaking budget setting for 2015/16 - 2017/18 and further savings
are likely to be made in addition to the reductions currently agreed:
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Lambeth Council 3 Year Adult Social Care Budget (agreed February
2014)

Older People 18,277 | 17,711 17,619
Adults With Learning Difficulties 27,492 | 26,704 25,955
Adults With Physical Or Sensory Impairments 10,086 9,885 9,848
Adults With Mental Health Needs 8,771 8,053 4,294
Substance Misuse 415 405 396
Adults Support Services 1,146 1,146 1,146
Provider Services (Internally Provided Care Services) 4714 3,646 2,696
Personalising Care 112 112 112
Safeguarding Adults 442 442 442

Alignment with plans for primary co-commissioning

The six CCGs in South East London have submitted an Expression of Interest (EOI) as
Governing Bodies to explore Co-Commissioning with an opportunity for joint
commissioning arrangements that allow a greater degree of control. NHS Lambeth CCG
has engaged with our Member Practices to gain their support in submitting our EOI. We
are now at a stage where we would like to consider and develop what co-commissioning
could look like in Lambeth and understand the benefits it would hold for our patients.

This is our opportunity to better integrate care outside hospitals, and properly resource
primary, community and mental health services at a time when overall funding is
inevitably constrained.

During the Big Lambeth Health Debate last year, patients, local communities and local
clinicians told us they wanted more influence over how services are developed. Co-
Commissioning is our opportunity to have local influence over the way NHS funding is
being invested for our local population.

At the same time NHS Lambeth CCG is developing a robust Primary Care Development
Programme to enable transformation of Primary Care. We are developing new models of
primary care that will have a positive impact on our patients. Current commissioning of
services is fragmented, undertaken in many places and at varying degrees of scale. Our
new Locality Care Networks will ensure we integrate services across our partners so the
patient receives joined up care.

Co-Commissioning ensures the CCG has greater local control over strategic direction,
prioritisation, decision making and the ability to join up enabling strategies and incentives.
The CCG is keen to facilitate shifts of resources between care settings so the patient has
the best experience.
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NHS Lambeth CCG will work with patients and the public and with the Health and
Wellbeing Board to assess need and decide strategic priorities. This means we can
manage financial resources and ensure that expenditure does not exceed the resources
available.

GPs are an integral part of the SLIC programme. They are part of the SLIC Operations
Board. The CCGs have commissioned practices to undertake holistic health
assessments and case management of older people and to form part of local community
multi-disciplinary teams to provide joined up support. To support the leadership of their
work we have appointed a CMDT chair for each locality with responsibility for engaging
local practices.

7) NATIONAL CONDITIONS

a) Protecting social care services

Over the past 2 years the focus has been on use of s256 resources transferred from
health to social care to resource growth in demand as a result of demographic changes
impact on social care services of changes in patterns of discharge including reablement,
domiciliary and residential care services and equipment. This will enable Lambeth to
maintain the current FACS eligibility criteria of offering services to those in substantial
and critical need. The Better Care Fund will enable the council to maintain these criteria
for older people and manage the growth in demand associated with the increasing
population over the age of 85.

As we move into 20154/16 and beyond we will be using different integrated approaches
to ensure that we focus resources on prevention, early intervention and maintaining
people at home, including supporting carers, using a personalised approach. This will
require us to use the resources available differently; developing community assets and
peer support services and the further roll out of personal budgets.

While we are developing the next stage of integration we are continuing to use s256
funding in 2014/15 to meet demand and maintain eligibility requirements. In addition we
will:
e Fund 7 day working in hospital social work
e Develop health care support to care homes including training and care planning
for people with dementia
e Develop the integration of admissions avoidance schemes and reablement
e Develop a single point of access including self-referral to community based
services
e Implement the new fully integrated model for reablement
e Implement a new model for the provision of community support services for adults
and older people, which promotes personalised and preventative approaches
utilising the CarePlace web based e-brokerage system.
e Develop joint approaches to personal budgets including direct payments
e Improve digital access where appropriate
e Develop community assets working with local communities and the third sector to
improve the support offered to people and carers.
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In addition we will be reviewing the rates paid to home and residential care providers to
explore bringing rates of pay for carers in line with the London Living Wage.

iii) Please indicate the total amount from the BCF that has been allocated for the
protection of adult social care services. (And please confirm that at least your local
proportion of the £135m has been identified from the additional £1.9bn funding from the
NHS in 2015/16 for the implementation of the new Care Act duties.)

£6,907k has been allocation for the protection of social services.

An amount of £865k has been identified for the Care Act implementation using the LGA
ready reckoner tool. There is a risk that the amount allocated in the BCF for carers
assessments and service provision from the Care Act will not fund the costs as initial
modelling suggests that demand from carers will be greater than the allocation.

b) How the new duties resulting from care and support reform set out in the
Care Act 2014 will be met

Many of the Better Care Fund schemes have a clear alignment with the requirements of
the Care Act. These include the new responsibilities for carers, assessments, prevention
and early intervention and personalisation.

A total of £865,000 is set aside in the BCF to fund the additional duties as set out in the
Care Act with the total being based on the ready reckoner tool devised by the LGA. The
amount is expected to be made available to Lambeth Council in order for it to meet the
main duties. The main areas and actions are:

e £59Kk will be made available for Independent Mental Health Advocacy so
advocates can be commissioned in order to ensure that people are involved in the
assessment of their needs and care planning. The provisions made to meet the
requirements of the act will include carers and those in safeguarding referrals.

e £140k for carers assessments which will be used to increase capacity in order to
carry out more assessments on carers arising from the duty to offer assessments
to carers on a more general basis than is currently the case. A carers’
assessment is currently only required when requested and when a substantial and
regular amount of care is provided.

e £301k for support for carers which will be used to provide personal budgets to
carers or commission respite services to meet increased demand from carers that
will arise from the new duty to meet carers eligible needs.

e £208k for assessment and eligibility where services may be commissioned in
order to meet increased demand which arises from changes in the regulations to
the adult social care eligibility criteria.

e £157k of funding for a number of more minor areas where the local authority will
utilise the funding in order to ensure that it's duties under the new act are met.

The actual costs of the new duties contained in the Care Act 2014 are difficult to estimate
and there is therefore some risk in the funding being adequate. In particular, initial
modelling of carers’ numbers and service provision is higher than the funding allocated
but the financially modelling is based very broad estimates. If funding issues arise in
2015/16 they will be addressed between the Council and the CCG in order to find a
solution. There are provisions of the Care Act 2014 which are funded directly to Councils

34



and Lambeth Council will be managing the risk of the Care Act across all the funding
streams.

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

Scheme BCFO05 relates specifically to support for carers. Current services commissioned
by Lambeth Council are:

Service Provider
Carers Hub Lambeth Crossroads South Thames £113,000
Carers breaks service Certitude £101,000
Fix Yourself A Break Internal £60,000
Direct Payments DASL £150,000
Respite for Carers —Older People £87,000
Respite for Carers — Learning Disabilities £174,000
Respite for Carers — Physical Disabilities £42,000
TOTAL £727,000

Additionally, Lambeth CCG contribute £290,000 to support services for carers and this is
included in the BCF. The BCF is seen as an opportunity to facilitate further development
of integrated services for carers.

vi) Please explain to what extent has the local authority’s budget been affected against
what was originally forecast with the original BCF plan?

The risk of the performance payment will sit with the CCG as it relates to schemes
funded by CCG resource and their impact on emergency admissions. This means that
the CCG may have to call on reserves if schemes do not have the intended impact.

e) 7 day services to support discharge

This section describes the local plans for implementing seven day services in health and
social care to support patients being discharged and to prevent unnecessary admissions
at weekends

In Lambeth we already have a range of services working 7 days a week to support
discharge and prevent admission. These include services such as district nursing and
palliative care services, community based and inpatient intermediate care services as
well as the specific admission avoidance schemes, namely @home and Enhanced Rapid
Response. All of these services take referrals 7 days a week. We’ve also developed a
number of satellite equipment stores across the borough and at both hospital sites so
that patients can take equipment home with them as well as having the facility through
the community equipment contract to have home deliveries take place at the weekend.

Work is underway through the SLIC programme to streamline the referral processes to
@home and Enhanced Rapid Response and we will be testing a single point of entry to
these services during Q3 14/15

Both our local trusts are moving toward 7 day working and we will need to agree what
additional community based resources need to be put in place to support this. We are
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using our 2014/15 winter resilience funding to test new models of 7 day working which
includes:-

e Locality based primary care hubs, open weekends and bank holidays offering GP
appointments and walk-in service for patients registered with a GP within that
locality and also those unregistered

e Additional social worker resource in both GSTT and KCH at the weekend to
facilitate discharges, work with admissions avoidance teams and A&E staff to
identify patients who don’t require admission and to liaise with and communicate
with relatives and carers who may only be available at weekend

e Working with Age UK and British Red Cross to pilot the use of volunteer services
to support vulnerable patients post discharge who do not require statutory
services but could benefit from lower level practical support and advice post
discharge

e Additional resource to the Enhanced Rapid Response team to put in place high
level rehabilitation and care packages at short notice for patients who require
intensive additional support for a short period of time.

These schemes will be closely monitored and evaluated by the Lambeth and Southwark
Urgent Care Programme and the SLIC programme

The national requirements of 7 day working have been included in the GSTT and KCH
2014/15 contracts and we will continue to work with providers and the South London
CSU to ensure that the future requires are in included in the contracts for 15/16 and
16/17

f) Data sharing
)] Use of NHS Number

The NHS Number has always been identified as the preferred unique identifier for
patients / users. All health providers use the NHS Number with excellent progress having
been made to maintain data quality.

Both councils went through a NHS number cleansing process during 2012/13 with very
good results. Due to the inception of the CCG there has been a delay in re-instating this
process. Plans are being developed for South London CSU to support the PDS batch
processing for the councils.

Work is to be undertaken to explore and enable the councils to become PDS compliant
and bought within the N3 network.

All portal work (clinical portals and patient portals) use the NHS number for verification
and case matching. Therefore, active auditing and cleaning of case records is critical and
valued.

i) Approach for adopting systems that are based upon Open APIs (Application

Programming Interface) and Open Standards (i.e. secure email standards,
interoperability standards (ITK))
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A vital challenge remains, to make key clinical information available to primary care
clinicians, other care providers and ultimately patients. LUCR (Local Unified Care
Record) will enable the real time sharing of clinical information between Kings Health
Partners and with primary care across the boroughs of Lambeth and Southwark. It
recognises the complexity of the various information needs and the technical difficulty of
developing integrated systems.

The main health providers are committed to their EPR systems and developing a clinical
portal (across acute, community and mental health). With only two practices not using
EMIS Web this is an ideal opportunity to make the ‘link’.

LUCR will allow primary care clinicians to view all KHP vital clinical information, including
community services from within their EMIS Web.

It builds upon local IM&T strategies. It will be a portal, based on NHS numbers, follows
IG, is fully auditable, ITK compliant, easily accessed from the existing partner EPRs.

The intention is to extend into social care in the future. With common goals of patient
centric care and patient empowerment, the final stage would look to integrate into local
patient / public portal.

Approved in principle, LUCR is in the early stages of pre-implementation and planning.
Data sharing agreements with all partners are being approved. LUCR aligns to the work
underway with the MIG (medical Interoperability gateway) for the viewing of primary care
records across the patch.

Each partner organisation has already committed capital funding to the project and this
via SLIC (hosted by GSTT).

iii)  Approach for ensuring that the appropriate Information Governance Controls
are in place

Work has continued in developing an overarching Data Sharing Agreement (DSA). This
has been via a Local Unified Care Record Data Sharing working group, comprising of
Caldicott leads, LMC GP leads, CCIOs and IG leads.

Key principles are:

e A framework to share between the organisations who are subject to the
agreement (in accordance to the DPA and Caldicott principles)

e An agreement to share ALL* clinical information. The actual data set of information
shared will be constrained by the system design and capability.

e A programme of communication to inform patients that in the course of their care
data will be shared between clinicians with a legitimate reason to access their
records

¢ Mechanisms to establish and record patient opt out preferences

e Appropriate system logic to exclude patient information on the basis of expressed
opt out.

Opt out. The patient choice not to share their record, expressed to any one or all of the
partner organisations (King’s, Guy’s, SLAM or Primary Care), will be recorded in the
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partner organisation system and will exclude ALL record sharing for the patient between
the partners.

g) Joint assessment and accountable lead professional for high risk populations

Using risk stratification, primary care offers identified older adults/frail elderly a proactive,
holistic health assessment (HHA) to support early identification of issues and risks.
Patients identified will be supported by Integrated Care Managers (ICMs), and GPs
where it is deemed appropriate (adding to the support being implemented by NHSE in
the national admission avoidance schemes). Care management and co-ordination will
aim to ensure people are engaged in their own care and that a full range of support is
made available to improve overall wellbeing and outcomes, and reduce the need for
unplanned hospital admissions.

ICMs and GPs are supported by Community Multi-Disciplinary Teams (CMDTSs) who
provide complex care management, offer additional advice and support, help to unblock
service issues and problems, and ensure holistic care is being offered. CMDTs are
based in each of the three Lambeth localities. CMDTSs consist of professionals from
acute trusts, mental health, social care and community healthcare.

As GPs are central to local and national initiatives, contracts are now in place based on
expected activity and outcomes, which have been jointly agreed by all parties. These
targets and expectations are reported to a Governance Board each month which
contains GPs, providers and commissioners.

i) Joint process in place to assess risk, plan care and allocate a lead professional
for the high risk population

Risk stratification is led by primary care using the Population Health Management and
Clinical Coding tool (PHMCC), and includes social care data.

Primary care identify those at risk in the older adult/frail elderly population, and then
initiate a Holistic Assessment Process to proactively identify areas of need and put in
place appropriate referrals and actions, including self-care support and guidance.

Care Co-ordinators support those with higher levels of need and are supported by a
range of professionals who work in the CMDT supporting joint health and social care
action planning and problems solving.

The need for a shared care record, which professionals can contribute to, has been
identified as a barrier to the joint assessment and planning process. Different
approaches have been tested as part of the SLIC programme. These have included
virtual conversations and discussion platforms. These have proved difficult to establish
due to compatibility, access and information governance challenges. Irrespective, these
approaches have provided a useful test bed and are helping with the next stage of
development of local shared health records.

Part of the local contractual frameworks as part of the SLIC programme focuses on

holistic care and support. This includes specific assessment questions for cognitive
impairment and mental health needs, including depression and anxiety.
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There are also specific enhanced quality expectations for general practice to encourage
additional and more in-depth support for people with cognitive impairments. This includes
additional support pre diagnosis.

Overall 6,400 adults are considered at risk of admission. It is proposed that during
2014/15 GP practices and providers in Lambeth will provide HHA to 3939 patients. 659
will be supported by an Integrated Care Manager and a further 360 people will be
discussed at CMDT meetings.

8) ENGAGEMENT

a) Patient, service user and public engagement

Please describe how patients, service users and the public have been involved in the
development of this plan to date and will be involved in the future

Engagement regarding schemes contained in the BCF is iterative rather than a stand-
alone process, and is part of the Southwark & Lambeth Integrated Care (SLIC)
programme and mental health Lambeth Living Well Collaborative (LLWC). These
programmes have been in place for a number of years.

Southwark and Lambeth Integrated Care (SLIC)

SLIC has established a Citizen’s Board and Forum across Southwark and Lambeth and
engages with people in both boroughs to develop how integrated services are delivered,
specifically Schemes BCF02 and BCFO03 that supports admission avoidance and early
supported discharge. The Citizen’s Forum gives people in the two boroughs
opportunities to come along and hear what is happening, to talk about what is important
to them, and to make links with other individuals and groups that are interested in health
and social care.

The SLIC Citizen’s Forum held a session on 28 February 2014 to discuss objectives and
this was used to inform our initial BCF plan.

Lambeth Healthwatch

Lambeth Healthwatch is a key member of both these programmes as well as the Health
and Wellbeing Board, and is instrumental in developing our joint approaches to co-
production, engagement and consultation locally.

London Borough of Lambeth (LBL) has developed on-going ‘roundtable’ discussions with
Lambeth Healthwatch to engage on priorities, budget setting and social care
transformation. This work has informed and supported the work on the BCF. The
intention is to also ensure that Healthwatch participate at relevant points of the integrated
commissioning cycle.

We received comments on the initial BCF submission from Healthwatch, Lambeth
Carers’ Hub and Age UK Lambeth and revised the plan accordingly.

As a consequence of BCF re-submission and the requirement regarding reduction in
emergency admissions, a further public engagement event was held on 5 September
2014 with 30 representatives in attendance from Healthwatch, the thriving Patient
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Participation Groups (PPGs) in Lambeth, local representatives of interested voluntary
sector organisations e.g. Age UK Lambeth, Alzheimer’s Society, and service users and
carers. The event focused on carers and the support required to avoid unplanned
hospital admissions.

A number of helpful scenarios were raised in table discussion regarding avoiding
unnecessary admissions to hospital and will be incorporated into admission avoidance
schemes:

A resident calls a family member when they are not well. As the carer is not living with
them, they need to know who to call other than 999 for help and support

In some cultures there is no understanding of what is the GP role and people will
automatically go to A&E

There are lots of alternative services but people don’t know about them, so need to
communicate about them

The BCF re-submission was also discussed at the Lambeth Ageing Well Partnership on
9 September 2014. The partnership consists of a collaborative membership of
grassroots community groups, voluntary sector, health and social care commissioners for
older people and the representative councillor for older people.

Engagement, both as part of SLIC, LLWC programmes and the LAWP will continue to
report the implementation of plans for 2015/16 as well as ensure participation in further
decision making regarding integration of services across Lambeth.

b) Service provider engagement

Please describe how the following groups of providers have been engaged in the
development of the plan and the extent to which it is aligned with their operational plans

i) NHS Foundation Trusts and NHS Trusts

Our local acute trusts (Guy’s and St Thomas’, King’s College Hospital and South London
and Maudsley NHSFTs) are key members of the Southwark and Lambeth Integrated
Care (SLIC) programme, funded by Guy’s and St Thomas’ Charity. They have been
closely involved in producing the strategy for integrated care, as well delivering some of
the new integrated service models, for example the admission avoidance programme.

Our detailed proposals for integration in Lambeth, including the schemes to be funded
from the BCF, have been shared and discussed with acute providers at the Southwark
and Lambeth joint planning meeting which includes CCG and Local Authority
commissioners as well as representatives from our local providers listed above.

Assumptions about acute activity reductions resulting from integrated care are also being
agreed as part of the contracting round for 2014/2015. These reductions underpin
Lambeth CCG’s overall acute QIPP requirements and have been shared with providers,
both in the CCG’s commissioning intentions and in more specific contractual
negotiations.
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i) Primary care providers

Primary care providers are key members of the SLIC programme which has shaped our
approach to integration and informed the BCF.

The initial and current BCF submissions have been reviewed and approved by the
Lambeth CCG Board. The Board are keen to explore the opportunities to use the BCF to
further enhance and develop primary care. This will be included in co-commissioning
discussions that are on-going for SE London.

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

Social Care has been closely involved in the BCF preparations and the wider integration
agenda from the offset. The SLIC Sponsor Board includes the Strategic Director of
Integrated Commissioning.

The SLIC Citizen’s Forum held a session on 28 February 2014 to discuss objectives and
this was used to inform our initial BCF plan.

We received comments on the initial BCF submission from Healthwatch, Lambeth
Carers’ Hub and Age UK Lambeth and revised the plan accordingly.

As a consequence of BCF re-submission and the requirement regarding reduction in
emergency admissions, a further public engagement event was held on 5 September
2014 with 30 representatives from Healthwatch, the thriving Patient Participation Groups
(PPGSs) in Lambeth, local representatives of interested voluntary sector organisations e.g.
Age UK Lambeth, Alzheimer’s Society, and service users and carers. The event focused
on carers and the support required to avoid unplanned hospital admissions.

The BCF re-submission was also discussed at the Lambeth Ageing Well Partnership on
9 September 2014 with 20 representatives in attendance. The partnership consists of a
collaborative membership of grassroots community groups, voluntary sector, health and
social care commissioners for older people and the representative councillor for older
people.

c) Implications for acute providers

Please clearly quantify the impact on NHS acute service delivery targets. The details of
this response must be developed with the relevant NHS providers, and include:
- What is the impact of the proposed BCF schemes on activity, income and
spending for local acute providers?
- Are local providers’ plans for 2015/16 consistent with the BCF plan set out here?

We currently have a benefits realisation plan agreed through SLIC to deliver reductions in
bed days based on the implementation of community based alternatives. (Refer
Appendix 1.)

The impact of our plan will be:

e Expanded community based admissions avoidance and early discharge
preventing emergency admissions and reducing length of stay
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e Support for 7 days working from integrated social care and community services
which will enable more efficient discharge processes and shorter lengths of stay

e Extended access to primary care 7 days a week reducing reliance on urgent care
services

e Expansion of alternatives to admission into long term care through the further
development of reablement and extra care housing

e Supporting people to maintain independence through self-management, carer
support and the development of community assets.

Savings will be realised in acute hospital services primarily from reductions in hospital
admissions and readmissions and shorter length of stay as well as lower A&E
attendances.

It should be noted that Southwark and Lambeth’s main acute providers, Guy’s & St
Thomas’ and Kings College Hospital NHSFT are tertiary providers covering a large
geographical catchment area and the proportion of their work relating to the two
boroughs is less than 50%. The impact of local work is therefore less significant than it
would be for district general hospitals. Our providers would wish to use the released
capacity to increase elective capacity for specialist services including reducing current
waiting lists and longer waiting times. This will be tracked through the SLIC programme.

There are two keys risks for acute providers:

1. That the bed savings do not materialise, in which case there would be a cost
pressure to the local health economy. We are seeking to mitigate this in a number
of ways:

e Redeploying capacity in the community

e Performance managing the integration programme to deliver agreed
benefits and holding partners in the system to account through SLIC

e Entering into risk sharing agreements between commissioners and
providers

e Evaluating the impact of the overall integration and admissions avoidance
programme and amending components of the programme where there is
shown to be low impact or less value for money.

2. That the programme does release acute capacity, but this is not taken up by
specialised activity. In this case there would need to be a review of capacity
across the system and reduction in fixed costs to create efficiencies.

The impact on service delivery targets if savings and activity reductions do not

materialise would include pressures on emergency capacity leading to pressures on A&E
performance and possible referrals to treatment times for elective work.
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