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AppendixA - Approach to deliveringational and other clinical
priorities

I.  Children - Emotional Health & Mental Wellbeing
Context

National context

The mental health and wellbeing of children is a key national priority with identified mental
health outcomes by 2020. This is essential with the prevalence of mental health disorders in
children and young people. One in ten children aged between 5 and 16 years has a clinically
diagnosable mental health problem. About half of these (5.8%) have a conduct disorder,
3.7% an emotional disorder (anxiety, depression) and 1-2% have severe Attention Deficit
Hyperactivity Disorder (ADHD); (ONS 2004). A good start in life with positive parenting is
crucial to good emotional health and mental well-being as well as building resilience factors
(DH 2009, HMG 2011).

National priorities have been identified to address the treatment gap, access, crisis
management and specific support for vulnerable groups (DH 2015). In 2014 the Children
and Young Peoplebs Ment al He al t uptoxonsiderW@mme bfb ei ng
the greatest challenges facing mental health provision for children and young people such
as: prevention, access, data and standards, support for vulnerable groups and addressing
inequalities. At its foundation is the adoption of a co-ordinated whole-system-wide approach
to manage these problems. With work aligned to the cross-Government Mental Health
Outcomes Strategy, a joint approach with individuals and communities is also important to
promote independence, quality service and choice. This includes working with people with
learning disabilities, autism and/or behaviour that challenges, including people with a mental
health condition (NHS 2015).

The Local Government Association (LGA), the Department of Health, Public Health England

and wider partners are supporting | ocal areas t
provides direction for local leadership across the health and social care system with a focus

on partnership working to realise improvements in mental health services and outcomes.

The inclusion of a CAMHS modelling tool will support NHS commissioners, local authority

and key partners to plan and transform child and adolescent mental health services within

their areas.

Local context
Performance against key mental health and wellbeing metrics currently varies substantially
by CCG™:

9 Four CCGs have fewer admissions than the national average for hospital admission
for mental health conditions, whilst two are above the average (including Croydon,
which also has more admissions than the London average).

1 There is a noticeable split in the number of hospital admissions as a result of self-
harm across south west London. Three CCGs perform in line with the England aver-

1 public Health England (2015). Local Authority Child Health Profiles i London:
http://www.chimat.org.uk/profiles/scn



age (412.1 per 100,000 children), whilst the other three are similar to the London av-
erage (230.5 per 100,000 children).

1 Overall, the south west London average for percentage of school pupils i and looked
after children 7 with social, emotional or mental health needs is in line with the Lon-
don and England averages.

Consistently high performing CCGs are Kingston, Merton and Wandsworth, whilst Croydon

and Sutton perform below the national average. That said, trends show that almost all CCGs

are improving in a number of key areas, such as increasing assessments of emotional

wel |l being of | ooked after children, a reduction
year reductions in self-harm hospital admissions.?

Key initiatives

Across south west London, CCGs have developed transformational plans for CAMHS which
have been implemented from April 2016. These plans aimed to provide a holistic approach
to emotional health and mental wellbeing for children across each of the boroughs.

As part of the STP we have drawn on these plans and other examples of best practice to
identify areas where further attention and investment may be required. In particular, we have
developed these initiatives based on the three areas of focus:

1. Prevention;
2. Cirisis and waiting times for acute services; and
3. Transition support.

These are high level proposed initiatives, identified with a working group which included
mental health commissioning leads and some provider representation. The detailed
implementation planning in the next iteration of the STP will further refine, develop, and
agree the initiatives with a broader range of stakeholders.

1. Prevention

Prevention is a key area where benefits could be realised for CAMHS in south west London.
By developing and focusing on prevention at a population level, identification of at-risk
children and the provision of support could be provided earlier. This could reduce the risk of
children and young people developing difficulties later in life and reduce the need for higher
acuity support.

A number of preventative initiatives have been identified within south west London but three
key areas of current focus include Targeted Mental Health in Schools, Providing skilled
interventions that prevent the escalation of need for vulnerable and looked after
children and Emotional and mental health support with alleged sexual abuse.

Targeted Mental Health in Schools (TAMHS)

Issues such as domestic violence or divorce at home may start to impact children from a
very early age and targeted interventions within schools - particularly primary schools - is a
potential big hitter which could reach a wider range of children and result in lower acuity in
the long term.

2Healthy London Partnership, Heal thy London Partnership Children and Young Pe



TAMHS involves a holistic approach to support and identify children in schools. Specific
actions could include:

A Linking schools with mental health services

A Providing school counselling

A Training staff in recognising children with disabilities

A Escalating Support to provide more intensive behavioural support in schools
A Involving mental health as part of the school curriculum.

Current initiatives in south west London

As part of the transformation mental health plans, several CCGs have identified specific
TAMHS interventions. Wandsworth, for example, has started a whole school approach to
mental health. They provide support for emotional well-being and mental health issues in 11
Wandsworth Primary schools and nine secondary schools®. Their actions have involved:

A A Promoting Alternative Thinking Strategies (PATHS) Curriculum to improve emo-
tional and social competencies in primary school children

ﬁ Counselling in secondary schools
Merton also has a TAMHS initiative in place which provides links with mental health
services in schools. This has been commissioned by schools and in 2014/15 the ap-
proximate spend was £232,000. This included providing:

1 0.18 WTE psychologists/psychotherapists/family therapists
1 3.9 WTE Primary mental health workers/music therapists.

Benefits
Benefits of this initiative have so far included:

A Improved academic achievement
A Reduction in Strengths and Difficulties Questionnaire (SDQ) score in primary schools
A Additional children seen by counsellors in secondary schools.

Required investments

As a high-level estimate, by scaling costs in Wandsworth across all south west London
schools, the total potential maximum cost of implementing similar initiatives across south
west London could be in the region of £2.8m*. There will also be potential workforce
implications as teachers will need to be trained on emotional well-being and additional
counsellors may be needed for schools.

There may be some financial benefits from existing & new TAMHS services through early
intervention by reducing the demand for Tier 3 & 4 CAMHS services. However, the scale of
potential benefits is unclear, and the net financial impact is likely to be a cost increase. It is
therefore proposed that as part of the STP, CCGs, local authorities and education providers
work together to build and expand upon their existing TAMHS plans and identify a risk
stratification approach to target investment only at schools in those areas that are more
deprived. These organisations will need to work together, along with the south west London
Mental Health Group for Children, to develop a timeframe and plan for implementation.

Swandsworth Children and Young P&opledbs Transformation Plan 2015

4 Based onDepartment for Education: Local Authority and Regional Tables 2015 and applying costin g information Wandsworth TAMHS
initiatives.


http://www.copmi.net.au/images/pdf/Research/sdq-english-uk-self-scoring.pdf

Skilled interventions that prevent the escalation of need for vulnerable and looked
after children

A large number of looked after children may require some CAMHS support in their lifetime,
and this initiative aims to provide skilled interventions as a way to potentially reduce the
need for children to access acute services. By providing this type of service, crisis issues
may be prevented or there may be a reduced requirement for Tier 4 services.

The service would include®:

A A MDT team working with residential homes

A Ateam that includes psychologists, mental health nurses and psychotherapists
A A MDT team providing advice and support for foster carers

A Interventions that are closer to home.

Current initiatives in south west London
The service is currently not widely available in south west London, although some boroughs
do already provide services to support looked after children.

Merton and Sutton and previously Kingston and Richmond, for example, have been part of
the Multi Systemic Therapy pilots. This is now embedded in south west London and St
Georgeds Ment al Health NHS Trust as a buy

Benefits
As a result of this initiative it is expected that there would be:

A Better mental health well-being; this could lead to a slight reduction in A&E
attendance

A Decrease in prison stays

A Decrease in teen pregnancy

A Appropriate rehabilitation, in the right setting.

Required investments
Investment will be required in additional workers as part of the MDT Team.

As part of the STP, local authorities and CCGs will need to work together, along with the
south west London Mental Health Group for Children, to develop a timeframe and plan for
implementation of this initiative.

Emotional and mental health support with alleged sexual abuse

There is a silent epidemic of sexual assault and abuse affecting the physical and mental
health of our children and young people as well as their families and loved ones. It has been
estimated that 9.4% of 11 to 17 year olds have experienced sexual abuse in the past year
alone (including non-contact offences). In London, that is an estimated 61,470 children and
young people, or roughly 1,860 per borough. Mental health support within London is
addressing support services for this cohort of children and young people and their families.

Current initiatives in south west London

Across south west London, the acute providers are currently working to meet the minimum
standards for access to required medical input and emotional support for children with
alleged sexual abuse. In addition, south west London CCGs have commissioned emotional
and psychological support services from NSPCC.

5 Derived from stakeholder input
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Further plans are being developed to implement a Child Sexual Abuse Hub which is being
supported by Home Office funding. This will include:

A A local Community paediatrician who will provide follow up and medical reviews in-
cluding sexual health and safeguarding risk assessments, coordinated local borough
support, and liaison with local social care team and police

A The provision of evidence based information for children and their families

A STI screening and CAMHS support.

Benefits

The majority of the benefits are clinical outcomes and include:

Better patient experience

Improved school attendance and educational outcomes
Reduction in emotional and mental health needs requirements
Reduction in crime

Pathway improvement

Cost savings for health, social care and judicial systems.

Too oo Too Too Too To

Investment

Investment will be required for additional workers including 1-2 Paediatricians and six FTE
staff providing psychological/emotional well-being support®. These staff may be drawn from
existing services, with some additional investment which is still to be fully modelled.

As part of this STP, we expect the south west London Mental Health Group for Children to
review options for implementing this and funding required.

2. Crisis and Waiting Times for acute services

Crisis and waiting times is another area where significant gains could be made. The
approximate NHSE Specialised Commissioning spend on specialised CAMHS services in
south west London in 2014/15 was £4.7m, most of which corresponds to inpatient
admissions. We will aim to remodel the current Tier 4 provision, working towards
collaborative commissioning with NHSE specialist commissioning to develop a case for
change that improves access, effectiveness and experience of care. We will seek to reduce
the need for expensive (and sometimes distant and disconnected) inpatient care with
community delivered models. HLP and Tier 4 commissioners are working this up for STP-
level transformation plans.

Review existing interventions

As part of the transformational plans for CAMHS, a number of crisis and waiting time
interventions were proposed for each of the boroughs. These were implemented from April
2016 and the results of these initiatives are yet to be realised.

Current initiatives in south west London
The crisis and waiting time interventions that were included in the transformational plans
include:

A A single point of access i streamlining CAMHS referrals to ensure access to the
right service at the right time and in the right place, achieving the right outcomes
(south west London wide)

6 Derived from stakeholder input



A A&E liaison service 1 re-designing psychiatric liaison model for south west London
A&Es (south west London wide)

A MDT working i implementing a MDT team triage that focuses on risks, prioritising
and safeguarding (Richmond)

A Work to eliminate Tier 3 waiting list - providing increased investment to provide more
initial assessments (Croydon).

Benefits
The benefits of these initiatives are expected to be:

A Reduced waiting time for Tier 3 and Tier 4 services
A Reduced hospital inpatient admissions including self-harm admissions.

Economic evaluation of a case study indicated that investment in an uplifted model of all-age
acute psychiatric liaison could be net cost-saving.

Required investment
These initiatives are already being implemented so no further investment is expected at
present. Existing investment includes:

A Implementation of a single point of access
A Hiring psychiatric liaison workers and implementing MDT working
A Investing in more initial assessment capacity to reduce waiting times.

As part of this STP we expect the south west London Mental Health Group for Children to
work together to review the results of these services and take forward the successful
initiatives at a wider south west London level.

3. Transition Support

Transition support is a key issue for CAMHS services as there can often be difficulty with
providing a seamless service for the child/young person. Many times the child simply does
not understand which services they need to access or in some cases there may even be a
bottleneck to access adult services.

Ready Steady Go

The ready steady go initiative is a set of tools and questionnaires that can be used to ensure
the medical, psychological and vocational needs of a young person are addressed in a
structured way. The initiative involves:

A Questionnaires which are used to prepare the patient for the adult service
A Training of staff to support children through the use of the tools and questionnaires.

Current initiatives in south west London

Ready Steady Go is not currently available in south west London. However, it should be
noted that there are a number of other transition services which are available in south west
London.

Benefit
As a result of this initiative it is expected that there could be:

A Improved patient experience
A Reduced inpatient admission.

Required investment




In order to achieve this initiative investment will be required in several areas including:

A The training of staff to implement the Ready Steady Go tools
A The development of the tools and questionnaires to support Ready Steady Go.

As part of this STP, we expect the south west London Mental Health Group for Children to
work together with CCGs to develop a plan and timeline to implement this initiative across
south west London. ’

Il Cancer
National Context

One in two people born after 1960 in the UK will develop cancer at some point in their lives.
People are living longer, and more people will be diagnosed with cancer in their lifetime.

There is an urgent need to bolster both public health and NHS cancer services, and to work
together closely to manage the needs and demands of the growing and ageing population.
The expectations for prevention, earlier diagnosis, and improved access to diagnosis and
treatments to improve cancer outcomes and experience are clearly outlined in national
guidance and policy including the Independent Cancer Taskforce Report (Achieving World
Class Cancer Outcomes - A Strategy for England 2015-2020). The report sets out the six
strategic priorities over the next five years which could save 30,000 lives a year by 2020:

Spearhead a radical upgrade in prevention and public health

Drive a national ambition to achieve earlier diagnosis

Establish patient experience on par with clinical effectiveness and safety
Transform our approach to support people living with and beyond cancer

Make the necessary investments required to deliver a modern, high-quality service
Ensure commissioning, provision and accountability processes are fit-for-purpose.

=A =4 =4 -4

In particular, the overall goals for Cancer included in the Five Year Forward View specifically
focused on:

1 Significantly improving one-year relative survival to achieve 75% by 2020 for all
cancers combined (up from 69% currently)

1 Patients given definitive cancer diagnosis, or all clear, within 28 days of being
referred by a GP

Following the Taskforce report, a national implementation plan for taking forward the

Taskforce recommendati ons has be€lass @anmded i s hed
Out comes: Taking the strategy forward?o, May 20
6l mproving catnlkreocugsherpriicmasry care commi ssioning

! DH (2015) Future in Mind

HM Government (2011) No Health without Mental Health: Delivering better mental health outcomes for people of all ages

Master, W. and Kingdom, U. (2015)

NHS E, ADASS, LGA (2015) Building the Right support

ONS (2004) Mental Health of Children and Adolescents in Great Britain, 2004

Joint Commissioning Panel for Mental Health, (2012). Guidance for commissioners of liaison mental health services to acute hospitals



emphasised a number of these priorities including early diagnosis, living with and beyond
cancer, patient experience and cancer education.

Furthermore, the national must-d o 6 s for 2 0 In6he IFive Yaa Fosward View
included specific actions on achieving the 62 days Urgent GP referral to treatment Cancer
waiting time standard and six week wait for referral to diagnostics. We have undertaken
collective actions in 2016/17 to drive performance in these areas across south west London
as detailed in the next section.

In developing the STP for Cancer we have considered the national policy and guidance to
ensure our five-year initiatives will deliver against the national priority areas.

Local Context

Cancer is one of the top three causes of premature death across all six CCGs in south west
London (HLP Commissioning for Prevention: south west London SPG, May 2016).

Whilst there is a predicted increase in prevalence of cancer across all south west London
CCGs, uptake for breast, bowel and cervical screening across the sector is generally below
national averages (Public health profiles 2014/15 data). Early detection of cancer has a
significant impact on survival, and performance across south west London is poor against
the percentage of cancers diagnosed at an early stage - all south west London CCGs are in
the third quintile or below.

There is significant variation across south west London CCGs, compared with
demographically similar CCGs, in the diagnosis and treatment of cancer i which in turn
contributes to variation in cancer outcomes and mortality, as outlined inthe 6 t r a f ftable
below (Source: Right Care 2015 Atlas of Variation)

Indicator Performance by south west London CCG compared with
demographically similar CCGs (NHS Atlas of Variation, 2015)

i ght

of colorectal cancer that
were diagnosed at stage 1
or stage 2 by CCG, 2013
Percentage of all cancer
diagnoses that were made
at stage 1 or stage 2 by
CCG, 2013

diagnosed with any cancer
by CCG, 2012 followed up
to 2013

Percentage of people aged
15-99 years who survived
one Yyear after being
diagnosed with breast,
lung or colorectal cancer
by CCG, 2012 followed up
to 2013

Percentage of new cases

Percentage of people aged
15-99 years who survived
one year after being




Rate of mortality from
cancer in people aged
under 75 years per
100,000 population by
CCG, 2013

There is also wide variation across south west London CCGs in the patient experience in
cancer services, which on the whole is only marginally better than the London average, with
significant opportunity for improvement to reach the best in England®.

Costs of cancer services in south west London

It is not possible to accurately determine the local cost of cancer services, due to overlap
between disease groups and lack of robust disease-specific financial reporting. The current
spend by south west London CCGs on cancer services is estimated at somewhere in the
range of £63m° - £140m™°.

Current performance for cancer waiting times in south west London

Current performance for cancer waiting times, specifically the delivery of the 62 day Urgent
GP referral to first treatment standard across south west London providers, is being
overseen by the System Leadership Forum (SLF). There have been significant
improvements in Cancer 62-day performance over the last 12 months, increasing by 2.93
percentage points (March2015 to March2016).

The south west London SLF is well attended by provider and CCG leads and has been
instrumental in driving improvement in cancer waiting time performance across south west
London, building on local host provider/CCG discussions. It provides leadership across the
system, resulting in collaborative working to the benefit of cancer patients. The SLF has
focussed on tackling process issues, such as agreeing a common access policy and
common approach to performance monitoring within and between providers. In addition, the
SLF has developed clinical working groups to address issues within Urology and Head and
Neck Pathway.

The ongoing focus for 2016/17 will include:

Delivery of Trust trajectories for Inter Trust Transfers (ITTs)
Joint breach process

Minimum requirement to referral to specialist teams

Head and Neck pathway improvement

Lung pathway improvement.

= =4 -8 -8 -9

Current performance for 62 day waits is detailed in the graph below.

8 Cancer Patient Experience Survey 2014

2013/14 CCG Programme Budgeting Data. This is known to be an under-estimate, excluding some cancer diagnostic outpatient appointments
and A&E attendances.

10 2012/13 estimated total cost of cancer to NHS (National Audit Office), scaled to south west London according to 2013 cancer diagnoses
(NCIN). Note: Includes NHSE Specialised Commissioning spend.
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Nati onal Cancer Vanguard

The aims of the National Cancer Vanguard are to develop a new care model to leverage
financial and contractual innovation to support the five major clinical deliverables of the
Cancer Vanguard:

1. Early diagnosis and detection of cancer to improve 1-year survival.

2. Patient and family leadership to focus all care on improving patient / family
experience.

3. Reducing unwanted variation across the patient pathway to all patients including
populations who find it difficult to access cancer services.

4. Comprehensive delivery of the Recovery package to improve living with and
beyond cancer in partnership with Macmillan Cancer Care.

5. Improved access to high quality palliative and end of life care 24/7.

The Cancer Vanguard already produces excellent cancer informatics at CCG and Trust level
and is working with the national cancer team and PHE to ensure ever more comprehensive
data is available. By the end of June 2016 all partners in the SPG (CCGs, Community
Trusts, Hospices, Hospitals) will be able to access the cloud-based repository of these
cancer informatics. The aim of these clinically validated metrics are to aid the leadership of
the SPG CCGs and Cancer clinicians across the system in driving improvement in
performance. The Vanguard informatics system is designed to be accessible and proactive
and is available to all CCGs and Trusts to request bespoke work for their local service.

In December 2015 the Cancer Vanguard commissioned work by Cancer Research UK and
2020 Delivery to establish the demand/capacity gap in imaging and endoscopy to inform the
work needed in developing new models for early diagnosis, and to complement the LCA

pat hways on fAstraight to testo. This informati

used in planning and commissioning cancer services. The Cancer Vanguard is also working
with the national Radiology Vanguard (EMRAD) to determine new ways of working to
mitigate the current equipment and workforce gaps. The Vanguard project managers and
secondary care clinicians will work directly with community and primary care clinicians to
improve early diagnosis and reduce delays in the pathway.

The Cancer Vanguard workforce group is working with Health Education England (HEE)
across all providers to look at new smarter workforce models and new roles. The group is
also agreeing a Pan-London Passport for education and training to assist clinical staff who
relocate within London to be able to do so without having to undertake site-specific

11
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competencies. The workforce group is also working to reduce the delays and unnecessary
bureaucracy in medical honorary contracts between providers. One of the drivers for
success is to change behaviours across the system so that everyone is focused on delivery
in collaboration across the system. The Vanguard has commissioned work from HEE to work
with primary, community and secondary care teams to maximise the 6 #ery Contact Countsd
approach and to use the change academy methodology to assist collaborative behaviours
across the place based system.

The Cancer Vanguard ICT group is working on establishing replicable web-based IT

solutonsto enabl e clinicians from any part of the S
thereby track and improve on the delays currently seen in the 62-day cancer wait. It is the

aim of the Cancer Vanguard in late 2017/18 that patients will also be able access their

pathway and will be able to view what their ideal pathway is, where they are in real time and

any educational / self-help education also in real-time.

The Cancer Vanguard is focused on improving population health knowledge and prevention
regarding cancer and is keen to work not only with HEE but also schools and population
groups to improve prevention, healthy lifestyles and engagement with early detection. The
Patient and Family leadership group is central to this work and includes expertise from The
Point of Care Foundation, real time monitoring and PROMs supported by iWantGreatCare
and the support of the cancer charities.

Finally, the Vanguard will lead on the following palliative and EoLC initiatives:

1. Transformational change in the model of community palliative and end of life care to
enable better integration, coordination, responsiveness and effective use of re-
sources.

2. Support for specialist palliative care services to develop and deliver seven-day face
to face visiting

3. Support earlier Advanced Care Planning to reduce hospital deaths of cancer pa-
tients.

4. To enable all specialist palliative care services to implement and use a standard set
of person-centred outcome measures effectively

5. Educational support for unified ceilings of care documentation.

Key initiatives for south west London

The populsatuitdhhn wefstledeomdeoeo | wesl adancer care which
best possi ble outcomes and patient experience.
chall enges, astweldurarsento gdmsei n care and qual.i
across the Casacefr hsweasittsmLroeamgdwinr e d

We have identified initiatives against the key
Taskforce recommendansdonsmi hgn@€ander TSaenditchees Te
Nati onal Cancer Vanguard priorities as described

1. Screening and Ealrmyr ®viampotsarsgeted screening
interventions t hroonugihn rperdiuncarnyg cvaarre atta t ac k| ¢

del i ver better access t o services and out c
awareness and acting on symptoms of Cancer.
2. Cancer waits andwdarlkigmpsacecsess all acute pr
sustadim® waiting times to access diagnostics

new pathways (including Astraight to testo),
MDT arrangement s.
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3. Reducing vadieati dying the priority patéaways
variation in treat meingasr triactuelsard nyd ao ugtrceoameesr
care to help deliver improved diagnosi s rate
with and beyond cancer.

4. Living with andiBempoodi Ggne¢tad oqupleiotpyf eofl i lvii in

and beyond <cancer, defining cancer as a | on

managed as such across health and soci al car ¢
I'n addition, we recognise that there are signif
cancerseaundrence. Wel owiall | awatnhdo r pvd b leisc heal t h
awareness of risk factors and healthy I|ifestyles
We recognise that there is a need to proadde su:
to deliver the strategy though there are al so
benefits and some financial savings across all t
commi ssioning. We wiwkcr wosskG@®s | abdbtrat pvevi der s
wel | as i n col INaabaroantailo nCamiaehr aVaen gduedridver y mech

transformati on across t he system to reduce vV a
incentives.

The init
CCGs in

iatives be w  voieliln gb wiolrsk sxabny t thhhew et r rLeomtd
I
cancer commi ssioni

I o
ine with the Transforming Cancer Servi
ng intentions.

Implementation and ownership

Planning and delivery of cancer improvements are currently being driven at local CCG level.
At south west London level, we have begun taking a more SPG-level view to ensure
consistency of approach and delivery of the benefits at scale and pace. STP support to
further assisting implementation through the current south west London Cancer Clinical
Delivery Group would be beneficial to this. CCGs and providers will also continue to work
together through the System Leadership Forum (SLF) to drive in-year operational
performance improvement in the delivery of the cancer waiting time targets in 2016/17. The
exact governance arrangements for the current Cancer Clinical Delivery Group are to be
further shaped as the STP develops. We will also continue to work closely with the London
Transforming Cancer Services Team (TCST) as well as the National Screening Programme
in delivery of the STP.

The National Cancer Vanguard will be critical to the success of delivery of cancer
improvements across south west London, as well as paving the way for major changes in
the commissioning and provision of cancer care. This includes a long term vision for an
alliance approach for the provision of Cancer to ensure an integrated approach to Cancer
care across SWL from April 2017. The Executive Director of the Cancer Vanguard (RM
Partners) sits on the south west London STP Clinical Board and south west London Cancer
Clinical Delivery Group so a close working relationship already exists in the sector. Specialist
and Local Commissioners also sit on the Vanguard Executive Programme Board together
with clinicians from across the sector. As the STP initiatives develop in more detail, we will
continue to develop the ways in which south west London will work with the Cancer
Vanguard.
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iil. Care Homes

Care Homes

There are two important strands of work happening in south west London in relation to care
homes: the Sutton Vanguard and work being led by the south west London authorities: From
Analysis to Action - collaborative commissioning to improve efficiency, and shape a
sustainable supply of bed based care in south west London.

We want to share and roll out good practice from the Sutton Vanguard, as well as
understand from Analysis to Action how we can better manage the care home market in
south west London for the benefit of care home residents and support sustainability.

Sutton Vanguard

Sutton Homes of Care

Vanguard Programme

NHS |

Sutton
Clinical Commissioning Group

Sutton Homes of Care — Vanguard Programme

Our vision is to have a vibrant, high-quality care home market

not just in Sutton but across SWL delivering care that

embraces the national nursing values of patient care — Care,

Compassion, Competence, Communication, Courage and

Commitment. We believe our residents deserve and need high

quality care, our care homes are an integral part of out health

and social care system and the staff are valued and equal

members of the MDT.

To achieve this vision, our three key areas of care home

wvanguard work focus on:

1. Integrated Care - designing a system of care wrapped
around the health and well-being of our residents

2. Care Home staff education and development - providing the
necessary fraining and education to upskill our stafi, and
provide them with the confidence and positive belief to want
to deliver provide great care

3. Quality Assurance - increasing safety and improving quality
by enabling the collaborative sharing, monitaring and
evaluation of information

Impacts on the wider system to date:
Reduction of 5.80% in LAS call outs and conveyances from
2014/15 t0 2015/16
Reduction of 10% in A&E attendance from 2013/14 o
201516
Reduction of 4 days length of stay since implementation of
Hospital Transfer Pathway (preliminary results)
Increase of 6% in residents achieving PPD from 2014/15 to
201516
Reduction of £50k in medicines costs from Nov15 to Mar16
through resident medication reviews

‘Working together across Sutton with our pariners: NHS Sution
Clinical Commissioning Group, NHS Epsom and St Helier
University Hospitals NHS Trust, NHS Sutton Community Health
Senvices, NHS London Ambulance Service, NHS South West
London and 5t George's Mental Health NHS Trust, Alzheimer's
Society, Age UK Sutton, St Raphael's Hospice, Sutton Centre for
the Voluntary Sector.

London Borough of Sutton

S P

LCaratatn Coniva

Warkmg smartly across organisational boundaries
An underlying principle of the Vanguard is a collaborative
approach with all pariners, including care homes, being involved
in co-producing solutions and resources.

= This genuine partnership is working pro-actively and across
organisational boundaries to embed the vision for the programme.

= The programme has produced a series of products which can be
adapted and adopted by other boroughs across SW London.

= Expand learning to community setiings to support people with
LTCs and frequent fiyers e.g. through adaptation of the hospital
transfer pathway (red bag scheme); and sharing learning
resources with domiciliary care staff

The care home population is comprised of residents with a high degree of vulnerability
and/or frailty. As people are living longer, care home residents are displaying more complex
healthcare needs; reflecting multiple long-term conditions, significant disability and advanced
frailty. Additionally, other populations living in care homes, such as people with mental
health conditions or learning disabilities, are presenting increasingly complex mental and
physical health needs.

The standard of care provided to this complex cohort of people is often fragmented, with
residents receiving a variable standard of care services due to workforce limitations. Smith
et al (2015) noted that emergency admissions are higher for those aged 75 from those areas
with higher numbers of care home residents. Evidence has shown that Enhanced Primary
and Community Care and upskilling staff can support reductions in acute admissions and
improve quality of life indicators such as preferred place of death and resident and family
satisfaction as well as increasing staff satisfaction.

14



Sutton Homes of Care is one of six enhanced health in care home vanguards in England.
Each of the vanguards has been working with care homes in their respective areas, adopting
different approaches to improve care for residents and implement a new model of care.

The Sutton Vanguard serves a population of around 200,000, with 74 care homes and three
more due to open shortly. It includes nursing and residential care as well as a number of
mental health and learning disability places. Sutton made use of 2015/16 to identify areas of
improvement, and develop ideas to change, enhance and support the local system to
support people in care homes, whilst valuing the staff and contribution of this sector to the

overall delivery of local and strategic plans.

The Sutton Vanguard has been based on three pillars:

(1) Integrated Care: to provide integrated proactive care to enhance health and wellbeing;

(2) Care Staff Education & Development: to have confident, competent and well trained
care home staff; and

(3) Quality Assurance & Safety.

In 2016/17 the Vanguard programme will expand on developments from 2015/16, in order to
reach a wider cohort of residents. The programme will also continue to be developed and
implemented in phases across south west London over a 4-year period.

Major Activities

Three pillars of { Integrated, T Skilled, 1 To deliver high quality
Sutton proactive competent and care: minimise the risks
Vanguard model of care: well trained by compiling a
model collaboration to staff: to invest in dashboard of agreed
enhance health staff and provide data that can accurately
and well- being key competency and effectively be used
and deliver a training and in a timely manner to
more joined up support for offer support and
model of care enhanced roles training to Care Homes
with patient and empowered and to implement
centred care decision making assurance processes
planning
Measureable M1 Increased 1 Improved 1 Confident, proactive
outcomes number of advanced care intervention by better
health and well- planning rates trained and more
being reviews knowledgeable staff
1 Improved 1 Joint Intelligence Group
advanced care T sharing of hard data
planning rates and soft intelligence to
1 Specialist enable the early
Clinical Lead detection of quality
Roles created in issues and low level
care homes and concerns and to agree
community pro-active action plans
services
Implementation 9 GP Care Home 1 Enhanced levels 9§ Agree key data
alignment / of training and required and collate
allocation improved data set
1 Upskilling of access to i Continuation of best
staff and resources and practice & process i.e.
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Major Activities

development of courses Community Swoop and

care co- 9 Standardised Hospital Transfer

ordinator role training to Pathway (Red Bag

within homes identify key scheme)
 Standardised competencies

training to

identify key

competencies

9 Proactive Care
Plans i.e. End
Of Life

9 Introduction of
new roles in the
community to
enhance care
and offer more
support to care

home staff
Benefit and 1. Improved, personalised, proactive care, delivered in a timely and
year of impact effective manner (Year of impact 2016/17 i 2020/21)

2. Motivated, and empowered staff with reduced levels of turnover and
reduced levels of agency usage (Year of impact 2016/17 i
2020/21)

3. Quality of care and patient experience improves with reduced levels
of incidents adversely affecting patients (Year of impact 2016/17 i
2020/21)

Analysis to Action - managing the care home market

6Anal ystiisondéd ancd managing the care home mar ket
improve efficiency, and shape a sustainable supply of bed-based care in south west London.

Although this work and the Sutton Vanguard are care home orientated, they are focusing on

different aspects of the future of bed-based care in south west London.

It is becoming increasingly difficult for councils and CCGs in south west London to find local,

bed-based care at sustainable rates. The problem impacts all client/patient groups, with

specific and urgent pressures in finding placements for people with dementia and/or

challenging behaviour. Residential and nursing care represents 45-50% of commissioned

service costs in adult social care in south west London. As a resulttioAdal gs
concerned with forecasting, commissioning and managing the bed-based care that will be

required over the next three to five years. Its outputs should help with informing:

1. Better information on supply and demand for bed-based care

2. A greater choice of quality bed-based care being available across south west London
with particular emphasis on the choice available for people with dementia and
challenging behaviour

3. Stability of prices available to local authorities and CCGs with less spot-purchasing
and crisis negotiation of rates

4. An increased number of providers expressing confidence in viability and the five year
future of their businesses

5. Improved joint working between local authority commissioners and health
commissioners

6. Improved management and delivery on care home budgets

16



This work is being led by the south west London authorities (LB Croydon; RB Kingston; LB
Merton; LB Richmond; LB Sutton; LB Wandsworth) working alongside the CCGs. South west
London ADASS agreed the project brief and have supported the early stages of the project
getting underway. Key timelines for this phase of the work are:

Timeline: Analysis to Action

Junedl6 Julyél6: August 616 Sept embe
A CCG leads A Initial joint A Data validation and A Project board
nominated analysis and refinement review and
commissioners decision on
A Scoping workshop A Draft next steps
discussions recommendations to
commenced project board on

priorities for co-
operative/collaborative
A Data commissioning
requirements
defined
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iv.  Childhood Obesity

Context

National context

The World Health Organization (WHO) regards childhood obesity as one of the most serious
global public health challenges for the 21st century, with the UK presenting one of the
highest levels of childhood obesity. Recent data reveals that one in five 5 year olds and one
in three 10 year olds are overweight or obese (Master & Kingdom, 2015)*. Current trends
show that half of all children will be obese or overweight by 2020 (Wang, McPherson et al,
2011)*. There is also a strong correlation between deprivation and prevalence of obesity
(NCMP, 2014).

Childhood obesity has significant consequences for the health economy with huge cost to
t he NHS as wel/l as critical consequences
wellbeing. Obesity in children is related to ill-health such as asthma, skin infections, and
some cancers, as well as early onset of puberty (PHE, 2015) and psychological disorders
(NOO, 2011). Obese children and young people are more likely to become obese as adults
(Simmonds, Burch et al 2015) with increased risk of cardiovascular disease, Type 2 diabetes
and other obesity-related diseases (Wijga et al., 2010). High consumption of sugar also
results in dental disease and associated tooth extractions which are entirely preventable and
a significant cost to the NHS.

The causes of childhood obesity are multifaceted, and include behavioural, environmental
and genetic factors (Karnick & Kanekar 2012). A whole-system approach, co-ordinating
efforts in a variety of settings is required with robust structures, partnership working and co-
production with children, young people and their families. Essential to tackling obesity is the
provision of support for young people as they become independent, to embed healthy
weight and eating habits. The Child Obesity Framework (DH, 2008 2009) is a vehicle to
support local issues as commissioners, local authority, providers and other cross sector
partners tackle obesity.

Local context™

Within south west London public health data profiles for 2014/15 show that excess weight in
4-5 year olds generally compares favourably to England and London averages. Excess
weight levels for year six children at a higher rate than the England average have been
identified in Wandsworth, Croydon and Merton.Cr oydoné6és preval ence
London average. The case for intervening early to prevent obesity is compelling, and within
south west London current initiatives exist to manage childhood obesity.

Key initiatives

In order to tackle childhood obesity it has been recognised that population-wide policies that
target behavioural change would be most beneficial. These types of initiative would result in
long term impacts for the health and care sectors and the majority of the benefits would be
realised in decades rather than years. Interventions will need to work at a government, NHS,
educational and community level in order to do this.

11 Master, W. and Kingdom, U. (2015) via Royal College of Paediaticsand Chi | d Heal th (2015) Tackling Englandds

12 Wang, Claire, Y., McPherson, K., Marsh, T., Gortmaker, S. L., Brown, M., Wang, C. Y., author Affiliations New and Dip, P. (2011) Health and
economic burden of the projected obesity trends in the USA and the UK via Royal College of Paediatrics and Child Health (2015) Tackling
Englandds childhood obesity crisis

13 Right Care 2015 Atlas of Variation, via south west London STP Draft Base Case
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As part of the STP we have identified several key behaviours that should be targeted in
order to reduce childhood obesity. These include:

Increased prevalence of breastfeeding;

Increased fruit and vegetable consumption;

Reduced consumption of beverages high
Reduced consumption of foods high in fat, saturated fat, salt and sugar;
Decreased television viewing and other screen-based activities;

Increased competitive and non-competitive sport participation;

Increased active transport to schools.

= =4 =8 8 -8 _a_°

To tackle childhood obesity it is necessary that interventions address early years, school age
children and supporting a healthy environment.

Early years initiatives

Initiatives that target pregnant women and babies are also effective at reducing and
preventing obesity levels in children. These initiatives involve changing attitudes to bringing
up children and mobilising communities to support healthy behaviours.

The initiatives would include:

A Working with local authorities and CCGs to develop baby-friendly maternity, health
visiting, neonat al and chil dr e ndé are asvarded
to those centres who have high standards of supporting and encouraging women to
feed their babies in a healthy manner

A Implement the Ready Steady Mums programme which involves community-based
walking groups for pregnant and new mums

A Encourage breastfeeding by creating breastfeeding-friendly communities and using
digital technology

A Provide breastfeeding support to targeted groups who prefer not to attend children
centres e.g. teenage mothers.

Current initiatives in south west London

Children6 sentres across south west London currently provide support for breastfeeding and
child weaning with support from health visitors. However, only one CCG currently has
registered intent to achieve Baby Friendly status. It is proposed that more centres and
services aim to achieve Baby Friendly status as part of our future plans.

Some CCGs have specific initiatives which target pregnant women. For example, Kingston
have a Maternal Obesity Action Group to support the development of services for pregnant
women who are above a healthy weight.

Croydon CCG is implementing a multi-agency approach to health, family support and
learning for pre-birth to 5 year-olds and their parents. This integrated approach is designed
to improve a range of outcomes for children in their early years, including the prevention of
childhood obesity.

Benefits
As a result of focusing on early years, it is expected that there would be:

Higher rate of breastfeeding

Lower rate of childhood obesity in young children
Increased activity levels of new mums

Mental health benefits.

o o T I>
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Required investments
In order to achieve these initiatives investment will be required in several areas:

A Training workforce in best practice standards for breastfeeding and early child
feeding

A Joint working with CCGs and local authorities to promote breastfeeding in the
community

A Promoting engagement through the use of digital apps (e.g. Breastfeeding app)

A Commitments by CCGs to apply to gain Baby Friendly status.

In order to successfully implement this proposal, it is recommended that CCGs and local
authorities work together to develop a timeframe and plan for implementation. HEE will be
required to develop the workforce and ensure professional consistency in applying best
practice standards for breastfeeding and early years weaning. STP funding would be
beneficial in supporting the deliverability of these initiatives more widely across south west
London.

School age children and Healthy Environment

Across London, a Healthy Schools London Programme has been initiated in several schools.
The intention of this is to create a holistic school-based approach to educate staff, children
and parents on healthy eating and also encourage an active environment. Schools which
implement these initiatives will achieve awards based on the level of success. Examples of
activities that support healthy schools awards include:
1 A commitment to healthy catering
A A daily mile scheme where children run a mile as part of their daily timetable
A Stronger communication links with school nurses through an internet-based or
apps-based approach
Obesity issues taught as part of PHSE
Consistent and effective health messaging
More involvement of school nurses in driving obesity initiatives in schools
Adopting active travel to school
Providing dedicated obesity teams that oversee several schools
Walking buses to and from school
Creating safe environments for children to cycle and use scooters
Scooter and cycle training for children
Implementing policy to curtail unhealthy fast food outlets near schools
Providing community garden projects as part of school extra-curricular activities.

Too oo oo oo Too Too Too Too Too Too

Current initiatives in south west London

In south west London some CCGs have started to implement other school-based
interventions to tackle childhood obesity, although there appears to be considerable variation
within and across CCGs in these services. Croydon, for example, has provided allotments to
schools for children to grow fruit and vegetables as part of their Food Flagship programme.
Sutton has also worked to develop more green spaces and safe environments in their
borough to promote activity. As part of our plans, it is recommended that more south west
London schools sign up to the Healthy Schools London Programme and work to achieve the
associated awards.

Local authorities are responsible for measuring and recording the weight status of all 4-5
year olds and 10-11 year old state school children. This is an opportunity to engage with
parents of children who are of excess weight, have a conversation about what their needs
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are, and support them to utilise the healthy eating, physical activity and weight management
services that are available to them.

Additionally, the weight management services that offer support to children and families to
make behavioural changes to lose or maintain their weight are variable from borough to
borough. A stocktake is required to ascertain what support is available to children and
families who require weight management interventions, and whether there is equity of offer
between each borough that meets the needs of the population, including BME populations.

Benefits
Benefits which school age and healthy environments initiatives are expected to include:

A Reduction in prevalence of childhood obesity

A Higher activity levels

A Lower disease prevalence

A More schools signed up to achieving Healthy Schools London awards.
A Improved school attainment.

Required investments
In order to achieve these initiatives investment will be required in several areas:

A Given the pressures on school staff, dedicated health improvement staff should be
provided to schools

A Training of school nursing teams in obesity reduction

A The implementation of apps and communication links with school health teams.

In order to successfully implement a school age and healthy environments proposal
including weight management services, it is recommended that, as part of the STP, CCGs
and local authorities work together to develop a timeframe and plan for implementation,
drawing upon additional funding that may be provided.

v. Dementia

Context

National context

Nationally, there are currently estimated to be 622,000 cases of dementia in those over 65
years of age'. Prevalence of dementia increases with increasing age. More women than
men are diagnosed with dementia each year and it has become the leading cause of death
among women in the UK. Action on dementia has been building nationally for the last five
years. In 2009 the Department of Health published an ambitious national dementia strategy
which detailed 17 objectives that, when implemented locally, would result in significant
improvements in the quality of services and the understanding of dementia in the UK. In

2010, t he Dementia Action Alliance was set

society responds to dementiad (dementiaaction.org.uk). A National Dementia Declaration
was developed, containing Al statementso
people with dementia. To drive quality improvements in dementia services, the National

14NHS England, Letter from Dr Dan Harwood - London Dementia SCN Clinical Director 2015
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Institute for Health and Care Excellence (NICE) issued quality standards for dementia (2010)
and for living well with dementia (2013), which give statements on best practice for service
provision. The NICE guidelines on dementia, first published in 2006, will be updated for
publication in September 2017 due to a number of new research findings.

In March 2012 the Prime Minister launched a national challenge to fight dementia, which has
led to unprecedented action across the country. More people have now received a diagnosis
of dementia than ever before, over 1 million people have been trained to be dementia friends
to raise awareness in local communities, over 400,000 NHS staff and over 100,000 social
care staff have been trained in better supporting people with dementia, and there has been a
significant increase in research spending®. Buil ding on t his,
challenge was launched with the aspiration that, by 2020, England will be the best country in
the world for dementia care and support, and for people with dementia, their carers and
families to live, and the best place in the world to undertake research into dementia and
other neurodegenerative diseases.

Local context

The number of people in south West London over 65 years is projected to increase from
189,000 in 2016 to 209,000 in 2021%. Unhealthy behaviours, combined with an ageing
population mean the number of people with long term ill health, including dementia, will
continue to grow. The number of people living with dementia is rising and embedding high
guality dementia care into services is vital. Whilst prevalence of dementia is lower than the
national average, individuals with dementia experience a longer than average length of stay
if admitted to hospital. They are more likely to be readmitted, and are more likely to die in
hospital than the national average. Preventative interventions play an important role in
preventing, reducing and delaying the need for health and social care interventions.

Approach

From a virtual round-up and a workshop with a series of follow-on conversations held with
the identified initiative leads in mid-May 2016, a number of further initiatives were identified.
The leads felt that these initiatives, when fully implemented, would provide an opportunity to
improve quality of care and reduce costs associated with the provision of dementia services
in south west London.

Key initiatives

Current initiatives in south west London

It should be noted that a number of key initiatives are already well underway within CCG
areas/boroughs across London. In most instances, the CCGs and local authorities have
developed local solutions to address issues around dementia in their area, and there is an
eagerness to continue to develop local solutions, with some consistency across areas where
it is beneficial in terms of quality and finance to do so.

Some of the existing initiatives which are already underway include:

15 Prime Ministers Challenge on Dementia https://www.gov.uk/government/publications/prime-
ministers-challenge-on-dementia-2020/ prime-ministers-challenge-on-dementia-2020
16 ONS CCG population projections, 2014
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1 Wandsworth 7 A diagnosis approach that incorporates post-diagnosis support to
ensure patients are suitably informed about how to best manage their dementia and
navigate the services on offer. This initiative provides an opportunity to start more
people on a cost-effective pathway at scale.

1 Richmond i a Dementia Action Alliance of a consortium of voluntary sector, private,
business, arts / culture, health, community, police etc., organisations promotes a
dementia friendly community. They provide activities, raise awareness and signpost
those at risk. This initiative could reduce the demand for formal dementia services
significantly as communities take more responsibility for their own service

1 Kingston i a psychiatric liaison service has recently been commissioned which has
additional emphasis on keeping people with dementia more independent for longer
so they do not need to access more costly inpatient or residential care. Where this is
not possible, the service ensures that support is in place to get patients back into the
community as quickly as possible.

An approach to scaling up the above initiatives across south west London would look to
generate additional savings through reduced non-elective admissions, reduced length of
stay and improved patient and carer experience.

Additional initiatives being explored in south west London that would improve gquality and
generate savings for dementia

1. Health and Social Care collaborative commissioning of care homes and
domiciliary care across south west London

As part of the wider focus in south west London on collaborative commissioning it is
important that local authorities and the health sector work collaboratively to specify and
commission care setting-related services from private sector providers and the voluntary
sector for people with dementia. Collaboration in this way creates an opportunity to reduce
variation in price and quality that currently exists across the region and across health and
social care. It also means developing the scale that enables health and social care to
negotiate prices that reduce overall spend across its economy.

Benefits
The benefits of these initiatives are expected to be:

A Reduction in the overall commissioned spend on domiciliary care and care homes

A Consistency in specifications and quality of services across the region and health
and social care

A Reduced competition between health & social care commissioning organisations for
scarce specialist beds

A Reduction in delayed transfers of care for acute hospitals

A Better quality, seamless services for patients and carers.

Post Diaghosis Support

Dementia services are provided by both mental health (including beds) and acute hospital
providers. A key focus will be on how existing in-patient services are currently provided (a
review) and by whom (Psychiatrists, Neurologists, Care of the Elderly). This could enable a
redesign across the system. This represents a significant opportunity for increasing
efficiency and enables collaborative working with the Continuing Healthcare team who have
responsibility for assessing the needs of those admitted to hospital with a long term condition
(dementia).
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2. A south west London approach to providing support to carers for people with
dementia

As part of a wider focus on carer support and coordination, developing and implementing a
south west London-wide approach to dementia carer support is required. The approach
should build on existing work by focusing on opportunities that deliver real impact from a
cost and quality perspective. This includes:

1 Collaborative commissioning of carer services across the region (e.g. respite for
carers of people with dementia);

9 Education and training for carers of people with early and later stage dementia;
1 Developing peer support services for carers e.g., local dementia cafes.
Benefits

The benefits of these initiatives are expected to be:

Delayed admissions to residential services

Reduced avoidable admissions into hospital and care homes

Reduced length of stay in hospitals

Reduction in the overall commissioned spend on carer support services

Consistency in specifications and quality of services across the region and health
and social care.

Too oo Too Too Too
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Vi. Diabetes

National context

A radical upgrade in diabetes prevention and early intervention is needed to improve

peopleds I|ives and achieve financi al sust ai

estimated that nationally, diabetes accounts for 10% of all NHS costs'’. Research also
suggests that 80% of the costs related to diabetes come from treating complications of the
disease, such as cardiovascular disease, foot ulcers and renal disease®®. We also know that
of the different forms of diabetes, most of the costs arise from type 2 i which is largely
preventable through lifestyle changes.

People living with diabetes (types 1 and 2) also experience disproportionately high rates of
mental health problems, with 41% reporting poor psychological wellbeing™. A number of
factors associated with living with a long term condition, specifically diabetes, may affect
psychological wellbeing factors include acceptance of the diagnosis, adjustment of lifestyle,
living with symptoms and progression of diabetes, and prospect of complications. Mental
health problems for people with long-term conditions, including diabetes, are disabling,
poorly detected and inadequately treated®.

Local context

In 2015, there were an estimated 82,000 people aged 16+ with diabetes, across the six
south west London local authorities®*. As is the case nationally, most costs are attributed to
type 2 diabetes, and complications of all types of the disease. Mental health problems are
also common in diabetics and are associated with poor diabetes control, complications and
increased mortality. These factors can be addressed through lifestyle changes, patient
education and management, and mental health interventions.

By 2020, it is estimated that diabetes incidence will have grown by 12.3%% from 2015.
Healthcare costs of diabetes in south west London are also expected to increase from
~£249m to ~£316m by 2020% without mitigating activity. (This figure is the expected
underlying growth prior to the impact of our improvement initiatives. It is scaled to south west
London based on recorded diagnoses (PHE), and inflated to 2020 based on projected
incidence growth).

17 Association of glycaemia with macrovascular and microvascular complications of Type 2 diabetes: prospective observational
study. British Medical Journal 2000; 321: 405-412

18N. Hex et al., 'Estimating the current and future costs of Type 1 and Type 2 diabetes in the UK, including direct health costs
and indirect societal and productivity costs', Diabetic Medicine (2012)

19 Peyrot M, Rubin RR, Lauritzen T, Snoek FJ, Matthews DR, Skovlund SE.Psychosocial problems and barriers to improved
diabetes management: results of the Cross-National Diabetes Attitudes, Wishes and Needs (DAWN) Study. Diabet Med. 2005
Oct;22(10):1379-85

20 No Health Without Mental Health, Royal College of Psychiatrists, (2010)

21 (YHPHO Diabetes Prevalence Model for Local Authorities (2012)

22 9% YHPHO Diabetes Prevalence Model for Local Authorities (2012)

232010/11 national cost estimates (N. Hex et al., 'Estimating the current and future costs of Type 1 and Type 2 diabetes in the
UK, including direct health costs and indirect societal and productivity costs', Diabetic Medicine (2012)

24 YHPHO Diabetes Prevalence Model) and Monitor estimated annual cost inflation rates
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Treatment (Em)

Complications (Em) 183 197 250
Total cost estimate T 232 249 316
(Em)
Methodology Demographic growth Projected activity Projected activity
applied from 2010 growth from 2012 growth from 2015
(CCG population applied applied, as well as
growth figures, ONS) Monitor estimated
annual cost inflation
rates

Note: these should be treated as high-level estimates only, based on a number of
assumptions. This table shows underlying growth in cost pressures, prior to the impact of the
i mprovement initiatives that are planned within

The south west London approach:

Across south west London healthcare organisations have developed and are implementing a

number of different initiatives and schemes which focus on prevention of diabetes and
enabling those with the conditiven wted | mMamwadd tthei
As part of the STP we want to draw attention to areas where greater emphasis could realise

significant benefits. We have set the following four lenses through which to identify
opportunities:

1 Preventative: Tackling the root cause of type 2 diabetes through prevention and
identification of those at risk

i Self-care: Supporting t hose wi t h di abetes t o Al
independently, and tackle mental health problems

1 Redesign: Improving patient experience and outcomes through system level
pathway redesign

1 Primary Care: Improving patient experience and outcomes through improved
management of diabetes in primary care

We have also identified two major enablers to tackling prevention of type 2 diabetes
and improving care for all forms of the disease, which should be embedded at every
level of this approach:

Digital: Targeting vulnerable and at risk groups with innovative techniques designed to
tackle those at risk of diabetes awdl bapporting

Education: Targeting patients and clinical and other medical staff, with the aim of improving
self-care and management, and reducing variation in care for at risk or vulnerable patients.
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Across south west London, organisations are already implementing initiatives aligned to
these four lenses and enablers, albeit at different levels of pace, scale and scope. This is an
opportunity to address variation by implementing schemes at scale across the whole south
west London area, and bring all organisations up to similar levels by focusing on best
practice in order to help maximise impact across the region.

Prevention

Tackling the root cause of type 2 diabetes and identifying those at risk early is key. South
west London is a first wave adopter of the National Diabetes Prevention Programme, a
behavioural change programme designed to support patients to lose weight and adopt
healthier behaviours in order to slow the progression of diabetes diagnosis.

In addition to this scheme, there is potential to upscale digital risk assessment tools as a first
step in identifying patients at risk of developing type 2 diabetes earlier; and providing support
(i.e referral to the National Diabetes Prevention Programme if eligible) and improved
management to address contributing unhealthy behaviours in a primary care setting:

1 Diabetes risk register i piloted in two GP practices in Croydon where all patients that
are deemed arelkadntgcted and redorded on a database. If patients are in
the appropriate designation range, they can be referred to the National Diabetes
Prevention Programme (Croydon).

T CQdiabetes risk scoring system - GPs can use this tool to work out the potential risk of
patients developing type 2 diabetes. This has led to patients being given targeted
health advice to change unhealthy behaviours i the biggest root cause of the
disease.

Self-care

Patient Education is recognised as imperative to enable patients wherever possible to
intelligently self-manage long-term conditions with clinical support, and easily navigate
services as required. Education programmes have been recommended by NICE since
2003, and across south west London DAFNE and DESMOND programmes for type 1 and
type 2 diabetes are in place. However, programmes and methods need to be maximised to
have more of an impact. Furthermore, mental health problems are common in diabetics and
are associated with poor diabetes control, complications and increased mortality. These
issues are disabling, poorly detected and inadequately treated. Offering psychiatric
treatments to diabetics can improve outcomes and help patients better manage their
condition.?

Three potential areas of consideration for going further in south west London are:

91 the roll out of patient simulation education as currently implemented by Croydon
CCG to promote self-management and improve continuity of care through the
pathway

T The extension of the digital platform
at-risk diabetics with advice to help self-management.

1 Referral of type 1 and type 2 diabetics to psychological therapies with a specific
focus on newly diagnosed and young people, to promote emotional wellbeing and
self-management to increase mental health awareness at diagnosis, resilience, as

%5 No Health Without Mental Health, Royal College of Psychiatrists, 2010.
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well as self-management. Richmond is piloting psychological screening in diabetes
clinics. All Improving Access to Psychological Therapies services should proactively
work with all those with long term conditions including diabetes.

Redesign i System-level pathway

Improving patient experience and outcomes by ensuring services operate in the most

effective way for their needs is key to supporti

with the disease.

Across south west London, CCGs have undertaken work to review diabetes pathways and
service models in order to develop a number of different approaches leading to better join-up
of services and improved patient care. There are a number of different areas of focus across
the south west London footprint. However, two stand-out areas for wider rollout across the
region are:

A Improvements to the hypoglycaemia pathway, with the aim of enabling the safe and
appropriate management of patients in their homes with support from the community
health services and paramedics 7 reducing repeated hypo episodes and decreasing
conveyances to A&E; and

A The integrated service model, as implemented in Kingston, which aims to improve
patient care by placing more services
well 6 and out of hospital

Primary Care

There is a recognised inconsistency in the management of diabetes and related
complications across a range of primary care services I from general practice to opticians
and pharmacy. There is significant potential for addressing variation in care in order to
support consistency in patient management within this setting.

As part of the STP, two initiatives that could be rolled out across the region are:

9 Group consultation in general practice T this supports patient education and
improves productivity by delivering support and care advice to groups of diabetic
patients together.

9 Addressing practice level variation to ensure that every practice is offering consistent
care and support to tackle those at risk of developing type 2 diabetes, and helping
those with the disease to Alive well 0
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Vii. End of Life

Context

National context

The NHS has set out a national goal to personalise End of Life care, particularly through in-
creasing the number of people able to die in the place of their choice, and involving the pa-
tient and their families in their care decisions. More broadly, and in line with NICE guidance,
the 'Five Priorities' have been identified. These priorities are:

to recognise people approaching the end of life in a timely manner

to communicate with them and their families in an accessible and sensitive way and

support them with relevant information.

1 The person should be involved with their care decisions and offered holistic as-
sessments in response to their changing needs.

9 Emotional, practical and social support should be offered to patients and their fami-
lies throughout the process.

1 A personalised and detailed plan should be agreed upon with the person and their

families and delivered in a kind, compassionate and consistently competent manner.

T
1

Local context

Within south west London it is estimated that the annual spend on end of life care is £93m
wWhere o6end of | ifebé is defi ned).Amosnd£6bmofthast 90
spend is estimated to be attributable to care in an acute hospital setting (70% of total costs

on end of life care). In turn, the percentage of people dying in hospital is higher in south west

London than across London, however south west London does have fewer people dying in

hospital than some other SPG areas in the capital.

26

Data from the NHS Atlas of Variation (Right Care) shows that performance across the six
CCGs are in the bottom three quintiles for the following measures related to end of life care:

1 Percentage of all deaths that occurred in usual place of residence by CCG
1 Percentage of all deaths that occurred in hospital by upper-tier local authority.

I n addition to this, NHS Londonés Strategic CIlin
London-wide level, there is a complex care environment with poor sharing of information.

There is variation in commissioning and provision of end of life care. This situation needs to

be addressed in order to deal with an expected 18% rise in deaths (currently there are

around 47,000 deaths per year across London, rising to 55,000 by 2030) and the growing

population of older people (there is a 66% rise in the number of people aged 65 or over by

2041). At London level, only 37.8% of people die in their usual place of residence compared

to 45.5% nationally.

There is a significant amount of work being undertaken across south west London to in-
crease the number of people who die in their preferred place. For example, in Wandsworth a
coordination centre has supported 86% of people to die in their preferred place, and in Sut-
ton 450 people have been added to Coordinate My Care (CMC) in the last year, with 75%
dying in their preferred place and only 18% dying in an acute setting. The CCGs across

26 Based on data from Georghiou and Bardsley (2014) for the Nuffield Tr ust on AExpl oring the cost of ca
and ONS data (2014) on fADeaths registered in England and Wal eso.
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south west London are working collaboratively, sharing learning and best practice regarding
End of Life Care, while recognising that not all initiatives will work across all of the
boroughs. They are building on experience of systems such as CMC, while also recognising
that the CMC system does require further development and infrastructure support.

Data from a national survey of perceptions of bereaved carers shows that London performs
worse than the national average in certain areas. Fewer carers in London felt that:

Overall quality of care was outstanding or excellent (35% in London, 42% nationally)

The patient was always treated with dignity and respect by hospital nurses (46% in

London, 51% nationally)

1 The patient was always treated with dignity and respect by hospital doctors (52% in
London, 60% nationally)

1 Care from district and community nurses was excellent (34% in London, 45% nation-
ally)

T They had been given enough support at

London, 59% nationally).

1
1

Key initiatives

Current initiatives in south west London

It should be noted that a number of key initiatives are already well underway within CCG
areas across London. In most instances, each CCG has developed local solutions to
address issues around End of Life Care in their area. There is also an eagerness to continue
to develop local solutions, with some consistency across areas where it is beneficial in terms
of quality and finance to do so.

Some of the existing initiatives which are already underway include:

1 Croydon i end of life care services which allow people who need an urgent
response to be seen within two hours and be provided with multi-disciplinary
community services and the development of a medicines optimisation strategy.

1 Kingston i a number of practices have piloted the new CMC-EMIS connectivity, and
work is underway to maximise CMC usage by GPs

1 Merton i expansion of their existing End of Life scheme in 2 specific areas:

(1) delivery of case management approach for non-specialist palliative care cases
within the district nursing service; and
(2) increasing the extent of the hospital at home service

1 Richmond 1 provision of end of life care via a palliative care nurse and psychological

worker (Mental Health) to ensure advanced planning takes place

Sutton i work through the Care Homes Vanguard project (see further details below)

Wandsworth 7 an end of life care co-ordination centre, including a Marie Curie HCA

service to provide care packages to fast track patients.

= =

In addition to this, in the Sutton CCG area there is a Care Homes Vanguard project under-
way. This builds on work which has already been undertaken with care homes in this area.
In 2015/16 the Sutton Vanguard Programme will be focussed on three new interventions:

1 Anintegrated, proactive model of care

1 A quality and safety dashboard to allow for monitoring of quality and safety indica-
tors, to support early intervention and prevention of avoidable incidents and illness.

1 Arobust education and training programme for staff, through an online education and
training platform and bespoke courses.
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https://www.emishealth.com/products/emis-web/

Please refer to Appendix A section iii for more details.

The CCGs across south west London are also working collaboratively to utilise the London
Clinical Net wor kés Commi s s i o mempove the duality bflendst f or
of life care across south west London.

Additional initiatives to be explored in south west London

From a workshop and a series of follow-on conversations held with representatives from
each of the CCGs in south west London in mid May 2016, a number of further initiatives
were identified. This group felt that these initiatives, when fully implemented, would provide
an opportunity to improve quality of care and reduce costs associated with the provision of
end of life care in south west London. In summary, the initiatives (in order of priority as
agreed by the group) are listed below.

1. Identification of patients in their last year of life through education and training for all
staff

2. Developing a commissioning specification for acute End of Life care

3. Co-ordinated care/ enhanced use of Co-ordinate My Care (CMC)

4. Work with care homes.

We will also engage with the workforce action group and IM&T programme in respect of the
staff and investment in Coordinate My Care needed to support these initiatives.
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vii.  Engaging Patients and Communities
South west London is committed to engaging patients and communities through:

1. A step change in patient activation and self-care
2. Expansion of personal health budgets and choice

Progress in these areas is important because:

i There is a strong moral and ethical case for developing a health and care system
which starts with what matters to people, what skills and attributes they have, and
recognises the contribution strong communities can make to support health and
wellbeing.

1 There is growing evidence that suggests person- and community-centred
approaches lead to better outcomes.

1 People are keen to take a more active role in managing their own care and support,
working with professionals to design and deliver care in a personalised way.

1 Advances in digital technology offer new opportunities to support and enable self-
care.

I There are opportunities to improve outcomes for individuals and their experiences of
services, whilst meeting the multiple challenges of: growing demand from an ageing
population; increasing prevalence of long term conditions; fragmented and
unsustainable models of care and an unprecedented financial challenge.

1 More evidence is needed on what interventions work best in different circumstances,
how to embed and scale the most effective approaches to achieve best case ROI
and the system levers to enable spread.

Patient Activation

Patient activation refers to patientsd willingn
manage their health and care. Itr el at es to an individual 6s knowl
skills and ability to take on roles to self-manage their own health and healthcare. Evidence

suggests that investing in supporting patients to become more activated will be critical in

enhancing the potential of self-care and delivering improved outcomes for individuals for

example through improved health & wellbeing; increased engagement in healthy behaviours

such as exercise and healthy eating and less health-damaging behaviours such as smoking

or drug-use; and improved uptake of preventative interventions e.g. screening and check-

ups.

Patient activation in south west London
A range of schemes are in place to support activation, such as:

1 Increased engagement in healthy behaviours as promoted by Public Health and
including activities relating to exercise and healthy eating (highlighted under
Prevention and Early Intervention in the main STP document).

Improved uptake of preventative interventions e.g. screening and check-ups

Access to self-care information hubs to navigate people towards appropriate
community-based services and resources

1 CCGs engagement with community groups, third sector organisations and faith
groups to co-design community-based initiatives to support delivery of innovative
local services

Peer education and support.

Use of PAM tool (a tool for methodically assessing how activated a patient is and
what to do with that information, to improve outcomes).

=a =

= =
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Personal Health Budgets (PHBS)

Personal health budgets are a way of enabling people with long-term conditions and
disabilities to have greater choice, flexibility and control over the healthcare and support they
receive, and to be more involved in discussions and decisions about their care.

A personal health budget can be offered to the following categories of people:

T People receiving NHS Continuing Heal t
already have a right to have a personal budget

People who have high levels of needs but are not NHS Continuing Healthcare, but
who have health needs which would be suitable.

Children with education, health and care plans (EHC) who could benefit from a joint
budget from the NHS and social care

People with learning disability and/or autism and high support needs

People who make ongoing use of mental health services

People with | ong term conditions for
outcomes, resulting in more acute services usage; and

People who need high cost, longer term rehabilitation e.g. people with an acquired
brain injury and spinal injury.

E|

= = =4 =9 =

Across south west London, commissioners and local authorities along with users and carers
are working together to assess health and social care needs and support more personalised
support packages. This involves using personal budgets (including direct payments),
personal health budgets, or integrated budgets to ensure a more personalised approach to
care. It involves working together to allow maximum choice and control and individualisation
to be taken on board. South west London CCGs are working together to share best practice
and co-produce the local offer for personalised health budgets.

CCGs are promoting greater integrated approaches with providers so that work is aligned to
clinical need, developed in partnership with healthcare professionals as well as achieving the
outcome families hope to achieve with personalised support packages.

South west London is also now scoping work to develop a plan with milestones for improving
the uptake of personal health budgets and patient choice by 2020, particularly in maternity
and end of life care (which includes plans to ensure more people are able to achieve their
preferred place of care and death). It is recognised that CCGs need to increase their rate of
implementation of personal health budgets in order to meet the mandate commitment of
between 50,000-100,000 PHBs in place by 2020. It is also acknowledged that there is a
large support programme in place to help CCGs implement PHBs. Staff across south west
London are engaging in this and seeking to roll out best practice across colleagues and
teams.

Examples of priorities across south west London
Self Care:

- Exercise

- Counselling
services

- Relaxation tips

Personal Health

Budgets (focus LTCs

& disabilities):

- People with
learning disabilities
(Target 85% offered)
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Choice

Service Example of expansion of choice:
Area:

Maternity
Services

End of Life
(EOL) Care

Elective Care

T

One of t he recommendati ons ogf
out comes of maternity service

6Personalised car e, centred 01l
family, based around their needs and their decisions, where they
have genuine choice informed b

South west London has recently been successful in becoming one
of the seven Maternity Personalisation and Choice Pioneers to test
out and develop new ways of increasing choice for women as well
as trial personal maternity budgets.

Part of this work will involve developing resources to enable
women to make informed choices, including place of birth, and to
develop a personalised care plan based on their choices. This
information could be given to women at their booking-in
appointment and throughout their maternity journey, if and when
their needs change.

The pioneer scheme will seek to deepen as well as widen the
choices available to women across CCG boundaries, by attracting
new providers into its areas and by empowering women to take
control in decisions about the care they receive to meet their
needs and preferences.

As a pioneer region, NHS England and other national partners will
support and work with south west London to develop and test new
approaches, and promote their national adoption.

South west London's focus for personalisation in EOL care is to
support professionals in having conversations with people nearing
the end of life and develop a care plan to support their wishes;
particularly to increase the proportion of people dying in their
preferred place of death.

Local initiatives include promoting uptake of Coordinate My Care
(CMC), a web-based record used to share information about a
patient, their care and their preferences for treatment in acute and
community settings.

Implementing CMC has increased the amount of people dying in
their preferred place of death significantly to 75% of patients in
Sutton.

For elective care, south west London is currently focusing on
providing choice. For example, when being referred for elective
care by their GP, patients have the choice of where to book their
appointments through the O6Choo:

In particular, within south west London there are numerous day-

case settings from which patients can choose, and beyond this,
patients can request to see a consultant if they so choose.
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IX.  Learning Disabilities

In south west London we are taking a life course approach ensuring that services for

learning disabilities are available for all ages. To achieve this we will set out the vision and

standards of care needed through childhood, adulthood, to healthy older age; the process of

transitioning services will also be key to this approach. This will be delivered through person-

centred care. We also have a particular focus upon the national programme of action
ATransforming Care Partnershipso (TCPs), which a
learning disabilities and autism away from institutional models of care, closing some

inpatient provision which is no longer the most appropriate care and strengthening the

support available in the community. Thii®a vision
national plan to develop community services and

Furthermore people with learning disabilities have poorer health than the general population,
although many of the health problems are avoidable. These health inequalities often start
early in life and result, to an extent, from barriers they face in accessing timely, appropriate
and effective health care. The impact of these health inequalities is serious because as well
as having a poorer quality of life, people with learning disabilities die at a younger age than
their non-disabled peers. Men with learning disabilities die, on average, 13 years sooner
than men in the general population, and women with learning disabilities die 20 years sooner
than women in the general population. Overall, 22% of the learning disabled population were
under the age of 50 when they died.

Key changes
Areas for focus include the following:
1. Reduction in the use of inpatient treatment, including Length of Stay and following a
crisis
2. Increase in the use of Care Treatment Reviews (CTRs) for all those in inpatient care
and those oO0at risk?©o
3. Development of services for those with a behaviour that challenges
4. Improvement in the health of people with learning disabilities , including a reduction
in the mortality rates

Key characteristics of our approach are set out below.

New Model of Care
Given that learning disability is a lifelong condition it is vital that people encounter a

seamless transitonastheymove from chil dren and young peopl e
services. The majority of people with a learning disability will be supported in the community
and by their GP,with6r easonabl e adjustmentsd. This will en

mental health needs are met and will lead to an improvement in the health of people with
learning disabilities, together with a reduction in mortality rates. All people with learning
disabilities will be offered an annual health check in primary care and a health action plan, if
required. For those requiring treatment at hospital due to physical health needs, a Health
Passport will also be offered.

By basing most learning disability services in the community this will improve access to
community resources that promote social inclusion and positive wellbeing, including access
to education, training and employment and appropriate housing. All care packages will be
person-centred and the use of personal health budgets will be actively promoted. Increased
community services will also impact upon inpatient treatment as the change will lead to a
reduction in length of stays and out of area placements; and ensure treatment is undertaken
in the least restrictive setting.

35



For those at risk of needing inpatient treatment (for example because of their challenging
behaviour) there is a need to continue to develop community-based crisis services and a

workforce trained in Positive Behavioural support in order to help reduce avoidable inpatient

admissions. All those in inpatient care or at risk will be subject to a care and treatment

review, chaired by a CCG Commissioner, to ensure that individuals get the right care, in the

right place that meets their needs, and that they are involved in any decisions about their

care.

Learning Disabilities - Key characteristics of our approach

As part of SWL
TCP, improved
community &
crisis provision to
prevent inpatient
admission

Improving
access by
extending use of
liaison services

Supporttackling
health
inequalities by
increasing the
uptake of annual
health checks

Community

and crisis
Provision

Transforming care

Primary &

Secondary

care liaison
services

Personal

Health
Budgets

partnership

Positive
Behaviour
Support

Tackling wider health inequalities

Uptake of
health

checks

Involvement

in decisions

Expand uptake
of personal
budgets &
personal health
budgets and
advocacy
services

Supportthe
workforce with
positive behavioural
supporttraining

Improved
participation in
society and support
to assistwith gaining
sustainable
employment
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National Context

In March 2015, as part of the Five Year Forward View, NHS England commissioned an
independent review of maternity services in England. The review was completed at the end

of December 2015 and a report of the findings
maternity services in Englandd was published i
vision for maternity services in England for the next five years and makes the following
recommendations for action:
9 Personalised care, centred on the woman, her baby and her family, based around
their needs and their decisions, where they have genuine choice, informed by
unbiased information
9 Continuity of carer, to ensure safe care based on a relationship of mutual trust and
respect in |line with the womands deci sions
9 Safer care, with professionals working together across boundaries to ensure rapid
referral, and access to the right care in the right place; leadership for a safety culture
within and across organisations; and investigation honesty and learning when things
go wrong
9 Better postnatal and perinatal mental health care, to address the historic
underfunding and provision in these two vital areas, which can have a significant
impact on the life chances and wellbeing of the woman, baby and family
1 Multi professional working, breaking down barriers between midwives, obstetricians
and other professionals to deliver safe and personalised care for women and their
babies
1 Working across boundaries to provide and commission maternity services to support
personalisation, safety and choice, with access to specialist care whenever needed
1 A payment system that fairly and adequately compensates providers for delivering

high quality care to all women efficiently, while supporting commissioners to
commission for personalisation, safety and choice.

Initiatives/priorities for south west London are aligned with these national recommendations.

Local context

In 2014/15, there were ~21,000 births by women living in south west London. Of these,
16,000 gave birth in south west London units and 5,000 in units outside of south west
London.?” Over the last 5-10 years there have been small increases in the number of births
and the projected increase in births by 2021 in south west London providers is expected to
be 0.6% per annum?.

27 Secondary User Services figures 2015/16
% Derived from Trust activity data as part of south west London financial diagnostic, 2016
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South west London is an urban and suburban area with wide ethnic and demographic

diversity; some electoral wards house women in the most deprived quintile for the UK and
others accommodate some of Londonbdés wealthiest
mixed populations.

There are four maternity services provided across five acute sites. There are five alongside
midwife-led units, and no standalone midwife-led units. The table below summarises the
current provision across south west London. Deliveries in alongside midwife-led units
accounted for ~16% of total births in south west London. However, the proportion of normal
births was much higher which would support the shift of deliveries from obstetric to midwife-
led care.

Acute provider

Croydon Croydon Health Services NHS Trust
9 Obstetric unit
1 Alongside midwifery unit

Kingston Kingston Hospital NHS Foundation Trust
I Obstetric unit
1 Alongside midwifery unit

Merton/ St Georgebs University Hospitals N
Sutton / 1 Obstetric unit
Wandsworth 1 Alongside midwifery unit

Epsom & St Helier Hospitals NHS Trust
1 Obstetric units at St Helier and Epsom Hospital
1 Alongside midwifery units at St Helier and Epsom Hospital
T NB. Epsom Hospital mainly serves Surrey population but is
included within the south west London planning footprint for the
STP as part of Epsom & St Helier NHS Trust.

Richmond Kingston Hospital NHS Foundation Trust
I Obstetric unit
1 Alongside midwifery unit

Richmond population also served by West Middlesex Hospital.

Outcomes and intervention rates vary widely between maternity units i see below.
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Local challenges

A South west London| i es in the wor st per f oxperiégnobegof quart i
maternity services (2015)%
A South west London neonatal mortality and stillbirth rate per 1000 births in 2013 was
6.51. This was better than the national average. However, there was significant
variation in the figures across individual south west London CCGs (5.50 i 7.30)%. In
2014/15 the stillbirth rate per 1000 live births in south west London was 4.9

A 352.4% of women are still smokers at the time of birth against a national average of 12%.

A Rising maternal age is leading to increasing complexity

A Services are organisation-focused rather than woman-centred

A Key clinical staffing standards are not met, or not met consistently. 8 out of the 27
London Quality Standard maternity standards are not currently being met consistently
by trusts in south west London®®.

A No units are currently meeting the London Quality Standard of providing 168 hour
obstetrician presence on a labour ward.

A In the 2015/16 financial year all trusts made progress towards achieving a minimum of
98 hours obstetrician presence with 98 hours achieved for Epsom and St Helier,
Kingston, Croydon and 132 hours for St Ge o r gHogpisal as at December 2015.

A Continuity of carer could be improved

A Hospital and community postnatal care experience can be poor

A There is variation in quality and quantity of antenatal care provided by GPs

A Screening programmes are not always well integrated with maternity services, and

there is variation in uptake and follow up
A The current home birth rate is only 1.8% (2014/15).

Vision

Our vision for maternity care in south west London is to provide consistently high quality
healthcare that supports women to have a normal healthy experience as well as caring for
higher risk, more complex births. In particular, maternity services in Southwest London will
be designed in a way that:

Prepares women and their partners for pregnancy and parenthood through education
and up-to-date, evidence-based information

Provides care to women as individuals, with a focus on their needs and preferences
Invests in improving continuity of care and carer, with a strong emphasis on
midwifery-led care for normal pregnancy and birth

Provides care which meets the London quality standards for all women and their
babies

Values and takes on board feedback from the women we look after and their families
in order to drive continuous improvement in the quality of care.

o Do oo e

A south west London maternity specification has been agreed and contracted to support
delivery of the maternity vision in south west London through development of best practice
and new models of care.

29 CQC National Maternity Services Survey i 2015, south west London STP Data Pack, April 2016
30 CCG OIS Indicator 1.25, south west London STP Data Pack, April 2016

% south west London Maternity Dashboard, 2014/15

%2 south west London Maternity Dashboard, 2014/15, HSCIC

* south west London Maternity Services Specification - 2016/17
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| mpl ementation and ownership

TheSsouth MWersdbMaternity Net wor k, whi ch has been
working under thea&@Gsphodsubé phewiud édr sveist Lond
wi || be responstheembhoerdietiyvenytoétives in the
commi ssioners and cl ismiudiha nne sfto dtopnedcombss t he

We ar e rfafrittgher | i st of initiatives, including wh
Mat ernity Chonalei saantdi ofmerPsiooneer during 2016/ 17.
undertaken in partnership with NHSE to scope the
I'n Iline with the recommendations of thenNational
dertaken to d&nd tshterre reqvtonevre t he governance and st
ensure full success of delivery as a | ocal mat er
in supporting the i mplementation of these-plans
ty Rwevriecommendatsioountsh awcersassLondon
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Xi. Mental Health

Our approach

In south west London we are taking a life course approach to ensuring good mental health
and well-being for all ages. To achieve this we will set out the vision and standards of care
needed from conception (Perinatal), through childhood (CAMHS), working ages to healthy
older age. We are focusing on prevention, screening and early intervention and putting in
place clear pathways to improve access to services which provide timely, effective,
personalised, compassionate care for all mental health conditions across all settings of care.
We welcomed the recent publication of the Five Year Forward View for Mental Health and
will embed the recommendations in our implementation plans.

We have identified three areas of focus:

1. Promoting prevention, emotional wellbeing and early intervention
2. Living well with mental health, with a focus upon recovery
3. The provision of Acute services, including crisis.

Our mental health transformation programme recognises that mental and physical health

and wellbeing are interrelated and as such mental health will be referenced throughout the

STP, given that ment al health is everybodyo6s bus:c
there are barriers between mental and physical health systems, even though mental health

interventions can contribute to improving a person® overall wellbeing and specifically in the

recovery of those with conditions including long term ill health, medically unexplained symp-

toms, and pain management.

Our Challenge

By 2020 the south west London population is forecast to increase by 4.7% with an increase
in the BAME (Black, Asian and Minority Ethnic) population of 1.8%. Based on national
prevalence figures, there could be up to an estimated 330,000 people in south west London
with mental health illness by 2020*. There were 14,704 people with a severe mental illness
known to their GPs in south west London in 2014/15%.

We will be required to meet a growth in demand that is only partly due to an increase in the
number of people living in south west London. As the awareness of the importance of good
mental health and wellbeing grows, together with an increase in screening and early
detection, more people with common mental health problems, such as anxiety and
depression, will be accessing services. This is in line with the Five Year Forward View.

The majority of people with a mental health illness will be supported in the community and by
their GP. This will mean that we will have to put in place the tools to allow GPs and other
community professionals to support people across the spectrum of mental health iliness. The
focus will not only be on services such as IAPT (Improving Access to Psychology Therapies)
but also supporting more people with serious mental illness (SMI) in community settings.
For these patients the requirement is not only that their health needs are met but also to
ensure that they can access community resources that maintain positive mental health in

34 Estimates based on national prevalence figures by age group (‘Adult psychiatric morbidity in England’, HSCIC 2009), and
using CCG Registered populations with ONS CCG growth projections applied.
% Severe mental illness profiles', Public Health England
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order to achieve their goals. These resources include access to education, training and
employment; appropriate housing; friendships and employment.

Our aim is to prevent people from experiencing avoidable inpatient admissions, particularly
via the current acute crisis pathway. We know that currently there are too many people being
admitted into an inpatient mental health bed as there is no other alternative care available for
them. Sometimes, due to the pressure on inpatient beds people are placed out of area,
which we know often leads to a prolonged length of stay and less positive outcomes. For
those who are placed out of area, beds will be made available locally. Furthermore, in
accordance with the recommendations of the Five Year Forward View, we aim to end out of
area treatments by 2017. Overall, the plan is to develop services to reduce the need for
inpatient treatment. These may include: crisis cafes; crisis house; psychiatric decision unit;
rolling out the challenging behaviour services.

When an inpatient admission is the most appropriate care option for an individual we will
ensure that their inpatient care will be close to home, in the least restrictive setting, and be of
therapeutic benefit with the length of stay kept to a minimum.

We also recognise that we need to do more to integrate physical and mental health services.
We know that we need to improve the physical health of people with severe mental iliness to
reduce their premature mortality rates. Furthermore, the recovery of patients with long term
physical health conditions is often prolonged when their psychological needs are not
acknowledged or met.

Our Plans for our Priority Areas

We aim to transform mental health services in south west London to meet these challenges,
delivering the three priority areas that we have identified, as well as wider requirements set
out in the Five Year Forward View for Mental Health. Among these developments is the
implementation of the Crisis Care Concordat and new and enhanced services such as IAPT
and Psychiatric Liaison. We are also conscious that mental health has an important place in
and across the STP and therefore we will ensure that there is strong evidence of mental
health being appropriately addressed in all STP work streams.

We will work collaboratively with partners to commission and deliver mental health services,

moving to an outcomes-based approach and away from the Obl
historically been used to fund mental health services. We have established a south west

London Mental Health Network to develop these relationships.

We will continue to focus on achieving Parity of Esteem for mental health and physical
health. This will lead to the reduction of stigma and the willingness of people to seek early
help for their mental health issues. We also want to encourage more people locally to seek a
career in mental health to secure a sustainable workforce for the future.
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Xil. Planned Care

Context

National context

El ective care accounts for around 18% of provid
rising to over 30% if outpatient spend is included. It represents 34% of activity in acute

specialist trusts, 23% in acute teaching trusts and 21% in district general

hospitals *

Finance:
9 Elective care accounted for 14% of south west London acute providers' total annual
income in 2015/16
1 Elective & OP care together accounted for 30% of south west London acute
providers' total annual income in 2015/16
Activity:
M Elective care accounted for 20% of spell s ar
2014/15
9 Elective care accounted for 14% of spells and 13% of bed days at south west London
acute providers (including St George's) in 2014/15 (Secondary User Services,
SLAM).4
Local context
In 2014/15 there were 27,000 elective inpatient spells (SUS) across south west London
providers (excluding Specialised Commissioning).

There are currently four providers providing elective care across five sites/settings of care in
south west London. They are:

Croydon Health Services NHS Trust

Epsom and St Helier University Hospitals NHS Trust
Kingston Hospital NHS Foundation Trust

St George's Healthcare NHS Trust.

= =4 =4 =4

Most of the providers across south west London achieve 92% of the Referral to Treatment
standard within 18 weeks, with St George& being the only provider to miss this target.

36 Helping NHS provides improve productivity in elective care, Monitor 2015
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Referral to Treatment - % within 18 weeks (for
incomplete pathways)

98%

96%

94% -

92% - - - - - -- - —
90% - —
88% - —
86% - : : . . . .

Croydon Kingston Epsom St Helier St Georges  Royal Marsden England

. Nov-15 Dec-15 Jan-16 = = Target

A significant number of patients from South West London are treated outside SW London ,
for example in the Royal Marsden NHS Foundation Trust. If their bed numbers are included.
Between them these five providers have approximately 330 elective beds. In 2014/15 south
west London also commissioned circa 8,000 elective care spells for patients from south west
London in non-south west London providers. For example, there were 753 elective spells for
cancer patients in the Royal Marsden.

Patients rightly expect to receive high quality planned care. We also know that some
planned care can be subject to long waiting times, cancellations for non-clinical reasons and
unnecessary treatment delays. Planned care is, therefore, an essential area of focus in our
STP. We are committed to improving local planned care services so we better meet patient
needs and ensure patients receive high quality, personalised care safely and efficiently.

Key initiatives
Current initiatives in south west London

Improving planned care services is directly aligned to one of the six characteristics of high
guality and sustainabl e he achande inahe drodactivityeof sy st e m

elective care®’s . This charact er i s tplammed ccaeefservices atrass theh e ne e c
healt h system to be O6designed and managed from st
guality, and achieve a major step-c hange i n productivityo. Ther e

centres across south west London will be able to deliver high quality treatment, develop
expertise, and use the most modern equipment available.

There are three groups working across south west London supporting the development of
more effective and efficient elective care:

3 Everyone counts: Planning for patients 2014/15 to 2018/19, NHS England, 2013. Retrieved from:
http://www.england.nhs.uk/wp-content/uploads/2013/12/5yr-strat-plann-guid-wa.pdf
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1. Planned Care Task and Finish Group i this group has been tasked with defining the
different elements that will make up the future acute model of care to enable a (non-
site-specific) list of all possible whole-system models. The outputs of this group is in-
corporated within Appendix C of this document.

2. The Demand Management and Provision Group i this group is focusing on moving
Outpatient activity into the community.

3. The south west London Elective Care Commissioning Network. This group is made
up of the Elective Care Lead Commissioners from the six Clinical Commissioning
Groups across south west London and they are taking forward a number of initiatives
including:

T
T

1

=A =4 =4 8- -8=9

Introduction of standardised pathways and protocols

Introduction of effective performance management systems® across south west
London

Reduction itnt einDdiod tNortouAgh better us e-
tion of virtual clinics

Ring-fencing of elective care beds

Improved access to diagnostics (08:00 to 20:00hrs)

Expansion of one stop diagnostics

Improved networking and referral management

Theatre productivity review and sharing best practice

Consistent application of HAProcpmolicur es
Improve access to Psychological Therapies (Mental Health) for patients with long
term conditions or those who are being treated conservatively (e.g. chronic pain).

Many of these initiatives have workforce, IM&T and estates implications, for example, altered
shift times for diagnostic staff, the need for improved radiology interoperability and network-
ing and sharing of services.
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xiii. ~ Public Health

Introduction

The Five Year Forward View s et s o ut t hat a Oradical upgrade

i mprove peoplebs |ives and achieve financial sus
Sustainability and Transformation Plans (STPs) provide the NHS with an opportunity to work

closely with local government and other local partners to build on existing local efforts and

strengthen and implement preventative physical and mental health interventions.

Context

Public health is a key area of focus for the STP - preventative interventions have an
important part to play in stemming the tide of long-term physical and mental health
conditions, and increasing health and care costs.

The NHS spends more than £15.5 billion per annum® treating illness which directly results
from alcohol and tobacco consumption, obesity, hypertension, falls, and unhealthy levels of
physical activity. Most of this treatment is avoidable.

Mental iliness is the largest single source of burden of disease in the UK: no other health
condition matches it in the combined extent of prevalence, persistence and breadth of
impact. It is consistently associated with deprivation, low income, unemployment, poor
education, poorer physical health and increased health-risk behaviour, with wider costs in
England amounting to £105 billion a year. Healthcare costs attributed to alcohol
consumption in south west London are estimated at approximately £72m* and healthcare
costs related to smoking in south west London are estimated at approximately £39m.*

Mental health is inextricably linked with physical health and wellbeing. Most mental illness
begins before adulthood and often continues through life. Improving mental health early in
life will reduce inequalities, improve physical health, reduce health-risk behaviour and
increase life expectancy, economic productivity, social functioning and quality of life.

Poor physical health also increases the risk of mental illness and is associated with key
public health conditions such as obesity, alcohol misuse and smoking, and with diseases
such as cancer, cardiovascular disease, chronic lung disease and diabetes. Despite this,
prevention of mental health problems and promotion of positive mental wellbeing often
receives limited attention in health improvement work, and is not well integrated with action
on other priority public health issues such as tobacco, alcohol or obesity.

Creating conditions in which people can live healthy lives for as long as possible, changing
peopl eds unhe a landkhys inipmving the physicasand mental health and well-
being of our population, are integral to reducing the risk of illness, premature deaths,
disability, and health inequalities. Improving the physical and mental health and wellbeing of
our population also has an impact on the demand for health and care services, leading to
savings in the longer term i ultimately contributing to the sustainability of the health system.

38 https://www.england.nhs.uk/wp-content/uploads/2016/05/stp-aide-memoire-prevention.pdf

39 Alcohol Concern, 'Alcohol Harm Map'
“ Action on Smoking and Health, 'Local Cost of Tobacco: Ready Reckoner' (2015)
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There is overwhelming evidence that changing unhealthy behaviours can have a major
impact on some of the greatest causes of mortality and morbidity such as cancer, diabetes,
and some forms of dementia. Mental wellbeing is also a fundamental component of good
health. Mental illness is hugely costly to the individual and to society, and lack of mental
wellbeing underpins many physical diseases, unhealthy lifestyles and social inequalities in
health.

The Wanless Report (Wanl ess 2004)71 whare lévélsnoé d

public engagement with health are high, and the use of preventive and primary care services
are optimised, helping people stay healthy i as the best option for future delivery of NHS
services. This scenario requires changes in unhealthy behaviours to be at the heart of all
disease prevention strategies.

Tackling the main unhealthy behaviours and improving mental and physical health are
fundamental to closing our health and wellbeing gap and preventing ill health.

Approach

In order to achieve maximum benefit, it is essential to work with local authorities and other
partners across the health and care system and adopt a multifaceted approach to tackling
unhealthy behaviours 7 deploying a range of interventions and techniques ( policy,
education, technologies, and resources) which are targeted and delivered at different
population levels:

1. Whole population/place-based
2. Community

3. Individual

4. Digital

The following sections provide examples of successful interventions that are taking place
across south west London and potential good practice interventions to be rolled out across
the CCGs under the STP.

In order to drive this approach forward, it is essential to engage the workforce across the
system so as to co-produce plans from the outset which will achieve the change and shift
necessary for a radical upgrade in prevention.

Whole population/place-based approach

Interventions aimed at the population as a whole are key to targeting societal influence on
behaviours, reducing the exposure to risk factors which might prompt unhealthy behaviours,
and creating an environment where healthy choice is the easy choice.

Population-based approaches are tailored to change specific behaviours and deployed to
target the public at the source e.g. in shops or in their homes. Planning, licensing and pricing
mechanisms (e.g., sugar tax, alcohol pricing, etc.) are all cost-effective means to change the

environmental factors which impactonani ndi vi dual 0sereixsgrbwing evwence.

that, compared with individual interventions, population level interventions cost around five
times less and are more cost-effective in reducing health inequalities.

Examples of actions include:
A Fiscal and legislative interventions e.g. increasing the cost of cigarettes; banning

promotions on alcohol; banning smoking in cars with children; mandating plain
packaging for cigarettes; and licencing restrictions
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A Point of sale promotions and interventions i working in partnership with retail outlets
and food companies to offer nutritional information on food packaging and units on
alcohol; and healthy food promotions

A Promoting health messaging through national and local advertising and media
campaigns

Current initiatives in south west London

A number of boroughs have identified specific planning, licencing and pricing measures.
Croydon, for example, has introduced an alcohol licencing zone scheme where off-licences
have committed to stop selling cheap beer and cider products above a certain alcohol
content or alcohol by volume (ABV). It has also introduced restrictions on the sale of alcohol
in four cumulative impact zones across the borough. Richmond has also undertaken joint
work with the Met Police on local licensing decisions and restrictions have been imposed on
premises due to alcohol related incidents.

Benefits
The benefits of these initiatives will be realised in the longer term as they impact on culture
and behaviour and are expected to include:

A Reduction in disease prevalence (alcohol related admissions, smoking prevalence,
number of adults overweight);

A Reduction in crime and disorder;

A Financial savings due to reductions in unhealthy behaviours.

Required investments

A number of population-wide initiatives have been identified within south west London and
the costs of these are expected to be negligible as they are based on implementing
legislation. However, substantial time and support will be required to work with local
authorities to influence changes in legislation.

Key considerations

Population level interventions have the greatest benefit if they are supported by local

government. This will require local authorities to seek support for the approach through the

democratic process and achieving a pan-south west London approach will be challenging to
achieve. However, giving pol i ti ci an sublica ma n d
debates/ conversation6é is one way forward and s
London approach.

In order to successfully take this proposal forward, it will be essential for Directors of Public
Health to work together with key individuals within the NHS and wider local authority in order
to give traction, gain momentum and identify implementation plans across the whole of south
west London.

Whilst population-based initiatives have centred on alcohol within this section, the principles
could be applied to other unhealthy behaviours e.g. sales promotions for food/high sugar or
fat content items.

Community-based approach

Community-based interventions are applied to social/family groups, geographical locations,
or subgroups of the population such as cultural groups; with the aim of identifying and
building on the strengths and relationships to create healthier environments.
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Example of specific actions include:

A Supporting local organisations and businesses to promote health messages and
healthy work place initiatives;

A Facilitating the creation of healthy places i better air quality, transport, and housing.

A Supporting organisations or voluntary groups that promote participation in leisure
activities;

A Promoting healthy catering in workplaces and in public vending machines.

Current initiatives in south west London

There are a number of community-based interventions currently being implemented in south
west London boroughs. These interventions focus on creating healthy environments around
places of work or education through promotion of physical activity, addressing emotional and
mental wellbeing and physical health issues, and reduced accessibility of unhealthy foods.

For example, Croydon has also introduced a number of education-based and school
partnership programmes, including the food flagship programme. The programme is
focussed on transforming the local food environment by raising awareness about the
importance of eating nutritious meals to tackle obesity and reduce health inequalities.

According to Healthy London Partnership data on cost savings and return on investment,
initiatives of this kind offer benefits over the long-term through generally improving the health
and physical, emotional and mental wellbeing of targeted groups.

Community-based services are variable between each borough and address many of the
following topics: weight management, unsafe alcohol and drug use, tobacco, smoking,
weight management, physical activity, falls prevention and mental and emotional wellbeing.

South west boroughs are now pulling together these services under an online single point of
access which links to the community health hubs that provide integrated lifestyle services.
These integrated services offer online, face-to-face or group behaviour change advice and
support. They are also linked to community assets such as the leisure providers,
pharmacies and charities such as MIND. CCGs will support and work collaboratively with
local authorities to support the development of these hubs to maximise best use of existing
resources, ensuring the offer is of a high standard throughout south west London.

A community hub with a single point of access offers the benefit of increased and improved
communication between agencies and professionals delivering services. This will enable
more appropriate, targeted support, and allocation of resources. It will also enable a higher
visibility of services. The better accessibility of staff will facilitate improved relationships with
clients, and facilitate an increase in opportunities to share positive and consistent health
messages.

Across south west London, councils are signed up to delivering the London Healthy
Workplace Charter, which recognises and rewards workplaces for investing in workplace
health and wellbeing. It provides a series of standards for workplaces to meet in order to
guide them to creating a health-enhancing workplace. A commitment to this initiative should
be included in future service specifications and contracts.

The Charter aims to support staff to model healthy behaviours and this should increase their
confidence in championing healthy behaviours among their client groups, as part of our
approach to Making Every Contact Count (MECC). MECC extends across frontline
professionals in healthand soci al car e, including staff who
does not only address health-related behaviours; it can also be applied to health and social
care challenges such as loneliness and isolation, winter warmth, access to new technologies

49



and active travel. Service specifications, contracts and job descriptions should reference
MECC as it is a key commitment in south west London.

Benefits
Community-based approach interventions could yield a number of benefits including:

A Reduction in disease prevalence (alcohol related admissions, smoking prevalence,
number of adults overweight)

A Reduced burden on Primary Care

A Reduction in crime and disorder

A Increase in active participation of local non-NHS community services

Required investments
In order to achieve these initiatives investment will be required in several areas:

A Identifying workforce or community volunteers to drive forward community initiatives

A Training workforce to support community-based activities

A Prioritisation of joint working with organisations and businesses in the community to
work together

A Identifying resources throughout southwest London for residents and how best to
utilise these resources

Key considerations

Developing community approaches on a south west London basis should be led by local
authorities. Directors of Public Health should work together with key individuals from across
the health sector, wider local authorities and London Assembly (planning, housing, transport
etc) to develop plans for implementation, identifying how to upscale many of the positive
initiatives that are currently implemented across south west London.

Individual

Individual or 1:1 based approaches are focused on interventions which help and support
people to understand and manage their unhealthy behaviours through:

A Promoting the benefits of behaviour change;

A Planning a manageable way to change and adapt;

A Developing coping strategies to prevent relapse; and

A Supporting ways to commit to changing behaviours by setting goals.

South west London will be putting together a system-wide strategy to provide preventative
support for specific groups. This will include building a Making Every Contact Count (MECC)
and Social Prescribing strategy.

MECC is a method of providing opportunistic brief advice on health behaviours so that local
residents or patients are encouraged to make positive lifestyle changes for better health.
This will be focused in areas of high return on investment within hospital services and by the
Fire Service as par visitsod thetviinerabte papdlation and thoséMeith | 6
complex conditions. Some approaches already adopted include working with health
champions from the workforce, communities and groups and local leaders, e.g., local
councillors (Merton and Richmond).

Social prescribing links patients in primary care and other community settings to sources of

support within the community that are available to them. It provides a non-medical referral
option that can operate alongside existing treatments to improve health and well-being or
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prevent ill-health. The social prescribers can utilise the resources that are already existing:
for example, the single point of access community health hubs.

Social prescribing should focus on promoting community assets and building social capital
within communities. This is very much a partnership between primary and community care,
local authorities and the voluntary and community sector, operating at borough level and
with a bespoke approach in each hub.

Benefits
As a result of these individual interventions a number of benefits are expected including:

High rate of effectiveness (for the smoking interventions)
Reduction in alcohol related admissions

Reduction in smoking prevalence

Reduction in severely obese people.

Too oo Too Too

Key considerations

To be most effective, service-based individual approaches need support from the NHS in
order to be scaled up and rolled out in a systematic way. Public health allocations are
decreasing and cannot support the investment that is required to reach all those who would
benefit from these interventions.

The key challenge here is that investment is required upfront, with returns and benefits
several years later. Current incentives within the health system do not support this longer
lead-in and capitated budgets and longer-term contracts need to be considered.

Digital

Digital approaches offer an alternative to individual or 1:1 service level interventions and
present an opportunity to reach a wider group at a lower cost.

Whilst digital approaches are still largely experimental, many areas are developing them to
complement their traditional service level approaches, i.e. drug, alcohol and smoking
cessation services. There are also many regional and national digital campaigns that we can
better utilise. The development of more digital based approaches may mean that service-
based individual interventions can be refocused to support more vulnerable and at risk
groups 1 for example, supporting mental health and wellbeing 1 leading to more targeted
interventions. Interventions should be included in service specifications and contracts if they
are to have a population-wide effect.

Current digital initiatives

There are a number of London and national digital campaigns that encourage healthy
behaviour changes for targeted groups and whole populations. These include: Change 4
Life, One You and Start4life.

There are also a number of digital campaigns in development that we should support and
adopt such as the London Sexual Health Transformation Project and the universal digital
option to support smoking cessation.

Based on HLP data, digital approaches to smoking cessation have been identified as

achieving one of the highest net savings. Wandsworth is leading a project with Tower
Hamlets, on behalf of the London borough Directors of Public Health, to develop a universal
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digital option to encourage and promote smoking cessation. It is anticipated that this will be
in place by 2017. This involves an evidence-driven programme through various channels:

An app

E-mail

Web-interface

A smoker 6s Hoaskdsuppaontwol)( we b
An online community

Text2Stop.

Too Too T Too o To

The London Sexual Health Transformation Project will offer online information about sexual
health, online triage, signposting and the option of ordering self-testing kits. This will be
complemented locally by GUM clinics opening longer hours and integrated care, linked more
closely with primary care.

South west London is a first wave adopter of the National Diabetes Prevention Programme,
a behavioural change programme designed to support patients to lose weight and adopt
healthier behaviours in order to slow the progression of diabetes diagnosis. In addition to
this scheme, there is potential to upscale digital risk assessment tools as a first step in
identifying patients at risk of developing type 2 diabetes earlier, and providing support (i.e
referral to the National Diabetes Prevention Programme if eligible) and improved
management to address contributing unhealthy behaviours in a primary care setting

These avenues could be used to help provide online support, online exercises, tracking of
progress, tracking of monetary savings and other supporting information.

Benefits
As a result of using digital mechanisms a number of benefits could be realised including:

A Healthier behaviour
A Higher engagement and access
A Low cost and high returns.

Key considerations
In order to provide digital solutions in the most cost effective way, a pan-London approach,
rather than a regional approach, may be preferable.

In order to successfully implement this proposal, it is recommended that CCGs, local authori-
ties and Public Health work together to develop a timeframe and plan for implementation and
consider the application of this technology to wider unhealthy behaviours.
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xiv.  Transforming Primary Care

South West Londondés Vision for Primary Care

Primary care is pivotal to the delivery of effective healthcare across south west London. It is
important in tackling the needs of the population and the changes we know our local popula-
tions want to see. Our vision is informed by the publication from NHS England London re-
gion: Strategic Commissioning Framework (SCF) for Primary Care. Our vision is under-
pinned by supporting quality, and aims to deliver:

1  Accessible care: which is timely and responsive to individual needs for routine and
urgent advice and care and is not limited to consultations in the surgery.

1 Coordinated care: which is holistic, provides continuity and reassurance for patients
whose condition and complexity of care, require it.

1  Proactive care: which focuses on prevention, encourages self-management and
supports the overall health and wellbeing of the population.

This will be enabled by:

Financial investment

Increased skill mix and new roles

Utilising technology to improve access and create capacity
Estates that are fit for purpose

Increased efficiency through working at scale

=A =4 =4 =4 =4 =4

Delegation of commissioning to CCGs to optimise local transformation

Priorities for primary care in South West London (reflected in the General Practice For-
ward View)

]

GENERAL PRACTICE

w Bd B 9O

Investment in Workforce Infrastructure & Workload / Ten Care redesign &
primary care recruitment & technology High Impact access
retention Actions

As a result we will support primary care and help ensure that:

1 General practice is enabled to take collective responsibility for the health of their
population.
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1 There is an increase in the use of technology to create additional capacity and ac-
cess.

1 GPs and practices are enabled to be the key co-ordinator of care in communities,
working proactively with community services, mental health, and social care and
specialist services.

Key to delivering this vision and supporting the wider integrated health and social care
agenda will be the delivery of the 17 specifications that form the Strategic Commissioning
Framework, in relation to accessible, proactive and coordinated care. The vision also aligns
with the aims of the General Practice Forward View (GPFV - published April 2016), which
recognises the need to invest and introduce new models of care within general practice as
well as supporting the workforce.

Implement ati on of the O06Ten High I mpact Actionsé (HI
Forward View, will be supported by the work underway around the accessible, proactive and

coordinated care specifications together with the role of south west London federations as

well as collaboration across the Community Education Provider Networks (CEPNS) in south

west London in supporting sustainability. For example, action around productive work flows

and personal productivity should help support improved efficiency and will involve training

and support arrangements for staff.

10 High Impact Ac- Supported by delivery of 17 specifications: The role of SWL feder-
tions : - ations & SWL CEPN
Access Co-ordinated Proactive
1. Active signposting P P
2. New consultation P
types
3. Reduce DNAs P
4. Develop the team P
Productive work P
flows
6. Personal produc- P
tivity
7. Partnership work- P P
ing
8. Saocial prescribing P P
9. Support self- care P P P
10. Develop QI exper- P
tise

Across south west London, work is underway to progress the vision and there are common
approaches amongst the CCGs around federation development, arrangements for enhanced
primary care access, patient online promotion, MDTs and risk stratification. There is also a
range of work underway to share learning and support local implementation, such as:

1 E-consult pilots

1 Telephone triage systems

1 Live well champions and care navigator role and function

9 Primary care role in care homes

1 Designing approaches to support improved integration, outcomes and patient experi-

ence

South west London will continue to build on this work and is committed to fully delivering the
17 specifications and aligning this to the General Practice Forward View.
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In 2016/17 priority is being given to the access specifications, which recognise the impact
that timely access can have on the wider system. For example, primary care has many
more interactions with patients than any other part of the NHS:

i1 Early diagnosis and treatment in primary care reduces harm and distress for patients.
1 Effective and timely responses can help minimise adults and children being treated in
emergency departments and so ease the pressure on A&E.

Figures 1-3 set out the timeline for south west London implementation of the access, coordi-
nated care and proactive care specifications respectively, followed by tables detailing how
actual implementation of each specification will be supported. Scoping and phasing of these
is underway, alongside financial modelling to better determine the ongoing resource implica-
tions and scale of provision.

Implementation of all the access specifications is planned by quarter 4 (Q4) of 2018/19, with
100% implementation across proactive and coordinated care planned by (Q4) 2019/20.

Figure 1: South west London SPG Primary Care SCF delivery timescale 1 Access

Table 1: How the implementation of the Accessible Care specifications will be sup-
ported across south west London

Al - Choice i Provision of access hubs to provide greater flexibility to patients
1 Increase in patient online and availability of online appointments and apps to
support patient education messages
1 Infrastructure availability and review for accessibility (e.g. hearing loops)
1 PMS contract review should assist - although finalisation of this review is still
being worked through
A2 - Contacting the | § Website development at practices to provide email consultations
practice 1 Patient online promotion for online booking
1 Telephone booking systems enabled
i PMS contract review - although finalisation of this review is still being worked
through
A3 - Routine hours i Federation development
A4 - Extended 1 Mix of hub arrangements to support extended opening
hours i Shared medical record implementation
i PMS contract review - although finalisation of this review is still being worked
through
A5 (Same day ac- i Triage schemes such as Doctor First or AskmyGP being piloted in parts of south
cess) west London
1 Telephone triage systems being tested in a number of practices
A6 (Urgent & emer- | § Training of practice staff to identify emergencies
gency care) 1 Engagement at CEPN level to determine any additional training to support staff to
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