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LONDON BOROUGH OF TOWER HAMLETS
HEALTH SCRUTINY PANEL
Tuesday, 24 January 2012

6.30 p.m.
APOLOGIES FOR ABSENCE
To receive any apologies for absence.
DECLARATIONS OF INTEREST
To note any declarations of interest made by Members, including those restricting

Members from voting on the questions detailed in Section 106 of the Local Government
Finance Act, 1992. See attached note from the Chief Executive.

PAGE WARD(S)
NUMBER AFFECTED
UNRESTRICTED MINUTES 3-8
To confirm as a correct record of the proceedings the
unrestricted minutes of the ordinary meeting of Health
Scrutiny Panel held on 18" October 2011.
REPORTS FOR CONSIDERATION
Overview of NHS Tower Hamlets Commissioning 9-122
Strategic Plan
Tower Hamlets Health Scrutiny Panel - Review of 123 - 140
Consultation Events
Overview of Sexual Health Services in Tower Hamlets 141 - 166

Budget Proposals for 2012/2013 for Adults Health and 167 - 218
Wellbeing Directorate

ANY OTHER BUSINESS WHICH THE CHAIR
CONSIDERS TO BE URGENT
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DECLARATIONS OF INTERESTS - NOTE FROM THE CHIEF EXECUTIVE

This note is guidance only. Members should consult the Council’'s Code of Conduct for further
details. Note: Only Members can decide if they have an interest therefore they must make their
own decision. If in doubt as to the nature of an interest it is advisable to seek advice prior to
attending at a meeting.

Declaration of interests for Members

Where Members have a personal interest in any business of the authority as described in
paragraph 4 of the Council’s Code of Conduct (contained in part 5 of the Council’s Constitution)
then s/he must disclose this personal interest as in accordance with paragraph 5 of the Code.
Members must disclose the existence and nature of the interest at the start of the meeting and
certainly no later than the commencement of the item or where the interest becomes apparent.

You have a personal interest in any business of your authority where it relates to or is likely to
affect:

(a) An interest that you must register

(b) An interest that is not on the register, but where the well-being or financial position of you,
members of your family, or people with whom you have a close association, is likely to be
affected by the business of your authority more than it would affect the majority of
inhabitants of the ward affected by the decision.

Where a personal interest is declared a Member may stay and take part in the debate and
decision on that item.

What constitutes a prejudicial interest? - Please refer to paragraph 6 of the adopted Code of
Conduct.

Your personal interest will also be a prejudicial interest in a matter if (a), (b) and either (c)
or (d) below apply:-

(@) A member of the public, who knows the relevant facts, would reasonably think that your
personal interests are so significant that it is likely to prejudice your judgment of the
public interests; AND

(b) The matter does not fall within one of the exempt categories of decision listed in
paragraph 6.2 of the Code; AND EITHER

(c) The matter affects your financial position or the financial interest of a body with which
you are associated; or

(d) The matter relates to the determination of a licensing or regulatory application

The key points to remember if you have a prejudicial interest in a matter being discussed at a
meeting:-

I. You must declare that you have a prejudicial interest, and the nature of that interest, as
soon as that interest becomes apparent to you; and

ii.  You must leave the room for the duration of consideration and decision on the item and
not seek to influence the debate or decision unless (iv) below applies; and

D:\moderngov\Data\AgendaItemDocs\6\7\4\AI00029476\$5mvm305q.dﬁ
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iii. You must not seek to improperly influence a decision in which you have a prejudicial
interest.

iv. If Members of the public are allowed to speak or make representations at the meeting,
give evidence or answer questions about the matter, by statutory right or otherwise (e.g.
planning or licensing committees), you can declare your prejudicial interest but make
representations. However, you must immediately leave the room once you have
finished your representations and answered questions (if any). You cannot remain in
the meeting or in the public gallery during the debate or decision on the matter.
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HEALTH SCRUTINY PANEL, 18/10/2011 SEC
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LONDON BOROUGH OF TOWER HAMLETS

MINUTES OF THE HEALTH SCRUTINY PANEL

HELD AT 6.35 P.M. ON TUESDAY, 18 OCTOBER 2011

M72 7TH FLOOR, TOWN HALL, MULBERRY PLACE, 5 CLOVE CRESCENT,

Members Present:

LONDON, E14 2BG

Councillor Rachael Saunders (Chair)

Councillor Lesley Pavitt
Councillor Denise Jones
Councillor David Edgar
Councillor Dr. Emma Jones
Councillor Helal Uddin

David Burbridge

Co-opted Members Present:
David Burbridge

Guests Present:
Jane Milligan

Dr Somen Banerjee
Bill Williams

Dr Ruma Bose
Officers Present:
Mary Durkin
Deborah Cohen
Sarah Barr

Robert Driver

Antonella Burgio

(THINK)

(Borough Director, Tower Hamlets, NHS East
London & the City)

(Director of Public Health, Tower Hamlets, NHS
East London & the City)

(Tower Hamlets CAMHS, East London NHS
Foundation Trust)

(Tower Hamlets CAMHS, East London
FoundationTrust)

(Service Head, Youth and Community Learning)
(Service Head, Commissioning and Strategy,
Adults Health and Wellbeing)

(Senior Strategy Policy and Performance Officer,
Strategy Policy and Performance, One Tower
Hamlets, Chief Executive's)

(Strategy, Polocy and Performance Officer, One
Tower Hamlets, Chief Executives)

(Democratic Services)
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HEALTH SCRUTINY PANEL, 18/10/2011

4.1

The Chair welcomed Councillor Helal Uddin who had recently been appointed
to the Panel and thanked retiring member Councillor Asad for his contribution
to the Panel’s work.

She also welcomed guests from health service bodies, Dr Somen Banerjee
and Jane Milligan of NHS East London and the City; Bill Williams, Manager
and Dr Ruma Bose, Consultant Psychologist from Child and Adolescent
Mental Health Services (CAMHS) and Kay Riley, Chief Nurse, Barts and The
London NHS Trust, Sarah Mussenden, Director of Finance, Barts and The
London NHS Trust and Mark Mann, Head of External Communications, Barts
and The London NHS Trust, who had been invited to present reports to the
Panel.

At the Chair’'s request, all in attendance introduced themselves.

APOLOGIES FOR ABSENCE

No apologies for absence were received.

DECLARATIONS OF INTEREST

No declarations of personal or prejudicial interest were made.
UNRESTRICTED MINUTES

The Chair MOVED and

It was agreed that the minutes of the meeting of the Panel held on 26 July

2011 be agreed as a correct record and signed by the Chair.

In regard to minute 4.2 resolution 1, Members enquired whether monthly
detailed performance report made to Barts and the London NHS Trust had
been provided to the Senior Strategy, Performance and Support Officer. The
Panel was informed that the report had yet to be supplied but this would be
followed up by the officer.

REPORTS FOR CONSIDERATION

Joint Strategic Needs Assessment — Presentation by Public Health

Dr Banerjee, assisted by Jane Milligan, gave a presentation summarising the
key findings at sections 4 and 5 of the JNSA report in the categories of
population, social determinants of health, and health and wellbeing throughout
the course of someone’s life

Dr Banerjee highlighted the following matters:

* The needs identified had not changed since the last JSNA, however,
given the Government’s drive for economies to be made, there would
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HEALTH SCRUTINY PANEL, 18/10/2011 SECTION ONE (UNRESTRICTED)

be less money available to meet these needs.

* The Community Plan was the route through which needs would be
addressed and it was therefore necessary that this be reviewed
regularly to ensure that provision remained reactive to the demography
of the area.

* Resources were being channelled through locality based strategies
therefore it was important to take advantage of these opportunities
offered by these.

» There were lower local levels of cognitive development in Tower
Hamlets compared to the national average. Noting Marmot’s
conclusions on the effects of child poverty on development Dr Banerjee
highlighted that prioritising early years was critical for future health and
well-being.

* Marmot’s recommendation to extend the role of schools in supporting
families.

Dr Banerjee summarised that there was progress to be made in terms of
embedding healthy lifestyles and around targeting.

In response to questions from the Panel, the following information was
provided:

» The Council could help strengthen partnership working by promoting
working between agencies involved in children's health and well-being,
children’s social care and schools. The Children and Families
Partnership was a partnership whose role was to consider matters
relating to children and worked closely with different service elements.
Schools and children centres were a focal point in developing the
Children’s Health and Well-Being strategy.

* Improving the Health and Well-Being strategy was key to improving
outcomes as each component of the partnership could only do so
much on its own. Improvements could also be achieved by better
engagement of suppliers.

» Patterns of hazardous drinking did not correlate with circumstances of
social deprivation.

» The data presented at page 31 of the report which outlined the
proportion of total budget spent on adult social care was more than
one-year-old. Areas of underinvestment had been addressed since
these data had been published. In addition members were asked to
note that there was higher than average spend on home care services
and that this service was still provided free to residents of the borough
presently.

* GPs had annually refreshed finance packages they were able to use to
promote health strategies for healthy lifestyle choice advice to clients.

* Observed rates of dementia under-diagnosis were the result of a
combination of late presentation and under diagnosis. Therefore
services were looking to campaigns to get people to seek help early
and in this respect more work could be done at primary care level.

o “Carers” were not well defined in society and therefore much more care
took place in the community than was formally recognised.
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HEALTH SCRUTINY PANEL, 18/10/2011 SECTION ONE (UNRESTRICTED)

* Pharmacies had under-used resources. This was not well explored in
the JSNA but was a useful area that could be boosted. Tower Hamlets
LINk wished to see more done on holistic approaches to people with
co-morbidities. The panel was advised that a detailed piece of work
had been produced as part of the JSNA on pharmacy which would be
provided to the Panel.

The Chair recLuested that NHS Commissioners be invited to the Panel’s
meeting on 24" January 2011 to speak about strategy.

Action: Sarah Barr
RESOLVED
That the report noted
4.2 Child and Adolescent Mental Health Services

Bill Williams General Manager and Dr Ruma Bose, Consultant Psychiatrist,
Child and Adolescent Mental Health Services (CAMHS) presented the report
circulated agenda item 4.2 which provided a summary of how the issues of
demographics, partnership working, demand and capacity, the referral system
and accountability in governance is related to CAHMS. In response to
questions from the Panel, the following information was provided:

* Adult mental health services supported those over 18 years whilst
CAHMS dealt with referrals up to age 18. The transition between youth
and adults provision might not be seamless as a gap could occur
where referrals were made around age 17.

» Public engagement in performance monitoring was achieved through
regular user forums. There had been consultation on the structural
changes recently implemented and the service operated a robust
complaints mechanism. It was the General Manager’s view therefore
that strong attention was given to feedback.

* A client consultation would be undertaken where referrals to CAHMS
were made by teachers. An educational psychologist would also be
involved prior to a CAHMS referral.

» Carer support work, in the main, was family based. Parents were
directed to support groups to enable direct contact and support to be
given to families. In addition there was access to bilingual co-workers.

* Most concerns for the CAHMS service arising from necessary cuts in
funding were that efficiencies had already been made and had been
achieved without staff losses. However should more efficiencies be
required, this might result in a reduction in clinicians and therefore
reduced capacity. Should this occur, it would then be necessary to
apply tighter thresholds to the service that will be delivered.

RESOLVED

That the report to be noted.
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HEALTH SCRUTINY PANEL, 18/10/2011 SECTION ONE (UNRESTRICTED)

4.3

Proposed merger of Barts and the London, Newham and Whipps Cross

A presentation was given by Kay Riley, Chief Nurse, Barts and The London
NHS Trust, Sarah Mussenden, Director of Finance, Barts and The London
NHS Trust and Mark Mann, Head of External Communications, Barts and The
London NHS Trust to update the Panel on what had happened in the last few
months in relation to the proposed merger of Barts and The London, Newham
and Whipps Cross Hospitals and provide an overview of the planning process.
The merger team highlighted the key areas emerging through the
development of the full business case, the key challenges and risks and the
journey ahead.

In response to questions from the Panel, the following information was
provided:

» The main motivators for the change to provision were, patient benefits,
financial challenge, service transformation that could be achieved for
East London and a financial position that would enable Whipps Cross
and Newham hospitals to determine their own future.

* The executive team believed in the proposals and the clinical groups
were looking at strategies therefore they did not feel that it had been
oversold.

» Most of the best performing health organisations were foundation trusts
and these models had achieved throughout the England and Wales.

» The hospitals’ continued accessibility was not in question as at present
the only changes proposed were in the structure of the Trust.
Additionally the business case for the merger had been built on the
basis of no change to services.

» The first stakeholder event had dealt with general matters following
which stakeholders had raised a number of issues. The forthcoming
stakeholder event was intended to be more specific and would answer
concerns that had been raised at the first event.

» It was not intended that there should be increased back-office costs.
There would be costs around integrating IT; these had been factored in
and would be transitional. Additionally to save back office costs, the
new Trust Board was looking at linking existing IT systems rather than
purchasing a new one. Following this it was anticipated that there
would be savings in back office functions through economies of scale.

» A Panel Member was concerned that transport links across the three
sites would be insufficient and asked the Trust Board to engage with
Transport for London to explore how integrated transport links could be
achieved. Kay Riley, Chief Nurse, Barts and The London NHS Trust
acknowledged that transport links were issues for staff as well as
patients
The Chair agreed to write a letter to Transport for London raising this

matter.

Action: Councillor Rachel Saunders

* A draft engagement strategy had been developed utilising all
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HEALTH SCRUTINY PANEL, 18/10/2011 SECTION ONE (UNRESTRICTED)

opportunities to engage. The Trust Representatives agreed to work
with the THINks to ensure that engagement was appropriately
targeted.

* Regarding possible changes to doctors working arrangements to
enable 24/7 cover, joint rosters were already in operation and that this
would be further worked on to incorporate out of hours cover. It was
noted that the financial advantage of avoiding costs of bringing up the
levels of Whipps Cross and Newham hospitals could be avoided
because Barts and the London already neared the specification level
for 24/7 cover. Additionally the merger of three Trusts gave good
prospects for the establishment of a foundation trust.

* The Trust timetable needed 12 months clear trading to demonstrate
monitor compliance however the Trust was asking the Department for
Health to extend this to impact of job losses least.

RESOLVED
That the presentation be noted.

5. ANY OTHER BUSINESS WHICH THE CHAIR CONSIDERS TO BE
URGENT

The Chair discussed forthcoming business and requested that the Panel's
meeting in January include the following items:

* Budget proposals

» Feedback on Health and Well-Being Board - challenge session
» Budget strategy - how health is delivered going forward

» Councillor event with the merger team - challenge session

* a high-level strategy on commissioning sexual health

The meeting ended at 8.40 p.m.

Chair, Councillor Rachael Saunders
Health Scrutiny Panel
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Committee Date Classification | Report Agenda Item
No. No.

Health Scrutiny Panel 24 January | Unrestricted 5.1

2012

Reports of: Title:

NHS East London and the City & NHS Overview of NHS Tower Hamlets

Tower Hamlets Clinical Commissioning Commissioning Strategic Plan

Group

Ward(s) affected:
Presenting Officers:
All
Jane Milligan, Borough Director

NHS East London and the City; Sam
Everington, Chair of the Tower Hamlets
Clinical Commissioning Group; John
Wardell, Chief Operating Offficer, TH
CCG; Alistair Camp, Vice-Chair of NHS
East London and the City

1. Summary

This presentation aims to give the Tower Hamlets Health Scrutiny Panel an Overview of
NHS Tower Hamlets Commissioning Strategic Plan for 2012/13. This overview will include
a discussion around principles, priorities, budgets and aspirations for healthcare in Tower
Hamlets.

2. Recommendations

The Health Scrutiny Panel is asked to consider the information in this presentation.
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TOWER HAMLETS COMMISSIONING
STRATEGIC PLAN
2012/13 - 2014/15

Tower Hamlets CSP 12/13 (NHSL Submission) 28/11/11
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FOREWORD

NHS Tower Hamlets Clinical Commissioning Group (CCG) has led the strategy planning process for
2012/13. The CCG followed a robust process which initially included reviewing the local needs via
the Joint Strategic Needs Assessment (JSNA) and then reviewing the existing commissioning strategy
plans to offer assurance of future commissioning viability. Through-out this process the CCG,
working in partnership with Commissioning Support Services, has derived a set of prioritised
initiatives that are strategically relevant, achievable and owned by key stakeholders to allow us to
address the key healthcare priorities across the health care system.

The focus of the CCG will be to centre on commissioning the best quality care, driving better clinical
outcomes for our patients and improved performance of our providers. The CCG will take an
integrated approach to all commissioning related to the ‘Improving Health and Well-being strategy’.
This will add value to the commissioning process and ensure the strategy is well embedded into
partnership working between the CCG and other stakeholders such as the London Borough of Tower
Hamlets (LBTH), Barts and London NHS Trust (BLT), East London Foundation Trust (ELFT), Patient and
Public Involvement Groups, Public Health, Health and Wellbeing Board and other key Providers.

This is both an exciting yet challenging year ahead but with the support of the Clinical
Commissioning Services and the commitment of NHS TH CCG we are confident we can continue to
commission quality services to meet the needs of the local population.

ek
é‘f’v"ﬁﬁ'\ EVQ"J"V\{J\(J 48
|
|
|
\

Sam Everington
Chair Tower Hamlets Clinical Commissioning Group

Tower Hamlets CSP 12/13 (NHSL Submission) 28/11/11
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INTRODUCTION

The NHS Tower Hamlets Commissioning Strategic Plan (CSP) describes how we will continue to
improve the health outcomes of our local population, improve the quality of health services over the
next 3 years, and do so while delivering a balanced budget. There are four main cornerstones to our
CSP:
® The health needs of the local population: Public Health have refreshed our Joint Strategic
Needs Assessment (JSNA) highlighting the most pressing health needs of the borough. This
year we have looked at identifying these needs across the life course of our residents.
e The long term aspirations for the borough set out in our key strategies such as the Tower
Hamlets Community Plan and the Improving Health and Well-being Strategy 2006-2016.
These strategies are supported by our Primary Care Investment Plan and our Integrated Care
Plan
e Reviewing the current programme of investment to ensure it remains appropriate and
effective, and identifies new areas for investment and service redesign
e A continuous review of the quality of our services to ensure that, as well as delivering best
value for money, they are delivering better health outcomes and a better experience for our
patients.

The health needs of our population are well-known and well documented. We continue to face the
challenge of reducing health inequalities and addressing deprivation.

This year we have seen changes in our provider landscape. The integration of the NHS Tower
Hamlets Community Health Services (CHS) with Barts and the London NSH Trust (BLT), the new Royal
London Hospital, and the emergence of Clinical Commissioning Groups, all give us tremendous
opportunities to further develop integrated care. We have also continued to develop our primary
care estate. In June this year we opened the new Dunbridge Street Health Centre in partnership with
the London Borough of Tower Hamlets

In the coming year, the prospect of a merger between our three sector acute trusts: BLT, Newham
University Hospital Trust, and Whipps Cross University Hospital Trust also present us with real
opportunities to work with

Our new Health and Well-being Board (HWB) is bringing together health services, local authority and
the local community together in meaningful dialogue to support more effective commissioning,
chaired by the Mayor of Tower Hamlets, Lutfur Rahman. To support this, an integrated public
seminar was jointly coordinated between the CCG and LBTH. Professor Sir Michael Marmot
presented an analysis of how the learning from the government’s review of health inequalities can
be applied to Tower Hamlets.

Tower Hamlets CSP 12/13 (NHSL Submission) 28/11/11
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We have made very real progress in improving the health of our children through a highly successful
immunisation and vaccination programme which has seen us move from being among the bottom
25% of boroughs to top of London in coverage. Our care packages continue to provide support to
people with long-term conditions keeping them from having unnecessary hospital admissions,
engaged in the community and experiencing improved health.

Over the coming three years we will continue to embed our plans for integrated care across primary,
secondary and social care through an alignment of our resources, by working more closely with
providers and the local authority to jointly address health inequalities and supporting the Mayor’s
Pledges, such as increasing housing stock, thus tackling health inequalities in a joined up way. We
already have clear evidence that our present initiatives are delivering improved service quality and a
better patient experience. We are confident that these initiatives, for example the Primary Care
Investment Programme and GP streaming in of A&E, will continue to deliver as planned.

As well as our programme of service redesign we will also be on making efficiency savings from the
current contracts we hold with acute, community, mental health and other contracts. We will look
to make efficiency savings on all contracts proportionately. We will be reviewing contracts that are
coming to the end of their terms to determine ways to more effectively deliver services through
combining contracts where this is possible, examining the current provider landscape to ensure we
are procuring the best available services.

We know that our population is continuing to grow and age, that their health needs continue to be
challenging, and that there are rising costs associated with health care, such as treatment and
medication costs. We have examined how those costs will continue to rise against a “do nothing”
scenario. Our projections are that if we do nothing but continue on with all our services and
contracts as they are, in three years time we will be facing a £30 million shortfall to cover our local
health costs. Therefore this year we are planning to ensure that this does not happen.

The CSP is not just about the financial investments. It is about how we will deliver better health
outcomes for our patients making sure that they are getting the most-effective interventions,
delivered in the right setting by the most appropriately skilled professionals. We have built local
networks and localities configured to deliver quality care in line with our plans.

We will be looking to review the local pathways for the care of the elderly, and continuing to
improve our planned care pathways. We will be expanding the cover of the Community Virtual Ward
across the whole borough which provides support to the vulnerable in our communities to avoid
unnecessary admissions to hospital. We will also be actively engaged in ELC wide programmes with
cancer and maternity services

This CSP has been in development since July 2011. All 4 Locality Commissioning meetings were asked
to identify areas for improvement, new investment or efficiency savings. This has been collated and
reviewed by the Clinical Commissioning Group Board, who, with the support of the NHS Tower
Hamlets Commissioning Support Services has been developing the identified initiatives. We are now

Tower Hamlets CSP 12/13 (NHSL Submission) 28/11/11
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in a further consultation period, where we are checking that all GP Clinical Commissioners are in
broad agreement with the borough approach.

Tower Hamlets CSP 12/13 (NHSL Submission) 28/11/11
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‘Reducing the inequalities and poverty
VISION that we see all around us, strengthening

Our vision for the borough is to improve the quality of life cohesion and making sure our

. . communities live well together’ Tower
for everyone who grows up, lives and works in Tower )
Hamlets Community Plan, One Tower

Hamlets. Our ambitions to reduce poverty and inequality, .
Hamlets Vision

bring local communities closer together, have public sector

organisations showing strong local leadership and have our

residents taking personal responsibility to improve their own lives are all brought together under the

banner of “One Tower Hamlets”.

Our vision is set out in the Tower Hamlets 2020 Community Plan, an ambitious strategy for an

aspirational borough, written following extensive consultation and conversations with local people

who told us what mattered most to them as residents of Tower Hamlets. It has four key ambitions:

e A Great Place to Live — providing decent and affordable housing

® A Prosperous Community — access to learning, helping local people to get work and local
businesses to thrive

e A Safe and Supportive Community — including preventing and reducing crime and supporting
vulnerable residents

e A Health Community — making easier for everyone to get the support and treatment they need
to live more healthily

We have a strong track record of partnership working in the borough which we will continue to build
on as is described in the documents that represent how we will achieve our vision. We will look at
three key documents in the following sections

The Tower Hamlets Community Plan

The Community Plan outlines how we will continue to reduce inequality and poverty, particularly
among the most disadvantaged in our borough, to ensure that everyone has the opportunity to
achieve their full potential. It has been refined to ensure that the

S ER— : borough is best placed to address its key issues and maximise

CommunityPlan

opportunities. It also captures the core objectives of the
borough’s new directly elected Mayor, as follows:
e Housing: Tackling issues relating to housing and
overcrowding
® Education: Continuing to improve on exam results and
improving the environments in which our young people
® Jobs: Getting local people into work, especially those who
are skilled and semi skilled workers.

Tower Hamlets CSP 12/13 (NHSL Submission) 28/11/11
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BY 2015:

Our services will be the best in the

country and will be recognised by the

people of Tower Hamlets as being so.

e Community safety: Continue to build on the way the police and
High quality services will be provided to a
dramatically regenerated borough, with
a population half as big again as it is now. through greater resourcing

They will offer equal access and choice to k .

every single person in the borough, e (Cleanliness: Ensuring our streets, parks and open spaces are
reflecting the diversity of the population,
and will be overwhelmingly staffed by
local people whose profile the they live.
community serves.

council deal with concerns of crime and anti-social behaviour

clean and tidy so that people can take pride in the area where

Nobody will have the experience of being This vision has been the basis of our previous Commissioning Strategic

asked for the same information twice by . . . . .
different  health and  social care Plans and this year will be no exception. We will continue make our

professionals: information  will  be visions a reality. With a continued emphasis and focus on how we can
controlled by the service user not the

professional, and subject to the control deliver more seamless and integrated care.
which be instantly available to everyone

who needs to see it wherever and

whenever the need arises.

Care will be experienced as if it were R .
provided by one organisation in a |mprOV|ng Health and We"' bEII'lg Strategy
completely coordinated and seamless
way, irrespective of the actual
organisational arrangements in place. Hamlets have taken an

The great majority of care will be mtegrated approaCh to

provided in the communities in which commissioning over a
people live, to in hospital and not in

institutional settings. It will, however, be number of years and

Together the London Borough of Tower Hamlets and NHS Tower

. ) Specialist
supported by the highest quality have ourjoint improving
secondary care services, with maximum
ease of access,. It will be largely Health and WeII-being Acute Sector
delivered in, or close to, people’s homes . . :
using modern technolopgy pto reduce Strategy (IHWB) which is xx,000 population
travelling and to ensure prompt our borough wide plan to

response. Borough

create a truly integrated .
1 x 280,000 population

Health, social care, voluntary sector and system built around Local
service user groups will work alongside

each other in high quality primary and Area Partnership based Localities
community care facilities, offering one 4 x 70,000 population
point of localised access to the full range
of services

individual, supported

networks of services.

Primary Care Networks
8 x 10 -20,00 population

The care and treatment of the individual
will be controlled by that by the best
professional staff. Services will be
embedded in their local communities, Our IHWB has five strategic aims:
drawing on all the resources of those

communities, and with a clear 4 Reducing inequalities in health
accountability to those communities.
Individuals will feel informed and enable
to take decisions on their care, whether e Developing excellent integrated and localised services

that be care by themselves or others.

Individuals will feel they really have a ® Promoting independence, choice and control by service users
choice.

® Improving the experience of those who use our services

® Investing resources effectively

Appropriate care and support will enable
more children to reach their potential,
supporting  schools in increasing
achievement to ensure our young people All our strategic documents are dynamic and evolving, and this year we
have the skills needed to access

employment, will refresh both strategies to ensure that we continue to meet the

ever-changing needs of our local population. Our IHWB review will have

Source: Tower Hamlets Vision for Health
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a particular focus on strengthening further integration by including acute care, mental health care
and community health service providers. The newly formed Clinical Commissioning Group (CCG) will
continue to support this overarching integration strategy as they take over responsibility for the
commissioning of services in Tower Hamlets in shadow form from April 2012 before full
authorisation in 2013/14.

This year we will strengthen the way we work with clinicians to redesign care pathways and
consolidate our clinical engagement with clinicians from primary care, acute care, mental health and
social care services. Continuing our effective clinical relationships will continue to deliver real health
improvements to our local communities by delivering the right care, at the right time and place, and
by the right mix of skilled staff.

The Tower Hamlets Commissioning Strategic Plan will outline the initiatives we are planning in
2012/13 to continue to realise our “One Tower Hamlets” vision over the coming three years.

CURRENT PROVIDER LANDSCAPE

Acute Providers

Barts and the London Trust (BLT)

BLT is the main provider of acute and specialist services for local people. The Trust is currently based
over 3 sites: The Royal London, St Bartholomew’s, and The London Chest, and is at the end of a
large and complex redevelopment. The Royal London will be Britain’s biggest new hospital, the
historic buildings of St. Bartholomew’s will be refurbished and, along with a major new building, will
create a Cancer and Cardiac Centre of Excellence. We are working actively with other
commissioners across north east London to ensure that the new BLT will deliver the twenty-first
century hospital care that we wish to commission.

Other Acute providers
¢ Moorfields Eye Hospital Foundation Trust
e Homerton University Hospital Foundation Trust
¢ Newham University Hospital Trust

Primary Care

We continue to invest in major capital development programme to deliver local services in an
integrated way across networks and localities in line with our IHWB strategy and linked with Local
Area Partnerships.

General Practice
We commission 36 general practices within Tower Hamlets to provide GMS/PMS services for local
people, all of which now offer extended hours opening.
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Community Pharmacy

There are 45 pharmacies locally. Tower Hamlets Pharmacies dispense around 220,000 prescription
items per month and provide all other essential services in the national Community Pharmacy
contract framework including the repeat dispensing service.

Dental Practices

We currently commission NHS dental services from 30 general dental practices within Tower
Hamlets. Contractual performance is managed through mid-year and end of year review meetings
with each dental contractor.

In line with the Oral Health Strategy, we are currently mid-way through a two-year programme of
major investment into dental services which includes the commissioning of a new dental practice
that will provide oral health promotion and prevention as well as treatment services.

Optometry
We currently commission 22 contractors operating from fixed premises and 19 contractors providing
domiciliary services, under the General Ophthalmic Services contract.

Community Health Services

In 2011 Tower Hamlets Community Health Service integrated with Barts and the London.
Community health services commissioned included Adult Community Nursing Services, Therapies
services, children and young people’s services among others

Mental Health
East London Foundation Trust is the main provider of inpatient and specialist mental health
community services, the latter in conjunction with Tower Hamlets Council.

Financial

In 2009/10 NHS Tower Hamlets spent 43% of its budget — equivalent to £225 million — on acute
secondary care for example, £75 million on commissioned services from the PCT’s provider services,
£77 million on primary care services excluding prescribing, and £58 million on secondary care mental
health services. This graph shows the budget allocation for 2011/12
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Direct Commissioning East Landon and City Mental
£53.3m Health Trust Cnhanced Primary Care
12% £37.6m Services
7% £40.9m
8%

Corporate Qverheads
£36.7m
7%

Non-NHS Commissioning,
£22.2m
4%

Community Health Services
£56.1m

Reserves
£33.0m
7%

Specialist Commissioning
£27.8m
Acute and Tertiary 6%
Commissioning
£191.1m
8%

Graph 1: Financial Allocation for 2011/12
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CASE FOR CHANGE

Tower Hamlets continues to face significant health challenges. Our residents experience more health
inequalities than most other parts of England, have lower life expectancies and experience higher
than average deprivation. Our population is on an upward growth trajectory, with an estimated
population of 267,000 by 2015, an increase of 25,000 from the 2010 population figures. It is
characterised by a more diverse, young and mobile population than elsewhere.

This section outlines the case for change, and focuses on three key, inter-related areas:

Health Challenges

Each year our Joint Strategic Needs Assessment (JSNA) pulls together all the information which is
available on the needs of our local population and analyses this to highlight the major health
challenges we face. This year our JSNA utilised the framework outlined in the national review of
health inequalities “Fair Society, Healthy Lives: A Strategic Review of Health Inequalities in England
Post-2010” led by Professor Sir Michael Marmot. This framework takes a broad approach to health
which encompasses the broader determinants of health, looking at the interaction of people with
their environment over the course of their lives from birth through to old age. We have used this as
our framework for understanding health and care issues across the lifespan (Figure 1).

Assas of sction

I Sustainaslla commandes and places
| ettty Standard of Living
[ oty Yoars | [kt |

; el =%
i co\l“",
__,__{1_ == i aa 7 b e st b b

Pronatsl | Proschool | School | Traiming | Employment Retirement

Famaly Buikding
Deprivation
Third Highest
IMD scone in
country

Life courss slages

Figure 1: Tower Hamlets compared to the Lifecourse model used in the Marmot Review

Quality Challenges

We aspire to constantly drive up the quality of our health and care services to make sure when
people access health and care services they are getting the most effective evidence-driven
interventions, delivered by the most appropriately qualified staff, in the most appropriate setting.
Understanding the patient experience of our services is a critical element of developing quality
services, as is continually monitoring the quality of service delivered by our providers.
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Financial Challenges

All of this ambition costs money, and like all other National Health Service organisations, NHS Tower
Hamlets must use its financial allocation smartly to make sure it is getting the best value for money
both now and on into the future.

We have adopted programme budgeting to help us manage the overall balance of our investment
programmes. The Department of Health Programme Budgeting initiative seeks to assess the pattern
of need that can be affected by health and social care interventions (allocative efficiency) which
results in maximum impact (technical efficiency) The investment portfolios of Primary Care Trusts
(PCTs) can then be benchmarked against national, regional and comparator areas. The findings for
Tower Hamlets in 2008/09 and 2009/10 are set out below in summarised form in which relative
spend is set against relative outcomes.

Whilst programme budgeting data can only raise high level questions about the relative
prioritisation of investment, it does highlight that as would be expected from an understanding of
need in Tower Hamlets, there is generally higher spend in those programmes identified in the JSNA
as areas of higher need than elsewhere (Figure 2)

Spend and Outcome relative to other PCTs in England
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Better Outcome Better Outcome
e “Neuro
.
20
Hith
.
15
10
2 GU )
s .
@ 05
N
®
H \QGasro | Po8  Muse soc M Bioog i
8 00 Tralma
5
3 .
= 05
g Dent
.
-0 Resp M.al
A
15
W v
20 i =
Viion End k 3
25
25 20 15 10 05 00 0s 10 15 20 25
Higher Spend,
Lower Spend, Worse Outcome
Worse Outcome
Spend per head Z Score

Figure 2: Programme Budgeting: Tower Hamlets 09/10 benchmarked against England PCTs (DH)

This is a significant shift from 08/09 programme budgeting data (Figure 2) in which cancer,
circulatory disease and respiratory disease were at the extreme end of the bottom left quadrant
(lower spend, worse outcomes).
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Spend and Outcome relative to other PCTs in England
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Figure 3 Programme Budgeting: Tower Hamlets 08/09 benchmarked against England PCTs (DH)
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The shifts in 2009/10 reflect the investment that was placed in cancer services and vascular disease

(care packages). The 2009/10 data indicates potentially lower relative investment in respiratory
disease. However, it would be expected that this would be reflected by 2010/11 data through

investment in the Chronic Obstructive Pulmonary Disease (COPD) care package, which is part of our

overall strategy addressing Long Term Conditions (LTC). Systematic review of programme budgeting

data and marginal analysis (the impact of changes in the balance of the overall investment) is set out

in the DH guidance on Annual Population Review and it is recommended that this methodology is
considered for clinical commissioning groups to inform future prioritisation of commissioning

options.

The following sections will examine each of these challenges in greater detail.
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HEALTH CHALLENGES: LIVING IN TOWER HAMLETS

Our approach

This year our approach draws heavily on the framework for addressing health inequalities set out in
the Marmot review (‘Fair Society, Healthy Lives, 2010) published in 2010. This highlighted how a
person’s health depends on the ‘accumulation of positive and negative effects on health and
wellbeing’ through the lifecourse and set out the evidence for action from before birth and
throughout the life course. It particularly emphasises the importance of early years as well as the
profound link between a person’s health and the ‘wider determinants of health’ such as income,
education, poverty, quality of housing, community cohesion and quality of local services

The recommendations of the Marmot report set out the evidence based policy goals to address
health inequalities as follows:

e Give every child the best possible start in life

e Enable all to maximise capabilities and have control over their lives

e (Create fair employment and good work for all

e Ensure health standard of living for all

e C(Create and develop healthy and sustainable places and communities

e Strengthen role and impact of ill-health protection

The Marmot review highlights the importance of thinking along the life course when addressing
health improvement and health inequalities. The benefit of this is that it encourages thinking around
the broad range of factors that impact on health at different stages of life and promotes an
integrated strategic approach across the partnership. In this way, it makes clear that improving
health and wellbeing in Tower Hamlets requires the concerted actions of a wide range of partners
across the PCT, council, voluntary sector and business. The following sections drill down on the
headlines set out above and sets out headlines, determinants, evidence and local strategies at each
stage of the lifecourse.

Health headlines

Life expectancy in Tower Hamlets is lower than the rest of country but continues to improve. Male
life expectancy is 75.3 years compared to 77 years nationally. Female life expectancy 80.4 years
compared to 81.1 years nationally. However, the life expectancy gap between least and most
deprived deprivation is 11.2 years in males and 6.5 in females. Geographically, ward life expectancy
varies by 8 years in males and 6 years in females. The clearest difference is between the two most
affluent wards and the variation is less marked between the other 15 wards.
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Female Life Expectancy, Tawer Hamlets, 2006-2009 Male Life Expectancy, Tower Hamlets, 2005-2009
(Source: The London Heatrh Programmes toolkit Source: The London Health Programmes toolkit

P

Figure 4: Male and Female Life
expectancy (by Ward)

N 4

Standardised Mortality Ratio

Standardised Mortality Ratia

Emergency admission rates are strongly linked to the deprivation and Tower Hamlets has amongst
the highest emergency admission and lowest elective rates in London. We are already addressing
this through a range of planned care strategies, including how we manage Long Term Conditions,
and our Care of the Elderly pathways

There are a number of demographic and socioeconomic factors that affect health and social care
need in Tower Hamlets. These are population growth (expected to increase by 25,000 in 5 years
from 242,000 in 2010), a relatively young population, a high degree of people moving in, out and
within the borough, ethnic diversity (51% non-white and 34% Bangladeshi) and high socioeconomic
deprivation (33% families live on an income less than £20k compared to 22% in London) and higher
than average levels of unemployment (12% are unemployed compared to 9% in London). 16 of 17
Tower Hamlets wards are in the 20% most deprived in the country (12 are in lowest 5%).

There are a number of characteristics of Tower Hamlets as a place that affects health and social care
need and that drive both inequalities between Tower Hamlets and elsewhere and those within
Tower Hamlets. Over half (54%) of the population live in social housing compared to just over a
third (37%) in London, levels of overcrowding are higher than the London average, green space is
limited (1.1 hectares green space per 100 people compared to 2.4 nationally), there is a high density
of fast food outlets (42 per secondary school — the 2™ highest in London), 46% residents perceive
high levels of antisocial behaviour (compared to 27% in London) and the rate of people killed or
seriously injured on the roads is significantly higher than the London average. The level of housing
growth in parts of the borough also has impacts on the environment, housing conditions and the
demographic mix of the population.

Mapping the ‘gap’ & identifying target areas
In order to identify target areas for action, the health ‘gap’ must be understood. This can be
achieved through modelling local mortality and morbidity data (including disease registers) and
16
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auditing performance. For example, analysis of primary and secondary causes of deaths; auditing
management of chronic disease to identify poor performance; using chronic disease registers to
estimate the potential of primary prevention interventions. This systematic approach allows us to
effectively plan interventions.

When initiatives and patient pathways are designed or re-designed and services reconfigured, plans
should take into account accessibility to patients (responding to needs identified through
appropriate public and patient engagement), effectiveness and cost-effectiveness. Trajectories of
disease and health may be plotted against national bench marks to estimate the likely impact of
proposed interventions and to prioritise action.

High impact interventions

Early years: risk assessment and risk management at pre-, ante- and post-natal appointments of
health behaviours (e.g. smoking, alcohol and diet); prevention of Sudden Infant Death Syndrome,
uptake of childhood immunisations and; support for breastfeeding

Public health behaviour change initiatives to reduce the social gradient at all ages may include very
brief advice incorporated in to all disease pathways; clear referral pathways for high-risk groups who
wish to quit smoking; an annual offer of support to stop smoking for all patients on disease registers
and; implementing targeted programmes to increase earlier clinical presentation and take up of
screening programmes.

Chronic disease registers should be used to ensure systematic, person centred care for management
and/or secondary prevention of key diseases, such as COPD, diabetes and CVD to achieve equitable
outcomes.

Annual medication reviews and support to patients with complex health needs from deprived
backgrounds will secure better management of priority diseases. Examples of outcomes achieved
through integrated working with the local authority include collaborative activities to identify a list
of vulnerable elderly/disabled individuals with complex caseloads that may require additional
support and form a register, for example, for the annual flu vaccination campaign.

Strategy

The Tower Hamlets Community Plan (including the Improving Health and Wellbeing Strategy) has
been the key strategy that addresses the recommendations of the Marmot review. The One Tower
Hamlets vision that provides the foundation for this is to ‘reduce the inequalities and poverty that
we see all around us, strengthening cohesion and making sure our communities live well together’.
Our vision outlines the importance of these strategies and through further integration and
localisation we will deliver real improvements to the residents of Tower Hamlets.
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Of particular relevance to localised approaches to addressing health inequalities in the borough are

the localisation agenda, the Local Development Framework, the housing strategy, the establishment

of Local Area Partnership level GP networks and Community Health Services localisation.

From a health care perspective, the principles of the National Support Team for Inequalities (which
visited Tower Hamlets in 2006) have been consistently applied to interventions to improve health
and social care outcomes and have strongly informed the priority we have placed on maternity

services, interventions to address behavioural risk factors, developing person centred care packages

in primary care and driving further integration of care.
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Being an adult v v v v v 4 v
Growing old v v v 4 4 v

Table 1: Key Strategies aligned to life course in Tower Hamlets

From a place perspective, the Local Development Framework is a major vehicle for shaping Tower

Hamlets into a place that builds health and well-being into everyday life. It is critical that health and
wellbeing impacts are factored into significant developments in the borough. In terms of developing

services, there is also a substantial opportunity to further drive more integrated and innovative
working at the locality level between the NHS and local authority as both move towards more
locality and sub-locality planning arrangement. The Community Virtual Ward will be a significant

driver of this approach for more complex patients.
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Tower Hamlets: JSNA Findings
The following table shows the key health headline findings from this year’s JSNA. It is reported

against each of the key life course stages.

Being born in
Tower
Hamlets

Growing up
in Tower
Hamlets —
Early Years

Growing up
in Tower
Hamlets —
Children and
Young
People
Being an
adult in
Tower
Hamlets

Growing old
in Tower

Hamlets

Infant mortality not significantly different to London (4.4 per 1000 live births
< 1year)

Higher percentage of low birth weight babies to London (9% compared to
7.5%)

By the age of 5 only 46% of Tower Hamlets infants have achieved a good
level of cognitive development compared to 56% nationally

13.3% are obese - 7% highest in the country

39% have experience of tooth decay compared to 31% nationally - declining

25.7% 10-11 year olds are obese (3™ highest in the country) - plateaued
g™ highest incidence of sexually transmitted infections in the country
2" highest rate of injuries (deliberate and unintentional) to children and
young people

17% reduction teenage pregnancy since 1998 (now average for London)
1in 10 children are estimated to have a mental health disorder

Amongst the highest premature death rates from the major killers in London
3" highest CVD

Highest Cancer mortality

5™ highest COPD

12,000 adults with diabetes and increasing (17,000 by 2020)

Amongst highest rates of HIV, TB and sexually transmitted infections

5" highest admission rates for mental health reasons in London

Levels of long term illness/disability 34% higher than national average (2001
census)

56% of 65-84 year olds report long term limiting iliness compared to 48%
nationally

80% of over 65s have at least one chronic condition of which 35% have at
least 3 co-morbid conditions

Evidence of under-diagnosis of dementia

2 highest stroke mortality in London

Falls admissions lower than London average high in some wards

Most people do not die in their place of choice (over 60% in hospital)

Table 2: Health Headlines across the life course

Determinants of health across the life course

Being born in Tower Hamlets
The evidence base highlights the importance of the prenatal period for future health. However, this
could mask particularly poor outcomes in certain population segments. In Tower Hamlets there is
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encouraging evidence of progress e.g. early access, improvements in patient experience and birth
outcomes are relatively good

Being born e High deprivation linked to low birth weight

in Tower e  45% of births to Bangladeshi mothers

Hamlets * 3.3% smoke in pregnancy but 16% white mothers

e Substance misuse, problem drinking, poor diet, poor mental health general
issues

e 17% reduction teenage pregnancy since 1998 (now average for London)

® Average early access to maternity services (improving but only 65%),

patient experience issue

Growing Up in Tower Hamlets — Early Years

Educational attainment is a major determinant of health. We have good early education, access to
childcare and support to family which are the evidence based interventions that give infants the best
start in life. The improvement in educational outcomes in Tower Hamlets is a fantastic achievement
in the context of the levels of child poverty in the Borough

(TR o 55% children in Tower Hamlets classified as living in poverty

in Tower e 80% mothers initiate breast feeding at birth and 68% are still breast feeding

Hamlets - at 6-8 weeks (compared with 72% and 45% England)

Early Years ® Immunisation uptake in under 5s is amongst the highest in the country (94%
have second dose MMR)

e 40% of under 16s are estimated to have Vitamin D deficiency

Growing Up in Tower Hamlets — Children and Young People

It is good news that the rise in childhood obesity in levelling out but it still remains 1 in 4.

There have been improvements in the extent to which schools have promoted health within schools
but there remains significant scope for further improvement

Growing up e 55% children in Tower Hamlets classified as living in poverty

in Tower ® 52% pupils entitled to free school meals (highest in country)

Hamlets - ® |Improvement at key stages 1, 2 and 4 to above national average
SICIEUENEE o 49% pupils (yrs 1-13) participate in at least 3hrs high quality PE/Sport in
Young week (69% nationally)

People e 1in5children under 15 have tried a cigarette 3 in 10 an alcoholic drink by
age 15

20
Tower Hamlets CSP 12/13 (NHSL Submission) 28/11/11

Page 30



Being an adult in Tower Hamlets

Sustaining people’s income, housing and employment through the economic downturn is a critical
health intervention. It remains our intention to further embed healthy lifestyles into frontline
services and target at risk groups . There is emerging but early evidence that the care package
approach to long-term conditions (LTC) is impacting on primary care outcomes and secondary care
admissions and it will be important to continue to monitor impact as new care packages are
implemented.

Cancer remains an issue of particular concern as mortality rates are high and survival rates low. For
this reason, the ongoing work to increase screening uptake, early awareness of symptom and early
diagnosis must continue to be a top priority. Each of the local acute trusts in East London and the
City (BLT, Homerton and NUHT) is part of the Integrated Cancer System, known as London Cancer,
being set up across North Central and North East London. This will bring together clinical expertise
to drive up quality, effectiveness and consistency of acute services for people with cancer.

Being an e 27% smokers compared to levels of 21% nationally

adultin e 43% drinkers (50%) have hazardous or harmful patterns (21% nationally))

Tower *  68% do not do recommended levels physical activity (in line with the

Hamlets national average

e 88% do consume recommended 5 a day (compared with 70% nationally)

e Highest rate of problem drug users (23/1000 Compared with 12/1000 in
London)

Growing Old in Tower Hamlets

Older people in Tower Hamlets are a smaller proportion of the population but the evidence suggests
their health is generally worse than elsewhere. This highlights the particular importance of focussing
on prevention in this group and ensuring that services across health and social are as integrated as
possible.

The Community Virtual Ward is an important driver to embedding integrated approaches in more
complex patients. It is recommended that the health needs of older people and the extent to which
these needs are being met is an area for focussed review across the partnership

(LA e Higher proportion living alone

in Tower e 80% of TH residents aged 65+ do not meet recommended physical activity
Hamlets levels

® At least 20% have significant hearing loss

®  60-75% on District Nursing caseloads have incontinence problems

Conclusions
The health and wellbeing needs of people in Tower Hamlets persist but the resources across the

health and local authority to address these needs is now even more challenging. Ever-increasing
costs of health and social care need to be managed in a climate where we are experiencing a
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reduction in allocated resources in health and a significant reduction in social care funding from
LBTH.

The Marmot review is unequivocal in stating the critical importance and need to prioritise early
years. Despite some encouraging outcomes, there is strong evidence Tower Hamlets infants have
outcomes at age 5 that are linked to poorer health and wellbeing outcomes in later life.

Overall, it is encouraging that life expectancy continues to increase. However, inequalities persist
both within Tower Hamlets and compared to elsewhere. As has always been the case, these
inequalities will only reduce if there is accelerated progress in improving health in those at greatest
risk of poor health outcomes. In view of the critical role of the Improving Health and Well-Being
Strategy and this Commissioning Strategic Plan to deliver long term improvements in the health and
wellbeing of people in Tower Hamlets it is essential to continually evaluate its impact on health and
wellbeing and threats to delivery. This is particularly important in the context of the current
economic climate and welfare reforms that are highly likely to impact on the physical and mental
health and the well-being of all residents who live and work in Tower Hamlets.

It is therefore the responsibility of all organisations to prioritise and use our resources as effectively
and efficiently as possible. We need to ensure the cost effectiveness of our services and to maximise
the impact of resources on improving health and reducing health inequalities.
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QUALITY CHALLENGES

Our approach across the cluster

The development of the NHS ELC Cluster in April 2011 brought together the quality functions of each
of the PCTs into one team — the Quality and Clinical Governance Directorate. This directorate works

in partnership across ELC and with CCGs to ensure that quality of provider services is proactively

assured and scrutinised and improvements driven using all of the contracting levers available to us

and provided benchmarking opportunities and a consistent approach to our major provider

contracts - Bart’s and the London, Homerton University Hospital Trust.

Triangulation of key quality issues on a monthly basis
provides extensive quantitative and qualitative data
collection and analysis to drive processes in place for
monthly Clinical Quality Review Meetings (CQRM) with
each provider attended senior clinical and managerial
representatives. A forward plan is agreed with providers.
The approach includes the dimensions of safety,
experience, effectiveness and organisational integrity.
We draw on the range of commissioner expertise to
inform this process, e.g., workforce.

This approach has enabled the commissioning teams to

CASE STUDY
East London Foundation Trust —
Following series of serious
untoward incidents on Roman
Ward at Mile end hospital, the
quality team has worked closely
with the Trust to improve the
robustness of investigations
undertaken and implementation
of action plans, this culminated
in a joint seminar on lessons
learnt from the incidents. Key

actions include:
v’ Increase of nursing staff to
adult inpatient wards

be clear about the quality issues for each of the
organisations and to enact these priorities via the

contracting round for 2011/12 using a variety of differing v Audit of supervision of staff

commissioning levers. With all the changes in the v’ Clear escalation procedure

provider landscape as a result of the new NHS implemented /
r

N

architecture quality is even more central to commissioning.
There are more inherent risks that need to have effective responses to maintain and improve
quality.

Determining our local priorities

As demonstrated there have been many advantages to working across the cluster allowing the
ability to benchmark practice and spread improvements. Many of the priorities identified are also
consistent across the sector, however each organisation will equally have areas which will need to
have specific focus. Within this context, and knowing that we have a strong tradition locally of
driving quality improvements, we hosted a Quality Summit to engage a wider stakeholder group in
identifying and determining the quality priorities for 2012/13. We also hosted a safeguarding adults
and safeguarding children’s summit on 7 October 2011 and 6" September 20111 respectively
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Quality priorities for 2011/12

Quality Summit

This year’s summit, held on 13" October 2011, was attended by 70 people, which included a wide
range of stakeholders; commissioning leads, CCG and borough teams, Local Improvement Networks
(LINK) and CQC representatives. The summit built on a similar event held in December 2010 where
quality priorities had been identified for local organisations and translated into the 2011/2012
contracting round. The tables below summarise the quality priorities identified and current position
at BLT and CHS. ELFT priorities were determined for the organisation which covers the cluster.

2011/12 priorities Bart’s and the London Trust
Improvement of Monitoring of mixed sex accommodation and agreement with exclusion criteria
patient experience CQC National Inpatient Survey reported that:

22% (2010) v 30% (2009) of patients said that they used same bathroom/shower
area as pt of opposite sex

CQUIN 11/12 focus on improving patient experience

Infection prevention & | BLT has breached the annual target for MRSA (6 per year) and now stands at 8

control reported cases (Oct 2011), NHS ELC has agreed action plans with BLT to address
compliance with targets

Maternity Services Physical redesign of Talbot Ward (antenatal) to enhance patient experience. Royal
Hospital London site new build design will enhance patients’ experience of privacy
and dignity

CQUIN 11/12 agreed on patient experience in maternity

PCT Survey 2011 of BLT’s maternity service (10 Jan 2011 — 07 February 2011) showed
improved results in patient’s perception of:

communication during labour,

being involvement in decisions

having confidence and trust in the staff

Discharge CQUIN 11/12 agreed to focus on safer care — discharge communication - the current
audit of discharges shows areas for improvement. In Q1 73% of summaries are
judged as good quality but 23% were not received by GPs. Action plans are currently
in place to address shortfalls in this process

Table 3: BLT Quality Priorities

Tower Hamlets Community Health Services
e  Written route map for transition period so | CQUIN 11/12 agreed on: pressure ulcers, discharge,
patients are not adversely affected by improving experience of patients and end of life care

changes

e Information management strategy

e Information sharing for benefit of
patients, potential of networking, health
directories, health activities

e Sharing learning from incidents and use of
data

e Adults health and social care — planned
information resource

e  Defining outcomes for each service and
CHS as whole
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closer to home

e  First response service in place for adults
health and social care

e Competence to support where complex
care provisions by CHS as cost becomes

e Develop reliable simple validated tool to
measure patient satisfaction

Table 4: CHS Quality Priorities

East London Foundation Trust

Whole Systems Review
(WSR) and the
development of a
shared model of care

Initial diagnostic phase of whole system review completed in May 2011 -
fragmentation of primary — secondary pathway identified as one key issue

Next phase includes deep dive into practice level activity & social care delivery, and
development of new specifications for community MH services by march 2012

Focus on patient
experience and
engagement

CQC Community Patients Survey 2011 reported that:

ELFT scored within the worst 20% of Trusts nationally. Top poor performing areas
are:

44% of patients reported that they did not receive, but would have liked support
finding/keeping accommodation,

44% felt their views were definitely taken into account when deciding what was in
their care plan.

A CQUIN 11/12 to focus on community patients’ experience has been agreed with
the Trust.

A CQUIN 11/12 to focus on recovery and patient focussed care planning has been
agreed

Monitor staff
engagement and
experience

Trust’s owns staff safety culture survey showed positive results in terms of:
Leadership, Safety culture, Staff engagement, Communication & Learning culture
The CQC Workforce Survey 2010 reported that

52% of staff have well-structured appraisals in last 12 months

73% of staff were able to contribute towards improvements at work, overall staff
engagement scored higher than the national average

Focus on effectiveness
of Serious Incident
investigations and
other safety reporting
to ensure
organisational learning

Joint NHS ELC and ELFT thematic review of one year’s mental health Sis to a focussed
programme of work to improve staff’s detection of a patient’s physical deterioration
and training re timely escalation for help, also to introduce SBARD tool to assist with
improving communication between teams

A joint NHS ELC/ELFT Roman Ward Learning from Sl seminar was held in Sept 2011,
assurance gained around implementation of action plans/learning from Sls

Close work with ELFT to ensure increase in incident reporting rates and cross
organisational learning from incident trends and action plans to address these. This
has resulted in an 11% improvement to date in submissions within timescale.

NHS ELC requested a repeat of the Trust’s own staff safety culture survey — need for
improved response rates

Table 5: ELFT Quality Priorities
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Quality Measures: 2011/12 Commissioning for Quality and Innovation (CQUIN)

Progress to Date

The following table shows the Commissioning for Quality and Innovation (CQUIN) progress against

target for BLT up to August 2011.

National CQUINs

Patient
Experience

Metric

Improve
composite
personal &
responsiveness
score on annual
survey

Reduce
avoidable death,
disability and
chronic ill health
from VTE

Local CQUINs

CHS Patient
Experience

% of all adult
inpatients who
have had a VTE
risk assessment
on admission to
hospital using a
National tool

Metric

Increase in
patient
satisfaction on
local real time
surveys (CHS 34)

Deteriorating
Patients

Increase number
of correct PAR
scores in 48 hr
period

90% of
Emergency
Admissions
accessed by a
consultant within
24hr

Discharge
Communications

Proportion of
discharge
summaries sent &
meeting quality
criteria

Proportion of
discharge
summaries sent &
received within
24 hours

Improving the
timeliness and
quality of
discharge
information (CHS
37)

End of Life Care
- all adults as

Liverpool Care

YTD Trend

Aug

Trust
Target

65.80%

Trend

90%

Trust
Target

95%

5-10%

Pathway to be

Baseline being gathered during Q1 of 37%

Tower Hamlets CSP 12/13 (NHSL Submission) 28/11/11

Page 36

26




agreed on LCP

documented in
the patient record

Improving end of
life care for
people with
rollout of
Liverpool Care
Pathway and
meeting patient
choice of location.
(CHS 38)

Meeting patient
choice — establish
Multi-disciplinary
Team (MDT). Also
CHS target.

Meeting patient
choice —increase
referrals to
palliative care
centre. Also CHS
target.

90% of cases
discussed at an
End of life MDT

90% referred to
TH Palliative Care
Centre

Enhanced
Recovery
Scheme

National database
completeness

Operated on day
of admission

Fluid loading -
colorectal only

Reduction in
median length of
stay: hips, knees,
Hyst, Colectomy
& excision

Maternity

Composite index
score of 5 birth
choice questions

All new mothers
have a
standardised post
natal discharge
meeting
documented

Outpatient
Administration

All appointments
to be made within
10 working days
of registration

All outpatient
consults to have
GP/patient note
with 5-7 working
days

Pressure Ulcers
- decreasing the
numbers of

<297 Hospital
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reduction)

<23 Hospital
acquired ulcers
grade 3 & 4 (30%
reduction)

20% increase in
reporting of grade (58)
1 & 2 pressure +20%
ulcers (CHS 35)

20% reduction in
grade3 &4 (21) -
pressure ulcers 20%
(CHS 36)

Table 6: National and Local CQUIN Year to Date progress from BLT

Safeguarding adults and children summits
Summits were held in September and October respectively to consider the risks that the significant
changes to the NHS landscape pose and how to ensure that safeguarding is embedded in everything
we do as commissioners and how we influence our providers. Safeguarding was considered across
the cluster and reflects the complex multi agency and organisational approach.
The safeguarding children summit was held on 6" September 2011 and attended by around 70
stakeholders. These included representatives from commissioners, the borough teams, providers,
the Local Safeguarding Children Boards and NHS London. The safeguarding adult’s summit was held
on 7™ October 2011 and attended by around 50 stakeholders. These included representatives from
commissioners, the borough teams, providers, the local authority Safeguarding Adults Boards and
NHS London.
The aims of the summits were to:
® Gain an understanding of interfaces between agencies and identify cross-cutting system
wide issues
e Begun to enable Clinical Commissioning Groups to understand their role and responsibilities
in relation to safeguarding
® Increase the understanding and insight of commissioners so that safeguarding adults
becomes integral to how they do business
e Agree a key list of priorities (see below)

Responsibility for developing the priorities into actions with measurable outcomes will be
undertaken by the cluster Safeguarding Children Commissioning Group and Safeguarding Adults
Commissioning Group.

Quality Priorities for 2012/13

The priorities identified below are undergoing validation via the borough teams and CCGs and have
been discussed at the October Clinical Commissioning Committee. Further work is also required to
determine the most appropriate commissioning levers to be used. There are also some contextual
issues to be considered including the BELH merger, preparation for the Olympics and impact of
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maternity caps at BHRT. Further guidance is awaited with regard to any mandatory national or
regional CQUIN schemes and the publication of the NHS operating plan.

The approach we want to develop is to concentrate on fewer more specific areas which will show
specific impact and have wider effect on the culture of organisations. The following detail outlines
the priorities identified from the summits for Tower Hamlets Borough:

Table 7: Child Safeguarding priorities

Contract CQRM CQUIN Project / Other
requirement Initiative
Development of a governance framework that v

captures all aspects of the safeguarding children
agenda across health

Agree a performance management metrics v v v
dashboard that explicitly embeds safeguarding
children outcomes

Embed safeguarding children into commissioning v v
(e.g. by using the results of the LSCB section 11
audits to inform contract planning)

Development of a safeguarding children risk v
register
Create standardised pathways for the child. This will
require:
e more effective communication across v v
agencies and
e improved engagement with children and v v

young people

Develop the skills and knowledge of staff through
effective and tailored training and supervision v

Table 8: Adult safeguarding priorities

Contract CQRM CQUIN Project / Other
requirement Initiative
Carry out a mapping exercise to identify what
contracts and arrangements are in place, in terms
of:
e Places of care v v
e  Types of contract v v
e |f and how safeguarding is placed within v v
the contract
e Risk assessment arrangements v v
Provide a detailed steer to contract leads about v v
how to monitor these contracts
Develop a tailored package of training for v v
commissioners
Circulate an analysis and report of the Safeguarding v
Adult summit
Improve links between NHS ELC and local v
authorities to develop an integrated response to
reports of pressure ulcers
Table 9: Barts and the London and Community Health services
Contract CQRM CQUIN Project / Other
requirement Initiative
Quality of Care Delivery
Maternity Services, maintaining improvements v
made v
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Care of Older People v v
A&E

Communication

Clinician to Clinician v v
Attitude v v v
Administration — i i i v v Y
ministration — improving appointments process
and letters to patients
Data quality, audit and evaluation
Scrutiny of data v
v v

Using clinical audit and NICE guidance

Discharge and referral
Improving discharge summary information v v v
Improving referral data

Safety and experience issues at these interfaces

SS

Improving patient and staff experience
Defining standards

Staff voice and engagement

Health inequalities v
Linking outcomes to investment in health visiting v
Referral to smoking cessation prior to operations

SS
SS

Transformation

Workforce and change management

CHS integration and 3 way merger maintenance of
standards

Maintaining quality in current economic and health v
service changes
Virtual Ward model v

A R N NN

The remaining tables describe the quality profiles for both mental health and primary care and are
reported at a sector level
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Table 10: Quality priorities mental health — cluster view

Contract CQRM CQUIN Project/ Other
requirement Initiative
Data quality:
Addressing and defining requirements and using data to drive v
performance
Appropriate use of capacity:
Charity of model and how resources are used across pathways v v v
Child and adolescent mental health services provision P P
Patient experience and effectiveness of intervention:
Therapeutic value of interventions, perception of safety, physical v v v
healthcare PROMS
Interface with primary care:
Shifting care closer to home, joint care planning — focused on risk v v
management of individual patients v v
Communication — processes and systems
Medication management and integrated physical and mental v v v v
healthcare
Interface with acute trust and local authorities
Accident and emergency department relationships v v
Care of older people (dementia services) v
Input to care homes, nursing homes, supported housing v v v v
Table 11: Quality priorities primary care — cluster view
Contract Performance Project / Other
requirement Management Initiative
Improving access:
Information, advice and responsiveness and waiting times v
Communication
Providing clear information about what the offer is and the quality v
of the service
Being listened to, concerns taken seriously, attitude of staff, v
communicating with each other
Clinical quality:
Appropriate consultation skills
Access to interpreting and advocacy services
Revalidation and accreditation, appraisals and peer review v
CQC registration and clinical governance — clinical audit, reporting
and learning from incidents v
Integration
Right service, right place, right time — sign posting for patients
Links and interfaces between services and clearer multidisciplinary
pathways
Quality of premises
Quality of facility impacts on access and quality of consultation
Child friendly spaces, confidentiality, infection control, disabled
access
31

Tower Hamlets CSP 12/13 (NHSL Submission) 28/11/11

Page 41




FINANCIAL CHALLENGES

Summary of 2011/12 Financial Position

NHS ELC has a good track record of financial stability and compliance with statutory financial duties

over the past ten years. However, that level of stability needs to be judged against the relatively high

levels of funding settlement over the past two to three CSR’s spending rounds. The average funding

increase received by ELC PCTs in the previous CSR was around 5.5 %. This was even higher during the

previous CSR at 9% and over. The current CSR is assumed to apply for the whole of the CSP refresh
period to 2014/15 and has been set 1.96%-2.59% - the first figure being the current year and the
second the end year growth received by ELC PCTs. This is the lowest historic level of growth in the

NHS for the past 20 years.

Current Financial Position

The table below shows the Month 7 Financial position for the Cluster.

East London and the City Financial Position

Month 7 October 2011

|EAST LONDON AND THE CITY
Commissioner Function Annual Budget Actual  Variance FcoT
Allocation to date to date to date Variance
£000's £000's £000's £000's £000's
Direct Commissioning

GP Services 117,109 67,467 68,968 1,501 1,731
Dental Services 37,034 21,518 21,525 8 0
General Ophthalmic services 8,570 4,999 4,934 (65) (109),
Community Pharmacy Services 24,628 14,366 14,616 250 417
GPICT 1,670 974 974 0 0
Other Direct Commissioning Costs 12,996 7,942 6,977 (965) (878),
Sub-total 202,007 117,266 117,994 729 1,161

Commissioning Support Services
Learning Difficulties 11,329 6,608 6,695 87 149
Mental Health 188,532 111,656 111,782 126 140
Acute and General 669,704 397,852 401,303 3,452 5,992
Specialistand Tertiary 64,415 37,670 37474 (195) (464)
Community Services 170,004 99,025 99,028 4 6
Primary Care 21,039 13,778 13,825 47 100
Prescribing 101,103 58,889 59,967 1,078 1,482
Other Healthcare Purchased 61,151 37,785 39,523 1,736 3,342
0 0 0 0 0
Sub-total 1,287,277 763,263 769,597 6,335 10,747
Corporate Services 50,959 30,582 29,181 (1,401) 0
Public Health 18,513 10,803 10,204 (599) 0
Reserves 51,169 0 (530) (530) (530)
Gross Expenditure 1,609,925 921,914 926,446 4,534 11,378
Total Resource Limit (1,634,780) (936,414) (936,414) 0 0
(Surplus)/Deficit Commissioner Function (24,855) (14,500) (9,968) 4,534 11,378
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The cluster set a surplus budget of £24.8 million for the current year and expects to achieve this
provided that there is no significant increase in the run-rate for acute over-performance during the
second half of the year. Plans are phased to take account of seasonality. However, this is not a
guarantee that costs can be contained within plan should there be more severe winter pressures
than anticipated. At the end of month 7 there is a cluster ytd variance from plan of £4.5 million and a
forecast year-end variance from plan of £11.4 million containable within existing contingencies

Plan variance is driven by overspends at Newham and Tower Hamlets PCTs. The overspends are
within various directorates including Acute, Non Acute, Direct Commissioning and Prescribing.

The main risks for the cluster include:

° Acute contract potential over performance — this is currently an ‘in year’ problem at
Newham PCT and an underlying problem at Tower Hamlets PCT. The potential ‘unwinding’
of non-recurrent tolerances next year would leave Commissioners with a significant QIPP
issue for 2012/13 and this has been factored into the ‘Do Nothing’ financial gap.

° Over-spending against Primary Care budgets - in particular APMS agreements and PCT-
run practices is an issue at all three PCTs.

° Prescribing- the use of PPA (Prescription Pricing Authority) forecasts suggest large
potential overspends on prescribing budgets for which action plans have been developed.

o Non acute commissioning - There appears to be increased expenditure in the Cluster on
all aspects of non acute commissioning including LD (Learning disability), Continuing Care
and YPD (Young Physically Disabled). Recovery plans are in place to verify expenditure and
determine where appropriate reductions and savings can be made.

Action plans have been developed within both PCTs to identify savings to reduce the level of
overspend. The FIMS month 7 financial return forecasts that the cluster £24.8 million surplus will be
achieved. The existing forecast adverse variance against plan is currently covered off with available
contingencies plus budgetary slippage and other available flexibilities. It is assumed that this forecast
variance will not significantly worsen. Additional benefits arising from in-year recovery plan savings
for NHS Tower Hamlets and NHS Newham have not been factored in at this stage.

QIPP Delivery In-year
The Cluster 2011/12 QIPP Plan is a key element of its financial strategy. For month 7 the FIMs
returns are not showing any material bottom-line movements in QIPP financial delivery.

Financial Planning Assumptions for 2011/12 to 2014/15

The financial planning assumptions used by the cluster are consistent with the NHS planning
assumptions issued by the DH — see below. NHS ELC PCTs are assumed, for planning purposes, to be
at ‘floor’ levels of NHS growth. Consequently, the current year average cluster growth is also
assumed for years 2, 3 and 4 of the CSP.
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Assumption

Source 2011/12 2012/13 2013/14 2014/15

ption pan-L

Base year

2011/12 Operating plans are to be the Base Year. These will be adjusted with current year experience of QIPP delivery, Over
performance and agreed to the latest 2011/12 Forecast out turn

Bottom Up Financial Plans

The plans will be built up from CCG level to PCT lewel to finally Cluster level

Community providers

All clusters will have disposed their community arms apart from ONEL

Running costs

For all clusters the planned running costs after savings will be assumed to carry on to 2012/13 and for the remaining years.

Funding levels Actual allocated growth for 1.96% 1.96% 1.96% 2.84%
2011/12.
Social Care funding Advised on a PCT | Advised on a PCT tbe tbe
basis basis
Inflation — non-pay 2.50% 2.50% 2.50% 2.50%
Efficiency Assumption 2011/12 DH Operating framework assumption | -4.00% -4.00% -4.00% -4.00%
Tariff inflator / deflator -1.50% -1.50% -1.50% -1.50%
1% assumed impact of increases for those 1.00% 1.00% 2.00% 2.00%
Inflation — pay eaming less than £21k. 2013/14 per non-pay This is a holding assumption.
inflation.
Contingency Requirement |Standard requirement 0.50% 0.50% 0.50% 0.50%

Surplus Requirement

Standard requirement Minimum 1.0% of RRL

Surplus from a previous can be carried forward to the next and spent and in
following year a surplus > 1% should be generated

Non-recurrent investment
reserve

Standard requirement 2% of RRL

2% is assumed to be spent each year Non- Recurrently

GP £2/ Head contribution

By List size £2.00 | £2.00

£2 per head assumed to be spent in respective years

Inflation Prescribing

Local discretion to be applied, subject to expected minimum of 4% growth. The data source must be provided and its use
supported. Sign-off must be obtained from the cluster prescribing lead.

Demographic Growth

Local discretion to be applied, subject to: A published data source being used, although GLA(revised) lower case is
generally assumed to be the starting point. Clusters can increase to GLA Midrange provided this is signed of by their
respective Director of Public Health.

Non-demographic Growth

Local discretion to be applied, subject to: The data source being provided; The growth used is based on historical
experience/evidence; There is a separation between elective, non-elective, outpatient and A&E Growth, community
services, primary care and mental health and; The level of growth is approved and signed-off by clinicians, providers and
the cluster.

Risk Pooling

Local discretion to be applied, subject to:The level of risk pooling is approved and signed-off by clinicians, providers and
the cluster.

The cluster has used the standard set of assumptions issued by NHSL to model finance and activity
up to and including 2014/15. The assumptions are in two parts. The first set is pan-London
assumptions that must be adopted (e.g. general inflation). The second set is for local determination

within a defined methodology (e.g. demographic and non-demographic growth).

Pan-London/National Planning Assumptions

1. The baseline activity data used in the planning is 2011/12 actual plan. Compound annual

growth rates are then applied across each year of the plan. These consist of;

1.1.Demographic cost pressures caused by population growth. The Cluster has one of
the highest projected population increases in England over the next ten years. More

detail on this is supplied in the section on population growth.
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1.2. Non-demographic components. Both the demographic and non-demographic CAGR
uplifts are the same as those used in the current version of the CSPs and the H4NEL
Business Case.

1.3.Inflation - assumed at 2.5% for planning purposes across all healthcare contracts.

1.4.Efficiency requirements — assumed at 4% on all healthcare contracts except Primary
care.

All NHS Providers except GMS/PMS/APMS and GDS receive the same net inflation uplift as is
applied to acute tariff activity costs. Net tariff deflation is therefore assumed at the same
rate over the period as for the acute sector —minus 1.5% tariff deflator throughout the 4
year lifecycle of the CSP to 2014/15.

CQUIN remains at 1.5% but the national uplift to 2.5% in 2012 is a risk. However this may be
offset by further tariff deflation so is left at 1.5% in the CSP.

For Primary care contracts a net uplift of 0.5% is applied per national guidance.

Inflation of 1.5% has been applied to the PCT running costs. All national running cost savings
requirements have been delivered in full in 2011/12.

0.5% of resources is required to be held as uncommitted contingency in each year of the
plan.

A non-recurrent investment reserve of 2% is factored into each year of the plan.

A 1% target for surplus in each year is factored into each year apart from the current year
where planned surpluses are included.

PCT-own CHS have been integrated with other Providers as at CSP plan date.

Cluster Assumptions
Summary CSP assumptions are shown in the Table below:

. All PCT’s are required to bridge their in-year or underlying financial gaps. It is not permissible
to count the 2011/12 surplus against QIPP plans for 2012/13.

. 2011/12 surplus carried forward may be allowed to fund both non-recurrent uncommitted
contingency and for non-recurrent investment such as ‘pump-priming’ of QIPP initiatives

. Demographic growth assumptions for each of the PCTs are as per the previous version of the
CSP and agreed with Borough Directors of Public Health.

o

City & Hackney PCT — GLA revised low population model

b. Newham PCT — GLA revised low population projection model

c. Tower Hamlets PCT — As per 2011/12 CSP - localised planning model developed
in partnership with the Borough of Tower Hamlets.

There is population growth of about 80,000 people during the CSP timeframe with total
additional costs of ca £145 million by 2014/15.

. Non-demographic growth assumptions are applied at a flat 1% in line with the H4NEL
business case.

. Demographic and non-demographic growth assumptions have been applied at POD,
Speciality and HRG chapter level for acute activity. Default growth values are applied to all
other acute activity. For all other activity Demographic growth factors are applied to the
gross contract value.

. Prescribing costs include demographic and non-demographic factors as well as inflation and
are assumed to increase between 8% per annum net based on historic trends and before
QIPP plans.

The table below summarises the planning assumptions within the PCT and Cluster CSPs
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Summary Assumptions in the Cluster CSP

Growth Category

Demographic

Non-Demographic

Inflation

Efficiency

Non-recurrent headroom

Setting

GP Core Contract senices

Other Primary Care

Prescribing

Acute

CHS Community Services
Mental Health

Specialist & Tertiary

Other Healthcare - NCA's etc
Running Costs

Public Health Admin/Team Costs

GP Core Contract senices
Other Primary Care

Prescribing

Acute

CHS Community Services
Mental Health

Specialist & Tertiary

Other Healthcare - NCA's etc
Running Costs

Public Health Admin/Team Costs

GP Core Contract senices

Other Primary Care

Prescribing

Acute

CHS Community Services
Mental Health

Specialist & Tertiary

Other Healthcare - NCA's etc
Running Costs

Public Health Admin/Team Costs

GP Core Contract senices

Other Primary Care

Prescribing

Acute

CHS Community Services
Mental Health

Specialist & Tertiary

Other Healthcare - NCA's etc
Running Costs

Public Health Admin/Team Costs

Uncommitted Contingency

City &
Hackney

2.56%
2.25%
9.08%
2.25%
0.50%
0.50%
2.50%
2.50%
0.00%
0.00%

1.00%
1.00%
1.00%
1.00%
1.00%
1.00%
1.00%
1.00%
0.00%
0.00%

2.50%
2.50%
2.50%
2.50%
2.50%
2.50%
2.50%
2.50%
1.50%
1.50%

-2.00%
-4.00%
-4.00%
-4.00%
-4.00%
-4.00%
-4.00%
-4.00%

0.00%

0.00%

2.00%

0.50%

Tower
Hamlets

1.00%
3.00%
8.50%
5.15%
0.50%
0.50%
2.50%
12.07%
0.00%
0.00%

1.00%
1.00%
1.00%
1.00%
1.00%
1.00%
1.00%
1.00%
0.00%
0.00%

2.50%
2.50%
2.50%
2.50%
2.50%
2.50%
2.50%
2.50%
1.50%
1.50%

-2.00%
-4.00%
-4.00%
-4.00%
-4.00%
-4.00%
-4.00%
-4.00%

0.00%

0.00%

2.00%

0.50%

Newham

1.00%
3.00%
10.50%
4.31%
0.50%
0.50%
2.50%
4.88%
0.00%
0.00%

1.00%
1.00%
1.00%
1.00%
1.00%
1.00%
1.00%
1.00%
0.00%
0.00%

2.50%
2.50%
2.50%
2.50%
2.50%
2.50%
2.50%
2.50%
1.50%
1.50%

-2.00%
-4.00%
-4.00%
-4.00%
-4.00%
-4.00%
-4.00%
-4.00%

0.00%

0.00%

2.00%

0.50%

NHS ELC Cluster Financial Case for Change - CSP 2011/12 to 2014/15
The cluster has used the standard set of assumptions issued by NHSL for CSP planning but with local
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assumptions for the key demographic and non-demographic growth drivers which are outlined in

the section on financial planning assumptions. Revenue assumptions are based on the formal

Revenue Resource Limits - RRLs - plus the other ring fenced allocations in the exposition booklet,
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uplifted by the growth contained in the CSP planning assumptions. The graph below shows the
relationship between revenue and cost on a ‘Do Nothing’ basis.

Graph - Case for Change Financial Projections

The graph below shows the Cluster moving from surplus to deficit in 2012/13 and the in-year deficits
growing bigger every year thereafter. The table below that gives the financial values for each year as
well as the cumulative deficits across all four years of the CSP.

NHS East London & the City CSP Summary

@m» Revenue emmmme Do Nothing Cost

1800000

1750000 /
— /

1650000 — —

1600000

1550000

1500000 T T T
11/12 12/13 13/14 14/15

11/12 12/13 13/14 14/15
Cluster Revenue 1645920 [1640343 |1679579 [1722711
Cluster Do Nothing Cost 1621063 [1676585 |1721520 [1773944
Cluster In-year deficit 24857 -36241 -41940 -51233
Cluster Cum deficit 24857 -11384 -53325 -104558

The current year surplus of £24.8 million becomes an in-year deficit of £36.3 million in 2012/13,
rising to £51.2 million by 2014/15. The cumulative deficit for the cluster is £104.6 million by
2014/15. The Table below shows how these costs build up in each of the four years of the CSP period
using the planning assumptions outlined in the section above.
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NHS ELC - CSP Scenario Planning 2012-2015 Underlying baseline Position

PCT Expenditure Category 11/12 12/13 13/14 14/15

Direct Commissioning GP Core Contract senices £117,608 £121,146 £124,644 £128,968
Direct Commissioning Dental Contracts £37,034 £37,784 £38,693 £39,793
Direct Commissioning General Opthalmic Services £8,570 £8,842 £9,055 £9,317|
Direct Commissioning Community Pharmacy Senices £24,628 £26,103 £27,221 £28,437
Direct Commissioning GP ICT Seniices £1,670 £2,004 £2,405 £2,886
Direct Commissioning Other Direct Commissioning £12,997 £13,296 £13,649 £14,032
CSS Acute £651,360 £673,479 £693,641 £718,639
CSS CHS Community Senvices £170,004 £170,004 £170,004 £170,004
CSS Learning Difficulties £14,679 £15,494 £15,881 £16,352
CSS Mental Health £187,587 £187,587 £190,401 £193,257
CSS Prescribing £103,440 £111,715 £120,652 £130,305
CSS Specialist & Tertiary £64,415 £65,703 £67,017 £68,358,
CSS Non-Core PCC - LES's, CC2H etc £21,040 £21,513 £22,026 £22,610
CSS Other Healthcare - NCA's etc £62,012 £65,789 £67,477 £69,412
Corporate Corporate Senices £51,542 £52,315 £53,100 £53,896
Corporate Public Health Admin/Team Costs £16,239 £16,483 £16,730 £16,981
Corporate 2% Non Recurrent Reserve £30,594 £31,114 £31,852 £32,677
Corporate 0.5% Contingency £8,230 £8,202 £8,398 £8,614
Corporate Social Care Contribution £11,141 £11,378 £11,648 £11,950
Corporate Other £26,273 £20,230 £20,230 £20,230
Corporate 1% Surplus Requirement £0 £16,403 £16,796 £17,227
CH Total Cost in Year £1,621,063[ £1,676,585[ £1,721,520] £1,773,944
CH Recurrent Revenue Funding £1,645,920| £1,640,343[ £1,679,579] £1,722,711
CH Surplus/(Deficit) in Year £24,857 (£36,241) (£41,940) (£51,233)
CH Cum Surplus/(Deficit) inc carry over £24,857 (£11,384) (£53,325) (£104,558)

The costs shown in the table above have been generated by the Cluster planning model. Costs are

shown in-year and compared to revenue funding assumptions to produce a notional deficit in-year

and cumulatively. For planning purposes they are currently grouped by ‘end-state’ category although

this may change over the next months as greater detail emerges on the future NHS Operating

Model. These are currently;

Direct Commissioning — all contracts likely to be transferred to the national Commissioning

Board. This includes; core GMS and APMS contracts, dental services, ophthalmology and

community pharmacy.

CSS — all contracts currently administered by the Cluster commissioning support services
(CSS). Budgets which have been delegated to CCG’s are included within this functional area
as is specialised commissioning for the time being.

Corporate — Public Health team costs, ‘stranded function’ costs, reserves, contingencies and

non-CCG running costs

QIPP Plan
The bridge analysis below outlines how the 2011/12 cost baseline increases over the CSP period. The

analysis also shows the impact of QIPP plans on the financial gap.
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Cluster Summary Bridge Analysis Running Total £K |Growth/Saving £K

2011/12 Plan Cost £1,621,063 £0|
Planned Investments £1,665,475 £44.412
14/15 Inflation £1,798,101 £132,626
14/15 Non-Demographic Growth £1,843,643 £45,542
14/15 Demographic Growth £1,988,897 £145,254
14/15 Efficiency Savings £1,818,356 -£170,541

CC2H £1,810,006 -£8,350
Commissioning Strategy £1,803,624 -£6,382
Cost Reduction £1,760,970 -£42,654
Decommissioning £1,744,284 -£16,686
Integrated Care £1,727,808 -£16,476
LTC's £1,725,612 -£2,196
NHS Reform Agenda £1,728,762 £3,150
Productivity £1,705,847 -£22,915
Quiality £1,705,913 £66
Other Saving £1,706,141 £228
2014/15 Projected Costs £1,706,141
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In this version of the CSP the bridge analysis and QIPP plan is grouped under the following summary
headings but this will change if a London-wide taxonomy is issued for further versions;

e 2011/12 Plan cost — the current year plan which is £1.62 Billion.

e Planned investments — £44.4 million is the cost of new investments which support the QIPP
plan. The main areas for investment of new QIPP funding being Urgent Care/Integrated
Care, maternity and Cancer services. The non-recurrent investments for developing
Integrated Care systems are reflected in the risk management section of this paper and will
be developed further as commissioners work up their final QIPP plans.

e 14/15 Inflation — £132.6 million is the impact of inflation on the cost baseline across the
three years of the CSP.

e 14/15 non-Demographic growth — £45.5 million is the cost impact of new technologies, NICE
etc across the CSP period.

e 14/15 Demographic growth — £145.3 million is the impact of population growth in cost terms
across the CSP period. This is the single most significant cost increase in the CSP and reflects
the population projections for the Cluster.

e 14/15 Efficiency savings - £170.5 million is the total efficiency requirement in the plan.

e (CC2H - £ 8.35 million of Care Closer to Home initiatives. These may be included under
Integrated Care as plans are developed.

e Commissioning strategy — £6.4 million of savings from key strategic commissioning themes
such as Urgent Care and the implementation of 111. Again, this may be reprofiled under the
Integrated Care heading as plans are worked up.

e Cost Reduction — £42.7 million of savings including the reduction of Primary care prescribing
budgets, a ‘Star Chamber’ review of existing expenditure plus re-procurement of existing
contracts.

e Decommissioning — £16.7 million savings from the cessation of specific services hitherto
commissioned.

e Integrated care — £16.5 million saving from Integrated Care plans. Detailed plans will be
worked up over the next few months.

e Long-term conditions — £2.2 million QIPP plans focussed on delivering key benefits in the
main LTC areas such as Diabetes, CHD and COPD. These will be moved into the ‘Integrated
Care’ workstream as plans are developed.

e NHS reform agenda — £3.1 million net cost of QIPP initiatives associated with the DH Policy
such as the increase in health Visitor numbers.

e Productivity — £22.9 million savings mainly from Acute Providers. This savings assumption
does not impact Providers beyond existing CSP assumptions.

e Quality — a modest cost of initiatives intended to improve the existing quality of services.

e Other —all other QIPP initiatives.

Population Growth Costs and Funding in the CSP Model
It is worth noting that the financial impact of Demographic growth during the CSP is £145 million as
shown in the Sector summary waterfall data table above. The projected population increase during
40
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the CSP is shown in the table below which is an update of the GLA 2009 round central projection
revised in August 2010. The extract shows an increasing Cluster population across the CSP period to
2015. The population increases by around 56,200 headcount in the GLA model and 22,100 in the
ONS model. The bottom table shows the variation between GLA and ONS and this is a proxy for the
extent to which there is no population growth funding within the allocations formula. The variation
for the Cluster is an absolute figure of 80,000 headcount by 2015. At the same time ONS/GLA
relationship for the projected population for London is shown as decreasing with less population
assumed overall for London in the GLA model compared to ONS projections. However, if one
compares the projected GLA population in 2015 for the Cluster of 802,600, with the ONS 2011
population of 704,500, the difference is 98,100. It is mainly this variation between projected
population and the population assumptions in the national resourcing model, which drives
demographic cost increases in the CSP.

Summary of GLA Low revised and ONS Populations

Data BORO 2010 2011 2012 2013 2014 2015
GLA 2009 Round  |City and Hackney 238.5 241.2 243.2 245.2 247.2 249.2
Central Projection - [Newham 265.7| 267.9 272.7 277.4 282.0 286.5
REVISED aug 2010 [Tower Hamlets 242.1] 248.7 253.4 258.0] 262.5 266.8|
INEL 746.4 757.8 769.3 780.6 791.7 802.6
London 7745.5 7806.8 7861.9 7916.4 7970.3 8023.7
England 52198.2] 52577.1] 52954.0f 53332.0| 53709.9] 54087.9
ONS 2008 based City and Hackney 226.6) 228.3 229.9 231.2 233.3 234.9
estimates Newham 239.9 239.1 238.4 238.3 237.6 237.5
projections Tower Hamlets 233.7| 237.1 240.5 243.5 246.8 249.9
INEL 700.2 704.5 708.8 713.0 717.7 722.3
London 7799.0 7868.0 7937.5 8006.5 8074.7 8140.9
England 52198.2| 52577.1f 52954.0] 53332.0] 53709.9| 54087.9
Total Sum of GLA 2009 Round Central Projection -REVISED aug 2010 118665.7| 119537.3| 120401.7| 121267.4| 122131.9 122995.4
Total Sum of ONS 2008 based estimates projections 118638.6] 119504.1| 120367.0 121233.7| 122098.6| 122961.8

GLA minus ONS 2001

to 2021 BORO 2010 2011 2012 2013 2014 2015
1.0|City and Hackney 11.9 12.9 13.3 14.0 13.9 14.3
2.0|Newham 25.8 28.8 34.3 39.1 44.4 49.0
3.0[Tower Hamlets 8.4 11.6 12.9 14.5 15.7 16.9
4.0[INEL 46.2 53.3 60.5 67.6 74.0 80.3
5.0|London -53.5 -61.2 -75.6 -90.1 -104.4 -117.2
6.0|England 0.0 0.0 0.0 0.0 0.0 0.0

The analysis above shows that NHS ELC is carrying the impact of up to 100,000 headcount
population growth in its CSP which has no obvious source of funding within the existing allocations
formula. It is also worth noting that the revised ACRA modelling in the new weighted capitation
formula further degrades the weighting of health Inequalities and poverty markers. The underlying
principle of the weighted capitation formula is to distribute resources based on the relative need of
each area for health services. For this reason, it is also sometimes referred to as a fair shares
formula. The aim of the current formula is to enable PCTs to commission similar levels of health
services for populations with similar need, with the further objective since 1999 of helping to reduce
avoidable health inequalities.
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The weighted capitation formula has informed recurrent revenue allocations of £85 billion to PCTs in
2011-12. Under the formula, PCT target shares of the available resources are based on their share of
the England population, with these shares adjusted, or weighted, to account for their population’s
needs for health services relative to that of other PCTs.

Four elements are used to set each PCTs actual allocations:

(a) target allocations at the start of the year - determined by the weighted capitation formula. The
formula sets each PCTs target share of available resources based on PCT populations adjusted for

e their age distribution (PCTs with more elderly populations have higher target allocations, all
else being equal)
® additional need over and above that relating to age (PCTs with less healthy populations and
higher levels of deprivation have higher allocations, all else being equal)
® unavoidable geographical differences in the cost of providing services.
(b) recurrent baselines at the start of the year — which are the previous year’s actual allocations
adjusted, for example, for any newly devolved central budgets and transfers of responsibilities and
their associated budgets between PCTs.
(c) distances from targets (DFTs) — which are the differences between (a) and (b) above. If (a) is
greater than (b), a PCT is said to be under target. If (a) is smaller than (b), a PCT is said to be over
target.
(d) pace of change policy. PCTs do not receive their target allocations immediately but are moved
towards their targets over a number of years. Pace of change policy sets the differential growth in
allocations which PCTs receive each year. This typically entails a minimum, or floor, level of growth
which all PCTs receive to deliver on national and local priorities, plus higher growth for under target
PCTs. The PCTs furthest under target receive the highest growth to move them closer to their target
allocations. Pace of change policy is decided by Ministers for each allocations round.

Below is a table tracking the movement in ‘distance from target’ allocations (DfT) for all London PCTs
from 2006-07 to 2011-12. Target allocations are as calculated by the allocation formula in use at that
time and are not the same as actual allocations. A ‘pace of change’ mechanism was in place to give
‘under target’ PCTs more growth funding and ‘over-target’ PCTs less up to 2007-08 but thereafter
Cluster PCTs have received no further funding for either target funding or population growth. For
2008-09 the DH was debating the allocation formula at length and the allocations were issued late
that year as a one-off due to the debate around the future of the allocation formula. No DfT data
was issued therefore for 2008-09 and we have to assume it is the same as for 2007-08. The
Allocation formula was issued for 2009-10 but with a fundamental shift in the relative weightings
between the Elderly and multiple deprivation indices, shifting theoretical target allocations away
from London PCTs in general (inner London ones in particular) to PCTs with higher elderly population
elements outside London.
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2006-07 2006-07| 2007-08| 2008-09| 2009-10] 2010-11 2011-12f 2011-12 2011-12

opening | opening DFT opening| Nodata| opening| opening opening closing| closing DFT]
PCT DFT % DFT| produced DFT DFT| DFT DFT %)
City and Hackney -12,659 -35 -13,777 27,829 30,733 43,799 43,387 9.4%
New ham -13,635 -35 -13,707 13,501 6,086 64,296 64,242 13.5%
Tow er Hamlets -13,033 -3.8 -14,575 21,594 16,069 40,933 40,533 9.3%
Total -39,328 -42,059 62,925 52,889 149,028 | 148,162

Between 2006-07 and 2009-10, London moves by £436 million over-target capitation from a 2006-07
baseline of £520 million over target. During the same period, NHS ELC moves from under target
capitation in 2006-07 of £39 million to 2009-10 total of £63 million over target closing 2009-10 and
theoretically ‘lost’ £103 million recurrent target funding in terms of the allocation formula changes.
This initial amendment to the allocation formula in 2008-09 was then followed by a further
amendment in 2011-12 which has moved NHS ELC PCTs further over target funding to a closing
figure of £148 million over target. This is a total shift in target resources during the period 2006-2011
of £187 million away from NHS ELC PCTs. At the same time, NHS ELC PCTs receive minimal NHS
growth as they are now deemed ‘over target capitation funding’. What it means is that London PCTs
in general and ELC specifically have the minimum NHS growth possible over the cycle and will be
subject to pace of change movements over the longer term which may reduce future Allocations.
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NHS Tower Hamlets Financial Case for Change - CSP 2011/12 to 2014/15

The graph below shows the ‘do nothing’ scenario for the PCT - moving from surplus to deficit in
2012/13 and the in-year deficits growing bigger every year thereafter. The table below that gives the
financial values for each year.

Graph - Case for Change Financial Projections

Tower Hamlets PCT CSP Summary
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TH Do Nothing Cost 511577  |533819  |548202  |564766
TH In-year deficit 8000 11328 |-13328  |-16039
TH Cum deficit 8000 -3328 16656 |-32695

The current year surplus of £8 million becomes an in-year deficit of £11.4 million in 2012/13, rising
to £16 million by 2014/15. The cumulative deficit for Tower Hamlets is £32.7 million by 2014/15. The
Table below shows how these costs build up in each of the four years of the CSP period using the

planning assumptions outlined in the section above
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Tower Hamlets PCT - CSP Scenario Planning 2012-2015 Underlying baseline Position

PCT Expenditure Category 11/12 12/13 13/14 14/15

Direct Commissioning GP Core Contract senices £36,118 £37,021 £38,095 £39,390
Direct Commissioning Dental Contracts £11,093 £11,329 £11,598 £11,898
Direct Commissioning General Opthalmic Senvices £2,010 £2,053 £2,101 £2,156
Direct Commissioning Community Pharmacy Senices £7,507 £7,882 £8,276 £8,690
Direct Commissioning GP ICT Seniices £398 £478 £573 £688
Direct Commissioning Other Direct Commissioning £5,534 £5,672 £5,814 £5,960
CSS Acute £190,315 £199,242 £205,717 £213,637
CSS CHS Community Senvices £65,468 £65,468 £65,468 £65,468
CSS Learning Difficulties £3,350 £3,434 £3,520 £3,608
CSS Mental Health £56,037 £56,037 £56,878 £57,731
CSS Prescribing £31,968 £34,525 £37,287 £40,270
CSS Specialist & Tertiary £18,455 £18,824 £19,201 £19,585
CSS Non-Core PCC - GP Presc., etc £12,954 £13,278 £13,610 £13,950
CSS Other Healthcare - NCA's etc £17,252 £19,527 £20,094 £20,777|
Corporate Corporate Senices £19,547 £19,840 £20,138 £20,440
Corporate Public Health Admin/Team Costs £7,720 £7,836 £7,953 £8,073
Corporate 2% Non Recurrent Reserve £9,545 £9,748 £9,979 £10,238
Corporate 0.5% Contingency £2,598 £2,612 £2,674 £2,744
Corporate Social Care Contribution £3,725 £3,804 £3,895 £3,995
Corporate Other Reserves £9,983 £9,983 £9,983 £9,983
Corporate 1% Surplus Requirement £5,225 £5,349 £5,487
CH Total Cost in Year £511,57 £533,819 £548,202 £564,766
CH Recurrent Revenue Funding £519,577 £522,491 £534,874 £548,728
CH Surplus/(Deficit) in Year £8,000 (£11,328) (£13,328) (£16,039)
CH Cum Surplus/(Deficit) inc carry over £8,000 (£3,328) (£16,656) (£32,695)

The costs shown in the table above have been generated by the Cluster planning model. Costs are

shown in-year and compared to revenue funding assumptions to produce a notional deficit in-year

and cumulatively. For planning purposes they are currently grouped by ‘end-state’ category although

this will potentially change over the next months as greater emerges on the future NHS Operating

Model. These are currently;

QIPP P

Direct Commissioning — all contracts likely to be transferred to the national Commissioning

Board. This includes; core GMS and APMS contracts, dental services, ophthalmology and

community pharmacy.

CSS — all contracts currently administered by the Cluster commissioning support services

(CSS). Budgets which have been delegated to CCG’s are included within this functional area

as is specialised commissioning for the time being.

Corporate — Public Health team costs, ‘stranded function’ costs, reserves, contingencies and

non-CCG running costs

lan

PCT’s are required to bridge their in-year or underlying financial gaps with their QIPP plans. It will
not be permissible to count the brought forward 2011/12 surplus against QIPP plans for
2012/13.2011/12 surplus carried forward may be allowed to fund both non-recurrent uncommitted
contingency and for non-recurrent investment such as ‘pump-priming’ of QIPP initiatives. The bridge
analysis below outlines how the 2011/12 cost baseline increases over the CSP period. The analysis
also shows the impact of QIPP plans on the financial gap.
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Tower Hamlets Summary Bridge Analysis Running Total £K |Growth/Saving £K

2011/12 Plan Cost £511,577 £0|
Planned Investments £531,527 £19,950]
14/15 Inflation £575,159 £43,632
14/15 Non-Demographic Growth £589,359 £14,200|
14/15 Demographic Growth £638,015 £48,656
14/15 Efficiency Savings £584,716 -£53,299
CC2H £577,030 -£7,687
Commissioning Strategy £574,330 -£2,700
Cost Reduction £553,783 -£20,547
Decommissioning £552,043 -£1,740
Integrated Care £546,457 -£5,586
LTC's £545,128 -£1,329
NHS Reform Agenda £546,178 £1,050]
Productivity £537,298 -£8,880
Quality £537,313 £15
Other Saving £537,649 £336
2014/15 Projected Costs £537,649
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In this version of the CSP the bridge analysis and QIPP plan is grouped under the following summary
headings but this will change if a London-wide taxonomy is issued for further versions;

e 2011/12 Plan cost — the current year plan which is £511.5 million.

e Planned investments — £19.9 million is the cost of new investments which support the QIPP
plan. The main areas for investment of new QIPP funding being Urgent Care/Integrated
Care, maternity and Cancer services. The non-recurrent investments for developing
Integrated Care systems are reflected in the risk management section of this paper and will
be developed further as commissioners work up their final QIPP plans.

e 14/15 Inflation — £43.6 million is the impact of inflation on the cost baseline across the three
years of the CSP.

e 14/15 non-Demographic growth — £14.2 million is the cost impact of new technologies, NICE
etc across the CSP period.

e 14/15 Demographic growth — £48.7 million is the impact of population growth in cost terms
across the CSP period. This is the single most significant cost increase in the CSP and reflects
the population projections for the Cluster.

e 14/15 Efficiency savings - £53.3 million is the total efficiency requirement in the plan.

e (CC2H - £7.6 million of Care Closer to Home initiatives. These may be included under
Integrated Care as plans are developed.

e Commissioning strategy — £2.7 million of savings from key strategic commissioning themes
such as Urgent Care and the implementation of 111. Again, this may be reprofiled under the
Integrated Care heading as plans are worked up.

e Cost Reduction — £20.5 million of savings including the reduction of Primary care prescribing
budgets, a ‘Star Chamber’ review of existing expenditure plus re-procurement of existing
contracts.

e Decommissioning — £1.7 million savings from the cessation of specific services hitherto
commissioned.

® |ntegrated care — £5.7 million saving from Integrated Care but this may increase as plans are
worked up and other programs such as CC2H are absorbed into this workstream.

e Long-term conditions — £1.3 million savings plans focussed in the main LTC areas such as
Diabetes, CHD and COPD. These will be moved into the ‘Integrated Care’ workstream as
plans are developed.

e NHS reform agenda — £1 million net cost of QIPP initiatives associated with the DH Policy
such as the increase in health Visitor numbers.

e  Productivity — £8.8 million savings mainly from Acute Providers. This savings assumption
does not impact Providers beyond existing CSP assumptions.

e Quality —a modest cost of initiatives intended to improve the existing quality of services.

e Other —all other QIPP initiatives.

Summary
e Tower Hamlets PCT is required to make savings of £11 million in 2012/13 and ca £33 million
across the CSP period to ensure financial balance.
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The current bridge analysis shows that the PCT forecast costs with QIPP plans are ca £11
million below the indicative revenue funding for 2014/15. This position includes:

o 1% surplus in all years

o 2% NR transition fund in all years

o 0.5% uncommitted contingency in all years.
Financial stability is crucial for a strong health economy and to enable Clinical
Commissioning Groups to operating on a secure financial footing.
CCGs will play a central role in the financial management and planning of health
service/initiatives.
The Tower Hamlets CSP submission and subsequent 2012/13 Operating Plan will be a crucial
test for authorising the CCG for April 1% 2012.
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OUR PRIORITIES

Staying Healthy

Stop people, particularly young people, from
starting unhealthy behaviours

Savings

Create a supportive environment that helps
promote healthy lifestyles

Patient and Public
Involvement

Set up patient champions in each GP practice
to support patient involvement with CCG and
commissioning

Community Health
Services

Extend the coverage of the Community Virtual
Ward from one locality to cover the whole
borough.

Review all service specifications to ensure that
they comply with national standards, and
maximise the effective use of Community
Health Service resources.

Integrated Care

Roll out our Community Virtual Ward pilot
across the borough, to reduce unnecessary
hospital admissions

Support the development of Multi-Disciplinary
Team working to support people with Long
Term Conditions.

Work with our partners in London Borough of
Tower Hamlets, we will align the changes in
personalisation with our care packages

Improving Primary
Care

Independent contractors continue to improve
the quality of, and access to, their services

Open 2 new primary care premises

Roll-out improvement in IT services for
general practice.

Planned Care

Continue our programme of delivering care
pathways that are streamlined, cost-effective,
and secure improved health outcomes for our
population.

Review our pathways for the management of
persistent pain

Review the service alert system to ensure
effective interface between the primary and
secondary care elements of our integrated
care pathways
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Urgent Care

Continuing Care

Mental Health

Maternity Services

Prescribing

Provider
Efficiencies

Implement a new model of urgent care,
linking with the East London and City early
implementation of the new 111 phone
system.

Expand our successful GP Streaming
programme to include children

Review the Urgent Care Strategy, and the role
of Walk-In centres

Fund continuing care for children, people with
learning disabilities and older people

Review the planning and delivery of
continuing care.

Continue to implement the findings of the
Whole Systems Review, through a range of
initiatives, including the development of a
new primary care mental health function.

Continue to implement our Dementia Strategy
in partnership with the London Borough of
Tower Hamlets

Review and redesign our substance misuse
treatment services

Continue to improve maternity services to
improve quality for pregnant women in Tower
Hamlets

Introduce “centred” ante-natal and post-natal
appointments into groups to help reduce
pathway costs

Continue to ensure that our prescribing
practices are evidence based, and make the
most appropriate use of medications for our
population.

Investigate and implement new models of
service delivery of nutritional supplies to
improve medicines distribution and saving
costs.

Continue to improve the effectiveness and
efficiency of our providers. and monitor
new:follow up ratios.

Review direct access pathology services to
ensure both value for money and minimising
duplication of requests.

Decommission spinal injections in line with
NICE guidance
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STAYING HEALTHY

In line with the framework of our JSNA and the Marmot review, our approach to health takes a
whole of life perspective and examines the key commissioning priorities for each of these life stages.
Irrespective of the life stage, we are working to address the environmental and community factors
impacting on health in Tower Hamlets (e.g. food environment, built environment and exposure to
second hand smoke)

I — L We will do this by improving the food environment, physical environment and

strengthening ownership and influence of communities and parents in
overcoming barriers to tackling obesity through the Buywell scheme (improving
provision of fresh fruit and vegetables in convenience stores), Food for Health
awards, Can Do grants (grass roots, community led solutions), Food Growing
programmes

We will also maximise the impact of the smoking ban on smoking prevalence by
prioritising enforcement and with promotion of smoking cessation e.g. in
workplaces and public facilities

Being born and early years in Tower Hamlets
We will be improving maternal health, infant nutrition (including breast feeding) and oral health and
reducing obesity by age 4-5.

To help us achieve our priorities we will commission the following initiatives:

v" Reduce smoking in pregnant women through Smoking Cessation in Pregnancy service
Identify haemoglobinopathies /provide support through Counselling service

Improve initiation and continuation of breast feeding through the Baby Friendly Initiative
Improve nutrition in mother and baby through Healthy Start scheme

AN NI NN

Prevent obesity in early years through the Healthy Early Years accreditation, Cook and Eat, and
Active Play programmes

<

Improve oral health in children through the Happy Smiles and Brushing for Life programmes

AN

Implement the requirements of the Department of Health’s ‘A Call to Action’ to expand and
strengthen health visiting services, to support the delivery of the Healthy Child Programme
(HCP), provide greater support and develop local community capacity that can support children
and families. A review of existing specifications with community service providers to ensure a
coherent fit between the Call to Action strategy and local needs, will continue, and will support
planning for future health visiting requirements and expanded service coverage. A
commissioning strategy will be developed for delivery in 2012/13 which will also reflect the
requirements to increase a year on year planned workforce increase of 30% and to achieve this
we will also work closely with NHSL in developing local plans for recruitment, return to practice
placements and through the Director of Workforce and Organisational Development, the
commissioning of new student placements

v' Continue to commission the Family Nurse Partnership service of intensive support to vulnerable
mothers from pregnancy up to the end of the first two years’ of a child’s life. Part of this years
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plan is to utilise the JSNA to map out birth rates and demand and specifically identify issues
regarding children and families. There is also an opportunity to share learning from the FNP pilot
in Tower Hamlets and the Early Implementer pilot in City and Hackney.

Growing up in Tower Hamlets — children and young people

We will invest in addressing future risk factors for health
(smoking, poor diet, low physical activity, obesity, problem
drinking, drugs, high risk sexual behaviours) through whole

systems approaches to the health of our children and young
people

v" Reduce childhood obesity through Active Play, Active Travel, Health Breakfast Club, Health
Families, Weight Management programmes

v Reduce smoking in schoolchildren through the ASSIST Smoking Prevention programme and
prioritisation of preventing underage sales of tobacco

v' Prevent teenage pregnancy, support teenage parents and promote sexual health through the
ASPIRE (targeted support to highest risk), Sex and Relationship Education (SRE) in
school/community settings, SRE Peer- led education programmes (school/community)-
Improving accessibility to sexual health services for young people through the You're Welcome
(accreditation for primary care services) and C- Card (condom distribution scheme) programmes

v Review delivery of the Chlamydia Screening Programme for 15-25 year olds to increase patient
treatment rates so that they to meet or exceed the London average; and to maximise the
number of positive screens achieved

v" Reduce alcohol and drug misuse by mainstreaming effective education in schools, improving
identification and response to substance misuse in schools

v" Improve health and future health of Tower Hamlets schoolchildren through the Tower Hamlets
Health Schools Programme and support our vision by working with our partners in schools.

Being an adult in Tower Hamlets

Addressing behavioural risk factors for health (smoking, poor diet, low physical activity, obesity,
problem drinking, drugs, high risk sexual behaviours), early identification and effective management
of cancer, early identification and effective management of infectious diseases (sexually transmitted
infections, HIV, TB)

To help us achieve our priorities we will commission the following initiatives

v Help people stop smoking or using oral tobacco through provision of
accredited cessation services provided across a range of settings (pharmacy,
general practice, community, workplace, faith based)

v" Help adults in Tower Hamlets in areas of greatest deprivation lead healthier
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lives through the Health Trainers and Health Champions programmes (evidence based individual

and group level support delivered in community settings)

v' Ensure effective and equitable delivery of the NHS Health Checks programme in partnership with

primary care commissioning
v Help adults with particularly high levels of risk factors for major disease (e.g. cardiovascular

disease, cancer) lose weight and increase physical activity through the Jump Start (exercise on

referral), My Weigh (weight management) and Tier 3 Obesity (targeted at morbidly obese)

programmes

v'Improve early identification of HIV and sexually transmitted infections through point of care

testing in Africans, men who have sex with men and intravenous drug users (both clinical and

community settings)

Growing old in Tower Hamlets

To promote healthy lives in older people in Tower Hamlets we will:

v Continue to ensure older people have access to all the adult initiatives outlined in the previous

section.

v’ This year there are no specific public health commissioning initiatives targeted at older people

(i.e. commissioned by public health) although Linkage
Plus has a strong public health element.

v Itis an important priority for 12/13 to ensure that the
programmes set out for adults (particularly health
trainers, smoking cessation, weight management, and
sexual health services) are serving older people in Tower

Hamlets equitably.

v" We will be reviewing the entire care of the elderly
pathways in 2012/13, with a focus on ensuring that the

care pathways are aligned the needs of our older residents.

v' Continue to implement our Dementia Strategy

STAYING HEALTHY

New Investment 2012/13

£100,000 Family Nurse Partnership
£350,000 Health Visitors

Anticipated Savings (non-
cumulative net)

2012/13 2013/14

2014/15

£ 500,000 £500,000

£500,000

Anticipated health and
quality improvements

® Improved contractual arrangements via re-procurement will

lead to more efficient services

e As described in above section
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PATIENT AND PUBLIC INVOLVEMENT

INTRODUCTION

As outlined in our vision, the voice of our local residents is critical to our identification of local health
needs, feedback on how our health and care services are performing and how to continuously
improve services. We want to ensure that we have robust processes for ensuring that the views and
experiences of our local residents inform all aspects of our commissioning.

Our local involvement network, the Tower Hamlets Involvement Network (THINk) has played an
active part in canvassing local residents’ experience of service, or carrying out Enter and View visits
on local providers, and continues to contribute to the quality improvement agenda

2012/13 INITIATIVES
In 2012/13 as part of the restructure of health services, LINk’s will be formally changing their status
to bodies called ‘HealthWatch’ who will continue to carry on a quality monitoring function.

To support this, and to ensure the widest range of patient and public views into clinical
commissioning, we will commission a new engagement infrastructure. Each GP practice have a
patient group, led by a Practice Champion who will support patient engagement in our
transformational programmes, as well as ensuring that local issues are dealt with effectively. These
champions will in turn, through larger scale events, ensure that the patient view is clearly articulated
and an integral part of the CCG processes.

Vision for GP Practice and Patient Involvement

THINKk Membership / Patlents Panel

Board takes
decisions on
behalf of its

members
following at every

Board works with
its LAPs and the
existing ciinical
leads to shape its
decisions

f LT N Locality Events involve GPs,
Practices ey P Lo Councillors, BLT, LBTH, ELC,
oo = e, WA Public Health. Start to look at
bl T =) LAP JSNA Heatlth Profiles and
common approachto </ Two PPl Events SE Locallty | set local priorities
delivering patient in each Locality
care
= 4 — Practice Champions will have a
Practices work budget to run events and activi-
\erl\ thzr ;AP ;eps ties. They will manage distribution
o adopt an = i i
36 Practices lists, and encourage local partici-
T::::' :.s:f each with a pation in locality events. Champi-
grassroots level = = ons will be trained through the
Patient Champion THINK accredited programme
L and attend the | AP board

Table 12: Proposed Structure for Patient and Public Involvement

We also believe that stronger infrastructures can support patients to be able to deliver key messages
within and across the Tower Hamlets community. There is the potential to add additional support to
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other initiatives across our CSP. For example, if we were to use this new infrastructure to cascade
messages about the cost impact of unnecessary A&E attendances, we could expect to see increased
awareness and changed behaviour at practice level. Similarly embedding key commissioning
messages at community level could see better medication compliance as a consequence of better
understanding and education.

PATIENT AND PUBLIC INVOLVEMENT
New Investment 2012/13 £112,000

Anticipated Savings (non- 2012/13 2013/14 2014/15
cumulative net)

-£12,000 £50,000 £110,000
Anticipated health and ® Improved engagement of patients and the public in
quality improvements commissioning

e Better compliance with medicines resulting in reduction in
unused medications

e |ess A&E attendances as a result of a better informed patient
community

e Fewer unplanned admissions
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COMMUNITY HEALTH SERVICES

INTRODUCTION

In July 2011 Community Health Services (CHS) transferred to Barts and the London NHS Trust (BLT)
through a Business Transfer Agreement and became the Trust’s Community Health Division. As part
of this process the Wound Care and Lymphoedema Service transferred to being a social enterprise
and from November 2011 is a stand alone service outside of Barts and the London.

For 2012/13, any alteration in the BLT CHS delivery and contracting is bound by the terms of the
business transfer agreement signed in July 2011. This allows the service an 18 month period of
financial stability post transfer into Barts and the London Hospital NHS Trust. As a result, there are
no major new developments or changes to the service but there will be a process of consolidation
and a move towards a stronger commissioning position for 2013.

In 2012/12 we will build on the work already underway as part of the implementation of LTC care
packages to realise the opportunities for integration of care across CH and BLT teams. We will
facilitate the development of specialist teams with a broader skill mix and access to consultant level
support. We will also commission community nursing as a consolidated service rather than a series
of individual services, aiming to manager the health of the population we serve.

2012/13 INITIATIVES

Cost-Related Efficiency Savings (CRES)
A 2% CRES saving is being applied to BLT CHS services and during the year there will be ongoing work
to increase productivity of all services provided. This productivity work will focus on:

Interpreting and Advocacy:

This initiative focuses on the existing Bilingual Health Interpreting and Advocacy Service (BHIAS). We
will re-specify the level and delivery of advocacy and interpreting service, with the aim of
empowering patients and ensuring an efficient and sustainable service. In 2012/13 two new
specifications for ‘advocacy’ and ‘interpreting’ services will be introduced designed to meet patient’s
requirements and local need in a more efficient manner. Within the Advocacy and interpreting
specifications we will be monitoring service transformation, use of new services, improved access to
service, and carrying out activity:cost analysis so that we can verify that we receive service at the
cost per activity which we have set against London benchmarked costs.

Mile End Hospital Beds

The 2009 review of Mile End Hospital (MEH) Beds showed that
there were efficiencies to be made in the use of in patients’ beds.
CSS will work with BLT CHS to increase efficiency in bed use by
ongoing review of vacant beds and improving patient flows
between BLT and MEH (especially in relation to the older peoples
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pathway) and developing a long term plan for an integrated older people’s service in 2013/14.

Community Virtual Wards

In order to support integration into primary care settings in addition to secondary care we will
continue to embed Locality Partnership Groups which bring together CHS, primary care and social
care to discuss and improve services to the locality population aiming to reduce hospital admission
and unnecessary use of Accident and Emergency (A&E) services. We will implement community
virtual wards in Tower Hamlets to work with the patients most vulnerable to repeated hospital
admission. The virtual wards allow a case management approach to identify and care for vulnerable
Tower Hamlets residents at highest risk of admission and readmission. Following on from the pilot
in 2011, the community virtual ward will be rolled out into the remaining 3 localities in a phased
manner during 2012/13. Areas for development in the coming year include:

v' The procurement and implementation of an IT interface system between secondary care and
community care data

v" The further involvement of social care and mental health
services in the model

v" The development of information sharing protocols
between primary and community care with a view to

expanding to social care

v Developing the use of the ward in the four localities and increasing primary and social input into
the wards’ patients.

We will continue to evaluate the effectiveness of the virtual ward with regards to both outcomes
and process measures, both of which are reflected in the Key Performance Indicators (KPls).

Service Specifications

Productivity will also be achieved through a re-specification of some BLT CHS services and review of

service agreements. During 2012/13, we will review all service specifications within BLT CHS to

ensure that they are patient-centred, compliant with national guidelines, promote the use of the BLT

CHS services effectively and identify improved clinical outcomes. The aim will be to specify services

which are integrated and allow for cross organisation working between acute, community and

borough based services. The main areas of review and re-specification will include:

v Specifying health promotion activities (such as smoking cessation) as a core element in all
services

v" Embedding flu vaccination as a core role of Adult Community Nursing Service (ACNS)
v Re-specifying ACNS, and specialist nurses roles into an integrated service

v Developing service specification for an integrated cardiac service and pathway across acute and
community services
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v" Reviewing and re-commissioning community rehabilitation services
v Reviewing the Pain Service

v Reviewing children’s CHS services

Health visiting

As already mentioned in the preceding Staying Healthy section, we will continue to work with BLT
CHS to develop the health visiting service to ensure that we offer an efficient and proactive service
to vulnerable mothers and to young children in our borough. We will work with the health visitors
to enable them to meet the national targets and also develop closer working relationships with the
GP’s in their area to ensure integrated working practices

End of Life Care

In parallel to the development of Integrated Cancer System (ICS) known as London Cancer, we will
explore in 2012/13 the development of a lead provider for End of Life Care (EOLC) in East London
and the City, to bring together all providers and engage with the ICS on end of life care services

The Delivering Choice Programme is reaching the end of stage 3 which was piloting a palliative care
centre in Tower Hamlets to coordinate care and maintain a register of palliative care patients. For
2012/2013 we will confirm the method of coordinating palliative care within Tower Hamlets working
alongside the ELC End of life care group and Clinical Lead. The End of Life Care facilitators in
community, acute and care homes will continue in 2012/13 working with providers to develop best
practice around the Liverpool care pathway, the gold standards framework and preferred place of
care/death and facilitating patient’s choice in their place of care.

We will continue the Tower Hamlets Locally Enhanced Scheme for palliative care in primary care to
support community based services and ensure patients access best care from their primary care
providers with the aim of reducing hospital admissions and deaths in hospital. This links with work
in BLT to reduce the number of expected deaths in hospital

Work in Tower Hamlets will tie in with the work across ELC to develop pathways and services
delivered by Specialist palliative care providers (St Josephs) which meet local need. In addition, a
national roll out of the palliative care register is being coordinated alongside the 111 work with a
later implementation date.

In parallel to the development of London Cancer, it is proposed to explore in 2012/13 the
development of a lead provider for EOLC in ELC, to bring together all providers and engage with the
ICS on end of life care services.
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Outcomes and Key Milestones

Outcomes/targets

Interpreting and Advocacy Services

Key Milestones

New specifications introduced Renegotiate service specifications with CHS | Mar 2012

Planning CHS start to prepare for new service Mar 2012
provision

Implementation New service delivery commenced April 2012

Monitoring Quarterly monitoring of activity, service Throughout
development, cost: activity ratio 2012/13

Mile End Hospital Beds

Community Virtual Ward
<15 bed days per year, per patient

redesign group

Full roll out

Reduction in bed base Renegotiate bed base with CHS Feb 2012
Implementation Reduced bed base operational April 2012
Improving patient flows Ongoing work with older people pathway Ongoing

April 2012

<10 30 day readmissions per year
for TH caseload

Roll out of IT interface tool

April 2012

COMMUNITY HEALTH SERVICES

New Investment 2012/13 £0

Anticipated Savings (non- 2012/13 2013/14 2014/15
cumulative net) £1,080,000 £1,500,000 £1,500,000
Anticipated health and e Cost Related Efficiency Savings of 2% achieved

quality improvements e District nurses to deliver flu vaccination to housebound

Increase number of people dying in the place of their choice

Reduction in unscheduled hospital admissions for flu

Reduction in unscheduled emergency admissions
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INTEGRATED CARE

INTRODUCTION

Following our participation in the Department of Health Integrated Care Pilot, integration continues
to be a key priority with regards to the planning, commissioning and delivery of services. Where
appropriate we are working across health and social care to align the objectives of services and
ensure that providers are supported to deliver seamless care through the implementation of IT
solutions and new ways of working. This approach will enable a greater number of residents to live
independently in the community and reduce avoidable hospital activity.

We also continue to build on the vision set out in the “Improving Health and Wellbeing Strategy” of
integrated networks delivering health and wellbeing services investing over £6 million in a new
model for the delivery of primary care. Our eight networks are currently delivering a range of
services relating to long term conditions, health promotion and care that would previously been
delivered in a hospital setting such as minor surgery, phlebotomy and anti-coagulation. These
services are also designed to support the integration of care between specialist and generalist
clinicians with input from hospital consultants and specialist nurses key to the delivery of the

packages of care.

We will look to further embed the principles of the networks including:
v Information sharing

The use of data to support quality improvement

Commissioning for health outcomes

A multi-disciplinary approach to the delivery of care

The targeting of resource at the areas of greatest need

AN NI NN

We will roll these principles out across a wider spectrum of primary and community care services,
specifically focussing on Healthcare for Older People, to integrate further with social care through
the development of integrated information sources and closer working within geographical teams.

The 36 Tower Hamlets practices and the 8 network boundaries

LAP 5. Bow West, Bow East

@emve Surgery @s. Stephen’s

LAP 1. Weavers, Bethnal Green
North, Mile End and Globe Town

(@ st @ msson | @rredegar @) Ruston Street

© sotnnai Green (@) Giobe Town @iatey rove
© rorarc Row
© Pop: 38,529 -
LAP 6. Mile End East, Bromley by Bow =
Merchant g Stroudley Bromley H
o & Qg (DL OV YL
LAP 2. Spitalfields and € st Pau's @) Nischal
Banglatown, Bethnal Green Popsi94s @) Way
South (+ 3
Pop: 27,692
© sitrenae % (10}
@icaner @@ avion (] (=2) @ Limenouse @) onispst @) Avorckly
® ... 30} a
@ spiaioiss @) xx piace’ Pop: 23,868 O ®sovan e
LAP 3. Whitechapel, St % o B o
Duncan's and Stepney Green 26 ) (REpBELEs
@ shanvaia @) vama
Pop: 28,
Do D sioney © GBS
LAP 8. Millwall, Blackwall and Cubitt
LAP 4. St. Katharine's and 5 L2
Wapping, Shadwell Pop: 30,034
St Kaherine's @ Barkantine @) 1siand Healtn
@ eastone @ BLSE P4
(3] @ oockiands Island Med Cir
@ svico st @) wapring (sc)

* Esti i as v of Bromley-by-Bow and XX place combined list
Source: http:// gov.uk/data/in-your-ward; Allocation practice to LAP as per Team Analysis (Aug 2008); Number of patients per | o
* practice based on LDP data (Jan 2009)
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Current plan/initiatives/outcomes

Long Term Conditions

The networks are delivering a number of care packages designed to prevent and more proactively
and consistently manage a range of long term conditions including Type 2 Diabetes, Cardiovascular
disease and COPD. These packages also ensure that the patient is placed at the centre of their care
through the adoption of ‘care planning’ processes to identify and support the achievement of goals
co-owned by the patient and the health professional supporting them. Through adopting a more
proactive, integrated and multidisciplinary approach to the commissioning of services for those with
long term conditions we are continuing to build on a strategy to enable residents to stay in the
community and avoid admissions to hospital.

As part of this process we are strengthening relationships between primary, community secondary
care, social care and mental health services. We are continuing the implementation and monitoring
of the care packages and integrating care pathways around the needs of patients. We are
incorporating evidence driven best practice guidance from the National Institute for Health and
Clinical Excellence (NICE).

Many of the residents of Tower Hamlets living with long-term conditions have previously had
admissions into hospital that may have been avoided if supported by an integrated community
approach. In 2011/12 we assessed one such community model, the establishment of a Community
Virtual Ward led by community matrons and with close multi-disciplinary working. The pilot took a
multi-disciplinary case management approach to identifying and caring for vulnerable Tower
Hamlets residents at highest risk of readmission

Care Packages

We are continuing to implement, develop and monitor the care packages (Diabetes, CVD Secondary
Prevention, Hypertension, NHS Health Checks and COPD.) This will continue to focus on reducing
secondary care activity through the reduction in emergency attendances and admissions due to
more systematic and consistent quality of care delivered across the borough. There will also be less
outpatient activity through the use of secondary care clinical expertise in community settings and
support for primary and community care clinicians

The Diabetes care package was initially implemented in September 2009. Preliminary data shows
that there has been a reduction in non-elective activity related to Diabetes and COPD over the past 2
years whilst activity for non-Diabetes related activity has increased as shown by the first two charts
below. Both the Diabetes and COPD care packages are also showing improvements in health
outcomes for patients with LTC.
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Unplanned COPD-ralated admissions in Tower Hamlets, 2009/10 and 2010/11
Unplanned diabetes-related admissions in Tower Hamlats, 2009/10 and 2010/11

£100000

200910

Graph 2: Unplanned Diabetes related hospital admissions Graph 3: Unplanned COPD-related hospital admissions

In comparison the COPD admissions over the same time scale show no comparable reductions. We
are currently rolling out a COPD care package and will monitor its impact in the same manner

Unplanned CVD-related admissions in Tower Hamlats, 2009/10 and 2010/11

population

£250000

£200000 |

——Unplasned €vD ad

Graph 4: Unplanned CVD-related admissions

2012/13 INITIATIVES

Long Term Conditions
Following the success of the pilot, the community virtual ward will be rolled out into the remaining 3
localities in a phased manner during 2012/13.

To help strengthen the community virtual ward in the coming year we will:

v Procure and implement of an interface system between secondary care and community care
data

v" Expand the model to include the involvement of social care and mental health

v' Develop information sharing protocols between primary and community care with a view to
expanding to social care
v Continue to evaluate the outcomes of the virtual ward looking at both outcomes and process
measures, both of which are reflected in the Key Performance Indicators.
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Through adopting a more proactive, integrated and multidisciplinary approach to the commissioning
of services for those with Long Term Conditions we are continuing to build on a strategy to enable
residents to stay in the community and avoid admissions to hospital.

As part of this process we are continuing to strengthen relationships between primary, community
secondary care, social care and mental health services. We are continuing the implementation and
monitoring of the care packages and integrating care pathways around the needs of patients. We
are incorporating evidence driven best practice guidance from the National Institute for Health and
Clinical Excellence (NICE)

Care Packages

We will continue to review the effectiveness of the care package specifications in line with NICE
guidance. Recommendations will also continue to be considered from the Vascular Care Quality
Group and Respiratory Strategy Group respectively.

Development of the Multi-Disciplinary Team Approach

We will continue to develop and help facilitate multidisciplinary input from clinicians across primary,

community and secondary care to ensure effective outcomes. This will include:

v Supporting the continued embedding of MDT meetings at network level, as part of the COPD
care package

v Sustaining MDT meetings at a network level for the other more established care packages.

We will continue to support the establishment of effective Multi —Disciplinary Teams (MDT) as part
of the Community Virtual Ward and to engage key stakeholders from primary, community and
secondary care as well as mental health and social care.

The work will continue to focus on reducing admissions and improving the quality of care for high
risk patients with two or more LTCs. We will ensure high levels of clinical engagement, stakeholder
engagement and adherence to best practice

Healthcare for Older People

During 2011/12 we have established an Older People’s Delivery Group spanning, primary secondary,
community and social care to review the services that are provided for and used by older people
within the borough. We will be developing the remit of this group during 2012/13 and ensuring that
we apply the principles embodied within the long term conditions care packages set out above to
ensure a more seamless and integrated pathway for older residents. We plan to implement this
work in 2013/14 with next year providing an opportunity for thorough scoping and planning of the
workstreams. Specifically workstreams will look at:

v Supporting nursing and care homes to provide high quality health care for their residents
v Reviewing the pathways for older people through secondary, community, primary and social
care
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v' Making and overseeing commissioning recommendations for the integration of pathways and a
multi-disciplinary approach to care for older people

In relation to nursing homes we are looking to address the following 5 key priorities

Nursing Home priorities

1. | Develop a joint commissioning strategy with LBTH to ensure we commission high quality
services in an integrated fashion

Review and refresh our current LES in line with developments in related services

Develop a consistent reporting process

Track action plans developed by the networks to code and report relevant activity

Al Il Il

Review the top 3 reasons for admission and develop plans to mitigate against the activity
identified.

Re-ablement and Single point of access

Through adopting an integrated approach to the commissioning and provision of services across
health and social care we are continuing to embed a joint strategy to support our residents to stay
out of hospital and live independently in the community. Reablement continues to be both a
national and local priority, the initiatives we will be implementing are critical to the reduction of
non-elective activity in acute care and form a crucial element of our strategy to manage emergency
activity.

The development of integrated ways of working across health and social care will enable us to learn
from the personalisation work undertaken by London Borough of Tower Hamlets. As the
personalisation agenda develops we will look to align it with the model of care provided by the
networks and ensure that it supports and builds on the ‘care planning’ patient-centred approach
embedded within the long term condition care packages.

New Investment 2012/13 £0

Anticipated Savings (non- 2012/13 2013/14 2014/15
cumulative net) £2,242,000 £2,242,000 £2,242,000
Anticipated health and e Reduction in non-elective activity for CVD and diabetes
quality improvements e Reduction in re-admissions for COPD

® Increased percentage of patients with self-management plans

e Improved control of blood pressure and cholesterol for patient
with CVD

e Improved control of blood pressure, cholesterol and HbA1c for
patients with diabetes

® Increased uptake of pulmonary rehabilitation
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IMPROVING PRIMARY CARE

East London and the City

In order to align with the NHS Commissioning Board functions, in 2011/12 we formed a single
Primary Care Commissioning Directorate that spans the 4 local authority areas of East London and
City. This new arrangement has seen the synthesis of individual borough processes into a single
process across all independent contractors in general practice, dentistry, optometry and pharmacy.

We have unified the contract review process for each of these independent contractors and now use
a single review process that assesses the contractual and quality components of the respective
contracts. For each group of primary care contractors a quality scorecard has been developed.
Similarly we have re-designed the processes for key annual activities such as the Quality and
Outcomes Framework (QoF).

As a sector, we are improving the quality of independent contractors’ services by examining the
variation in financial and contractual performances across the sector, and taking steps to reduce this
variation.

Tower Hamlets

In Tower Hamlets we continue to implement the IHWB using our models of networks to bring
together all providers in the delivery of integrated care. We will also continue to focus on the
implementation of the pharmacy and eye health strategies and roll out standardised performance
scorecards

Primary Care Strategy

Over the past two years we have undertaken and extensive investment and transformation
programme focused on the development of networks of providers delivering services for, and taking
ownership of, the health of their local populations. We will continue to develop and roll out this
mode ensuring that resources are targeted at areas of greatest need.

Drivers for change

Increased Role for Primary Care providers:

General Practice is delivering a wider range of services in primary care settings including the
management of long-term conditions and is increasingly playing an important role in co-ordinating
care provided in other settings. Our long-term conditions care packages cover Type 2 Diabetes,
Cardio-vascular Disease (COPD) and Chronic Obstructive Pulmonary Disease (COPD) and knit
together primary, secondary and community care to deliver an integrated service to Tower Hamlets
residents.

Variability in Quality of Primary Care:
Quality of primary care continues to be variable across Tower Hamlets, as in the rest of the sector.

There are examples of some excellent practice together with some practice that falls below
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acceptable standards. It is critical to the success of the health strategy that this variability in quality
of provision is reduced by tackling providers whose performance falls below standards. This will sit
alongside a quality improvement approach that brings these providers up to the standards of the
best. We will also continue to implement the principles of the care packages of using data and
information to monitor and maintain the delivery of standardised services.

Improvements in Access:

Levels of satisfaction with primary care providers in East London are high but there are continuing
concerns amongst the local population about the difficulties of accessing primary medical and dental
services and the responsiveness of these services. This will continue to be a priority over the coming
years.

East London and the City initiatives

This year, as part of our preparation for the National Commissioning Board we will carry out a review
of local processes to support the national requirement for general practitioners to complete
revalidation and offer support to any practitioners where there are concerns.

Primary Care Quality Initiative

Since being developed in the CSP for 2011-15 this initiative is based on developing quality scorecards
that can be used by primary care commissioners as performance management tools to tackle the
lowest performers and by primary care providers as quality improvement tools to bring up the
quality of those performing around the average. This data-driven approach to improving quality is
supported by the recent Kings Fund report on Improving Quality in Primary Care. The tool is being
used to target resources of the Primary Care Commissioning team at performance managing those
practices with the lowest levels of performance. The proposed approach for is for the quality
improvement to be led by the Primary Care Commissioning Directorate, supported by the CCGs. It
will focus on performance management and supporting CCGs in developing this approach and their
leadership role in quality improvement during the transition period.

GP Quality Scorecard:

NHS East London and the City started to develop a GP quality scorecard for the cluster in September
2010. However, this has since been superseded by the development of London GP Outcomes
Standards, due in December 2011. The City and East London Local Medical Committee have
accepted the London standards as our local GP quality indicators.

In the interim the Primary Care Commissioning Directorate has used the data from the locally
developed GP Scorecard data to inform our Primary Care Commissioning decisions as to which
practices receive a targeted approach to performance management whilst the London scorecard is
tested and developed.

Dental Quality Scorecard:

NHS East London and the City’s primary care commissioning team have been negotiating a dental
quality scorecard with local dental representatives. The local scorecard, along with those used in
other clusters, across London is currently being used to inform the development of a Pan-London
dental scorecard with the intention that a single scorecard and performance framework will be
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implemented across London before the end of 2011/12. To this end formal sign off on a local
scorecard has been put on hold pending the pan-London outcomes.

The NHS East London and the City dental commissioning team continue to monitor the indicators
using the local scorecard in order to inform contract monitoring and performance management
processes. This will continue until formally superseded by a London framework.

Access to dental care continues to be a challenge particularly with respect to take up of dentistry on
the NHS in East London. Whilst improvements in the numbers of patients who have seen a dentist
within the last 24 months continue to be made in each of the 3 PCT areas a further step change is
required.

Total patients seen as a percentage of the population In the previous 24 months as at
quarterly Intervals

Per cer L
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Graph 5: Dental Access rates in Tower Hamlets

Pharmacy Scorecard:

The Community Pharmacy contract provides a national framework for the delivery of pharmacy
services. The approach to quality for community pharmacy services being taken in East London is
based on quality measures that can be identified through contract monitoring (including
participation in health promotion campaigns), quality of premises, quality markers in Enhanced
Services and patient feedback on their experience. This approach has been developed in a quality
scorecard that is ready to be implemented from January 2012.

Ophthalmic Scorecard:

The approach to quality improvement for ophthalmic services is similar to community pharmacy
services. The quality scorecard is based on a combination of contract monitoring and quality
measures in Enhanced Services and patient experience. This scorecard is also planned to launch in
January 2012.

We have written a sector Eye Health Strategy that articulates our ambitions not only to drive up
quality, but also to improve the eye health of the local population.

Development of Local Professional Networks:
The Future Forum report developed proposals for the engagement of a wider group of clinicians in
the commissioning process. An element of these proposals was the establishment of Local
Professional Networks (LPNs) of dentists, pharmacist and optometrists to provide a forum for clinical
engagement of these health professionals in the commissioning of these primary care services that
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they provide but also in the wider process of commissioning. NHS East London and the City is
engaging with local representatives of clinicians from these professions to establish LPN pilots in
2012-13 to support the quality improvement agenda for community pharmacy, dental and
ophthalmic services.

Tower Hamlets initiatives

To ensure compliance with contracts and that practices whose performance is below acceptable
standard improve the Primary Care Commissioning directorate will be carrying out annual contract
reviews with all practices and effectively performance managing those where there is a cause for
concern identified through performance against the London outcome standards and their
compliance with the core contract standards.

Primary Care Clinical Networks

Developing high quality primary care requires effective team-working within General Practice and
will require new models of shared care to be developed with other primary care, community health
services and acute and specialist health care professionals. Our primary care networks are delivering
measurable health outcomes for our population. By bringing together local providers we have
developed dynamic primary care clinical networks who deliver effective and innovative care
packages.

Patient Experience of GP Services:

The Tower Hamlets Local Involvement Network (THINk) has prioritised improving the patient
experience in General Practice as one of the key quality improvements that NHS East London and
the City should work on. There are measures within the London GP Outcomes Standards that use
data from the GP Patient Survey run by MORI. They will form part of the whole picture of practice
performance provided by the outcomes standards. Similarly there are GP access measures in these
outcome standards.

The performance of practices in NHS East London and the City against the national measures of
primary care access has plateaued with the percentage of patient reporting being able to see a GP
within 48 hours of booking remaining at 75% at the end of 2010-11. There continue to be problems
for patients in seeing their preferred GP (65%) and getting through on the telephone (69%). Whilst
performance remains at or close to the London average it is still significantly below the national
average in every measure. Improving access to primary care and how the public see access will
continue to be a priority during 2011/12.

2012/13 INITIATIVES

Primary Care Productivity

To help improve productivity in 2012/13, we will roll out a review of Primary Medical Services
contracts using the approach implemented in Newham in 11-12 and the NHSL "Once for London"
programme on PMS reviews. The aim of this is to review contracts to the mean, standardise
additional services commissioned and improve quality / productivity through a set of standard
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stretch Key Performance Indicators (KPls). This is delivered across the four primary care contractor
groups — Primary Medical Services, Dental Services, Pharmacy Services and Ophthalmic Services.

General Practice

We will be contracting with NHS Shared Business Services to carry out our list maintenance on a 2
year programme and will follow the "Once for London" protocol agreed with London-wide Local
Medical Committees (LMC). Any savings identified as part of this process will be applied to offset the
annual list growth increase.

Preparing for convergence with the NHS commissioning Board, we will require review of any local
payments that are outside the statement of fees and entitlements or nationally agreed payments
mechanisms. This will require review of all independent contractor Locally Enhanced Services
schemes and any variation in discretionary payments, in particular reviewing / scaling back of those
locally enhanced Direct Enhanced Services schemes. This will require modelling system impact,
liaison with key stakeholders and ultimately giving notice to providers within the terms of their
contract / Service Level Agreement where decommissioning is planned.

Dental

Working with dental contractors we will review and develop Dental Practice Based Commissioning
(DPBC) shift initiatives e.g. Minor Oral Surgery. Tower Hamlets DPBC initiatives have been successful
in recent years and there is significant scope to build on this work during 2012/13.

Optometry

We will begin to implement the recommendations of our Eye Health Strategy. As for general practice
we will be carrying out a review of optometry and eye care locally enhance services such as low
vision, equipment supply or direct cataract referral schemes. The Moorfields Primary Care Clinic was
audited in 2011/12, this identified that 65% of patients were being incorrectly referred the clinic
rather than direct to a specialist clinic, creating a longer more costly patient pathway. Pathway
redesign of this clinic, based upon the audit, could achieve circa £300k+ savings within the Cluster.

Pharmacy

A similar review of pharmacy locally enhanced services will
be carried out, such as the Minor Ailments Scheme. The
impact of the national New Medicines Service and
Medicines Use Review are likely to reduce cost pressures
within the health economy by reducing waste, increasing
compliance taking medicines, and therefore, longer-term
reducing the intervention of secondary care

Procurements

Key procurements or re-procurements are planned in general practice, community pharmacy or
dentistry during Q4 11/12 or 12/13. The aim of each procurement is to deliver a timely service,
within budget against a service specification that meets the needs of those using the services now or
in the future. They are
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v Health E1 — GP services to the vulnerably housed or street homeless. This is part of a 3 borough
review of such services. Procurement by September 2012

v All Saints — GP - re-procurement by March 2013.

v' Whitechapel — GP - turn-around contract the end of the 2011/12. Re-procurement by March
2012.

v’ St Pauls Way — GP - Re-procurement by March 2012
v Island Medical Centre — GP - Re-procurement by March 2012
v St Andrews — community pharmacy — Local Pharmacy Services contract by June2012

In addition, the following sector initiative will impact on Tower Hamlets:
v' Emergency Dental Services — September 2012. This is a pan North East London initiative led by
City and Hackney

Key enablers

General Practice IT

Primary Care Improvement and facilitation, has seen the deployment of eTTA’s (Electronic delivery
of Discharge Summaries) from BLT to 34 out of 36 GPs since June 2011, this will be extended to
include a delivery of eTTA’s from neighbouring Trusts and Acute Hospital Trust’s throughout
2011/12.

We are also working closely with BLT to ensure the timely delivery of pathology / radiology results to
GPs. As part of NHS ELC’s IT strategic development for Tower Hamlets a project is running that will
see all of the GPs within the borough standardised on Emis’s fully hosted Clinical system Emis Web
by April 2013. ELC IT Training and facilitation is continually developing a range of training that it is
targeting the ever changing technological and business needs; we offer a range of learning
programmes that support the developmental requirements of GPs and staff covering national and
local applications such as; C&B, EPS, tQuest, Microsoft MOST, Clinical system and application
support, these are delivered in a variety of ways to suit the business; classroom, onsite, elearning
and refresher.

We are working closely with Primary Care Commissioning and the Networks with the establishment
of NIS's.

Primary Care Estate Improvements

Two new developments are planned to be commissioned during
June / July 2012/13. These are Newby Place in the South East
Locality and St Andrews in the North East Locality. These facilities
will be key to delivery of clinical commissioners local care
strategies. The developments will bring together providers from a
range of local health and social care services in modern premises
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designed to meet the needs of the local populations, giving opportunity for more co-ordinated care
and providing a setting for increased care outside hospital.

Architects Impression of Newby Place

Merchant Street Practice is currently investigating necessary improvements to their practice
premises with the support of the PCT Primary Care and Estates teams. Options are being assessed to
provide the best route to enable them to continue to provide essential services in suitable premises
and potential to expand in the future to meet the needs of the growing local population.
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CONTINUING CARE

Continuing health care for adults and children will continue to be a priority for development.

Children and Young People

We will continue to fund “continuing health care (CHC)” for severely disabled children and children
with life-limiting allowing them to be cared for in the family home and supporting their parents and
families to manage the burden of care. This care has been re-commissioned by the Borough to be
provided by individually trained and professionally supervised and supported health care assistants.
These new arrangements are expected produce savings of up to £250,000 per year.

Learning Disability

In 2010, we undertook ‘the big health check; for learning disabilities which
included health and social care professionals and a large input from service
users as part of a NHS London programme. While we met many targets,
there were clear areas which could be improved which included access to
annual health checks for people with a learning disability, use of a hospital

passport and improving how we present health promotion messages to the
service users.

Continuing care - older people and young people with disability

In 2011, we reviewed our processes for planning and delivering continuing care across Tower
Hamlets in conjunction with BLT CHS and LBTH. In 2012 we will ensure our processes are clear and
follow the nationally set Continuing Health Care Pathways. We will work alongside City & Hackney
and Newham to rationalise the service and ensure we maximise our investment and provide best
quality for our patients.

Carers

We will continue to work closely with the London Borough of Tower Hamlets to support the
implementation of the carers’ strategy and ensure that the carers’ needs assessment is taken into
consideration as part of our commissioning process. Key recommendations from the needs
assessment include:

v Enabling a broader uptake of services for carers, particularly amongst Asian carers and those
who care for people over 65 with a disability
v/ Ongoing assessment and review of the health and wellbeing needs of carers

AN

Better marketing of carers’ services within the borough

v Better identification of mutual caring relationships i.e. older people who care for those with
learning disabilities

v Through ongoing consultation with the carers’ strategy group we will continue to ensure that

the services we commission in partnership with London Borough of Tower Hamlets meet the
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needs of our carers and enable them to continue to provide the crucial support and care they
give to those whom they look after. This will include supporting further funding of the health
checks for carers project through the Reablement workstream as set out below.

Enablers
The implementation of these initiatives will be overseen by a group jointly formed from THCSS and
London Borough of Tower Hamlets and will also draw on input from the lead clinical commissioners

Outcomes/targets Key Milestones

Healthcare for Older People

Reduction in emergency admissions for Implementation of agreed pathway July 2012
Urinary Tract Infections (UTI)

Increased uptake of care’s breaks Reestablishment of carers’ health April 2012

check programme

CONTINING CARE

Anticipated Savings (non- 2012/13 2013/14 2014/15

cumulative net) £50,000 Reduction in | £150,000 Children £150,000 Children
contribution (being £443,000 Managed £443,000 Managed
picked up by LBTH) care care

£150,000 Children
£443,000 Managed

care
Anticipated health and e Continuation of the LinkAge Plus Partnership
quality improvements e Improved health for carers

e Packages of care appropriate to needs of patients
e Improved experience of care for people with learning disabilities
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PLANNED CARE

Introduction

Providing efficient services that best meet the need of the population is the focus of our planned
care initiative. Clinicians from the CCG Board have worked with lead clinicians from primary,
community and secondary care to implement new pathways for priority specialties that support best
practice guidelines and ensure an appropriate mix of skills within each specialty team so that
patients are seen by the right professional within an acceptable timescale. This approach is also
supported by a primary care enhanced service that includes ongoing referral audit and feedback
processes led by referral champions within each network.

Current plan/initiatives/outcomes

As part of our on-going programme of service improvement, we redesigned pathways for four
planned care specialities: trauma and orthopaedics, dermatology, urology, and ear, nose and throat
(ENT) to ensure that we reduced the number of inappropriate referrals to hospital. Reductions in
referral rates have been seen in each of these specialities. We have worked with Barts and the
London Trust and general practice to develop standardised referrals and by increasing the levels of
consultant support and sessions in networks in these key specialities. This has had an impact on the
rate of GP referrals to BLT as shown in Chart 6, and is also reflected in the targeted specialities seen
in Charts 7 and 8.

TH GP referral 12-month rolling average

—THGP
referral

Chart 6: Referrals to BLT by Tower Hamlets GP Practices

T&O - GP referred 1st OP Appointments at BLT

Dermatology - GP referred 1st OP Appointments at BLT
2010/11vs 2011/12

2010/11 vs 2011/12
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Chart 7: YTD reductions in dermatology referrals Chart 8: YTD reductions in Trauma and Orthopaedic referrals

In developing this approach over the next 3 years we will embed the key principles of the

programme through the following contractual mechanisms:

v’ Education and Training. The provision of support for primary and community care clinicians to
improve capacity and capability

v Referral champions within each network to oversee referral audits and provide guidance and
feedback on referral standards

v/ Standardisation of referral forms

v Management of referrals by secondary care to ensure referral reach the right clinician first time,
and at the right time

2012/13 INITIATIVES

Continued roll-out of service improvement programme

In the coming year we will look at extending our programme of service transformation to other high
activity, high cost clinical specialities such as respiratory medicine and unscheduled admissions for
patients with Urinary Tract Infections, through the development and introduction of standardised
referral forms. This will be supported by the provision of guidance to referrers about what
constitutes a clinically indicated referral to secondary care and improving discharge summaries. This
approach will be supported by referral champions in primary care, clinical audit and regular feedback
to referrers in the form of a dashboard.

Service Alert System

We will be reviewing our existing service alert process to ensure that we improve the interface
between the primary and secondary care elements of pathways, as well as fostering shared learning,
implementing quicker resolution to issues and continue to improve service quality and the patient
experience.

Review of Persistent Pain Pathways

Separately we will be reviewing the existing persistent pain pathways. New NICE guidance on the
management of lower back provides a set of best practice guidance which we will be implementing
in 2012/13. In line with the recommendations of the guidance we will no longer commission spinal
injections, and will look at making sure the care pathway for chronic pain offers patients the right
level of physical and psychological interventions.

Anticipated Savings (non- 2012/13 2013/14 2014/15
cumulative net) £ 2,480,000 £2,800,000 £3,000,000
Anticipated health and ® Better triaging and referral management

quality improvements e Patients seen in the most appropriate setting in the fastest

possible time
e Reduced health care acquired infections through keeping people
away from the hospital setting where appropriate

e Better ownership of patient care by primary care
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URGENT CARE

INTRODUCTION

There is a comprehensive urgent care strategy to which Tower Hamlets has been working since 2008
and this is now in its final phase of implementation. This has been aided by this year’s integration of
Community Health Services into Barts and the London Hospital, particularly the Whitechapel Walk in
Centre and the GP Out of Hours service. The opening of the new Royal London Hospital in December
adds to this to provide an opportunity to deliver a more seamless urgent care service. The
development of the 111 service as part of the national and ELC wide strategy will also provide an
opportunity to provide the ‘Phone Before You Go’ element of the plan which aims to ensure people
utilise urgent care services in the most appropriate way.

Together with services run from The Royal London Hospital there are two other walk in centres
locally, the Barkantine and St Andrew’s Health Centres. The Whitechapel Walk-In Centre will close in
December and will be re-commissioned as an urgent care centre, incorporating Minor Injury services

Since 2008 we have had a GP streaming service in place, within A&E Department at the Royal
London helping to stream adults. This will continue to be provided with plans to extend the service
to include children from 2012.

Table 12: Urgent Care Activity

Service Type Daily (average) Annual

GP out of hours Contacts of which: 62 22,774

service - Face- to-face 19 7,078
- Calls only 39 14,356
- Home visits 4 1,340

Walk in Centres Attendances: 190 69,331

(WiCs) Barkantine (as of 10 October 47 17,115
2011) 50 18,258
St Andrew’s (as of 16 May 93 33,959
2011)
Whitechapel

Emergency Contacts of which:

ambulance - Conveyed

(London Not conveyed/treated at

Ambulance scene

Service) Other

A&E Attendances 365 133,600

(Total)

GP A&E 77 28,000

Streaming

Unplanned acute 40 14,600

admissions

Attendances to the Royal London A&E department have, against a backdrop of an increased

population, remained relatively stable with a 2% increase since April 2011
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A&E ATTENDANCES PER 1000

12M.RA
40.00

33.75

27.50
21.25
15.00

March 2010 July Nov  March July

The number of patients attending with a V08 code (discharged without any intervention) which is
used as an indicator of patients attending with primarily primary or self care problems has
decreased. A large proportion of these will be managed by the GP streaming service.

V08 ATTENDANCES PER 1000

12M.RA
15.00

40%
12.50

36%
10.00
7.50
5.00

March 2010 June Sept Dec 2010 March

There are, however, a significant amount of children (0-5s especially) who are attending with
primary or self care problems and the expansion of the GP streaming service in the new year aims to
address this as well as specific practice based work to identify any key areas for further pathway
work between secondary and primary care.

2012/13 INITIATIVES Phase 2 — Dec 2011 onwards

Integrated model of Urgent Care Services

As previously raised, during 2012/13, building on our
experience from GP streaming, we are building an
integrated model that links effectively with the new 111
system being implemented across the sector. The new

Reception
(woeren)

Distharged hume with
selfcare avice | | community service

model supports access to primary care and makes the

uee
[imormjeres and imss]

best use of the clinical skills across both

primary/secondary services. This is shown in the
accompanying chart
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Once implemented the new 111 service will operate 24/7 and provide assessment of need and
signpost callers to the most appropriate service to meet their need (self care, pharmacy, primary
community and mental health services etc). Potential links to social care and voluntary sector
services will also be explored at a later stage. A locally developed and maintained (electronic)
‘directory of service’ will help to ensure that patients are directed to the most appropriate local
service to meet needs.

Community Walk-in Centre / GP Led Health Centre Review

We are currently undertaking a review of the Urgent Care Strategy for the Borough. As the new
build progresses at BLT services there will be reconfigured to consist of a fully integrated Urgent
Care Centre (UCC) service on the Whitechapel site. Changes such as the development of 111
telephone services and new build at Newby Place and St Andrews (opened in May 2010) make it
timely to consider the way in which the services in the community interface with the new UCC and
each other. There are also significant affordability pressures in the urgent care system that will
require addressing through the review. Any change to contracts would not take effect before
October 2012 due to the requirement for stable Walk-In Centre services during the London 2012
Olympic Games.

Outcomes and Key Milestones

INITIATIVE TIMELINE

System redesign linked to co-location of GP OOH / UCC Co-location from Dec 2011with opening
and A&E. of new hospital / A&E and UCC.
Paediatric GP streaming pilot from Feb
2012.

Strategic review and integration
programme Q4 2011/12 and Q1 and 2

2012/13.
Review to be undertaken of the Urgent Care Strategy January 2012
(including WiC'’s) for the Borough
Olympics Summer 2012
111 Pilot Implementation from Q4 - 2012/2013

URGENT CARE

New Investment 2012/13 £200,000

Anticipated Savings (non- 2012/13 2013/14 2014/15
cumulative net) £900,000 £900,000 £900,000
Anticipated health and ® More integrated service

quality improvements e Improved patient experience

e Timely access to urgent care services

e Reductions in emergency hospital admissions.
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MENTAL HEALTH

INTRODUCTION

Tower Hamlets has amongst the highest levels of mental health need in the country. With a growing
population, particularly young people, the P

challenge to ensure that we commission the very 3*-!@‘ -

best of mental health services is significant. To
meet the challenge, we are currently working to

L

people. Our plans for improving services for people with dementia are now well advanced, with a

deliver a range of improvement projects, including i B NS T 5 SRS
the primary/secondary care interface, services for
working age adults, services for people who misuse

drugs and/or alcohol, and for children and young

range of new services opening during 2011/12 which we are confident will significantly improve
outcomes for people with dementia and their carers. This section details how we will continue to
work with our partners to improve mental health services for all residents.

ELC position

During 2011/12, in partnership with the five Clinical Commissioning Groups and three local
authorities in the Inner North East London area, NHS East London & The City has finalised an east
London wide Whole Systems Review of mental health services for adults of working age and older
adults. The Review found that whilst there are many strengths in the mental health system in East
London, there are also significant opportunities for improving quality and value for money. In line
with the findings of the London Health Programmes Mental Health Models of Care Project, the
Review found that system re-design is needed with a shift towards primary care based provision,
under-pinned by clear and robust health and social care pathways in the community for service
users with a mental health problem, and a strengthened approach to primary and secondary
prevention.

Current plan/initiatives/outcomes

Improving Service User Experience

Considerable progress has been made during 2011/12 with improving service user experience, and
safety, in acute in-patient services for people of working age. For example, NHS East London & The
City this year invested in additional PICU bed capacity and in extra nursing staff on the wards.
However pressure on beds has continued during the course of 2011/12, with occupancy breaching
the 93% contractual target on several occasions.

Dementia

Through the partnership Commissioning Strategy for People with Dementia and their Carers (2010-
13), NHS East London & The City has invested significantly in services for people with dementia over
the past two years. In Tower Hamlets, as a result, we have a new Diagnostic Memory Service,
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Community Dementia Team, Dementia Adviser Service, and Dementia Liaison Service at the Royal
London Hospital.

Child and Adolescent Mental Health Services

During 2011/12, East London Foundation Trust in partnership with health and social care
commissioners designed a new model for the organisation and delivery of Child and Adolescent
Mental Health Services in Tower Hamlets, with larger front-line multi-disciplinary teams and fewer
specialist teams. As a consequence, access to CAMHS services for children and young people,
parents, and referrers will be more straightforward, and pathways within secondary care smoother.

2012/13 INITIATIVES

Implementation of the Whole Systems Review
During 2012/13, we will continue to implement the findings of the Whole Systems Review by:

v improving the mental and physical health of people with severe and enduring mental health
problems through working with East London NHS Foundation Trust to develop
primary/secondary health and social care pathways, including improving communication, and
the systems and processes that support good communication

v developing a new primary care mental health function, including a Network Improved Service, to
support primary care with service users discharged from secondary care, including service users
currently supported in community team and out-patient settings. The development of the new
primary care mental health functions will be informed by a pilot exercise to profile mental health
need at practice level which, if successful, we will roll out to practices in a regular report. We will
work with East London NHS Foundation Trust to carry out a specific clinically led audit of out-
patient services

v working with East London NHS Foundation Trust to improve productivity of secondary care
psychological therapies and community personality disorder services

v developing an Inner North East London Prevention Strategy, with a focus on building on the
strengths of our current third sector market to improve approaches to prevention

v working with East London NHS Foundation Trust to deliver a pharmacy QIPP programme, and to
develop a shared drug formulary

v' embedding the recovery approach across the mental health system, with a focus on developing
routine use of patient reported outcome measures, and working with East London NHS
Foundation Trust and local authority partners to support the roll-out of their transforming adult
social care programmes in mental health.

Improving Service User Experience
During 2012/13 we will continue to work proactively with East London NHS Foundation Trust to
manage bed occupancy to keep it to an acceptable level.

80
Tower Hamlets CSP 12/13 (NHSL Submission) 28/11/11

Page 90



Dementia
During 2012/13, we will work with local authority colleagues to continue to implement the
Commissioning Strategy.

Child and Adolescent Mental Health Services
During 2012/13, commissioners will continue to work with ELFT to embed the new pathways, and
ensure that they are responsive to the needs of the people who use them, and to referrers.

Substance Misuse

The Tower Hamlets Clinical Commissioning Group and NHS East London & The City are currently
working with partners through the Drug & Alcohol Action Team to undertake a treatment system re-
design project, to inform the future design of the drug and alcohol treatment system in the borough,
which reflects national and local clinical and service user priorities for change, with a view to moving
to the procurement of a re-designed treatment system by 1 October 2012.

Enablers

To support a coordinated approach to delivering our improvement priorities for mental health
services, we have developed an East London & The City Mental Health Commissioning Board. Led by
the Clinical Commissioning Groups, the Board also includes local authority and service user leads.

We will develop a Tower Hamlets Partnership Group which will comprise key local stakeholders
including front-line clinicians, service users, and the third sector, to drive local implementation of
our priorities in aligned way across partners.

Outcomes and Key Milestones
Mental Health

Outcomes/targets Key Milestones Dates

Work with East London NHS Foundation Support primary and secondary care 2012/13

Trust to develop primary/secondary health clinicians to lead on development of

and social care pathways, including improved communication and processes

improving communication, and the systems | at network level

and processes that support good

communication. Develop CQUIN’s to support good February
communication across primary and 2012
secondary care by 31/3/12

Develop a new primary care mental health Network Improved Service for the March

function, including a Network Improved management of service users with 2012

Service, to support primary care with service | severe and enduring mental health

users discharged from secondary care, problems in primary care developed and

including service users currently supported in place

in community team and out-patient settings.
Development of primary care liaison March
service 2012
These developments will be led by CCG’s
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with the support of CSS, and informed by | March
a pilot exercise to profile mental health 2012
need at practice level which, if
successful, we will roll out to practices in
a regular report
Work with East London NHS Foundation Clinically led audit of admissions to March
Trust to carry out a specific clinically led hospital 2012
audit of out-patient services
With a mature Network Improved Service March
and primary care liaison service in place, we 2014
will during 2012/13 and beyond to support
more service users in a primary care setting,
with a focus on designing new pathways for
people who may previously have had
significant out-patient contact
Work with East London NHS Foundation Redesign of secondary care clinical March
Trust to improve productivity of secondary psychology and psychotherapy pathways | 2012
care psychological therapies and community | including the personality disorder service
personality disorder services
Develop an Inner North East London Develop Prevention Strategy March
Prevention Strategy, with a focus on building 2012
on the strengths of our current third sector
market to improve approaches to prevention
Undertake review of third sector day October
opportunities and support services with | 2012
a view to developing a new model for a
third sector prevention pathway in line
with the findings of the whole systems
review and the Transforming Adult Social
Care agenda
Deliver Mental Health Accomodation
Strategy March
2015
Work with East London NHS Foundation Develop pharmacy QIPP programme and | TBD
Trust to deliver a pharmacy QIPP shared drug formulary
programme, and to develop a shared drug
formulary
Embed the recovery approach across the Develop consensus on approach to October
mental health system, with a focus on outcome measurement that embeds the | 2012
developing routine use of patient reported recovery approach
82
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outcome measures

During 2012/13 we will continue to work Clinically led audit of admissions to March
proactively with East London NHS hospital 2012
Foundation Trust to manage bed occupancy
to keep it to an acceptable level Commission an external review/analysis | March
of occupancy, including adult acute & 2012
female PICU
Redesign drug and alcohol treatment system | Re-designed treatment system procured. | October
with a view to moving to the procurement of 2012
a re-designed treatment system by 1/10/12.
During 2012/13, we will work with local Recommendations to the NHSELC Board | January
authority colleagues to continue to regarding the outcome of the 2012
implement the Commissioning Strategy for consultation on modernising inpatient
people with dementia. assessment services for people with
dementia
Delivery of partnership Dementia March
Strategy action plan 2013

MENTAL HEALTH

New Investment 2012/13 £100,000

Anticipated Savings (non- 2012/13 2013/14 2014/15
cumulative net) £900,000 £900,000 £900,000
Anticipated health and e More effective drug and alcohol treatment network
quality improvements * Improved management of out of area patients

e More effective management of mental health issues in primary
care via NIS
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MATERNITY SERVICES

ELC position

Across the sector, we are developing and expanding midwifery-led units, alongside obstetric-led
units at all three trusts. This will not only increase choice for women, but will see the proportion of
midwifery-led births rise to between 30-40% of all births.

Current plan/initiatives/outcomes

This year we are developing standardised pathways of care that are midwifery coordinated (with GP
input) which have a focus on promoting early access for all, but are especially targeted to those
women who are less likely to book before their 13th week of pregnancy.

As part of this work we are putting in place clear protocols for transfer or referral to specialist care
based on an ongoing risk assessment of clinical, psychological and social need.

These new pathways will be supported by the inclusion of appropriate contractual and performance
management mechanisms into 2011/12 provider contracts.

We are working to increase the proportion of ante-natal and post-natal care services available
outside of the hospital setting with more services available in appropriate community settings, such
as GP clinics and children’s centre. Our ambition is to increase the number of births outside of
hospital (i.e. at home or in Family-centred Maternity Units) to reach a level of 10% by 2015/16

2012/13 INITIATIVES

In 2012/13 we are expecting a continued increase in projected birth rate in Tower Hamlets. Like all
services where some of the care pathway involves hospital-delivered services, we expect maternity
services will also be impacted on by the proposed merger of the three local acute trusts.

There are significant cost pressures within the maternity system in Tower Hamlets and these will be
managed by through transformational initiatives that can be delivered through a more efficient use
of the existing resources. We will be introducing a “centring” model which will see ante-natal and
post-natal appointments delivered in groups, and will have a consequent reduction in cost of the
antenatal and postnatal pathway.

We intend to develop an obstetric outpatient triage system in conjunction with primary care to
reduce unnecessary outpatient appointments in hospital.

In all these initiatives we will be striving to continue to improve that quality of maternity services,
and in particular improve the patient experience

Enablers
We are also forming a Cluster Maternity Services Liaison Committee (MSLC), due to launch in April
2012 and a Cluster maternity commissioner led network arrangement to provide a coordinated
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mechanism for receiving and responding to patient feedback and managing performance, quality,
standards, training and communications in maternity and newborn care

Outcomes and Key milestones

Maternity

Outcomes/targets Key Milestones Dates
Maternity service specification Maternity Service specifications complete and Mar 2012
with maternity pathways and embedded in contract

quality and performance
requirements developed and
incorporated into 2011/12
provider contracts

Project plan for Maternity Cluster wide review of maternity services, including | Jan 2012
transformation programme compliance with maternity pathway completed
Communications and Engagement plan complete and incorporated in Jan 2012

engagement plan for delivery of | Tower Hamlets Maternity action plan
maternity pathways and early
access target agreed and
launched

Baseline of current maternity Baseline complete Apr 2012
outpatient ,Emergency
admissions and Community
Maternity appointments

Cluster wide MSLC launched 1* Maternity Service Liaison meeting Apr 2012
with agreed programme of work
to drive up quality, standards
and patient experience

Action plan to improve Action plan complete Jan 2012
compliance with pathways and
drive up performance, quality
and patient experience
developed and agreed

Obstetric outpatient triage Scoping exercise Jan 2012
system Project plan complete Apr 2012
Project initiation July 2012
Evaluation of “Centring” model | Scoping Exercise Dec 2011
of antenatal Project Project plan complete Jan 2012
Project Initiation July 2012
Promote development of a April 2012

Maternity provider network to
support implementation of the
Health for North east London
proposals
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MATERNITY

Anticipated Savings (non- 2012/13 2013/14 2014/15
cumulative net) £82,5000 £82,5000 £82,5000
Anticipated health and e Improved triage of obstetric referrals

quality improvements e More efficient delivery of ante- and post-natal care

e |Improvement in patient satisfaction as measured in CQC and
Trust Surveys

® Anincrease of women choosing midwifery led care either in a
standalone or alongside birthing unit

e Maintenance or reduction in the amount of women who have an
caesarean section from 2011/12 baseline
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PRESCRIBING

INTRODUCTION
One of the main objectives of the Tower Hamlets Medicines Management team is to optimise the
use of medicines to improve patient outcomes and increase productivity.

National guidance has strongly supported collaborative approaches to the commissioning of
medicines. NHS ELC has a strong governance structure around medicines that include local Joint
Prescribing Committees across primary care and local acute trusts. To ensure uniformity of provision
of medicine across north east London we also have the North East London Medicines Management
Network (NELMMN) which is a joint strategic medicines meeting with outer north east London PCTs
and related acute trust where commissioning discussions on medicines are made, especially those in
complex and specialist areas. These governance arrangements on medicines management have
allowed effective decision on medicines which form part of the wider contracts.

Primary Care prescribing

High quality safe evidence based prescribing in NHS Tower Hamlets has been the underpinning
principle of the work of the prescribing department. This has been achieved in primary care by
producing clinical guidelines, formulary development including agreement with BLT on managing
specialist medicines, supporting educational sessions, providing a medicines information service,
implementing NICE guidance and monitoring via audits. We have also worked closely with
community pharmacists who support prescribing and medicines management work in general
practice and community clinics. This has delivered high quality evidenced based prescribing in our
Borough. The three Better Care Better Value indicators for prescribing show Tower Hamlets to be in
the Top 25" centile of all PCTs for Q2 2011/12.

The NHS London Medicines QIPP dashboard, introduced this current financial year, also reflects the
achievements of the department and engagement from the majority of practices. The QiPP
dashboard Red-Amber-Green (RAG) rates PCTs on 11 prescribing indicators. September 2011
prescribing data shows the following prescribing achievements for Tower Hamlets.

Rating Tower Hamlets Rating for Sept 11
Green 7 indicators
Amber 1 indicators

_ 3 indicators*

The biggest issue that is rated red is “specials” prescribing

The Amber and Red areas present areas for savings and lost opportunity. The prescribing team are
supporting practices to meet targets by incorporating the QiPP indicators as part of the medicines
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aspects of the GP QoF agreements as well as a Network Incentive Scheme. This is producing positive

results over the year.

Management of acute and specialist medicines
The ELC Prescribing team support the management of high cost drugs by providing professional

input into the North East London Medicines Management Network. This group considers high-cost

low volume medicines which are excluded from Payment by Results (PbR) and which have not

received formal guidance from NICE. We are mindful of therapeutic areas including cytokines and

antifungals which may exceed current contract arrangements. This highlights the importance of

rigorous, evidence based negotiations for the 2012/13 contract and the need for collaborations

between the prescribing team, CCGs and the CSS contracting team.

NHS ELC funds all drugs included in the PbR tariff, has mechanisms in
place for agreeing funding of PbR excluded drugs, has encouraged

providers to submit business cases for those drugs and patient

cohorts not addressed within these commissioning intentions, and has

a robust Individual Funding Request (IFR) process for addressing

individual patient requests.

Drivers for growth of primary care prescribing budget

A key challenge in demonstrating release of savings in prescribing

budget is the impact of various drivers for growth in prescribing.

At this time it is not possible to estimate actual cost impact of all

drugs which will be licensed during 2012/13. Some of the reasons for

this are:

There is no guarantee that the EMEA will grant a licence or if
the licence date will definitely be in 2012/13

Drug companies do not release information as to what the
cost of their new drugs will be pre-launch

Recommendations from NICE, post launch of new drugs, has
significant impact on uptake of new drugs

Interest from local specialists in using these drugs

Outcome of discussions from local joint prescribing groups

It would be prudent to plan for at least £1M for introduction of new

drugs prescribed by primary care clinicians in Tower Hamlets. An

example to illustrate the impact of new drugs and NICE guidance is

the extension in the licence for use of dabigatran. Preliminary NICE

guidance recommends the use of dabigatran as an alternative to

warfarin for stroke prevention, which would have a significant impact

on the prescribing budget.
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PRIMARY CARE PRESCRIBING
BUDGET DRIVERS

New drugs

National guidance and
guidelines — in particular
National Institute for Health
and Clinical Excellence
(NICE)

Quality and Outcomes
Framework

Improvements in diagnosis
National public health
campaigns on increasing
awareness

Tighter treatment targets
increase in demand and
redesign of clinical services
Expanded indications and
increase in eligible
population

Displacement of old (and
lower cost) drugs with
newer drugs at higher
acquisition costs

New drug combinations
Ageing population
‘Medicalisation’ e.g.
treatment of social phobia
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It is important to note that managing new treatments is different from managing other service
developments. The NHS Constitution gives patients the right to expect local decisions about funding
medicines and treatments to be made rationally so there is a need for high quality, evidence-based
and systematic decision making.

It is thus imperative to continue and build on the strength of local decision making bodies and
advisory committees to ensure that we are prioritising funding for drugs that will reduce costs of
morbidity and mortality for our patients.

There is, each year, a cost pressure on primary care prescribing budgets and most new drug
introductions have been more expensive substitutions for (or additions to) cheaper existing drugs.
In 2011/12, the impact of new drugs (for drugs prescribed in primary care) was not as significant as
we are likely to have this year as a consequence introduction of drugs such as dabigatran. There
were very few new drugs launched during 2011/12 that were drugs able to be prescribed by GPs.
There may not be the case in 2012/13

Table 13: New drugs due for licensing in 2012/13 that may be prescribed in primary care

Drug Condition

Apixaban, rivaroxaban

Prevention of stroke in patients with Atrial Fibrillation

Ivabradine

Chronic heart failure

Insulin degludec

Management of Type 1 & 2 diabetes

Dapagliflozin Type 2 diabetes

Strontium ranelate Osteoarthritis

Nalmefene Alcohol dependence
Vorapaxar Secondary prevention of CVD
Aclidinium COPD

Asenapine Bipolar disorder

Hydrocortisone

Adrenal insufficiency

Intranasal influenza vaccine

Influenza prophylaxis in children

Managing increase in demand and redesign of clinical services.

We need to also be mindful of the impact of service redesign — such as care closer to home and
other QiPP workstreams associated with a shift of prescribing (and associated prescription costs)
from hospital to primary care. The previous example of dabigatran could also be used to illustrate
this, as use of this drug would enable patients to be managed closer to home (as dabigatran unlike
warfarin does not require frequent attendance at anticoagulation clinics).

Current Plans/initiatives/outcomes

We will continue to support local priorities as per those areas identified in the 2011/12 recovery
plan. These include continued review of the management of Vitamin D deficiency, “specials”,
diabetes and oral nutritional supplements.
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2012/13 Initiatives

Prescribing Plan

In 2012/13 we will continue to support the Quality Innovation Productivity and Prevention agenda in
line with the priority areas of the London Procurement Programme (LPP) and the National
Prescribing Centre. We will work with Clinical Commissioning Group to agree a prescribing work plan
for 2012/13 which incorporates the LPP, QIPP agenda and local priorities.

This work will entail continued:
v"Implementation of formulary and prescribing guidelines

v Focused 3 key messages developed with relevant stakeholders, distributed to prescribers and
monitored for impact.

v Clinical engagement with CEG, CCG, prescribing leads and secondary care colleagues to agree
clinical guidelines and agree prescribing choices.

v' Engagement with key stakeholders including local acute trusts, Moorfields Eye Hospital, Mental
Health Trust, Cardiac and Stroke Network to agree position statements that will enable
improvements in use and recommendations to use more cost effective drugs in order to realise
savings

v' Continued engagement in service redesign via care package or CC2H work.
v Support of non medical prescribers

v Promotion of integration of community pharmacy services e.g. new medicines service and
targeted medicines use review with general practice and secondary care to support patient
concordance and manage waste.

v" We will review the distribution systems for nutritional supplements in line with the model
previously employed by the wound care and Lymphoedema service.

We will manage the growth of prescribing costs to within a cap of 6%, which will mean a saving on
the predicted growth (8%) of around £688,000.
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Outcomes and Key milestones
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Outcomes/targets Key Milestones Dates
Reduction in both cost and volume of items | Production of updated Vitamin D March
prescribed as “Specials” including Vitamin D | guidelines 2013
with a target of <£200/1000 pts /month to
produce net savings of £450,000. Promote awareness of Vitamin D
Continuation of 2011/12 recovery plan. management amongst patients
Reduction in volume of oral nutritional Regular review before initiating and Sept
supplements prescribed to produce net during prescribing of ONS products 2012
savings of £150,000
Optimisation of the prescribing of high
Continuation of 2011/12 recovery plan. calorie feed i.e. 1.5kcal/ml
Reduce blood glucose testing strips by Promote CEG guidance on blood glucose | Dec 2012
volume by 10% year on year (from baseline) | testing strips and audit implementation.
for patients with Type 2 diabetes.
Provide TH blood glucose testing strip
Promote metformin and sulphonylureas as patient information leaflets to practices,
first line oral anti-diabetic drugs. Less than patients and GPs.
10% of oral hypoglycaemic prescribing
should be for items other than metformin or
sulphonylureas Diabetes specialist nurses to routinely
Review initiation of prescribing of glargine use and recommend human insulin over
and detemir in people with type 2 diabetes. analogue insulins in patients with type 2
Non analogue insulin as a percentage of all diabetes and to educate and promote
insulins should be > 48%. this practice at MDTs.
Continuation of 2011/12 recovery plan.
Promote switch from Seretide evohaler 250 | Prednisolone plain tablets to be used in June
2pbd to Seretide Accuhaler 500 bd (in emergency packs for COPD. 2012
appropriate patients) to 80% use of
accuhaler. BLT, GPs and practice nurses to prescribe
Accuhaler device in appropriate patients.
Review all patients especially children
prescribed high dose inhaled corticosteroid Community pharmacists to support
training and inhaler technique.
Minimise use of prednisolone ec (use plain)
target 95% prednisolone plain
Continuation of 2011/12 recovery plan.
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Procure and install scriptswitch if business Monthly monitoring of use (acceptance April
case merits it. and rejection) by prescribers. Acceptance | 2012
rate of 35%

PRESCRIBING

New Investment 2012/13 £200,000

Anticipated Savings (non- 2012/13 2013/14 2014/15
cumulative net) £1,288,000 £1,288,000 £

Anticipated health and e Using evidence based medicines in diabetes, respiratory and oral
quality improvements nutritional supplements

®* |mproved medicines optimisation through patient engagement
and associated improved concordance

e Reduction in wasted medicines.

e Reduction in use of unlicensed medicines

e Using evidence based medicines in line with NICE guidance
provides optimal care for patients.

e Reduction in side effects from unnecessary medicines or high
doses (e.g. high dose inhaled corticosteroids)

e Reduction in unnecessary or inappropriate testing of blood

glucose
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PROVIDER EFFICIENCIES

East London and The City

The approach to provider productivity with Trusts in ELC is based on reducing unnecessary patient
visits to hospital. For key areas benchmarked data is used where available and/or directed audits to
inform what level of commissioning levers are introduced into the acute contracts to enforce a
reduction in unnecessary activity. This is supported by the setting up of joint clinical forums whereby
secondary and primary care clinicians can agree pathways of care that are supported by the
contract.

Our ambitions for improving Acute Provider Productivity and Decommissioning are building on our
programme of existing change. For 2012/13, this programme will be affected by the planned merger
of community services with BLT and potential merger with Whipps Cross and Newham Hospitals to
form Barts and the East London Hospital Trust. The move of acute services into the new build at the
Royal London site also affects the approach for 2012/13

Tower Hamlets

Decommissioning of acute care and re commissioning different pathways is ongoing in Tower
Hamlets. The opportunities for the health economy in the merger of community services with acute
at BLT is highlighted above in the approach to scheduled outpatient pathways. The move to the new
build on the Royal London site also affects the decommissioning of A&E activity and the re
commissioning of urgent care services within the new build. As outlined in the urgent care section, a
new model of urgent care has been developed and implemented for December 2011 with an onsite
primary care service at the front end of Accident and Emergency (A&E)

2012/13 INITIATIVES

Efficiencies as a result of the TH Community Health Services transfer

With the merger of the Tower Hamlets Community Services with BLT the potential of shared
productivity savings will also be investigated in areas such as community bed utilization and their
potential effect on shortened length of stay and bed numbers for the Trust. In addition, service
redesign at Tower Hamlets led to the development of many primary care services aligned to the n
Community Service (via the care closer to home programme) which reduced the need for local
patients to visit hospital as out patients. The productivity benefits from managing the operational
pathway within BLT will also be discussed in terms of seeing more patients in a primary care setting
at a lower cost.

Consultant to consultant referrals (C2C)

Reductions in consultant to consultant led appointments has been approached by an initial GP led

audit to inform the 2011/12 contract and is now supported by an agreement by the Trust to follow
the contractual protocol for inter departmental referrals. In support of reduced activity a series of
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GP audits in certain specialties is also being carried out to identify issues around intra departmental
referrals caused by booking inefficiencies. Agreed referral templates and discharge communication is
also being developed via the Joint Clinical Forum.

First to follow up appointment ratio (NFUp)

For the last two years the Commissioning Support Service has continued to embed a reduction in
New Follow Up (NFUp) ratios and consultant to consultant referrals within this framework. The
Commissioning Strategy over the last two years highlights the drive to commission providers who
perform at the same productivity levels as the top 25% of trusts, with a move towards being in the
top 10% nationally. For 2012/13 at BLT we intend to maintain the drive within the contract towards
being in the top 25% New Follow Up ratios in the country. We will be refreshing our benchmarking
to assess whether other Trusts have improved quicker than our Trust or whether we can increase in
some specialties to achieve top 10%.

Procedures of Low Clinical Value (POLCV)

Decommissioning of POLCV is already within the BLT contract and will continue to be embedded into
day-to-day operations at BLT with agreed discharge criteria and letters already developed between
clinical teams in key specialties. The sector has a unified policy within the contract and Individual
Funding Request process for exceptional cases. Continual refinement of the policy and areas to
decommission are ongoing.

Direct Access Pathology

Together with local GPs we will review the impact of our care packages to ensure that we are not
generating additional unnecessary requests for pathology investigations to manage demand for
Direct Access Pathology. In parallel to this, we will be negotiating to reduce the unit costs based on
benchmarked costs and the proposed rationalisation of services via the Modernising Pathology work
programme in North East London.

Decommissioning Spinal Injections

This year we will implement the NICE Guidance which advises there is no clinical indication for the
injection of therapeutic substances in the spine. In 2012/13 we will reduce this by 90% at BLT and by
100% in 2013/14.
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Outcomes and Key Milestones

Provider productivity
Outcomes/targets Key Milestones Dates

Agree contractual basis of Contractual negotiations agreed Feb 2012
present service redesign
areas post CHS merger

Negotiate NFUp ratio targets | Review present performance and revise benchmark Nov 2011
for 12/13 Contract ratios — decide on ratios

Negotiate contractual targets Feb 2012
Review and strengthen Agree process of monitoring C2C referral reduction with | Nov 2011
referral pathways with GPs Trust for 2012/13
to accommodate C2C Negotiate baseline reduction from 2012/13 April 2012

referral reduction

PROVIDER EFFICIENCIES

New Investment 2012/13 £0

Anticipated Savings (non- 2012/13 2013/14 2014/15
cumulative net) £2,700,000 C2cEtc £2,300,000 £2,700,000 (new
£500,000 Pathology (Improved productivity
£2,480,000 CC2H performance) measures
£480,000 spinal £500,000 pathology | £3,000,000 CC2h
2,800,000 CC2H

Anticipated health and e Compliance with NICE guidance on managing back pain
quality improvements ®*  More effective use of secondary care resources
e Reduction in unnecessary hospital appointments for patients

e Support for developing integrated care pathways
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STRATEGIC RISK AND MITIGATION

The following table looks at the risks and mitigations for this CSP.

Rating

Likelihood

Impact

Mitigation

Engagement and Medium High e Strong engagement strategy
ownership of the CSP by operational consisting of
the broader clinical o Strong Clinical Leadership
commissioning community o Locality Commissioning Groups
o CCG Board Practice visits
o Monthly CCG newsletter
cascaded across all practices
o Strong links with GP Forum
Integration of CHS into BLT | Medium Medium e Revision of service specifications to
ensure clear KPls that reflect the
patient pathway
e Good engagement at a clinical level
which ensures that impact at the
patient level is minimised
Merger of BLT, NUHT and Medium High e Qur existing CSP assumptions on finance
WCUH and provider and activity are aligned fully with the
sustainability BELH business case.
® Qur innovative finance and activity
model gives providers a detailed
breakdown of the impact on income.
This is shared with providers through our
monitoring and planning processes
(including contract negotiations)..
QIPP and affordability Medium High e We have a track record of robust
levers do not deliver the financial management.
required productivity e Strong background of clinical review and
improvements or financial management.
savings e Qur performance management
framework sets out the monitoring and
managements standards and processes
to ensure delivery
Anticipated changes in Low Medium ® |nvestment in engagement

patient behaviour do not
occur

infrastructure that feeds into every
level of service planning and delivery
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DELIVERING THE COMMISSIONING STRATEGIC PLAN

Tower Hamlets Clinical Commissioning Group

Following consultation with all General Practices in Tower Hamlets and a ballot of all General
Practice partners, salaried and sessional GPs, it was agreed that NHS Tower Hamlets Clinical
Commissioning Group (CCG) would be led by a democratically-elected Board. This Board would be
made up of GPs and other health professionals representing (coterminous with the borough) the
eight Local Area Partnership (LAP) geographical areas in Tower Hamlets and other significant
stakeholders. The Board meet on a monthly and over time will take on delegated responsibility for
commissioning throughout 2011/12 through the delegation process managed by East London and
the City.

The CCG have participated in the Organisational Development programme (OD) commissioned by
NHS London. We have jointly agreed our requirements with our provider alliance and are underway
with the plan.

Delegation of commissioning responsibilities in shadow

NHS Tower Hamlets CCG has undertaken delegated responsibility for non-elective (Including
Maternity) from 1° October 2011. A robust performance and financial management process is
currently in place supported by a set of performance matrix, papers, alerts and regular meetings. A
joint escalation process is agreed with Commissioning Support Services (CSS) from level 1-4 with the
Chief Operating Officer engaged at all levels and the Clinical Chair engaged at level 4. The CCG will
undertake further delegation during 2011/12 and aim to have full deletion responsibility in shadow
form by 2012/13, as well as achieving authorisation

Commissioning Support Services (CSS)

The CCG will continue to work closely with the CSS to ensure the right support is delivered for
effective commissioning in Tower Hamlets. A strong borough team is an important link to the wider
support services provided by CSS. During 2012/13 more work will be undertaken to review what the
CCG want to buy, share or do and will ensure this is deliverable within the management costs made
available to CCGs.

NHS Tower Hamlets Clinical Commissioning Group has a robust process in place for clinical
leadership. During 2012/13 the Clinical Leads Programme will be reviewed and re-aligned. Each
Clinical Lead will be assigned to a CCG Board Member and their work programmed aligned to the key
commissioning priorities. Clinical Leads will support service re-design, improve quality of service
delivery and provide expert advice to the CCG Board.

Engagement with Practices and patient Involvement

Engagement with the grass root members of the clinical commissioning group is critical to the
success of commissioning in Tower Hamlets. During 2011/12 the CCG have develop a range of
methods to ensure this is delivery effectively. A regular monthly newsletter and dashboards
supports the locality structure of monthly meetings with peers to discuss locality or borough issues.
Further work during 2012/13 will be undertaken to consider establishing a CCG Counsel along with

more work to develop patient and public engagement.
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Working with other Clinical Commissioning Groups

We will also be looking to maximise improvements by working co-operatively with our neighbouring
Clinical Commissioning Groups. We see this as a critical lever to ensure where appropriate we can
develop strategies or initiatives that cover a larger geographical area. We are already working with
our CCG colleagues from Newham and City & Hackney, and have aligned our Commissioning
Strategic Plans to strengthen commissioning, particularly for the acute sector.
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Agenda Iltem 5.2

Committee Date Classification | Report Agenda Item
No. No.

Health Scrutiny Panel 24 January | Unrestricted 5.2

2012

Reports of: Title:

Tower Hamlets Health Scrutiny Panel Review of consultation events

Presenting Councillor: Ward(s) affected:

Councillor Rachael Saunders All

Chair of Tower Hamlets Health Scrutiny

Panel

1. Summary

This report reviews two consultation events that the Tower Hamlets Health Scrutiny Panel
have participated in, as part of its work programme for 2011-12.

2. Recommendations

The Health Scrutiny Panel is asked to consider the information of the report and to
discuss the role of the Health Scrutiny Panel in future consultation work and how the

findings from the consultation events should shape the Health Scrutiny Panel’s future
work programme.
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Tower Hamlets Health Scrutiny Panel
Review of Consultation Events

We are in a time of significant change in adult social care and in the NHS. In
social care, personalisation and reablement have significantly changed how
services are delivered. Change continues as the future of the sector and how
it is funded continues to be a major national political issue. In the NHS, the
government is currently changing the shape of primary care. GP
commissioning and health and wellbeing boards are an opportunity to create
mechanisms for elected representatives and local people to influence health
priorities and ways of working.

Tower Hamlets Health Scrutiny Panel therefore incorporated two consultation
events into its work programme for 2011-12. The first was done in partnership
with the Tower Hamlets Involvement Network, and was a health promotion
and consultation event for residents of LAPs 5 and 6, held at the Burdett
Neighbourhood Centre. The second was a consultation event with
representatives of adult social care service users, held at Toynbee Hall.

These events aimed to develop further the working relationship between the
Health Scrutiny Panel, service users and other residents, local GPs and other
service providers, THINk and other local organisations. This paper reviews
these events, their effectiveness and impact and makes recommendations on
how the Health Scrutiny Panel, and the Overview and Scrutiny Committee
more generally, should take forward this work.

LAP 5 and 6 Health Event
26" October 2011: 2pm - 5pm
Burdett Neighbourhood Centre

The key objective of the event for the Health Scrutiny Panel was to engage
local people in a dialogue about local services and needs.

The event was publicised as a ‘family fun day’ and an ‘opportunity to get free
health advice’ and was organised by THINk (Tower Hamlets Involvement
Network). Approximately 100 local residents attended the event with the
majority from LAP 6, particularly the estates near the venue. 20 information
stalls were run by local health organisations and community groups. These
included weight and blood pressure checks, a ‘healthy eating’ stall which gave
out free recipe ideas, and representatives from the Tower Hamlets cancer
screening team who promoted their services. There was also representation
from local health providers including LinkAge+, the Sport 4 Women Project
and St Paul’'s Way Medical Centre.

The event also aimed to strengthen local engagement with the Health

Scrutiny Panel, enabling Councillors to develop their role in making the voices
of local people heard in the provision of health services.
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Event Outcomes

The main consultation element of the event was a ‘Qwizdom’ session,
presented by THINK, which used handheld devices to collect answers. In total
33 residents participated. The questions were as follows:

1. What do you think are the most important things you can do to stay
healthy?

2. If you are not doing these things, what is stopping you?

3. How do you think the place you live in could be made healthier?

4. What do you think is the biggest thing that would improve health services
in Tower Hamlets?

5. What do you think is the biggest thing that would improve social care
services in Tower Hamlets?

6. If you were in charge of spending money to improve the health of people in
your neighbourhood, what do you think it would be most important to
spend it on?

Appendix 1 shows the results that were collected from the Qwizdom activity.
They show that convenient access to healthcare and improved
communication with the Council are key issues that service users feel strongly
about. No specific area was identified where service users felt that there
should be priority allocation for funding.

Another form of consultation was by asking residents to use post-it notes to
answer the questions ‘What do you think about health services in Tower
Hamlets?’ Many of the messages given conflicted, for example there were
negative and positive comments about St Paul's Way GP Practice. This most
likely reflects the ongoing issues with the appointments system at the
practice, which they are working to address. Other issues raised included:

» the suggestion of having more hubs that promoted healthy living and
incorporated multiple services

* concerns about how the growing population will not be supported by the
current infrastructure for health care

A number of aspects of the event could have been done differently to improve
the outcomes of the event. A location with more profile which could have
attracted people from more than one estate might have achieved a broader
attendance. Future events should be organised around the need to gain
resident input, rather than the qwizdom being an add on to a fun day. A
translator was present during the event, however he was not thoroughly
briefed prior to the event and this impacted the flow of the presentation and
‘Qwizdom’ session.
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Conclusions

The event demonstrated that there is certainly potential for utilising local
knowledge to address local health needs, however there does need to be
greater participation to fully capitalise on this knowledge.

Future work should be designed in collaboration with GP networks where
possible. This would help increase the focus of the session, as the questions
could feed into actual decision making.

It would also be useful to work with and learn from the experience of local
organisations such as RSLs or local voluntary organisations, to add to existing
on the ground knowledge about health needs and build on existing expertise
and relationships.

A series of small sessions with existing community groups could also be
considered — this would be time intensive but potentially more cost effective if
money was not spent on organising a stand alone event, but rather integrated
into existing events and structures.

As a result of the event, good partnership links between local community
organisations and the Health Scrutiny Panel were established. Also, service
users that attended are more informed about health services in their area and
have a better knowledge of how to access them.

Health Scrutiny Panel Adult Social Care Review Event
8" November 2011: 6:30pm-8:30pm
Toynbee Hall

The event was an opportunity for the Health Scrutiny Panel to hear from
service users about their concerns around current changes in adult social
care in the borough. It was also an opportunity for Councillors to coordinate
consultation between the Council and service users. The event was organised
by the One Tower Hamlets team and chaired by CllIr Rachael Saunders.

A key aim of the event was to get extensive feedback from service users and
carers about important issues to them about adult social care in the borough.
To achieve this, the event was promoted to a broad range of contacts from
the Adults Health and Wellbeing directorate which included charities, care
providers, advocacy groups and third sector organisations. Prior to the event,
a letter was sent to all of these contacts explaining that this was their
opportunity to offer feedback about local services and care provision. The
following questions were asked, with people invited to submit responses
before the event:

* What is really good about the social care services you currently use? What

is most important to you?
» Have you any suggestions of how we can improve the services you use?
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» Have you noticed any changes to your services recently? Do you know if
your services will be changing in the future? What do you think about
these changes?

The event was also promoted through East End Life the week before the
event to promote attendance. In total, 25 people attended.

The event began with an introduction by Clir Rachael Saunders, the Chair of
the Health Scrutiny Panel which was followed by a presentation by the Adults
Health and Wellbeing directorate on the comments already submitted. After
the presentation attendees were split into groups to discuss positive and
negative aspects of adult social care in Tower Hamlets. The groups then
discussed and prioritised services that are most important to them. After these
workshop sessions there was discussion and feedback by the whole group.

Event Outcomes

Feedback was received from a range of sources including individual service
users, resident groups from housing associations and local community
organisations. This feedback was collected by the Adults Health and
Wellbeing team and was discussed through a short presentation at the event.
Many issues were raised in the feedback with the below items capturing the
key themes:

* Our plans for the coming year

» Personalisation

« Universal Services (services for everyone)
*+ Home Care

+ Palliative Care

» Health and Wellbeing Board

» Raising concerns and complaints

« What support is available to Somali elders?
« Benefits and outgoings

These points linked to wider questions around adult social care which were
discussed in depth during the workshop sessions. Below are the key points
discussed at these sessions:

Personalisation

Participants wanted there to be greater clarity regarding the role of the
Council in deciding who should get care funding, especially where eligibility
criteria has changed. It was discussed how there should be greater
information on who is responsible for allocating funding and that this
information should be circulated more widely to both service users and their
carers.

It was highlighted that the Council needs to promote the positive outcomes of
personalisation i.e. that they are not just a direct consequence of budget cuts.
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Participants discussed how service users are concerned about the joint
impact of efficiency savings and inflation on direct payments and how budgets
will shift as more people take up direct payments. It was also highlighted that
there is a risk that direct payments may be misused to fund personal goods or
services other than care provision.

It was raised that social workers often feel that a client’s needs are better met
through direct provision and that they cannot quantify the support people need
into the right direct payments package. For example, very low numbers of
mental health clients have direct payments, and the Council has struggled to
increase these numbers. A possible reason for this is because many health
professionals are sceptical about direct payments being able to satisfy the
needs of this client group.

Some service users felt that the Resource Allocation System (which gives an
indication of how much money should be made available to service users in
their personal budget and what outcomes should be achieved through the use
of that money) was very crude and did not work for lots of service users. For
example, the budget it allocates does not take factors such as National
Insurance and holiday pay in to account and is thus inaccurate.

Innovative Health Provision

The approach of the newly formed Health and Wellbeing Board was
discussed, and it was agreed that the broad membership of the Board will be
constructive to adult social care in the borough. It was hoped that this will
continue, and that there will be an even more diverse representation of views
and opinions on the board going forward.

In the context of reduced resources in adult social care it was agreed that
there is a need to do things differently and to be more innovative in care
provision. An example of this already happening in the borough is in palliative
care provision where a new centre has been set up. This centre provides a
single point of access for advice and information about palliative care services
in Tower Hamlets.

Ways of Working and Service Provision

The difficulties of mental health care provision in the borough were discussed,
specifically because of the complex needs of clients. It was raised that clients
may not have their mental health needs met due to the reorganisation of
budgets and care provision in the future.

The issue of carers who do shopping and laundry was raised, as this is being

removed from care packages, and service users have to pay for it themselves
in order to remain independent. It was agreed that care packages need to be

considered in the context of people’s needs and there should not be a blanket
prohibition on any type of service, such as laundry. This would be contrary to

government guidelines.
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It was discussed that the new social workers are struggling with the new
support plans; however more experienced social workers are not. This is
because the new process is very like the old style plans that were previously
in place. There is therefore a training need for new social workers.

Conclusion

The event was successful in raising the profile of the Health Scrutiny Panel as
a route for dialogue around adult social care issues. A range of individuals
and organisations attended. Future events or engagement will need to have a
clear focus or topic base — a broad brush approach will not work twice.

The issue of personalisation acted as an overarching theme for much of the
event. The overwhelming feeling from the consultation showed that when
done well, person-centred planning can change lives for the better with the
same or even less costs than previous support packages. The sentiment from
the group work demonstrated that the wider community wants to be part of the
future development of the personalisation agenda and involved in the work
programme of the Health and Wellbeing Board.

Many participants agreed that it is unfortunate that personalisation has come
at the same time as deep budget cuts. The challenge for the council was
made clear — for personalisation to really work service users need to be clear
that it is not a tool for budget cutting.

Next Steps and recommendations

From the feedback received from service users, carers and their
representatives it is evident that there is a strong willingness to get involved to
shape service provision. The Health Scrutiny Panel needs to clearly define its
role in facilitating and encouraging this involvement.

When developing the work programme for the Health Scrutiny Panel going
forward it is imperative that the learning from these events are incorporated in
future planning.

For future events to be sustainable effective partnership working will be vital.
The events were of real value in feeding the views of residents, service users,
carers, those who work in service delivery and others into the panel. This will

inform our budget discussions and will be of value in informing all of the work
of the panel.
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APPENDIX 1

Most important things you can do to stay
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How do you think the place you live in could be
made healthier?
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What would improve social care?
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What should money be spent on to improve the health of
the neighbourhood?
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Appendix 2

Health Scrutiny Panel
Adult Social Care Review Event

8 November 2011
Toynbee Hall

Deborah Cohen and Rachel Chapman gave a presentation, responding to
some of the issues raised in written responses.

Attendees were then invited to ask factual questions before moving on to the
group discussions.

Someone then raised a question in relation to the review of direct payments.
This will be done by the Head of Finance in AHWB and relates to the level of
monitoring which would be appropriate given the level of spend by direct
payment clients. There were concerns that too large a proportion of the
payment could be spent on accounting, pushing down that which can be
spent on services.

Deborah Cohen informed the group that we are asking all providers to match
the wages/costs for direct payment clients to those in block contracts. All
providers will be expected to pay the London Living Wage. There is a broader
concern nationally that a drive to reduce costs in adult social care will drive
wages down.

The Group then broke into groups discussions:

Group 1: (Rachael C’s notes)

» Direct payment monitoring — people find it onerous. Are there different
ways that people can do this in line with the flexibility that personalisation
is supposed to bring?

* Prevention important

* How do we improve signposting? Particularly from health to social
services.

 How do we anticipate and plan for need?

* Awareness raising about accessing services

* 111 number bid — how can we improve co-ordination of care across health
and social care to prevent hospital admissions — CVW.

* Role of the Council? This links to the national debate about the roles and
responsibilities of individuals.

» Person centred planning — it's been around for a long time. But concern
that personalisation is not happening quick enough

* We need to get the message about cuts and personalisation right. They
are not the same thing. Unfortunate that they have happened at the same
time.
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It’s difficult for providers to plan given commissioning budgets shift as
more people take up direct payments.

Look at ECHR report on support for older people, which would be relevant
for all client groups.

Could we make more use of the expert patient model used in health,
applied to social care. Link to John Eversley work.

Group 2: (Rob Driver)

Blue sky thinking important — need to involve volunteers and social
enterprises, thinking about how to do things differently and be more
innovative.

Approach to Health and Wellbeing Board — it's good that they’ve not got a
narrow view, bringing other people on board. Need to ensure good
representation of all group. Note that CVS involved.

A Health and Social Care Forum has been reintroduced.

We need to build on what is currently in the borough, key individuals in the
borough in community groups.

Want approach to savings to be well informed, consultants need to think
about the economic situation in developing their approach to
personalisation.

Definition of personalisation — a mind shift, what can we do to stimulate
activity on the ground.

Advice and information to service users — need to improve consistency of
how to get information on care — Idea Stores, hospitals, community
groups.

How to develop palliative care? Palliative care centre set up, this faced
challenges — but a good model, good example of how services can be
joined up.

Group 3: (Sarah Barr)

Personalisation. Many professionals are sceptical about direct payments,
especially for people with mental health problems. People are also very
concerned about the joint impact of efficiency savings and inflation at 5%
on direct payments.

Welcome the move away from impairment based teams in adults social
care, but the Community Mental Health teams are behind in this progress.
This was felt to be because they are led by clinicians rather than social
workers. The teams are run by the East London Foundation Trust, with the
social work staff seconded across from the Council.

It is true to say that the Community Mental Health teams have a very
medical dominated, and old-fashioned model. And the Council is looking at
different options of what to do with the social work element of that team.
Hackney Council have pulled out their social workers. We could do this, or
put the social workers in GP practices, or de-commission the service
completely.
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Some additional training has been done, but lots of residents are not
getting a good enough service. Some people are becoming very
disillusioned with the idea of direct payments and personalisation.

Mental health clients often present with complex needs, they may be
having their mental health needs bet, but won’t get adequate financial
package which meets all of their needs. This is a real issue generally when
people’s needs fall across more than one impairment type.

Social workers often feel that a clients needs are better met through direct
provision, they can’t quantify the support people need into the right direct
payments package.

This means that very low numbers of mental health clients have direct
payments, and the Council has struggled to increase the numbers.

The Resource Allocation System has not been used, rather than
‘recalibrated’ as it should be. There are some inherent tensions in the
system, as a ready reckoner its very crude and doesn’t work for lots of
people. For example it doesn’t consider holiday pay, insurance etc, and
often results in people paying under the minimum wage to their
employees, indicating something has clearly gone wrong.

What if people misuse funds or run out of money, the Council would still
have a statutory duty to provide their care or support.

There are some examples where people are not getting the personal care
that they need.

The issue of carers who do shopping and laundry was raised, as this is
being removed from care packages, and people are having to pay for it
themselves in order to remain independent. Care packages need to be
considered in the context of people’s needs and there should not be a
blanket prohibition on any type of service, such as laundry. This would be
contrary to government guidelines. We need to bear in mind that lots of
people in the borough are quite unsupported because their families have
moved away.

The awareness of the term ‘personal budget’ is not always good. Worry
that some people are not even aware if they have one, some people may
have a personal budget, but exactly the same provision as before, which is
not the intention. See the Demos report for Tower Hamlets’ performance in
relation to this.

Is the local authority maximising opportunities available for people with
personal budgets?

Should we be using independent support-planning as in Newham?

The Council is concerned that support plans do look exactly like old
careplans and have commissioned a piece of work to look at the quality of
support plans. The target in relation to support plans was quantitative,
rather than relating to quality.

It was thought that the younger social workers were the ones struggling
with the support plans, for older social workers, the new process is very
like the old style plans that they used to do. There is therefore a training
need for social workers. Quite a difficult culture change, social workers are
being told to focus on needs, not on money, but the service as a whole is
also being expected to make savings.
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The whole group then came together to discuss:

When done well, person-centred planning works really well and can change
lives, for the same or even less costs that previous support packages.
However, when not done well, for whatever reason, the Council is really
missing an opportunity to deliver better services in a more cost effective way.

The wider community need to be part of the thinking, along with those with
experience and expertise, in relation to the Health and wellbeing board.

It is unfortunate that personalisation come at the same time as cuts.
Communication messages need to differentiate between the two. Direct
payments can actually mitigate for cuts. Other local authorities are struggling
with this too, we can learn from other areas and national learning.

Could make more use of the expert patient model as in the NHS?
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Agenda Item 5.3

Committee Date Classification | Report Agenda Item
No. No.
Health Scrutiny Panel 24 January | Unrestricted 5.3
2012
Reports of: Title:
NHS East London and the City Overview of sexual health services in Tower
Hamlets

Presenting officer:
Ward(s) affected:
Chris Lovitt
Associate Director of Public Health All
NHS East London and The City

1. Summary

The presentation provides an overview of sexual health services in the borough. It
discusses current service provision, past achievements and current key objectives and
priorities for local sexual health services.

2. Recommendations

The Health Scrutiny Panel is asked to consider the information in this presentation.
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JSNA Factsheet: Sexual health
Tower Hamlets Joint Strategic Needs Assessment 2010-2011

Executive Summary

e Tower Hamlets has the 8" highest rate of Sexually Transmitted Infections (STIs) per 100,000 populations
in the country®, with higher numbers of new infections being seen in men aged 20-44 years compared to
women.

e Tower Hamlets has met the national Chlamydia screening target for the past two years. However, the
positivity of the Chlamydia screens remains low at 4.6 % of all screens compared to an average of 6.5% in
London.

e Just over a half of Tower Hamlets patients (52%) accessed GUM (Genito Urinary Medicine) clinic at the
Ambrose King Centre (AKC) and 8% at Barts Sexual Health Clinic, the remaining 40% used GUM clinics
outside the borough.

e HIVinfections in Tower Hamlets increased by 39% in 2009. HIV patients that were diagnosed late (CD4
count of less than 350) were 38% compared to 51% in London and 52% in England.

e There is a downward trend in under 18 conceptions in Tower Hamlets since 1998, with a major fall in
numbers in 2008. However conceptions increased by 12.5% in 2009 compared to 2008 rate.

e There was an increase in abortion rates in Tower Hamlets in 2010 compared to 2009 (1,587 vs 1,506) in
line with an increase in London and England. The highest rates of abortion are in the 20-24 years age group
followed by 18-19 years age group. 66% of conceptions under the age of 18 led to an abortion which higher
than the London and England averages.

e A number of sexual health promotion activities have taken place in Tower Hamlets aimed at encouraging
safer sex through promoting knowledge and use of a wide range of contraceptives including condoms and
signposting to local sexual health services.

e Toincrease capacity, competency and to ensure consistency of practice across providers a programme of
training (STIF, LARC, STI) for healthcare professionals was put in place locally.

e Tower Hamlets has developed an improved sexual health service model with three sexual health hubs:
Tower Hamlets Contraceptive and Sexual Health centre (THCASH), AKC and Barkantine Centre that provide
integrated sexual health services.

e Emergency hormonal contraception prescription is much lower via GPs than that supplied at community
pharmacies.

! Health Protection Weekly Report Vol. 4(34), 27" August 2010. Excludes HIV diagnoses and includes data on chlamydia
diagnoses from community-based test settings.
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Recommendations

Develop a revised sexual health/HIV strategy for Tower Hamlets for the next 3 years that reflects
changes in local needs and changes in national policy.

Performance monitoring of service delivery to ensure that the quality of sexual health services is
maintained and the expected cost effectiveness achieved.

Carry out an impact assessment of the tariffs on NHS Tower Hamlets and its commissioned sexual
health services.

Close working with Olympic boroughs and London on sexual health in preparation to the 2012
Olympics.

Review the local abortion service in light of possible changes in London’s commissioning of
termination of pregnancy services.

Implement a programme of health promotion work for sexual health based on the
recommendations of the social marketing scoping report on ‘behaviour change strategy for sexual
health’.

Work with local stakeholders and National Chlamydia Screening Programme (NCSP) to ensure the
new Chlamydia target from 2011/12 onward is met, and particularly to achieve an increase in
Chlamydia positive tests.

Continue to engage with users and measure user satisfaction via mystery shopper programme,
young assessors programme and NELNET survey.

Increase uptake of sexual health services by men and young people in particular.

1. What is Sexual health?

‘Sexual health is an important part of physical and mental health. It is a key part of our identity as
human beings together with the fundamental human rights to privacy, a family life and living free from
discrimination. Essential elements of good sexual health are equitable relationships and sexual fulfilment
with access to information and services to avoid the risk of unintended pregnancy, illness or disease.?

2. What s the local picture?

Incidence and Prevalence of sexually transmitted infections (STls)

e AllSTIs
According to the latest HPA report®, Tower Hamlets had the g highest rate of Sexually Transmitted infections
(STls) per 100,000 population in the country in 2009. This upward trend has continued into 2010, with increases
seen across all STI diagnosis rates. It is not clear however if this increase is due to higher rates of infections or
more testing for STIs locally. There is a strong correlation between the year on year increase in testing for STls
and positivity for Hepatitis C infection (r=0.91) and for Chlamydia infection (r=0.94) but not for Hepatitis B
infection (r=-19).

? National Strategy for Sexual Health and HIV, 2001.
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_4058945.pdf

® Health Protection Weekly Report Vol. 4(34), 27" August 2010. Excludes HIV diagnoses and includes data on chlamydia
diagnoses from community-based test settings
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Men in Tower Hamlets have the highest numbers of diagnoses for the key five STIs* (Chlamydia, Gonorrhea,
Syphilis, ano-genital Herpes, ano-genital Warts). Men who have sex with men (MSM) have disproportionately
high levels of STI diagnoses (23% of all male diagnosis) and 74% of them were in white MSM. However, apart
from syphilis and anogenital herpes, heterosexual men remain the group most commonly diagnosed with STls.
By age men aged between 20-44 year olds are those mostly affected by STis.

Asian men and women have relatively low STI diagnoses considering their high demographic presence
in Tower Hamlets.

e Chlamydia and Gonorrhea
Gonorrhea and Chlamydia diagnoses have risen by 49% and 26% respectively between 2008 and 2009 in Tower
Hamlets, with higher numbers of new infections being seen in men compared with women for both infections.

The age adjusted rate for Chlamydia in Tower Hamlets is 16.92 per 1000 population (aged 15-24); markedly
lower than London (24.28) and England (22.12) rates. Overall, 16-19 year old women were most likely to have a
positive result, therefore classified as the highest ‘at risk’ population.

Gonorrhoea rates in Tower Hamlets are high (125.6 per 100,000 population) compared to London (72.8) and
England (29.7).

Where ethnicity was reported (71%), highest positivity was seen amongst young people of mixed race (7.4%),
followed by Black (6.4%), White (5.4%), Other (4.5%), Chinese (3%), and Asian (1%). These infections are also
high in heterosexuals compared to MSM.

e  Syphilis
The rates of Syphilis in Tower Hamlets in 2009 was much higher (25.4 per 100,000 population) compared to
London (14.1 per 100,000 population) and England (5.5 per 100,000 population). Whilst numbers of new

diagnosis overall remained stable between 2008 and 2009, the highest increase of diagnosis was seen in men
particularly white MSM and those aged between 25-34 years>.

e Hepatitis B & Hepatitis C

The proportion of pregnant women (20.3%) who were Hepatitis B carriers is relatively high which would fit with
the large Bangladeshi population resident in Tower Hamlets. Hepatitis B infection is frequent in most of Asia and
sub Sahara Africa and about 8-10% of people in the general population become chronically infected.®

There was an overall increase in trends of Hepatitis C detection by general practice, although there was a drop in
infections diagnosed in 2009.

e HIV infection (please refer to HIV factsheet)

* Sexual Health Needs Assessment and Equity Audit in Tower Hamlets with Main Focus on Young People under 25’, Options
UK, October 2010

> GUMCAD, December-January 2009

® http://www.vaccinationnews.com/Scandals/may_24_02/WHOHepBFactS.htm
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Incidence of HIV has risen by 39% in the last year in Tower Hamlets and the prevalence is around 5.7 per 1000
population aged 15-59 compared to 5.2 per 1000 in London and 1.8 per 1000 in England.

In 2009, 38% of people with HIV in Tower Hamlets were diagnosed late (CD4 count of less than 350) compared
to 51% in London and 52% in England.

Conceptions (please refer Teenage pregnancy factsheet)

The provisional 2009 under-18 conception rate for Tower Hamlets was 40.7 per 1000 females aged 15-17 —a
decrease of 29.6% from the baseline (1998) compared with a national decrease of 18.1% and a London decrease
of 20.3%. The under-18 conception in Tower Hamlets increased however by 12.5% in 2009 compared to 2008
rate.

Contraception

e For the year 2008-2009 there were 6,200 first contacts with contraception services in Tower Hamlets. Of
these, 5,100 were attending for contraception reasons only. Attendances in under 20s, are much lower than

the London (16%) and England (29%) averages.
e 23% of first contacts were provided with LARC, which is in line with London and England averages.

e There is wide variation in the rate of contraceptive prescribing activity amongst the 36 general practices in

Tower Hamlets.

e Annual emergency contraception prescription is much lower via general practitioners (GPs) than that

supplied at community pharmacies.

e There is significant variance in activity between pharmacies supplying emergency hormonal contraception

(EHC), ranging from 2-60 consultations per month.

Abortions

e There was an increase in number of abortions in Tower Hamlets in 2010 compared to 2009 (1,587 vs 1,506)
in line with an increase in London and England. The abortion rate per 1000 Tower Hamlets residents aged

15-44 years in 2010 is 21.8 compared to London rate of 25.7.

e The highest rates of abortion in Tower Hamlets and London are in the 20-24 years age group followed by 18-
19 years age group. Under 18 abortions rate in Tower Hamlets is similar to London rate at 22 per 1000

women.

e In 2009, 66% of conceptions under the age of 18 led to an abortion. This is higher than the London average

of 61% and England average of 49%.

e Repeat abortions in women aged under 25 in Tower Hamlets is 29% compared to 32% in London and 25.1%

in England.

e Since 2005 there has been a steady increase in the number of abortions taking place at Mile End Hospital,
the number of medical abortions has decreased by 13% whilst the number of surgical abortions has

increased by 31%.

Access to Sexual health services

e Relatively low proportions of Chlamydia screens were performed in general practice (5.8%) and community
pharmacies (1.1%); the highest proportion being performed during outreach (41.2%). Positivity of Chlamydia

Page 160

Page 4 of 9




P NHS
% Tower Hamlets Partnership "f.'_‘ o

TOWER HAMLETS Tower Hamlets

tests in Tower Hamlets in 2009 was 4.6 % of all screens compared to an average of 6.5% in London.

e Tower Hamlets residents use both GUM and non GUM services to get tested for STls. 52% of patients
accessed GUM clinic at the Ambrose King Centre (AKC) and 8% at Barts Sexual Health Clinic, the remaining
40% used GUM clinics outside the borough.

e In2009/10, 100% of new attendances at GUM clinics were offered an appointment within 48 hours of
contacting the service and on average 93% (range: 91-94%) were seen within 48 hours of contacting the
service.

e In Tower Hamlets there are outreach services for women working both on and off-street, as well as a drop-
in centre specifically for women involved in prostitution and the only exclusively female drug support centre
in London. There are however some gaps due to a lack of funds and coordination amongst groups involved
in work with prostitutes.

3. What are the effective interventions?

e Prioritizing sexual health as a key public health issue and sustaining high level leadership at local and
regional level through’ (i) designated accountability for driving forward sexual health improvement at
PCT and local authority level, (ii) comprehensive sexual health needs assessments and review of local
sexual health strategies and (iii) partnership working.

e Adopting a holistic commissioning model which looks at sexual health in an integrated way and
commissions along the care pathway and at an appropriate level to ensure fair, effective and best value
provision.

e Ensuring effective sexual health promotion and HIV prevention is commissioned according to local need
and is adequately resourced.

e Making Personal, Social, Health and Economic (PHSE) education and all elements of SRE a statutory
subject.

e Ensuring prevention is an integral part of all sexual health service provision.
e Implementing, the National Institute for Clinical Excellence (NICE) published guidance on Long Acting
Reversible Contraception (LARC), and the guidance on increasing the uptake of HIV testing among men

who have sex with men and another one among black Africans in England®.

e Implementing ‘The standards of management of STIs’ produced by MedFASH on behalf of British
Association for Sexual Health and HIV (BASHH) in July 2010.

e Reducing inequalities in sexual health by targeted intervention to specific groups as stated in the
‘Equality Impact Assessment for sexual health strategy’ DH, January 2010.

4. What are we doing locally to address this issue?

7 ‘Progress and priorities-working together for high quality sexual health’. Review of the National Strategy for Sexual Health
and HIV. MEDFASH, July 2008

® NICE publication guidance 33 and 34.
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Tower Hamlets Sexual Health Strategy has been in place since 2006 with five aims: (i) reducing inequalities in
sexual health, (ii) improve the experience and involvement of service users, (iii) develop integrated and more
localised services, (iv)promoting independence and supporting empowerment and (v) target resources of all
service providers effectively.

This strategy was delivered through the sexual health strategy group, a partnership of NHS organisations, local
authority, voluntary sector organizations and service users.

A sexual health needs assessment and equity audit took place between March-September 2010 to inform the
development of a revised sexual health strategy for the next 3 years.

Prevention

Sexual health promotion takes place throughout the year targeting mainly MSM and young people and aims to
encourage safer sex through promoting knowledge and use of a wide range of contraceptives including condoms
and signposting to local sexual health services. Sexual services leaflet, awareness posters and other materials
(pens, key rings, mints, etc) were developed and distributed to various venues such as Freshers’ fairs, youth
clubs, further education settings, etc. The information provided through NHS Tower Hamlets and SHO-me
websites was improved. Pharmacists were involved in promoting and sign posting people to sexual health
services.

A new sexual health marketing and communication group helped better coordinate the information going out
from various sexual health services providers in Tower Hamlets to avoid duplication and unnecessary
information overload and provide consistent messages to local population .

A new branding for sexual health services was developed to provide a common identity to sexual health services
and is used in all sexual health promotional materials.

Primary Care

A programme of training for healthcare professionals such as sexually transmitted infections (STIF) course and
long acting reversible contraception (LARC) training was put in place to increase capacity, competency and to
ensure consistency of practice across providers. Also clear referral pathways between providers have been
developed. The locally enhanced service (LES) for sexual health with primary care practices has resulted in an
increase in testing activity. A new network improved service (NIS) for sexual health was agreed for 2011/12 that
incentivize improved performance across a network of GP practices.

Secondary care

Tower Hamlets has developed an improved sexual health service model, in order to make its services more
efficient and increase capacity. There are currently three sexual health hubs (THCASH, AKC and Barkantine
Centre) that provide integrated sexual health services. This change is expected to drive down the financial cost
of service delivery and improve quality, equity and access.

Tower Hamlets has good sexual health service coverage across the week, including evenings and Saturday
mornings. There are specialist services for young people, men who have sex with men, FGM (female genital
mutilation) reversal, menopause, LARC (Long Acting Reversible Contraception) fitting and removal, psychosexual
services and comprehensive HIV services and condom access to young people.

5. What evidence is there that we are making a difference?

The majority of the milestones in the 5 years Tower Hamlets strategy were achieved which resulted in an
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improvement in services provided, patient experience and meeting some of the national and London targets.

Tower Hamlets has achieved a Chlamydia screening target of 29.5% for 15-24 years old, well above the national
target for Chlamydia screening of 25% for 2009/10.

GUM services in Tower Hamlets have met the 48 hours access target®. 100% of patients were offered an
appointment within 48 hours of contacting the service and on average 93% were seen within 48 hours of
contacting the service.

The rate of teenage conception in women aged 15-17 In 2009 was 40.7/1000, which is a 29.6% decrease from
1998 baseline compared with a national decrease of 18.1% and London decrease of 20.3%. Even though this
falls short of the national target of 50% (from the 1998 baseline)™, the 42.1% reduction since 1998 is the highest
reduction in London and ranked 3 in England.

In terms of contraception, data from sexual health needs assessment shows that 23% of first contacts at
contraception clinics were provided with LARC, which is in line with London and England averages. With more
staff currently been trained, it is expected that an even better outcome for contraception services will be
achieved in future.

The public engagement exercise and local surveys conducted by North East London HIV & Sexual Health Clinical
Network (NELNET) and Barts and the London trust showed an increased satisfaction with services delivered and
better knowledge and information about sexual health.

6. What is the perspective of the public on support available to them?

The NELNET survey and NHS Tower Hamlets mystery Shopper survey are carried out on a yearly basis.
Separately, a major patient and public engagement exercise has taken between March-September 2010 as part
of the Sexual Health needs assessment and equity audit (SHNA). Overall there was a positive feedback about
services from service users. Friendliness and professionalism of the staffs were highly commended. 88% of
mystery shoppers said they will recommend the services to their friends (an improvement from 50% in 2009).
Gaps were highlighted particularly around cleanliness (reception areas & toilets), lack/inappropriate signage,
design of reception areas (confidentiality may be an issue) and waiting times.

The finding from the SHNA survey showed a clear preference amongst young people for being able to access
sexual and contraceptive services through their GPs (including for general contraception, STl and HIV testing).
Confidentiality was raised as the main concern as young people are actively seeking reassurance from services
that they are indeed confidential and suggested it is included in advertising/promotional materials.

7. What more do we need to know?

Tower Hamlets has taken part in the work around sexual health tariffs which are been developed by NHS London.
The tariffs are expected to be implemented in shadow format from October 2011. This may have a profound
impact on costs, access and quality of sexual health services in Tower Hamlets.

° The Operating framework for 2010/11 for the NHS in England. DH/NHS Finance, Performance & Operations, Dec 2009.

% Asan original commitment in the Teenage Pregnancy Strategy (1999), reduction in the under-18 conception rate by 50%
by 2010 has been a Public Service Agreement target since Z(BS.
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The maijor reduction in sexual health budget will have an impact on sexual health promotion and service delivery

locally.

8. What are the priorities for improvement over the next 5 years?

Key insights

Tower Hamlets has the 8™ highest rate of Sexually Transmitted infections (STls) per 100,000
populations in the country in 2009. The highest numbers of diagnoses for the key five STls are in
men aged 20-44 years and Gay men are disproportionately affected.

Gonorrhea and Chlamydia diagnoses have risen by 49% and 26% respectively between 2008 and
2009 in Tower Hamlets, however Chlamydia rate still remains lower than London and England rates.
Gonorrhea and syphilis rates are on the other hand higher than London and England rates.

Tower Hamlets has achieved the national Chlamydia screening targets for the last two years.

38% of people with HIV in Tower Hamlets were diagnosed late (CD4 count of less than 350)
compared to 51% in London and 52% in England.

There is a downward trend in under 18 conceptions in Tower Hamlets since 1998, with a major fall
in numbers in 2008. However conceptions increased by 12.5% in 2009 compared to 2008 rate.
23% of women were provided with LARC at their first contact, which is in line with London and
England averages. The provision of EHC in primary care and pharmacies is variable.

There was an increase in abortion rates in Tower Hamlets in 2009 with highest rates of abortion in
the 20-24 years age group followed by 18-19 years age group. 66% of conceptions under the age of
18 led to an abortion which higher than the London and England averages.

Sexual health promotion that has taken place in Tower Hamlets aimed at encouraging safer sex
through promoting knowledge and use of a wide range of contraceptives including condoms and
signposting to local sexual health services.

To increase capacity, competency and to ensure consistency of practice across providers a
programme of training (STIF, LARC, STI) for healthcare professionals was put in place locally.
Tower Hamlets has developed an improved sexual health service model with three sexual health
hubs (THCASH, AKC and Barkantine Centre) that provide integrated sexual health services.

Key recommendations:

Produce a revised sexual health/HIV strategy for Tower Hamlets for the next 3 years
Performance monitoring of service delivery of the SRH services to ensure that the quality of the
services is maintained and the expected cost effectiveness achieved.

Carry out an impact assessment of the tariffs on NHS Tower Hamlets and its commissioned sexual
health services

Close working with Olympic boroughs and London on sexual health in preparation to the 2012
Olympics.

Review the local abortion service in light of possible changes in London’s commissioning of
termination of pregnancy services.

Implement a programme of health promotion work for sexual health based on the
recommendations of the social marketing scoping report on’behaviour change strategy for sexual
health’.

Work with local stakeholders and National Chlamydia Screening Programme (NCSP) to ensure the
new Chlamyda target from 2011/12 onward is met particularly increasing in Chlamydia positive
tests.

Continue to engage with users and measure user satisfaction via mystery shopper programme,
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young assessors programme and NELNET survey.

e Increase uptake of sexual health services by men and young people.

9. Key Contacts & Links to Further Information

e Khadidja Bichbiche, Senior Public Health Strategist: khadidja.bichbiche@thpct.nhs.uk

e JSNA@towerhamlets.gov.uk

Date updated: | June 2011

Updated by:

Khadidja Bichbiche

Next Update
Due:

Annual
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Agenda ltem 5.4

Committee Date Classification | Report Agenda Item
No. No.
Health Scrutiny Panel 24 January | Unrestricted 54
2012
Reports of: Title:

Corporate Director, Adults Health and
Wellbeing

Presenting Officer:

Stephen Cody, Interim Corporate Director:
Adults, Health and Wellbeing

Overview of agreed efficiencies programme
and proposed savings for the Adults, Health
and Wellbeing Directorate

Ward(s) affected:

All

1. Summary

An overview of the agreed efficiencies programme and further proposed savings for the

Adults, Health and Wellbeing Directorate

2. Recommendations

The Health Scrutiny Panel is asked to consider the information in this presentation.
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SAVING PROPOSALS
BUDGET 2012/13 — 2014/15

Item Ref. No:
AHWB 1 (2012)

TITLE OF SAVINGS OPTION:

Physical Disability Day Opportunities Budget

efficiency

DIRECTORATE:

Adults Health & Wellbeing

SERVICE AREA:

Adult Social

Care

LEAD

OFFICER:

Katharine Marks

FINANCE CONTACT:

Paul Thorogood

gﬂgg:tt Saving £000s (Incremental)
£7000 201112 2012/13 2013/14 2014/15 (Total Savings
Employees (FTE)
Employees 351 31 31
Others 263 20 20 40
Income 1
TOTAL SAVINGS 613 51 20 71
Revenue/Capital Costs: Are there any revenue or capital costs associated with this proposal?
N — Please complete the table and also provide reference no. of corresponding bid):
Costs (Incremental)
Ref No. 2012/13 2013/14 2014/15 2015/16+
Revenue Expenditure
Capital Expenditure
Total
Nature of expenditure:
1. Outli_nel details of saving_s pr_oposal, including indications of stage of development, and work
and timescales needed to finalise proposal:

This project aims to make £71,770 efficiency saving by 31 March 2014 by deleting a vacant

Occupational Therapist post and returning a recurring under spend in the PD Day
Opportunities Supplies and Services budget.

» The existing service provides for up to 15 places at each session but has never
reached capacity, nevertheless good quality support has been provided to the people

who use it.
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2. Service implications of saving:

» This workstream will have an impact on 1 vacancy in relation to a rotational OT post
that is rotated between social services and health.

3. Actions required to achieve saving:

Seek management agreement from LBTH and NHSTH to delete the vacant post.

Agree under spent budget to be returned

4, Potential implications for staff, contractors, partners, assets and other Directorates:

Please indicate financial impact on other directorates (show cost increases as +ve and decreases as —ve)

Directorate 2012/13 | 2013/14 | 2014/15 | TOTAL

Chief Executive’s

Children, Schools and Families
Schools (DSG Funded)
Communities, Localities and Culture
Development and Renewal

Housing Revenue Account
Resources

TOTAL

Notes

Other risk factors which could prevent this saving being achieved following
implementation

NHSTH may not agree to the deletion of the post, placing £31,770 savings at risk. However, we believe
that the likelihood of this is minimal.

Efficiency/ value for money - how will this proposal contribute towards greater
6. efficiency/ better value for money and how will the efficiency improvement be
measured?

The post above has been vacant for 6 months, with the work being picked up within existing resources,
leading to greater efficiency. The under spent budget is due to increased effective use of resources.
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SAVING PROPOSALS
BUDGET 2012/13 — 2014/15

Item Ref. No:
AHWB 2 (2012)

TITLE OF SAVINGS OPTION: Mental Health Supported Accommodation

DIRECTORATE: Adults Health & Wellbeing

. Comm. & LEAD
SERVICE AREA: Strategy OFFICER: Deborah Cohen

FINANCE CONTACT: Paul Thorogood
gﬂgg:tt Saving £000s (Incremental)
£000 2011/12 2012/13 2013/14 2014/15 [Total Savings
Employees (FTE)
Employees
Others 6,379 200 600 800
Income
TOTAL SAVINGS 6,379 200 600 800

Revenue/Capital Costs: Are there any revenue or capital costs associated with this proposal?
N — Please complete the table and also provide reference no. of corresponding bid):

Costs (Incremental)

Ref No. 2012/13 2013/14 2014/15 2015/16+
Revenue Expenditure
Capital Expenditure
Total
Nature of expenditure:
1. Outli_nel details of saving_s pr_oposal, including indications of stage of development, and work

and timescales needed to finalise proposal:

It is regarded as good practice to review the accommodation provided for mental health service users.
Tower Hamlets has an established team of health and social care staff who are reviewing all existing
accommodation that supports mental health service users.

The Mental Health Accommodation Strategy, considered and approved by Cabinet on 6/8/11, outlines
a number of commissioning intentions aimed at improving both quality and value for money through
commissioning a greater range of supported accommodation options in-borough to support a shift from
out of borough residential care to in-borough supported accommodation. This approach is in line with
other Boroughs and is considered good practice in mental health services.
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In this project, all existing service users are re-assessed to identify the most appropriate
accommodation support for them. After this assessment, support may remain the same or may
change. The saving is the outcome of all of these changes. This target extends the existing £1 m
saving agreed in February 2011.

The Accommodation Strategy includes a finance and activity model that estimates that through
implementation of the Strategy in the region of £2m recurrent cash-savings against the 2009/10
baseline could be released by 2015/16. This is a notional figure derived from an activity model that is
dependent on a number of assumptions and it is subject to changes in demand and particularly clinical
practice. There is a relative degree of confidence across the Partnership that the current savings target
of £1m by 2014/15 is deliverable, but any consideration of additional savings target in excess of £1m
should be treated cautiously due to the risk to its deliverability.

Any potential for additional savings in excess of the currently committed £1m by 2014/15 would be
managed as part of the already established plans for implementation of the Accommodation Strategy,
so there is no need for any additional processes/work.

2, Service implications of saving:
As above.
3. Actions required to achieve saving:

Any potential for additional savings in excess of the currently committed £1m by 2014/15 would be
managed as part of the already established plans for implementation of the Accommodation Strategy,
so there is no need for any additional processes/work. However any potential for additional savings
would only be estimations as the Strategy implementation progresses.

4, Potential implications for staff, contractors, partners, assets and other Directorates:

Please indicate financial impact on other directorates (show cost increases as +ve and decreases as —ve)

Directorate 2012/13 | 2013/14 | 2014/15 | TOTAL

Chief Executive’s

Children, Schools and Families
Schools (DSG Funded)
Communities, Localities and Culture
Development and Renewal

Housing Revenue Account
Resources

TOTAL

Notes

As above.

Other risk factors which could prevent this saving being achieved following
implementation
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There is a degree of risk associated with the deliverability of any additional savings in excess of the
current commitment of £1m as part of the Accommodation Strategy as noted above. However it may
well be that there will be emergent savings as implementation progresses.

Efficiency/ value for money - how will this proposal contribute towards greater
6. efficiency/ better value for money and how will the efficiency improvement be
measured?

As per the Mental Health Accommodation Strategy.
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PROPOSALS
BUDGET 2012/13 — 2014/15

ltem Ref. No:
AHWB 3 (2012)

TITLE OF SAVINGS OPTION: Use of Telecare
DIRECTORATE: Adults Health & Wellbeing
SERVICE AREA: ég‘:ét Social ;'f:f;‘ﬁ:ER_ Katharine Marks
FINANCE CONTACT: Paul Thorogood
Current .
Budget Saving £000s (Incremental)
£000 201112 2012/13 2013/14 2014/15 (Total Savings
Employees (FTE) 850
Employees 100
Others 33,199 250 250 300 800
Income
TOTAL SAVINGS 250 250 300 800

Revenue/Capital Costs: Are there any revenue or capital costs associated with this proposal?
Y — Please complete the table and also provide reference no. of corresponding bid):

The capital expenditure will be used to fund the purchase of telecare and telehealth equipment.

Costs (Incremental)
Ref No. 2012/13 2013/14 2014/15 2015/16+
Revenue Expenditure
Capital Expenditure 100 100 100
Total 100 100 100

Nature of expenditure:

Outline/ details of savings proposal, including indications of stage of development, and work

1. and timescales needed to finalise proposal:

The Council will use an initial £300k Invest To Save monies to set invest in Preventative
Technology to support people to live at home. Preventative Technology is varied but includes
items such as alarms that are connected the Council's 24 hour call centre and an existing
team of Telecare Visiting Officers. This approach to service delivery will be based around
need with the type of device selected during a social work assessment and with the
agreement of the individual. No service users will be worse off in service terms and Telecare
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will only be installed with the agreement of the individual.

The resources for investment have been provided by the NHS (£100k) and the Department of
Health (£200k of capital provided to the Council for adult social care investment). This will
initially allow the Council to set up a pilot project to focus on prevention through technology to
meet people’s eligible needs. The aim is to work with people through the annual review
process to explore people’s wishes and outcomes and how these can be achieved through
innovative technological solutions. This proposal aims to support new and existing needs via
Assistive Technology (AT). This would in effect provide items of monitoring equipment to
increase people’s independence, enable people to remain in their own homes longer and in
some cases, replace traditional services and support to customers and carers.

The pilot will involve engaging with key groups of individuals, whom we believe will benefit
from the use of AT. We will find out how people feel about these changes and the impact
upon them through targeted consultation and through the assessment and review process.

The pilot aims to look at innovative technology solutions for the following groups:

¢ People with Dementia

» Clients in receipt of night sitting services, frequent call outs from the out of hours
service, medication prompts, assurance/checking visits

» People identified through the Virtual Ward network who have Long Term Conditions
and are on our books

* People going through Reablement and needing longer term support

The pilot will conduct research to identify what works in delivering customer and VFM
outcomes, based on some of the national pilots. We already have a growing group of service
users in Tower Hamlets who have Telecare. Until now, Telecare has been available on
request by the public or via a Social Work assessment. It is a popular service.

What we are now proposing is to use Telecare as part of mainstream social care for adults. A
Telecare strategy will be devised to embed AT as a key element of the mainstream offer. To
date, the majority of Telecare provided by the council has been a universal service to people
with moderate and low needs. The intention is to ensure we explore the full benefits of AT
across all levels of need. It is recognised that each person will require an individual solution
and it may not appropriate for everyone.

Some examples of AT we will look at include:

» Electronic systems to switch on lighting, television off/on control, door opening systems
and curtain closers. These can free up time allocated to support workers to focus on
other tasks

* Telehealth to monitor medical wellbeing to prevent a deterioration in health to prevent
hospital admission

» Use of internet and telephone shopping and delivery services, use of digital and
telephone banking

* Use of GPS to monitor the movements of people within the home or when travelling
independently to give reassurance that the resident is safe and in the right place.

The pilot will set up satisfaction surveys and monitoring methods to gauge evidence of
customer satisfaction. The phasing of these savings will allow us to carefully monitor
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outcomes and satisfaction.

Using AT will ensure we make best use of resources. A service review has been conducted to
look at the structure of the current service, carrying out some benchmarking of examples of
good practice. There is work to ensure that the existing support service can accommodate
delivering and supporting the new range of AT that will be procured. This is subject to a
separate Project Brief.

What is clear is the reported savings by leading local authorities such as North Yorkshire,
Essex and Manchester of the benefits to using AT to meet eligible needs.

Early indications are that strategic use of AT will generate savings in the longer term:

* North Yorkshire proved a 38% average reduction in care package cost as a result of
their new service delivery which included Telecare enhanced care packages

(Source: North Yorkshire County Council, Feb 2010)

» Essex demonstrated that for every £1 invested in Telecare service, savings were £3.82
creating a net recurring saving of £2.82

(Source: Joint Improvement Team, final report to Scottish Executive, January, 2009)

» Manchester report an anticipated saving of £2.627m through the use of AT to meet
eligible needs

(Source: The Redefined Social Care Offer, 14 Sep 2011)

Customer Satisfaction

North Yorkshire County Council carried out 2 surveys - May 2008 and Aug 2009.
Results of the August 2009 survey were an improvement on 2008 and were as follows:

95%: Telecare has given me more confidence / peace of mind
95%: Telecare equipment has helped me to feel safer

94%: Clients were happy with the installation

91%: Rated telecare excellent or very good overall

87%: Telecare has helped me to carry on living at home

(Source: North Yorkshire County Council, Feb 2010)

2, Service implications of saving:

Firstly, the Council will continue to offer Telecare as it has done for several years, with the
public contacting the Council if they feel they or a relative will benefit from a Telecare device in
their home that is connected to the Customer Call Centre.

Secondly, this new project will extend the use of this kind of technology to people with on-
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going support packages as part of an enhanced offer.

Service user impacts and outcomes of this proposal should be:

* Delay moves to residential care, enabling people to carry on living at home for as long
as possible

* Increase levels of confidence/peace of mind - particularly for informal Carers

* Increase feelings of safety.

The provision of Telecare devices to existing and new adult social care service users will be
as a result of social work assessment and will form part of an overall package of care. It will
only be implemented with the consent of the individual.

3. Actions required to achieve saving:

Set up project team and DMT lead

Scope project

Explore equipment options and the required infrastructure to support them
Raise awareness, run sessions to train staff, set up a demonstrator suite
Purchase stock of equipment

Identify cohorts of people to target enhanced packages on in the short term

4 Potential implications for staff, contractors, partners, assets and other
) Directorates:

Please indicate financial impact on other directorates (show cost increases as +ve and
decreases as —ve)

Directorate 201213 | 2013/14 | 2014/15 | TOTAL

Chief Executive’s

Children, Schools and Families
Schools (DSG Funded)
Communities, Localities and
Culture

Development and Renewal
Housing Revenue Account
Resources

TOTAL

Notes

AT/Telecare is a continuation of OT equipment and therefore, if aligned, should be brought
into the centre of practice so that staff are clear that Telecare/equipment are part of
mainstream referral, assessment and care management systems. This will require operational
leadership.

To ensure we get value for money, we will need to have good procurement/brokerage skills
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within both Strategic Commissioning, ART/Brokerage, both will require go live procedures to
be revisited and systems tested for recording and monitoring as the current system in place is
outside of FWi.

We need to ensure we have in place efficient and effective systems to address installation,
monitoring, maintenance, decommissioning, and response system when people need
assistance, including customer satisfaction methods

Particular attention needs to be paid to training and development of staff in both Adult Health
and Wellbeing and partner agencies; raise Telecare awareness and skills; support or conduct
joint assessments; public relations and installation training to multi-agencies and public.

All staff in social care would need to receive awareness training, with new staff trained soon
after arrival.

5 Other risk factors which could prevent this saving being achieved following
) implementation

Service user/carer acceptance — individuals may not wish to have additional technology
placed.

Efficiency/ value for money - how will this proposal contribute towards
6. greater efficiency/ better value for money and how will the efficiency
improvement be measured?

Careful monitoring of the savings realised will be essential, this will need control methods
within the selected pilot areas.

Care managers will need to identify what the traditional care package would have been if
Telecare is not proposed, and what the actual Telecare enhanced packages of care are.

Savings will need to be verified by Finance, spreadsheets of costings and efficiencies will
need to be devised
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SAVING PROPOSALS
BUDGET 2012/13 — 2014/15

Item Ref. No:
AHWB 4 (2012)

Reorganisation of Children Schools and Families &

TITLE OF SAVINGS OPTION: Adults Health and Wellbeing

DIRECTORATE: Children Schools and Families & Adults Health &

Wellbeing

FINANCE CONTACT: Kate Bingham / Paul Thorogood

gﬂgg:tt Saving £000s (Incremental)
£000 201112 2012/13 2013/14 2014/15 (Total Savings
Employees (FTE)
Employees 150 150 300
Others
Income
TOTAL SAVINGS 150 150 300

Revenue/Capital Costs: Are there any revenue or capital costs associated with this proposal?
N — Please complete the table and also provide reference no. of corresponding bid):

Costs (Incremental)

Ref No. 2012/13 201314 2014/15 2015/16+

Revenue Expenditure

Capital Expenditure

Total

Nature of expenditure:

Outline/ details of savings proposal, including indications of stage of development, and work

1. and timescales needed to finalise proposal:

Cabinet agreed in March 2011 the proposition that the existing two Council directorates of Children,
Schools and Families and Adults, Health and Wellbeing should be reorganised into one new unified
directorate.

The reorganisation would save the budget for one Corporate Director post and relevant support and
opens up the possibility of rationalising and reorganising back-office services of the two existing
Directorates and reviewing the delivery of certain front-line activities where there is current overlap.
This is expected to deliver a minimum of £300,000 a year in savings with the potential for significantly
greater savings arising from a detailed review.
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2. Service implications of saving:

The Chief Executive has responsibility in consultation with the Assistant Chief Executive (Legal) and
the current Directors of Children’s Schools and Families and Adults, Health and Wellbeing to ensure
that the merging of the two Directors posts will still ensure that the social care needs of children and
schools services and adults health and wellbeing in the local community are given equal emphasis and
are managed in a co-ordinated way. This was agreed by Cabinet in March 2011.

The proposal will meet the statutory requirements to designate a Director of Children’s Services and a
Director of Adult Social Services. The statutory requirement to designate a member of the Executive as
the Lead Member for Children’s Services will continue to be met.

There is expected to be no service implications as a result of the saving opportunity.

3. Actions required to achieve saving:

Formation of a ‘Reorganisation Board’ to oversee and review the reorganisation of the two
Directorates.

Consultation with effected staff under the Council’s Handling Organisational Change procedure.

4, Potential implications for staff, contractors, partners, assets and other Directorates:

Please indicate financial impact on other directorates (show cost increases as +ve and decreases as —ve)

Directorate 2012/13 | 2013/14 | 2014/15 | TOTAL

Chief Executive’s

Children, Schools and Families
Schools (DSG Funded)
Communities, Localities and Culture
Development and Renewal

Housing Revenue Account
Resources

TOTAL

Notes

Until work of the ‘Reorganisation Board’ has commenced, the impact on staff is not known. Any impact
on staff will be managed under the Council’s Handling Organisational Change procedure.

5 Other risk factors which could prevent this saving being achieved following
’ implementation
None
Efficiency/ value for money - how will this proposal contribute towards greater
6. efficiency/ better value for money and how will the efficiency improvement be
measured?
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The proposal will allow the Directorate to maximise its use of systems and processes which have been
invested in significantly over the last 12 months to provide better value for money. The opportunity will
also provide better value for money through better use of management and support services.
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SAVING PROPOSALS
BUDGET 2012/13 — 2014/15

Item Ref. No:
AHWB 5 (2012)

TITLE OF SAVINGS OPTION: LD resideptial and sgppoded Iiving efficiencies via
collaborative work with neighbouring Boroughs.

DIRECTORATE: Adults Health & Wellbeing

SERVICE AREA: Adult Social - LEAD Keith Burns

Care OFFICER:

FINANCE CONTACT:

gﬂgg:tt Saving £000s (Incremental)
£000 2011/12 2012/13 2013/14 2014/15 [Total Savings
Employees (FTE)
Employees
Others 9,820 300 300
Income
TOTAL SAVINGS 300 300

Revenue/Capital Costs: Are there any revenue or capital costs associated with this proposal?
No

Costs (Incremental)

Ref No. 2012/13 2013/14 2014/15 2015/16+
Revenue Expenditure
Capital Expenditure
Total
Nature of expenditure:
1. Outli_nel details of saving_s pr_oposal, including indications of stage of development, and work

and timescales needed to finalise proposal:

A number of East London Boroughs have agreed a pilot project to identify ways of generating
additional efficiencies in the procurement of residential care and supported living for adults with
learning disabilities. It is intended that these additional efficiencies will be generated by the following
means:
Negotiation with suppliers currently contracted by a number of the involved Boroughs (economy
of scale) using the Care Funding Calculator.
Identifying opportunities to commission supported housing solutions on a shared basis that
provides accommodation closer to individual's families than current placements do, while also
offering better vale for money.
Identifying opportunities for developing local specialist accommodation options that would not
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be economically viable on a single Borough basis, but in combination becomes viable and that
enable individuals to live closer to families than current spot-purchased placements do.

Prior to these benefits being realised a number of complex issues arising from collaborative working,
such as dealing with issues of ordinary residence, need to be resolved. As a result, the benefits of this
project are not expected to be realised until 2013/14.

This project supplements existing work to improve efficiency in the Council’s commissioning of
residential and supported accommodation (AHWB 156 LD Resettlement) and is intended to provide
additional benefits not realisable on a single Borough basis. So far, this work has identified £1.1m
savings under a proposal agreed by Members in the first phase of efficiency savings. This has
demonstrated that we can enter into shared services arrangements and further negotiate better
savings.

2, Service implications of saving:

The delivery of the project will mean that a broader range of more local accommodation solutions are
available to individuals, and this will allow for the easier maintenance of family and support networks
than being placed in settings potentially much further away from the individual’s family home. The
service implication should, therefore, be positive.

3. Actions required to achieve saving:

The Boroughs involved have initiated a pilot project which will provide ‘proof of concept’ and a more
detailed delivery plan, by March 2012. LBTH is hosting this project, with costs being met by the
involved Boroughs.

4, Potential implications for staff, contractors, partners, assets and other Directorates:

Directorate 2012/13 | 2013/14 | 2014/15 | TOTAL

Chief Executive’s

Children, Schools and Families
Schools (DSG Funded)
Communities, Localities and Culture
Development and Renewal

Housing Revenue Account
Resources

TOTAL

Notes

This project relates only to externally commissioned, and spot-purchased, arrangements, and as a
result there are no implications for any of the stakeholder groups other than existing residential care
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providers who may see reduced income as a result of our relocating individuals to more appropriate
accommodation more locally. Those suppliers may be able to fill the resulting vacancies with
placements from other local authorities. This is not, therefore, considered to be a material impact.

Other risk factors which could prevent this saving being achieved following
implementation

The pilot project may identify that it is not possible to generate this level of savings in the timescale
envisaged. This may mean the overall FYE effect needing to be phased over two or more years. This is
dependent largely on factors such as the speed with which new provision can be commissioned and
brought on-stream.

Efficiency/ value for money - how will this proposal contribute towards greater
6. efficiency/ better value for money and how will the efficiency improvement be
measured?

More appropriate, and more locally available, accommodation solutions will be delivered at lower cost
than existing spot-purchased placements. The improvement will be measured via an ongoing analysis
of spend relating to placement changes and new placements.

Additionally, more local provision provides some efficiency saving in terms of distance and time
required for Social Workers and other staff to undertake reviews and other similar activities that involve
travelling to the individual’s accommodation.
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SAVING PROPOSALS
BUDGET 2012/13 — 2014/15

Item Ref. No:
AHWB 6 (2012)

TITLE OF SAVINGS OPTION:

Housing Link Phase 2

DIRECTORATE:

Adults Health & Wellbeing

SERVICE AREA:

Comm. &
Strategy

LEAD

OFFICER:

Deborah Cohen

FINANCE CONTACT:

Paul Thorogood

Current .

Budget Saving £000s (Incremental)

201112 2012/ 2013/14 2014/15 [Total Savings
£000 13 g
Employees (FTE) 205 100 105 205
Employees
Others
Income
TOTAL SAVINGS 205 100 105 205
Revenue/Capital Costs: Are there any revenue or capital costs associated with this proposal?
N — Please complete the table and also provide reference no. of corresponding bid):

Costs (Incremental)
2012/
Ref No. 13 2013/14 2014/15 2015/16+
Revenue Expenditure
Capital Expenditure
Total
Nature of expenditure:
1 Outline/ details of savings proposal, including indications of stage of development, and
) work and timescales needed to finalise proposal:

Housing Link is a floating support service aimed specifically at people with mental health issues who are

experiencing housing related difficulties. The service is for people with mental health needs who are in

housing crisis including: the threat of eviction or imminent homelessness, rent arrears, or the need for

urgent transfer.

The service is funded by Adults Health and Wellbeing, with a total budget for 2011-2012 of £204,700. 66%
of its current funding is from what was previously known as supporting people grant, the additional
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funding comes from mainstream AHWB funding.

Following a recent review of the Housing Link Service, in the context of all floating support services
provided to this client group, there is found to be an over provision of floating support services in this area;
leading to the recommendation that this service should be decommissioned in the new financial year and
service users move to generic support services.

In 2007 the Borough reconfigured all low level floating support services into a generic tenancy support
service, moving away from client group specific services to a more generic pattern of service provision that
was able to respond to a number of often inter-related support needs and so improve service user
accessibility and overall experience. This resulted in 11 services, including two specialist mental health
services being transferred into a “generic” service, able to meet a broad range of individual vulnerabilities.
This contract was, after due process, awarded to Look Ahead and is known as the Look Ahead Generic FS
service. Housing Link sits alongside the reconfigured floating support service and it is generally recognised,
that the current configuration of services involves a significant level of duplication that adversely impacts
on accessibility for service users who are frequently cross referred between services and also generally
does not provide value for money in provision.

Housing Links productivity is compromised by its high level of rejections of referrals. This means too much
time is spent on assessing individuals who are then not accepted to the service. Housing Link accept only
49% of total the total referrals compared to the generic service at 98%. This level of refusal also indicates
that the “specialist” nature of the service makes it more difficult for individuals to access a service where
their needs are not considered to fit within the eligibility criteria of the service.

Moving to a generic service model would mean service users do not have the inconvenience of being
referred and assessed by more then one service. The generic service provides a very similar service to
individuals with mental health issues which broadly equates to 25% of their acceptances, or 151 people
during 2010-11. This compares to Housing Link who supported a total of 168 people through the same
period.

Moving to this generic model would not adversely impact on services for people for mental health issues.
This is explained in detail below, but in general terms, there is significant capacity in the generic service,
together with continuous turnover, to ensure a tenancy support service for people with mental health
issues is available to all who require and need it. The Borough has also invested in more intensive services
for people with mental health issues through the increased capacity provided by the Independent Living
Service (ILCS). And will continue its programme of modernisation and investment as highlighted in the
Mental Health Accommodation Strategy. Therefore this proposal does not reflect an overall dis-investment
in the area of mental health provision.

2, Service implications of saving:

In addition to Housing Link, the Borough commissions two other floating support services for people with
mental health issues. These are listed as:

e |LLCS service for people with mental health issues; and

e Look Ahead Generic Floating Support (LAGFS) for people with a range of support needs, which will
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include but is not exclusively for people with mental health issues.

Service Provider No. of service users | Annual contract value
Housing Link Internal 70 £204,700
Generic Floating Support | Look Ahead 456 £879,060
ILCS. Look Ahead 150 £469,477
Total 676 £1,553,237

ILCS will continue to be available to work with statutory mental health services in delivering the key targets
of the Mental Health Accommodation Strategy, to enable greater capacity in working with the Borough to
deliver the move on and support with independence required within the Strategy. In delivering the MH
Accommodation Strategy, ILCS will enable people to move out of residential care, hospital and supported
housing into their own tenancies. They will ensure people get the support they need to live independently
and prevent escalation/emergency placements into higher need services, so enabling the Borough to meet
some very challenging targets in reducing its reliance on Registered Care.

The generic service is commissioned to provide a broad range of floating support services to meet the
tenancy related support needs of borough residents including supporting people with mental health needs.
It has a very broad remit and will generally work with people to addresses the particular needs they have,
irrespective of their primary presenting need. Housing link and LAGFS (where they work with people with
mental health issues) both support individuals who have:

e a diagnosed mental health issue, receiving a statutory service in the past but not currently in contact
with services; or

e an undiagnosed mental health issue which is currently contributing to a housing crisis; or

e arange of complex issues, including but not limited to mental health difficulties, which is contributing to
a housing crisis. Including dual diagnosis substance and mental health issues.

For LAGFS this constitutes a significant percentage of their overall service users at broadly 26% of their
caseload between the period of April 2010 and September 2011. In terms of numbers, this is usually in
excess of the 75 service user caseload carried by Housing Link at any given time, at an average of 83 per
quarter.

Housing Link service is essentially the same as that provided by Look Ahead Floating Support, it supports
the same people, with the same type of needs. Decommissioning Housing Link will therefore not have an
adverse affect on the services available to people with mental Health issues as LAGFS will continue to
provide a service to this group within existing capacity.

3. Actions required to achieve saving:
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1- Consult with staff team

2- Consult with service users.

3- Commence HR processes for decommissioning and managing staff redundancies/ redeployment.

4- Manage the reduction and ultimate closure of the service, including completing the packages of support
for those service users with short term interventions and the hand-over of those service users who will
require an alternative service.

5- Publicise the changes in service provision to referral agencies

Potential implications for staff, contractors, partners, assets and other

4. Directorates:

Please indicate financial impact on other directorates (show cost increases as +ve and decreases as —ve)

Directorate 2012/13 | 2013/14 | 2014/15 | TOTAL

Chief Executive’s

Children, Schools and Families
Schools (DSG Funded)
Communities, Localities and Culture
Development and Renewal

Housing Revenue Account
Resources

TOTAL

Impact on Service Users

Decommissioning the service will not impact on the majority of Housing Link’s existing service users, the
average length of provided service being six months, most existing service users will cease to use the
service naturally during the wind down process. A small number of individuals, who have been using the
service for some time may have to be transferred to LAGFS, but it is important to note that this service was
only ever intended to support people for short- term crisis intervention. Taking turnover into account
Housing Link supports an average of 168 service users a year. With an average length of service at six
months, closing the service to new referrals during the decommissioning process would see the majority of
cases close naturally over this time. The exception would be the small number of service users who foresee
utilising the service for the long-term. For these individuals the removal of the service, even if another was
offered, is likely to cause some anxiety, but can be carefully managed with support and effective
communication, and it is likely, that a different more long term service is appropriate if this is the case.

There is generous capacity in the other existing floating support services to provide floating support for
people with mental health issues. The availability of these services and the turnover therein, would ensure
that should housing link be decommissioned this would not have a detrimental affect on access for
individuals who requested a service. The LAGFS service will continue to support this client group and
provide for new referrals of this type without any detrimental impact on future provision.

Impact on Staff

There is a staff team of 4 support workers and 0.8% of a Managers post; all staff are currently seconded to
and managed by ELFT and are based in Mile End Hospital. The secondment agreement comes to an end in
the New Year. One of the workers post is currently vacant therefore a total of 4 individuals would be
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offered redeployment.

5 Other risk factors which could prevent this saving being achieved following
) implementation
N/A
Efficiency/ value for money - how will this proposal contribute towards greater
6. efficiency/ better value for money and how will the efficiency improvement be
measured?

The service does not provide value for money; its cost per hour and unit cost are much greater then all
other third sector services. Required services for this client group can be provided at a much more cost
effective rate through the Framework Agreement.

As part of the Councils Financial Plan to 31° March 2014 all Supporting People services will be re-tendered
against a Framework Agreement, to ensure that maximum efficiencies are achieved in tandem with
maintaining a high quality service to meet maximum identified need.

Housing Link is currently the only commissioned SP service where the staff cost per hour is above the

locally agreed upper benchmark of £21. At £23.37 it is the most expensive service provided. As services are
let via the Framework, the gap in these costs can only widen, indications are that revised costs will be in
the region of £19 per hour.

Furthermore the current pattern of service delivery does not provide the most effective value for money in
terms of the direct support in service users home and accessibility of opening hours to those that work or
have commitments during normal office hours. This service operates a 9-5 service, whilst other floating
support services are available 8-8pm at weekends and bank holidays. When the staff cost per hour is taken
into consideration this raises further value for money concerns.

The team support 75 service users at any one time, this equates to a caseload of 18.75 for each full time
staff member, which is below other service providers.
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SAVING PROPOSALS
BUDGET 2012/13 — 2014/15

Item Ref. No:
AHWB 7 (2012)

Improving the quality of the hostels sector and

TITLE OF SAVINGS OPTION: managing reduction of the number of bed spaces

DIRECTORATE: Adults Health & Wellbeing
SERVICE AREA: (s;tor?‘t?gy& ;E¢EZER: Deborah Cohen
FINANCE CONTACT: Paul Thorogood

CB:';;::tt Saving £000s (Incremental)
£000 2011/12 2012/13 2013/14 2014/15 [Total Savings
Employees (FTE)
Employees
Others 1,065 690 690
Income
TOTAL SAVINGS 1,065 690 690

Revenue/Capital Costs: Are there any revenue or capital costs associated with this proposal?
N — Please complete the table and also provide reference no. of corresponding bid):

Costs (Incremental)

Ref No. 2012/13 2013/14 2014/15 2015/16+

Revenue Expenditure

Capital Expenditure

Total

Nature of expenditure:

Outline/ details of savings proposal, including indications of stage of development, and work

1. and timescales needed to finalise proposal:

The saving opportunity is to reduce the contract income currently spent on homeless hostels in the
Borough by £690k as well as achieving a key strategic aim of the borough, which is to improve the
quality of the hostel bed spaces in use which meet current physical space standards. This can be
achieved initially through closing the Aldgate Hostel, as widespread agreement exists that the hostel
does not comply with current expectations (including feedback from service users and an Overview
and Scrutiny report) and sector wide standards, as the bed rooms are very small and there is a
significant amount of shared facilities (toilets and bathrooms). There is also a sector wide shift where
possible to smaller hostel units (again, this is supported by feedback from hostel service users,
including those who have lived at the Aldgate Hostel, who explicitly supported smaller hostel units
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(Aldgate has 158 bed spaces). Subsequent improvement strategies for the hostel sector will be
identified as part of a wider review of the hostel sector and a new Hostels Strategy which is due to be
submitted to Cabinet as noted below in April 2012.

The initial phase of improvement to the hostel sector will be achieved initially by closing Aldgate Hostel
owned and managed by Look Ahead Housing Association (LAHC) from Sept 2012 (with the saving
being realised in 2013-14 — this allows for a contingency time period and also the opportunity to
redirect some of the current revenue funds during 2012/13, to assist in achieving the effective decant of
the hostel). It is important to note that Look Ahead Housing have expressed their wish to sell the
building linked to the September 2012 date, but as mentioned, as the hostel does not meet current
physical space standards, this would be a mutually agreed proposal.

The hostel was identified in the 2008 Hostels Strategy as not fit for purpose, with a plan to re-provide
the same number of units (150) in a new purpose built modern facility.

This decision was consistent, with government policy at the time, which sought to ensure hostels were
"Places of Change", that created an environment which actively supported people into work, training or
voluntary activities, avoiding any tendency for people to be left or ‘warehoused’. A key part of this
approach was to create the best possible physical environment within hostels as possible; minimising
the extent of shared facilities, as well as maximising space generally and within individual hostel
bedrooms or units (flats or bedsits). This policy focus has continued with the Coalition Government and
it is against this background that the closure of Aldgate should be seen; in line with current sector wide
practice and that promoted by central government (including funding and regulatory bodies).

This current proposal is a departure from the now slightly dated, 2008 Hostels Strategy as in order to
secure the saving it will not be possible to replace the current 150 units at the same level. This
proposal is to take broadly half of the current revenue as an efficiency saving, with the additional
revenue to be committed back into the hostel sector to enable it to better manage the remaining units
(see implication section below).

Extensive discussions have taken place involving LAHC and officers across Adults Health and Well
Being (AHWB), with other colleagues across the Council, to investigate whether other options to
develop the Aldgate Hostel site. Detailed proposals were developed, but it has not been possible to
take these forward within the current significant reduction in public sector finances which now exist.
Subsequently, an initial report recommending the decommissioning of the Hostel, with a smaller scale
on site rebuild was considered by Cabinet in early 2011 and it was decided at this time on account of
the newness of the changes in Housing Benefits to return to this towards the end of 2011. Since then,
due to changes in the capital funding regime, Look Ahead have indicated that they can no longer
finance a rebuild and as such have expressed their wish to sell the current building.

A wider piece of work is underway, which will inform the commissioning intentions that linked to the
remaining hostel sector, which is the work on refreshing the Hostels Strategy. This includes a detailed
needs and capacity modelling element, which is scheduled for completion in December 2011 with a
new Hostels Strategy to be presented to Cabinet in April 2012 for decision. This strategy will identify
the need to replace any of the bed spaces lost through the decommissioning of the Aldgate Hostel (and
more broadly within Tower Hamlets) and if so, what type of hostel provision should be put in place.

2. Service implications of saving:

The immediate implication is that the hostel sector in the Borough will reduce by approximately 150
units.

Work is progressing with our colleagues in the Homeless service to update the needs and capacity
model to refresh the 2008 Hostels Strategy. This is still in the initial phase, but early indications
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(supported by local needs data) are that this could be managed with a more targeted use of the hostel
sector, including shorter stays, increased and well resourced specialist services and more effective
move on options.

This will require a configuration of the remaining hostels, with the savings not taken into corporate
efficiencies from Aldgate Hostel (approximately £380k p.a.) likely to be reinvested into:

1- An assessment facility for the hostel sector

2- Increased specialist provision for people with complex needs, including mental health issues, drug
and alcohol needs

3- Initiatives linked to resettling and supporting people living independently in the Private Rented
Sector (PRS), following a stay in a hostel.

3. Actions required to achieve saving:

1- Update the needs and capacity assessment for Hostels provision.

2- Update the Hostels Strategy for presentation to Cabinet.

To include explicitly an identification of the need for additional hostel services to manage the reduction
in beds and a commissioning strategy for their development. And the model, cost and capacity of a rent
deposit scheme required to facilitate a reduction in the hostel sector and a commissioning strategy for
their development.

3- Discuss with current residents, stakeholders and staff.

4 Develop a decant strategy with the Hostel and move people out of Aldgate Hostel.

4, Potential implications for staff, contractors, partners, assets and other Directorates:

Please indicate financial impact on other directorates (show cost increases as +ve and decreases as —ve)

Directorate 2012/13 | 2013/14 | 2014/15 | TOTAL

Chief Executive’s

Children, Schools and Families
Schools (DSG Funded)
Communities, Localities and Culture
Development and Renewal

Housing Revenue Account
Resources

TOTAL

Notes

None

Other risk factors which could prevent this saving being achieved following
implementation
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None

Efficiency/ value for money - how will this proposal contribute towards greater
6. efficiency/ better value for money and how will the efficiency improvement be
measured?

The proposal will contribute to the efficiency model and value for money approach in the hostel sector
as a whole. It will enable the sector to:

1- Achieve targeted, shorter stays for those with low to medium support needs.
2- Target specialist services to those with complex needs, increasing positive outcomes.
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SAVING PROPOSALS
BUDGET 2012/13 — 2014/15

Item Ref. No:
AHWB 8 (2012)

TITLE OF SAVINGS OPTION: More Effective Income Control
DIRECTORATE: Adults Health & Wellbeing
SERVICE AREA: Finance (L)E?E:ER Paul Thorogood
FINANCE CONTACT: Paul Thorogood
Current .
Budget Saving £000s (Incremental)
£000 201112 2012/13 2013/14 2014/15 (Total Savings
Employees (FTE)
Employees 1,500 75 25 100
Others
Income
TOTAL SAVINGS 1,500 75 25 100

Revenue/Capital Costs: Are there any revenue or capital costs associated with this proposal?
N — Please complete the table and also provide reference no. of corresponding bid):

Costs (Incremental)

Ref No. 2012/13 2013/14 2014/15 2015/16+
Revenue Expenditure
Capital Expenditure
Total
Nature of expenditure:
1. Outli_nel details of saving_s pr_oposal, including indications of stage of development, and work

and timescales needed to finalise proposal:

Following the implementation of an Income and Assessment IT system within the Directorate to provide
the financial assessment process and the monitoring of income collection, to carry out a branch review

of the systems and process of the service. This builds on the opportunity in 2011/2012 which has seen

the adoption of both a direct debit scheme for clients and credit card payment methods.

The review shall ensure that the processes and procedures for recovering income from fees and
charges is consistent throughout the Directorate and the wider Council. This will be achieved through:

» Improved procedures and processes through use of the new Income and Assessment system
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to improve the recording of debt and income due.

A review of how client contributions are collected by providers on behalf of the Authority. This
may require amendment to the contracts held with residential/nursing providers.

The process and procedure review will fall into two key areas:

1.

Income and Assessment — The payment methods available to clients and how we sensitively
pursue overdue debt/payment arrears

Payments process for Access to Resources (ART) — How we determine how we pay providers,
for residential and nursing placements and whether they collect contributions directly from the
client and how outstanding arrears are referred back to the Council

Service implications of saving:

The option will allow the service to increase income levels and reduce outstanding debts.

More effective recovery policies may cause Customer and Member complaints

3.

Actions required to achieve saving:

Agreement of Income and Assessment solution — January 2012

Review by the Access to Resources Team on how we pay providers and monitor their income
collection on behalf of the Authority — February 2012

Agreement of management information requirements — February 2012
Go live with the new Income and Assessment System — April 2012
Clarify the current level of arrears by client from the current manual processes — April 2012

Conduct an end to end review in light of the implementation of the income collection process —
April to June 2012

Regular reporting on outstanding arrears by client to begin — April 2012 onwards
Prioritise workload of staff to ensure that arrears are actively pursued — June 2012

Set up of the Income Review Board for Adults, Health and Wellbeing to monitor arrears and
agree write offs where necessary — June 2012

4,

Potential implications for staff, contractors, partners, assets and other Directorates:

Please indicate financial impact on other directorates (show cost increases as +ve and decreases as —ve)

Directorate

2012/13 2013/14 2014/15 TOTAL

Chief Executive’s

Children, Schools and Families

Schools (DSG Funded)
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Communities, Localities and Culture
Development and Renewal
Housing Revenue Account

Resources
TOTAL

Notes

None

5 Other risk factors which could prevent this saving being achieved following
) implementation

» There is no slippage on the implementation of the Income and Assessment system, however
the manual existing processes can continue as normal in the short term.

* The new Income and Assessment system is fit for purpose and can meet reporting
requirements. However this risk is minimised through appropriate system collection

* A consistent approach on how we pay all providers can be agreed

» Clients refusing to pay for charges due

Efficiency/ value for money - how will this proposal contribute towards greater
6. efficiency/ better value for money and how will the efficiency improvement be
measured?

» The proposal will ensure that the Authority pursues income that is due in a timely and efficient
manner.

» Better income collection for services therefore reducing bad debt provision

* More efficient recovery procedures therefore reducing administrative duties and improving
recovery rates in the future

» Better advice for clients on money management
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SAVING PROPOSALS
BUDGET 2012/13 — 2014/15

Item Ref. No:
AHWB 9 (2012)

TITLE OF SAVINGS OPTION: Supporting People Framework Agreement

DIRECTORATE: Adults Health & Wellbeing

. Comm. & LEAD
SERVICE AREA: Strategy OFFICER: Deborah Cohen

FINANCE CONTACT: Paul Thorogood
CB:';;::: Saving £000s (Incremental)
£000 201112 2012/13 2013/14 2014/15 [Total Savings
Employees (FTE)
Employees
Others 14,160 175 225 400
Income
TOTAL SAVINGS 14,160 175 225 400

Revenue/Capital Costs: Are there any revenue or capital costs associated with this proposal?
N — Please complete the table and also provide reference no. of corresponding bid):

Costs (Incremental)

Ref No. 2012/13 2013/14 2014/15 2015/16+
Revenue Expenditure
Capital Expenditure
Total
Nature of expenditure:
1. Outli_nel details of saving§ pr_oposal, including indications of stage of development, and work

and timescales needed to finalise proposal:

The proposal is to further reduce the cost of current Supporting People contracts through the
implementation of a Framework Agreement for re-commissioning contracts.

The original 2011/12 efficiency target of £760,000 for this project has been successfully met by
individual contract reductions outside of the formal procurement process. To ensure fairness and
consistency, this was achieved by reducing the unit cost thresholds and individual contractual
reductions where providers were operating above this threshold. This approach ensured that the
quality and capacity was not affected. The reductions were spread evenly across the broad range of
SP client-group areas.
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The further efficiency targets of £175,000 for 2012/13 and £225,000 2013/4 will be achieved through
procuring contracts using the Framework Agreement

The framework commissioning process is currently under way to identify which suppliers will be
awarded onto the framework for the specific “lots”, with a decision to be made in early 2012. Once a
decision is made all services will be called off against the framework during 2012- 2014 in line with a
strategically identified call-off timetable. Re-tendering offers an excellent opportunity to improve
services for some of the most vulnerable residents in the borough and drive though a programme of
change to deliver personalised support services offering choice and control.

Services will be re-commissioned in line with the 2011-2016 LBTH Supporting People 5-Year
Commissioning Strategy and other relevant strategies, i.e. Mental Health Accommodation Strategy,
Older Peoples Accommodation Strategy etc.

The initial projections for cost savings have been made by calculating a reduction in the unit cost per
hour from £21.00 to £19.00. It must be noted that this target stretches the original 5% reduction met by
reducing these contracts in 2011-12. The ability to secure additional savings in this area will be
restricted by this.

Final savings targets and the year in which these can be secured will be finalised once the call off
timetable is finalised in Winter 2011 and the framework prices submitted as part of the invitation to
tender in Spring 2012. Evidence from other inner London borough’s that have implemented an SP
Framework Agreement to procure services suggests that the £19.00 benchmark is realistic and
achievable.

In line with Council policy, all call-offs from the Framework Agreement will be undertaken on the basis
that London Living Wage is paid as a minimum salary.

The importance and value of supporting small, local and specialist suppliers to deliver high quality
services will continue to be supported and promoted, therefore a number of measures have been
implemented to maximise the benefit to local people by utilising local labour and developing
opportunities for people who live within the borough or local area, particularly those from
disadvantaged communities. One of the ways that this has been addressed is by helping local
suppliers to be fit to compete, providing them with access to our business so that they have every
opportunity to win the business on an even playing field. An independent organisation — “SITRA” who
are the independent Trade body for small supporting people providers were commissioned to
undertake this work. Additionally, the Framework Agreement PQQ tested supplier's commitment to this
approach and successful bidders will be required to address Community Benefit as part of their
contractual requirements.

2. Service implications of saving:

There is no immediate implication for services although we will need to ensure that these services for
high risk and vulnerable individuals retain a cost threshold that does not adversely impact on risk to
service users and staff teams.

We will also need additional resources to deliver the call off process within a tight timescale.

3. Actions required to achieve saving:
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Invitation to Tender Evaluation to be complete and on target to complete January 2012

Call off timetable and required resources for its implementation to be agreed

All services to be individually called off against the framework over a two year period or shorter if
possible.

4, Potential implications for staff, contractors, partners, assets and other Directorates:

Please indicate financial impact on other directorates (show cost increases as +ve and decreases as —ve)

Directorate 2012/13 | 2013/14 | 2014/15 | TOTAL

Chief Executive’s

Children, Schools and Families
Schools (DSG Funded)
Communities, Localities and Culture
Development and Renewal

Housing Revenue Account
Resources

TOTAL

Notes

Resources will be required to manage the delivery of this programme amongst other programmes
where efficiency targets are also identified.

Other risk factors which could prevent this saving being achieved following
implementation

Providers not cooperating with the call off process or wishing to negotiate outside of the framework
process.

Efficiency/ value for money - how will this proposal contribute towards greater
6. efficiency/ better value for money and how will the efficiency improvement be
measured?

The commissioning process will achieve value for money in that it seeks to contract more of the same
level of service for less, and ensure high quality through the evaluation process. This will be achieved
through a combination of lower prices and different more flexible and personalised service delivery.
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SAVING PROPOSALS

BUDGET 2012/13 — 2014/15

Item Ref. No:

AHWB 10
(2012)

TITLE OF SAVINGS OPTION:

Additional Adults, Health and Wellbeing Opportunity 13/14

DIRECTORATE:

Adults Health & Wellbeing

SERVICE AREA:

Directorate Wide

LEAD
OFFICER:

Directorate

Management Team

FINANCE CONTACT:

Paul Thorogood

(B;::jrggtt Saving £000s (Incremental)
£000 2011/12 2012/13 2013/14 2014/15 [Total Savings
Employees (FTE)
Employees 26,115
Others 85,157 200 200
Income (14,953)
TOTAL SAVINGS 96,319 200 200
Revenue/Capital Costs: Are there any revenue or capital costs associated with this proposal?
NoO — Please complete the table and also provide reference no. of corresponding bid):

Costs (Incremental)

Ref No. 2012/13 201314 2014/15 2015/16+
Revenue Expenditure
Capital Expenditure
Total:
Nature of expenditure: In house and Commissioned Services
1. Qutline/ details of sa\(ings proposal, including indications of stage of development, and work and

timescales needed to finalise proposal:

As part of forming the Council’s Medium Term Financial Plan, the Directorate of Adults, Health and
Wellbeing have committed to identify further efficiencies in the 2013/2014 financial year to the value of

£200,000.

A full service review will take place in January 2012 to identify opportunities for where additional savings
can be achieved. Consideration will be made to savings that are already in the Council’s efficiency

programme, to review whether any of these can be stretched to deliver further efficiencies. However, it is
the intention of the Directorate to review all service budgets to identify where possible efficiencies can be
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achieved.

Once saving opportunities have been identified, then these will be progressed as part of the budget setting
process for 2013/2014 in line with the Council’s Budget Framework.

2. Service implications of saving:

It is the full intention that the additional saving opportunity does not impact on:

* Employees

* Preventative services

» Service needs of clients

» Services available to clients

An equality analysis will be developed as necessary once the opportunity has been developed in full. It will
ensure that the Directorate continues to meet it’s obligation in the safeguarding of clients and continues to
meet the Council’s fair access to care services (FACS) eligibility criteria of substantial and critical need for
clients.

3. Actions required to achieve saving:

Initiate a service review in January 2012 to develop opportunities available to the Directorate to deliver
further opportunities.

Develop a feasibility study of the opportunities, to support the decision making.

Propose and seek agreement from Cabinet and subsequently Council for the saving opportunity as part of
the 2013/2014 budget process.

4, Potential implications for staff, contractors, partners, assets and other Directorates:

Please indicate financial impact on other directorates (show cost increases as +ve and decreases as —ve)

Directorate 2012/13 | 2013/14 | 2014/15 | TOTAL

Adults Health & Wellbeing

Chief Executive’s

Children, Schools and Families
Schools (DSG Funded)
Communities, Localities and Culture
Development and Renewal

Housing Revenue Account
Resources

TOTAL

Notes

This can not be clarified until the opportunity has been further developed, however it is expected that the
opportunity will not have an impact on staff.
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5 Other risk factors which could prevent this saving being achieved following
’ implementation
None
Efficiency/ value for money - how will this proposal contribute towards greater
6. efficiency/ better value for money and how will the efficiency improvement be
measured?

The opportunities being developed in January 2012, will have a clear focus on delivering value for money
and to provide strong financial stewardship. These opportunities will consider available benchmarking
available to the Directorate in addition to the identifying the qualitative and quantities measures required
for the services.
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