Tower Hamlets HWB
strategy session

Key points of 26t October
2015 discussion at the King's
Fund
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Agenda

1. Introduction and context 13.30-13.45

2. What changes are we facing over the next five to ten years? 13.45-15.00
What are the implications for our strategy?

3. What do we want our new strategy to achieve? 15.00 —15.45
4. Break 15.45-16.00
5. What kind of strategy would help us achieve our aspirations?  16.00 - 16.50

6. What are the next steps? 16.50-17.00
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1. Introduction, our future strategy

Putting health and wellbeing at the heart of everything
we do in Tower Hamlets
The new Tower Hamlets Health and Wellbeing Strategy

Workshop 1:
What is the aspiration? What kind of strategy do we need?



1. Discussion points

> Current strategy

— Process of development as important as outcome

- HWB strategy “a critical pillar”, articulates story, connected to
other strategies

— Success not so much a story of the Board itself and its actions,
but the relationships built around the table today

— Hard pushed to find anyone who knows it “at the coalface”
> Future strategy

— Move on from ticking boxes to impact. From processes delivered
on time to actual outcomes delivered. Did it make a difference?
Needs to be flexible and adaptive

— A greater role for housing

— Need to understand return on investment, together we have
£250mn of resources



2. How should the strategy adapt to future trends?

> To change in the health and wider f \
systems... ]
— Supplv side * Are these national
PP trends that might
e Money

affect how you revise

» Workforce your health and

e Communities as assets wellbeing strategy?

- Demand side
e Population ageing * If not, what is missing
e Expectations or not relevant to

Tower Hamlets?
> To change in society...
- Role of public services * What are the 3-5 key
e Delivery? Enabling? Localism? hational factors that
— Medical and consumer technology your strategy needs to
_ Networks reflect, or adapt to,

locally?
— Housing and other wider y
determinants \ /




2. Discussion points

> National vs TH trends

— Beware correlation # causation e.g. evidence of intervention on
housing vs housing problems association with poor health

- TH, younger and more families, a potential strength
- 1,700+ community organisations, are we making enough of this?

> What’'s missing?

— Early years

— Population churn and implications, very stable and very mobile
populations require different approaches

— Massive Lea Valley development, health in planning opportunity
— Mental health
— Radicalisation
— But... “"too many things, focus on narrow set and get them right”



3. What do we want the new strategy to achieve?

Aspiration — expressed simply

More people in the Borough
leading healthier lives
* A place that supports health
— Healthy environments
— Healthy communities
— Health promoting services
 More people
— Valuing health

— With foundations for healthy
lives

— Protected from health harms
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Logic — relating inputs to outcomes

L

ogic Model for the enhanced bowel screenin

rogramme. Tower Hamlets

CONTEXT INPUTS OUTPUTS IMPACTS (ST 1-2 yrs) OUTCOMES (MT 2-3 yrs)

MNHS Bowel Cancer Screening
Programme offered to all men
and women between &0 and 74
years old every 2 years using
FOBtL

Uptake target is 80%.

Screening programmes reduce
mortality from bowel cancer by
16% and in individuals who
participate by 25%.

This is by detecting and
remaoving polyps, and detecting
and treating bowel cancer at an
earty stage.

pe is being i i
across the country to people
aged 55

FIT may be infroduced in
Londen to replace FOBL

p

Y

Enhanced service
CRUK facilitator
Bowel screening health
promotion specialist
Training for practice staff
Dummy kits
CEG search tools
Suggested script
Letter templates

Best pracfice guide for
sCcreening in primary care

Bengali video on You Tube
(and more)
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100% of eligible people sent a letter of
endorsement by their GP within a month of
their 60™ birthday
60% of eligible people contacted by phone
to provide health promotion within a month
of their 60™ birthday

100% of eligible non-responders sent a
letter of endorsement by their GP within
moenth of a non-response result being
received by their GP
100% of non-responders contacted by
phone to provide health promotion within a
manth of a non-response result being
received by their GP
Bowel screening endorsed opportunistically
by 30% of people aged 59 — 74 who have
not responded in the last 2 years

of different interventions

ST

Increase in uptake of

. Increase in coverage of the bowel Reduction in
bowel cancer screening Cancer screening programme incidence of bowel
programme cancer
Increase in uptake b Reduction in mortality
people who Lppre, 'iuusi Evidence of the impact of different from bowel cancer
have not responded 1o intenrenljur_ls _[Ietter, phone call, Increase in 1 yr
invitation >—>Dppom|nlst|c endorsement) } :: >sunriva| from bowel
) " Lévidence of the impact of different cancer
Increase in uptake by models of delivering the
people aged 60 who intervention (practices staff,
received their first e i
invitation spe

Reduction in differences
in uptake between
different ethnic groups,
gender and localities.

Ewvidence of the impact

(letter, phone call,
opportunistic
endorsement) Zjl>
Ewidence of the impact
of different models of
delivering the
intervention (practices
staff, specialist service)

AN

Assumptions

External factors

»  Uptake target is 60%.

= Screening programmes reduce mortality from bowel cancer by 16% and in individuals who

pariicipate by 25%.

»  This is by detecting and removing polyps, and detecting and treating bowel cancer at an

early stage.
®  Mati 9% of bowel

occur in people over the age of B0

= GP endorsement increases uptake

= Targeted endorsement at the time of invitation by GPs in East London increases uptake

+ Bowel cancer occurs earlier than 60 years more commeonly in deprived populations: (reduced healthy life

expectancy factors)

Uptake of screening is lower amongst deprived populations

Uptake is lower in London

Uptake is lower in people from Asian ethnic groups

People report not receiving imvitations

A pan London Bowel Screening task and finish group is working to provide tools for primary care to increase

uptake (monthly uptake data at practice level, GP endorsed invitation from the Hub, manthly prior

notification lists to GPs with screening history included)

« Newham has a similar model using a commissioned specialist calling service instead of embedding the
service in primary care

* The Tower Hamlets programme is part of the ACE bowel screening cluster, to scale up evaluation potential.
Suppaort with evaluation from Stephen Duffy, professor of cancer screening QMUL




Assets that support health and
wellbeing that we can influence

Asset mapping

What do Assets of Who are
they have VWYl organisations ol they
Buildings Government
and other Senices
resources
e Assets of Neighbourhood
Tvices — s s P Managers
AiGalang VY associations Faith >
Potential i
Networks Sports clubs Police
mﬂue’f:e Assets of Youth
el (o R individuals clubs ESEEE
Carers
Passion Community detwork Heath
Staff time members Trade Unions Workes
Money Talents potential -
Skills and actual er'Luded Voluntary it
ower Stacd i iiacs ups organisations
Knowledge o Families Community Parks
Associations
Knowledge Time Resident:
and Influence Cae 2 Self-help Colleges
Expertise Groups
Buildings User
i groups
Capacity and ;ha"g, Pehook
willingness People-power Infrastructure
to (h&lgé
Groups Libraries
Goodwill Childrens
Centre

Leadership Businesses

Excellent joined up services
— Statutory sector
— Non statutory

Wider determinants
— Local economy
— Employment
— Income
— Housing
— Education
Physical environment
— Green spaces
— Clean air
— Active travel
— Communal spaces

Cohesion

— Connecting people
— Partnerships, enterprise



3. Key respondents

> Jane

— A strong partnership that can deliver a focussed set of priorities (less rather
than more)

— Opportunity with new leadership at Bart’s, the vanguard, through our staff
and using our resources collectively

- Need to manage demand through enabling health, and a social movement
> Luke

— Need to improve outcomes for carers and on shared outcomes (e.g. housing
and health)

— The strategy needs to have a strong focus on prevention
> Diane

— Move from a strategy between statutory sector to one between that sector
and the public

- An investment in improving health literacy, helping community plan for
illness and response

— Need to use schools and other settings for health
> Debbie

— Need to avoid strategy losing its impact over time and as it cascades down;
therefore needs to be bottom up

- Innovation yes, but needs to be sustainable and breed resilience
— Children and school readiness, vulnerable and complex needs



3. Discussion points

> Reach and focus

— To spread aspiration (place and people) across the system at multiple
levels (inc coalface and community)

— Build and support assets and strengths, not conditions in isolation
— Need to target long-term residents (IMD figures misleading)

— A mixed approach. i) High impact, few objectives, ii) wider partnerships
and accountability iii) be clear what can’t do (don’t overpromise)

>  What's missing?
- “Health heavy”, need to focus on wellbeing to connect with community
and key partners (otherwise “easy to step away”)
- Renewed map of community assets (not just physical)
— Delivery needs to look very different in different parts of the borough
- Staff have to be on board, or won’t happen

> Has it worked?
- “Can feel the benefits, even if we don’t know what’s written on the paper”

— Build in feedback, “a boat on a stormy sea”, clear on destination but
flexible and adaptive on route to get there



5. What kind of strategy/board is required?

What do we want from our strategy?...

*  How well does the group believe it understand what the community wants to support their health and well-

being?

* Are we able to formulate this in the most useful way —i.e. getting the underlying needs (and assets) rather
than pointing to symptoms?
* Do we have a clear sense of our role and our resources and capabilities, which might inform where we focus

our effort?

* Do we want a focused strategy aiming to drive forward a limited number of priorities or something more

expansive?

What sort of board is realistic and best for our communities?...

/ Talking Shop \

Very limited role
Information sharing
Substantive decisions

made through other
channels

\_

/ Rubber stamper \

Shares existing plans and
strategies across
organisations

A high level role in
agreeing how different
plans contribute to shared
goals

\_ /

/ Tightly focused \

Agrees a limited number
of shared priorities

Focuses collective effort
on supporting delivery of
those objectives

Careful monitoring of
progress against small
number of measures

\_ /

/System orchestratom

Board plays main
decision-making role
across health, care and
public health systems

Oversees commissioning
of broad range of services
and their performance

\_ /
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5. Discussion points

> Strategy

We have a good sense of what the community needs

Or doe we? A focus on aspiration, wants, expectations, what the
community can do for itself?

Should the focus be on key principles including ensuring feedback into
systems, so that we can react and navigate to our destination?

Overall, focus on a few core objectives

>  What's missing?
- "“Health heavy”, need to focus on wellbeing to connect with community

and key partners (otherwise “easy to step away”)
Health literacy, better patient experience and sense of “respect”

> The Board

Needs to be held to account for using information it receives and making
a real difference to outcomes

Continuous learning and improvement in strategy over time
Enabling and decision-making, an “unlocker” on tricky issues

Form follows function, ensure objectives first then governance through
the Board



Conclusion - King’s Fund reflections

> Goodwill and engagement

— There is a lot of goodwill and understanding amongst your partners
— Most people were highly engaged in the conversation

— There was not full consensus (and not to be expected at this stage) but in
fact a high degree of common ground on direction of travel

> Direction of travel

- Has to make a real difference, not tick-boxes, “"We can feel the benéefits,
even if we don’t know what’s written on the paper”

— The strategy needs to have a small nhumber of core objectives; these can
be a combination of principles, and of specific deliverables

- The strategy needs to move away from specific conditions and pathways
of care towards a holistic focus, enabling and engaging communities and
their assets, as well as providing services in response to needs

— The strategy therefore should pay as much attention (if not more) to
wellbeing as health to ensure wide understanding and ownership by
partners to it, and communities they serve

— The strategy needs collective ownership and call upon collective
resources, including finance and staff commitment



...a strategy with a small nhumber of core,
commonly and widely owned, accountable
objectives; but that is adaptive and responds

to feedback...

“PHEW! THATS A NASTY LEAR. TRANK COODNESS 1S NOY AT QUE END OF TWE BOAT."



