1 Cover

[\Iersion 1.01 j

" |Kensington and Chelsea

" |Ruth Davoll

" | ruthdavoll@nhs.net

| senior Responsible Officers Health and Social Care

Question Completion - when all questions have been answered and the validation boxes below have turned green you should send the template to

england.bettercaresupport@nhs.net saving the file as 'Name HWB' for example 'County Durham HWB'

.«,}

1. Cover

2. National Conditions & s75 Pooled Budget
3. National Metrics

4, High Impact Change Model

5. Narrative
2, o

85 &%

Dfesartnl_llent Ministry of Housing, J

of Health & Communities & -

ial Care Goverament
Socijal Care Local Government Reratiiin E njg la n d
<< Link to Guidance tah l
1. Cover
Cell Reference

Health & Wellbeing Board c8
Completed by: C10
E-mail: C12
Contact number: Cl4
Who signed off the report on behalf of the Health and Wellbeing Board: Ci6

ﬁ)ee’c Complete:

2, National Conditions & s75 Pooled Budget AA Link Back to top

Checker

Cell Reference
1) Plans to be jointly agreed? (&}
2) Social care from CCG minimum contribution agreed in line with Planning Requirements? C9
3) Agreement to invest in NHS commissioned out of hospital serwces? Cc10
4) Managing transfers of care? cl1
1) Plans to be jointly agreed? If no please detail D8
2) Social care from CCG minimum contribution agreed in line with Planning Requirements? Detalil D9
3) Agreement to invest in NHS commissioned out of hospital services? If no please detail D10
4) Managing transfers of care? If no please detail D11
Have the funds been pooled via a 5.75 pooled budget? €15
Have the funds been pooled via a 5.75 pooled budget? If no, please detail D15




[Have the funds been pooled via a 5.75 pooled budget? If no, please indicate when E15 VES A

[sheet complete: Ve
3. Metrics AA Link Back to top

Cell Reference
NEA Target performance D11
Res Admissions Target performance D12
Reablement Target performance D13
DToC Target performance D14
NEA Challenges E11l
Res Admissions Challenges E12
Reablement Challenges E13
DToC Challenges E14
NEA Achievements F11 ’
Res Admissions Achievements F12
Reablement Achievements F13
DToC Achievements F14
NEA Support Needs G11
Res Admissions Support Needs G12
Reablement Support Needs G13
DToC Support Needs G14

Eheet Complete:

"Iji:,lmpact Change Model AA Link Back to top

Cell Reference

Chg 1 - Early discharge planning Q3 18/19 F12
Chg 2 - Systems to monitor patient flow Q3 18/19 F13
Chg 3 - Multi-disciplinary/multi-agency discharge teams Q3 18/19 Fl14
Chg 4 - Home first/discharge to assess Q3 18/19 F15
Chg 5 - Seven-day service Q3 18/19 F16
Chg 6 - Trusted assessors Q3 18/19 F17
Chg 7 - Focus on choice Q3 18/19 F18
Chg 8 - Enhancing health in care homes Q3 18/19 F19
UEC - Red Bag scheme Q3 18/19 F23
Chg 1 - Early discharge planning Q4 18/19 Plan G12
Chg 2 - Systems to monitor patient flow Q4 18/19 Plan G13
Chg 3 - Multi-disciplinary/multi-agency discharge teams Q4 18/19 Plan G14
Chg 4 - Home first/discharge to assess Q4 18/19 Plan G15
Chg 5 - Seven-day service Q4 18/19 Plan G16
Chg 6 - Trusted assessors Q4 18/19 Plan G17
Chg 7 - Focus on choice Q4 18/19 Plan G18
Chg 8 - Enhancing health in care homes Q4 18/19 Plan G19
UEC - Red Bag scheme Q4 18/19 Plan G23
Chg 1 - Early discharge planning, if Mature or Exemplary please explain H12
Chg 2 - Systems to monitor patient flow, if Mature or Exemplary please explain H13
Chg 3 - Multi-disciplinary/agency discharge teams, if Mature or Exemplary please explain H14
Chg 4 - Home first/discharge to assess, if Mature or Exemplary please explain H15
Chg 5 - Seven-day service, if Mature or Exemplary please explain H16
Chg 6 - Trusted assessors, if Mature or Exemplary please explain H16
Chg 7 - Focus on choice, if Mature or Exemplary please explain H17
Chg 8 - Enhancing health in care homes, if Mature or Exemplary please explain H18
UEC - Red Bag scheme, if Mature or Exemplary please explain H23
Chg 1 - Early discharge planning Challenges 112
Chg 2 - Systems to monitor patient flow Challenges 113
Chg 3 - Multi-disciplinary/multi-agency discharge teams Challenges 114
Chg 4 - Home first/discharge to assess Challenges 115
Chg 5 - Seven-day service Challenges 116
Chg 6 - Trusted assessors Challenges 117
Chg 7 - Focus on choice Challenges 118
Chg 8 - Enhancing health in care homes Challenges 119
UEC - Red Bag Scheme Challenges 123
Chg 1 - Early discharge planning Additional achievements J12
Chg 2 - Systems to monitor patient flow Additional achievements Ji3
Chg 3 - Multi-disciplinary/multi-agency discharge teams Additional achievements ) Ji4
Chg 4 - Home first/discharge to assess Additional achievements 115
Chg 5 - Seven-day service Additional achievements J16
Chg 6 - Trusted assessors Additional achievements J17
Chg 7 - Focus on choice Additional achievements J18
J19

Chg 8 - Enhancing health in care homes Additional achievements




UEC - Red Bag Scheme Additional achievements

J23

Chg 1 - Early discharge planning Support needs K12
Chg 2 - Systems to monitor patient flow Support needs K13
Chg 3 - Multi-disciplinary/multi-agency discharge teams Support needs K14
Chg 4 - Home first/discharge to assess Support needs K15
Chg5 - Seven-day service Support needs K16
Chg 6 - Trusted assessors Support needs K17
Chg 7 - Focus on choice Support needs K18
Chg 8 - Enhancing health in care homes Support needs K19

K23

UEC - Red Bag Scheme Support needs

Sheet Complete:
5. Narrative AA Link Back to top

Cell Reference
Progress against local plan for integration of health and social care B8

B12

Integration success story highlight over the past quarter

Sheet Complete:

An Link Back to top



2. National Conditions & s75 Pooled Budget

Selected Health and Wellbeing Board: [

and Chelsea |

[€onfirmation of/Nation|Conditions,

\National/Condition! _ =
1) Plans to be jointlyagreed?
(This alsoiincludes agreement withidistrict: councilsion s
(of' Disabled|Facilities Grantimitwotierareas)

B ~_ |Confirmation llheua’r(era‘ild howithisiis\beineladdresseds 1A

¢ No}! pledsel provide’an'explanation as to:whyithe condition was not met:Wwithin
P )/

|

12) Planined|cantributionto social carel fronm the CCG
{minimumicontribution!isagreed in line withithe Planning:
lneq’ulremenlé?

The minimum contribution is agreed however there has been a recent misunderstanding in regard
to CIS reablement funding , which is being resolved with the Local Authorities. This element has yet
to be agreed financially, although the service remains in place. The minimum contribution will be
maintained. '

fa) Agreementito [nvest{inNHS commissioned/otutaf
Jhnsp

|Canfirmat{oniofis75/Podjed!Bldzet
|

|

[S'.a!emergt EREEa 3 _ {Response

‘ 3 =5
|HaVeithe findsbeenpooledviaas.Z5 pooled budget?
b o o

ilf:(heanswer(u theaboveis
[fithe ansWeris=No!pleaselprovide anexplanation‘asito whythe conditionwasnot metwithim: - Fiof pleaseindicate whenithis
thelquarterfand Howithisisbelnpiaddressedan \ill happex) (DD/VIVI/YXYY)




Selected Health and Wellbeing Board:

[Kensi and Chelsea

Challenges Please describe any challenges faced in meeting the planned target
Achievements Please describe any achievements, impact observed or lessons learnt when considering improvements being pursued for the respective metrics
SupportNeeds  Please highlight any support that may facili or ease the achi of metric plans
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|Rate ofipermanentadmissions ta
ResAdmissions' residentiallcare perd00/000

popllation) (65+)]

|

over) whowere'still at home91idays

I
i {Proportioniofolder people (65and
lReablemerit afterdischarge from hospitalinto;

:‘Dela’ye&fraris@muf(:are (delayed!
CEVR)

|

| |

reablement //rehabifitation services:

than just dmissions and

NEA data for Q3 not complete as only have |Chelsea & W i have continuedto |Not req d this quarter
data for M1-8, which indicates thata 3%  |achieve the A&E standard trajectory for Q3
variance above the target. NEL growth in 94.7%.

demand has risen by 4.17% in Q3 compared | Warking across the tri borough to develop a
with the same time last year.This is a broad ['decide to admit' model with improved
indicator which encompasses wider activity access to senior clinical decision makers

Tuding GPs, acute geriatricians and

on reducing NEA for over 75yrs.

includes all ages. CIS / RR is mainly focused [access to same day urgent care

On track to meet target

Working to meet target and there are no | Residential Admissions within target and Not required this quarter
major challenges stable

Not on track to meet target

In a few cases service users’ decline With access to health medical record Not required this quarter
recommendations such aslong term care  |systems we are able to work more

support (due to charging policy) or c

There may be an exacerbation of their long [to
term medical needs. We are seeing more

affect their engagement in reablement. ca

+ h

equipment or falls prevention advice that  |ensure service users medical needs are
would improve their safety to remain home | being met and we are able to escalate to
longer. necessary community emergency services
eg. Rapid response practitioners with a view

service users with multiple co-morbidities, |We are providing more moving handling
high needs and mental health issues that  |equipment that reduces the need for two

with transfers. This supports good

llaboratively with health coll to

hospital admission prevention.

re workers to have to support the person

b person and their care

In terms of di: to 5/ first

are starting Reablement not at their

patients are being discharged when they  [worker and reducesrisks i.e, breakdown of
are medii imized and p ially not [care which would enable the person to
medically fit. This then means service users |remain at home longer.

optimum for rehabilitation, We continue to see more people through
Reablement each quarter.

On track to meet target

to

main emphasis has been on the
implementation of Pathway 3 ( complex pts
) and discharge home rather than relying on
interim bed placements

Continuing to work in a challengi RBKCis currently 44% below ( better than) |Not required this quarter
environment target at M1-7. This s primarily been a
result of very significant reductions in non -
acute ( mental health) delays.

Regular MADE events over the past 3 mths
,to review DTOCs acrossacute and
community beds, have enabled the system

identify key contributing themes, The




4. HighImpact Change Model
Selacted Health and Wellbeing Board:

Challenges

Milestones met during the quarter / Observed Impact

Support Needs
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Seven-dayseno

[ nd Chelsea |
lease describ y faced byyour  this change
Inthe deseribe of th
Please indicate any support that may better faciitate or accelerate the implementation of this change
j i o eI 3 o =
i _ (I7Afabire or'Exzmplaryy pleaseprovide &
() aafs/is) K rn\rub‘.urrnduﬂnjlhnqu:nul
\ o iSL
[ Qar1s/ia | qz1e/1g - (cuen] (Planned) ‘(urthermlnna!: sUpportihls assenment \n,,vr{nsa Obscrzd (s ‘54;“,1,,"45
*System wlide SOP for DTOCS Implemented
*EDDIs established during admission phase.
NHS Trusts are f
< *puli Agency
¥ ¥
e <pptopriate D2A pathway. Dn::m:e Evenu -mdemhn . )
n ::::!:::"“ of discharge setwilhin 48his |, 1e trusts, supported by dally chincal
challenges around the internal deliys. Whole
system patient flow issues discussed at
monthly AE Ops Board, * Dischatge lo
assess pathviays 263 are in pilot phase.
*Elzctrone daly bed state report sent o all
[partners daily to show Intermediate bedded
care capacity zcross the system, including
community and interim beds viithin Care
T
* eath thele tems for h el
¥ 3t 503%
moritoring patient lowand therelore there oo e T it
| *Regular senlor led MADE events in place with
[endacrorsihe spifem. 2llsystem partners to unblock any delays
vithin the system.
“Escalation processes in place for delays
*Performance dashboards monitoring for
i d
beds.
T el
level. f
Mature b . ki i 79! |no support required this quarter
o disch health & soclal \oT
4 *Home first ( Pathway 1) - sssessments for
dertiication of patieats remainsanlanis | ool s die o indestatan wiin tha
:::::‘L' IAIgALal Q/aek crats the need fo reablement s assessed at home.
byl orerihe menkiig *Final drat fof respecification of Intermediate
remainachallenge. ® capacltyIn rehab beds |2 fehabbeds. i
limited due to high volume of HWBand inegesia Tty cpucityly HAE 1o supportan
assochted Increase L0S, [ereasamreligrals, no support required this quarter
* Pathyay 3 change In culture for the acute 'z’:'l:'“ ' ‘“T‘,.‘,,.‘:,’:""‘,L’sm"-" uds
trust to move froma bed focused spproach to b i e
s vwards In total, * Patlents
viho require CHCassessment . g dictar, AUnelreleallo
pathway 2 beds, when capacity avallable,
* Delrvery of an ASC pathway for patiznts who [*
coitd be amge 43t home Wil o | Discharze to Assess Pathuay 3 home piot
overrigl started at Chelsea & westminster
support.
* Adul Socil Care Lo ensure 7/7 proviion ta
support f
5 ey e v
. 7 day health and soci! """“:"‘ “‘l‘:"' Lol
care capacty to facilite 7 day discharges. et
7dsy healh & sockl care hopsltal discharge | £71° “¥P2¢ Tt Vestmisnter site work 7 days per week with
Mature Mature Mature Mature teams In place. Access to Dom POCand Home| m" i e a k. Lo ired this quarter
: First Is accessible 7 day s/wveek iipiindnmi . discharges. * Monthly
« Complex Discharge team at fmpesialonly
o monitoring of weekend discharges nowin
NEORN T place and reported at AE OPs board at CW.
* Communlty team deliveting home irst as
aligned Its caparity to support a greater
number of discahrges at the weekend.
o . = Agreement from main care home providers
| Releasing scute truststalleapacly 1o | establsa trusted ssessor model,
_ * Singleasessment documentation greed.
Bablshed  |Pans Inplsce taken to buid the relationship between tha oty o——
acute trust and care home providers w imtr ot downbeds ot
* 7 day translers from acute trust to Care £2 h"’ eriarinleinatap dovm Bytea
Homes { existing residents) This gt
Trusted assessorin place for p:l)mvzp!al.
“Early engagement wiith famiies *AllTrusts In process of implementing patient
3 5 e ¢ ’
Establshed ing WL [ g ents and i quatter
Chaice Policy. © [vimes. * Wentified as a recurrent
Ce vithin th te trusts Lh du DTOC calls and MADE has raised
s profite across both trusts.
“Telemedicine
-3 cco to promote
of the 111*6 fine.
-Videoconferencing confirm with 2 38 sites.
STP 10 approach additional sites in the 38
(). ,
| . *Red baz piotIs due to end In jan 2019. An
':“'!;‘,':d"::”‘;':"" carhomesiohing. |y onwilbe complatedby theendaf
March 18, The Scheme vl continue until the | no support required this quarter
i March/ end of
"Access to medical support oul of hours RASD lraining
WL trainlng s completed, CLCH were
commissioned to deliver. There vas paor
uplake desplte using an Inteach approach.
- CLand HEF delivered the lrairing using the
HEF GP Federation lead and the CLcare home
lead
rotacol (also knowp asihe/Red Bagst
: lseHenie) pleate plovideaamalive on
} Q318/15 na18/19) (allemiatiyemiUgations T plea o SUpport
Qz18/19 { (Planned)) |[mioved eommunieonsa Rosplef

L(currrn\)

§

K«i—mvmmimmummmau
resfdentss
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RedBagscheme
1

Established

“hiuliple hospltal préviders across the CCGs.
* care homes have no contractuzl obfigation
Lo be Involved *Umited
resources and capaclty for deliery

* Redbag piiat

-1s due to end InJ2n 2019,

- An evaluation vilil be completed by the end
of March 19,

- The Scheme will continue until the March/
endof the evaluallon.

-20/21 care homes participated In the 38
- StMary's, OXH and CW are engaged znd have
co-deslgneda the SOP
- a discharge support pack for 38 homes Is also)
avalzble to support successful discharge
- trelning sesslons have taken place via the
acute leads to wards 2nd therapy teams.
- CCG lead have dellvered traln'ng to 2/3 acute.
sites.

*CareUk and sanctuary care homes are
engagedIn the 7 day transfer viork,

no support required this quarter




Rﬂeinajn]’n‘g‘Ch_a’r‘acter's;

Key Changes since last Quarter:

Metrics
° Non elective admissions — remains as Not on Track - Admissions have been high throughout the year with December being the best month, however

performance remains behind target and can only be achieved if December performance is maintained over the next 3 month,

© Residential Admissions — changed from On Track to Not on Track. Incorrect reporting from Q1 where this was off track. Since Q1 performance has been
improving.

* DToC - remains as Not on Track — DToC have improved in Q3 — further analysis is being completed on this to look at the increases in non-elective
admissions to see if there is any impact on increases of DToC .

High Impact Change Model.
No major changes
!

Narrative
Following the formal move on by the London Borough Hammersmith and Fulham on 1st April 2018, which ended our longstanding three borough

arrangements we are still establishing the impact on the bi-borough. As previously identified, the main impact has been on the governance of the
programme and the shared management resource, The CCGs have moved away from a lead resource to programme manage our BCF. We have, where
possible, incorporated business as usual elements within existing staffing structures, As a short term remedial measure, we have agreed interim support
for key elements of the BCF to ensure that we meet the key deliverables of the national requirements such as BCF reporting, The Local Authority has
appointed an Interim Director of Health Partnerships across RBKC and WCC, this role will continue to develop the required relationships and support
integration with health colleagues. The dedicated delivery boards for our agreed priorities have commenced and have provided increased clarity on shared
services and areas where we can improve services. Despite the move to a single borough Hammersmith & Fulham still have a lead CCG Senior Responsible
Officer, which is led by the WLCCG Managing Director. The London Borough Hammersmith & Fulham has a permanent Head of Health Partnerships; this
role continues to support the development of relationships, support collaborative working and integration with health colleagues and Is the Council’s lead
for continued delivery and development of the Integration and BCF programme.

During the third quarter of 18/19 the tri-borough has continued to deliver against our agreed plan for the Integration and BCF Plan 2017-19. In this quarter
Royal Borough Kensington & Chelsea and Westminster City Council have continued to develop the new bi-borough arrangements to deliver the
requirements of the BCF plan following the formal end of the three borough BCF plan. Despite the separation we have continued to work collaboratively
on the remaining services that will be managed on a three borough basis, these include hospital discharge, Community Independence Service and the

lacements hrakerape senvices This has inclided anen and transnarent canversations h health and sacial care to ensure value for monev and

focus and prioritisation of the work streams within the High Impact Change Model with key areas of success which include;

© The implementation of a system wide Standard Operating Procedure (SOP) which describes a common approach and process to managing discharge
across the system effectively is ensuring that the appropriate escalation processes are being followed.

° Frequent system wide IMADE events, led by senior officers from both health & social care, have enabled the system to identify key DTOC themes. More
focus on EDD and delays within community resources has ensured a system wide approach rather than just focusing on delays within the acute trusts.

° Home First (Discharge to Assess Pathway 1) is now embedded across the tri borough supported by additional capacity in Westminster and Hammersmith
& Fulham CIS teams. Assessments for reablement have now moved from the hospital setting into the community, as part of the initial assessment process
within the first 72hrs.

* Discharge to Assess pathways (Pathway 3) now include discharge home for more complex patients, who require assessment of their long-term care
needs. This pathway is supported with fast access to social work assessment, developed for complex patients who are checklist positive to have overnight
care at home on discharge.

* Improved processes for discussion of DToCs with St Thomas and Guys Hospital. In St Charles Hospital, we have implemented a successful patient flow
management system, also making sure timely and safe discharge of all inpatients from the MH wards. As a result, the number of DToC in RBKC has
dramatically reduced. This has been hugely successful. We are now duplicating the same structure and patient flow management in WCC in Gordon
hospital. Although it is early days we have started to see the benefits of this.

e Our ambition is to hold system wide MADE events that looks at all DToC regardless of acute or non-acute settings.

Please tell us about the
progress made locally to
the area’s vision and plan
for integration set out in
your BCF narrative plan for
2017-19. This might include
significant milestones met,
any agreed variations to
the plan and any
challenges.

Please tell us aboutan
integration success story
observed over the past
quarter highlighting the
nature of the service or
scheme and the related
impact.



