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Metrics

Selected Health and Wellbeing Board: I

Challenges Please describe any challenges faced in meeting the planned target
Achievements Please describe any achievements, impact observed or lessons learnt when considering improvements heing pursued for the respective metrics
SupportNeeds  Please highlight any support that may facilitate or ease the achievements of metric plans

i {ﬂ?sess’,m,é‘ﬂﬁﬁ;p?bgs £
apalnstithe)planned)
targenfont

LR T G R ERIWEEC S| Not on track to meet target

NEA data for Q3 not complete as only have
data for M1-8, which indicates that a 6%
variance above the target, This isa broad
indicator which encompasses wider activity
than just emergency admissions and
includes all ages. €IS / RR is mainly focused
on reducing NEA for over 75yrs.

-
Working across the tri borough to develop a
'decide ta admit' model with improved
access to senior clinical decision makers
including GPs, acute geriatricians and
access to same day urgent care

Not required this quarter

Ralelofipermanentadmissfons tor
residentiallcare per100,000
poptlafiors (65%)

Res Admissions Not on track to meet target

Residential dementia isin high demand and
the reason for residential targets up.

Nursing admissions are stable.

The target for overall numbers in registered
accommodation was reduced to 210 this
year.

The bers in
are very very stable over the past 5 years.

il 1or

gister

Not required this quarter

pis

Proportion ofolder people (65 and!
aver)iwhio werestillat home 91l days
afterdjscharge from fospitalinto
reablement /iehabilitation services

Reablement On track to meet target

*Increase In more acutely unwell and
people with multiple long term conditions
being discharged through Home First and
ongoing support pravided by reablement.
This has had an impact on the number of

reablement.
* Increase in referrals from the complex
care teamn looking to reduce overall costs
and determine if placement is required. This
may account for percentage increase as this
cohort of people would p
been referred to reablement.

* Continuing te build closer working
relationships with other health partners (
CLCH neuro team and CIS rehab ) to ensure
pa]—ity of service delivery once rehab has
ended. * Working with CIS RR to support
patients to remain at home and CIS Home
First to faciliatte patient flow and discharge.
* Looking at SMARTER CARE initiative to
reduce double handed to single handed
POC, vhere appropriate releasing
significant savings.

* Mail close links and assisting in
service demonstrations with Home care

iders to reduce care inefficiencles.

being readmitted prior to the end of

ly not have
«

to be the main team for maving and
handling assessmentsfollowing a change in
need sue to our quick response times and
flexability. Previously this would have gone

within We c p

Not required this quarter

Not on track to meet target

WCCis currently higher than the annual
trajectory at M1-7. There were very
significant challenges around delayed days
from April 18, particularly in the acute
settings ( and mostly out of area providers)

*Regular MADE events over the past 3 mths.
,to review DTOCs across acute and
community beds, have enabled the system
to Identify key contributing themes,

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

* Consistent CCG support to UCH DTOCs in
addition to existing ASC support.

Not required this quarter
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izh lmpl(tﬂﬁnn Model

i [Westminster 1
Challenges Flease d yaur sy h this change
the quarter/ i tease deseibi th h 4 -
Support Needs ¥ ion of this chas
% Ly 2 S Namavel = 7 %
1FMatureYon Exemplary Blease p t
3 oy 4 Q3B/I91 L QANB/AaE e o AN [eassess mer o mwmnn_.mudw(nm:qumu/ b )
{ a218/13) (irenil} (e} iherraliopale sipportihisassessments ‘ehallenges) obsened Tt SUpponneeds)
|
| *System wide SOP for DTOCS Implemented
\ EDD Is established during admlsslon phase.
| Acute NHS Trusts are focusing on ensuring this]
B
I « dallybosrd rounds to idznlify the l;;;:;.:,":::.:m:;::z ::’"““““‘V
el Earlydischarge plannfi rd bed appropilate D2A pathway. ) . i i
' g IS L * expected dtes of dicharge setvithinagis| 18 0 BSE R S FES S
I pladniskon: challenges around the foternal delays. Whole
l system patlent flow Issues discussed at
monthly AE Ops Board. * Discharge lo|
| assess pathways 283 are In pllot phase.
|
| Eectr senttoall
partners daily a show Intermediate bedded
care caparity across the system , Including
community and Interlm beds v/lthin Care
Homes. Tl
* each trust utliisles thelrown systems for  |borough Care Homes Inputling daily capcity
2. Systems tamonfiarpatfent flow E:nlwnug pillﬂ,ﬂﬂvwand lhmrwz U\!r: into Care Pulse system ( currently at 5054 o ot (s et
2nd across the system. Regular sentor face vith
all system partners o unblock any delays
Vilthin the system,
X *Escalatlan processes In place for defays
*Performance dashboards monitoring for
trust g disch:
Multdleplimany /mufs- L 1 i i ~
duthng:lix:n;"lm el Mature '.m Eoa B %" |no support reguired this quaster
enable discharge across health & secialcare  |IDT teams co located on some sites,
| P “Home first ( Pathiay 1) -assessments for
[ Wentification of patlentsremalnsanbisue |, 1 1y ore notundertaken within the
| pinstaturnetof 60/ week scrass the need for reablement s assessed at home,
i system. %
| Pathvzay 2- transfeis over the weekend
care rehab beds,
[ remaloachatienge. * capackyinsebabbeds |0 TEC L e e
bre limited due to high volume of HV/Band Cioreate : FoleIE.
(SPEAS Home (i Ydischarge o asyess :sw:hl.edlnuaua 105, «Discharge to Assess pathway 2 ot started no support required this quarter
Pathway3-change Incutere for theacule | 0y o n westmlosterand St Mary's on’|
i trust tomove from  bed fecused spproschto 7 IEE ST S
i :"h:':‘:q"':';: ;”’é::::g:::“"“ pavents | ing discharged within 24his of referralta
2 athwiay 2 beds, when caparity arvallable.
* Delivery of an ASCpathviay for patients viho ',’m"hz“ phllies "; S
could be managed athome wlthovernight (2 FES ) uw“"( o "’m,
support.
* Adult Soclal Care to ensure 7/7 provision to
support front end, middle and back end
elements of the zcute pathviays now
s 4 " embedded s business as usual,
. g“,77j = Complex Chelseaand
| 7day health & soclsl care hopsital discharge Y B%5: | Westmlsnter site viork 7 days per week viith
e * Poor t s
Ches  sevendaysenice Mature Mature Mature teams In place. Access to Doy olred this quarty
. g Dom care at the weekend, i
FirstIs accessible 7 day sfiveek i discharges. Monthly
Complex Discharge team atlmperilonly || yvo o of weskend discharges now n
place and reporledal AE OPs board at OV,
= communlty team deliverlng home first as
allgned Its capaclty ta support a grealer
number of disezhiges at the weekend,
= Agreement from maln care home providers
E X ";""{“‘l;‘“‘: tngtstficapacly fo "‘" to :mmu trusted assessor modkl
| undertzke the role.
* Sngle asessment docomentalion agreed.
hz6 Trusted ansesvors Plans in place taken to build the relatlonship between un AR . .
zcute trustand care home providers
Wuunlmu forintesimstep dovinbedsat
* 7 day transfecs from acute trust to Care Farin Lane;
Homas{ edstingrenidents) TrustedassessorIn place for pathway 2 paor.
~Eatly engagement with fames “AllTrusts in procass of Implementing patiznt
B " » chotce and i T
ChET  Faus on chols h ven to pal o support reqeired this quarter
i Choice Policy, = |times, * Identified as a recurrent
Cultural change within the acute trusts theme during DTOC calls and MADE has raised
It profile across both brusts,
“Telemedicine
-3 i
of the 1116 line,
- Videoconferencing confirm with 2 38 sites,
STP to approach additional shtes In the 38
)
- x 2 o *Red bag pllotis due to end In fan 2019, An
Iz :""’;;’;'s‘,"'”‘"‘ care homeslimiling |1 ion whibe completed by the endof
ChzB  EnfandpghealtiIn carehomes . =;i; i March 19, Th il th quart
| aacgad Avelag e cmaey Ak March/ end of the evaluallon,
*Access lomedical support out of hours *RASD traklng
- WL trmining fs complated, CLCH viere
commssloned to deliver, There was poor
uptake despite using an inteach approach.
- CLand H&F delivered the tralning uslng the
HEF GP Federalion lesd and the CLcare home
lead

Hospila\[Transier Protocol (orihe Red Bap scheme)|

PleSse Epomon

Q318/13
(Cipent)

Qaas/is
(Planned)}

|({ere=renaplans o fmplementsuchs
stheme; please proV(deznamativaoni
:Nunllff:mAbﬁlIwnslnpr'ziumppart

[mplzmentation olla Hospital Transfec Profotof (als ulum.m a:l.he‘ﬂeiﬂ!gsd’ouna[ {0 enhiance communicalion and [nfonmalion shadng when residents mave bietwWezn cresestings and haspia =

\Chaflenges

A OEE

Achlevements /Imparo

Supportnesds
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I
|

Utc
|

AedBagstheme

“Multlple hospital providers 2cross tha CCGs,

* Redbag plot

-ts due to endlnJ2an 2019,

- An evaluationyilbe completed by the end
of March 19,

- The Scheme wilcontinue until the arch/
endof the evatuation.

-20/21 care homes parliclpated n the 33

-5t Mary's, OtHand QW are engagedand have

tobe Involved *Umited
resources and capacity for delbery

-2 2ck for 38

ziallable to support successful discharge

- telnlng sesslons have taken place viathe
acute leads towards and therzpy teams.

- CCG lead have delivered trelnlng to 2/3 2cute.
sltes,

*Carelk and sanctuary cate homes ate.
engazed|n tha7 day trnsfer work,

o suppart required this quarter




5. Narrative

Selected Health and Wellbeing Board: [westminster |

Remaining Characters:
[Progressiagainslocallplanfanintegrationofhealthiandlsoclallcare s ) 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 achleved if December performance is maintained over the next 3 month.

o 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.
o DToC — remains as Not on Track — DToC have improved in Q3 — further analysis is being completed on this to laok 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 Apnl 2018, whlch ended our longstandlng three borough

Remaining Characterss

The Delayed Transfers of Care (DToC) trajectory for each HWBB area has been subject to local variaiice agamst th “submitted plan. There is a continued
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 MADE events, led by seniar 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.

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

o 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 posltlve 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
dramaticallv reduced This has heen hugsly siiccassful \We are now dunlicating the same steictire and natient flow mar t in \WCC in Gordon

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
ohserved over the past
quarter highlighting the
nature of the service or
scheme and the related
impact.



