Partnership

Southwark
Partnership Southwark Strategic Board orki toaethe o improse heatth anl
wellbeing for the people of Southwark
Agenda
Thursday 6 July 2023 12:00 -13:45 Part1
Venue: Boardroom, Hambleden Wing, KCH
Chair: Clir Evelyn Akoto
Time Item Lead
Welcome and Member Introductions Chair
Apologies
12:00- .
1210 Declarations of Interest Enc 1 — Declarations
Minutes of the last meeting Enc 1i — Minutes
Action Log Enc 1ii — Action Log
12:10- . . . Margaret Taribo
1295 Community Spotlight — ParentSkills2GO Enc 2
12:25- Annie Norton/
) Health & Care Plan — For Sign Off Wendy McDermott
12:45 Enc 3

Katherine Kavanagh

12:45- . Dr Nancy Kiichemann
45 Primary Care Update Y

13:05 Dr Olufemi Osonuga
Enc4

13:05- . . . . Mathew Griffiths

13:20 Community/Primary Care Training Hub Update Encs

13:20- . James Lowell

13:35 Place Executive Report Enc 6

13:35- . . ;

1340 Public Questions Chair

13:40 -

1345 AOB All

13:45 Close Meeting Chair

For Information

Southwark’s Annual Public Health Report 2023
Southwark-APHR-Cleaner-Air _-Healthier-Lives.pdf

’

Next meeting held in public date: 7 September 2023

L4
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Enclosure: 1
Agenda Item: 1

Partnership

Southwark

Declaration of Interests

Name of the meeting: Partnership Southwark Strategic Board

Meeting Date: 06/07/2023

Name Position Held Declaration of Interest
Ami GP, Co-chair LMC No interests to declare
Kanabar
Anood Director, Community .
. No interests to declare
Al- Samerai | Southwark
. Programme Director,
Annie . .
Partnership No interests to declare
Norton
Southwark
1. Producer of ‘Talking Saves Lives’ public information film
on black men and cancer
Cedric 2. Trustee for Community Southwark
Whilb VCSE representative | 3. Trustee for Pen People CIC
¥ 4. On Black Asian Minority Ethnic (BAME) panel that
challenges the causes of health inequalities for the
BAME community in Southwark
Partnership
Clir Evelvn Southwark Co-Chair
y & Cabinet Member No interests to declare
Akoto
for Health &
Wellbeing
I Clinical Lead, South .
Emily Finch London & Maudsley No interests to declare
David Strategic Director of
Quirke- Children's and No interests to declare
Thornton Adult’s Services
James 1. Chief Operating Officer for South London and Maudsley
lace Executive Lead ;
Lowell P NHS Foundation Trust
. Site Chief Executive .
Julie Lowe . No interests to declare
for Denmark Hill
1. GP Partner Hurley Group: Holds a number of primary
care contracts including urgent care contracts. Also runs
the National Practitioner Health Service. As a partner of
PCN Clinical Director HG has a share allocation of Econsult Ltd
Gavin !
McColl South Southwark 2. Trustee of Doctors in Distress: Works to prevent suicide
of healthcare professionals
3. Trustee 'On Call Africa' Medical charity that works to
address rural healthcare in Southern Zambia
Independent Lay 1. Trustee, & Vice Chair, Depaul UK which is a national
Katy Porter . L .
Member charity, working in the homelessness sector, and it's

"

’
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head office is based in Southwark. The organisation
holds a contract with Southwark.

2. CEO for The Loop Drug Checking Service CIO The Loop is
a national charity developing services across the UK,
including London. It operates in the substance use and
health sector.

Kishor . .

GP, Co-chair, LMC No interests to declare
Vasant
\|\//|V?Irkti:1nson g]:]lieci;?peratmg No interests to declare

1. GP Partner at Villa Street Medical Centre. Practice is a
member of SELDOC, the North Southwark GP
Federation Quay Health Solutions and the North
Southwark Primary Care Network.

2. Villa Street Medical Centre is currently providing clinical
sessions to support triage and care of residents at the
local bridging hotels for refugees and asylum seekers.
Payment is via direct invoice to CCG for the sessions.

3. Villa Street Medical Centre works with staff from Care

Co-Chair Partnership Grow Live (CGL) to provide shared care clinics for
Southwark and Co people with drugs misuse, which is funded through the
Nancy . . :
Kiichemann Chair of Clinical and local enhanced service scheme.
Care Professional 4. Mrs Tilly Wright, Practice Manager at the practice and
Leads one of the Partners is a director of QHS. Mrs Wright is
also the practice manager representative on the Local
Medical Committee.

5. Mr Shaun Heath, Nurse Practitioner and Partner at the
practice is a Senior lecturer at University of Greenwich.

6. DrJoanna Cooper, GP and Partner at the practice is
employed by Kings College Hospital as a GP with
specialist interest in dermatology.

7. Husband Richard Leeming is councillor for Village Ward
in south Southwark.

Nigel Smith | Director, IHL No interests to declare
Olufemi PCN Clinical Director, 1. GP Partner Nexus Health Group Director Quay Health
Osonuga North Southwark Solutions Director PCN, North Southwark
Rebecca Director, QHS 1. Executive director of QHS CIC GP federation
Dallmeyer !
Sangeeta Director of Public .
No interests to declare

Leahy Health
Sarah Chief Executive . ‘

_ Integrated & 1. Family member working at Cygnet Health
Austin . -

Specialist Medicine

(S::?)r:;;::ry HM:ar::fvigtch No interests to declare - TBC

’

"
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Co-Chair of Clinical

Sumeeta .
and Care No interests to declare

Dhir Professional Leads
1. Director of Engagement and Influence at the South
London Mission, which works closely with Impact on
L Urban Health. The South London Mission leases part of
Winnie . . - . . .
Baffoe VCSE representative its building to Decima Street medical practice.

N

Prospective trustee for Community Southwark.
3. Married to the Executive Director of South London
Mission
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MINUTES

Partnership

Southwark

PARTNERSHIP SOUTHWARK STRATEGIC BOARD — PART 1

Thursday 4 May 2023 at 12:00

Venue: Microsoft Teams
Chair: Dr Nancy Kiichemann

Attendees

MEMBERS

Dr Nancy Kiichemann (NK)
(Chair)

Co-Chair, GP and Joint Chair of Clinical & Care Professional Leads

James Lowell (JLo)

Place Executive Lead, Partnership Southwark

Martin Wilkinson (MW)

Chief Operating Officer, Partnership Southwark

Anood Al-Samerai (AAS)

Chief Executive Officer, Community Southwark

Sangeeta Leahy (SL)

Director of Public Health, Southwark Council

David Quirke-Thornton (DQT)

Strategic Director of Children’s and Adult’s Services, Southwark
Council

Gavin McColl (GM)

GP, Clinical Director South Southwark PCN

Olufemi Osonuga (00)

GP, Clinical Director North Southwark PCN

Katy Porter (KP)

Independent Lay Member

Shamsur Choudhury (SC)

GP, Joint Chair of Clinical & Care Professional Leads

Ami Kanabar (AK)

GP, Co- Chair LMC

Sarah Austin (SA)

Chief Executive Integrated & Specialist Medicine, GSTT

Sumeeta Dhir (SD)

GP and Joint CCPL Chair

ATTENDEES

Sabera Ebrahim (SE)

Associate Director of Finance, Southwark, SEL ICB

Mathew Griffiths (MG)

Associate Borough Director, ICB

Josepha Reynolds (JR)

Local Care Partnership Programme Manager

Adrian Ward (AW)

Head of Place PMO, ICB

Alison Roberts (AR)

Programme Director, CYP, ICB

Julian Walker (JW)

Head of Comms and Engagement, Southwark, SEL ICB

Madeleine Medley (MM)

Business and Governance Support Lead, Southwark, SEL ICB

APOLOGIES

Cllr Evelyn Akoto (EA)

Co-Chair, Cabinet Member of Health & Wellbeing

Winnie Baffoe (WB)

Director of Engagement & Influence, South London Mission

Julie Lowe (JL)

Site Chief Executive, KCH

Rod Booth (RB)

Director of Contracts, Performance and Operational Assurance, SLaM

Nigel Smith (NS)

Director, IHL

Annie Norton (AN)

Programme Director, Partnership Southwark

Cheryl Russell (CR)

Director of Resident Services, Southwark Council

’
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Southwark

1. | Welcome & Introductions

The Chair welcomed all to the in person Partnership Southwark Strategic Board and asked that
members introduce themselves when speaking.
Apologies were noted.

Declarations of Interest
The Chair noted inclusion of declarations within papers and asked if there were any conflicts to
highlight with agenda items and no declarations were made.

Minutes of last meeting
The Chair agreed minutes of the previous meeting, noting correction to AN’s voice recording
section.

Actions

Contribute to Health & Care Plan (H&CP): Comments are being compiled from the March Board
and individual interviews that have followed to detail a version for sign off in July. An update will
come to the next Board. Colleagues were thanked for their contributions.

2. | Community Spotlight

The Chair, Nancy Kuchemann presented in her role as Co-Chair of Clinical and Care Professional
Leads (CCPL), to outline their work and share insights. A presentation highlighted some key
points and spoke of the Theatre Peckham event and work of SCHWEP (Southwark Culture Health
& Wellbeing Partnership).

AAS asked if there was anything tangible that came from the event. It was felt that it expanded
horizons to think differently and approach a next problem with different context. It also
improves on relationship building and example was shared in being able to access students at
London College of Communication.

JR reflected on previous more formal CCPL meetings and the reason behind meeting at Theatre
Peckham. It is a first step in a bigger conversation on how to think and work differently and
future meetings are planned to be held in this different way with SCHWEP. The power of voices
and the change in mindset was agreed to be very powerful.

There is opportunity to bid for money from Macmillan which could be used to support
conversations in a proactive way. SCHWEP are assisting with the focus and inclusion of wider

VCSE.

The Board NOTED the highlights.

3. | Place Executive Report

James Lowell (JLo), Place Executive Lead referenced the report circulated and highlighted the key
areas; Learning Disability and Autism (LD&A), Domestic Abuse (DA) and Sexual Violence

’
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Programme, Serious Violence Duty and survey on DA interventions, The Bridge Clinic, finance
update and decisions taken at place.

DQT welcomed the focus and commitment with LD&A citizens. The challenge around the savings
was noted, but it was felt that the QIPP model and targets run risk of perverse practice with
request to collaboratively mitigate and achieve them.

The council is no longer working with the Mermaid charity and insight was welcomed from
patients and practitioners at the Bridge clinic to help identify gaps of support. Southwark is well
placed and is responding to the national review with new hubs and a wraparound service being
shaped for this cohort. It was noted the Bridge clinic is currently only available to south
Southwark residents although coverage of the north is being considered in the review of the
pilot, but there was keenness to look at prevention and peer support when early dysphoria is
expressed, rather than waiting for services.

Use of inequality and quality impact assessments still needs to be further explored
collaboratively to understand savings in borough. It was clarified that QIPP saving targets
exclude mental health budgets and delegated primary care. Mental health is the biggest
challenge in Southwark and expenditure needs to be contained within budget allocation. There
is a mental health demand and capacity review planned for south east London to ensure plans
meet the level of need and the report is expected at the end of Q1.

OO0 noted a knowledge gap in primary care for LD&A patients and would like to further
understand the reviews to share learning with primary care. Local review for LeDA is a new
development and a local process has been established to make a difference in contributing to
patient group quality and to disseminate reports. The CCPL lead is looking to improve
educational support in primary care and colleagues were encouraged to attend the LD&A event
planned for June.

The Board NOTED the report.

ACTION:

e NK and SD to liaise with leads in Start Well CCPL team and the Bridge Clinic

e Partnership Southwark (PSwk) to discuss current services and expansion of trans health
services and update at a future Board

4. | Planning Update

Josepha Reynolds (JR), Partnership Manager recapped on the progress so far with the Health &
Care Plan (H&CP) and thanked the Board and PSwk delivery Executive for the helpful feedback.
The main area of focus has been detail and impact; what is the population neighbourhood, what
are the indicators to demonstrate, who is driving changes, where and how often will there be
reporting on it and who will own delivery. The Executive will understand and sense check within
their individual organisations and Public Health colleagues are triangulating information. It was
highlighted that soft measures will be incorporated where there are no hard metrics.

The SEL ICB have been required to develop a Joint Forward View/Plan (JFV/JFP) for the next five
years to deliver ICP objectives, including system objectives and reflecting local borough priorities
in the H&CP and Health & Wellbeing (HWB) strategy. The JFP is due to be finalised by the end of

’
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June and currently at the engagement stage with communities. It is iterative, to be refreshed
annually and will reflect any changes to the H&CP. Two key points of feedback were inequalities
and access and our approach around community estates and sustainability, in particular health
and care outreach. JL echoed feedback around lack of understanding of local need and would
like to take this forward with the Delivery Executive, to wrap services around the community
instead of expecting them to come to us.

Adrian Ward (AW), Head of Place PMO, informed of a third plan, the Southwark NHS Operational
Plan, that links with the H&CP and the JFP. It is a one year borough plan under the SEL ICB
planning framework to set out delivery detail for the full range of NHS priorities delegated to
Place. This will align to the H&CP and be used as a delivery monitoring framework with progress
monitored by the Information Governance and Assurance Committee during the year.

The Better Care Fund (BCF) planning process has launched and a two year plan is to be
submitted by the end of June. The focus of the plan is to provide strong integrated out of
hospital health and care services to avoid admissions and reduce delayed transfers of care. The
NHS contribution will rise to £28million with a total value around £48million and largely
resources social care. The plan will maximise effectiveness of services and the draft will be ready
for discussion at the end of May.

The challenge for colleagues across the system to juggle the various plans was acknowledged
and commitment was requested to support colleagues to navigate detail. The Executive will
assist in triangulating information and the H&CP will inform detail to other plans. In relation to
BCF approval, it is important that all risks associated with keeping schemes running, have been
covered and pre approved before the HWBB. It has been agreed the BCF submission deadline is
28 June and agreed this is subject to approval from the HWBB to be held on 20 July.

The Chair thanked colleagues for the detail and NOTED the update.

5. | State of the Voluntary and Community Sector in Southwark

Anood Al-Samerai, CEO Community Southwark, recapped on who Community Southwark are,
background to the research and highlighted some key points from the presentation included in
papers. Key themes from the sector are funding, premises and relationships with statutory
sector with action plans and recommendations shared.

DQT welcomed the powerful report and suggested the Land Commission could be helpful for the
premises issue and to consider shared back office services as in other boroughs. Reflecting on
grants versus contracts, DQT would be happy to explore a clear multi year and non political
prospectus from partners. He was also keen to actively encourage volunteers from the
community with no recourse to public funds, to help those isolated and financially restricted.
AAS welcomed the suggestions and will follow up to explore further.

KP felt the excellent report really demonstrated the value of VCSE and the equal partner status
they have. It was noted how estates is key to integration and the challenges VCSE face around
estates which could be supported by partnership colleagues. AAS gave example to the
challenges faced by Tech Aid to find space.

’
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MW valued the report and launch and asked the partnership to make some commitments that
really signal intent and purpose. There was suggestion of growing the VCSE financial pot over
five years and working on a framework or sustainability plan. AAS asked that the partnership
sign up to the six principles in the relationship section and making the current systems easier to
navigate would be a good first step.

ACTION

e AAS to follow up with DQT on Land Commission, shared back office examples in other
boroughs and a clear prospectus around contracts and grants.

e Partnership to further support the estates landscape for VCSE

e Partnership to further explore financial commitment to VCSE and make current systems
easier to navigate

e Partnership to sign up to the six principles

e Preparation discussions and collating key knowledge early to inform working group

e Re-visit at end of year to understand progress — Forward Plan

On behalf of the partnership, the Chair CONFIRMED COMMITMENT to respond to the call for
action and follow up with next steps.

6. | Public Questions

There were no advance or attendee questions for this meeting.

7. | AOB

The Chair thanked all for their contribution. No further business was raised.

The next meeting is scheduled for the 6 July 2023. Further details will be available on the
website (SEL ICS Events) in due course.
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PARTNERSHIP SOUTHWARK STRATEGIC BOARD ACTION LOG

STATUS

ACTION FOR

Contributions are being collated. An update
will be taken to the July Board.
On agenda to approve - Closed

Nancy Kiichemann and Sumeeta Dhir

NK and Rob Davidson will be attending CYP
mental health and emotional wellbeing
steering group. Bridge details have been
passed to SLaM via JL

Annie Norton/Josepha Reynolds/Wendy
McDermott
Added to Forward Planner

No.|MEETING ACTION
DATE

1 | 02/03/2023|Partners to review the Health & Care Plan detail and send comment/feedback to JR/AN

2 | 04/05/2023|NK and SD to liaise with leads in Start Well CCPL team and the Bridge Clinic

3 | 04/05/2023 Partnership Southwark (PSwk) to discuss current services and expansion of trans health services and update at a
future Board
State of the Sector:
1. AAS to follow up with DQT on Land Commission, shared back office examples in other boroughs and a clear
prospectus around contracts and grants.
2. Local Estates Forum to further support the estates landscape for VCSE

4 | 04/05/2023(3. Partnership to further explore financial commitment to VCSE and make current systems easier to navigate -

Inequalities Oversight Group

4. Partnership to sign up to the six principles

5. Preparation discussions and collating key knowledge early to inform working group
6. Re-visit at end of year to understand progress — Forward Plan

To be explored further in Part 2

Local Estates Forum

Anood Al-Samerai/David Qurike-Thornton - in
communication to schedule

Partnership Southwark

Added to Forward Plan
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Working together to improve health and
wellbeing for the people of Southwark

Helpful Links to Partnership Papers

ICB meetings-and-board-papers

SEL ICP meetings-and-board-papers
(Filter by borough of SEL and Past/Upcomng)

Health & Wellbeing Board

Search Council Committee Meetings & Papers
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https://moderngov.southwark.gov.uk/mgListCommittees.aspx?bcr=1

Agenda item: 2
Enclosure: 2

gﬁﬁe]‘?}c! Our work and projects




Parent ¢ Summary

Skillszgo

Parentskills2go offers a range of services including soft
outreach programmes to support the health and wellbeing
of young people and families. We are a team trusted by
the community, with expertise in supporting the
community as well as lived experience and a track record
of delivering activities and services to our community that
are valued and impactful.
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sent 4, What we do

* Family learning holiday activities
* Volunteering opportunities

* Training and workshops for parents and families

Partnership work with other service providers to support
parents and children

Events and programmes

Coaching, mentoring and support

Sign posting and referrals
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Slalls* Our Team

List of Board members
Margaret Jummy Taribo (CEO/Executive Director)

A community consultant and Family learning coordinator, with over 20 years’ experience of working with parents and carers in the community,
particularly Surestart Children’s centres. She is involved in parent outreach and support and has developed training projects and outreach
services for families in partnership with health, social care and other voluntary services.

Her qualifications include — MA in Professional, Community Education and Development; Chartered Management Institute level 3 Diploma in
First line management; Work with Parents (level 3) and City & Guilds Level 4 Award - Preparing to teach in the Lifelong Learning Sector (PTLS)

Bolanle Okonyia (Finance Director)

A Qualified accountant with over 10 years’ experience in the charity sector, Particularly in the area of finance. She is also a coach
and mentor and delivers financial literacy programmes for families and young people

Kemi Kupoluyi (Director)
She is a qualified nursery manager with over 10 years of working in early years setting and créche provision in different capacities.
She currently coordinates the holiday club volunteers and supports the planning of holiday activities

Pamela Simpson (General Secretary)

She is a Chemistry degree holder and has been involved in scientific research. She then moved in to sales and development and has
over 12 years’ experience as a trainer and facilitator of finance and money programmes in schools and colleges.
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Skl]lSZG ‘

Our Team

Michael Adeleye (Digital Services manager)

He is a degree holder in economics and banking. He is also qualified in film production
and web designing as well as photography services

* Potential Advsisory board
* Volunteers - Parents and young people(Forums

* Dvelopmental steering group




Parent

Skillszgg:' Who we work for

Our focus is on families with young children (0-10) and young people (10-16)

* We currently work across 3 hub areas in Southwark — Camberwell, Nunhead and
Rotherhithe for our holiday clubs and events and also cuts across Lewisham and Lambeth

* Our partners include : parents, young people, schools, children’s centres , community
and faith groups within the local community Having this broad reach in terms of
depth and breadth of partnerships - demonstrates the trust the community places
in us

* Planning and development through regular consultations and networking meetings and
our development of a sub committee for community feedback.

\




Our Flagship
Projects

Parent ‘ Money matters and My Child & Me
ey 2G0 build on the other services and our track
s l s record of delivering workshops and
’ programmes for families.

Working towards the physical, mental
and economic wellbeing of our parents,
carers and their children
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Skills2Ge

Aim:

To help parents/carers and their children to understand
and manage their personal finances, in a way that it helps

M O N EY them and generations to come to generate wealth.

Objectives

MA I I E RS * Help parents to understand the UK monetary system,

e.g. where they can access support, taxes etc
* Managing Money, e.g. expenditure, credit & debt
budgeting, savings and investing,

* Becoming self-sufficient through self-employment and
business
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Parent o‘

Ma2G
Skills >

Some
feedback

3 pilots of ‘my child and me’ have been delivered so far — with 18
parents/ carers:

Online during covid; Community Centre based session+ a focus group;
School based session

Thank you so much for
this workshop | never
knew mental health can
be so deep and | have
learnt to be aware of
how my children can be
affected. -Lizzy

Over the past weeks | have
become conscious of my
tone and have tried to stop
shouting at my children and |
can see the impact, thank
you.(Onyi)

| had a very strict and hard
upbringing but now
understand that it can spill
over in my relationship
with my children (Jojo)




Parent ¢@_

Skil]s%’ |

My Child & Me (Sep/Oct 2022 and Feb/Apr 2023 combined) - post-programme
assessment

If 0 is 'not at all' to 10 is 'very much so, we asked 18 parents how much they agreed with the following statements having
attended a My Child & Me course from ParentsSkills2GO:

[l Average score (out of 10)

| will benefit from more sessions like this

The volunteers and facilitators were welcoming

| am aware that my role as a parent has an impact on my
child's mental wellbeing

i

| understand some mental health issues

| have some understanding of the impact of culture on
mental health issues

| am aware of some of the different mental health issues in
young children’

| have some understanding of what role schools play in
mental health well being of children

w

{ ooy o
w =N

| am confident in approaching services about my wellbeing i)
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Case
Study 1

Mum, (Angel) is Nigerian a mother of 3 children with the
youngest Tolu, being 9 years old and who is having issues at
school due to his behavior. He was excluded from school
when he was in year 2 and is now in year 4 getting into
constanttrouble. Mum is a nurse, just been through divorce
and is struggling with depression and anxiety and feeling
overwhelmed. This has resulted in her shouting at her son.

The programme through exploration of culture, upbringing
and understanding the system has provided an avenue for
mum to understand what mental health means and its
impact on her role as a parent for Tolu. She is also currently
having meetings with the school and finding out about
ADHD and possible assessment to further support his
academics.
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Case
Study 2

Salmais a mother of 6 year old Rima. She lost her partner
tragically and went into depression. Salma portrays herself
as a confident and well spoken young Asian mother but
feels that these aspects of her character have resulted in
her feeling let down by social services and the health team.
She reached out for help but didn’t get the help she felt she
needed because they thought she was coping okay.

Her perspective of the system is that there is no ‘winning’
because her mum who couldn’t speak English at all couldn’t
get help with her anxiety either and is now depending on
her (Salma) to ‘talk’ which is an added burden for her and
tends to impact on her relationship with her daughter.
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Case
Study 3

Keisha grew up with her grandparents in the
Caribbean and had a strict upbringing where
children are to be seen and not heard. This was
her guiding rule in bringing up her children as a
single mother in the UK. She feels that the impact
on her children is that when her expectations
changed as they grew older — it became a struggle
for them: they were expected to speak out, do
and act in a certain way that they were denied
when they were younger.

The cultural conflict tends to be that mum and
dad tend to struggle to integrate in a system
where the child is already a part — what should be
the balance?
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Rationale...

Black children are 10 times more likely to be referred to Children
and Young People’s Mental Health Services via social services,
rather than through their GP, compared to white British children.
(Kapadia, et al., 2022)

Young people from racialised communities are more likely to expect
bad experiences from mental health services, perceiving the mental
health system to be unhelpful, racist, and untrustworthy. This in
turn delays seeking help for mental health problems. (Meechan et
al., 2021; Kapadia, et al., 2022)

Refugees and asylum seekers are more likely to experience poor
mental health (including depression, PTSD and other anxiety
disorders) than the general population. (Mental Health Foundation,
2016)

Young people from a ‘Black African’ background are significantly
more likely to be referred to inpatient and emergency services
compared to their white British counterparts. (Chui et al., 2020)
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Parent ¢
Skills2Ge

Q * The experiences of BME adults, and in particular women, are still
hugely influential in terms of the context in which children and
young people live, experience mental health, and access or do not
access support.

*  Parent/carer attitudes towards mental health, previous experience
of services, and ability or willingness to access help will impact
greatly children and young people’s outcomes.

Parentskills2go did carry out a mini focus group during the summer of

[ ]
2021 to capture the voices of young people with the following key
Y findings:

-Signs of anxiety start to begin at the age of 11 (year 6)

-The general consensus is that the expectations for boys and girls within
and out of school is different

-BAME/POC groups do not take mental health seriously enough

-They may have someone to talk to but not necessarily their parents
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Parent ¢
Skills?ge

To pilot and deliver My Child &Me as an early
Ove ra I I intervention tool that will enable parents and
carers to build their understanding of children's
mental health, in order to support their children
from an early age to prevent or manage difficult

Ai m behaviours.
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Parent ¢
Skills2G

Learning
objectives

To provide parents and carers (through cultural
lenses) with:

the basic understanding of what mental health
issues are

The understanding of different mental health
issues in children

The understanding of the roles of schools in the
mental health wellbeing of children

The understanding of the role of parents in the
mental health wellbeing of their children

The overall impact of mental health on families

The tools, services and support for families
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Parent ¢ Key outcomes for ‘My Child & Me’
Skills’¢ " Programme

Children and
young people
thrive in school,
life and society
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Parent Next steps
Skillsz%‘ P

In line with the ICS priorities/aims of improving outcomes in population health and health care.
tackling inequalities in outcomes, experience and access, we would like to:

* Pilot the programme for parents and carers across primary schools and Family hubs in Camberwell
and Southwark for the next one year

* Deliver Train the trainer to practitioners so that the programme will be cost effective and impactful
practitioner s to deliver the project

* Develop ‘My Child and Me’ child as a certified/accredited programme to be used for schools, local

authorities, NHS etc.

\




Parent ¢ Conclusion- Guiding principles
Skills2Ge

* My child and me follows the community — led approach

 Who delivers is as important as what is delivered

* Reducing the burden of the ICS means that a case for
prevention supports the case for tackling inequalities and
improving outcomes

https://parentskills2go.com/

admin@parentskills2go.com
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Update /

Information
To present the Partnership Southwark Health & Care
Plan for agreement.

Discussion

Purpose of paper:

Decision v

The attached slides set out the Partnership Southwark Health & Care Plan.

» There has been comprehensive engagement surrounding this plan from all
relevant stakeholders

Summary of » On-going comments from members of PSDE and PSSB have been reflected

main points: » Slide 43 shows an example of the kind of metrics that will be used to track

progress, i.e. a variety of system level measures, organisational specific

indicators and other impact measures developed in partnership with our

communities as part of the agreed co-production approach to our work

Potential Conflicts
of Interest:

None

This plan is rooted in engagement work with local
Equality Impact population(s) to ensure that it focuses on areas of most
need and addressing inequalities.

Financial impact of this plans will need to be worked
Financial Impact through further in terms of ensuring that capacity is
aligned with delivery.

The plan has sustainability at its heart in terms of
Sustainability Impact ensuring that we collectively reduce inequalities in a
sustainable way.

This plan is rooted in engagement work with local
population(s).

Public Engagement

Other Engagement

Other Committee This plan was recommended for agreement by PSSB at
Discussion/Engagement | the PSDE on 2" June 2023.

GCTTINIUELGELOEI To agree the Partnership Southwark Health & Care Plan.

Chairs: Dr Nancy Kichemann and Clir Evelyn Akoto Place Executive: James Lowell
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Partnership
Southwark

Warking together to improve health and
wellbeing for the people of Southwark

Part 1

Partnership Southwark
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Partnership Southwark — who we are

Partnership Southwark is a partnership of the voluntary and community sector, the NHS and Southwark Council, focused on
improving health and wellbeing and reducing inequalities for people in Southwark.

You can read more about the partnership and our leadership, including our Board members here.

The partnership was established in 2017 to improve ways of working across our organisations and with our communities to meet health and
care needs across our borough and to plan and coordinate services focused on our local population. In the summer of 2022, we formally
became part of the South East London Integrated Care System (ICS), which has been formed in response to the Government’s Health and
Social Care Act 2022. This was an important milestone in our evolution as a partnership, as we continue to work together to plan and manage
the services for which we are responsible

Working together, we coordinate care across our borough to remove unhelpful divides between hospital and community-based services,
physical and mental health, and health and social care. Making services more joined-up, easier to access and better suited to people’s needs
will help people get the right care and support in the right place, as early as possible and help our population achieve better health in the
decades to come

Our partnership is important to help us move away from divisions between hospitals and family doctors, between physical and mental health
and between NHS and Council services that have meant that too many people experience disjointed care. By joining together locally, we can
better support people’s health and wellbeing and their experience of care

Integrating care also makes sense for services that are facing growing pressures. We are all living longer, so people are more likely to need
help for illness, or several ilinesses, over their lifetime. Southwark also has a young population, so it’s important to invest in prevention as
much as management so that less people will need to be dependent on our health and care services in future

Helping people with their own health and wellbeing, so they stay well for longer, is better for everyone. Ensuring people have easy access to
care when they need it, benefits residents, staff and carers. Having teams that work together across organisations to understand what
matters most to people also transforms our staff's experience, enabling them to focus on each individual in a unique way

’
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https://www.selondonics.org/in-your-area/southwark/partnership-southwark/

Our principles for working together

I":"\

Recognise and embrace
the need for partnership
working for the benefit
of our local population

’

L4

@ i

Develop and maintain
trust, healthy and
constructive challenge,
commitment to the
partnership, and
collective
accountability

Create clear, purposeful
and robust partnership
arrangements,
minimising duplication

Ensure engagement
and involvement with
key stakeholders across
our borough, including
voluntary
organisations and
local communities,
service users and
carers
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Monitor, measure and
learn through
continuous improvement

Align budgets where
possible to ensure
money is spent wisely
and make the best use
of the ‘Southwark
pound’




Responding to local challenges and needs

» Partnership Southwark partners come from a diverse range of organisations, with different system and workplace cultures,
we recognise its important to work in a similar way as much as possible

« We will design and deliver culturally-appropriate services that are joined-up, with easy access for all, where input from
local communities is valued and people genuinely feel that they have a high level of autonomy over their lives

« We will build system connectivity and new alliances that bring together our partners and people with lived experience to
plan, develop, co-ordinate and implement the Health & Care Plan priorities, through a community-led and iterative co-
production approach, that will join up services, improve outcomes and address inequalities

+  We will take an Asset Based Community Development (ABCD) approach, including other approaches such as
Appreciative Inquiry (Al), which is a proven, collaborative, strengths-based approach to optimise opportunities for positive
change and building community resilience and capacity

« By working with communities at a neighbourhood level, we can make sure that:
. Local communities take the lead in shaping what is needed to address the inequalities that exist

. Services are more consistent and responsive to the needs of service users, carers, and families

’
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Neighbourhood working -
our aims:

» Continue to develop neighbourhood networks to
connect people and services as close to their home
as possible

« Make best use of the skills, resources and energy in
local communities - building relationships and
empowering resilient communities

« Bring together voluntary and community partners,
GPs, community physical and mental health, social
care, wider council services (e.g. housing, leisure and
education) to better support people’s needs and
improve health and wellbeing

« Target those populations where we know there is
greatest inequality in experience and outcomes

« Pay attention to measuring what matters to people as
part of our performance management and success
measures
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Our approach to learning together

We will review our plan every year, by reflecting on our
activities and impact, and asking ourselves:

Are things working? Can we do more? Do we need to
change course?

We will evaluate, We have delivered what we said we would, what's next?

learn, reflect and We have met that target, should we aim higher?

refine as we go We have different data now, so should we review this

measure or target?
What is our community telling us?
What is research evidence telling us?
What lessons have we learnt and how will we apply these
going forward?
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Our approach to our plan

Partnership Southwark’s Health & Care Plan, sets out how health, care and voluntary and community services in Southwark will work
together with residents and communities to improve health and wellbeing outcomes for people of all ages, over the next five years.

*  We recognise that Southwark is diverse and not all of our residents are experiencing the health and care system in the same way. We have faced
exceptionally challenging times in recent years - significant cuts to public services, Brexit, the Covid-19 pandemic, and the ongoing cost of living crisis.
The impacts are not felt equally, and poverty, racism and inequality have worsened health outcomes for many in our community. Together, we must
respond to these challenges and be bold in how we work together to overcome them — embracing new ways of working to support our residents, patients,
partners, carers and workforce

* We can do better by working together in partnership to transform how we support our patients, carers, and residents. Through Partnership Southwark, we
will use strengths-based approaches and work to improve health and care outcomes by building on our success and strong relationships, co-designing
programmes of work to address all health and care activity in Southwark, and prioritising fairness and equity in all we do. We have lots of great work to
build upon, but we can and must go further

+ We are committed to improving the lives of every Southwark resident. The key to this will be supporting a range of positive and action-focused
approaches that seek to remove unfair and avoidable differences experienced by people with characteristics protected by the Equality Act. In Southwark
this includes fighting for LGBTQI+ equality and inclusion, also taking an anti - racist approach to build trust and confidence in our communities. Our plan
responds to the priorities, developed by residents and communities, set out in the Southwark Health and Wellbeing Strategy and the Southwark Borough
Plan and is aligned with the South East London Integrated Care System’s Strategic Priorities.

+ We have developed our plan from the intelligence presented in the Southwark Health and Wellbeing Strategy, the lived experience of residents from
across our diverse communities and the learned experience of our workforce. We have set out the changes we want to make, what we need to do to
achieve them and what help we need, over the next five years. Our plan is ambitious. We recognise that we will need to learn from our experiences and
adapt to changing circumstances as we go, using research and evidence to continue to understand and act on the causes of inequity in Southwark

We have identified 6 priority areas across a person’s lifespan - we
will work together on these to improve health and wellbeing,

including how we plan and manage services
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https://www.southwark.gov.uk/assets/attach/94325/Southwark-Plan-2022.pdf
https://www.southwark.gov.uk/assets/attach/94325/Southwark-Plan-2022.pdf
https://www.selondonics.org/who-we-are/our-priorities/

Our plan

Our Health & Care Plan sets out how health, care and voluntary and
community services in Southwark will work together to improve health
and wellbeing outcomes over the next 5 years, with a focus on delivery for
the next 2 years in the first instance.

Our health and care plan:

Focuses on supporting people to lead healthy lives, improving prevention and early
intervention, and making sure that people have access to and positive experiences of
health and care services that they trust and meet their needs. We know that the key to
this will be delivering in different ways, supported by a positive and action-focused
approach to equity for our communities

Is ambitious - we know we can do better by working together to transform how we work,
to deliver for our patients and residents

Responds to the priorities developed by residents and communities as set out in the
Southwark Health and Wellbeing Strategy and the Southwark Borough Plan and is
aligned with the South East London (SEL) Integrated Care System Strategic Priorities

Sets out our aspirations for the borough, our residents, and patients and those who care
for them, including what we want to happen, change or improve (our outcomes), the
principles of how we will work, what we need to deliver the plan and how we will know if
we are making a difference

’
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Our delivery framework

Start Well Age Well & Being Cared for Well

A\

Children & Young People Working Age Adults Older Adults in the Older Adults in residential
community settings

Delivered through population-based workstreams in the community and residential settings
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Support
Southwark

residents to Start Well:

» Families receive the right care that works
for them, including during pregnancy and
the 1001 days of a child's life

Children get the best start in life and can
reach their full potential

Fewer children and young people are
affected by poor mental health

/Support

Southwark

residents to Live Well:

» For adults to access the support they need
around the Vital 5 areas to promote good
health and wellbeing on an equitable
footing

= hyper-tension

= mental health

= smoking cessation
= alcohol intake

= healthy weight

+ People have access to and positive
experiences of health and care services

that they trust and meet their needs
holistically - with fewer adults affected by
poor Mental Health (MH)

Key Enablers
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Priorities that span a person’s life course

Working together on shared priorities will produce better outcomes for Southwark communities throughout people’s lives

A X~

Workforce - Quality - Data - Digital - Buildings - Finance - Sustainability - Medicines optimisation - Safeguarding -
‘ Communication & Engagement - Communities - Clirs/Elected Officials - Leadership & Governance




Key enabler activities (1 of 4)

Our Workforce:

As a partnership our aim is to continue to develop innovative roles and ways of
working that support integration and make best use of our constrained resources. We
also have an ambition to explore areas of staff development that might benefit from
doing more together, for example apprenticeships, where each partner has a
successful programme

Support our workforce and their wellbeing, including developing and retaining our staff,
and supporting fair pay for care staff

Explore areas of staff development that might benefit from doing more together and
harness opportunities to resource services differently

Have a workforce that, at all levels, can relate to people’s lived experience, is
representative of and supports our diverse and intersectional communities

Have a workforce that has capacity, is trusted and supported, so communities receive
a consistent and reliable service

Different workforce models: Enable our workforce to work together, across
organisational boundaries, in an integrated way, including through our Clinical and
Care Professional Network

Workforce more flexible and to offer more flexibility to staff groups to reduce vacancy
rates and improve retention rates

Sharing expertise and planning workshops to look at the issues and develop more
MDT approaches in neighbourhoods

Workforce engagement to understand the issues and barriers that result in people
leaving their roles

Work with local schools and colleges to attract more local people into NHS roles or into
education that will lead to NHS employment.

Data / Intelligence:

» Develop a culture and infrastructure that prioritises data-
driven decision-making and approaches to
understanding the unique needs of Southwark residents,
especially those who are facing health inequalities. Our
goal is to make a positive impact on specific populations
within our community, such as those from different ethnic

backgrounds, sexual orientations, and those living in
deprived areas. Data that provides quality outcomes
rather than purely performance

Access to data to support targeted population
approaches to support reduction in inequalities, early risk
identification, detection and intervention and proactive
planned care support

Quality:

Our ambition is to build a community of learning and
shared focus on quality that takes full advantage of the
experience and skills of our diverse partners, so that
quality improvement and clinical effectiveness drives our
programme of integration and to support shared
accountability for the wellbeing and experience of the
population in their interactions
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Key enabler activities (2 of 4)

Our Communities:

Involving people from a broad range of communities in all engagement
activities

Have residents and communities within the partnership at every level to
support involvement at the Strategic Board and Executive team to ensure
we are able to listen to and learn from lived and learned experience as we
develop, maintain and monitor services

Having dedicated resource and time for public engagement to work
towards a co-production approach will be vital in securing the best services
for people and communities in the borough

Use the information from this meaningful engagement to inform our work to
provide health and care services

We acknowledge and commit to further investment in the skills and
experience of our community and voluntary sector leaders to help us to
learn and achieve meaningful co-production opportunities and develop
partnerships to achieve meaningful and sustainable and local development
and solutions

Communications & Engagement:

Ensure people and communities are represented at every
level within Partnership Southwark and are supported and
enabled to share their voice and the issues raised in the
borough

Lead the communications function for Partnership
Southwark to facilitate the flow of pertinent information

between partners, ensure the consistency and correct
usage of the Partnership Southwark brand, and
coordinate communications messaging and activity across
the partnership

Provide projects and programmes within Partnership
Southwark with communications and public engagement
advice and support

’

Councillors / Elected Officials:

Engage local communities in trusting relationships with
meaningful 2-way dialogue

Sense checking at the local level, hearing directly from
residents on areas of concern

Key partner in deciding what are the important areas of
focus, which supports informed planning and decision
making
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Key enabler activities (3 of 4)

Finances:

Partnership Southwark has an ambition to have an integrated financial plan
and a strong financial standing that will enable us to deliver our collective
priorities. Ensuring a collaborative approach to planning and contracting, as
well as delivery, the Partnership recognises the very real challenges the
local health and care economy faces and the need to work together to find
solutions to jointly manage these issues across the Local Care Partnership.

Enhanced collaboration:

Partnership Southwark have a strategic ambition to develop formal
collaboratives, where we look to pool or share funding to reduce siloed
working and deliver the best outcomes for Southwark residents.

’

Buildings:

* Encourage all health and care partners to work together in
the same buildings to transform service delivery and improve
access to care, delivered from high quality premises

This includes making the best use of the opportunities
presented by the Tessa Jowell Health Centre, where a Lead
Integrator is being appointed

Opportunities with Children and families centers and looking
at neighbourhood opportunities and future planning with
estates

Digital:

» Developing a single view of the digital estate, with aligned
governance and data sharing arrangements which will
enable partners to work in a more integrated way

* Replacing outdated digital infrastructure to enabling our
workforce to access a person’s health and care record, and
other data and information, with ease and from any location

* Ensuring that residents have access to digitally enabled
care across health and care settings that are easily
accessed, consistent and ensures the right service for their

needs
b ldentifying shared workforce training opportunities
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Key enabler activities (4 of 4)

Sustainability:

All partner organisations have signed up to an ambitious
sustainability to achieve the NHSE targets of a net zero carbon
footprint by 2040 and the interim target of 80% reduction by 2028

Partnership Southwark has committed to ensuring that sustainability
implications are systematically considered in all decision making

Halve the council's carbon emissions again by 2026, staying on track
to cut emissions from the council’s operations and vehicles to net-
zero by 2030

Make the council’s pension fund zero carbon by 2030 at the latest
and earlier if more zero carbon funds become available sooner, while
ensuring we protect the pensions of our staff

Roll out an ambitious programme to upgrade insulation and heating of
our council homes

Medicines optimisation:

Medicines prevent, treat and manage many illnesses and
conditions and are the most common intervention in healthcare.

Shared-decision making between the residents in Southwark and
all partners involved in medicines to ensure patient safety,

optimise adherence and reduce waste.
Incorporating sustainability into medicines optimisation:

All partners have agreed locally that by the end of March 2024,
95% of all existing patients on inhalers will be to switched over to
powder inhalers and from September 2023, all new patients will be
prescribed powder inhalers in the first instance.

’

Safeguarding:

Work collaboratively and restoratively with our partner agencies to
‘Think Family’ and protect all those at risk of harm, abuse or
neglect, ensuring this approach is embedded across all our
services in line with strength based approaches.
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| want to live longer and have a more rewarding
life

| want to receive culturally appropriate services
that are joined-up and easy to access

| want to feel valued with my own degree of
autonomy

| want equitable access to services, that are
“family friendly”

| want to experience integrated care that is timely,
with joined-up care records and fewer onward
referrals

| want to feel empowered and responsible for my
own self-care

| want to be a partner in the on-going cycle of
community development

What we want to hear from our communities and workforce

For workforce
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| feel part of an integrated and connected workforce fit for the
future

| see there are opportunities for flexible and creative recruitment
approaches that go beyond traditional practices

| have opportunities to work within other organisations in
Southwark to develop my knowledge and skills - via placements &
secondments

| experience a different and sustainable workforce model, rooted in
our community

| enjoy greater job satisfaction and understand where | fit and how
| work as part of a broader multidisciplinary team and contribute to
good outcomes for people

We have better staff retention and stability in teams and across
pathways

We have genuinely integrated teams for supporting people in local
neighbourhoods

We value working with our communities, and sharing power

PSSB 6 July 2023




Other work that sits alongside the Health & Care Plan

These pieces of work also focus on population groups or communities and cross-cutting health and
care issues where we will bring together partners and people with lived and learned experience to plan
and manage initiatives that will join up services, improve outcomes and address inequalities:

Asylum Seeker & Refugee Health & Wellbeing
Oversees the delivery of the Health Core Offer (e.g. health assessments and mental health
support) for Initial Accommodation Centre (IAC) asylum seekers and Ukrainians; and to
support asylum seekers & refugees to register with a GP

Sexual Health Programme
A South East London programme to improve people’s sexual and reproductive
health and enabling people with HIV to live and age well

Homelessness Safeguarding

A wide range of services, including a nurse-led primary care and specialist care Developing integrated approaches to ensure the right procedures are in place,
service that provides community healthcare for people experiencing homelessness, information is shared, expert advice is on hand, staff are trained to recognise people

those with addictions, asylum seekers and refugees and other groups who have at risk, timely appropriate decisions are taken and lessons are learned and shared
difficulties in accessing health services

Integrated Neighbourhood Teams
To enable all Primary Care Networks (PCNs) to evolve into integrated
neighbourhood teams, supporting better continuity, preventive healthcare and
access

Vaccinations Strategy
Joint group to continue developing the borough approach to adult and childhood
immunisations in light of the decline in uptake rates after the pandemic

Combating Drugs Partnership | Learning DIS.abI|ItIeS &Autlsm Progrgmme |
National programme to improve services and reduce avoidable hospital
admissions for people who are autistic or have a learning disability: a focus on
making reasonable adjustments.

Programme to reduce the harms caused by substance misuse and support those
using substances to access the right help to meet their needs

Start for Life & Family Hubs Partnership

Supporting children, young people and families in Southwark to have the best start in life and : ; Prllmary Care Programme ;
reach their full potential. The programme’s objective is to join up and enhance services Leading the implementation of the recommendations from the Fuller Review to

delivered through transformed family hubs in local authority areas, ensuring all parents and improve primary care outcomes and access to primary care across the borough
carers can access the support they need when they need it

Page 52 of 111 PSSB 6 July 2023




Governance

* We recognise that over the course of this five year plan things will change. National
health and care directives will evolve, and the amount and quality of data, intelligence
and insights will improve over time - to be able to adapt to these changes, we have
designed a governance process to regularly review the measures we use to monitor
success and to adjust, improve and refine them as necessary so that they continue to
be fit for purpose

O J
* Design, delivery and evaluation of Health & Care Plan will be integrated within the @

Partnership Southwark structure with delivery aligned to population based leadership | |
teams: Start Well, Live Well, and Age & Care Well. The workstreams will hold detailed W
delivery plans for the identified priorities including milestones, measurable impacts and
relevant plans for risk management. Each workstream will be expected to provide, at a
minimum, quarterly updates to the Partnership Southwark Delivery Executive and six-
monthly updates to the Partnership Southwark Strategic Board.

* Partnership Southwark will also use existing professional groups to inform the
development of work, including the Primary Care Group, Community Southwark
networks and the Clinical & Care Professional Leads Advisory Forum.
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Governance structure

SEL Integrated Care Board & SEL
Integrated Care Partnership
lead the SEL Integrated Care

System

PSSB reports into the ICB with
respect to place-based
delegations from the ICB via the
Place Executive Lead for
Southwark

Sets and oversees the Joint
Health & Wellbeing Strategy for
the Southwark community,
across all policies and based on
JSNAEs.

Also discharges other statutory
duties

SEL Integrated Care ]4

Board J‘

A 4

SEL Integrated Care
Partnership

Southwark Health &
Wellbeing Board

Additionally, joint Collaboratives meet quarterly to share and learn

Multi-agency core teams focused on planning, development,
co-ordination and implementation of Health & Care Plan priorities
through a community—led and iterative co-production approach,

\ 4

Partnership Southwark Strategic Board
(PSSB)

A

A

Partnership Southwark Delivery
Executive (PSDE)

Population based leadership teams
Start, Live, Age and Care Well:
focused on planning, development,
co-ordination and implementation of
Health & Care Plan priorities

aligned to complex system working

from each other

-
Integrated Governance
Committee
(1GC)
.
A
\ 4
4 N\
Quality Group
(PSQG)

< \. J

4 N\

Joint Commissioning
Oversight Group
(JCOG, joint with Council)
J
4 N\
Partnership Southwark

P Senior Management Team
[~ (SMT)

. J

4 N\

Clinical & Care
Professional Leads
Advisory Forum
J

Supports the PEL with oversight of areas of ICB
delegation not directly involved in transformation
work streams, including business as usual activities

Oversees quality and identifies quality priorities
from SEL reporting and local lessons learnt

Oversees s75 and s256 agreements, BCF
management and co-ordination of contracting
and procurement

Co-ordination of ICB work plans, management
escalations and approval of programme and
running cost expenditure

Provides multi-professional input and advice as part
of Wells’ core teams

July 2023
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London Borough of Southwark (1 of 2)

Our population?.23

We have 307,000 residents. Our population is comparatively young, with the average age (32.4 years) almost two years younger than London,
and almost seven years younger than England. 39% of our residents are aged 20-39, compared to 26% in England. We have a large LGBTQI +
population — over 8% of our adults compared to 4% in London and 3% nationally. Latest estimates indicate that 51% of people living in
Southwark have a white ethnic background compared to 81% nationally. Our diversity is greater among our children and young people, with
roughly equal proportions of young people from white and black ethnic backgrounds. The latest population projections suggest that our
population will continue to grow, with over 17,000 additional people living in the borough by 2030. Population growth is set to take place across

almost all parts of the borough, but the largest increases are expected in redevelopment areas around Old Kent Road, Canada Water, and
Elephant and Castle.

Achievements4>6

Across the borough there have been significant improvements in health and wellbeing in recent years, and there are many areas of success
that should be celebrated:

Our residents are living longer lives than ever before, with life expectancy comparable or better than the national average
Levels of relative deprivation in the borough continue to reduce.
Around 9 in 10 children in Southwark achieve a good level of development at 2-2 1/2 years.

Key risk factors such as smoking, alcohol and physical inactivity are comparable or better than the national average.
Preventable mortality has reduced by almost half since 2001, narrowing the gap with England.
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London Borough of Southwark (2 of 2)

Wider determinants of health and wellbeing

Around 16,000 households in Southwark are classed as overcrowded, with
more overcrowding that is seen across London and England”’

However, Southwark continues to have a higher proportion of households with
fewer bedrooms than required that is seen across London and England’
Around 51,800 (40%) households in Southwark are deemed to be under-
occupied and have more bedrooms than is required’

Lack of affordable and, in some cases decent, housing is a significant issue in
Southwark?’

At the start of 2020 Southwark was thought to have at least 25,700 unpaid
carers with numbers expected to increase in the future®

25% of 0-16s are estimated to be food insecure (75,000) with a similar
percentage for people >16 (16,000), with prevalence higher in central and
northern parts of the borough and for those who are Black, in social rented
housing or with dependent children®

Local community organisations, parks and green spaces are seen as valuable
assets by residents. Local people have told us how important it is that their
voices are used to shape change in their local area and services

The median (average) household income in Southwark in 2022 was £43,769
broadly comparable to the national average of £38,984. There is a wide range
of income in Southwark with around 1 in 10 households in the borough having
a total income of <£15,000 per year0
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Inequalities within our borough

Approximately 21% of Southwark’s population live in communities ranked
within the most deprived nationally. This increases to 23% among those aged
under 18°

Across a wide range of health, social and economic measures, from child
poverty through to obesity, hospital admissions and life expectancy, outcomes
are poorer in central and northern parts of Southwark particularly communities
in Faraday and Peckham wards

Residents from a Black African and Black Caribbean background are more
likely to live in communities with high levels of deprivation, develop a greater
number of long-term conditions, have poorer mental health, and experience
discrimination and racism when accessing services®

Southwark has the fourth highest LGBTQI+ population in the country, and we
know that this group can suffer discrimination for access to services, as well as
poorer health outcomes?

Southwark has the highest number of asylum seekers in accommodation
centres in SEL." The population may have experienced conflict, violence,
multiple losses, torture, sexual assaults, and/or risk of exploitation, as well as
experiencing issues accessing health and care services. Population
inequalities: often mirror those nationally with Black, Asian and minority ethnic
people seeing poorer outcomes than for white people, especially Black African
/Caribbean. Other populations affected are Latin American, LGBTQI+, those
with learning disabilities, carers, rough sleepers and asylum seekers &
refugees.

For 2018-20, life expectancy in Southwark was: males 79.6 years and females
84.1 years - better than the national average and linked to areas of socio-
economic deprivation.*

However, years in good/poor health are equal at 64 years for men and women,
so women are living longer but in poorer health.*



Start Well — picture in Southwark

Data

Relevance to programmes

In Southwark 1 in 4 children in reception are overweight or obese, the highest prevalence being in Camberwell Green. Obesity is higher
than London levels: 1 in 4 in reception, rising to >40% in year 6, correlates to more deprived communities (mid / north of borough), worse
for black children.2

1001 days programme
Start for life and family hubs

The over-35 birth rate in Southwark (35 per 1000) is significantly higher than that for England (23 per 1000) (2020/21) and there is
increased risk of complications with age.'3

Start for life and family hubs

4.5% of women were known to be smokers at time of delivery (2020/21).13

Start for life and family hubs
and link with Vital 5 (Live well)

16.6% of women are obese in early pregnancy, a figure below the regional (17.8%) and national percentage of 22.1% (2018/19).
Babies born to obese women have a higher risk of foetal death, stillbirth, congenital abnormality, shoulder dystocia, macrosomia and
subsequent obesity."3

1001 days
Start for life and family hubs

15,000 emergency attendances per year by children under 5s for accidental injury or minor ilinesses that could have been treated in
primary care (higher in north of borough). Attendances are significantly higher than national average and increasing but admissions are
comparable with London levels and below national average.'3

1001 days programme
Start for life, family hubs and
links with child health teams

10% (2000) children 0-4 years have experienced >= 4 ACEs and around 25,700 children living in poverty in the borough.'3

1001 days programme
Start for life, family hubs and
links with child health teams

2771 Children in Need, which is higher than London levels, of which 47% relates to abuse or neglect.'*

Start for life and family hubs

There are inequalities in breastfeeding prevalence at 6 weeks post-birth, by level of deprivation. Exclusive breastfeeding coverage
decreases with increasing level of deprivation. 16% of mothers living in Camberwell Green do not breast feed at all, with 31% partially
breast feeding.

1001 days programme
Start for life and family hubs

Page 58 of 111 PSSB 6 July 2023




Data

Relevance to programmes

Top 3 factors re poor health: smoking/obesity/poor diet, comparable with national picture, higher in men than in women.®

Vital 5, healthy weight

Long Term Conditions (LTCs) represent: 50% of GP appointments, 70% inpatient bed stays and 70% acute and primary care budget
expenditure — 2400 emergency care admissions, significantly higher than national average and not changing much over time. Top 3
LTCs: hypertension, depression and diabetes (20/21). This is more likely within Black, Asian or other minority ethnic communities,
particularly with higher socio-economic deprivation, age at which people have LTCs is getting younger.'”

Coordinated holistic care - Vital 5

Cardiovascular disease is the second largest causes of preventable deaths both locally and nationally, accounting for around 25% Vital 5
of all deaths.™®

Smoking, obesity and poor diet have the biggest impact on quality of life (morbidity) in our population, with smoking resulting in 11% | Vital 5
of years of life lost prematurely, and high Body Mass Index (BMI) resulting in 8% lost prematurely. However, smoking among adults

in Southwark continues to decline.®

Despite a fall in average alcohol consumption over recent years, Southwark has the second highest rate of alcohol dependency in Vital 5

South East London for those aged 35 and over.®

Around 55,000 adults in the borough have a common mental health condition?°
MH: 1 in 5 in London, ¢ 48,700 adults locally, more prevalent in women
SMI ¢ 4,100 diagnosed, more likely if male, older or from a Black, Asian or other minority ethnic communities

Community Mental Health
Transformation

Southwark has the fourth highest LGBTQI+ population in the country, and we know that this group can suffer discrimination for
access to services, as well as poorer health outcomes.3

Inequalities funding — targeted
work in primary care

’
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Age Well & Being Cared for Well — picture in Southwark @

Data Relevance to delivery
workstreams

Adult social care: rates of people needing services are lower locally than for London average (rising), broadly Links to supporting people to

equally split between 65 + years and working age — personal care is most common support needed. ASC be Cared for Well in residential

provides support to 1500 unpaid carers.21.22 settings

Falls: emergency admissions consistently higher than national/regional levels and Southwark is the highest in Frailty and Falls Prevention
SE London. Those who are 80 years or over are >4 times the number of those <80 years.*

Dementia: 1,178 people, which is comparable with London and England levels. In Southwark, 2/3 of people Frailty pathway
thought to be affected have received a diagnosis. Highest rate of emergency admissions for dementia in

London.#

Geographic inequalities: poorer in central and northern parts of the borough, especially Faraday, Peckham (part of neighbourhood
wards but also Kingswood and Downtown estates which are in more generally affluent areas in the South. working)

' d Page 60 of 111 PSSB 6 July 2023




What have we heard from
people and communities?

We have been talking with people and communities through a variety of
initiatives and partners. These include south London Listens, Southwark
2030, Southwark Stand Together and the work led by Social Finance and
Centric. From these we have heard:

* Mental health and wellbeing for children, young people and adults is a
priority

People can struggle to access services, such as GP appointments;
due to demand, or because they feel excluded, unsure of where to go
or unable to interact with services

Services need to be culturally-appropriate and accessible for all

Discrimination and structural racism are impacting access and
experience of services

Vulnerable people are falling through gaps in support

Concern regarding rising cost of living, food poverty and affordable
housing

Local communities and community autonomy is highly valued

People want to be meaningfully involved and for their voices, insight
and experience to be valued

People want to be able to access as much as possible in their
neighbourhoods




Start Well | First 1001 Days of a child's life

Target Population: Mothers, Families and Babies under 2 years

Closely aligned to the development of the start for life and family hubs programme, a specific programme focused on the first 1001 days of life (conception to 2 years old) has been identified
as a priority within Southwark. The programme is specifically targeted at families in the Camberwell Green area and is utilising an asset based approach to support community development
and allow for tailored and creative approaches to meeting need in this area. Camberwell Green has been selected as the initial area of focus as it is an area of high deprivation (most of the
area is in the second most deprived quintile nationally) and:

evidence shows that socioeconomic deprivation increases the risk of maternal perinatal mental ilinesses

16% of mothers living in Camberwell Green did not breast milk feed at all, 31% partially breast fed compared with 11% and 24% respectively for mothers in the second least deprived

quintile (maternal population in the least deprived quintile is very small)

Camberwell Green has the highest prevalence of obesity in Reception aged children in the borough. Camberwell is also a community asset rich area with strong, well embedded, and

trusted community groups and leaders making this an ideal area to trial the resident led, neighbourhood targeted programme approach

Proposed focuses for the programme are perinatal, parental and infant mental health; workforce development; and breast feeding and infant nutrition.

Links have been established with Local Maternity & Neonatal System (LMNS) SEL and we are exploring which strands of work would be beneficial to join up, e.g.. co-production, pre-
conception care.

How we will secure delive

Plan and deliver in collaboration with start for life offer and family hubs
Develop and deliver a coproduction plan to shape the future of the programme: double diamond methodology
Set up core multi-agency programme group with sub workstreams as required to focus on key areas Development of n action plan on tackling local
Asset mapping of Camberwell Green area in collaboration with residents and partners inequalities based on recommendations on
Actions Continue to expand the delivery group membership as necessary to ensure all relevant partners and teams are IR Ty Ty maternal access, outgomes and experiences
for part of the programme. Continue to build relationships with residents and community groups in Camberwell for Further plans and actions to be coproduced
23/24 Green and across system partners 24/25 with residents and partners as the programme
Undertake local workshops/meetings that connect people to unlock the potential in the local area develops
Coproduce outcomes framework with residents and system partners Established pooled funding arrangements
> Establish opportunities and solutions for data sharing between system partners
Link in with existing planning around workforce development to align programme plans
Produce a report to capture approach — learning — activity and outcomes and use the learning from this to
spread/scale to other parts of the borough (Camberwell is a starting point)
*  Scope and develop a collaborative maternity partnership group within Southwark to oversee the ambition
i
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Strategic priority:

Ambition:

Start Well — First 1001 days of life (1 of 2)

An integrated networked approach to understand issues and co-produce solutions in Camberwell for Families with Children under 2 years,
specifically to support mental health, breast-feeding and nutrition with a focus on workforce development

Five-year vision statement

By 2027, all women and their partners who live in Southwark will feel equipped and empowered to provide the best start in the first 1001 days of their children's lives through
the provision and access of family-centred, integrated support and services that meet their specific needs.

Resources and Core
delivery partners

Resident health &
wellbeing outcomes

Core inputs and Activity Impact indicators

Work with local community, voluntary sector, primary
care and other partners and residents to understand
current picture around access to breastfeeding and
weaning advice and support: which is culturally
appropriate — co produce solutions to issues

Deliver workshops and community events to

bring people together in Camberwell to build
community connections, develop local ideas

and build opportunities together which

support families

Improve the links between services and at a practice
level look for opportunities to integrate workforce via
co- location, training, ‘warm’ referrals,
interprofessional practice and data collection
Recruitment of clinical and care professional lead
from VCS to co-lead as part of the 1001 days
programme team — and help us build a community
network to build trust, learn and co — produce
solutions

Map funding arrangements and explore opportunities
to pool funding that improves integration — align with
start for life offer & family hubs

Explore access to information for local people — what
works well and where might improvements be made
to reduce apparent inequalities and support
prevention

Local residents
access breast
feeding support in
a timely way with
appropriate steps
undertaken to
ensure those
whose first
language is not
English do not
experience
discrimination

Mothers, families
and babies are
supported to
access a range of
services when
required - having
received the input
they need ,
improving trust,
satisfaction and
experience

Residents report increased satisfaction in accessing relevant/flexible
opportunities for breast feeding support, with language not being a
barrier — increased numbers breastfeeding in Southwark

Reduction in wait times between key services through improved
interdisciplinary practice/systems and processes to be baselined)
Increased evidence of MDT approaches with ‘warm handovers’ (linked
to above)

Reduction in crisis presentation to A&E from families with children
under 2 years in the Camberwell area (currently not separated from
under 5s)

Pathway for MH support — employing both qualitative and quantitative
measurement for the effective management of the whole process from
all perspectives (service users/staff/system)

A reduction in referral rates into crisis mental health services (to be
baselined)

Increased publicity of community resources and activities — ensure
there are well publicised and local knowledge of the diverse and
personalised range of services and interventions for families with
babies under 2 years

Increase in investment in community and voluntary sector to support a
sustainable network of meaningful services and offers that are
appropriately adapted to the needs of the local community

Increase the number of people using the community pharmacy
consultation service for support and help with common ailments (to be
baselined)

Programme team and
Start Well

Core 1001 days team

members:

London Borough of
Southwark

Southwark ICB

SLaM

Primary Care

GP

GSTT

King’s College Hospital
Community & Vol Sector
Partners

KHP

Community Pharmacy
Comms and engagement

Links with wider
programmes:

1.
2.
3.

4.

LMNS - SEL

Asylum seekers

Start for life and family
hubs

Safeguarding ( as
appropriate)

Council Neighbourhoods
programme




Strategic priority: Start Well - First 1001 days of life (2 of 2)

Ambition: An integrated networked approach to understand issues and co-produce solutions in Camberwell for Families with Children under 2 years,

specifically to support mental health, breast-feeding and nutrition with a focus on workforce development
Five-year vision statement

By 2027, all women and their partners who live in Southwark will feel equipped and empowered to provide the best start in the first 1001 days of their children's lives through
the provision and access of family-centred, integrated support and services that meet their specific needs.

Core inputs and Activity Resident health & wellbeing Impact indicators Resources and Core

Capacity to support review of Mental health
pathway in the neighbourhood, including
information sharing, joint working
arrangements, family approach

Capacity to support review of A&E activity
for under 5’s to understand the data for
those under 2 years and
themes/neighbourhood — link with
safeguarding

. A programme of communication with local

population to allow a greater understanding
of the differing healthcare roles, the range
of health and wellbeing and social services
available for babies under 2, and how they
can have direct access to the right service
for their need, including to protect a child’s
wellbeing and safety

. Explore opportunities for weighing and
monitoring weight in children under 2 years
old in Camberwell to support healthy weight

. To establish a Maternity Commission to
review action to tackle inequalities in
access, experience and outcomes in
maternity care.

outcomes

Increased self-management
skills for people experiencing
problems with their mental
health and wellbeing

Increase access to and
recovery rates for Southwark
Talking Therapies for Black
African and Caribbean
residents to ensure they are
as least as good as those of
British White residents.

Mothers, families and babies
are supported to access
services when required -
having received the input
they need thus improving the
person’s experience

Better peri-natal and
maternal mental health
outcomes, offered through a
range of flexible opportunities
and a clear pathway
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Reduction in crisis presentation to A&E from families with
children under 2 years in the Camberwell area (currently not
separated from under 5’s)

Pathway for MH support — employing both qualitative and
quantitative measurement for the effective management of the
whole process from all perspectives (service users/staff/system)

A reduction in referral rates into crisis mental health services (to
be baselined)

Increase in investment in community and voluntary sector to
support a sustainable network of meaningful services and offers
that are appropriately adapted to the needs of the local
community.

Increase the number of people using the community pharmacy
consultation service for support and help with common ailments
(to be baselined).

Pooled funding arrangements that support children aged 2 years
and under e.g. children centres, PACT, CAMHS, for perinatal
care, Parental Mental health, Pause. Expand the current
agreement between the Council & SLaM to be widened and
include the ICB, Evelina and others NHS bodies. (Principles for
pooling funding to be agreed)

Maternity commission action - review completed by 03/24.
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delivery partners

Programme team and
Start Well

Core 1001 days team

members:

London Borough of
Southwark

Southwark ICB

SLaM

Primary Care

GP

GSTT

King’s College Hospital
Community & Vol Sector
Partners

KHP

Community Pharmacy
Safeguarding leads

Links with wider programmes:

LMNS - SEL

Asylum seekers

Start for life and family hubs
Safeguarding (as
appropriate)

Council neighbourhood
development




Start Well | Children and young people’s mental health

Target Population: Children & Young People

Southwark Partnership is known to serve a population at elevated risk of mental health issues: PHE data shows Southwark young people are at higher risk than the national rate of being
first time entrants into the Youth Justice system, of homelessness, and of attendance at A&E. More recent data from the Children's Commissioner indicates that the modelled prevalence of
children 0-17years at risk of experiencing adult mental health, domestic violence, alcohol/substance abuse in LBS is 229.5 per 1000 placing it as one of the highest risk rates in the country.
The modelled prevalence of children 0-17y at risk of ALL of above factors is given as 12.9 per 1000 again one of the highest rates in the country.

Intended outcomes in 5 years’ time
1.

2.

Young People are able to access holistic services which are structured
around need rather than age

Southwark system can demonstrate seamless, system wide collaboration in
a joined-up vision and clear, sustainable investment through transparent
decision making and collective accountability

Families are able to access support for their mental health and wellbeing in a
way that supports improved family outcomes

Resilient and representative groups able to improve service users
experience

Improved connectivity and pathways between SEL commissioned services
and local services to increase uptake

Improve the mental health and wellbeing of families, children and young
people, ensuring 100% of children and young people who need support can
access emotional wellbeing or mental health services

Keep children and young people safe through early identification and support
for families at risk of adverse childhood experiences
Each neighbourhood in Southwark has a local integrated child health team
that meets the holistic needs of children, including their mental health

Actions
for
23/24

» A pilot to test the dedicated and regular support to child health teams, from CAMHS staff
* Improving equality of access and reducing waiting lists

» Supporting 16-25 year olds to access the right support

* Improving parental mental health to keep families strong

» Support for Southwark schools — universal and targeted offer for pupils, staff and

» Supporting children responding to trauma and distress and crisis stepdown
» Supporting the emotional and mental wellbeing of young offenders (including

» Develop a seamless pathway for children and young people with eating disorders
» Ensure that the mental health needs of those attending Accident and Emergency are

* Improving the responsiveness of perinatal mental health support
* Increasing the number of mental health support teams in schools

How we will secure delivery

parents

prevention)

better met

Actions
for

24/25

y

Waiting list reduction continues with the following actions:
o October 24 — no longer than 36 week wait
o April 25 — no longer than 30 week wait
Identify opportunities to strengthen how data on adverse childhood experiences is
shared between relevant services.




Strategic priority:

Start Well — Children & Young people’s mental health (1 of 2)

Ambition:

Fewer children and young people are affected by poor mental health

Five-year vision statement

Our aim is for all children, young people and families in Southwark to have the support needed to be mentally and emotionally healthy. This includes being empowered to
know how we can help ourselves. Where more help is needed, children, young people and families have a choice of support, provided by someone families can trust, in a
suitable environment which is welcoming, safe, without discrimination and easy to access.

Core Inputs and activity

Development of an iThrive and preventative
system approach to children's mental
health and wellbeing including a new Single
Point of Access and Schools offer.

Resident health & wellbeing outcomes

Improved knowledge and understanding from practitioners and
schools on supporting children's mental health and wellbeing.

As part of a single point of access

Improved referral triage decision making
Improved and more timely access to CYPMH services

Partnership Impact indicators

New Single Point of Access pathways co-
developed with children and young people
and professionals.

New online digital single point of access for
access to mental health and wellbeing
resources and support.

Co-ordinated mental health offer for
Southwark schools

Core delivery partners

SLaM NHS Foundation
Trust

London Borough of
Southwark

SEL Integrated Care
Board

Voluntary and community
sector partners

Schools

Continued delivery of the following
initiatives:
Kooth digital mental health platform for
CYP
Nest Open Access
Fantastic Fred — interactive MH
performance within 11 primary schools
PACT community led support service to
improve parental mental health
Mental Health Support Teams in
Schools (36 schools by end of 24/25)
Develop and implement a person-
centred model for community mental
health, based on primary care networks
and neighbourhoods, in which primary
care, secondary care VCSE
organisations and local authority staff
work together to deliver practitioners to
be embedded in communities and
neighbourhoods through Be Well hubs.

Improved support for mental health and wellbeing needs for
children being supported by Children’s Services.

Improved early intervention support for children and young
people preventing potential escalation to specialist mental health
provision.

Improved MH/ADHD service transition to adult

Improving parental mental health to keep families strong
Support for Southwark Schools, universal and targeted offer for
pupils, staff and parents

Improving the responsiveness of perinatal mental health support

Development of new Integrated Clinical
Health Team structure

New Integrated Clinical Health Team posts
fully recruited

SLaM NHS Foundation
Trust

London Borough of
Southwark

SEL Integrated Care
Board

More timely and specialist child and adolescent mental health
assessment and support

Reduce assessment waits to eliminate:

over 52 week by October '23 and 44 week wait by April '24.
October 24 no longer than 36 week wait

April 25 no longer than 30 week wait

April 26 consistent delivery of all care within 18 weeks
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Recruitment of additional staffing capacity
to reduce assessment times in 23/24.
52 week wait reduction:
1xWTEB7 - 0.5 WTE B6
44 week reduction:
1xXxWTEB7-1xWTEB4-1x
WTE B7, 0.5 WTE B7
Reduction in waiting times for specialist
child and adolescent mental health
services

SLaM NHS Foundation
Trust

SEL Integrated Care
Board




Strategic priority:

Start Well — Children & Young people’s mental health (2 of 2)

Ambition:

Core Inputs and activity

Each neighbourhood in Southwark has an integrated
local child health team, who have:

a weekly triage meeting,

a monthly in-reach clinic

a monthly MDT

18-20% of referrals were for mental health or
functional presentations.

In response approaches are to be piloted to
increase MH input to the child health teams, to
better meet the needs of these children

Fewer children and young people are affected by poor mental health

Five-year vision statement

Resident health & wellbeing outcomes

Children’s Mental health needs are met in a timely way
with the recommended right evidenced based treatment

Bolstering the Child health team with integrated MH
expertise from SLaM CAMHS to form a holistic offer
and pathways for treatment and support

GP’s, Paediatricians and Health visitors have said
they would like to learn more about Psychiatric
support for children through:

. Case reviews
. Guidance on referral process and how to refer
effectively

. How to manage children in primary care who
are on the waiting list for CAMHS - safety plans
and practical advice.

. More MH worker involvement in
neighbourhoods

Feeling supported through the process and whilst waiting
for some assessments and treatments

Feeling like you are working with one team and not
having to tell your story more than once

Building relationships and trust with practitioners in a
neighbourhood.
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Partnership Impact indicators

Measurement of impact on
health inequalities

MH outcomes

Measuring demand — assuming
high levels for pilot
Patient/family reported outcomes
MDT learning and growth in
expertise and confidence to
manage children’s MH needs
Monitor demand an capacity in
CAMHS as a by product of the
Primary care enhanced service

Our aim is for all children, young people and families in Southwark to have the support needed to be mentally and emotionally healthy. This includes being empowered to
know how we can help ourselves. Where more help is needed, children, young people and families have a choice of support, provided by someone families can trust, in a
suitable environment which is welcoming, safe, without discrimination and easy to access.

Core delivery partners

+ Child health teams, including
GP

* CAMHS Psychiatrist (SLaM)

+ B7 CAMHS Practitioner

* GSTT - Programme manager

* Health visiting

+ Children's community Nursing

* Therapists

Physiotherapists, SALT,

Occupational Therapists)




Working Age Adults

The Prevention Concordat for Better Mental Health provides a frame and focus for our cross sector plan and is underpinned by an understanding that taking a prevention-focused approach
to improving the public’s mental health has been shown to make a valuable contribution to achieving a fairer and more equitable society. Working collaboratively with residents,
VCSE'’s, NHS, and local authorities, expand the provision of prevention and early intervention and community-based mental health support offers for adults through both
statutory and non-statutory organisations, and across health and care services.

Intended outcomes in 5 years’ time

Each neighbourhood in Southwark to have a fully
established integrated community mental health teams
bringing together health and social care and VCSE
providers

Contacts through community mental health to have
increased 5% on average every year, with contacts
representing the demographics and need of the local
population

Reduction in the inequality of service users’ access,
experience and outcomes around CMH services. In
particular, Southwark’s Black, Asian and minority ethnic
communities and other groups that have previously been
underserved

Care is continuous: service users have an ‘easy in, easy
out’ experience when stepped up/down between primary
and secondary care and vice versa

Mental health care is largely preventative and reduces the
number of residents experiencing a mental health crisis
Links with the VCSE are improved, service-users are able
to get support with wider issues such as housing
Improved mental and physical health and reduction in
mortality, particularly among residents with SMI

How we will secure delivery

)

Actions
for
23/24

Actions
for
24/25

Delivery of year 3 of the adult community mental health transformation programme:

Embed service user and carer involvement into service design and review across the system e.g..
through the launch of a Service Users Network

Neighbourhood team structures designed, tested and implemented, incorporating multi-disciplinary
teams and capitalising on the combined resource of MH professionals across primary care,
secondary care and local VCSE professionals

Review of referral processes between CMH services and secondary care with a view to streamline
and reduce rates of unsuccessful referrals. Work with service users and residents with lived
experience to ensure simple points of access across the system from other professionals and self-
referrals

Develop improved relationships and systems for SMI health checks to take place with the most
appropriate health care team

Finalise a proposal to measure outcomes across the system using the national outcomes
framework metrics and existing system measures

Link with CYP Emotional, Wellbeing & Mental Health Steering and Delivery Groups to join up work
around young people’s transition from CAMHS to adult services

Current funding until end of March 2024

ADHD - understand needs of this population, current mapping of services, consider local solutions
for assessment and ongoing management. Develop guidelines for the community

MH practitioners to be embedded in communities and neighbourhoods through Be Well Hubs
Complete system-wide scoping activity to identify opportunities to integrate mental health in all
policies, to improve the social determinants of poor mental health




Strategic priority:

Ambition:

Five-year vision statement

The London Borough of Southwark are improving mental health and wellbeing by working across these key areas: Primary care and community-based support,
Primary/Secondary care interface, developing our core offer for SMI. We are collaborating with service users, carers and the voluntary sector to tackle mental health stigma
and discrimination towards more personalised services; ensuring that there are effective mental health services available when and where needed with focus on there being
‘no wrong door’. Performance measures are being developed for specific recommendations within the Transformation Delivery Group Plan against our National Roadmap.

Core inputs and activity

Resident health & wellbeing outcomes

Partnership impact indicators

Core delivery partners

Develop a diverse and personalised range of
interventions to people experiencing mental
health problems within the community setting
considering psychological, physical, and
social needs — including partnerships with
Primary Care Networks, IPS employment,
Shared Lives, Southwark Wellbeing Hub,
MIND and Black Thrive

Reduced average length of engagement as people
are supported to quickly move through the service
having received the input they need

Reduced escalation of mental health problems as a
result of unaddressed issues such as debt, housing,
drug/alcohol use, unemployment and social
isolation

Increased self-management skills for people with
mental health problems

Ensure there is active monitoring of the vital 5 risk
factors when residents engage with our services

Reduction in hospital admissions

Delivery of first contact with 28 days for adult
community mental health services currently at 87%
but with these actions to achieve 95% by 2024.
Reduction in presentations to A&E of service users
known to mental health services
Workstream/pathway outcomes to be measured
against National Roadmap

Increased use of Wellbeing Hub and Mental Health
Practitioners

SLaM Trust

Southwark Local Authority
Southwark ICB

Primary Care Networks
VCSE - Mind & Black Thrive
Public Health

Southwark Wellbeing Hub
Kings/GSTT

Work with people with lived experience to
develop effective communications and
engagement to help tackle stigma and
provide a sense of belonging to a community
of people with similar experiences

Increased connectivity with local communities and
services, better self-management skills for people
with mental health problems

Reduced health inequalities, in particular, for people
from our black and minority ethnic communities

Increased engagement in community resources and
activities including via self-directed support
Decreased Community Mental Health Team
caseloads to achieve target 24 cases per staff
member

PCREF data/governance and patient/carer feedback

SLaM Trust

VCSE - Mind & Black Thrive
Southwark ICB

Southwark Wellbeing Hub
Southwark Local Authority
Police

Neighbourhood working. Build relationships
between Primary and Secondary Care to
continue to develop services in the
community and hospitals, including talking
therapies, to provide the right level of care for
people with common or severe mental
illnesses. Development and implementation
of evidenced based clinical care pathways

Residents are supported to receive the right care
and the right time, in the right place’ thus improving
patient experience

Better mental health outcomes

Increased availability of evidenced based treatment
and intervention

Wellbeing Hub neighbourhood outreach support
workers pilot providing additional 1:1 support to
residents

Reduction in the number of delayed transfer of care
patients by 20% by 2024

A reduction in referral rates into mental health
services

Reduction in waits to access support capped at 28
days by 2024 from 87% to 95%

SLaM Trust

Primary Care Networks
Southwark ICB

ICS

Southwark Local Authority
VCSE - Mind & Black Thrive
Public Health




Working Age Adults

We know that focusing on prevention and early detection in these five areas is an effective way of improving outcomes for our population. Our plan has included the Vital 5 as we know that
identifying, recording, and sharing the Vital 5 data between all relevant partners and our patients, and acting on the results across our population, would make the biggest difference to

people’s health and wellbeing and to the sustainability of health and social care. The starting focus of the Live Well programme is hypertension as this cuts across and impacts all the other
Vital 5 areas and is also one of the five clinical areas within the Core20Plus5. Hypertension is the most important risk factor for premature cardiovascular disease, being more common than
smoking, dyslipidaemia, and diabetes and accounting for an estimated 54% of all strokes and 47% of all ischemic heart disease events globally. Evidence also suggests there are significant
numbers of residents with undiagnosed hypertension. Our aim is to ensure residents have the best possible blood pressure, and 80% of those with high blood pressure are detected and
treated to recommended guidelines, in line with the national ambition.

How we will secure delivery

Intended outcomes in 5 years' time

Actions
for
23/24

Actions
for
24/25

Lead the aims and objectives of the vital 5 programme within the Live Well workstream and ensure alignment
at borough level with SEL Vital 5 programme

Incorporate awareness and screening of the Vital 5 in the public health promotion and campaign

Conduct a review of local intelligence regarding the prevalence and management of hypertension including
transfer of information between organisations and analysis on health inequalities across Southwark identifying
future opportunities and actions

Extending screening of the Vital 5 to other healthcare groups

Establish how to better target existing incentive schemes to improve data recording of Vital 5 in underserved
groups

Develop pathways that mean hypertension data collection can be translated into meaningful interventions that
lead to better outcomes

Evaluation of digital health kiosks in the community, also map intervention pathways from the mobile van
approach, also targeted test and learn activity within primary care for hypertension

Increase uptake of NHS health checks by those with greater risks along with risk reduction interventions
Extend the Community Health Ambassadors programme, empowering more people to increase update of
vaccinations, cancer screenings and health improvement opportunities in their communities, focusing on areas
with poorer health and higher levels of deprivation.

Conduct an equivalent review approach for the other Vital 5 areas (smoking, alcohol intake, mental health,
obesity) once work on hyper-tension begins to advance, building on the iterative and developmental model of
working

Building on previous year’s work, lessons learnt and round up

Use the Population Health Management contract to encourage general practice to deliver the Vital 5

Working with Council leisure services to utilise space in health environments to encourage residents to
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Southwark system in collaboration with SEL providing a seamless,
system wide approach to a joined-up approach to delivery to screening
and interventions, risk factor documentation and communication
between services.

Local ambition:

* All residents in Southwark to be aware of what the Vital 5 is, and
what their own measurements are

* A minimum of 50% of NHS Health Checks are undertaken by
residents from Black, Asian and other ethnic minority backgrounds

* Fully embedded “Making Every Contact Count” approach to
maximise interactions with patients across health and care system

« To provide culturally sensitive services for residents, offering easily
accessible and exciting options for improving individual and family
health

National ambitions:

+ 80% of the expected number of people with high BP are diagnosed
by 2029

+ 80% of the total number of people diagnosed with high BP are
treated to target as per NICE guidelines by 2029



Strategic priority:

Ambition:

Five-year vision statement

Through the areas of focus that have been proposed, our aim in Southwark is to ensure residents are able to lead the healthiest and longest life possible. The Vital 5
programme will enable residents to know their Vital 5 status through accessible screening, having access to pathways of care and intervention that proactively meets their
needs, reducing variation and inequity.

Core inputs and activity

Resident health & wellbeing outcomes

Partnership impact indicators

Core delivery
partners

Develop a range of opportunities to
strengthen the Vital 5 programme
including improved data recording,
engagement and interventions

Complete a mapping exercise that
identifies the current pathway,
opportunities and challenges for
the Vital 5 across Southwark with a
focus on reducing health
inequalities

Carry out a review of all tier 2
weight management services
commissioned at place by Public
Health and the Health Populations
team with a view to pooling
budgets and commissioning new,
culturally appropriate services for
24/25

Working with Council leisure
services to utilise space in health
environments to encourage
residents to take up free gym and
swim offer available

Option to attend alternative locations to primary
care to have Vital 5 screening completed
including out of hours locations

Access to pathways of care and interventions
that proactively meet their needs, reducing
variation and inequity

Reduced health inequalities particularly for
people from our black and Latin American
communities

Better health outcomes
Better communication between services and
sharing of Vital 5 measurements thus improving

patient experience and confidence in services

Residents feel enabled to self manage their
health and stay well

Residents at risk of deteriorating ill health are
identified earlier

Reduced stigma to mental health and improved
patient experience

Reduction in respiratory diseases, liver transplants, diabetes, renal
dialysis, amputations and other comorbidities associated with
obesity, high alcohol intake and smoking

Reduction in the prevalence of hypertension and associated CVD
Increased detection and control of hypertension.

Increased number of people with known hypertension whose target
blood pressure is achieved and maintained

Improved mental and physical health outcomes through improved
self-management and treatment adherence

Improved and timely identification of co-morbid depression/anxiety
Increased publicity and engagement in community resources and
activities

Improved access to care pathways to prevent and manage Vital 5
related conditions

Increase in the number of locations available for people to complete

their Vital 5 screening

Improved collection and sharing of Vital 5 data across all services.
A whole system pathway developed in conjunction with SEL/KHP
Vital 5 programme to allow results to be acted on appropriately, the
person supported, and data flows implemented to support the
programme

Standardised pathway and tools for recording and sharing of the
Vital 5 measures with patients and professionals across primary,
community and secondary care

Pooled budget arrangements for healthy weights

Increased uptake in free gym and swim offer
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Led by Partnership

Southwark programme

feam

Core Live Well team

members from

Primary care

London Borough of
Southwark

SEL Integrated Care
Board - Southwark
SLaM NHS Foundation
Trust

GSTT

Community & Vol
Sector Partners (e.g..
ITAV, Bede House)

In collaboration with
SEL/KHP Vital 5 Delivery
Group




Strategic priority:

Ambition:

Five-year vision statement

Through the areas of focus that have been proposed, our aim in Southwark is to ensure residents are able to lead the healthiest and longest life possible. The Vital 5
programme will enable residents to know their Vital 5 status through accessible screening, having access to pathways of care and intervention that proactively meets their

needs, reducing variation and inequity.

Inputs and activity

Resident health & wellbeing
outcomes

Partnership impact indicators

Core delivery
partners

* Roll out our community
outreach and early prevention
initiatives such as our
‘community outreach’ to
promote awareness of the Vital
5, offer screening, health and
wellbeing information and
signpost to interventions and
support services with a focus
on reaching those with higher
risk of poor health

Increased self-management skills for
people experiencing long term conditions

Reduced health inequalities and in
particular for people from our black and
Latin American communities

Improve access to services to support
good health, well-being and connection for
local residents

Empower residents and communities to
choose healthy behaviors and make
changes that reduce the risk of developing
chronic diseases and other morbidities

Increase the number of residents completing a Vital 5
screen by engaging directly with residents

Deliver 24 community events with the Vital 5 offer and
information as a key component for each event

Improve access to services for inclusion health groups, in
line with the Core20 PLUSS approach

Engagement with a wider range of stakeholders and
partners to inform and co-produce the outreach programme
delivery

Tangible feedback from residents regarding their
experiences

London Borough of
Southwark

SEL Integrated Care
Board — Southwark

Primary care
Healthwatch

Community & Vol
Sector Partners

Providers

’
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Age Well & Being Cared for Well | Frailty (incl. Falls)

Identifying people who are living with frailty offers an important opportunity to identify those people who are at the greatest risk of deterioration in
their health and wellbeing and ability to live independently. The early recognition and timely management of frailty syndrome is vital. There are
interventions that can improve independence and the quality of life for people living with frailty. Whilst recognising much work is underway to
manage frailty, we don’t have a recognised frailty strategy and integrated pathway and approach in Southwark. This frailty programme for older
adults has interdependencies with Virtual wards and links with the lower limb wound care programme.

Scope other Local strategies and approaches in SEL to learn about what is working well Southwark system is operating in accordance with our agreed
and where there may be gaps and opportunities strategy, with a common understanding of what frailty means
Set up a task and finish group to review findings and best evidence and scope Those with frailty are supported and cared for at home (link to
Southwark to understand our local system at place - Present findings to Del Executive virtual wards, rehab and Reablement services)

as to what is being proposed/recommended by Well Collaboratives - a case for change — A reduction in falls rates in all settings — a training offer in
Draft a business case as per direction by Del Executive place from an MDT perspective

Develop an integrated strategy — including digital interoperability Aligning with Care Well around the Health Innovation Network
Deliver education and training on falls risks and availability of local services for initiative to deliver bespoke Leadership Support programme to
community healthcare, social care and primary care workers care home managers across South London

Develop an inclusive apprenticeship programme within the social care workforce, Carers are recognised as part of the core team, kept informed
focusing on staff who have the ambition to join the registered workforce and may have A digital solution explored as part of the strategy

been excluded from traditional university routes. Effective information sharing and data capture to compliment
Implementation of Workforce Race Equality Standard in Adult Social Care as an early an outcomes framework which measures the effectiveness of
adopter local authority the integrated strategy and quality of individualised care

Commissioning and delivery response in line with above

The creation of an accessible and holistic pathway to avoid hospital admission when clinically appropriate

A “pull” pathway out of hospital so post-acute care does not happen in an acute hospital - neighbourhoods

Agree an approach to sharing information effectively across agencies and within neighbourhoods around an individual’s care and support needs
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This priority brings together key agencies with a role in improving health and wellbeing in Southwark, who will jointly develop a model which aligns to delivering our neighbourhood approach. The
opportunities to deliver better outcomes for Southwark residents will be optimised through strengthening joined up care, exploring where care can be delivering at a neighbourhood level and
strengthening how we involve local people in planning and delivery of our work.

Build on what is already working well.
Working with colleagues across SEL and
in Southwark to understand good practice
around integrated frailty pathways and
develop recommendations for piloting an
approach/neighbourhood pathway locally,
linked to the local falls work.

Gain consensus as to a starting point
for the model with clear definitions and
understanding as to what we mean by
frailty and where the assessment
points are and tools to support
practice

Provide holistic care to our population
bridging the gap between primary,
secondary care, social care and wider
community and voluntary sector offers
Address longer-term care planning
with people that is person centred and
promotes activity and independence
within their functional limits — building
resilience

Provide a first point of contact for
people experiencing a rapid
deterioration or crisis

People don’t have to tell their story more than once and the
physical, psychological, spiritual and cultural needs of
people are incorporated into the holistic and person-centred
assessment and care plan

Accessible care co-ordination: Referrals to other
organisations are simple transfers that support health and
wellbeing in a prompt and person-centred way

Reduced A& E attendances/crisis and number of
attendances per individual — data to be sourced

people can be supported at home by various members of
the virtual ward team/community services

Staying well and independent with optimum resilience to
remain active and enjoy meaningful activities

A meaningful impact on independence, enabling people to
live and die well as part of a community

Increased specialist advice & support available to enable
people to make choices about their care

People have access to meaningful activity and are able to
feel well and active for as long as possible

A reduction in hospital attendances and admissions
(particularly for >1 day), reducing the risks of protracted
periods of recovery

A meaningful increase in the wellbeing of patients receiving
multi-factorial frailty support

Enabling patients to die in their usual place of residence,
where this is their preferred place of death

Joint planning and closer collaboration with Live Well
Supporting GP practices and primary care to deliver
alongside existing workforce - bringing service closer
together

A model of care which prevents deterioration and restore
health and independence where possible and at earliest
point

Provide rationalisation of medicines and correct
usage/procedures

Social prescribing activity

Falls referrals and reduced attendance to A&E and
admissions

Reduced fractured NoF

Digital opportunities optimised and increased to prevent falls
and monitor — via Telecare

Shared assessment information and data to support
outcome measurement holistically rather than episodically
Delivering capacity for patients simultaneously by the virtual
wards in Southwark

Reducing ED attendances and admissions (compared to the
6 months pre-intervention) for frailty MDT

Reduction in the median length of stay at GSTT and Kings
on frailty wards

Admissions avoided due to referrals to alternative care
pathways

Led by Partnership
Southwark programme
team

Core lower limb wound care
team members from

London Borough of
Southwark

Southwark ICB
Community & Voluntary
Sector Partners e.g.. Link
Age & Southwark Carers
GSTT

Kings

SLaM

Primary care

Medicines Optimisation
team

Providers, incl hospice,
care home, home care
Comms and Engagement
Quality

Hospice care

Telecare service

Co-design, development and delivery
of community-based support model for
those with care and support needs
and their carers

Service is designed in partnership and therefore it is more
meaningful in meeting broder needs that support the
prevention agenda

Choice and control and a partner in the care they receive
and where they receive it

Work with carers strategy group - Support and education for
carers undertaken ( formal and informal)

Aligning with other priorities within Age and Care Well
including falls and dementia

As above

Carers’ strategy group




Age Well & Being Cared for Well | Lower Limb Wound Care

This project will design a new, holistic service model to transform lower limb wound care, including faster healing of wounds, improved quality of life for patients, reduced likelihood of wound
recurrence, more effective use of health & care resources. Opportunities will be sought to improve the quality of chronic wound care through innovative solutions that will improve wound
healing, prevent harm, increase productivity of staff, and produce financial savings in line with the requirements of the recent NHS Long Term Plan. The project will bring together key
agencies with a role in improving health in Southwark, who will jointly develop a model by a partnership approach, which aligns to development of our neighbourhood approach and align to
our approach to frailty. The opportunities to deliver better outcomes for Southwark residents will be optimised through strengthening joined up care, exploring where care can be delivered at
a neighbourhood level and strengthening how we involve local people in delivery of our work. By bringing NHS, council and voluntary and community organisations together, we can define
the shared outcomes we want for our population and ensure the right leadership, accountability and oversight to support our work.

Set up multi-agency Task & Finish Group to build on the initial project work carried out in Age well
Identify spend on staffing and prescribing across the system

Desk top review of intelligence & data gathered to date from numerous sources

Stakeholder engagement with all relevant parties

Work with an external provider to carry out a deep dive needs analysis of wound care delivery in the
borough and agree parameters and methodology with the group and wider ICB partners

Test case examples to design a proposed integrated model - across health and social care and
focuses on early identification — assessment — treatment — maintenance/further prevention

Develop business case in 2 phased approach i) model development ii) analysis element
stakeholder engagement activity with wider stakeholders, including carers forums and patients to test
out initial thinking

Develop the signposting to Ageing Well Southwark to ensure that a greater number of

carers know how to access support

Support model of social prescribing that helps to connect local residents to relevant services that can tackle
loneliness and social isolation, focusing on factors associated with severe loneliness

Set out how budgets can be aligned and or pooled under the Health and Care Plan

Establish a new approach to embedding community voices in shaping and implementing health and care
priorities

Further aligning programmes to build on the connections that are already happening across
projects/programmes in Age Well - frailty/falls/hospital admissions/discharge/wellbeing

Strategic planning and closer collaboration with Live and Care Well

Working with PS delivery Executive to support development, as appropriate

Enhanced focus on communities and neighbourhoods with poorer health to ensure better uptake of
prevention and services to manage long-term conditions

Overall increase in quality of leg ulcer care delivery

Reductions in no. of unscheduled hospital attendances for routine leg ulcer care
Reduction in clinic wait times

Number of patients being seen by social prescribers or accessing/being referred
to additional preventative/support services

Improved use of technology for research & reporting

Improved outcomes for people with leg ulcers and decrease recurrence rates
and increase healing rates

Better awareness among patients and carers of risk reduction for leg ulcers
Better access to specialist wound care in the community

Improved patient experience and satisfaction

Better coordination of care & patient outcomes

Increase in staff skills and knowledge around leg ulcer treatment, with clear
career pathway progression

Increased productivity of staff and job satisfaction

Less frustration & improved work satisfaction as currently unable to provide
adequate care

Release of non-specialist staff time




Age Well & Being Cared for Well

To develop a holistic service model which will transform lower limb wound care, including faster healing of wounds, improved quality
of life for patients, reduced likelihood of wound recurrence, more effective use of health & care resources.

This priority brings together key agencies with a role in improving health in Southwark, who will jointly develop a model by a partnership approach, which aligns to development of our neighbourhood approach.
The opportunities to deliver better outcomes for Southwark residents will be optimised through strengthening joined up care, exploring where care can be delivered at a neighbourhood level and strengthening

how we involve local people in delivery of our work.

Design a new service model to radically improve:

+ the quality of life of older people, engagement in
activities that may otherwise have been
compromised due to pain and reduced mobility
holistic person-centred approaches, with an
opportunity for service users to codesign a model
innovative solutions that will improve wound
healing and prevent harm
increased productivity of staff and job satisfaction
integration of existing pathways and practice
between health, care and the voluntary &
community sector
financial savings in line with the requirement of
the recent NHS Long Term Plan
potential joint working with diabetes clinics
Appointment data shows Black or Black British
Caribbean patients, will have more overall
appointments than other ethnicities, potentially
demonstrating delayed or longer healing rates in
these patient populations

People receive a timely, holistic assessment via a
single point of referral into a multiagency hub
Moves away from being an entirely medical model
lens to a holistic health care and broader social
model which acknowledges social activities and
leisure

Healing rates are predominantly affected by good
initial assessment (14 days) including doppler
(blood flow ultrasound), followed by appropriate
compression therapy applied by a trained clinician.
An aim of the proposed model is to ensure both of
these whether within a hub setting, by
neighbourhood nursing or in a care home etc.
Health and wellbeing of patients are foremost in
service delivery, encompassing links with drug and
alcohol services and mental health support all
available in one place, meaning less travel and
separate appointments for patients

Linked to a prevention pathway which takes in
consideration meaningful activity that is culturally
relevant

National target = % of patients with a lower leg ulcer receiving
initial full assessment within 14 days of initial presentation.
Current position is 28 days for neighbourhood nursing and 47
days for Tissue Viability Nurse

Developing a system to record healing rates to enable an
accurate healing rate to measure against the national target
and then identify options to address any slippage

National target = % of people diagnosed with venous leg
ulceration healed within 12 weeks of initial presentation.
Current position is 22.5 weeks for clinic via a proxy Length of
Stay (LoS) measurement and 31.4 weeks for housebound LoS
E-Learning will be available and the hub will become the
practical training space for all clinicians

Increased utilisation of social prescribing within new service
model facilitating holistic, person centred assessment and
interventions helping to address the wider social determinants
of health (including mental health, food banks, housing support
and other advice and support for patients & carers) — based on
previous year

Monitoring and reviewing the prescribing of wound dressings
to identify trends in ordering and reduce waste in bulk ordering

Led by Partnership
Southwark programme
team

Core lower limb wound
care team members from

London Borough of
Southwark
Southwark ICB
Community &
Voluntary Sector
Partners e.g.. Link Age
& Southwark Carers
GSTT

Primary care
Medicines
Optimisation team

Co-design, development and delivery of
community-based support models for those with
care and support needs and their carers

Improved offer including choice and control over
the care they receive and where they receive it
Offering a hub model providing single point of
referral to community service and offering holistic
well-being support

Carer able to support with low level wound care
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Health and Care Plan - draft metrics scorecard - illustrative example of approach to be developed with all workstreams

|

Partnership Impact domain Metric Baseline Target |Performanc
2022/23 2023/24 |e 2023/24* |source
Falls - reduced attendance to A&E and admissions Emergency admissions due to falls in over 65's 1940 1843 BCF, HWB Strategy
Outcomes framework
Falls - telecare Telecare call outs for falls, where specialist lifting equipment is used tbc tbc Local measure
as an alternative intervention to an LAS call.
Admissions avoided due to referrals to community response |2 hour Urgent Community Response (UCR) first care contacts tbc tbc Operating Plan
(GSTT) - number, %
Reduced A&E attendance and admissions IAdmissions for ambulatory care sensitive conditions rate (e.g. COPD, 872 829 BCF
Diabetes)
Support at home, staying well and independent Permanent admissions to care homes (rate) 499 540 BCF
Healthy aging and timely intervention Frailty rates and Quality of life score (early detection of frailty to
intervene early and optimise function and impact)
Enabling people to live and die well as part of a community |Death in usual place of residence 30.3% tbc PHE end of life care
(SEL) profile
Carers are supported Proportion of adult carers who have found it easy to find information tbc tbc Carers survey,
and advice about support, services or benefits HWBS Outcomes
framework
Dementia diagnosis Dementia diagnosis rate for 65+ years old (recorded/ % expected) tbc tbc QOF, HWBS
Outcomes framework
Dementia care Percentage of patients diagnosed with dementia whose care plan has tbc tbc QOF
been reviewed in a face-to-face review in the preceding 12 months
Effectiveness of reablement and rehabilitation after Proportion of older people (65 and over) who were still at home 91 92% 90% BCF, HWBS
discharge days after discharge from hospital into reablement/ rehabilitation Outcomes framework
services
Discharge and Community rehabilitation: Length of Stay in |% of patients with a Length Of Stay of 21+ Days 6.6% tbc ICB Bl team/ NHSE
hospital
Polypharmacy: Identify and undertake patient centred Show ANY reduction in % of patients 65 years and over, prescribed
medication reviews that include Shared Decision Making 10 or more unique medicines. Prescription data for Quarter 4 23/24
(SDM) in patients 65 years and over, and prescribed 10 or |vs. Q3 22/23 (baseline)
more medicines ghbourhoods|and ethnicity where possible

*Note: metrics to z1|ign with nei




Risks, issues and opportunities (1 of 2)

. Risks/Issues Opportunities and Mitigations

Workforce Reduced ability to recruit, retain and support  Respond to national NHS workforce strategy — opportunities with new roles, potential
staff. cross organisational arrangements, bringing resources together.
Build on existing apprenticeships, creative role design/incl. non registered roles.
Partnership recruitment approach and potentially campaign to attract new employees,
Joint training arrangements where beneficial to delivery, interdisciplinary
training/development opportunities, strong, supportive leadership & teams.

Data & intelligence Insufficient or poor-quality data results in an Invest in how we collect and record data to improve the richness of our data, making
inability to track the progress and evaluate information more timely, accurate and complete.

our interventions and impact. Incomplete, Building on existing relationships between the analytical teams across the

outdated, or inaccurate data hinders the partnership.

effectiveness of our decision-making and Develop an assurance mechanism to review, monitor and evaluate progress and to
analysis. enable scrutiny of the validity of data quality and intelligence.

Build into our governance process the mechanism to periodically review the plan and
to adjust, improve, and refine how we monitor delivery and adjust performance
indicators as data quality improves.

3 Outcomes & Evaluation Ensure there is a framework for each Optimise partnership resources and links with SEL expertise.
programme — to assess the progress in the Work to develop system level approaches (potentially with Cordis Bright).
outcomes that the program is to address Clinical Care & Professional Leads to support through links and contacts.
(e.g. effectiveness, efficiency, impact, Make a clear distinction between what we need for broader partnership working and
sustainability). requirements for the Health & Care Plan.

System-wide Demand Demand on the health and care system PSDE to review system pressures regularly and consistently, alongside

impacts Partnership Southwark to the extent | transformation work, and encourage operational information sharing and solution-
that it constrains partner ability to prioritise focused partnership working.

transformational delivery. PSSB kept informed, with escalations where appropriate.
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5 Resources and expertise
to ensure co-production

Financial pressures

Adequate resources , skills and expertise to
lead programmes that build trust through
use of Asset Based Community.
Development or strength based approaches
- focus on assets, opportunities and see
people as citizens and co-producers rather
than seeing them as clients.

Partnership Southwark partner organisations
need to make financial savings and/or face
significant budget pressures.

Risks, issues and opportunities (2 of 2)

The Board demonstrates the appetite for this approach, recognising the additional
time implications.

Invests in co-production and this sits at the centre of how the health and care system
learns and embeds change in Southwark.

Partner organisations continue to provide a stable financial environment that supports
improvement and investment in healthcare and outcomes. The commitment to
financial sustainability will be vital to ensuring a robust and effective delivering of core
responsibilities, secured through approaches that demonstrably improve productivity,
efficiency, and value through making the best possible use of funding available.

7 Lack of enabling factors

Changes to national
priorities / political
landscape

In developing our plan, we have reflected on
and agreed the ways we need to work and
what conditions we need to succeed. If
these enabling factors are not present, this
will impact our ability to meet our outcomes.

Legislative changes or changes in national
priorities impacts upon local priorities.

Local elections dictate changes to local
context and position.

Ensure existing working groups are aligned to and delivering on our Enablers. Where
our Enablers need dedicated improvement, we will bring together the right people to
do this. We will pay attention to the Enablers in the same way we do our outcomes
and build oversight of these enablers into our governance and ways of working.

Ensure Partnership Southwark periodically review the plan and to adjust, improve,
and refine as necessary so that the plan continues to be fit for purpose. Formally
review the plan annually and propose changes to be agreed by the Partnership
Southwark Strategic Board.
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Title: Delivery Plan for Recovering Access to Primary Care

Meeting Date: 6 July 2023

Kate Kavanagh & Nancy Kuchemann

Executive Lead: Martin Wilkinson

Update/. X
To inform the Board of the NHS England Information
Purpose of paper: Delivery Plan for Recovering Access to Discussion X

Primary Care’ and the move to integrated
neighbourhood working.

Decision

In May 2022 NHS England (NHSE) published a report following the stocktake of
primary care and integrated care systems led by Dr Claire Fuller. It made a series
of recommendations for local and national leaders and articulated important ideas
about the future of urgent care and the further development of neighbourhood
teams.

The report set out the roadmap for using three key enablers of change i.e.
workforce, estates and data, ICBs to support Primary Care at place by:-

1. Streamlining access to care and advice for people who get ill but only
use health services infrequently, providing them with much more choice
about how they access care and ensuring care is always available in their
community when they need it

2. Providing more proactive, personalised care with support from a

Summary of multidisciplinary team of professionals to people with more complex

main points: needs, including, but not limited to, those with multiple long-term conditions

3. Helping people to stay well for longer as part of a more ambitious and
joined-up approach to prevention.

The Fuller Report highlighted the need for primary to be at the heart of local and
national priorities. However, as of May this year, NHSE have stated that before the
wider reforms necessary to achieve this vision can be delivered, systems need to
work together to take the pressure off general practice and tackle the ‘8am rush’,
making it quicker and easier for patients to get the help they need from primary
care.

This ambition was clearly articulated in NHSE’s ‘Delivery Plan for Recovering
Access to Primary Care’ (May 2023). This guidance set out a wide range of actions
requiring collaboration between Integrated Care Boards (ICBs), Primary Care
Networks (PCNs) and GP practices. The following priorities were highlighted:-

Chairs: Dr Nancy Kichemann and Clir Evelyn Akoto Place Executive Lead: James Lowell
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Empowering patients by rolling out tools they can use to manage their own health
and invest up to £645 million over two years to expand services offered by
community pharmacy.

1. Enable patients in over 90% of practices to see their records and practice
messages, book appointments and order repeat prescriptions using the
NHS App by March 2024.

2. Ensure integrated care boards (ICBs) expand self-referral pathways by
September 2023, as set out in the 2023/24 Operational Planning Guidance.

3. Expand pharmacy oral contraception (OC) and blood pressure (BP)
services this year, to increase access and convenience for millions of
patients, subject to consultation.

4. Launch Pharmacy First so that by end of 2023 community pharmacies can
supply prescription-only medicines for seven common conditions. This,
together with OC and BP expansion, could save 10 million appointments in
general practice a year once scaled, subject to consultation.

Implement ‘Modern General Practice Access’ so patients know on the day how
their request will be handled, based on clinical need and continuing to respect their
preference for a call, face-to-face appointment, or online message. We are re-
targeting £240 million — for a practice still on analogue phones this could mean
~£60,000 of support over two years.

5. Support all practices on analogue lines to move to digital telephony,
including call back functionality, if they sign up by July 2023.

6. Provide all practices with the digital tools and care navigation training for
Modern General Practice Access and fund transition cover for those that
commit to adopt this approach before March 2025.

7. Deliver training and transformation support to all practices from May 2023
through a new National General Practice Improvement Programme.

Build capacity so practices can offer more appointments from more staff than ever
before.

8. Make available an extra £385 million in 2023/24 to employ 26,000 more
direct patient care staff and deliver 50 million more appointments by March
2024 (compared to 2019).

9. Further expand GP specialty training — and make it easier for newly trained
GPs who require a visa to remain in England.

10. Encourage experienced GPs to stay in practice through the pension reforms
announced in the Budget and create simpler routes back to practice for the
recently retired.

11. Change local authority planning guidance this year to raise the priority of
primary care facilities when considering how funds from new housing
developments are allocated.

Cut bureaucracy to give practice teams more time to focus on their patients’
clinical needs.

12. Reduce time spent liaising with hospitals — by requiring ICBs to report
progress on improving the interface with primary care, especially the four

Chairs: Dr Nancy Kichemann and Clir Evelyn Akoto Place Executive Lead: James Lowell
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areas we highlight from the Academy of Medical Royal Colleges report, in a
public board update this autumn.

13. Reduce requests to GPs to verify medical evidence, including by increasing
self-certification, by continuing to advance the Bureaucracy Busting
Concordat.

14. Streamline the Investment and Impact Fund (IIF) from 36 to five indicators —
retarget £246 million — and protect 25% of Quality and Outcomes
Framework (QOF) clinical indicators.

The Southwark Borough team are working closely with SEL ICB system colleagues
as well as local GP Federations, PCNs and practices to understand the current
capacity within primary care, develop local access recovery plans and to deliver a
‘Support Level Framework’ for practices, whereby all practices will be able to
access innovative tools and enhanced support to improve patient experience and
deliver ‘Modern General Practice Access'.

Potential Conflicts

n/a

of Interest
Equality Impact n/a
Financial Impact n/a
Environmental n/a
Sustainability Impact
Public Engagement n/a

O GTE I ELIG LI Other Committee
Discussion/
Engagement

Health and Scrutiny Commission report on ‘Access to
medical appointments’

The Board are asked to endorse the local approach to improving access to

Recommendation: primary care.

Chairs: Dr Nancy Kichemann and Clir Evelyn Akoto Place Executive Lead: James Lowell

Page 83 of 111 PSSB 6 July 2023



Agenda item: 4
Enclosure: 4

Partnership
Southwark

Working together to improve health and
wellbeing for the people of Southwark

Recovering Access to Primary Care
Dr Nancy Kuchemann — GP & Partnership Southwark Co-Chair
Kate Kavanagh— Associate Director for Healthy Populations
and Community Based Care

Page 84 of 111 PSSB 6 July 2023



The Southwark Health and Care Plan

/:A Whole Family Approach to giving ™ / e Maternity and first 1001 days of a child's life
Children the Best Start in life . Physicafl, menta.I and emotional health and
« Healthy employment across the wellbeing of Children and Young People
health and wellbeing economy and e Mental health.and wellbe.ing of adults
good health for working age adults * Integrated Frailty Model, incl Falls
* Early identification and support to * A Holistic and integrated health and care
stay well model for lower limb wound care
e Strong and Connected Communities I-\:\(IE:IIItbhe?:: & Local Health * The \klital 5;; pt;el\:entinglillness: H\Ill;leftlerr\‘Sion,
. . ocal Hea Smoking, healthy weight, Mental health,
e Integration of health and social care Strategy: and Care T e
5 Drive Priority Priorities \
Areas

K Work with communities as South East London * Prevention & wellbeing

partners in health and wellbeing ICPSriS;:iattizfy e Early years

CO'deSigning and CO'dEIivering ° Children and young people’s
actions to reduce inequalities mental health

Bullc.im I|sten|.ng ro.utessowe are o Adult mental health
continuously listening and . .
learning — ongoing cycles of local * Primary care and people with

\ development, where it matters _ long term conditions, e.g
Diabetes, respiratory, Cardiac

Further development of the Local Care Partnership




H&C Plan Primary Care priorities

* Patient and public feedback via GP survey, complaints and Healthwatch &
quality alerts

* Health & Care Scrutiny report — 11 recommendations to improve GP
appointment access

* Aligned to GP Federations priorities
* New GP contract and response

A

y
4 =
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What our patients and residents tell us is important




Delivery Plan for Recovering Access to Primary Care

The plan sets out two main ambitions to help resolve issues in GP services:

1. To tackle the 8:00 am rush and reduce the number of people struggling to contact their practice
2. For patients to know on the day they contact their practice how their request will be managed

The themes which underpin the plan are:

* Empowering patients

* Implementing Modern General Practice Access
* Building capacity

e Cutting bureaucracy

’
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NHS website

In 2023/24, the NHS website will expand information on local services and women’s health and refresh content to support

Empowering patients

More people will be encouraged to utilise the NHS website and the NHS App, reducing the need to contact their practice.

new parents. It will also improve the heart age and blood pressure monitoringtools.

NHS App

90% of GP practices will offer people access to the following functions:

* toview their prospective clinical records (including test results)

e order repeat prescriptions

* see messages from their practices as an alternative to text messaging

* manage routine appointments.

* From September 2023, more people will be able to self-refer for specific conditions, including:

’

community podiatry

community musculoskeletal services
audiology for older people, including hearing aid provision
weight management services

wheelchairand community equipment services.



Empowering patients cont.

Pharmacies increasing role to free up GPs time by

The extension of prescribing rights means that people will be able to get help for a broader range of conditions, including:
* sinusitis

e sore throat

e earache

* infected insect bite

* impetigo

* shingles

* uncomplicated urinarytractinfectionsin women.

Pharmacies will also have an enhanced role in helping people manage blood pressure and ongoing oral contraception for
women. NHS England will provide additional fundingto support this work.

Lifr]g_ki_ng plharmacy and GP records offers an opportunity to ensure that necessary information is shared quickly and
erriciently.
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Implementing Modern General Practice Access

£240 million to support practices and primary care networks (PCNs) to move to
digital systems and improve access to GP services. The main benefits relate to:

Queuing: GP practices will manage multiple calls, patients are notified of queue
position and wait time, and won’t ever get an engaged tone

Call-back: patients have the option to be called back when they are higher in the
queue

Call-routing: patients will be directed to the right person or team (eg a medicines
team serving the whole PCN)

Integration with clinical systems: allows practice staff to quickly identify patients and
find relevant information with less searching

’

I’ &
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Implementing Modern General Practice Access cont.

GP practices will prioritise people with the most urgent issues, regardless of when they
corlm_tact their GP team or whether they contact them in the surgery, over the phone or
online.

Continuity of care

People will be able to stay in contact with a Particular clinician, as the two way messaging
should Frowde a simple way of practices to follow-up without the need for an appointment.
This will help maintain continuity of care.

Where a follow-up appointment is necessary, this can provide a fast-track route.

The plan will increase the use of digital triage systems where people can input details of
their issues. Digital triage systems can guide them about what to do next or who they need

to see.
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NHSE Building Capacity & Cutting Bureaucracy

To build capacity, NHSE will focus on:

* larger multidisciplinary teams

* more new doctors

* retentionandreturn of experienced GPs

* higherpriority for primary care in housing developments

To cut bureaucracy, NHSE will focus on:
* The planidentifies two opportunities:
* improvingthe primary-secondary care interface

e buildingon the Bureaucracy Busting Concordat

Integrated Care Boards (ICBs) will need to tackle fourissuesin theirarea:
* Onward referrals

* Completecare (fit notes and discharge letters)

e Callandrecall

* Clearpointsof contact
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Developing Integrated neighbourhood teams

Getting started - testing new development pathways - Nursing
* Apprentice nurse associates - HCAs, reception

* Nurse associates - ANAs

* Advanced nurse practitioners

Getting started - testing new ways of delivering care - respiratory
* Remote monitoring
* Multidisciplinary team and group consultations

’
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Neighbourhood PCN Clinical Director

Neighbourhood Representative (non-clinical)

PCN Convenor

Mental Health Practitioner

Social Prescriber

Nurse Associate

Apprentice Nurse Associate

First Contact Physiotherapist

Care Coordinator

Clinical Pharmacist

wr

[ ]
Neighbourhood Workforce
Quay Health Solutions Improving Health

5

1 WTE
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Title: Community/Primary Care Training Hub Update

Meeting Date: 6 July 2023

Alisa Northall, Matthew Shimwell and Mathew Griffiths

Executive Lead: Nancy Kuchemann

Update /
To update the board on the role played by ISR
the Southwark Training hub in the context of
wider workforce planning across the
Integrated Care System

Purpose of paper: Discussion

Decision

e There is significant coordinated activity across the Integrated Care System on
workforce reflecting the key challenge that workforce presents to all partners.

e The Southwark Training Hub is the dedicated resource to support the general
practice workforce.

Sur_nmar_y of e The Training Hub supports general practice through support to training

main points: placements and fellowships, assessment of learning environment, facilitating a

multiprofessional faculty for professionals supervising learners in primary care.

The Training Hub is also developing its support Additional Roles in primary

care.

Potential Conflicts
of Interest

None

Through supporting multiple routes into working in general
practice and offering a range of learning opportunities to all

Equality Impact general practice staff, the Training Hub supports a diverse

workforce.
Financial Impact None
Environmental None
Sustainability Impact
Public Engagement None

O GTIE SHGELIGE 8 Other Committee
Discussion/
Engagement

The Southwark Training Hub Board oversees the
running of the Training Hub in Southwark

Chairs: Dr Nancy Kichemann and Clir Evelyn Akoto Place Executive Lead: James Lowell
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=Y i e Note the work of the Training Hub

Chairs: Dr Nancy Kichemann and Clir Evelyn Akoto Place Executive Lead: James Lowell
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Context

Workforce represents one of the most significant challenges for the health and care system:

* The fullest recent estimate of the NHS workforce indicated that in Q3 of 2022/23 there were 124,000
vacant posts across the NHS, equivalent to 8.9% of the workforce.

* This estimate does not include primary care. There are no centrally published statistics covering primary
care vacancies.

* According to research published by the Nuffied Trust, in social care the are an estimated 105,000
vacancies on any one day, with an approximate vacancy rate of 9.1%.

There are also substantial challenges related to people in work including resilience, making sure people have
the right skills and making sure that staff are rewarded appropriately at a time of economic instability.

Our workforce is also our greatest asset and the effective deployment of the workforce is at the heart of
transforming services to improve the outcomes of our population.

The practice of workforce includes all the activities associated with recruiting, training, rewarding, retaining
and transforming our teams.

’
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Workforce across SEL

Health Education ICS Workforce Strategy
England
NHS England @
Strategic Workforce Driving strategic fraining Promoting SEL as o Embedding a culture . Enoblir’Tg
. Planning and education great place fo work of inclusion and innovation
Skills for Care - .
wellbeing
Anchor Network
SEL Training Primarv Care Acute Mental Community Southwark Council
Hub y providers health trusts providers
Economic Wellbeing :

Borough Training Local Care Voluntary and
Hubs Partnerships Community Sector
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Southwark Training Hub
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Role and Structure

Southwark

Training Hubs are commissioned by Health Education

Training Hub England (HEE) to bring together workforce, education

Board

Operational
Lead
GP Quality Practice Nurse Practice Nurse Practice
Lead Lead LT Manager Lead

and training resources to support primary care by:

Supporting the recruitment and training of
professionals to work in primary care

Developing capacity in primary care to offer
training placements

Providing learning opportunities for existing staff

Support for general practice staff in sharing
learning and good practice.
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General Practice and General Practice Nurse Fellowship
Programme

The fellowship programmes support entry into general practice
through a two-year programme of education, mentorship and
portfolio working.

The Southwark Training Hub and General Practice in Southwark are

currently supporting ten fellows, eight GPs and two practice nurses.

For 2023/24 we have received six expressions of interest for entry
into the programme.

The Training Hub has developed a range of portfolio opportunities
across services in Southwark and neighbouring boroughs.

Care Homes Quay Health Solutions

Prison Healthcare HM Prison Brixton

Physical health in mental health settings Southwark Team for Early Psychosis
Sexual and reproductive health Camberwell Sexual Health Clinic
Community diabetes care Tessa Jowell Health Centre
Menopause and Gynaecology King’s Menopause Clinic

v
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Supporting people into general practice

Trainee Nursing Associates

The Trainee Nursing Associate programme offers a route into
general practice nursing through apprenticeships. Participants
complete their nursing qualification alongside working in general
practice. Currently ten trainee nursing associates are working in
general practice in Southwark.
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Neighbourhood Quality Framework Assessments

The Training Hub has a role in assessing practices’ capacity to
provide enriching clinical learning environments for students on
behalf of Health Education England. These assessments are
designed to support placement providers to work with stakeholders
and system partners to support learners in the career pathways and
transition from healthcare education programmes to employment.

The Southwark Training hub recently completed assessments across
Southwark. To reflect Southwark’s approach to new delivery
models, assessments were completed at neighbourhood level.

Following these assessments all nine Southwark neighbourhoods
have been approved as learning environments.

’

Supporting an enriching learning environment

Multiprofessional Faculty Development

The Multiprofessional Faculty is aimed at supporting supervisors
working with learners in primary care to fulfil this key role. The
multiprofessional nature of the faculty reflects the diversity of
clinical roles receiving their training in Southwark. The Training Hub
has held two multiprofessional faculty events so far this year as well
as linking Southwark’s supervisors to training, workshops and
resources available across southeast London.
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Additional Roles in Primary Care

The Additional Roles Reimbursement Scheme is a nationally-funded initiative to broaden the roles working in general
practice to extend the support available to patients.

Southwark practices have used this opportunity to invest in a range of innovative roles including:
e Social prescribing

* Pharmacy

e Paramedics

* Mental health practitioners

The Training Hub has extended its offer of Continuing Professional Development funding to Additional Roles to enhance
the skills that these staff have.

The Training Hub additionally has an ambition to broaden its support for and recognition of these roles, including the
potential for an Additional Roles’ portfolio lead to sit on the Training Hub’s board.
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Support for Existing Colleagues

Advanced Clinical Practice Monthly protected learning time

All nursing and allied health professional staff are able Training Hub coordinates the delivery of the monthly

to apply for full or part course in Advanced Clinical Protected Learning time events for primary care, workin;
Practice. with local clinical and management leads and
Non-medical prescriber updates commissioned training providers.

There are monthly 2-hour update sessions set up for ~ Practice nurse and practice manager forums

all non-medical prescribers working in Primary Care. Monthly forums are held online and in person for both
Non-clinical staff training staff groups with agendas coordinated by the Manager

: .. . and Nurse training hub leads.
An ongoing programme of training for non-clinical

staff is available. Locality teams set up any additional

L. . Primary Care Network Nurse Facilitators
training identified by management leads.

Primary Care Network Nurse Facilitators provide
support to the new nursing staff in their
neighborhood, set up preceptorship

/ arrangements and provide clinical supervision.
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PLACE EXECUTIVE LEAD REPORT

This report is for discussion and noting; to update the board on key highlights on Partnership
Southwark and the delegated functions.

Southwark Attended the Windrush 75 Celebrations

Southwark were delighted to be a part of the historic celebration honouring the Windrush
generation on Windrush day. Bola Olatunde is Partnership Southwark’s Communications and
Engagement Manager and was nominated as the Southwark representative to attend the
Windrush 75 celebrations, boarding a ferry from Waterloo Pier to the Port of Tilbury along
with colleagues from ICBs across London and other invited guests, to join the celebrations
honouring the 75th anniversary of the arrival of the ship Empire Windrush at Tilbury Docks.

Guests were welcomed with carnival-style steel pan music courtesy of local school children as
they walked through the Tilbury Bridge 'Walkway of Memories' - an art installation dedicated
to people of the Windrush generation. The event included a Caribbean tea party, information
stalls and displays showcasing the significant impact people from the Caribbean have had on
British society particularly, the NHS.

NHS 75 Celebrations

On 5 July we will be celebrating the 75th anniversary of the NHS’s foundation. To celebrate
this, we have been encouraging staff to take part in the ICB ‘make-off’ competition. We're
looking to promote your creative side with the Great SEL Make-Off. Think Bake-off but where
your ingredients needn’t be taken from the kitchen cupboards. We’re looking for everything
from cakes to poems, photos and pictures — as long as it’s got an NHS theme (and possibly
the number 75). Staff need to submit any entries by 9am on 5 July and all ICB staff will vote
on 6 July until the winner is announced at 4pm.

In Southwark we are gathering the team together for an in-person all staff event the
following week to talk about plans to support people and communities in the borough up

until the 80th anniversary.

Updating our Engagement Approach

Our engagement strategy is made up of a number of things:

4 Having people and communities involved in our work as partners at every stage
(embedding people, especially within our H&C plan priorities to try to work as close as
we can to co-production for these).

’
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4+ We also recognise that engagement is a spectrum and not every project should assume
to strive towards coproduction where it may not work best for people and communities,
sometimes informing or involving people is the best choice for a project.

4 Our engagement around a potential ‘lived experience assembly’ showed that people
weren’t asking for the development of a new group. There was no demonstrable ask
from communities for this. According to the discussions, our focus will be on
meaningfully engaging with people, valuing their expertise and effectively using it (and
demonstrating that to them, as well as to our stakeholders).

4+ ‘Set topic’ engagement events and workshops/focus groups to talk about specific
decisions or projects (eg forward view, LEA, elephant and castle development)

4+ Outreach with partners at community events (eg. Vital 5 and vaccinations outreach
work)

#+ Gathering, coordinating and sharing engagement activity and intelligence with partners
through the PS engagement group.

Finance Update

Southwark Place has a delegated budget of £257m for 2023/24. £157m is managed by
Southwark place and NHS Contracts for Mental Health (£39m) and Physical Health (£60m)
whilst delegated are managed by South East London Commissioning team on a South East
London wide basis. Final place budgets for 2023/24 have been signed off by the Chief
Operating Officer and Place Executive noting some significant local issues.

The table below shows the reporting position as at the end of May 23. Southwark place is
reporting an overspend of £318k.

Budget Area YD Budget | YTD Actual |YTDVardance
£000s £ 0005 £000s

Arute Services a2 92 0
Community Health Services 5171 5171 (1]
Mental Health Services 12313 1506 | I72)
Continuing Care Senices 3,48 3258 {10]
Presoribing 5,28 LA (119]
Other Primary Care Senvices A IE] -
Other Programme Servicss Ir 7 -
Delegated Primary Care Services 10047 10471 -
Corporate Budgets 4 &3 it
Total 26,307 26,665 [318]

Key areas of risk continue to be mental health and prescribing with underspends in
corporate budgets absorbing some of the overspends. Increase in costs and unfunded cost
pressures in mental health placements are the key reasons for the overspend in Mental
Health. Mental Health providers are also seeking significantly higher uplifts than the 1.8%
included in our budgets. Prescribing overspends reflects the final month 12 position which
was significantly more than the accrual that was included. We are expecting the position
on prescribing and mental health to deteriorate because of NCSO and CAT M pressures and
also increase in learning disability and mental health placements. Continuing care is also
expected to deteriorate when the impact of the significant increase in AQP rate is
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The borough is required to deliver minimum efficiency savings of 4.5%. This amounts to
£4m. £2.9m of efficiency schemes have been identified with a remaining gap of £1.1m yet
to be identified. Whilst savings schemes have been identified, some of them are currently
high risk and the borough will be working to ensure we can de risk some of these schemes
and put other mitigations in place.

Given the financial challenges faced, the borough will need to restrict investment and
review all expenditure to achieve the savings requirement and meet in year cost pressures.

The borough has a duty to deliver financial balance, and this will be a key focus.

Better Care Fund (BCF) Plan 2023-2025

The BCF is a pooled budget agreed between the ICB and council for the provision of
integrated community based health and care services worth £54.2m in 2023/24 and
£58.8min 2024/25.

The BCF plan for this period has been provisionally agreed by the ICB and council. It will be
discussed at the Health and Wellbeing Board meeting on 20th July and will then be subject
to the national assurance process before being finalised in September.

The plan describes the Southwark approach to delivering the twin BCF goals to:

e Enable people to stay well, safe and independent at home for longer (with a focus on
admissions avoidance)

e Provide the right care in the right place at the right time (with a focus on transfers of
care from hospital)

The plan predominantly reflects the roll forward of the range of core out of hospital care
budgets and services funded by the BCF in 2022/23. An area of change is the £3.9m
Additional Discharge Fund. This reflects the mainstreaming into the BCF of the Q4 2023/24
Adult Social Care Discharge Fund. This has enabled a number of these schemes to carry
forward into 2023/24. The fund is expected to increase significantly to £7.1m in 2024/25
with the expectation that delayed transfers of care from hospital will be substantially
reduced.

Although the BCF is now a two year plan, which is a welcome development for planning
purposes, the plans for 2024/25 will be reviewed mid-term.

The plan contains a number of key metrics and targets, including a new target on
admissions to hospital due to falls and existing targets on avoidable admissions
(Ambulatory Care Sensitive admissions), discharge to normal place of residence, care home
admissions and reablement.

’
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Decisions taken at Place

Supported Work Environment Service

The procurement process was undertaken in accordance with the NHS London Commercial
Hub and NHS SEL ICB Procurement Policy to commission a Mental Health Supported Work
Environment Service on behalf of SEL ICB (Southwark).

Following a robust process, the decision was approved for Southside Rehabilitation Association
Limited to be appointed. The contract will be offered for a period of one year (1 year) until May
2024, with an option to extend for an additional 12 months.

HIV Care and Support Services

A decision was taken to refresh the outdated service specification and have a new service in
place that meets the needs of people living with HIV (PLWHIV). Approval was granted to award
the contract for the Lambeth Southwark and Lewisham HIV Care and Support services (non-
clinical) to METRO Centre Ltd, who will work in partnership with African Advocacy Foundation,
Catholics for Aids Prevention and Positively UK. The contract is to run for three years, with an
option to extend for a further period of up to two years, in increments of one-year, to March
2028. The contract will have an estimated maximum contract value of £1,675,672 over five
years and is held by Lambeth Council, funding is also received from NHS (Southwark) South
East London ICB and NHS (Lewisham) South East London ICB towards the cost of the service,
set out in a tri-partite agreement. This service will better meet the changing needs of people
living with HIV (PLWHIV) to enable them to live well and remain engaged with clinical health
services. The service will also seek to promote positive sexual health and relationships for
PLWHIV, including education and awareness of new medication (e.g. PrEP) which contributes
to the reduction in STIs and HIV transmission in the boroughs.

James Lowell
Place Executive Lead
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