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1. SUMMARY 

This Strategy is about promoting the health and well-being of older people in Sutton. It is called ‘A New Approach to the Health and Well-being of Older People’ because it aims for a step change in the way local health and social care services are delivered.

The Strategy describes how Sutton Council and Sutton and Merton Primary Care Trust (PCT), together with local organisations and individuals, will work jointly to plan and deliver a range of significant improvements. 

It takes account of and fits within the overall framework of a ‘Better Sutton for Older People’, which is the overall Strategy for older people in the Borough.  It also complements the important strategic plans of the Council and the PCT, particularly the Council’s approach to “Transforming Social Care” and the PCT’s “Better Care Close to Home” priorities.

The Strategy builds on the work already taking place in Sutton. There is a background of organisations working together, listening and responding to the views of local people. The need for this to continue and to develop further is a key message. 

The approach of Sutton and its partners is to adopt a positive view of ageing, recognising the contribution older people make to the life of the community. The emphasis for future commissioning is on older people having greater choice and control over the support and care they receive. The “Transforming Social Care” programme will be enabling this through the development of self-directed support and personal budgets. ‘Better Care Closer to Home’ will enable older people to access NHS services more locally.

The Strategy envisages an overall shift away from crisis intervention towards early intervention and prevention. This means informing people of healthy options as they reach old age, encouraging active lifestyles, and responding appropriately when people first need help. If older people do have a period of illness or infirmity services will be available to help them regain their independence quickly. This will be important in sustaining support services to older people, which will be under increasing pressure in future years due to an increasing proportion of older people in the population.  

This Strategy covers the period from 2009 to 2012.  It builds on the previous Strategy that was produced in 2005 and ran until 2009, the main focus of which was on the implementation of the National service Framework (NSF) for Older People. As a result of that Strategy many new services and service improvements have been put in place. Work on consolidating those improvements continues, and they also provide a strong foundation for future developments.

Over the period of time covered by this Strategy, the Council, PCT and partner organisations will need to build their capacity to deliver the planned changes. In particular, they will further develop their joint commissioning capability, moving towards meeting the standards of “world class commissioning”.  They will seek to recruit and retain high quality staff, equipped to deliver the new agendas, develop new skills across their respective work forces, and deliver significant culture change.

The Strategy has been developed through a collaborative process which began with the early involvement of many stakeholders, including a series of “Dementia Care Forums” in 2008/9, and encompassed a three-month formal consultation period.  The Strategy therefore reflects the views of local partners, stakeholders, staff, service users and their carers who will make the intentions of the Strategy a reality over the next three years.

2. INTRODUCTION

Consultation with older people locally has emphasised that the term ‘older people’ has to be used with caution. Older People are not a homogenous group and there are as many differences as similarities amongst people who may be referred to as ‘older’. One of the key messages is the need to promote ways in which people can remain healthy longer. There is evidence that those who are fit and healthy as they enter old age do remain healthy and active longer. There is therefore a strong case for promoting messages about preparing for old age from the age of around 50 yrs. 

The Strategy concentrates on health and well-being, and focuses on services commissioned or provided by the local NHS and the Council’s Adult Social Services and Housing (ASSH) department.  However, the Strategy emphasises that a range of community groups and organisations, the business community, and all citizens in Sutton, have a role to play. The Strategy has aimed to involve as wide a range of stakeholders as possible, to provide important messages for current service providers, and to help promote a positive view of ageing in Sutton.

The Strategy is based on evidence that has been gathered from the local consultation exercises, and on a Needs Assessment of older people which has researched local information about the health and social care needs of older people (including those with mental health needs) and the services they use. The Assessment includes some material gathered by the public health unit, and other material commissioned from the London Centre for Dementia Care in 2008.  It has been put together with evidence of good practice from elsewhere, and with data about needs, evidence of what works best and lessons from good practice. The key messages from this Needs Assessment are referred to in this document. The full Needs Assessment will be published as a separate document
. This underlines our commitment to taking service developments forward based on evidence of need and of what works.

3. HOW THIS STRATEGY ALIGNS WITH NATIONAL POLICY

Ensuring that resources are provided to those with greatest need, whilst also being able to meet wider responsibilities, is challenging local Councils and Primary Care Trusts across the country. The recent Wanless report, produced by the Kings Fund, reporting on the costs of social care for older people, projected that costs would rise from £10 billion in 2002 to £24 billion in 2026 if services continue to be provided in the same way. The current ways of providing services are not sustainable into the future. 

The Government has recently held a significant national consultation, with the aim of developing a new “social contract” to ensure a sustainable care and support system in England.  It is anticipated that proposals – including possible changes to the way services are funded - will continue to develop during the life of this Joint Commissioning Strategy.  In shaping this Strategy, Sutton Council and SMPCT have taken account of all the key Government documents and guidance on older people’s services together with best practice being developed across the country. 

Some of the most important national policies are referred to below.

The Government has acknowledged that the Community Care system put into place in the 1990s was well intentioned but has led to a system which can be over complex and fails to respond to people’s needs and expectations. It has provided monies to local Councils until 2011 – ‘the Social Care Reform Grant’ – to enable Councils to transform their adult social care services. The Government’s expectations of councils are set out in the March 2009 Circular from the Department of Health, ‘Transforming Social Care’.  

Lord Darzi’s recent report – “High Quality Care for All – NHS Next Stage Review” (2008) – suggests that for health services to be sustainable in the 21st century, the NHS needs to focus on improving health as well as treating sickness. To achieve this goal the NHS needs to work closely with the many other local and national agencies that seek to promote health. In particular Lord Darzi calls for PCTs to commission comprehensive well-being and prevention services in partnership with local authorities and other local partners.

The White Paper ‘Our Health, Our Care, Our Say’ (2006) envisaged a reformed health and social care system that would be able to respond to the demographic changes. It stressed the importance of designing services around the needs of the individual and of choice and control, better prevention and early intervention services, tackling inequalities and supporting people with long term needs.

Opportunity Age (2005) was the Government’s strategy for older people produced by the Department of Work and Pensions, setting out the approaches to meeting the future needs of an ageing society. It stressed the importance of active ageing and ensuring older people have choice and control.

The Department of Health published a “National Service Framework (NSF)”  for older people in 2001 and renewed this in “New Ambition for Old Age –  next steps in implementing the National Service Framework” (2006). 

“Living Well with Dementia” (DH 2009), the National Dementia Strategy, sets out the Government’s plans for addressing the needs of people with dementia and their carers. It has three over-arching themes:

· Raise awareness and understanding - ensuring better knowledge about dementia - and remove stigma

· Ensure early diagnosis support and treatment for people with dementia, and their families and carers.

· Living well with dementia - developing services to meet changing needs better.

It lists seventeen key objectives, and these form the basis for our own Delivery Plan for older people’s mental health
.

Other important pieces of guidance and best practice considered are listed below. 

· “Everybody’s Business – integrated mental health services for older people”, (DH/CSIP, Nov 2005) - describes the foundations and key elements of a comprehensive older people’s mental health service. 
· “A Sure Start to Later Life” (Social Exclusion Unit 2006) – a cross-government strategy to prevent exclusion and promote well-being.

· “Options for Excellence – Building the social care workforce of the future” (2006) – provides a national framework for developing the social care workforce over the medium term.
· ‘A Recipe for Care – Not a Single Ingredient: a clinical case for change’ (DH 2007)  - a key report from the National Director of Older  People’s services 

·  “Lifetime Homes, Lifetime Neighbourhoods – A National Strategy for Housing in an Ageing Society” (2008) – outlines plans to make sure there is enough appropriate housing in future, to meet forecast unsustainable demands.
· “Cutting the cake fairly: CSCI review of eligibility criteria for social care” (October 2008) – a review commissioned by the Department of Health, which suggests that changes are needed to the current system for determining eligibility criteria.
· The national End of Life Care Strategy (2008) – outlines a national approach to raising the quality of care for people at the end of life.
· “World Class Commissioning in the NHS” (2008) – aims to deliver a more strategic and long-term approach to commissioning services, with a clear focus on delivering improved health outcomes.
· “Equality in Later Life” (Healthcare Commission 2009) – a national study of older people’s mental health services, which raises concerns about the availability and quality of services across the country. 
· ‘Practicalities and possibilities’ - a programme working with nine local authorities to explore the use of person centred planning approaches with older people.

· The Evaluation of the Individual Budgets Pilot Programme -contains particular lessons for the use of individual or personal budgets with older people, particularly emphasising the need for good support to be available for the approach to work well.

· Partnerships for Older People Projects (POPPs) pilots – the report from pilot projects around the country has demonstrated the value of the preventive approach at all levels of need amongst older people.

· “Supporting People with Long Term Conditions – Commissioning Personalised Care Planning” (2009) - aims to ensure that people with long-term conditions receive more individualised care and services to help them manage their conditions better, and achieve the outcomes they want for themselves.
4. HOW THIS STRATEGY FITS WITH OTHER LOCAL PLANS 

(See Figure A, on page 11)
4.1 The Sutton Strategy 2008/2020 sets out the overall vision for the Borough. It identifies local priorities and how local organisations will work together to deliver those shared priorities. 

The Vision is to create a sustainable suburb in London where the quality of life is better than any other part of the capital. One important element of this is the reduction in health inequalities. By 2020 residents will have healthier lifestyles and be able to access high quality health and social care services when they require them. 

The Strategy recognises the fact that older people will, in the future, represent a high proportion of the overall population. Maximising the benefits that this demographic change can bring to the borough is a key area of work led by the Sutton Adult Partnership.  The overall approach is set out in the ‘Valuing Older People’ section.

4.2 The Sutton Partnership brings together all the key local players, including the Council and the PCT, into a coherent governance framework to ensure this.  The Partnership leads on the borough’s Local Area Agreement (LAA) which sets out the improvement priorities that partners will deliver over the next three years. The LAA forms the action plan to deliver the improvements in the Sutton Strategy. The Sutton Partnership is organised as a network of related partnerships, including separate partnerships for older people, and older people’s mental health. At their centre is the Sutton Partnership Board which is comprised of the key players in the Borough from the public, private, voluntary and community sectors. 

The Partnership’s approach is described in more detail in Sutton’s Older People’s Strategy, ‘A Better Sutton for Older People’. This Strategy sets out the Council’s and partners’ commitment to creating an environment where older people are active partners in decisions that affect their lives, where they can participate in the same activities as everyone else, contribute to society and are treated with dignity and respect. The implementation of the Strategy is overseen by the Older People’s Partnership Board led by the Older People’s champion and with representatives of the main older people’s organisations in the Borough. The work plan for ‘A Better Sutton for Older People’ has recently been reviewed and priorities agreed for 2009/10 when the current Strategy comes to an end. 

4.3 This Joint Commissioning Strategy fits within the context of this wider work to improve the health and well-being of older people. It sets out in more detail the commissioning intentions of Sutton and Merton PCT and the Council in relation to health and social care, with an emphasis on services on the interface between them, and those that are being commissioned or developed jointly. 

The health and social care of older people is a complex area. The Council and the PCT are both significant employers and contribute a significant level spend into the local economy.  The size and scale of these services, especially given the proportion of older people in the borough, is one reason why a separate commissioning strategy is required. 

4.4 The Joint Commissioning Strategy sits alongside the mainstream plans of the Council’s Adult Social Services and Housing (ASSH) department and Sutton and Merton PCT, which are themselves based on a shared sense of direction.

· For Social Services, the ongoing “Transforming Social Care” programme envisages a step change in the way all adult social care services are delivered, in line with the ongoing national initiative.  There are several strands to this work, including measures to help those who currently fall outside the Council’s eligibility (FACS) criteria, and a strong emphasis on improving information and access to support services.  

At its heart is the concept of “personalisation”, which means recognising the diverse needs and aspirations of people and their families, and acknowledging that traditional service models have not suited everyone.  In future, people will be offered the chance to direct their own support, usually by receiving a personal budget to purchase their own services, tailored to help them achieve their personal goals.  Evidence emerging from across the country suggests that in future, people may choose to have their needs met in very different ways – for example, by employing their own personal assistants, making their own transport arrangements, taking up different sorts of leisure opportunities, and sometimes “opting out” of mainstream social care services. Over time, it is envisaged that all service providers and community organisations will need to adapt in response to the new choices people are making. (See paragraph 5.3, below).

· Sutton and Merton PCT’s Strategic Plan 2008/09 – 20012/13 has two main aims:  

a. Maximising the quality of life of the population through the provision of the earliest, most clinically and cost effective care provided in the least intrusive way.

b. Reducing health inequalities thereby improving life expectancy and achieving greater health gain focused on deprived communities.

It recognises that these aims can only be achieved through working in partnership locally. In order to deliver these strategic goals the PCT undertook a rigorous consultation process aimed at identifying and prioritising local healthcare needs. All of the priorities identified (i.e. stroke, diabetes, end of life care, mental health, cancer, smoking, coronary heart disease and falls) are significant for the well-being of older people. Each of these priority health needs will be tackled through a range of approaches for particular parts of the population, targeting geographical areas where inequalities are greatest.

The programme for the delivery of these initiatives is known as ‘Better Care Closer to Home’.  It encompasses the development of new health facilities that are more accessible to people, with services provided outside hospital settings. This will include four Local Care Centres, expanded intermediate and post-acute care services, and improved hospital services for people who are seriously ill. Increased and improved primary and community care services and mental health services will also be delivered from LCC’s or direct to people at home.

For older people with mental health needs, the PCT’s strategic plan identifies three key areas for investment over the next five years:
· Development of hospital liaison services for older people with mental health needs 
· Development of intermediate care services for older people with dementia 
· Development of memory assessment services
Within the area of older people’s well-being itself there are a number of important and related strands of work for which specific Strategies have been or are being developed. These are seen as complementary to this Strategy. Examples are:

· An Assistive Technology Strategy, currently under development, which will encompass the Telecare Strategy action plan;

· “A Better Deal for Carers”, the carers strategy that will be refreshed during 2009;

· “A Good End to Life”, the PCT’s strategy for end of life care, that was updated in February 2009.

· Research into the housing needs of older people, which will inform the Council’s commissioning intentions in 2009.
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5.  COMMISSIONING IN SUTTON

5.1. The term commissioning is used to describe the process followed by local councils and NHS bodies to arrange services for their local population. It is the process of translating local aspirations and assessed needs into appropriate service provision, by specifying and procuring high quality services for the local population.

5.2. Since the NHS and Community Care Act in 1990s which created a separation between commissioning and the provision of services, contracts and service specifications have been in place between commissioners and service providers. In the NHS the majority of services have continued to be provided by NHS organisations - for example, community trusts and hospital trusts - but the relationships have become increasingly contractual in nature. In the local authority increasing numbers of services have been procured from the private and voluntary sectors. Most contracts have been in the form of ‘blocks’ of service - for example a number of hours of home care or a number of places in day care.

5.3. In the new “personalised” social care system, however, there will be a greater emphasis on individuals being enabled to arrange (or “co-produce”) their own care and support. (This is explained in paragraph 4.4., above). There is already a requirement that everyone eligible for social care is offered a ‘Direct Payment’; that is, they can receive a sum of money that equates to the amount the Council would otherwise have spent on their behalf. With that sum they can then employ their own carers or people to provide them with support independently. The take-up of Direct Payments by older people increased very significantly in 2008/9 as people began to appreciate the opportunities this would bring. 

By 2011 the Council will have extended this approach. Almost all people who are assessed as needing social care will be informed early on in their care pathway of the value of their ‘personal budget’. They will then be supported to decide how they wish to spend that personal budget to meet their needs. Over time this may mean that the current range of services may change, as in effect individual older people will become the ‘service commissioners’. Each individual decision will begin to reshape local services, and the role of social care agencies will change. The Council, the PCT and local service providers will need to be closely in tune with what people are choosing for themselves, and plan ahead so there is a good range of high quality and affordable services available locally for people to purchase from.  

5.4  Sutton and Merton Primary Care Trust, along with other Primary Care Trusts in the country, has recently changed its structure. The PCT itself concentrates on commissioning and has an aspiration to become a “world class commissioning” organisation in line with Government expectations. It works closely with practice-based commissioning groups (PCGs), so that general practitioners (GPs) are becoming more involved in shaping local services drawing upon their clinical and local knowledge of patient need.  The relevant PCGs are:
· Nelson Commissioning Group

· Sutton Horizon

· Sutton Commissioning Consortium.

Those parts of the PCT which provide community health services have separated off into ‘freestanding’ organisations to enable them to focus totally on the improved delivery of services. The three relevant provider trusts are:

· Epsom & St Helier Acute NHS Trust
· Sutton & Merton Community Services NHS Trust 
· South West London & St Georges Mental Health Trust. 
During the period of this Strategy, services will be significantly reshaped in line with ‘Better Care Closer to Home’; for example new Local Care Centres and a new resource centre for older people with mental health needs will begin to be developed.

5.5 Adult Social Services and Housing (ASSH) within the Council has its own dedicated commissioning unit (led by a Head of Commissioning and Performance) which works across all user groups. The work it undertakes is directed by the Executive Heads of Service. It commissions and procures services in consultation with specialist procurement staff within the Council. It is also responsible for the monitoring of contracts and assuring quality. 

During the period of the Strategy further changes will take place, and new roles will develop within the Council in response to the ‘Transforming Social Care’ agenda. For example, the role of care managers (who usually arrange services on people’s behalf) will change, and a new role of “broker” (to advise and support people to co-produce their own support) will develop.

5.6 Joint Commissioning is undertaken between the Council and the PCT, so that decisions about the use of relevant parts of both agencies’ budgets are made jointly wherever possible.  Where services need to be integrated to meet the needs of individuals more effectively, there is commitment from both organisations to ensure that organisational barriers do not get in the way. (This aligns very much with messages receives from older people - that they wish to have an integrated response rather than having to deal with many different uncoordinated specialist services).

It is the aim of both organisations to develop their joint commissioning and to ensure that these arrangements are robust, by using their powers under Section 75 of the National Health Service Act (2006).  These could provide the basis for a more formal partnership in future. In the meantime, opportunities for joint working, integrated teams and the use of ‘Section 75’ agreements will be constantly reviewed. 

5.7 The Executive Joint Commissioning Group is the senior decision- making group which ensures that joint strategic developments are progressed. It also supports planning across the whole of the local health and care system. 

5.8   Sutton is fortunate in having many voluntary organisations that specifically work with, support and advocate on behalf of older people. It is recognised that many organisations have two roles, one in expressing the views of older people and one as service provider. The Council and the PCT currently provides support to many of these organisations.. The aim will be to continue with this support on the basis of being fair to all organisations, but also making judgements about how best to achieve desired outcomes. A key consideration will be to reach out and support older people whose voices are seldom heard, perhaps because they are socially excluded. The Council is recognising the key strategic role of a small number of organisations by establishing its Strategic Partner programme. Other local organisations will, however, continue to be supported through the awarding of contracts for projects and with small grants.
6. LISTENING TO OLDER PEOPLE AND THEIR CARERS

A number of local consultation exercises were held during 2008 with older people, either run by the Council and the PCT or supported by them. In addition, the first draft of this Strategy was the subject of a formal 3 month consultation process with a range of providers; the detailed feedback received, and our response, are available in a separate Appendix to this Strategy.

Some key messages from those consultations are summarised below.
Listening to older people – Older people stressed that they are often the experts in their own condition, and that their knowledge should be respected and used by professionals.

Eligibility Criteria – There was support for the idea of collecting better information about the needs of people who do not meet the FACS criteria, and of doing more for people in this category.
Information – Some thought a one-stop shop was a good idea, others that there was a need to map small interest groups and activities and engage proactively with the places older people already go to, like churches, pubs and supermarkets. There was support for the role played by the voluntary sector in giving information and advice, and good overall co-ordination was emphasised.  Some people find telephone helplines off-putting and would rather talk to someone face-to-face.  Financial advice is seen as crucial; and websites are good, but not right for everyone.       
Support at Home/Short term Help – People commented on how independence can be threatened when “a lot of little things go wrong”. They reported positively on staff who found solutions to practical issues like getting the shopping done and collecting prescriptions. Being able to maintain one’s own home is important, and this implies having access to trustworthy traders. The Handyperson service is seen as key, and needs to be expanded – but it is too expensive for very small jobs such as changing light bulbs, which need a more community-based approach. There was also positive feedback about the role of OTs in helping with practical problems in the home. Some people made the point that the usefulness of telecare should be better publicised. 

Overall, the support that appeared most valued was: 
· gardening 
· upkeep of home (jobs, housework and clear ups) 
· shopping and support when unwell, or getting reassurance when living alone.
Transport  was seen as absolutely crucial in reducing isolation and enabling older people with support needs to get out. The Hopper buses and Shopmobility scheme are very well regarded. The biggest cause for concern was about the availability of transport for people who cannot use public transport. 
Affordable and appropriate services – Adult education charges were seen as very counterproductive. Charging for services was also seen as an obstacle in the take-up of other services, and may sometimes lead people to cancel services they need.  Many people think it is unfair that some services (such as residential care) are means-tested, whereas similar services are available free of charge in Scotland.
Social activities and leisure – Leisure activities, activities to address social isolation and physical activities were seen as important but there is a perception that they can only be accessed by people who are fit and active. There is a need to develop opportunities away from the central Sutton hub to make sure they are accessible, and to cater for the less active and confident. One person suggested offering more opportunities for “low impact walking” in local areas.  The point was made that opportunities for “creative activity” should be available for people in residential care as well as for people living at home.
Building Capacity in Neighbourhoods  - GPs should be given the information to be able to refer people to healthy activities, like a local Activity Map. It would be good if everyone had one of those – a list of all the outlets and community contacts.  (It would be like a version of the Carshalton Beeches Directory, that tells you what’s going on, and comes through the door). The idea of an equivalent of Neighbourhood Watch - people looking out for each other’s health - was also raised.

Carers – the important role played by carers, especially for those being discharged from hospital, was emphasised.  Carers themselves gave a clear message about the need for more flexible respite care within the home. There was also discussion about other ways of protecting the health and well-being of carers.

People with Long-term conditions – There were questions about how more help could be offered to people with long-term problems.  Several stressed the importance of good information, and good support, for people who have had strokes.

Preventing admissions to hospital – There was a lot of interest, and useful suggestions made, about this issue. The point was made that some people are admitted to hospital unnecessarily, because of common problems like urinary tract infections and dehydration. People asked why so many were admitted to hospital from residential care and sheltered accommodation. Service providers mentioned that better out-of-hours services could help prevent some of these admissions.
Joined-up working – Some thought that “multiple access points” were not helpful and that health and social care services should be available from one place. People spoke of the “gap” between health and social care and mentioned problems with transfers between agencies, especially at the point of hospital discharge. The importance of good liaison between hospitals and GPs was also emphasised. Questions were raised about how to support front-line teams to work together better, with joint training seen as important.
Quality of Care – the importance of effective monitoring of the quality of care in residential and nursing homes, and also of home care, was one of the issues most often raised in the consultations.

Market Development – Sometimes there are not enough of the right kinds of services. People thought there was a role for the statutory agencies in developing the market – for example by “pump-priming” new initiatives. Where there needs to be disinvestment from services, this should be planned carefully so that replacement services become available at around the same time.  In general, service providers were aware that the increased use of “personal budgets” in future might lead to more uncertainty and insecurity; block contracting by the council gives providers more security but can reduce choice for individuals.
Implementing the Strategy – Many respondents stressed the importance of implementing the strategy within a clear timeframe; some changes, such as the investment in preventative services, were seen as urgent.  Some asked questions about how the improvements would be funded; others raised concerns about the challenges involved including “logistical” challenges such as the need to improve IT systems. There were comments about the current shortage of care workers. The importance of good staff training, including joint training, was emphasised and there were suggestions about how older people could be involved in this. The recruitment of more volunteers to help with many aspects of this Strategy is also a priority.
Older People’s Mental Health - Separate consultations about older people’s mental health services, including a series of Dementia Care Forums, were carried out between 2007 and 2009. Some of these were about the modernisation of continuing NHS care services, and others focussed on proposals to re-develop Franklin House into a specialist resource centre for people with dementia.  
Amongst the feedback received about this Strategy, the importance of early, accurate diagnosis was emphasised; carers can sometimes assume an older person has dementia, even when their confusion is actually due to different factors. Service providers also mentioned that it could be difficult to get a clear diagnosis. In this respect, improving access to GPs was felt to be important.  
There was support for the idea of more specialist home care, since mainstream home care may not be appropriate or sufficiently flexible for people with dementia. Other respondents emphasised the importance of joint, integrated services for younger people with dementia, and for people from ethnic minorities who may struggle to access services because of language difficulties. There was also support for the proposal to improve end of life care for this group.
The recommendations from these consultations, together with learning from the experience in other parts of the country, have influenced the overall shape of this Strategy and the specific proposals in the delivery plan.

	Some points raised by older people during consultations:

“We need to have good information at the right time, so that we can make the right decisions particularly at a time of crisis”.
“ All the different services and information about what’s available need to be in one place – a one stop shop”.
“There are a lot of people who are getting older now who expect things to be done in a different way. But you also have to take into account the older generation who are used to the way things are now”.
“It is all very well being told that such and such a service exists but you have to be sure that when you need some help you can actually get it.”

“I don’t want an individual budget until there is something suitable to buy”.

“ What we are really interested in is the outcomes for us when we use services, what difference it will make for us”.
“ For older people to keep fit and active I think the 4 ‘F’s’ are important – Fitness, Food, Finances and Friendship.”

“A lot of older people are isolated but don’t want to go to a day centre. How can they be helped?”
“I think that people relate to small scale local groups, we should ‘map’ them and then the statutory authorities should use them as links to reach older people”.
“Being able to maintain one’s home, make choices and have control over life at home are very important”.  
“The authorities must avoid being intrusive. (I am over 90 – I know a thing or two about being old!)”.
“People who have paid national insurance all their lives should get quick care and attention”.
“…Who or what will provide the money and human resources?”.



7. POPULATION NEEDS ASSESSMENT

7.1 Introduction

The Older People’s Needs Assessment carried out between November 2008 and April 2009 is a substantial piece of work, and is available as a separate document
. Statistical information about the local population has been gathered and analysed to inform the Strategy, together with a review of national guidance and current best practice. 

Several key questions were identified as being important in informing future developments. The Needs Assessment set out to answer these questions. 

· Who (and how many) amongst the older population will need community health and social care services in the next 3 yrs, 8 and 12 years?

· Of these, who (and how many) are/will be eligible for public funding, compared to those who self finance?

·  What type of services will be most needed/in demand ?

· What will be needed to enable people to be as independent as possible, and for longer?

· What services will be needed to improve outcomes and prevent further care/health needs?

The following sections summarise the key findings. Areas for suggested further action are contained within boxes and are further developed in Chapter 9.

7.2  The Older Population in Sutton

Sutton has a relatively young population compared to England as a whole. There are fewer people over 50 but there are some complex variations between age cohorts including a projected increase in the numbers aged 55-59 from 2009 onwards. There is also a “population bulge” correlating to the post-war “baby boom”, who are currently aged around 65. The numbers aged 85+ will increase between 2009 and 2017 by around 18% - 700 in number. In the medium to long term (provided population movement is fairly static), the need for services for older people will increase.  

Increasingly people are living longer and are therefore more likely to develop long-term conditions. These conditions may become increasing complex with time if preventative services are not in place. 
	· In Sutton a steep increase in the population aged 50-59 suggests a potential need for services that may not be affordable or sustainable. This underlines the importance of the preventive reorientation of services, promoting the health and well-being of those in middle age as well as in older people, to reduce the impact of an ageing population.  The expected increase of 18% (700 in number) in the population aged 85 or over is likely to create greater demand for health and social care services between now and 2017.    




An associated issue is the large proportion of health and social services staff who are themselves aged 50+.  As the demand for services increases with population growth, there is a danger that the experienced workforce to meet that demand will contract.
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Sutton has a rich mix of minority ethnic groups. The most substantial older ethnic minority populations in Sutton are those of Indian and Black Caribbean origin, and they are expected to increase by about 400 and 200 respectively by 2017, to 1,100 and 600 respectively. Although the proportion of the white population is expected to decrease, the estimates show a projected increase in number of about 1,700. 

	· The implication for services is that there will be a continuing, and increasing, need for sensitivity to cultural diversity amongst older people. Specific culturally appropriate services may become necessary to cater for the increase in older people of Indian origin.  


7.3   Deprivation

In the national and London context, Sutton is not a deprived borough. However, there is considerable inequality within Sutton.   This is perhaps most powerfully expressed by the difference in life expectancy of seven years in men between electoral wards in the borough, and over five years in women. 

Inequality has an impact in many aspects of the quality of life of older people, and is central to the challenge of improving health and well-being. For example, levels of receipt of pension credit, a means-tested benefit for older people, correlate quite closely with the very high geographical variation in levels of emergency hospital admission in the borough.  

The proactive promotion of state benefits as an entitlement should be a priority. 
7.4   The health of the older population

7.4.1 Mortality 

In the age band 65-74, Sutton presents a picture of progressively improving mortality rates overall, consistent with the growth in life expectancy experienced across England as a whole over a long period. It places Sutton among the healthier areas in England, with mortality rates significantly below national levels. 

Despite an increasing population, there were 130 fewer deaths of people aged 65 and over in 2007 compared to 2002 in Sutton. Over that period there was a pronounced fall in the number of deaths from circulatory diseases: a total fall of 167, accounting for more than the total reduction in the number of deaths from all causes.  They are still however the main overall cause of death.  There are small numerical increases in deaths from cancers and from bronchitis, emphysema, asthma and other obstructive pulmonary diseases.  The causes of death that have increased in spite of an overall falling mortality rate are all associated with smoking.

The level of inequality between electoral wards for males with coronary heart disease (CHD) is high. This is likely to be an important factor in the difference in male life expectancy between electoral wards. The level of inequality in mortality of females from CHD between wards is even higher. This needs to be investigated further to identify possible reasons and ensure that any initiatives to reduce CHD are targeted appropriately.
As referred to above, life expectancy from birth varies by over seven years for men in the borough’s electoral wards, from 74.4 years in Sutton Central, to 81.8 in Carshalton Central. It varies by nearly as much for women within the borough, from 79 years in Sutton South, to 84.2 years in Worcester Park, a difference of over five years.  The degree of inequality is associated with comparatively high variation in deprivation. 

	· This suggests a need for further work by both the Council and health    services to identify possible causes or contributory factors and to allow a much more targeted approach to tackling health inequalities.



Cancers were the main cause of death to show an absolute increase in number between 2002 and 2007, from 299 to 320, an increase of 7%.      Cancer of the bronchus and lung is the most common cause of death, representing 20% of all deaths from cancer, and 5% of deaths overall.        The death rates of males aged 65-74 from cancers between 2001/3 and 2005/7 in Sutton are lower than national and regional levels. However, there was an upturn in 2005/7. The part cancers are playing in the upturn in mortality of older men generally in the age band 65-74, and more specifically in men aged 75 and over should be investigated further to identify possible reasons and identify initiatives (including smoking cessation initiatives) to reverse these trends.     
7.4.2 Emergency Hospital Admissions. 

In explaining emergency admissions in the age range 50-59 in Sutton, the high proportion of heart-related diagnoses is significant. In the age band 60-69 the proportion of emergency admissions due to respiratory diseases is relatively high, while heart-related diagnoses remain high. In the age range 70-79, the proportions of respiratory diseases, urinary infection, fracture of neck of femur (associated with falls), and heart-related diagnoses are high.   Syncope (fainting) and collapse is also a common diagnosis, and can be associated with fractures and falls.  At 80-89 diagnoses associated with older age become predominant: for example, urinary infection, and fracture of neck of femur. A similar pattern is evident in the age range 90-99, with high incidence also of pneumonia, “senility”, and congestive heart failure. This age breakdown of diagnoses in emergency hospital admissions can be used to develop preventive and early intervention services.   

A major mapping exercise by small area has been carried out as part of the Needs Assessment.  The results show a significant variation in the distribution of emergency admissions of Sutton residents. The variation in the underlying data is very striking: three small areas have an annualised rate per 1000 population of less than 20.  The highest rate is 182.  Initial examination of emergency admissions in relation to the postcodes of sheltered housing and residential and nursing homes suggests that these establishments account for 12% of emergency admissions, with wide variations between establishments. 

This mapping of emergency admissions has raised two questions: what are the reasons for this wide variation in levels of emergency admissions? And how can the new geographical database be used to identify priorities to reduce the level of emergency hospital admissions in Sutton? 

Analysis shows that 57% of the distribution of emergency admissions of people aged 50-69 in Sutton is associated with deprivation. A similar analysis using Index of Deprivation data against admissions of those aged 70+ shows a 25% association with deprivation.

	· This suggests a need for a joint exercise to reduce very high levels of emergency admissions focused on clusters of small areas identified. This would aim to increase intervention focussed on prevention and early intervention.  It would involve primary care, Acute Trusts, residential and nursing homes, community groups, and preventative services, in a ‘whole person, whole system, whole neighbourhood’ approach based on this  geographical analysis. 


7.4.3 Falls. 

The PCT uses fracture of neck of femur as a proxy to measure the incidence of falls. There was a 21% increase in fractures of neck of femur in people aged 65 and over between 2004/05 and 2007/8.  Admissions for this totalled 551 for all Trusts in 2007/8, with an average length of stay of 22 days at St. Helier hospital, and 26 days at St. George’s hospital. These are mainly concentrated in patients aged 70 and over. Between August 2004 and July 2005, there were a total of 2,035 ambulance calls related to falls in Sutton. 40% of these were not conveyed to hospital by the ambulance. 

	· National guidance on working with older people who fall but are not conveyed to hospital indicates that local initiatives may help to reduce further falls. It recommends the integration of preventive work on falls (including physical activity) with work to reduce emergency admissions in high-admission areas, and with the development of intermediate care.



7.4.4 Chiropody and Footcare. 

A range of recent consultations with older people has identified very strong views among older people about perceived shortcomings in the chiropody service, which affects mobility and well-being. The eligibility criteria for foot care were reviewed by the PCT in 2007. There is an Age Concern service that is now under immense pressure.   A 3-4 month wait for assessment in the PCT service was reported as recent experience in a March 2009 consultation with older residents, with a service offer as infrequent as every 4-7 months.  Approximately 300 are attending the Age Concern service at a frequency of every 8-12 weeks, and there is now a 3-4 month wait. 

	· This would seem to indicate a need for the PCT and the Council to review the criteria for, the make up of and resourcing of, footcare services in the borough.




7.4.5 Disability. 

Nearly a fifth (18%) of all Sutton residents aged 65 or over are severely disabled according to the criteria for Attendance or Disability Living Allowance; the proportion rises to a quarter of those aged 80-84; and more than half of those aged over 90. This is consistent with the national picture. The main disabling condition for 29% of older people receiving Attendance or Disability Living Allowance is arthritis. No breakdown between types of arthritis is available. The identification of arthritis as a major cause of disability is important. This has not previously been seen, as it is not a major cause of mortality or morbidity, which are more commonly the focus of attention in the NHS. Arthritis is a very wide classification and may include rheumatoid and osteo-arthritis, which have very different causes. 


7.4.6  Findings in relation to Social Care

(a)  Eligibility for social care services is determined using national criteria of need in line with the Fair Access to Care Services (FACS) framework, which is applied by all local authorities in deciding who is to receive social care support.  Sutton has created a Moderate/High band for eligibility, which places it amongst the more generous social care providers. The Commission for Social Care Inspection (now CQC) measure of ‘older people helped to live at home’ rates Sutton’s performance on this indicator as ‘good’.    

The current national policy framework reflects increasing awareness that ever tightening eligibility criteria are of limited value in reducing demand for social care services. The only way to address the needs of a growing older population is by promoting independent living, health and well-being in the whole population. A recent national review of eligibility criteria for social care
 supported the notion of “progressive universalism”, whereby some level of assistance and advice should be offered to everyone seeking care and support.  The approach reafﬁrms the role of councils, with a wide range of local partners, in ‘place-shaping’, including the provision of services such as leisure and transport which everyone can use, no matter what their age or ability. 

	· As part of the implementation of the Strategy the Council will need to consider the implications of this widening concern about people who fall outside the FACS criteria.    As a first step it should produce a summary profile of the numbers assessed as having low and moderate low needs, and as a second step, consider a more detailed profile of the needs of this group and outcomes following assessment, which should inform its strategy for prevention and early intervention.      



(b)  Home Care:  The Needs Assessment estimates future demand for home care services on the basis of detailed population projections to 2017 by the Office for National Statistics. If nothing else changes, there will be a significant increase in the numbers aged 85+ receiving home care, but relative stability in other age bands. Overall the number of home care recipients will rise by 7% between 2008 and 2013, and 15% by 2017.      

Nationally, the number of home care recipients receiving less than 5 hours’ care a week declined by nearly a half between 1998 and 2007, while the numbers receiving 10 or more hours nearly doubled over the same period.  Sutton has followed the national trend, reflecting the increase in people with complex needs living at home. 
Sutton’s ‘START’ service receives all new users of homecare services and offers them the opportunity to receive a period of intensive assessment and rehabilitation in the home, in order to assist them to be as independent as possible. An internal comparison between users of the START Service and of ‘conventional’ home care found that of those who started to receive their services in the third quarter of 2006, 80% of START users were still  in their own homes after twelve months, compared to 60% receiving the conventional service. Reablement is one of the eleven priority themes for the Department of Health’s ‘Making a strategic shift to prevention and early intervention’ guidance.
(c)  Residential and Nursing Home Care: There has been a steady reduction both nationally and in Sutton in the numbers in residential care. The rate per thousand of Sutton residents aged 65 or over in residential care was above that for London, but since 2006/7 has fallen below it.   This reflects the implementation of the independent living agenda. As more people are helped to live at home and provided with extra care housing, rehabilitative care and assistive technology, a smaller proportion of people should need to be admitted permanently to care homes. The preventive agenda should also improve the quality of life of people living in residential and nursing homes. 
From 2005/6 to 2007/8, the numbers of older people supported by social services in nursing care in Sutton appear to have stabilised. The rate for England, unlike that for London overall, is maintaining a steady decline.      

(d)  Charging for social care services: An internal analysis of home care services suggests that cost is a significant issue for users. Looking at reasons for the ending of care packages within 12 months, a third were cancelled by the client.  It is noted that ‘the main reason given anecdotally for cancelling care packages is when service users receive their bill for the first time’. Thus cost, or perceived value for money, may be a significant factor in assessed needs for social care not being met. 

	· This finding suggests that further work is needed by the Council to review (a) decisions made by service users about early cancellation of services, the role that charging amongst other things plays in those decisions, and the outcomes for that group, and (b) the effectiveness of advice, support and income maximisation offered in the course of financial assessments. 



(e)  Carers.  The new Sutton Carers’ Strategy should address the needs of older carers as a significant group with specific needs.  The needs assessment of carers as a group should contain a profile of the needs of carers assessed, and the type of service, advice or information they have received, with some assessment of service quality derived from consultation with the carers who have benefited from these services.  Management information should be capable of supporting this process.
(f)  Service Quality: Several strands of evidence about the quality of social care in Sutton have been noted in the Needs Assessment.  The Commission for Social Care Inspection (CSCI)’s report on the quality of the services commissioned by the Council in 2008 finds that the quality of the providers used is generally ‘high’ and shows an improvement compared to the previous year.    

The report notes that the Council is placing a relatively high proportion of clients with out-of-borough providers. Four likely reasons are identified: 1. the relatively small size of Sutton’s geographic area. 2. A large proportion of Sutton citizens live closer to homes in neighbouring boroughs: Sutton’s approved provider list used a radius of 10k from Sutton Civic Offices for that reason. 3. There is direct competition for residential and nursing places with neighbouring authorities that are known to place clients within the borough’s geographic area. 4. People may be choosing to live close to relatives.

The overall quality of the provision is rated as ‘good’ both in and out of the borough, so there is no evidence that quality is being materially sacrificed by contracting with outside providers.      

A number of listening exercises were carried out in 2008/9, to inform the development of this Strategy and Needs Assessment, and by independent organisations commissioned by the Borough of Sutton and others. There was a particular focus on social care in consultations held in October 2008 and led by Age Concern Sutton. They formed part of a national campaign by Age Concern England to improve the quality of care for older people. They were supplemented by a set of in-depth interviews commissioned by the Council with twenty users of the services of independent domiciliary care providers, by members of Age Concern’s User and Carer Involvement Group for Older People. The message from these consultations is mixed, and it should be emphasised that they were not based on interviews with a robust representative sample of service users. The in-depth interviews concluded that 70% of their small sample was ‘completely satisfied’ with home care services, and 25% ‘quite satisfied’. However, the listening events suggested some deep concerns from service users and carers about the quality, continuity, accessibility, sensitivity and affordability of care services in general. The national consultation raised similarly profound concerns about the delivery of care in a way that clearly does reflect on the well-being of older people.

7.4.7 Sport and Physical Activity 

The baseline for physical activity by older people in Sutton is low, and is likely to be linked to the health problems described elsewhere in this report.  It implies the need for strategies to include older people who have sedentary lifestyles and are isolated; to engage primary care in prescribing exercise; and setting up innovative approaches to supporting those who are recovering from illness and lack confidence. There should be a commitment to encouraging long-term, lifestyle-changing physical activity through sustainable, neighbourhood-based investment. The evaluation of Sutton’s ‘Active Lifestyles’ initiative has made an important contribution to this process.   

7.5  Mental Health

(a)  Mental ill-health may be perceived by older people and their families, as well as by professionals, as an inevitable consequence of ageing and not as a health problem that will respond to treatment. A key finding of the Healthcare Commission’s report, “Equality in Later Life” (March 2009) was that older people were often denied access to the full range of mental health services available to adults. In particular, the report found that there was poor access to out of hours and crisis services, psychological therapies and alcohol services.

Mental health disorders are usually divided into two categories: organic mental illness and functional mental illness.

(b) Organic mental illness is a category that includes dementia. This is characterised by confusion, memory loss and disorientation. Alzheimer’s disease is the most common form of dementia and is generally diagnosed in people over 65 years of age, although it can occur much earlier. Other causes of dementia include:
· Vascular disease including complications of chronic high blood pressure, blood vessel disease or strokes.

· Parkinson’s disease when severe and advanced.

· Huntington’s disease, a genetic disorder, shows symptoms of mental decline.

· Creutzfeldt Jacob disease, a viral infection that leads to rapid and progressive dementia. 

Dementia presents a huge challenge to society both now and in the future. It is estimated that there are currently 570,000 people with dementia in England; it costs the UK economy some £17 billion per year with projected costs set to treble over the next 30 years. The condition has a profound and wide ranging impact not just upon the effected individual but also upon their spouses, partners, family members and carers and this should be born in mind when designing services for dementia patients.

Applying national prevalence rates for dementia to Sutton:

· In 2007 there were 1,939 older people with dementia. By the year 2025 there are projected to be 2,467 people with dementia. This  represents a 19.1% increase. 

· The number of people younger than 65 with dementia in Sutton is estimated to be 41 although anecdotally and in line with national estimates, this is likely to be an underestimate. 

· The numbers of older people from Black and Minority Ethnic (BME) groups with dementia is projected to double from 56 in 2007 to 115 by 2016. 

· In Sutton an estimated 1,231 people with dementia currently live in the community and 708 in care homes. Numbers are projected to increase steadily to 2015 when an estimated 1,314 people will be living in the community (+7%) and 756 in care homes (+4%). 

· Of the 1,231 people with late onset dementia and living in the community, 821 are likely to be cared for by a family member and 410 live alone. Those with family carers are 20 times less likely to be admitted to care than those lacking family support.

Assuming that the severity of dementia is correlated with the use of public       services, results of the needs analysis suggest that:

· 659 [34%] people have critical care needs and require constant care and supervision.

· 931 [48%] people have substantial care needs where care is required at regular intervals.

· 213 [11%] people have moderate needs with care input needed once a week.

· 116 [6%] people have low needs – this group may be concerned about memory difficulties and be considering additional care needs.

· People in the critical care needs group are likely to be aged 85 and over.

(c)  Functional mental illness encompasses a range of disorders where people experience mental symptoms, usually in the absence of permanent structural changes to the brain. The major functional disorders are affective disorders including anxiety, depression, bi-polar affective disorders (including mania) and psychosis, (including schizophrenia), although psychotic states are less common in the elderly.  

Of these, depression is by far the most common mental health condition in older people. Applying national prevalence rates for depression to Sutton’s over 65 population, there are currently between 2,600 to 3,900 people over 65 with symptoms of depression and between 780 and 1,300 people with severe depression requiring treatment from specialist services. Depression amongst older people is notoriously under-diagnosed. 

(d) Research evidence suggests there are strong links between physical activity, well-being and mental health in older people. Key messages are:

· Physical activity is associated with a reduced incidence of depression and anxiety and can possibly have a preventative impact on Alzheimer’s. 
· Emotional well-being protects against strokes, with sustained low mood and depression increasing the risk of stroke.

· Depression increases the risk of heart disease fourfold, even when other risk factors like smoking are controlled for.

· Depression has a significant impact on health outcomes for a wide range of chronic physical illnesses, including asthma, arthritis and diabetes.

· Men and women who scored highest in a survey on emotional health were twice as likely to be alive by the study’s end. The link between subjective feelings of happiness and good health held even after controlling for chronic disease, smoking, drinking habits, weight, gender and education.
· Good personal support networks - for example friendship or a confiding relationship - and opportunities for social and physical activities, protect mental health and enable people at any age to recover from stressful life events like bereavement or financial problems.
· A systematic review of 22 studies evaluating the effectiveness of health promotion interventions to alleviate social isolation and loneliness among older people found that group activities like discussion and self-help groups, bereavement support and counselling, were all found to be effective.

8.
KEY PRINCIPLES

The Executive Joint Commissioning Group – comprising senior managers from the Council and Sutton and Merton Primary Care Trust – has agreed some overarching principles for the joint commissioning of health and social care in Sutton. These are set out below. 
· Valuing people as equal citizens who have the same rights to quality of life.

· Outcome-focused services delivered around the needs of individuals and the wider community within which they live.

· Promotion of community based services with an increased emphasis on prevention and early intervention to improve the health and well-being of all within Sutton.

· Personalised services which include a strong user voice and promote independence, dignity, choice and control.

· Creating a vibrant range of services that encompass employment, housing, education, leisure, health and social care with the aim of minimising inequalities and delivering services close to home.

· Working in Partnership across all sectors and targeting resources to reduce health inequalities.

· Developing specialist health and social care services where required to meet needs and manage risks.

· Developing a high quality workforce across the partnership, capable of delivering our aims and principles.

We will achieve the realisation of our vision and principles through….

· Increasing local, user involvement in service specific design, development and quality assurance.

· Exploiting the benefits of joint or integrated working.

· Coordinating the use of resources for best effect and to secure best value for money.

· Developing a well functioning local care market to support the choice agenda, ensuring the diverse needs of the community are met.

· Optimising the use of direct payments and personal budgets.

· Providing accessible advice, information and advocacy services to enfranchise and empower all groups - however disadvantaged.

· Promoting and supporting independent living and care in the community.

· Commissioning specialist care for those whose needs can best be met only in this environment, and by ensuring these interventions are evidence based. 

· Ensuring outcomes are the focus at all stages of commissioning, from assessment to service delivery.

· Developing culturally appropriate, flexible, choice led services. 

· Engaging in shifting resources from hospital to community based services where evidence supports this.

· Ensuring that systems are in place to provide a safety-net for people who may fall through the gap.

9.  WHAT NEEDS TO CHANGE, AND WHY?
Sutton Council and Sutton and Merton Primary Care Trust intend, over the next 3 yrs, to significantly redesign and reshape services to meet the growing needs of the local older population.  In implementing the changes, we will observe the principles set out in paragraph 8 (above).

9.1  AIMS

The overall aim is to shift our resources away from services that respond in a crisis, towards services that support people at an earlier stage. Thus, we will focus on preventing health (including mental health) problems, and on supporting more people to maintain their well-being and quality of life for longer.  When older people do begin to experience problems, we will concentrate on “getting them back on their feet”, by offering services that rehabilitate and promote independence.  In doing so, we will offer people an improved experience encompassing better information and advice, easy access to appropriate specialist services, more choice and control, and more local services that respond to their needs close to where they live.
These changes are very much in line with the direction of national policy, with the views expressed by older people and their families themselves, and with our own analysis of what is needed locally, as set out in the earlier sections of this report.  They are summed up in Figure B overleaf.

In the sections which follow, we explain our commissioning intentions in more detail.  For all older people there are 14 identified areas for action.

For older people with mental health needs, the model depicted in Figure B is also entirely relevant. Its depiction of a service shift – from crisis intervention, to early intervention and prevention -  fits with the direction of the recently-published National Service Framework (NSF) for people with dementia.  The approach taken within this document is that all older people’s services must be geared up to support those with mental health needs, since – to quote the title of the key Government publication – mental health is “Everybody’s Business”
.  On the other hand, we intend to take some specific actions in relation to those with mental health needs. These are summed up in paragraph 9.11 below, and in a separate section of the Delivery Plan; to assist with monitoring, this is built around the seventeen outcome objectives of the National Dementia Strategy.
FIGURE B: Shifting our resources towards earlier intervention and prevention
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9.2   COMMISSIONING INTENTIONS


  1.   Promoting Social Inclusion

Sutton and its partners share a positive view of ageing, and all the relevant major programmes have the notions of “valuing older people”, “making a positive contribution” and “working together with older people and their carers” at their heart.  Our programmes, taken together, recognise the contribution older people make and aim to help them continue to play their full part in the community.  In delivering our plans, we must focus particularly on those who are at risk of being socially excluded, either because of frailty and ill-health or because their particular cultural needs are not adequately catered for.

Engaging with older people: Our commitment to positive engagement applies at an individual level in shaping people’s support, at a planning level in the design and implementation of new services, and in influencing and shaping the way that services are delivered. This work will grow in importance as the aim to give people more choice and control over health and support services advances.

· We will continue to use a range of methods to engage with people, prioritising those groups who are sometimes missed out in consultations. The way that services look and the way they operate will be determined in partnership with older people and their carers.

Valuing diversity:  The Council, the PCT and their partners are committed to ensuring that the needs of all citizens are addressed, to promoting equality of opportunity and to challenging discrimination in all its forms. This commitment implies the need to understand the needs of a wide range of groups so that people are not disadvantaged by being part of a neglected minority.  The Population Needs Analysis has provided some valuable basic information which now needs to be built upon
; the introduction of self-directed support will gradually bring to light any further gaps, and help us understand the different choices made by people from minority communities.  We acknowledge that in some cases, further work will be needed to ensure that mainstream services are more accessible and responsive to people’s cultural needs. In other instances it may in future be necessary to develop specialist services that target particular minority groups.  

· In 2009/10 we will hold an open day to encourage people from black and minority ethnic communities to become more engaged in our planning, and will carry out further targeted consultations – for example, with LGBT in full groups – to ensure that services become more responsive to their needs.
Valuing and supporting carers:  We recognise that “informal carers” – families, friends and neighbours - are responsible for providing most care and support within Sutton and across the country. Most carers are also themselves older people who are caring for a spouse or for another older relative or friend.  When the pressures on carers become too great, or when carers themselves become ill, a crisis can occur that may even lead to an admission to residential or nursing care.  A little planned help for carers can make all the difference, and the provision of timely help in a crisis is particularly important.  

· Sutton’s carers’ strategy, which will be refreshed during 2009, will set out how services will be developed further.

Safeguarding older people:  The Council and its partners see the safeguarding of older people as everyone’s responsibility, and as an essential part of supporting people in the community. Over the past few years we have radically improved our processes and systems to identify and investigate situations where individuals may be at risk. Although ASSH takes the lead, there is a need for developing joint work with the Safer Sutton Partnership and all organisations to spread an awareness of adult protection issues. Evidence suggests that in the past, some people at risk of neglect, abuse or exploitation may have “slipped through the net”, perhaps because those close to them do not know where to report the problem or are reluctant to do so. Service providers and community organisations in contact with older people have a particular responsibility to ensure that their staff receive awareness training.  

· Our initial aim is to achieve a 5% increase in the numbers of referrals in 2009/10. 


  2.    Improving advice and Information

Older people and their carers consistently tell us that it can be difficult to find out what services and support are available.

Information and advice is currently available from a number of statutory and non-statutory services (including Sutton Library Service, SCOLA, Age Concern, the Alzheimer’s Society and the Citzens Advice Bureau).  In future, all relevant agencies will need to work together to ensure that the right information is available for people at the right time and in the right places, in a format that is accessible to them.  Some useful suggestions for improvement have been made by older people in the course of recent consultations (see paragraph 6, above), including some support for the idea of a “one-stop shop”, with others favouring a locality approach. It is likely that the use of electronic information (e.g. websites) will gradually become more widespread amongst the older population, and will therefore be increasingly important.

· The Transforming Social Care programme will continue to address information and advice services as a priority, with the aim of achieving radical improvements over the period of this Strategy.

We have, in particular, recognised the need to investigate how people find out about charges for services and about the state benefits to which they are entitled.  In the consultations, and in the Population Needs Analysis
 it has become apparent that some people are deterred from using services, or cancel important charges, because of what they cost.  On the other hand, a range of state benefits is available, many of which are not taken up by all those eligible for them.  

· A research project is being commissioned to investigate this further and to clarify how the problems associated with charging can be addressed.

3. Ensuring better access to services

We acknowledge that people can sometimes find it difficult to make sense of the health and social care “system” and may miss out on services as a result, or become irritated as they are referred from one place to the next.  For health services, GPs are often the first port of call for people, and local older people have recommended that better information is available within their practices (see paragraph 6).  GPs also play a critical role in referring people to different services; their role in identifying and responding to people’s needs, and in commissioning health and social care services, will develop during the course of this strategy in line with national changes to the NHS
.  Their input will be key to developing improved access to NHS services.

In social care, the Council has set up a new Access Team, but this is only the first step in a major programme to re-configure all social work teams and other specialist services.  In the context of “Transforming Social Care”, a key aim is to ensure that arrangements for accessing personal budgets
 work smoothly, so people obtain the support they need  – whether this is a simple item of equipment, or support for complex care needs – at a time that suits them, without experiencing too much bureaucracy.  

· A dedicated workstream has been established to improve the “customer journey” through the social care system. This will take account of the feedback received during the consultation.


   4.  Promoting wellbeing
“Promoting well-being” is a concept that encompasses helping people to have a good quality of life.  For many, this may mean getting just a small amount of help – for example, with their shopping or gardening.  For others, the priority is to maintain friendships, to get out and about, and to have opportunities to socialise.  This can best be achieved by ensuring that mainstream facilities - like clubs, libraries, sports centres and transport services – are fully accessible to older people.

Sutton is fortunate in already having strong partnerships with a range of voluntary and community organisations that provide relevant services (such as volunteer befriending, and luncheon clubs) for older people. The consultation exercise revealed that these services are often very highly valued (see paragraph 6). As part of our work to extend support to those who currently do not meet the Council’s eligibility criteria
 we will need to give further consideration to what support is required, which parts of the borough are least well served, and how new developments can be stimulated both within mainstream, and more specialist, services.  

· As a first step, as recommended in the Population Needs Analysis, we intend to carry out research on the numbers assessed by the Council as having “low” and “moderate low” needs, and to profile the needs of these groups.


  5.  Preventing accidents and ill-health

The main health problems experienced by older people are set out in the Population Needs Assessment, which will provide the basis for future initiatives in this priority area.  A key finding is that the incidence of ill-health, and people’s lifespans, vary significantly between geographical areas and largely correlate with levels of deprivation in the borough.  

The goal of the PCT is to raise the life expectancy and quality of life of the population significantly in each of its identified priority health needs, which are:

· Stroke – speed of CT scans, and rehabilitation

· Diabetes - prevalence, mortality and controlled blood pressure

· End of Life care - palliative care and choice of place of death

· Mental Health – access, patient experience, and appropriate care settings
· Cancer - screening

· Health improvement with regard to smoking – improving smoking cessation rates

· Coronary heart disease – controlled blood pressure and cholesterol

· Falls – reducing the number of older people experiencing falls

A key to reducing the incidence of several of these conditions is to encourage people to have more active and healthy lifestyles, from an earlier age. In addition, work is under way to reduce the number of fractures (and associated length of hospital stays) through the fracture liaison service. The evidence in the Needs Assessment suggests that arthritis is also a significant issue in reducing wellbeing and independence, and chiropody may be another area for joint work. 
· We will continue to prioritise health promotion, targeting those communities and areas where needs are greatest, with the aim of reducing health inequalities. Progress will be measured by national and local indicators, and reports on the outcomes achieved will be made available to local people.

· Between 2009 and 2012 we will introduce new integrated services to support people prone to having falls, and people who have had strokes.


  6.  Developing services that support people in their own homes

Helping older people to remain at home as long as they wish, and to avoid admissions either to hospital or to residential and nursing homes, is a key joint priority.

An overall aim of “Better Health Care Closer to Home” is to ensure that care is provided in the most clinically appropriate and most convenient way particularly by transferring 10% of inpatient care to home or community settings.
According to the Population Needs Analysis, the Council already has a good track record in supporting people at home
, but may need to reconfigure some services and to achieve some quality improvements. 

· We will implement our strategy to ensure that more people can benefit from assistive technology (including telecare).
· We will achieve further co-ordination of reablement and equipment services.

· We will ensure that the newly-issued contracts for domiciliary care result in higher standards.
· We will refresh the 2006 older people’s day services strategy with the aim of offering a wider range of opportunities in the community.

7.  Re-shaping rehabilitation and intermediate care
“Intermediate care” services are those that work on the interface between hospitals and the community, helping to prevent admissions and to support people who have recently been discharged.

A range of relevant services has already been developed by the Council and the PCT, acting alone or jointly.  The task now is to re-shape these services so they are more comprehensive and better co-ordinated.  This will involve a number of key players including GPs, the Community NHS Trusts, social care and other local authority services.  Whilst rehabilitation and intermediate care will often be delivered in people’s own homes, the PCT also plans to develop “Local Care Centres” with intermediate care beds, including one at the Wilson site in Merton.

The Population Needs Analysis reveals high variation in emergency hospital admissions between geographical areas
, indicating a need to investigate what is happening in certain “hotspot” areas and to target services more carefully.

· Our aim is to confirm a new strategy for intermediate care, aimed at delivering the improvements that are already under way whilst also ensuring a more streamlined, “whole system” approach which is appropriately targeted on priority geographical areas.

   8.  Developing a range of housing and support options

Older people’s wellbeing depends crucially on having good, appropriate housing and feeling safe and able to participate in the life of the local neighbourhood. This is true for people who own their own homes and for people who live in the rented sector.
Some people may benefit from having adaptations made to their homes, to overcome the practical problems they are experiencing. For others, a move to supported and “extra care” housing is a welcome option. The Council plans not only to increase the number of units, but also to re-develop some of the existing schemes, and to increase the levels of care and support offered to some residents.  

· Some significant proposals (such as the re-development of Elizabeth House) are already the subject of consultation, and future plans will be set out in a new housing and support strategy, due for completion in 2009.

  9.  Offering dignity and respect in care and other institutional settings

Within Sutton, there is a reducing reliance on residential and nursing home care, in line with the expressed preferences of older people
.  For those who are admitted to residential or nursing care, and for those admitted to hospital, we aim to ensure continuous quality improvements in line with the national “Dignity in Care” initiative. Key tasks are to continue to collect feedback from those who use hospital and care services, and to use this (and other relevant sources of information, such as inspections) to ensure continuous quality improvement.  Private sector providers are amongst the key players; in 2009/10 we have altered our fee structure to offer a higher premium for those who achieve good outcomes and high standards, and have developed a new Quality Assurance Framework. 

· We will systematically introduce the new Quality Assurance Framework across all adult care services, including both domiciliary and residential care.

  10.  Ensuring dignity at the End of Life

The PCT’s separate strategy for “end of life” care recognises, in particular, that most people would prefer to die at home rather than in hospital. 
· This strategy therefore aims to increase the number of patients able to die at home by 10% annually, whilst also improving the quality of existing palliative care and bereavement support services.


  11.  Older People’s Mental Health

The Partnership Board for Older People with Mental Health Needs has been critical in helping to shape our commissioning intentions and in assessing the effectiveness of the new service model.  
To date, the work of this Board has largely focussed on services for people with dementia.  Progress so far has included the re-provision of existing “continuing care” services, and re-investment in new services (like the hospital liaison service) and the community mental health team. This work has been underpinned by extensive consultation since 2007.

The Population Needs Analysis has enabled the Board to better understand the needs of older people with functional mental illness and to develop specific plans for this group, which are set out in the latter part of the Delivery Plan.  Overall, a key theme in this area is the need to strengthen links between specialist mental health services and mainstream services for older people.

The proposals for those with mental health needs will build on some significant work that is already under way.  For example:

· We are reviewing the community mental health team (CMHT) which is provided by the South West London and St. George’s Mental Health Trust.  This team is a multi-disciplinary team that provides assessment and treatment both for people aged 75+ and for younger people with suspected memory impairment. The review will identify what more needs to be done to (a) develop a more integrated service with stronger links to other community and mainstream services and (b) deliver on key local and national priorities including the National Dementia Strategy and Transforming Social Care.
· In 2008 the local authority led a further consultation to assist in shaping plans for the proposed re-development of Franklin House into a specialist resource centre for people with dementia. This development will address a number of identified gaps in current services such as the need for integrated day services, purpose-built nursing care homes and extra-care sheltered housing for people with dementia.

Our commissioning intentions for the period covered by this Strategy are set out in Part Two of the Delivery Plan. Highlights are:

· We will continue to raise awareness and understanding of dementia amongst staff and the general public.
· We will prioritise prevention, for example by reviewing health promotion activities in relation to depression.
· We will focus on early diagnosis, for example by reviewing existing memory assessment services, and by auditing annual health checks of older people to establish whether they screen for depression and dementia.
· We will increase support for people with “low level” mental health needs, for example by increasing the availability of “talking therapies”. We will also jointly fund the Alzheimer’s Society to provide a range of services (including flexible day opportunities).

· We will complete the review of the CMHT and develop its links with other community services.
· We will complete the tendering for the Franklin House resource centre and re-develop the service over the period of this strategy.
· We will improve the quality of care for older people with dementia in hospital, and in specialist residential and nursing homes.

10.  PROVISIONAL* DELIVERY PLAN 
(1) OLDER PEOPLE
*  Detail to be developed by October 2009
Key:
PNA: Older People Population Needs Assessment 2009

BSAP: “A Better Sutton for Older People” Action plan, 21st May 2009

OPPAP: Draft Action Plan for the Older People’s Partnership, 27th May 2009

TSC: Transforming Social Care

	1.  PROMOTING SOCIAL INCLUSION

Sutton and its partners share a positive view of ageing, and all the relevant major programmes have the notions of “valuing older people” and “working together with older people and their carers” at their heart. Relevant planning groups (and associated plans ) are as follows:

· A specific “Strategy for Citizen Involvement in Adult Social Services” is in place.  New initiatives are overseen by the Older People’s Partnership and Strategy Group, as part of the “Working Together” theme of the Older People’s Strategy.  Some of these are summarised below.
· Sutton’s Public Health Strategy Board, and a joint Public Health Consultant, lead work to reduce the health inequalities identified in the population needs assessment.
· There is a dedicated Carers Partnership Board, chaired by the Carers’ Champion. “A Better Deal for Carers”, the multi-agency carers strategy for 2006-9, is currently being refreshed. It will incorporate a needs assessment for older carers.  The priority given to carers’ services is reflected in the fact that an LAA target has been set for this area in 2009/10.

· An effective Adult Safeguarding Board is in place, and this is overseeing a range of measures designed to protect people at risk of neglect or abuse. The Board’s programme of improvement will be informed from 2009 onwards by the findings of the forthcoming Care Quality Commission inspection.



	Where are we now?
	Plans for 2009/10
	Plans for 2010-2012
	Source/

Cross ref

	a. Consultation and involvement: 
- Since 2002, the borough has had an active Older People’s User and Carer Involvement Group, which has played a key role in informing and reviewing local health and social care developments.  

- We communicate with the wider constituency of older people through the Sutton Seniors Forum, which has over 450 members and 20 affiliated groups. 

- We have consulted extensively about the development of services for older people with mental health needs; over 430 users and carers attended events in 2008 and 2009.
	- Hold an event in October 2009 that builds on the success of the “Full of Life” event in 2008. Use this event to start the process of refreshing “A Better Sutton for older people”.

- Hold an open day to encourage older people from minority groups to become members of the Sutton Seniors’ Forum and Age Concern Sutton.

- Continue to deliver culture change, including the “Changing Lives” culture change for staff, to celebrate older people’s contribution and to promote positive views on ageing.
	- Continue to improve current mechanisms and processes, to ensure we engage with older people and their carers from the outset in developing and delivering our plans and strategies.
	BSAP p1

	b. Advocacy:  

In 2008 we commissioned an independent review of advocacy services, which highlighted a growing need for people to receive help to make informed decisions.  In May 2009 we introduced a new pilot scheme, involving Age Concern and Advocacy Partners.
	- Complete the consultation on the draft advocacy commissioning strategy, and finalise the strategy by May 2009.

- Evaluate the new scheme, whose target is to support 50-75 people, including people from BME and other minority groups, in 2009/10.
	Subject to the outcome of the consultation, commission services to provide three “levels” of advocacy for older citizens.
	

	c. Valuing Diversity
All commissioning activity is underpinned by Equality Impact Assessments.

There are some services which particularly target the needs of older people from a BME background.
	The personalisation of social and health care will take into account people’s cultural needs. The commissioners of services need to consult further with local groups on the development of any specialist services.
	In developing the market for health social care and other services that promote “well-being”, give priority to ensuring that the needs of BME communities are well catered for.
	PNA

	d. The needs of older LGBT people

A sexuality policy has been developed and is currently being consulted upon.


	Consultation with LGBT groups is required locally to determine how best to ensure that people’s individual needs can be met within care settings and in the community.
	Ensure that future market development activities take account of the needs and expressed wishes of LGBT groups.
	PNA

	e. Valuing and Supporting Carers

The Sutton Carers Centre works closely with a dedicated carers development unit which works across the Council and the PCT. 

A valued emergency support service for carers has been in place since 2007.
	Continue to develop and promote flexible support services, jointly commissioned by the Council and PCT.

Increase the percentage of carers receiving needs assessment and review, and a specific carers’ service or advice and information, to 21% in 2009/10. (LAA Target) 
	Achieve a further increase, to 25%
	

	f.  Safeguarding Older People

Significant progress has been made in strengthening governance, policy and practice in this area. Referrals have increased significantly in 2008/9. Safeguarding is at core of TSC programme. 
	- Continue to raise awareness with the general public to achieve a 5% increase in referrals

- Use systematic case feedback and user and carer representation at the Safeguarding Board to evidence that vulnerable adults feel safe;

- Increase staff and provider competence, and commission more IMCAs and professional advocates

- Implement the recommendations of the 2009 CQC inspection.

	
	TSC

	

	2.  IMPROVING ADVICE AND INFORMATION
Information and advice have been identified by the Older People’s Partnership and the Strategy Implementation Group as a key theme for action, and both groups are closely involved in overseeing progress in this area. Examples of recent initiatives are set out below.



	Where are we now?
	Plans for 2009/10
	Plans for 2010-2012
	Source/

Cross ref

	a. Information and advice: 

- We have commissioned Age Concern to help improve older people’s access to electronic information, in tandem with schemes already introduced by Sutton Library Service and SCOLA.

- Comprehensive information about access to social care and associated services is on the new Council website. 


	- Implement and monitor the Age Concern initiative, to ensure improved outcomes for people using information services.

- Use feedback from service users to make further improvements to the Council’s website, as part of the “Transforming Social Care” programme.

- Consider other ways of making information available, including the relative merits of a “one stop shop” or a locality-based approach, taking feedback from the consultation with older people into account.


	Continue to deliver the Transforming Social Care (TSC) vision, to “make good information and signposting widely available to everyone with an interest”.
	OPPAP p2

OPPAP p1/TSC



	b. Financial Advice: 

We provide advice about costs, charging and income maximisation in a range of ways, including: visits by the “SPOT” team, the CAB’s home visiting financial advice and advocacy service, the Carers Centre’s service for carers, Age Concern’s new “Money Matters” service and outreach support from the Alzheimer’s Society.
	Complete a commissioned research project to investigate:

- Decisions made by service users about early cancellation of their services, the role that charging amongst other things plays in those decisions, and outcomes for that group.


	Achieve measurable increases in benefits take-up, to offset the problems experienced by those on low incomes (as identified in our neighbourhood analysis of need).
	PNA

OPPAP p3

	

	3.  ENSURING BETTER ACCESS TO SERVICES
“Information, communication and advice” is one of the themes of Sutton’s Older People Strategy, reflecting its importance across all agencies. Initiatives are promoted and monitored by the Older People Partnership Board.

Within Social Services, this is also a key theme of the Transforming Social Care (TSC) programme. The programme is now well-established, with its own Programme Board and stakeholder reference group.  It includes a dedicated “customer journey” workstream that will radically improve our response to people when they first ask for help, and ensure they receive an effective and appropriate response, regardless of their level of need.  Current priorities include (a) a programme of culture change amongst staff, (b) the development of information systems, (c) the development of the tools, systems and services required to deliver the new model of care.


	Where are we now?
	Plans for 2009/10
	Plans for 2010-2012
	Source/

Cross ref

	a. Access to Services

The PCT has set up a single point of access to NHS provider services.

In January 2009, the Council established a new “Access Team” which offers a quick and effective service to people when they first approach the Council for help.


	- Review the scope of the Access Team, to ascertain whether more developments (such as outreach work, and further integration with health services) would be feasible and effective. In doing so, co-opt older people to be actively involved in the project team that is undertaking this work.

- Review the structure of the other care management teams and specialist services (such as OT, vision and hearing services) as part of the “Transforming Social Care” programme.


	
	TSC

	b. Assessment and care planning 

- We have developed an outcome-focussed care plan to ensure that people receive services that will help them meet their personal goals and aspirations.

- We have developed a self-assessment tool in consultation with users, carers, staff and key stakeholders. This is now being trialled in all teams.
	- Review and update all relevant procedures, assessments and recording documents as part of the extension of self-directed support.

-Introduce a comprehensive trial of the new self-assessment tool and roll out the use of this tool by the autumn of 2009.
	
	TSC

TSC

	c. Mainstreaming self-directed support:

- We have commissioned SCILL to provide a self-directed support service. 

- We have also re-commissioned the existing Direct Payment Support service, and actively promoted the use of Direct Payments by older people. The numbers in receipt of Direct Payments rose from 84 in 2007/8 to 187 in 2008/9.
- We are now working to develop new tools and processes, so that “self directed support” is embedded as part of the mainstream work of ASSH.
	- Continue to implement the Transforming Social Care programme, in line with the agreed Programme Plan.

- Ensure that 12% of all service users and carers use self-directed support  in 2009/10 (LAA Target).


	In line with the aims of the Transforming Social Care programme, ensure that by 2011, all new customers are informed about the personal budget available to them.
Increase the numbers receiving self-directed support, to 30%.
	

	d. Brokerage:

Age Concern has secured funding for a 3 year project to recruit, train and support 15 volunteer “brokers”.
	- Support the new volunteer broker scheme, in tandem with the development of other brokerage services in Sutton.
	
	OPPAP p9/10

TSC

	
	
	
	

	4.  PROMOTING WELL-BEING
The action plan for the Older People’s strategy encompasses a range of relevant actions, relating to: Working together; Community Safety;  Lifelong Learning and Leisure; Income and Employment; Transport and mobility.  The ASSH department has historically fostered partnership work with the voluntary sector and a range of relevant services has been developed.  Future commissioning of such services, and of specialist transport services, will be based on research and feedback about what helps older people remain at home and maintain a good quality of life.


	Where are we now?
	Plans for 2009/10
	Plans for 2010-2012
	Source/

Cross ref

	a. Promoting Well-being
- In 2008 we introduced a pilot one year tele-befriending service. An evaluation is underway to inform the development of our day services approach.  

- Sutton has a range of longstanding services that promote well-being including: befriending, help and gardening services (Volunteer Centre); the Home Support Service (Friends of the Elderly); ‘Helping Hands’ (Age Concern), day services, small luncheon clubs and social clubs.
- The Council has supported the development of a voluntary-sector led initiative to establish the Granfers Resource Centre for older people, which serves as a base for a range of activities  and organisations for older people. 


	- Carry out research into people with “low” and “moderate” needs and develop a more detailed profile of their requirements.

- Develop a bid for “Generations together” funding to support intergenerational work, by June 2009.

- Review the effectiveness of existing services to check that they make sense as a “whole system”, fit with what people will need in future, and between them address identified priorities.


	
	BSAP p1

	b. Volunteering

Older people in Sutton make a very significant contribution as volunteers. Sutton Volunteer Centre is a recognised “strategic partner” of the Council.
	Work with the Volunteer Centre to develop its strategic partner status, and to increase the number of older people who work as volunteers. 
	
	

	c. Transport:

The Council commissions transport services linked to day centres, and runs the London taxi-care scheme which gives more flexibility. The Health Trust also commissions patient transport. Sutton Community Transport is available for all Sutton citizens and has arrangements in place with voluntary some organisations.
	Develop more effective and efficient commissioning arrangements, including cross-borough partnership working.  Investigate releasing resources so they can be included in people’s personal budgets as part of the implementation of “Transforming Social Care”.
	
	OPPAP

	

	5.  PREVENTING ACCIDENTS AND ILL-HEALTH
A major strand in the work of the PCT is its ‘Better Health Care Closer to Home’ programme, which includes a range of relevant actions.  Other jointly agreed actions are encompassed within the “Health and Well-being” section of the Older People’s Strategy.



	Where are we now?
	Plans for 2009/10
	Plans for 2010-2012
	Source/

Cross ref

	a. Falls Strategy

A Falls Strategy was completed in 2007.
	Recruit a Falls Co-ordinator to refresh and update the Falls Strategy and take forward new developments – by September 2009.

Review the effectiveness of existing footcare services in Sutton.
	In line with the refreshed Strategy, prioritise measures, including community-based activities, to prevent falls and to support those at risk of falling.
	OPPAP p5



	b. Active Lifestyles

- Our innovative ‘Active Lifestyles’ project offers older people an opportunity to try out an activity of their choice, including sports. Exercise programmes have also been in place in all residential care homes since April 2008.

- Our “Stay Active Every Day” campaign has seen many older people taking up new activities.


	- Extend the Active Lifestyles scheme so that more people can take part, including those receiving a care package.


	Work with the Council’s leisure services and other key partners to develop a co-ordinated approach, so that older people can access a wider range of activities that promote an active lifestyle, health and well-being.
	OPPA

	

	6.  DEVELOPING SERVICES THAT SUPPORT PEOPLE IN THEIR OWN HOMES

As more people are helped to achieve their goal of remaining at home for as long as possible, L.B Sutton, the PCT and partners are prioritising the expansion and improvement of community-based health and social care services.  Some of the most important relevant initiatives are summarised here.



	Where are we now?
	Plans for 2009/10
	Plans for 2010-2012
	Source/

Cross ref

	a.  Assistive Technology:

- Assistive Technology is currently helping 164 older people in Sutton to overcome problems in their home environments.

- We have established ICES (the Integrated Community Equipment Store) which provides community equipment services for people who use both Council and NHS services.

- We are actively promoting the use of Telecare services. We run a monthly network of telecare champions. 

- Volunteers from Age Concern have received training and equipment to enable them to provide information and advice to older people.  

- A Telecare Strategy action plan is being implemented to drive further improvement, for example through broadening the choice of service providers.  
	- Agree the new strategy for assistive technology, and implement a new model of service provision by March 2010, encompassing the further alignment of ICES with the START team.

- Achieve an overall increase in the numbers benefitting from assistive technology, in line with the new strategy.
- Develop phase 1 of a retail model for community equipment by March 2010, so that people can buy equipment from mainstream shopping outlets.

	Significantly increase awareness and broaden the use of assistive technology in the wider community, in line with the assistive technology strategy.
	OPPAP p9

	b. Domiciliary Care: We have recently re-commissioned domiciliary care services using a new locality-based approach.  Since 2004, we have commissioned the User and Carer Group to conduct interviews with older people about the standard of domiciliary care services they receive. The new outcomes focused service specification responds to their feedback as well as other quality and contract monitoring activities. 
	- Implement the new Quality Assurance Framework for domiciliary care.

- Monitor the impact of introducing higher rates for contracted evening services – checking that people are able to receive support at the times they need.

- Continue to consider the introduction of electronic monitoring within contracted domiciliary care services.

- Track and analyse the impact of (a) reablement and (b) personal budgets on the take-up of contracted domiciliary care services, and continue to stimulate the market to offer increased choice and control. 
	
	

	c. Handypersons schemes:

Older people in Sutton can access a number of different organisations who offer practical support to live in their own home. For example, ‘Staying Put’ runs a dedicated initiative to prevent older people being admitted to hospital, and assists with timely and safe discharges. The service supported 99 older people in 2008/09. Their work is complemented by the ‘Ageing Well’  and ‘Home Security’ projects (Age Concern), which support older Sutton residents with practical help from a handy person, equipment, and home visits. 


	Recommission all handyperson schemes by September 2009 using new funding from the CLG (Department of Communities and Local Government), with a view to setting up a local Social Enterprise.
	
	

	d. Day Opportunities:

-An Older People’s Day Services Strategy was agreed in 2006.  Phase One of the agreed model has been implemented.  New providers have been brought into the borough, consistent service standards have been introduced, and there is a new emphasis on achieving better personal outcomes for older citizens

	Refresh the day services strategy by September 2009, taking account of the findings of this strategy, to ensure that services are personalised, and offer choice and control.  This work will include an evaluation of two of our successful small-scale services, Homeshare (where volunteers supported 52 isolated or vulnerable older people in their own home in 2008/9) and the Euroasian Club (which provides lunch, activities, information and advice to Asian elders) to assess to how we can transfer good practice across to other services. 
	- Pilot alternative approaches to day opportunities, by April 2010.

- Develop the range of services to create more flexible support, including individualised approaches to meet people’s support needs. This will encompass further decommissioning and re-shaping of existing services.
	OPPAP p10

	e. Crisis response and out of hours services

The Council commissions a 24/7 emergency response service, “Safecall”, and provides Assistive Technology as part of this service.
	Because of the significant variation in hospital admissions between localities, a review of out of hours services (e.g. ambulance, A&E) will be included in the baseline review of intermediate care that has already been commissioned.
	
	

	

	7.  HOUSING AND SUPPORT
The ASSH department of LB Sutton is developing a commissioning strategy for housing and housing-related support.  This work is being overseen by the Older People’s Partnership.



	Where are we now?
	Plans for 2009/10
	Plans for 2010-2012
	Source/

Cross ref

	a.  Extra Care Housing and supported housing

- We started our incremental development of extra care housing in 2003, with four sheltered schemes in different localities across the borough. 
– In 2008, we opened our first new-build scheme in central Sutton which offers fully wheelchair accessible flats, a mix of rent and leasehold accommodation, a café and care staff on site 24 hours and a short stay flat offering potential residents the option of a trial stay.

- In August 2007 we initiated an innovative floating support service within sheltered housing, for older people who were at risk of losing their tenancy because of alcohol misuse.  Following a positive evaluation, this service has now been incorporated in a generic floating support service, which is available to the broad range of older people in Sutton.   
- We have developed options for the re-development of Elizabeth House sheltered housing scheme, including the development of new homes on the site.
	- Complete a housing needs analysis by June 2009.

- Consider the role of housing adaptations as one of the interventions that are important in helping older people to remain at home.

- Agree draft commissioning intentions for housing and housing related support for older people by July 2009

- Agree a commissioning strategy for housing and housing related support by October 2009

- Review access to housing advice and information by October 2009
- Develop a communication strategy in relation to supported housing.
- Expand existing extra care capacity by introducing 24 hr care at Cloverdale Court by June 2009. 

- Complete the consultation on the planning brief on the re-development of Elizabeth House.

	Achieve the phased development and improvement of housing and support services for older people, in line with the new commissioning strategy.
	OPPAP p11ff

	
	
	
	

	8.  RE-SHAPING REHABILITATION AND INTERMEDIATE CARE
Sutton has a range of “intermediate care” services, which now need re-shaping to ensure a better whole system of care. This forms another key strand of the PCT’s “Better Health Care Closer to Home” strategy. 



	Where are we now?
	Plans for 2009/10
	Plans for 2010-2012
	Source/

Cross ref

	a.  START

We have established START – a Council-run re-ablement service – which aims to restore people’s independence wherever possible. The service provides around 700 hours of care and support each week, and has offered support to all new users of home care services since September 2008. Since April 2009, no older people supported by social services are admitted to residential care unless they have first had the benefit of support from START.
	- Pilot new ways of assessing people’s needs, including an “information needs checklist” to further enhance people’s choice and control.

- Review the overall effectiveness of START, and the scope for further developments including opportunities for further joint work with health. (By Nov 2009).

- Co-locate START with the integrated community equipment store (ICES) and work towards the model of a free-standing service.
	
	

	b.  Community Matrons

Since January 2009 we have agreed a joint approach involving the employment of six community matrons to support people with complex needs who are at risk of hospital admission or re-admission. So far this has helped 15 people to avoid being re-admitted to hospital.
	- Maintain and monitor the new community matrons service.

- Develop a more comprehensive and proactive approach, using the PARRs tool identify people with a range of conditions whose complex needs indicate a risk of hospital admission.

- Improve referral systems and information sharing between professionals working on the interface between hospitals and the community.
	
	

	c. Services for people who have had strokes

We have commissioned a Population Needs Analysis specifically in relation to people who have had strokes. This will be completed by July 2009 and will inform future commissioning. 
	Agree and implement a plan to improve services, including the development of community-based services for people who have experienced a stroke, and their carers, in line with the National Stroke Strategy.
	
	OPPAP p10

	d. Intermediate Care

Both the Council and Sutton and Merton PCT have invested in the development of new intermediate care services. These include bed-based services and community-based services that offer clinical support and intensive personal care for specified lengths of time. 

The PCT currently commissions 21 intermediate care beds in Sutton. It is now developing local care centres, including a new-build intermediate care unit at the Wilson site in Merton (for completion by 2013).
	- Complete a baseline review of all intermediate care services by October 2009, and develop a new strategy by December 2009.
	Use the new intermediate care review and strategy as the basis for the recommissioning of services across the whole system.
	OPPAP p7

	

	9.  OFFERING DIGNITY AND RESPECT IN RESIDENTIAL CARE AND OTHER INSTITUTIONAL SETTINGS

We aim to ensure continuous quality improvements in line with the national “Dignity in Care” initiative. This theme has been embraced by the Older People Partnership & User and Carer Engagement Project.   


	Where are we now?
	Plans for 2009/10
	Plans for 2010-2012
	Source/

Cross ref

	a.  Commissioning Residential and Nursing Care

A newly established Commissioning and Performance Team has been in place since April 2009, which includes a dedicated contracts team. 

An approved provider list for older people’s residential care is in place.  There is a supply of good quality care within the borough, and in adjacent boroughs, although little purpose built accommodation. Quality assurance frameworks are being implemented.

	- Implement further developments and improvements in residential and nursing homes on the Council’s approved list, to start from May 2009.

- Co-ordinate existing placement activities into the expanded brokerage service by March 2010.

	
	OPPAP p5

	b.  Raising standards

We have recruited Dignity Champions, allocated funding for capital improvements to some care homes, and commissioned Age Concern’s “user and carer involvement group” to monitor the improvements. The group has also been instrumental in raising standards at mealtimes within St. Helier hospital.
	- Continue to respond to feedback received from the user and carer involvement group – for example, by improving the quality of meals where concerns have been expressed.

- Co-ordinate feedback from GP surveys and the Community Health Trust’s surveys, through the work of the PCT’s performance team.

- Implement the new Quality Assurance Framework, and continue to use all other relevant sources of information (including inspection reports) to monitor the standards achieved by local residential care homes.

- Include residential care homes in initiatives to address the unexplained variation in hospital admissions between localities.
	- Continue to drive up standards in Sutton’s residential and nursing homes.
	

	c. Market management

We have reviewed the prices we pay for residential care, and introduced enhanced fees for homes that meet higher standards in 2009/10.

	- Set up a process for systematic and comprehensive market analysis and management for placements by Dec 2009.


	
	

	

	10. ENSURING DIGNITY AT THE END OF LIFE
“A Good End to Life”, Sutton and Merton PCT’s strategy for end of life care, was updated in February 2009 and supported by L.B. Sutton. The relevant action plan is reflected in the work of the Older People Partnership. 


	Where are we now?
	Plans for 2009/10
	Plans for 2010-2012
	Source/

Cross ref

	a.  Hospital discharge for end of life patients

“A Good End to Life” sets a target to increase the number of patients able to die at home by 10% annually. (The current baseline is 15.6% of end of life patients).
	The Older People’s Partnership Action Plan includes action to reach the target of 26.6% by March 2010.  The actions include increased use of best practice tools, such as;

- The Gold Standards Framework (GSF)

- Liverpool Care Pathway (LCP)

- Implement fast track discharge arrangements at St. George’s, and increased discharge facilitation at St. Helier.
	
	OPPAP p.6

	b.  Services in the community

A Hospice at Home service commenced in May 2009.
	Secure funding and establish a new bereavement support service.
	
	

	


PROVISIONAL* IMPLEMENTATION/ DELIVERY PLAN

(2)  OLDER PEOPLE WITH MENTAL HEALTH NEEDS

* Detail to be developed by October 2009

DRAFT IMPLEMENTATION PLAN - OLDER PEOPLE AND MENTAL HEALTH 2009-14
	No.
	Strategic Priority/Objective 
	2009-10 
Proposed Actions & Commissioning Intentions
	 2010-14  Proposed Commissioning Intentions

	1. 
	Improve public and professional awareness and understanding of dementia and address associated stigma.

This will encourage people to seek help early and explain the benefits of timely diagnosis.


	· Develop Joint Communication Plan to raise awareness and understanding of Dementia (Linked to National Awareness Raising Programmes)

· Funding for on-going Dementia Care Forum Events to update and inform commissioning plans (joint funding agreed for 2009/10)

· A local national dementia strategy launch event for the public and professionals arranged for 15th May 2009 
· Two further Forums planned for 2009/10

	Identify on-going funding for Dementia Care Forum and implementation of Communication Plan

	2. 
	Good quality early diagnosis support and intervention for  people with dementia and their carers explained in a sensitive way


	· Review of current memory assessment services 

· Research  models of best practice to inform development of local memory assessment services

· Agree local model for memory assessment services and identify resource requirements. 

· Make use of Primary Care Quality Outcomes Framework and GP Dementia Registers to monitor the impact of service delivery in relation to early diagnosis 


	Investment in memory assessment services informed by evidence of best practice (Identified in the Sutton & Merton PCT Strategic Plan)



	3. 
	Good quality information for those with dementia and their carers


	· Develop outcomes based service specification for jointly funded Alzheimer’s Society information/advice and outreach support services for people with dementia and their carers
· Consider locating central public information source for Dementia with the Alzheimer’s Society locally.

· Information pack providing information on local services has been developed and is available on LBS website and circulated to Sutton GP’s

· Review and update existing publicity and promotion materials as national materials become available. 

· Ensure that information is also available on the Sutton and Merton PCT website 

· Develop information in different formats and languages according to local population needs 

· Develop service user and carer information packs to be given out post diagnosis.
· Consider development of
· Carers Telephone Helpline

· Carer support workers in GP practices

· Benefits Advice fast-track

· Carer support through Programmes of learning

	Further develop Information Advice and outreach support  services

	4. 

	Enabling easy access to care, support and advice following  diagnosis


	· The Alzheimer’s Society Outreach Support Worker commissioned to provide post-diagnosis support for people with dementia – links are established with the OPCMHT to refer on newly diagnosed people with dementia and their carers.

· Review availability and effectiveness of existing post-diagnosis support and advice from Older People’s Community Mental Health Team

	Consider commissioning of Admiral Nurses to boost existing levels of specialist post- diagnosis and carer support for people with moderate to severe dementia living in the community

	5. 
	Develop structured peer support and learning networks

	· Joint funding identified for 2009/10 for the Alzheimer’s Society to establish a range of accessible, flexible and supportive day services and opportunities for people with dementia and their carers in Sutton including: ‘self seeding’ peer support groups for newly diagnosed and their carers. These include:

· Funding for one year pilot of Alzheimer’s Café 

· Funding for “Tuesday Club” offering social opportunities and peer support for people with dementia and their carers

· Review the current level of service from the Older People’s Community Mental Health Team to ascertain the level of support provided to carers of people with dementia and how this support is being provided.


	Identify on-going funding for Alzheimer’s Café / Tuesday Club subject to evaluation

	6. 
	Improve community personal support services for people living at home


	· Monitor and evaluate the new 7 Day service for people with dementia at Oakleigh

· Undertake review of the Downs Day Hospital service

· Develop plans and specification for an integrated specialist day service for people with dementia with outreach support for mainstream day services

· Quality monitoring of commissioned home-care providers to ensure they are delivering high quality flexible personalized services to people living with dementia that adapt to changing needs.

· Promote the use of assistive technologies and telecare

· Ensure that all commissioned services provide adequate dementia training to their staff 

· Ensure that all staff working with older people are aware of local safeguarding of vulnerable adult procedures
	Progress Development of Franklin House Resource Centre (including Integrated Specialist Day Service for people with Dementia) 

Consider commissioning of more specialised home-care services for people with dementia to support those with higher levels of need

Investment in Tele-care & Assistive technologies

Investment in workforce development

	7. 
	Implementing the New Deal for carers


	· Ensure all carers are offered Career’s assessments

· Ensure respite care assessments are standardised and that a fair and equitable system is in place that is determined by people’s needs and means

· Develop range of more flexible respite care services that benefit people with dementia as well as their carers including “sitting” and “overnight” respite care.

· Promote the use of direct payments and individual budgets to give carers greater choice and control of their respite care 

· Meet with community agencies to determine the best mechanisms for consulting with and advertising the “new deal” package to people who do not readily access mainstream service provision e.g. BME groups, people with early onset dementia etc
	Investment in range of more flexible respite care provision

	8. 
	Improve the quality of care for people with dementia in general hospitals
	· Evaluate older people’s hospital liaison service to inform service development  

· Research other models of hospital liaison services to inform development  

· Identify senior hospital clinician to champion older people’s mental health in hospital

· Develop a clear care pathway for the management of people with dementia in hospital
	Investment in older people’s mental health hospital liaison services (Identified in PCT Strategic Plan)



	9. 

	Improve intermediate care for people with dementia


	· Investment in the development of intermediate care for people with dementia identified in PCT Operating Plan for 2009-10

· Establish a joint working group to identify resource requirements needed to improve access to domiciliary intermediate care services for people with dementia

· Develop the existing service specification for intermediate care services to better meet the needs of people with dementia and promote more flexible access.

· As part of performance monitoring routinely monitor access to intermediate care for people with dementia

· Explore options to commission intermediate care beds for people with dementia.

· Consider future requirements for intermediate care beds for people with dementia either as part of Franklin House re-development or planned new intermediate care facility being built under PCT’s Better Healthcare Closer to Home plans.

	Investment in intermediate care (Identified in PCT Strategic Plan)



	10. 

	Consider how housing support, housing related services, assistive technology and telecare can help support people with dementia and their carers
	· Progress the tendering for the Franklin House Resource Centre which will include specialist extra care sheltered housing for people with dementia
· Promote use of telecare and assistive technologies to enable people with dementia to live in their own homes for longer.

· Work collaboratively with housing support service providers to review, upgrade and overhaul existing risk assessment and management process to enable people to live in their own homes more safely and for longer.


	Progress Development of Franklin House Resource Centre (including Extra-care Sheltered Housing for people with dementia)

	11. 
	Improve the quality of care for people with dementia in care homes


	· Progress the tendering for the Franklin House Resource Centre which will include specialist nursing care for people with dementia
· Review criteria for “Approved List' of care home providers to ensure it includes quality standards requirements around dementia care.

· Introduce London Procurement Program Service Specifications and Quality Monitoring Frameworks for commissioned continuing care services    

· Monitor and encourage uptake of available dementia training by care home providers 

· Review involvement of GP’s as stakeholders to improving quality of care homes. 
· Promote good practice through Care Home Provider Forum and develop mechanisms for promoting and monitoring good practice in those care homes who do not attend the Care Home Provider Forum

· Encourage use of Dementia Care Mapping or similar techniques to improve quality of life in care homes.

· Evaluate the work of the new Challenging Behaviour Outreach Service to inform future service development

· Undertake a review of the use of anti psychotic medication for people with dementia in care homes in Sutton. 

· Prescribing regimes will be reviewed regularly by a CMHT consultant psychiatrist and GP’s providing medical cover to care homes.
	Progress Development of Franklin House Resource Centre (Including Nursing Care)

	12.
	Improve end of life care for people with dementia
	· Ensure that all commissioned care homes are encouraged and supported to register for the ‘Gold Standards Framework’ and Accreditation Programme to achieve this standard and ensure high quality end of life care for people with dementia.

· Ensure that local End of Life Care Strategy appropriately reflects and addresses the end of life needs of people with dementia. 

· Develop a specific carers information pack for carers of people with dementia:

What to expect with advanced dementia conditions.

· The range of support and services available 

· Where and how carers can get help and support after the person has died – i.e. putting affairs in order, probate, bereavement counselling etc.

	

	13. 
	An informed and effective work force for people with dementia
	Establish a multi-agency working group with training leads from all agencies to develop joint workforce development strategy. .Develop a Joint Workforce Development & Training Programme to deliver:

· Primary dementia awareness & signposting training aimed at staff working in easy access ‘front door’ services.

· Intermediate training for staff working with people with dementia in their own homes or in care homes.

· More advanced training for staff working in registered care  homes and hospitals, Hospital  Liaison  Services and OPCMHTs


	Investment in workforce training & development aimed at improving staff awareness and understanding of older people’s mental health including Dementia.

Evaluate future workforce requirements

	14. 

	Improve assessment and regulation of health and care services  and of how systems are working
	· Work with the Care Quality Commission to ensure that local care homes are compliant with all health and social care regulation and are fit for purpose in delivering high quality personalised services to people with dementia.
	

	15. 
	Provide a clear picture of  research about  the causes and possible future treatments of dementia
	· Local services and care pathways will be designed and developed around best evidence and best practice in other areas. 

	

	16.

	Effective regional and national support for local services to help develop and implement the national strategy locally


	· The Sutton Older People’s Mental Health Partnership will actively participate in regional and national implementation of the strategy embrace and make use of any high level advice and support that might be available to assist our development of high quality dementia services locally.

	

	17.
	High quality public information about functional mental illness in older people
	· Review health promotion activities in relation to functional mental health particularly depression and develop these in suitable formats for older people
· Ensure that public information about functional mental health is readily available, is of high quality and encourages older people to seek help 

	

	18. 

	Early diagnosis, support and effective treatment for older people with functional mental illness
	· Audit the frequency at which older people are health screened for functional mental illness (particularly depression) as part of their programme of care to determine a baseline of current activity in this area.

	

	19.
	Equality of access to primary medical care for older people with functional mental illness 


	· Audit uptake of Annual health checks for older people and establish whether these include mental health assessment (particularly screening for depression and dementia) 

· Encourage commissioned service providers to ensure that all older people receive as a minimum standard an annual health check including mental health assessment as part of their programme of community care.
	

	20. 
	Support for families and carers of older people with functional mental illness


	· Ensure that Carers of older people are offered carer assessments and provided with information 

· Review the effectiveness of family and carer support available through the Older People’s Community Mental Health Team

· Monitor uptake of Carer assessments

· Review existing carer consultation mechanisms 
	

	21.
	Improve access to secondary adult mental health services for older people with functional mental illness


	· Review and monitor access to adult mental health services for older people with functional mental illness to identify and address access issues (particularly out of hours, crisis intervention, psychological therapies and alcohol services as highlighted by Healthcare Commission Report: Equality in Later Life)

· Review and develop care pathways between Primary care (GP) and secondary care services (CMHT) to provide support to GP’s treating older people with functional mental illness in primary care.
	

	22.

	High quality care for older people with functional mental health needs in hospital and in-patient care


	· Improve routine screening and identification of depression for older people in hospital and those with long-term physical health needs
· Monitor the effectiveness of hospital discharge process and develop clear Outputs and metrics for this
· Monitor the use of inpatient treatment for older people’s functional mental health including:

· Number of days between referral and admission to acute care.

· Length of stay in acute care.
	

	23.
	Effective specialist community treatment for older people with functional mental illness


	· Review the care pathway and interface between the OPCMHT and local GP’s to  identify incidences where older people have been admitted to hospital:

· As a result of a breakdown in specialist community support and treatment.

· A lack of effective care coordination or infrequent treatment review

	

	24.
	Effective transitions from Adult to Older People’s Mental Health Services
	· Develop transition protocols and care pathways between Adult and Older People’s mental health services to ensure older people receive appropriate treatment from the appropriate services


	

	25.
	Service User/Carer/ community involvement in shaping local service delivery


	· Audit current  level of service user and carer engagement in service development 

· Consider how best to engage BME community groups around the future design of older people’s mental health services in Sutton. 


	

	26.
	Local needs assessment and  analysis – older people with functional mental illness


	· Undertake a local needs assessment to better identify and determine how older people with functional mental illness and their carers perceive the level of services offered to them and how these could be improved. This will feed into commissioning intentions for 2010 and beyond.


	

	27.
	Access to appropriate housing services/housing support for older people with functional mental illness
	· investigate and ascertain  the numbers of people over 65   with functional mental illness who are living independently at home with/without social services support or who are in supported accommodation

	

	28.
	Ensure access to appropriate leisure services and activities for older people with functional mental illness.
	· Throughout 2009/10 Older people with functional mental illness will be supported to access leisure services in the community as part of their treatment programme.

· The joint commissioner will monitor this and develop an output for the revised OPCMHT service specification 


	


11.  THE LOCAL WORKFORCE
Feedback from older people confirms that a positive attitude and ability to listen and work alongside people are vitally important skills for staff.  Good staff training was mentioned as a high priority during the consultation for this Strategy.

Both the ASSH and the PCT have workforce strategies, which seek to ensure that sufficient numbers of well-trained staff are recruited, retained and developed over the medium-term.  In implementing these strategies it will be imperative to continue to work together as often the NHS, councils and independent providers are seeking to recruit staff from a limited local ‘pool’ of potential recruits. Some programmes (such as the accredited training courses) are already extended to people in the private and voluntary sectors. 

The development of services that offer more choice and control will require significant culture change across all sectors and professional groups, and some changes in roles.  Over the period covered by this Strategy we will gear up the local workforce to deliver the radical change, and support them through the change process.  

Some particular shared priorities are:

· To use innovative approaches to encourage new people into the health and social care workforces; in doing so, our aim is to ensure that the ethnic composition of our workforce is representative of the whole population.

· To reduce the numbers of vacancies in “hard to fill” posts (e.g. social workers, occupational therapists and nurses).

· To retain staff and reduce the turnover rate (currently standing at 10.7% in ASSH).

· To continue to plan for the future – for example, by targeting young people in our recruitment campaigns - to take account of the fact that our workforce is predominantly middle-aged (see paragraph 7.2).

· To increase the provision of training leading to professional qualifications, in line with national targets.

· To focus on management development, and to foster leadership skills amongst senior managers.

· To recruit to vacant commissioning posts and to develop our capacity in this area.

· To continue to engage with the independent sector – for example, to gain a more comprehensive picture of the overall health and social care workforce in Sutton.

12.  OUR FINANCIAL PLAN
The growing demand for older people’s services will put increasing pressures on relevant budgets, both in Sutton and right across the country.  The government’s overall strategy is to encourage local agencies to make better use of their resources, and to do things differently (rather than just doing less of the same).  Simultaneously, the government is conducting a major review of the way all social care services are funded and a White Paper on this topic is due in 2009
.  This Strategy’s emphasis on radical change reflects the national drive to re-shape older people’s services to be better equipped for the anticipated population growth.

Pilots from across the country (especially the Partnerships for Older People Projects ( POPPS))
 are showing that more positive outcomes, and better value for money, can be achieved by adopting a “whole systems” approach that emphasises health promotion and supports older people from an earlier stage.  There is also strong national evidence that “reablement” (seeking to get people back on their feet after an accident or health episode) can reduce dependency on services. Evidence from our local reablement service (the START team) is showing very positive results that match the national picture
, and this has enabled the Council to plan some efficiency savings in this area in 2009/10. As part of this Strategy it will be important to continue to monitor the outcomes being achieved, including any impact on the demand for home care and expenditure in this area.

Across older people’s services, there are well-documented ‘cross agency’ effects on budgets.  (For example, expenditure by the Council to help people being discharged from hospital can reduce NHS expenditure on hospital beds, and expenditure by the NHS on preventative services can help reduce the overall demand for intensive community care packages). So, this Strategy seeks to look at the resources being spent by both agencies, and to work jointly to plan how both budgets will be shifted to make best use of the overall resource. 
For this Strategy, work has been undertaken to identify the money spent across all services by both agencies in 2008/9, to establish the baseline position for 2009/10.  This is summarised in Table A, overleaf, which suggests that the two agencies together spent about £40.8 million on older people’s community services in 2008/9 of which around 31.3% was spent on older people’s mental health.  Both agencies are operating in an environment where stringent efficiency savings are required each year, and these have been taken into account in the current year’s targets.
12.1 L.B. Sutton – overview

The Council’s total budget is £404.9 million and it is planning to spend £71.2 million on Adult Social Services and Housing in 2009/10.  Of this, well over one third will be spent on older people’s services.
Table A shows that around £28.1 million was spent on care services for older people in 2008/9. A large proportion of this (£13.6 million) was spent on contracted services, mainly residential/nursing home and domiciliary care, an amount which has increased steadily over recent years as more services are provided under contract. At present only a small amount is spent on direct payments or personal budgets for older people, but this figure will rise dramatically over the next three years.  The Council will need to make profound changes to its systems and processes to make this change possible, and has received an allocation from the Government’s “Social Care Reform Grant” to support the required systems changes (including IT developments).

Income from service users is estimated at £9.2 million for 2009/10.

12.2 Sutton and Merton PCT – overview

The PCT spends approximately £46.8 million on community services for children and older people, from a total budget £552.6 million. The acute (hospital) healthcare budget - which older people access to a considerable extent - is £245.6 million.

Table A shows that £12.6 million was spent on older people’s community services in 2008/9. 
	Table A


	
	
	
	

	L.B.Sutton and SMPCT: Expenditure on older people's community services 2008/9
	 

	 
	
	
	
	 

	 
	LBS                    (Gross Expenditure
2008/9)
	PCT                         (Expenditure on community services 2008/9)*
	LBS/PCT     (Total Expenditure 2008/9)
	Of which, estimated spend on mental health:

	 
	
	
	 
	 

	 
	(£000)
	(£000)
	(£000)
	(£000)

	Continuing Care
	
	5,858
	5,858
	1,348

	Nursing home care (independent)
	4,250
	
	4,250
	698

	Residential home care (independent)
	5,067
	
	5,067
	1,013

	Residential care (in-house)
	2,496
	
	2,496
	1,709

	Domiciliary care
	5,297
	6,669
	11,966
	2,393

	Intermediate care
	1,995
	1,299
	3,294
	659

	Preventative services
	2,522
	497
	3,019
	669

	Day care
	1,608
	
	1,608
	438

	Specialist mental health services
	109
	3,722
	3,831
	3,831

	Support teams (including social work)
	4,365
	
	4,365
	TBC

	Indirect costs
	455
	439
	894
	TBC

	 TOTAL:
	28,164
	12,626
	40,790
	12,758

	 
	 
	 
	 
	(31.3%)

	* PCT figures are based on year end projections at Month 12 and exclude expenditure on acute hospital services and on primary care.


12.3 Joint Commissioning Intentions
Whilst some new funding is being made available for community services in the short-term, most resourcing for this Strategy will have to be released by changing the way services are delivered. The baseline position described above will enable us to plan how resources can be shifted.  Our overall intention over the period of this Strategy is to disinvest in acute healthcare and residential care services, and to reinvest in prevention and intermediate care.  In some cases, as explained in paragraph 5.6, it may be possible to pool budgets under the terms of section 75 of the NHS Act (2006).  

13. MONITORING AND REVIEW OF THE STRATEGY 

This Strategy is intended as a statement of direction, that captures our main commissioning intentions and the areas where more detailed planning is still required. It is also intended to stimulate dialogue between all interested stakeholders across Sutton, and it is hoped that it will be a document that is well known and discussed in many arenas.

The document will need to be regularly re-visited because of the scale and pace of the envisaged service changes. We will require constant feedback from older people and other stakeholders, and there must be the capacity to learn as we go along.  
Overall, we recognise that older people and their representative organisations will expect to see progress towards achieving the outcomes. So, the Strategy will be underpinned by the development of monitoring (including financial monitoring) information that will allow us to track progress. Information on our achievements will be regularly produced and shared with stakeholders, so they are able to be actively involved in checking progress.
Sutton and its partners will need to undertake workforce succession planning so that sufficient numbers of good quality staff are recruited and retained to match future demands.





There may be a need locally to undertake some further work in relation to arthritis, to identify whether this should be a priority area to improve health and well-being, and what actions would be effective.





It will be imperative to eliminate age discrimination and ensure that adult mental health services are developed and designed to give older people appropriate access to the support and treatment they need.





These findings provide a very strong basis for the proposed shift towards early detection, prevention, and the provision of holistic health and social care services for older people with mental health needs.
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� “Shaping up for health and wellbeing: The older people’s needs assessment, Sutton 2009”


� See Chapter 11 (p.56) of this document.


� “Shaping up for Health and Well-Being: The Older People’s Needs Assessment, Sutton 2009”


� “Cutting the cake fairly: CSCI review of eligibility criteria for social care” (October 2008)


� See paragraph 3


� See paragraph 7.2


� See paragraph 7.4.6


� See paragraph 5.4


� See paragraphs 4.4 and 5.3


� See paragraph 7.4.6


� See paragraph 7.4.6


� See paragraph 7.4.2


� See paragraph 7.4.6


� See paragraph 3.


� See paragraph 3.


� See paragraph 7.4.6 (b)
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Social Inclusion



Better Access to Services

Promoting Well-being

Advice and Information

Preventing Accidents and Ill-Health

Housing and support

Support at home

Intermediate Care

Dignity in care settings

End of life care

		Involvement of older people

		Valuing older people

		Advoacy

		Making a positive contribution

		Valuing diversity

		Supporting carers

		Safeguarding older people



		Services to promote “wellbeing” – shopping, befriending, practical help 

		Community transport



		Single point of access

		Good information, advice and signposting

		Self-directed care

		Brokerage



		Active Lifestyles

		Preventing falls

		Public health measures, including smoking cessation



		Assistive Technology

		Home Care

		Day opportunities

		Handypersons schemes



		START

		Community matrons

		Intermediate Care

		Local Care Centres

		Avoiding hospital admissions



		Post-discharge support

		Dignity in Care

		Dignity at the end of life



Population Needs

Example Interventions

Outcomes: Improved quality of life, increased choice and control, economic well-being, improved health and mental well-being, making a positive contribution, freedom from discrimination and harassment, maintaining personal dignity and respect.

General Population

Low to Moderate Needs

Substantial

Needs

Complex 

Needs

		Extra Care Housing

		Housing Adaptations
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Relevant plans:

Sutton Plan

Sutton Strategy 2008/20

Local Area Agreement

Sutton Community Strategy



Key themes:

		Valuing older people as active and equal citizens

		Reducing health inequalities

		Self-directed support

		Support for carers





Relevant plans:

Older People’s Strategy:   “A Better Sutton for Older People”

Key themes:

		Working Together

		Community Safety

		Lifelong Learning and Leisure

		Information, Communication and Advice

		Health and Well-being

		Income and Employment

		Transport and the Physical Environment

		Supporting Older People



SUTTON PARTNERSHIP (LSP)

OLDER PEOPLE’S STRATEGY GROUP

OLDER PEOPLE’S PARTNERSHIP BOARD



OLDER PEOPLE’S MENTAL HEALTH PARTNERSHIP BOARD

Relevant plans:

Joint Commissioning Strategy:  “A New Approach to the Health and Well-being of Older People in Sutton” 

Key themes:

		Tackling health inequalities

		Well-being

		More personalised services

		Better Access to services

		Support close to home

		Prevention

		Early Intervention

		Rehabilitation

		Mental Health



Linked themes and detailed plans:

		Users and Carers Engagement 

		Advocacy

		Safeguarding Vulnerable Adults

		Transformng Social Care

		Carers

		Assistive Technology and Telecare

		Intermediate Care

		Dignity in Care

		Housing

		End of Life Care



Sutton and Merton PCT Strategic Plan 2008-2013: “Better Care Closer to Home”

DASS Strategic Framework 2009/10.  Sutton ASSH Business Plans 2009/10

Diagram A:  Planning for Older People in Sutton: how does it fit together?
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