DERBYSHIRE COUNTY COUNCIL

DERBYSHIRE
ADULT CARE BOARD

THURSDAY 2 MARCH 2017

10:00 — 12:00 NOON

COMMITTEE RooM 1, COUNTY HALL, MATLOCK,

DERBYSHIRE, DE4 3AG

AGENDA

CONTROLLED

Time Item Lead Information/
Apologies: Discussion/
Decision
1 10:00am Welcome & Introductions
2 10:05am Minutes and matters arising from the meeting Information
held on 16 December 2016 (attached)
3 10:10am STP Update Joy Hollister Discussion
4 10:20am Learning Disability Transforming Care Update Joy Hollister Information
5 10:30am Healthwatch Information
¢ Intelligence Report update (attached) Karen Ritchie/
e LD Update (attached) Helen Hart
6 10:50am Dementia Re-ablement Services Steve Information
(attached) Jenkinson
7 11:05am Housing & Health Group Dean Wallace Information
8 11:15am Derby/Derbyshire Talent Academy Update Julie Vollor Information
9 11:20am Joint Strategic Needs Assessment — Falls Darran West Discussion
(attached)
10 | 11:30am System Financial Decision Joy Hollister Information
11 | 11:40am BCF Q3 Performance Report (attached) Graham Information
Spencer
12 | 11.50am AOB - to be notified during Welcome and
Introductions please
12:00noon | FINISH
The next meeting of the Adult Care Board will
take place on Thursday 15 June 2017 at
10:00am in Committee Room 2, County Hall,
Matlock.

Pam Greaves

On behalf of Joy Hollister, Strategic Director - Adult Care Department
Tel: 01629 532008

E-mail:  pamela.greaves@derbyshire.gov.uk




CONTROLLED

DERBYSHIRE COUNTY COUNCIL

ADULT CARE BOARD

MINUTES OF A MEETING HELD ON

THURSDAY 1 DECEMBER 2016 AT 10:00AM

DERBYSHIRE COUNTY COUNCIL, MEMBERS ROOM, MATLOCK HQ

PRESENT:
Joy Hollister JH Derbyshire County Council — Adult Care
Cllr Rob Davison RD Derbyshire County Council Deputy Cabinet
Member (Adult Social Care)
Beverly Smith BS ND CCG
Jim Connolly JC Hardwick CCG
John Simmons JS Healthwatch
Stella Scott SS CVS
Jacqui Willis JW NDVA - Chief Executive
Helen Dillistone HD Southern Derbyshire CCG
Julie Vollor JV Derbyshire County Council — Adult Care
Darren West DW | For Eleanor Rutter - Adult Care Public Health
Mat Lee ML Derbyshire Fire and Rescue Service (DF&RS)
Julie Harper JH
IN ATTENDANCE:
Pam Greaves PG Derbyshire County Council - Adult Care (Minutes)
Graham Spencer GS Derbyshire County Council — Adult Care
Bill Purvis BP Derbyshire County Council — Corporate
Resources - Healthy Home Programme Manager
APOLOGIES:
Cllr Paul Smith Derbyshire County Council Cabinet Member

(Adult Social Care) Chair

Cllr Dave Allen

Derbyshire County Council Cabinet Member
(Health & Communities)

Eleanor Rutter

Adult Care Public Health

Karen Macleod

Derbyshire Probation

Kate Majid ND CCG
Rachel Madin ND CCG
Karen Ritchie Healthwatch
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CONTROLLED

Richard Booth Derbyshire Police

Roger Miller Derbyshire County Council — Adult Care

Andy Searle Safeguarding

Minute |Item Action
No

WELCOME FROM CLLR DAVISON (CHAIR)AND APOLOGIES NOTED

ACB MINUTES FROM THE MEETING ON 15 SEPTEMBER 2016 &

114/16 MATTERS ARISING
The minutes from 15 September 2016 were accepted as a true
record with one minor alteration.

115/16 | STP UPDATE

JH informed the group that the STP has now been published

on the website, ‘Joined Up Care Derbyshire — Derbyshire

STP’. http://www.southernderbyshireccg.nhs.uk/publications/joinedupcarederbyshire/

However the business cases have still to be completed and

will be published as a ‘work in progress’.

e Well received by NHSE and NHSI

e Mapping taking place for the 4 CCGs’ collaborative working
by April 2017.

e Mental Health Trust & Derbyshire Foundation Trust
planning to merge

e Programme structure being worked up

e Opportunity for secondments to STP projects to be offered

Priorities
e Programmes to look at hospital beds and winter planning
e What can we do to make the biggest impact?

JS commented on the lack of public knowledge of STP

e What are we doing to be active in public engagement and
ensure that the voice of the people is heard?

JH responded that an engagement programme is ongoing.

HD informed the group that she had discussed this with
Healthwatch Derby and that Gary will be attending the
Derbyshire Healthwatch meeting in January.

JW reminded the group about the NDVA offer to assist with
cascading the message to the public. She also asked if VCS
would be involved in the strategic planning?

JH responded saying that the process had not involved the
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District and Borough Councils, DF&RS, Healthwatch and
voluntary sector as yet, but will be ensuring that all partners
will be involved in this 5 year journey.

It was suggested that we begin to plan now to engage with the
public. The upcoming H&WB Board paper will include
proposals.

HW reminded the group that there are existing groups, for
example Older People’s Forums

Another possibility would be to use ambassadors, either key
people in the community or in paid employment.

NDVA Co-production

1. Role of champions eg Dronfield Together supporting these
communities. Use organisations infrastructure CVS,
Volunteer Centres etc

2. More information to younger people

3. Let the public know where the information has come from

4. Use the Voluntary Sector to get the message across.

ML asked what the DF&RS can do to help in broadcasting the
message.

JH suggested that ML has a look at the business cases on the
website and if there is anything they can do to help, please
contact her.

Feedback Noted

116/16 LEARNING DISABILITY TRANSFORMING CARE UPDATE - JH

JH informed the group that the Business Case for LD and
Autism links to the STP

The TCP Programme Board is looking at three priorities:
e Short breaks
0 Better models
0 Personalized assessment and individual budgets
e Integrated community services — links to persons future in
mind
e What is the best future?
o Enhanced pathway for care

Fewer complex cases but still important.

JV — workforce plan is also being discussed at Autism Joint
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Commissioning Board meetings.

JW — some people prefer drop in centres rather than day care.
Need to work together to think outside the box and support
people into employment.

JH to provide regular updates.

117/16 HEALTHWATCH UPDATE —JS

JS briefed the group on the Enter and View Tri-annual
Summary Report

In May 2016 Adult Care formally requested Healthwatch to
make unannounced visits to all Direct Care Older Peoples’
Care Homes. The summary of the key outcomes are on page
3 of the report.

JH will use this information in the Priority Capital Programme —
new bids Cabinet report.

JH pointed out that Adult Care is extremely proud that
Florence Shipley has won a National Award for Dementia
Care.

JH told ML that the Department was pleased to receive the fire
safety support that DF&RS has provided.

JS happy that Healthwatch have done the survey and
confirmed that the report will be published.

RD pointed out that whilst most LAs are disposing of their care
homes Derbyshire have decided to retain theirs.

Healthwatch Intelligence Report

JS presented the latest update summary to the group:

e Experiences of using Health and Social Care services
before, during and after Mental Health Crisis.

e Enter and View visits to DCC Older People’s Care Homes

e GP Patient Online Services Report

e Living with Substance Misuse

All summaries and recommendations follow the reports.

RD requested an easy-read presentation on the progress and JS

findings for the LDPP Board — JS agreed to the request.
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JW suggested a Learning Disability Taskforce Event

Report noted and thanks given

118/16 | FALLS PATHWAY - DW

e Falls Pathway report almost completed

e Small working group clinicians, GPs, Housing etc working
to refine a single Falls Pathway

e Looking at savings, numbers, local data

JS — First Taste chair based exercises: there is evidence this
helps prevents falls and encourages interaction.

It is also shown that clients who have 3 items or more of
medication are more prone to falls.

DW - looking at how to upscale people’s strength and balance
and need to look at medication reviews.

40% of EMAS calls are for falls in the elderly.

ML — some DF&R staff are already trained to do chair based

exercises and can be utilised.

e Jane Youd — Derby has a toolkit for residential homes
which can be used. Some difficulty with getting the co-
operation of the care homes. JV to speak to Colin Selbie. JV

e Eleanor Rutter leading on falls in STP. Query whether data
available for falls in younger people.

119/16 DERBYSHIRE HEALTHY HOME PROGRAMME - BILL PURVIS

BP briefed the group that there are six projects across the
County to help people at risk. The criteria and client groups
are outlined in the paper.

DF&RS, Social Care, EMAS, Environmental Health, Housing
etc all working together to identify people who need help with
new heating systems, loft insulation and fuel management
services.

Funding is always needed to provide more assistance to the
vulnerable. Discussion to be held with CCGs re allocating
some NHS/AC money to prevent people going into hospital
with long term illnesses made worse by the cold.

BP happy to hear from anyone that can help.

Report Noted
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120/16 | BETTER CARE FUND 2016/17 — QUARTER 2 PERFORMANCE
RETURN

GS presented the latest report.

JH asked if the new funding for the BCF has improved —
slightly.

Need to clarify where we need to focus the activity and funding
2017-19.

Report Noted

121/16 | AOB

None

Dates of future Adult Care Board meetings:

e 2 March 2017, 10:00 — 12:00, Committee Room 1, County
Hall, Matlock

e 15 June 2017, 10:00 — 12:00, Committee Room 2, County
Hall, Matlock

e 21 September 2017, 10:00 — 12:00, Committee Room 1,
County Hall, Matlock

e 18 January 2018, 10:00 — 12:00, Committee Room 1,
County Hall, Matlock
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Healthwatch Derbyshire - Update on actions from Learning Disabilities Report

Introduction

Between May - July 2015, Healthwatch Derbyshire focused engagement activity on people
with Learning Disabilities, and in particular, their experience of accessing health services.
The report included a number of positive and negative themes, and recommendations
were drawn up in response to these topics.

Recommendations

The report recommended that health services should review their ability to identify
patients with a learning disability and make reasonable adjustments to their needs as
highlighted in the patient feedback given, to include:

1. Registering and accommodating a preference regarding appointment times, when
possible.

2. Developing communication systems that explain when and why appointments are
running late or are cancelled.

3. Creating systems to allow extra time in appointments, such as the routine use of
double appointments in General Practice.

4. Reviewing training/awareness for staff to build skills, techniques and confidence in
dealing with learning disability patients and their carers.

5. Highlighting the specialist role of learning disability nurses in acute hospitals to ensure
maximum awareness and usage of the service.

6. Reviewing the availability of appropriate easy read information.

7. Promoting continuity with the same health professional when possible.

8. Introducing an agreed ‘stop’ sign for painful/uncomfortable treatment when
necessary.

9. That due consideration is given to the availability and provision of appropriate and
affordable footcare.

10. That every reasonable effort is made to maximise the take up of the Annual Health
Check.

Responses, and updates on actions

Providers and commissioners were invited to respond to the recommendations made in the
report, and have then been asked at numerous intervals since about any progress made on
the responses given.

Derbyshire County Council - Original Response

Derbyshire County Council acknowledged that the findings were similar to the Joint
Learning Disability Self-Assessment Framework, and felt that whilst it was clear that
further work needed to be done, it was gratifying to see that many people have had good
experiences and improvements have been made. The response stated that the
Healthwatch report will contribute to the 2016 Joint Self-Assessment Framework
submission, and the recommendations will be considered as part of the LD Self-Assessment
Framework action planning process.




Update Response received October 2016

‘As you can see from my original response the action was to consider further as part of the
annual Learning Disability Self- Assessment. This is usually an annual process which we had
anticipated would be released earlier in the year. It covers key areas that support the
health and wellbeing of people with a learning disability. It is likely this may now be
released late autumn’.

Update Response received Feb 2017

‘Not much of an update from the previous e-mail particularly as the LD SAF hasn’t been
released however social care continue to work jointly with NHS including working on the
mortality review and Transforming Care ensuring people with learning disabilities and/or
autism who have behavioural support needs are supported well with their communities’.

Royal Derby Hospital - Original Response

Royal Derby Hospital found the feedback reassuring, and are very proud of the work of
Debbie Edwards the LD Specialist Nurse, to whom they credit their achievements. They
will continue amongst other things to promote the value of the LD Specialist Nurse and
ensure staff are reminded about the service.

Update Response received Feb 2017

e Purchased a Patient Story Feedback Kiosk, which allows patients to record their
patient stories during or after their stay. This will be used with all patients including
those with LD.

e Outpatient letters are being improved to be in an improved, easy read format, with a
second letter available on request for a carer. This second letter can be produced in
several format required. (Easy Read, Braille, Large font, Yellow paper etc.)

e Friends and Family feedback system has been improved to separate off feedback from
patients with LD, to allow specific attention to be paid to the feedback given and the
themes that arise.

e A scheme will be piloted for inpatients with LD to improve conversations and
information given around discharge, called compassionate discharge.

¢ This specific drilled down feedback may help the Trust to explore the contingencies
and alternative plans are being explored to make better provision for patients with LDs
which the Acute Liaison Nurse is not available to offer support.

e 360 degree tours are being recorded for the Trust website to help all patients,
especially those with LDs, so see and hear what part of the hospital looks like that
they are visiting for the appointment they have, or the procedure that they are
attending for.

e The Derby Assist Card is being rolled out in Feb 2017 to all patients with impairments
to help communicate to all professionals and departments as to what their additional
needs are.




Chesterfield Royal Hospital - Original Response

Chesterfield Royal Hospital particularly acknowledge the issue around the development of
communication systems that explain when and why appointments are running late or are
cancelled, as this has also been highlighted as part of their friends and family test. They
have procedures in place to address this, in particular the ability to set up specific care
pathways on their ‘Medway’ system which alert staff when patients have a specific agreed
care pathway. The trust is also looking into the feasibility of allowing extra time for
appointments for people who have a learning disability, and have already achieved this in
the breast screening unit. The trust would be happy to sign up to an agreed ‘stop’ sign for
painful/uncomfortable treatment, but feel that this should be agreed Derbyshire wide,
i.e. the same ‘stop’ sign needs to be used for all healthcare services. This is something
they will work with the Learning Disability Partnership Boards to take forward.

Update Response Received Sept 2016 and Jan 2017

1. Registering and accommodating a preference regarding appointment times, when
possible.

Alerts are put on the Medway system at the Trust to identify patients that have a Learning
Disability (LD). Specific care pathways for complex patients can be agreed that
accommodate a patient’s needs. There is an alert facility on Medway to highlight those
patients who have a specific agreed care pathway.

Update Sept 2016 - The Trust continues to put alerts on the Medway system to identify
patients that have a Learning Disability. Additional support and specific care pathways
are still put in place for more complex patients.

2. Developing communication systems that explain when and why appointments are
running late or are cancelled.

This is an issue that is highlighted by the Friends and Family survey, therefore something
that the Trust is aware of. For patients with learning disabilities, as mentioned
previously, specific care pathways can be put in place to minimise the disruption to them
e.g. first appointment or first on the list on the day for surgery.

Update Sept 2016 - projects are currently being undertaken to look at the systems and
processes within the Emergency and Outpatient Departments, with communication being
reviewed as part of that project.

3. Creating systems to allow extra time in appointments, such as the routine use of
double appointments in General Practice.

The Trust is currently looking at the feasibility of this. However, the breast screening unit
already have a system which routinely allows ladies with learning disabilities extra time
(30 minute slot rather than the standard 6 mins) when they attend their appointments at
the hospital.

Update Sept 2016 - The LD Matron is currently working with the clinics within all
outpatient areas to look at the feasibility of allowing extra time.



4. Reviewing training/awareness for staff to build skills, techniques and confidence in
dealing with Learning Disability patients and their carers.

Training is regularly reviewed and delivered as follows:

- face to face training

- at the point of care

- mandatory training on safeguarding and MCA/DoLS also includes elements with
regards to patients with learning disabilities.

The Care Certificate training for all unqualified clinical staff, has a session on Learning
Disability which is delivered by the Learning Disabilities Lead.

Update Sept 2016 - An autism e-learning package is being developed which includes people
with a learning disability and autism. The experiences of two patients have already been
filmed which will be included in the package.

A learning disability page has been set up on the Trust’s staff intranet site and the

Learning Disability Lead is in the process of identifying relevant resources for staff to be
set up on the page.

5. Highlighting the specialist role of learning disability nurses in acute hospitals to
ensure maximum awareness and usage of the service.

The role has been highlighted internally for example Learning Disability Lead nurse role
has been highlighted on information stands in the main concourse. Externally, flyers have
been sent to GP practices and various other meetings/forums e.g. the Learning Disability
Partnership Board meetings

Update Sept 2016 - This work continues.

6. Reviewing the availability of appropriate easy read information. Easy read
information is available on the Trust website:

http://www.chesterfieldroyal.nhs.uk/patients/easy_read/index

Update Sept 2016 - This information is still available.

7. Promoting continuity with the same health professional when possible.

Each LD patient’s case is looked at individually and where possible the same health
professional will care for the patient.

Update Sept 2016 - This work continues.

8. Introducing an agreed ‘stop’ sign for painful/uncomfortable treatment when
necessary.

This is something that the Trust would be happy to sign up to but feel it needs to be
agreed Derbyshire wide; the same “stop” sign needs to be used for all healthcare services.
Also it needs to be discussed with people with learning disabilities. This is something that
we would work with the Learning Disability Partnership Boards to take forward.



Update Sept 2016 - The Trust would still be interested in working with the Learning
Disability Partnership Board and would be interested to know whether any work has been
started on this.

Update Jan 2017 - The Trust has been working with Learning Disability Good Health Group;
discussions have taken place regarding the stop sign and we are just waiting for
something to be agreed.

Derbyshire CCGs - Original Response

Hardwick CCG replied on behalf of all CCGs in Derbyshire. The work undertaken by the
CCG to improve experiences for people with learning disabilities is extensive and is fully
outlined in their response. They are pleased that the Learning Disability Liaison Nurse
professional approach works well in Chesterfield Royal and Royal Derby Hospitals, and
wish to support their continued efforts to improve services. They will pay particular
attention to training and support to staff in the smaller hospitals. They also note the
differential in health checks and the support offered by practices and will continue to ask
practices to work with their health facilitators on the points patients raised. They will be
asking the strategic health facilitator team to take forward our recommendations raised in
relation to appointment times, communication systems and training (recommendations 1,
2, 3, 4, 7 and 8). They make reference to the 2016 Accessibility Information Standard
which will mean that healthcare providers will all be required to record people’s
communication needs and respond to them. They have made contact with the
Communication Teams across Derbyshire NHS community about this and suggested that
they attend events in the East Midlands to help them to learn more about implementing
the law. They will also remind equality leads in hospitals and clinics to use the pack ‘My
next patient has a learning disability’ which will help them to communicate with people
who have learning disabilities.

Update on actions since - No response received

Derbyshire Health United - Original Response

Derbyshire Health United stated that they had already made some adaptations to the
service they provide in order to make them more accessible for people with learning
disabilities, but since our report have re-addressed some of their approaches. DHU plan to
produce an up to date leaflet to inform and educate all clinical and non-clinical staff
regarding healthcare issues for people with learning disabilities. This leaflet will include
the best way to adapt approach when communicating with a patient with a learning
disability and issues to avoid (as highlighted within our report).

Update on actions since - No response received

Queen’s Hospital Burton - Original Response

Queen’s Hospital Burton state that the recommendations promote how they want to
deliver their services and will contribute to their continued striving to improve patient
experience for the most vulnerable patients. They are currently reviewing how



information about communication needs in relation to a learning disability or sensory
impairment are recorded, shared across the hospital and acted upon, and expect that this
will address several of the recommendations of the report.

Update Response Received Sept 2016

We have recently implemented a system to allow for the communication needs of patients
to be recorded on the medical record and be seen by all staff, this includes Easy Read
information. The Interpreting and Communication Policy has been updated to include the
need to provide accessible information to people with Learning Disability and sensory
impairment. Easy Read posters have been put up throughout the Trust asking people to let
us know if they have any communication support needs. Furthermore the Trust is working
closely with South Staffordshire and Shropshire Healthcare trust who are providing support
with Learning Disability training and awareness raising for staff.

Derbyshire Community Health Services - Original Response

Derbyshire Community Health Services found the report very useful. They state that where
their service users have identified a need for improvement they will now be able to focus
on developing their skills to meet that need. Since reading the report, they have discuss
with leaders the importance of understanding what each service user’s needs are - and the
importance of identifying each person’s preferences and communication abilities. They
have agreed a commitment to improve their ability to communicate with all people with
learning disabilities and to support staff in developing their skills. They outline a number
of specific changes that they will implement that will help them bring about positive
change within their services.

Updated Response Received Jan 2017

Action Progress

We need to improve communication by The NHS England Accessible Information

identifying the preferences and Standard was enforced on 31 July 2016.

communication abilities of people with LD

using our services, and make reasonable DCHS completed comprehensive awareness

adjustments to the way information is raising communications with all staff during

presented. July- September 2016.

There is a lack of easily accessible Patient records systems have been updated

information about our services. to accommodate this standard, and the
Trust’s website has been enhanced to

We need to identify when patients will improve access for users with additional

require an advocate. accessibility needs.

We are confident that systems are in place
to support the identification of information
and communication needs of all service
users, and we continue to audit use of those
systems.

We welcome any feedback from people who
use our services on the provision of
appropriate adjustments to meet their
needs.




Improving levels of awareness around
Learning disability.

We are piloting an internship for people with
learning disabilities together with
Chesterfield college.

The first tranche of new interns are in post;
project leadership now lies with the Training
and Development Team.

We are now looking at our pledge to NHS
England to actively recruit and employ
people of all ages with a learning disability.

DCHS staff working in all services need to
be confident about how to communicate
with a person with a learning disability.

A video, produced by the Equality and
Diversity Team and starring Jayne Needham
- the Trust’s Assistant Director of Health
Wellbeing and Inclusion and Public Health -
which explains why we need to understand
our patients and their needs, is being rolled
out to all teams in the Trust.

Ensuring we hear from people with
Learning disabilities about their
experiences

The accessible alternative format “friends
and family test’ was introduced in April
2016.

The Patient Involvement Officer attends the
Good Health Group to relay concerns and to
liaise with DCHS service leads to address and
feedback actions and outcomes back to the
group.

People with learning disabilities and their
families are routinely asked and included
when leads identify a project or service that
will benefit from their support. The
expectation going forward into 2017 will be
that people with learning disabilities and
their carers will increasingly be offered
opportunities to get involved in co-designing
and evaluating DCHS services.

Involving service users with disabilities in
the recruitment and selection process.

LD services work closely with colleagues in
HR and involve service users in the
Recruitment & Selection process where able
to do so. The HR Team provide a lot of
training for the recruiters (who are our
service users) and the People Services Team
is trained in recommending adjustments for
people with disabilities of all kinds.

Community hospitals will access support
from Specialist LD staff

LD Specialist services continue to be
available for advice and support as and
when required; LD specialist staff continue
to offer support to community hospital staff
upon request.

Implementing Healthcare4all

Equalities Action Plan is regularly monitored
and progress reported to the Equality,
Diversity and Inclusion Leadership Forum.




Identifying when a person has a learning
disability and making reasonable
adjustments.

75% of services are now completing the
Diversity Monitoring Questionnaire. The
target of 70% of all services completing the
Diversity Monitoring questionnaire, stood at
50% October 2016.




healthwatch
Derbyshire
Intelligence Report - January 2017

Please direct all enquiries to Helen Hart, Intelligence and Insight Manager,
helen@healthwatchderbyshire.co.uk or 01773 880786.

All our reports can be found at http://www.healthwatchderbyshire.co.uk/category/our-
work/

New:
In this issue we would particularly like to draw your attention to:
- The recently published Mental Health Crisis Report
- The recently published Whitestones Care Home Enter and View Visit
- The recent update with regards to actions pledged to the Autism Pathway report.

Please note:

- Healthwatch Derbyshire follow up periodically on all actions pledged in response to
recommendations made in our reports. Information on progress made can be found
on our website (links are provided in this report), or you can request a verbal
update.

New Reports

Experiences of using Health and Social Care Services before, during and after
Mental Health Crisis.

The topic was selected by the Intelligence, Insight and Action Committee of Healthwatch
Derbyshire (HWD), who regularly appraise all the comments and experiences received by
the organisation. The committee recommended this engagement priority due to a number
of comments relating to experiences before, during and after mental health crisis.

The engagement activity was conducted between May - July 2016, using focus groups of
two or more participants.

Focus groups took part across Derbyshire with a total of 40 responses collected, 20 from
the north of the county, and 20 from the south.

The Mental Health Crisis Concordat in Derbyshire was the framework for the engagement
activity. The Mental Health Crisis Concordat Delivery Group have been receptive to the
work of HWD and the insight that this independent source of patient feedback can offer,
and have pledged to use the findings in this report to inform their 2017 action plan.

Summary of findings:
There are several positive themes that have emerged from the findings, these were:

- Telephone support lines appear to be valued and provide support for some participants

- Support groups appear to be valued and provide support for some participants

- The speed and quality of response made by police on most, but not all occasions

- The value and difference made by easy contact systems and positive relationships with
community psychiatric nurses (CPNs)

- Consistently positive feedback regarding Trevayler House.
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Derbyshire

Negative themes that emerged included:

Being passed around between services pre-crisis, and a lack of coordination. No sense
of ownership from professionals to deal with the emerging situation

Lack of consistency in dealing with, and responding to, mental health crisis in General
Practice

Lack of identification and recognition of the mental health needs that an individual
has, or perceives that they have

Waits/delays in being seen in Accident and Emergency (A&E)

Access to, availability of and continuity with CPNs

Knowing where to go and what to do when needing support and action pre and post
crisis

Police ability to identify and respond to potential overdoses

Focusline number is regularly engaged

Police did not always explain restraint, when used

Occasional use of prison cells for people in mental health crisis

Distress caused by supervised toileting/showering in secure units

No relationship with named nurse in secure units, so of limited/no value

Lack of activities in secure units

Lack of awareness of physical health needs when in secure units

Lack of time with staff when in secure units

Little awareness of or value placed on advocacy

Self-harm risks in rooms at The Priory.

Recommendations:

N

S0P NoULAW

Provide clear information for patients, friends, family and carers about where to go,
and what to do in a developing crisis situation

Work to develop coordination of, and show real ownership of developing crisis
situations

Address access issues to Focusline

Maximise access to, availability of and continuity with CPNs

Support General Practice to deal with and respond to mental health crisis

Work to improve patient experience in A&E

Address police ability to identify and respond to potential overdoses

Police to explain restraint when used

Address and seek to minimise use of police cells for people in mental health crisis

. Consider distress caused by supervised toileting/showering in secure units, and

consider alternative solutions

. Develop role/purpose of name nurse in secure units

. Consider provision of appropriate activities in secure units

. Consider how physical health needs are accommodated by secure units

. Appropriate awareness raising of advocacy and its purpose

. Consider and take any necessary action required to address reported self-harm risks in

rooms at The Priory.

Responses:

We received a number of comprehensive responses to the report, which would be difficult
for me to summarise here. However, | have included the joint response from the Clinical
Commissioning Groups in Derbyshire, all other responses can be found in the full report:
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Derbyshire

The Clinical Commissioning Groups (CCGs) welcome this report. It is very timely as we are
due to refresh the concordat action plan. We have invited Healthwatch to our meeting of
the concordat in order to continue to provide challenge to our systems of emergency care.
The report recommendations will be incorporated into our concordat action plan. The
report demonstrates that progress has been made but we also have a long way to go. For
example, the use of police cells to detain people who have committed no offence but
have a mental health problem has dropped substantially. In the last eight months we have
had no one taken to a police station on a Section 136 - the police holding power. We work
closely with the police and have a team based out of office hours in the Police Control
Room providing advice and access to mental health support. We are pleased to see such
good reports of people using the Richmond Fellowship Crisis House service. Trevayler,
which is a service we commission and is integrated with the crisis and home treatment
teams of Derbyshire Health Care Trust. As a health and social care community we have
just released our Derbyshire Joined Up Care Plans (sometimes referred to as STP). These
include a number of areas specifically designed to address the issues that people have
reported to HWD.

We intend to develop increased support to primary care as we recognise that this is where
most people go for help initially.

We are reviewing help lines (recognising the difficulties in accessing Focus line) and want
to increase mental health support to the 111 service so there is one place people can turn
to and get access to the right advice and if needed help. We are trialling Focus line staff
being based some of the time at 111 to see if this helps with access. We have created an
advice and assessment hub out of hours which can take calls from 111 and from ambulance
crews and the police. So care can be more joined up and purposeful.

We have plans for an alternative safe place - so people can get help there rather than
going to the Emergency Department. This builds on our investment in the Emergency
Department of the liaison teams who already see people 24 hours a day, seven days a
week. We have expanded the services in the south at Royal Derby Hospital to include a
response for young people, and we intend to do the same in the north of the county for
Chesterfield Royal Hospital.

We are intending to increase the hours of operation of the community teams so they are
more accessible and can respond locally.

We note that there are frustrations of having changes of staff and of waiting for care
coordination. We have invested in increased staffing in 2016 but we recognise recruitment
has been a significant challenge and remains so for the foreseeable future. In future
having less teams working separately from each other, as they do now, will help in
providing more of a personal service based on people’s localities. It will make it more
likely if a crisis develops people will be seen by someone in a team who knows them and
their circumstances.

We have plans to develop community resilience, self-help and other ways of preventing
crisis occurring and enabling people to manage in their communities. This will include
better information and sign posting on where to get help.

People have had some negative experiences as inpatients with different providers. We will
raise these issues in our contract arrangements with them. We support the need for clarity
of named nurse roles, provision of activity and physical health care.

We have a suicide prevention strategy with DHcFT which includes ligature removal and
will take up issues of concern on environmental risks with independent sector providers.
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The advocacy service in the county has just been retendered by the County Council and
we anticipate greater clarity and focus on the use of advocacy in 2017.

The report provides valuable feedback on people’s experiences in using a wide variety of
services. We will raise these wider issues with all the providers we commission.

We have noted recommendations 1 and 2 the need for people to be provided with clear
information on what to do in a crisis and for there to be coordination a sense of ownership
of developing crisis services. This goes to the heart of the concordat declaration and as a
system we have agreed to keep the concordat meetings going a further year to ensure we
continue to make progress in a joined up way.

Current status of the report - This report has been published and can be found on the
HWD website http://www.healthwatchderbyshire.co.uk/2016/12/mental-health-crisis-
report/

The actions referred to in the responses made will be periodically checked for progress by
HWD, with progress reported in future intelligence reports.

GP Patient Online Services Report

This report looks at public awareness of, and access to, GP online services in Derbyshire.

The GP Patient Survey of 2014 shows that 34% of patients said they would prefer to book
their appointments online’. This being the case, only 7% actually do.

Both the 2014/15 and 2015/16 GP contract required GPs to show a commitment to
expanding and improving the online services for their patients.

Online services were required to include:

- online appointment booking

- online repeat prescriptions service

- online updating of general details such as change of address

- online access some information from patient medical records.

The aim is not to replace traditional methods of contacting a practice, but offer additional
ways to make it easier and more convenient.

Given this information, i.e. the requirement of GPs to offer online services, and the survey
results around low levels of use in 2015, HWD decided to examine the situation in
Derbyshire. We looked in detail at public awareness of, and access to, online services that
are currently being offered.

Summary of findings:

- Findings from the survey show that the majority of patients are unaware of the full
range of online services that are being offered

1 GP Patient Survey results, July 2014: https://gp-patient.co.uk/surveys-and-reports#july-2014 Note: this
guestion has been dropped from the GP Patient Survey as of January 2015.
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- The majority of patients found out about online services through promotion within the
surgery

- Findings from the survey show that online repeat prescriptions and booking
appointment remain the most popular online services used by patients

- In April 2016, not all GP surgeries were offering the full range of online services.

- Most users of online services found them easy to use

- 94% of people who used their GP online services would recommend them to family and
friends

- In April 2016, most GP surgery websites were not providing comprehensive information
addressing online security and privacy concerns

- In April 2016, most GP websites were not providing adequate information about how
to register for online services.

Recommendations:

1. Online services should be promoted under one tab/link on the website in order to
make online services more visible and easier to navigate

2. GP websites should provide their Data Protection Policy and provide simple and clear

information about how patient records will be safeguarded

GPs should ensure that they are offering the full complement of online services

4. Registration - GPs should consider the difficulties for people who do not have photo ID,
and promote alternatives when registering for online services

5. There should be ‘Help Services’ available to offer explanatory notes for ease of use,
including commonly asked questions and answers

6. GPs should continue to promote their online services in particular to those who are
infrequent users of the service

7. GP practice websites should offer google translate allowing for greater access to non-
English speakers

8. To reassure patients that online services are not intended to replace traditional ways
of contacting a GP practice, over the phone or in person but simply offer additional
ways to interact with them.

w

Current status of the report - This report has been published and is available on the HWD
website. We received 53 responses from GP practices across the county, and a response
from the four CCGs in Derbyshire. The majority of responses stated that they found the
report useful, and used the recommendations to improve their patient online services.
There are too many responses to summarise here, but they can be found in the report
published on our website. Click on this link
http://www.healthwatchderbyshire.co.uk/2016/11/gp-patient-online-services-report/. A
list of the GP practices who responded is also available.

Update on a selection of earlier reports

These reports have been summarised in earlier versions of this Intelligence Report, and can
be found on our website under ‘Our Work’. Reports with updates are as follows:

» Living with Substance Misuse Report

This report has been published and the full report and responses received can be found at:

http://www.healthwatchderbyshire.co.uk/2016/09/substance-misuse-report/
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Actions pledged in responses to the recommendations made in this report are due to be
followed up in January 2017, following this we will provide an update.

> Access to Health Services for People with Learning Disabilities Report

This report has been published with responses to the recommendations and can be found
at:

http://www.healthwatchderbyshire.co.uk/2016/02/access-to-health-services-for-people-
with-learning-disabilities/

The content of the responses received from service providers and commissioners was
extensive and very encouraging. One example of this is discussion around a countywide
‘stop’ sign which has the potential to be agreed and adopted across a range of services.

All organisations will be contacted in January 2017 for an update on the action’s pledged.
This update will be presented to the Adult Care Board on the 2" March 2017, and will be
available on our website, or on request.

> Autism Pathway Report

This report has been published with responses to the recommendations and can be found
at: http://www.healthwatchderbyshire.co.uk/2015/11/autism-pathway-report/

We have received a number of updates with regards to this report. These are available
here:

June 2016 - http://www.healthwatchderbyshire.co.uk/wp-
content/uploads/2015/11/Autism-Report-Recommendations-Update-DCC.pdf

December 2016 - http://www.healthwatchderbyshire.co.uk/2016/12/autism-pathway-
report/

In summary:

Chesterfield Royal Hospital has reported that they have achieved the following:

e An assessment booklet that supports the notion of the family and young person going
through the pathway whilst professionals contribute to the assessment

e Offering an integrated service that explains what is happening and when with a range
of leaflets for different audiences

e One developmental history so parents only tell their story once

e One post-diagnosis booklet with local parent’s FAQ and stories

e Mapping out all the interventions we offer and ensuring that all parents are signposted
and offered at the very least one follow-up workshop, post diagnosis

¢ A range of individual leaflets on specific topics

e A small pilot with parental feedback

e Consistency in service between the assessments that are carried out regardless if they
happen within CAMHS or paediatrics

e Positive feedback from Commissioners at the Children’s Transformational
Commissioning Group

e Shared some of the resources with the south.
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Next steps are to:

e Carry out an extended pilot of the whole pathway, so all new referrals are going
through this

Further develop a clear offer of interventions and highlight gaps to commissioners.
Develop a clear leaflet on the second opinion process

Release a document / detailed guide on the assessment process for our clinicians.
Link in with other agencies and organisations.

Linda Dale on behalf of the Derbyshire Children’s Autism Co-ordinating Group, has
provided an update, which includes information on the following:

o The Autism Training mapping - still on-going but is mainly complete for the
Statutory/NHS provision

e Work taking place with regards to the Local Offer - both to refresh the content, but
also to improve the ease of use for parents and for children and young people living
with autism

e Arange of ‘proof of concept’ projects delivered in Erewash through the voluntary and
community sector

o The progress being made in South Derbyshire - to review all information given to
families, not just information leaflets but correspondence sent to families at the
different parts of the pathway. Progress is being made, however a co-ordinated suite
of information has yet to be agreed.

HWD is considering repeating engagement activity with regards to the Autism Pathway,
and also CAMHS in 2017, this will be approximately two years after the original work was
completed.

Enter and View Reports

For more information about Enter and View please go to:
http://www.healthwatchderbyshire.co.uk/about/about-enter-and-view/

Whitestones Care Home

The strategic drivers for this visit were:-

- The Derbyshire County Council decision in November 2015 to close the short-term care
beds at Ecclesfold Resource Centre, Chapel-en-le-Frith and reassign three short term
care beds to Whitestones. This reassignment formed an alternative option, along with
two other existing homes in the locality, for users of the Ecclesfold short-term care
provision to obtain continuity of their short-term care needs. HWD was contacted by
relatives prior to the bed closure at Ecclesfold Resource Centre earlier last year, who
felt strongly that their loved one’s wellbeing would be compromised if respite/short-
term care was taken up at Whitestones. HWD took on board the concerns expressed to
them and following their organisational procedures, approved an unannounced Enter &
View visit to take place.

- Over and above the preceding ‘driver’, during 2016/2017, HWD has been commissioned
by DCC to conduct a range of unannounced visits to their residential services across
the county. The service profile and range includes 22 services supporting older persons
and four services supporting people who have learning difficulties. Whitestones Care
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Home represents one of these services and therefore the rationale for the Enter &
View visit arranged represented the combination of both of these ‘drivers’.

The findings of the visit can be found in full at:
http://www.healthwatchderbyshire.co.uk/2016/12/whitestones-care-home-enter-view-

visit-report/

The findings were in the main very positive, but recommendations were made, and the
provider has responded.

Enter and View visits to Derbyshire County Council Care Homes

HWD was commissioned by Derbyshire County Council (DCC) to conduct a range of
unannounced visits to their establishments across the county During 2016/2017. This
consisted of 22 services supporting older persons and four services supporting people who
have learning disabilities.

A summary report has been produced to encapsulate the visits that have taken place
between June -September 2016.

As the Enter & View reports were commissioned primarily for DCC’s own consumption,
individual reports are not placed in the public domain as is usually the case with
Healthwatch Enter & View reports, unless there is an additional purpose to the visit taking
place, as in the case of Whitestones Care Home above. However, a tri-annual summary
report was agreed to be made public and published at the end of September 2016, January
2017 and March 2017.

The September summary report can be found at:

http://www.healthwatchderbyshire.co.uk/2016/10/dcc-care-home-enter-view-summary-
report/

Engagement priorities and reports

- Experiences of using maternity services and health and social care services for young
children

- LGBT+ experiences of using health and social care services

- The Accessible Information Standard - exploring experiences of accessing health and
social care services for patients with a sensory impairment.
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e Anticipated 67% increase in the incidence of Dementia in
Derbyshire amongst the over 65yrs between 2015 and
2030 (POPPI)

« This will have a significant impact upon capacity for
Health and Social Care services

e Currently many people with dementia are admitted to
Hospital and Care settings prematurely

o Currently limited community alternatives or difficulties in
accessing rehabllitative type services

o Carers are often not able to continue supporting due to
limited of practical help / guidance
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 Department of Health Living Well with Dementia: a
National Dementia Strategy (2009)

 NICE Dementia Guidance Quality Standards 1 and 30
(2010 & 2013)

 NICE Dementia Care Pathway (2014)

o Care Act (2014)

« NHS England The Well Pathway for Dementia (2015)

* Derbyshire Dementia Support Service Consultation (2016)

 Prime Minister’'s Challenge on Dementia 2020 and
Implementation Plan (2016)
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THE WELL PATHWAY FOR DEMENTIA

SUPPORTING WELL LIVING WELL DYING WELL

Access to safe high People living with

quality health & social dementia die with
care for people with L-] dignity in the place
dementia and carers of their choosing
*l am treated with dignity &
respect”

DERBYSHIRE
ounty Council

Improving life for local people

D

DIAGNOSING WELL

Timely accurate
diagnosis, care
plan, and review
within first year

PREVENTING WELL

Risk of people
developing
dementia is
minimised

People with dementia

can live normally in

safe and accepting

communities

“l was diagnosedin a timely
way”

“I know that those around me
and looking after me are
supported”

“| feelincluded as part of

“| am confidentmy end of life
wishes will be respected”

“| was given information about
reducing my personal risk of

: o “l am able to make decisions
getting dementia

“| get treatment and support,

which are best for my “l can expecta good death”

[y

Living Well

and know what to do to help

elf and who el

can helo*® dementia and r g life”

Dementia Re-ablement
(up to 6 weeks)

ancipty

Supported Well

Dementia Support Service ) Intensive and short term specialist Dementia Rapid Response Team |
home care support

Living at home | Community Mental Health Team

» Provide support shaped by the

Mainstream homecare )| presenting priorities at each visit Hospital ward (community or

without time constraints acute) J

Social Worker/DSO | » Might be emotional rather than
practical support Emergency Department |

Community Mental Health Team » Work with mainstream home care
services to enable to person to Care home ]
Re-ablement | accept support from mainstream

services

)

|
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Specialist Dementia Home Care services piloted in
Chesterfield (since 2012), Bolsover (Shires) (2014) and South
Derbyshire Older Adults Mental health support (2001) .

 These approaches have proved to be effective in reducing
carer stress, maintaining independence in the community;
Improving well-being, reducing or delaying admissions to
care homes and reducing hospital bed stays.

* Reviews of the services suggest that they offer good value
for money and can deliver financial efficiencies.

 The key components of these services have been
Incorporated into the Derbyshire Dementia Re-ablement
service model.
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* Enable people with Dementia to continue to live as
iIndependently as possible in their own home;

o Stabilise situations which might otherwise necessitate
admission into residential care / nursing care / or hospital

» Assist people with Dementia with timely and safe
hospital discharge;

* Provide person centred support through visits which are
flexible and tailored to the persons needs;

o Support carer(s) to develop their skills and resilience
particularly in times of increased risk
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DRS will provide support when:

 Mainstream homecare services are unable to engage

 People have challenging behaviour

 People have a sudden decline in cognition

 People are at the point of carer breakdown

 People whose carer(s) have a self-limiting short illness

 People would benefit from Dementia-specific re-
ablement to prevent admission or to facilitate discharge
from hospital

 People would benefit from a broader assessment

 People whose confusion has increased due to a
temporary physical change (e.g. delirium).




Funding for implementation of Dementia Re-ablement Services in all areas of
Derbyshire has been agreed by the Better Care Fund Programme Board. The total
amount required for all areas is £1,426,154. Following a needs assessment / cost
analysis the annual budgets for each service will be:

Service Cost Staffing
Amber Valley £232.026 1xDSO & 10 Care Staff
Bolsover £144,531 1XxDSO & 7 Care Staff
Chesterfield £150,000 1xDSO & 8 Care Staff
Derbyshire Dales £172,412 1xDSO & 8 Care Staff
Erewash £205,120 1xDSO & 9 Care Staff
High Peak £164,723 1xDSO & 8 Care Staff
North East Derbyshire £203,196 1xDSO & 9 Care Staff
South Derbyshire £154,146 1XxDSO & 8 Care Staff
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e Each locality will have 1 Domiciliary Services Organiser
(37hrs) and between 7-10 Community Care Staff (16hrs)
e Operational hours: 7 days, 6am — 10pm, 365 days

 Close links with local CMHT, Social Work Assessment
Team and Dementia Rapid Response Team

 Work alongside independent sector homecare agencies
to ensure smooth transition / handover

* Clients and Carers informed at outset that the service is
for up to 6 weeks and free of charge.




DERBYSHIRE . m
@ County Council S e rVI Ce Offe r Erewash; Hardwick; North Derbyshire;

Improving life for local people Southern Derbyshire; Tameside & Glossop
Clinical Commissioning Groups

e Focused on supporting people to stay in their own homes
 Where ever possible consistency of care staff for visits

» At each visit support will be flexible and shaped by
presenting priorities — not time or task limited

o Support further assessments e.g. use of telecare

 Focus on emotional as well as practical support

o Support the carer to develop skills and resilience

o 3 weeks prior to the service end, the DSO, with the
referring agency, will review and plan for on going needs.
(Locality Prevention and Personalisation assessment
team informed Iif further input is required so that they can
commence an assessment)
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Desmerees | mplementation

Improving life for local people

 Phased implementation in each locality during 2017

 Focused resource: limited capacity, limited operational
hours and capacity due to recruitment

* Prioritise support to prevent admission
« Assist with timely and safe hospital discharge
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Agenda Item No:
DERBYSHIRE COUNTY COUNCIL
ADULT CARE BOARD

2 MARCH 2017
JOINT STRATEGIC NEEDS ASSESSMENT - FALLS

1. Purpose of the Report

To present to the Adult Care Board key findings of the Joint Strategic Needs
Assessment (JSNA) on Falls in Derby and Derbyshire.

To agree the creation of a working group to take forward the
recommendations of the JSNA on falls.

2. Information and Analysis

Development of the JSNA

In May 2016 the JSNA Board agreed that preventing falls involving older
people (aged 65 years and older) should be a key priority for 2016/17.
Following discussions with Derby City Council it was agreed that the JSNA
would be undertaken jointly to provide a comprehensive overview of falls
across both City and County. The aim of the JSNA is to support delivery of a
comprehensive, high value falls pathway across Derbyshire by:

e Identifying an evidence based, comprehensive (from at risk to death)
pathway for falls

e Describing the impact (clinical and financial where possible) of evidence
based interventions at each point in the pathway

e Describing the population relevant to each point in the pathway

e Mapping current service provision and activity

e |dentifying any gaps/duplication in provision

e Modelling the potential impact of redirecting financial resource towards the
highest impact/ value steps in the pathway
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The work has involved:- a stakeholder conference to inform the JSNA and its
recommendations; a literature review of published evidence; use of modelled
data and actual data - from EMAS, A&E and service providers such as DCHS
- to identify the impact of falls on the local population; identification of local
services; and economic modelling of interventions including scenarios..

A copy of the JSNA is attached to this report.

Key Findings

203,500
Population aged 65+

70,100 will fall per year jﬁ.

11,000 will call
ambulance out

%

4 500 injurious falls

6,000 hospital admissions

1,100 hip fractures

a

57 recorded 120 deaths
as discharged

to care home

Figure 1: Impact of Falls in Derbyshire and

The infographic in Figure 1 (left)
displays the current modelled impact
of falls in Derbyshire and Derby. The
number of falls involving older people
is unknown but modelled data
suggests that around 34% of older
people (70,100) will fall each year.
Falls are one of the largest causes of
emergency hospital admissions for
older people and create a significant
demand for ambulance services.
Locally around 60% of fallers are
conveyed to hospital. In 2014/15
there were 6,000 hospital admissions
due to falls and approximately 6%
(4500) were coded as injurious

(broadly in line with the published evidence).

The incidence of injurious falls is strongly associated with age and gender, as

shown in Table 1:

65-79 1,415 526 889
80+ 3,025 862 2,163
Total Injurious falls 65 4,440 1,388 3,052

+

Table 1: Injurious falls 65+ Derby City and Derbyshire
county LAs, 2014/15 (Source: PHOF)

There were approximately 1100 hip fractures in 2014/15, the majority of which
were females with females aged 80.
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15000 U T RETECENN | bl 2: Hospital admissions from
344 106 138

65-79 hip fractures by age and gender, for
Derby City and Derbyshire County

80+ 808 198 610 2014/15. Source: PHOF local
Total Hip fractures 1152 304 848 authority level
65+

Older people who are residents of care homes are 2-3 times as likely to fall as
older people dwelling in the community (NICE CG 161, 2013). In Derbyshire
around 4.5% of older people reside in care or nursing home, but in 2014/15
they accounted for 18.4% (816) of injurious falls and 22.5% of hip fractures
(250) reflecting an older, frailer population with complex multi morbidities.

Local Performance

The Public Health Outcomes Framework (PHOF) has two indicators relating to
falls and Derbyshire has similar or worse admissions from falls and fractures
across the range of indicators, compared to England as shown in Tables 3
and 4 respectively.

Table 3 - PHOF Indicator 2.24 — Age/Sex Standardised Rate of emergency hospital admissions for
injuries due to falls per 100,000 population (2014/15 data)

Group England Derbyshire RAG Status

65+ Person 2125 2189 Amber

65+ Male 1740 1755 Amber

65+ Female 2509 2622

65-79 Person 1012 991 Amber

65-79 Male 826 769 Amber

65-79 Female 1198 1212 Amber

80+ Person 5351 5663

80+ Male 4391 4616
80+ Female 6312 6711

Table 4 - PHOF Indicator 4.14i - Age-sex standardised rate of emergency admissions for fractured
neck of femur per 100,000 population (2014/15 data)

Group England Derbyshire RAG Status
65+ Person 571 576 Amber
65+ Male 425 407 Amber
65+ Female 718 745 Amber
65-79 Person 239 245 Amber
65-79 Male 167 157 Amber
65-79 Female 312 333 Amber
80+ Person 1535 1537 Amber
80+ Male 1174 1135 Amber
80+ Female 1895 1939 Amber

Comparison with Derbyshire’s CIPFA neighbours shows that many of them
are performing better than Derbyshire for injurious falls and similar to
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Derbyshire for admissions due to hip fractures. The reasons for the better
performance are currently unknown.

Local Services

The diagram below in Figure 2 summarises some of the local services
available that aim to prevent falls and respond to people who have fallen.

Acute Hospital Services

SPECIALST

Non-hip fragilty Fracture Liaison Service

fracture patients

Individuals at high risk of irst
fraglity fracture or other injurious

EMAS, DCC Falls Alert Service (FAST), Specialist Falls Service/
Community Rehabilitation Team (DCHS)

falls

Housing Services inc. social housing, private sector enforcement,
adaptations, Handy van, Fire Brigade Safe and Well Checks,
First Contact, Strictly No Falls, Vspa

UNIVERSAL

Figure 2: Local falls prevention and response services

Gaps and Unmet Needs

The JSNA identified the following gaps and unmet needs:

» Awareness: There is a need to improve awareness of the risks of falls and
that many are preventable amongst older people and health and social are
professionals.

» Prevention activities: capacity and uptake of activities (e.g. strength and
balance exercise classes) to reduce the primary risk of falls is limited

» Falls pathway: Current absence of an integrated falls pathway across
Derby City and Derbyshire to enable professionals to understand their role,
refer to relevant falls prevention/ response services and coordinate on-
going care
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» Risk identification: The existing processes for identifying those at higher
risk of falling are limited; resulting in low referral numbers to primary and
secondary prevention initiatives and services, high levels of unmet need
and ultimately a high number of (preventable) falls in over 65s

» Capacity: The capacity of existing community falls services is limited
compared to potential demand

» Improving outcomes/ cost savings: Potential to improve outcomes and
achieve cost savings to the system by avoiding admissions and/or
providing other services to respond to fallers coded as less serious.

» Data collection: Limited data on the impact of falls services to enable
effective evaluation of the current picture and assess areas of
inequity/inequality

Recommendations of the JSNA

The JSNA has identified the following recommendations to reduce the risk of
falls, improve the response to those who have fallen and deliver financial
savings:

e Across Derby and Derbyshire a place based approach should be
established to reduce the incidence of hospital admissions due to falls, with
a particular focus on the 3 Districts (Chesterfield, High Peak and South
Derbyshire) with the highest incidence of injurious falls.

e Develop an integrated falls pathway for Derby and Derbyshire to enable
the identification and rapid referral of people identified at higher risk of falls
to appropriate falls prevention services. All health/social care staff and
other professionals who regularly work with older people should be made
aware of the pathway and provided with relevant training/support to ensure
its successful implementation.

e Increase capacity and uptake of community based primary falls prevention
activities e.g. strength and balance training, particularly within the Derby
City area.

e Review the current arrangements for EMAS responding to fallers

particularly those coded as ‘Green’ to assess the opportunities to deliver a
Derbyshire wide service that is more cost effective and responsive.
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A review should be undertaken of DCHS ‘falls services’ currently
commissioned to ensure that the service is providing a consistent approach
across the County, has sufficient capacity to deal with ‘high risk fallers’, has
better collaboration with primary falls prevention services such as Strictly
No Falls and can provide data on patient outcomes.

Clinical audits should be carried out in primary care to assess whether
older people living in the community are asked about falls and are referred
for multifactorial assessments and interventions in line with current NICE
Guidance. Similar audits should be carried out for those attending
hospitals due to an injurious falls.

Establish a single site information portal for falls providing a universally
available pool of knowledge, guidance, awareness raising and training
materials/e-learning to act as the main local resource/reference point, both
for direct access by the public (individuals and their families/carers) and for
use by hospital, community health, social care and third sector staff.

Review and agree core shared data set requirements and data
collection/reporting requirements across the system, to facilitate more
effective evaluation of existing falls services and the impact of falls across
the health and social care system.

A MECC approach should be taken to raising amongst older people,
carers’ and all those providing services for older people that falls are not an
inevitable part of ageing, encourage active ageing and helping people to
reduce their risk of falls.

A review of the approach taken by those CIPFA neighbours of Derbyshire
(such as North Yorkshire) that have better performance in preventing
injurious falls should be undertaken to identify what lessons could be
learnt.

Financial Considerations

The cost to the health and social care system of falls in Derbyshire is
estimated to be £49m. As part of the work on the JISNA economic modelling
has been undertaken of implementing key interventions across the whole
system to reduce the risk of falls including:
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e |dentifying those at risk (case finding)

e Ensuring they are risk assessed (multi factorial risk assessment)

e Evidence based interventions are offered (strength and balance exercise,
home modification etc.)

Details of the modelling can be seen in the attached JSNA but implementation
of the key interventions could deliver net savings of between £590K - £4m.

4. Human Resources Considerations
Not applicable

5. Legal Considerations

Not applicable

6. Officer's Recommendation

That the Adult Care Board:

a) Note and discuss the key findings of the Joint Strategic Needs Assessment
on Falls in Derby and Derbyshire.

b) Consider the creation of a working group to take forward the
recommendations of the Joint Strategic Needs Assessment.
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Executive Summary

This report describes the findings of the Derby and Derbyshire falls needs assessment 2017.
It focuses on the needs of people aged 65 years or over who have fallen in their home, in the
community, in residential or nursing care homes and in hospitals. The outcome of this
assessment will help identify gaps in or changes to existing service provision that can be
addressed through commissioning, and will help agree priorities for future resource
allocation to prevent and reduce the impact of falls, improve health and reduce inequalities.

The work to develop this report has involved: - a stakeholder conference to inform the JSNA
and its recommendations; a literature review of published evidence; use of modelled data
and actual data - from EMAS, A&E and service providers such as DCHS - to identify the
impact of falls on the local population; identification of local services; and economic
modelling of interventions to reduce falls and their impact.

Analysis of the epidemiological data shows that falls are one of the largest causes of
emergency hospital admissions for older people and create a significant demand for
ambulance services. Around one third of older people (70,100) will fall each year and as a
conseqguence there are around 11,000 ambulance call outs. In Derby and Derbyshire
around 60% of fallers are conveyed to hospital. In 2014/15 there were 6,000 hospital
admissions due to falls and approximately 6% (4500) were coded as injurious (broadly in line
with the published evidence). The data shows that the risk of injurious falls increases with
age and females are at greater risk than males. Across the City and County around 1100
older people sustain a hip fracture as a result of falls. As the population of Derby and
Derbyshire ages, the projected number of falls is expected to increase.

In Derbyshire around 4.5% of older people reside in care or nursing home, but in 2014/15
they accounted for a 18.4% (816) of injurious falls and 22.5% of hip fractures (250) reflecting
an older, frailer population with complex multi morbidities.

Derbyshire has similar or worse admissions from injurious falls and hip fractures across the
range of indicators, compared to England and the comparator CIPFA group. Chesterfield,
Southern Derbyshire and High Peak districts are significantly worse than the England
average for injurious falls. Chesterfield is also worse than the England average for hip
fractures.

Derby performs similar or worse on injurious falls, and similar or better on hip fractures. They
are somewhere of the middle of the comparator CIPFA group.

A literature review found that falls are not an inevitable consequence of aging and there is
strong evidence supports the notion that one third of falls are preventable by identifying
those at highest risk, ensuring that they receive a multi-factorial assessment and
implementing appropriate interventions such as strength and balance exercise etc.

Economic modelling work that has been undertaken found that these interventions are cost
effective and implementation of the key interventions could deliver net savings to the public
sector of between £590K - £4m.



Key Needs and Service Gaps

Awareness: There is a need to improve awareness of the risks of falls and that many
are preventable amongst older people and health and social are professionals.

Prevention activities: capacity and uptake of activities (e.g. strength and balance
exercise classes) to reduce the primary risk of falls is limited

Falls pathway: Current absence of an integrated falls pathway across Derby City and
Derbyshire to enable professionals to understand their role, refer to relevant falls
prevention/ response services and coordinate on-going care

Risk identification: The existing processes for identifying those at higher risk of falling
are limited; resulting in low referral numbers to primary and secondary prevention
initiatives and services, high levels of unmet need and ultimately a high number of
(preventable) falls in over 65s

Capacity: The capacity of existing community falls services is limited compared to
potential demand

Improving outcomes/ cost savings: Potential to improve outcomes and achieve cost
savings to the system:

» 20% of Ambulance call outs coded as less serious (Green 4) may not need
EMAS and could be attended by other providers e.g. Falls Recovery Service.

» 13% of admissions were likely to have been avoidable because injuries were
superficial. Emerging evidence from a pilot in Leicestershire suggests that
further admissions could be avoided if more effective measures were in place
to assess and provide support to fallers who have minor injuries.

Data collection: Limited data on the impact of falls services to enable effective
evaluation of the current picture and assess areas of inequity/inequality

Recommendations for Commissioners and Partners

Across Derby and Derbyshire a place based approach should be established to
reduce the number of hospital admissions due to falls, with a particular focus on the
three Districts (Chesterfield, High Peak and South Derbyshire) with the highest rate of
injurious falls.

Develop an integrated falls pathway for Derby and Derbyshire to enable the
identification and rapid referral of people identified at higher risk of falls to appropriate
falls prevention services. All health/social care staff and other professionals who
regularly work with older people should be made aware of the pathway and provided
with relevant training/support to ensure its successful implementation.

Increase capacity and uptake of community based primary falls prevention activities
e.g. strength and balance training, particularly within the Derby City area.



¢ Review the current arrangements for EMAS responding to fallers particularly those
coded as ‘Green’ to assess the opportunities to deliver a Derbyshire wide service that
is more cost effective and responsive.

e A review should be undertaken of DCHS ‘falls services’ currently commissioned to
ensure that the service is providing a consistent approach across the County, has
sufficient capacity to deal with ‘high risk fallers’, has better collaboration with primary
falls prevention services such as Strictly No Falls and can provide data on patient
outcomes.

e Clinical audits should be carried out in primary care to assess whether older people
living in the community are asked about falls and are referred for multifactorial
assessments and interventions in line with current NICE Guidance. Similar audits
should be carried out for those attending hospitals due to an injurious falls.

e Establish a single site information portal for falls providing a universally available pool
of knowledge, guidance, awareness raising and training materials/e-learning to act as
the main local resource/reference point, both for direct access by the public
(individuals and their families/carers) and for use by hospital, community health, social
care and third sector staff.

e Review and agree core shared data set requirements and data collection/reporting
requirements across the system, to facilitate more effective evaluation of existing falls
services and the impact of falls across the health and social care system.

e A MECC approach should be taken to raising awareness amongst older people and
carers that falls are not an inevitable part of ageing, encourage active ageing and
helping people to reduce their risk of falls.

e A review of the approach taken by those CIPFA neighbours of Derbyshire (such as
North Yorkshire) that have better performance in preventing injurious falls, should be
undertaken to identify what lessons could be learnt.

Figure 1 (overleaf) provides an infographic summary of falls in Derbyshire and Derby.



Figure 1: Infographic of Falls in Derbyshire
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Chapter 1 - Background
1.1 Introduction

Falls are predominantly a problem in older age and as the population ages we observe a
concomitant rise in the number of falls and fall-related injuries. Falls have significant human
costs as well as financial costs to our health and social care system and society.

A fall is a symptom, not a diagnosis. It can be a marker for the onset of frailty, the first
indication of a new or worsening health problem and/or can represent a tipping point in a
person’s life, triggering a downward decline in independence. Falls are commonly associated
with frailty, but it is not only frail people who fall.

Many falls are preventable. People aged >65 years over have a 30% risk of falling at least once
a year and increasing to 50% in those aged >80 years. Falls can lead to pain, distress, injury,
loss of confidence and even death in some cases. They also increase attendances at A&E,
admissions to hospital, social care support needs and long-term admissions to residential care
homes.

1.2 Policy Context

National Policy

Falls and bone health are a national priority; the Public Health Outcomes Framework (PHOF)*
includes indicators for injuries due to falls in people >65 years; the NHS Outcomes Framework
(NHSOF)? includes ‘helping people to recover from episodes of ill health or following injury’
(domain 3) and the Adult Social Care Outcomes Framework (ASCOF)? relating to ‘enhancing
the quality of life for people with care and support needs’ (domain 1) and ‘delaying and reducing
the need for care and support’ (domain 2).

There have been a number of national policy and strategy documents related to falls and bone
health:

National Policy and Strategy Documents

e The assessment and prevention of falls in older people, NICE Clinical
Guidelines CG161, 2013°

e Public Health Outcomes Framework 2013 to 2016, DH*
e Adult Social Care Outcomes Framework 2013/2014, DH, 20138

e Breaking Through: Building Better Falls and Fracture Services in England, Age UK and
National Osteoporosis Society, 20122

¢ Implementing FallSafe care bundles to reduce inpatients falls, Royal College of Physicians
(RCP), 20128

¢ National Audit of Falls and Bone Health in Older People. Royal College of Physicians,
20114

e Stop falling: start saving lives and money, Age UK, 20102
e Falls and fractures: effective interventions in health and social care, DH, 2009%3

e The Care of Patients with Fragility Fracture, British Orthopaedic Association and British
Geriatrics Society, 200724



http://www.phoutcomes.info/public-health-outcomes-frameworK
http://content.digital.nhs.uk/nhsof
http://content.digital.nhs.uk/article/3695/Adult-Social-Care-Outcomes-Framework-ASCOF
http://www.nice.org.uk/guidance/cg161/evidence/cg161-falls-full-guidance
https://www.gov.uk/government/publications/healthy-lives-healthy-people-improving-outcomes-and-supporting-transparency
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/141627/The-Adult-Social-Care-Outcomes-Framework-2013-14.pdf
http://www.ageuk.org.uk/PageFiles/22486/Article/breaking_through_building_better_falls_and_fracture_services_in_england_2012.pdf?dtrk=true
https://www.rcplondon.ac.uk/file/918/download?token=TAIm8Nct
https://www.rcplondon.ac.uk/projects/national-audit-falls-and-bone-health
http://www.ageuk.org.uk/documents/en-gb/campaigns/stop_falling_report_web.pdf?dtrk=true
http://www.laterlifetraining.co.uk/wp-content/uploads/2011/12/FF_Effective-Interventions-in-health-and-social-care.pdf
http://www.fractures.com/pdf/BOA-BGS-Blue-Book.pdf

Local Policy

The Derbyshire Health & Wellbeing Strategy 2015-17% has two priorities relevant to falls,
namely:

o Keeping people healthy and independent in their own home;
e Creating healthy communities

Derby's Health and Wellbeing Strategy 2014-19% details objectives under the priority ‘promoting
health and wellbeing’:

e To achieve health and social care system transformation

e To shift care closer to the individual
e To reduce inequalities in health and wellbeing

There is currently no falls prevention strategy for Derbyshire.


https://www.derbyshire.gov.uk/images/20160414%20Healthy%20Derbyshire%20v1.1_tcm44-272838.pdf
https://www.derbyshire.gov.uk/images/20160414%20Healthy%20Derbyshire%20v1.1_tcm44-272838.pdf

Chapter 2 — Epidemiological Information

2.1 Falls —the issue

Falls and fall-related injuries are a common and serious problem for older people. People aged
>65 years have the highest risk of falling, with 30% of people >65 years and 50% of people >80
years falling at least once a year®. World Health Organisation (WHO) states that more than 50%
of injury related hospital admissions amongst people aged 65 and over are caused by falls’.
Between 10-25% of fallers will sustain a serious injury requiring hospital admission including
mainly hip fractures, traumatic brain injuries and upper limb injuries?. Falls are estimated to
cost the NHS and social care more than £2.3 billion per year®.

2.2 Risk factors for falls in older people in the community

Falls should not be considered a normal or inevitable part of ageing. There are numerous risk
factors that increase the likelihood of falls in older people. Groups at elevated risk of falls
include those aged >75 years, inactive people and those living in relative isolation®.

Risk factors for falls in older people can be grouped into those that are internal/ individual and
those that are external/ environmental. Table 1 (below) summarises key internal risk factors:

Table 1: Statistical summaries of falls risk factors®

Risk factor Mean Risk/Odds Ratio
(Range)
Muscle weakness 4.4 (1.5-10.3)
History of falls 3.0 (1.7-7.0)
Gait deficit 29(1.3-5.6
Balance deficit 2.9 (1.6-5.4)
Use of assist devices 2.6 (1.2-4.6)
Visual deficit 2.5 (1.6-3.5)
Arthritis 2.4 (1.9-2.9)
Impaired activities of 2.3 (1.5-3.1)
daily living
Depression 2.2 (1.7-2.5)
Cognitive impairment 1.8 (1.0-2.3)
Age >80 years 1.7 (1.1-2.5)
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http://www.nice.org.uk/guidance/cg161/evidence/cg161-falls-full-guidance
http://www.who.int/ageing/publications/Falls_prevention7March.pdf
http://www.laterlifetraining.co.uk/wp-content/uploads/2011/12/FF_Effective-Interventions-in-health-and-social-care.pdf
http://www.nice.org.uk/guidance/cg161/evidence/cg161-falls-full-guidance
https://www.ncbi.nlm.nih.gov/pubmed/12180240
http://www.nice.org.uk/guidance/cg161/evidence/cg161-falls-full-guidance
https://www.ncbi.nlm.nih.gov/pubmed/12180240
https://www.ncbi.nlm.nih.gov/pubmed/12180240

External factors can also increase falls risk®, such as:

» Poor or cold housing

* Inappropriate footwear

« Home hazards such as poor lighting, stairs, absence of handrails, wet or polished floors,
rugs, worn or unsecure carpets, reaching for storage such as high shelves

Many risk factors — such as balance impairment, muscle weakness, polypharmacy and
environmental hazards — are potentially modifiable®. Falls rarely result from a single factor;
predominantly being multifactorial with a combination of an interaction between internal and
external risk factors?24, Older people with multiple risk factors are at greater risk of having a
fall. Recognising and modifying risk factors (where they are modifiable) is crucial in preventing
falls. Multifactorial interventions have been suggested as the most effective strategy to reduce
declines in function and independence thereby preventing associated costs of complications
resulting from falls%,

Most falls occur in the home; however incidence rates for falls in nursing homes and hospitals
are two to three times greater than in the community and complication rates are also
considerably higher. Ten to 25% of institutional falls result in fracture, laceration or need for
hospital care?.

2.3 Whois at risk of falls resulting in fractures?

The consequences of falls can be minor, but as we age people are more likely to become
unsteady and fragile, fall more frequently and the consequences more serious. Those with
general fragility and osteoporosis resulting in bone density depletion are more likely to
experience fractures following a fall?*. The elderly are more likely to be fragile and women are
more at risk of developing osteoporosis than men. Incidence of osteoporosis is around 30% for
men and women aged over 70 rising to 40% for people aged over 80. Women aged over 80
have a 25% higher risk of osteoporosis?.

Fractures resulting from falls are a major cause of mortality and disability in older people.
Fractures are often a turning point for older people and those recovering from them (e.g. hip
fractures) can require more continuing care from both health and social care services. The
estimated annual cost of treating fractures caused by osteoporosis in the UK is £1.8 billion®.
Other people at risk of fractures from falls include those with type 2 diabetes and those with
epilepsy taking antiepileptic drugs (AED) - again higher in those with longer-term AED
exposure’. Level of hip fractures is used as an indicator for falls and can indicate the need for
preventative measures.

2.4  Atrisk of falling in the community

Modelled data for Derby City and Derbyshire, using 2015 mid-year estimates and prevalence
estimates from ‘Falls and fractures: effective interventions in health and social care’, DH
indicates that 70,000 people will fall in any given year**. The full table of modelled data is
included in Appendices A and B of this report.
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http://www.nice.org.uk/guidance/cg161/evidence/cg161-falls-full-guidance
http://www.nice.org.uk/guidance/cg161/evidence/cg161-falls-full-guidance
http://www.biomedcentral.com/1471-2318/14/14
https://www.ncbi.nlm.nih.gov/pubmed/27125497
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD000340.pub2/epdf
http://www.nice.org.uk/guidance/cg161/evidence/cg161-falls-full-guidance
https://www.ncbi.nlm.nih.gov/pubmed/11601951
https://www.ncbi.nlm.nih.gov/pubmed/11601951
http://www.laterlifetraining.co.uk/wp-content/uploads/2011/12/FF_Effective-Interventions-in-health-and-social-care.pdf
http://www.ageuk.org.uk/documents/en-gb/campaigns/stop_falling_report_web.pdf?dtrk=true
http://www.nice.org.uk/guidance/cg161/evidence/cg161-falls-full-guidance
http://www.laterlifetraining.co.uk/wp-content/uploads/2011/12/FF_Effective-Interventions-in-health-and-social-care.pdf

Table 2: Modelled data showing all age population, population aged 65+ and number estimated
to fall in any given year. (Sources: ONS 2015 mid-year estimates, DH, DCC PHIKS team)

Derbyshire (inc. Derby) Total for 4 CCGs

All ages 1,036,616 1,036,844
65+ 203,520 201,875
Will fall 70,101 69,535

25 At risk of falling in hospital

There were approx. 130,000 admissions in 2014/15 in those aged 65+ (exc. those admitted for
a fall) and these are all considered at risk of a fall according to NICE guidelines®. In addition
people aged 50-64 with certain conditions are also considered at risk but not quantified here.
The National Audit of Inpatient Falls gives rates of falls per 1000 occupied bed days (OBD):
Derby Royal achieves 8.27 while Chesterfield Royal achieves 8.67 against national average of
6.5, showing that inpatient falls are higher locally than nationally?.

2.6 Atrisk of falling in a care home

Older people living in care homes are three times more likely to fall than those in the
community; therefore as a third of over 65s are likely to fall, it is likely that all care home
residents are at riskz2. There were 3409 people in residential or nursing care on 31/03/16 and
4041 beds with nursing (Source: CQC (2014/15) Derbyshire spend on residential/nursing care
for over 65s (excluding Derby City, or self-funders))

2.7 Multifactorial falls risk assessment

Modelled data for Derby City and Derbyshire, using 2015 mid-year estimates and prevalence
estimates from DH* indicate that 35,000 people will require an assessment each year
(Appendix A). Current data from DCHS (Table 3) shows there were just under 5,000 referrals to
community falls services, although this is known to be an underestimate. The vast majority of
referrals were aged >65 years, most commonly those aged 86-95 years. The most frequent
referrers were local GPs (Table 4). More accurate reporting of those receiving a multifactorial
assessment (MFA) would enable a clearer assessment of population level needs.
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http://www.laterlifetraining.co.uk/wp-content/uploads/2011/12/FF_Effective-Interventions-in-health-and-social-care.pdf
http://www.nice.org.uk/guidance/cg161/evidence/cg161-falls-full-guidance
https://www.rcplondon.ac.uk/projects/outputs/naif-audit-report-2015
http://www.laterlifetraining.co.uk/wp-content/uploads/2011/12/FF_Effective-Interventions-in-health-and-social-care.pdf
http://www.laterlifetraining.co.uk/wp-content/uploads/2011/12/FF_Effective-Interventions-in-health-and-social-care.pdf

Table 3: Referrals to specialist community falls services, 2015/16. (Source: DCHS,

unpublished)
Age Range Female \E] Grand Total

Under 65 182 136
65-75 424 302 726
76-85 1,092 745 1,837
86-95 1,162 599 1,761
Over 95 156 51 207
Grand Total 3,016 | 1,833 4,849

Table 4: Source of referral to specialist community falls services, 2015/16. (Source DCHS,

unpublished)
Referral source Grand Total

GP 1513
Acute Hospital 998
EMAS 744
Allied Health Professional 670
Community Hospital 378
Care Co-ordinator 350
Community Nursing 296
Intermediate Care Team 254
Social Care 250
Spa 250
Housing 187
Self-referral 139
Other 131
Community Matron 107
Care Home 87
Hospital (unspecified) 86
Specialist Nurse 79
A&E/MIU 42
Community Care Worker 32
Community Mental Health Team 13
Voluntary Service 4
Day Centre 3
Falls Partnership Service (FPS) 2
Grand Total 6615

Table 4 shows the range of different sources of referral to specialist falls services received by
DCHS. The majority are from GPs, closely followed by acute hospitals and the East Midlands
Ambulance Service (EMAS). Discrepancies in between tables 3 and 4 are explained by the



occurrence as duplicates where one person may have been referred to DCHS multiple times
per year by different referral sources.

2.8 Falls in the community- attended by an ambulance

There were nearly 11,000 ambulance call outs in Derbyshire (including Derby City) for falls, to
people aged 65+ in 2015/16. Just under 60% were conveyed to hospital, this varied slightly by
CCG. (Source: GEM/EMAS, 2015/16 data, unpublished)

Table 5: Ambulance call outs for falls in people aged 65+ in 2015/16. (Source: GEM/EMAS,
unpublished)

Total Conveyed % Conveyed
NHS Erewash CCG 1,156 658 57%
NHS Hardwick CCG 1,087 597 55%
NHS North Derbyshire CCG 3,227 1,949 60%
NHS Southern Derbyshire CCG 5,475 3,230 59%
Derbyshire 10,945 6,434 59%

Table 6: Ambulance call outs for falls in people aged 65+ in 2015/16, by AQI (Ambulance
Quality Indicator) code. Red 1 is most serious, Green 4 is least. For explanation of codes see
Figure 1 below. (Source: GEM/EMAS, unpublished)

RED1 RED2 GREEN1

GREEN2 GREEN3 GREEN4 TOTAL

NHS Erewash 9 198 2 899 1 292 | 1,401
CCG

NHS Hardwick 4 197 1 798 0 256 | 1,256
CCG

NHS North 26 615 10 2,432 9 647 | 3,739
Derbyshire CCG

NHS Southern 66 | 1,049 11 4,056 12 1,354 | 6,548
Derbyshire CCG

Derbyshire 105 | 2,059 24 8,185 22 2,549 | 12,944

Green 4 call outs are categorised as ‘non-emergency, non-life threatening’ yet account for 20%
(2549 of total 12,944) of call outs, it is likely a proportion of these did not need EMAS
assistance. Discrepancies between table 5 and 6 are potentially explained by the re-
categorisation of call outs.
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Figure 2: Categorisation of 999 calls (Source: EMAS call categorisation overview?
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2.9 Falls Alert Service

The falls alert service commissioned by Derbyshire County Council attended 5418 falls in
2015/16, and only 15% were then referred to an ambulance. There is an equivalent service in
Derby City which attends approximately 1,000 fallers per annum. (Source: year to date data for
16/17, CareLink, unpublished). We do not currently have data on the % that are conveyed to
hospital.

Table 7: Breakdown of Falls Alert Service attendances, by month. (Source: DCC, 2015/16,
unpublished)

Calendar Month in 2015/16 No. attendances
Apr 434
May 424
June 424
July 458

August 431
Sept 456
Oct 427
Nov 435
Dec 494
Jan 517
Feb 422
March 496
Total 5418
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Table 8: Outcome of Falls alert service attendances, where escalated. (Source: DCC, 2015/16)

Total % of all falls

Ambulance called for Fall 838 15.5%
Call handler requested 407 7.5%
Warden on site requested 376 6.9%
Client requested 26 0.5%
Carer, neighbour etc. 24 0.4%
Other 5 0.1%
Faller Soiled 35 0.6%
111 97 1.8%
Falls Subtotal 5418 100%

2.10 Accident and Emergency

6,722 (60%) people aged 65+ were transported to hospital following a fall in 2014/15 and 6434
(58%) in 2015/16%. From the admissions data we know from 4027 injurious falls in 15/16, that
3851 (96%) had admission source A&E (Source: GEM/SUS, unpublished). It is not possible
within the A&E dataset to accurately identify falls as there is not a diagnostic code for this.

2.11 Hospital admissions- All falls

There were nearly 6,000 hospital admissions due to falls in 2014/15 to Derby/Derbyshire
patients (where there was an external cause relating fall/s).Table 9 below indicates the majority
of these were injurious falls (where there was also a primary diagnosis of an injury in addition to
the falls code), but there were a number of other areas with high numbers of admissions e.g.
musculoskeletal, senility and urinary which indicates a proportion of these were likely to have
been avoidable.

Table 9: Breakdown of primary diagnosis for all falls admissions, 2014/15 (Source: HES, DCC
PHIKS team)

Diagnosis chapter No. of
Admissions

Injuries and poisonings 4,440
Diseases of the musculoskeletal system and connective tissue 441
Symptoms/signs not elsewhere classified (inc. senility, fainting, 263
syncope)

Diseases of the circulatory system 224
Diseases of the respiratory system 166
Diseases of the genitourinary system 120
Diseases of the nervous system 35
Mental/behavioural disorders 33
Certain Infectious and parasitic diseases 32
Diseases of the digestive system 27
Endocrine/metabolic/nutritional (inc. diabetes) 23
Diseases of the skin and subcutaneous tissue 21
Neoplasms (inc. cancer) 21
Blood/immune disorders 8
Diseases of the eye/adnexa 8
Grand Total 5,862
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2.12 Hospital admissions- Injurious falls

The majority of falls result in no serious injury, but annually approximately 5% of older people
living in the community who fall experience a fracture or need hospitalisation?. There were
4,027 injurious falls across the 4 CCGs in 2015/16 (Source: SUS/GEM, unpublished), or 4,440
across Derbyshire/Derby City local authorities in 2014/15 (Source: PHOFY). The totals for
Derbyshire in table 10 versus those in table 11 vary because the former is based on GP
registration and hence the registered population, the latter is based on postcode of residence of
the patient.

Table 10: Injurious falls 65+ by financial year and CCG (Source: SUS/GEM, unpublished)

CCG 1314 1415 1516

03X: NHS Erewash CCG 360 380 370
03Y: NHS Hardwick CCG 457 424 414
04J: NHS North Derbyshire CCG 1,310 1,341 1,317
04R: NHS Southern Derbyshire CCG 1,898 1,994 1,926
Grand Total 4,025 | 4,139 4,027

Table 11: Injurious falls 65+ Derby City and Derbyshire county LAs, 2014/15 (Source: PHOF?)

All MBS females

65-79 1,415 526 889
80+ 3,025 862 2,163
Total Injurious falls 65 + 4,440 1,388 3,052

Source: PHOF, 14/15 data, local authority level

Figure 3 shows the variation across the county in terms of admission rates from injurious falls,
Chesterfield is the district with the highest rate. Figure 4 is trend data for injurious falls is
presented first for Derbyshire and Derby City LAs, then for the ‘worst’ 3 districts. These show
that there is a consistent upward trend across areas in the rate of injurious falls.

Figure 5 shows the variation by ‘place’ which shows the worst 5 areas are City Centre North,
Chesterfield East, Southern Derbyshire, City North West and High Peak. There is considerable
overlap of confidence intervals reflecting the low numbers when comparing such small areas
therefore caution should be taken in interpretation.
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Figure 3: Injurious falls 65+ by district, DSR per 100,000, Derby City and Derbyshire county,
2014/15 (Source: PHOFY)
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Figure 4: Trends: Injurious falls (Source: PHOF?)
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Figure 5: Crude injurious falls rate 65+, by place, 2014/15 (Source: HES3/DCC PHIKS team,

unpublished)
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Figure 6: Injurious falls 14/15 65+ by age (breakdown of the 4,440 by individual age)

(Source: HES/DCC PHIKS team, unpublished)
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Table 12: By age band, 14/15 data (breakdown of the 4,440 by 5 year ageband) (Source:

HES/DCC PHIKS team, unpublished)

Ageband Number of Population Crude Rate per
injurious falls (2015 mid-year 1000 pop
admissions estimate, Derby

+ Derbyshire)

65-69 330 64,463 5.1

70-74 436 49,080 8.9

75-79 649 37,036 17.5

80-84 950 27,016 35.2

85-89 1,074 16,417 65.4

90+ 1,001 9,508 105.3

Grand Total 4,440 203,520 21.8

Figure 7: Crude rate (per 1000 population) of injurious falls admissions by individual age, 65+,
Derby and Derbyshire, 14/15 (Source: HES/DCC PHIKS team, unpublished)
Crude rate (per 1000 population) of injurious falls admissions by
individual age, 65+, Derby and Derbyshire, 14/15
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Note- population not available by individual age for 90+, therefore the crude rate at this point
appears to jump as the point is actually for 90+.

Figures 6, 7 and table 12 show that prevalence of falls increases sharply with age, with the
highest numbers occurring around age 85, and crude rates increasing gradually from age 65.
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2.13 Injurious falls by injury

The 4,400 injurious falls across Derby City and Derbyshire can then be broken down by type of
Injury, so we can consider how serious they were, and whether hospital admission was

appropriate.

Table 13: breakdown of the 4,440 injurious falls by diagnosis (Source: HI team, Derbyshire PH
team, using HES data 14/15. Numbers in brackets give number that were coded as ‘superficial’)

Type of injury

Number of
admissions

Injuries to the head 1,529 (432
superficial)
Injuries to the hip and thigh 1,238 (30)
Injuries to the knee and lower leg 371 (51)
Injuries to the shoulder and upper arm 345 (14)
Injuries to the elbow and forearm 307 (17)
Injuries to the abdomen, lower back, lumbar spine and pelvis 251 (18)
Injuries to the thorax 162 (18)
Injuries to the wrist and hand 85 (3)
Injuries to the ankle and foot 49 (3)
Injuries to the neck 43 (4)
Complications of surgical and medical care, not elsewhere 21
classified
Injuries involving multiple body regions 14 (3)
Certain early complications of trauma 14
Injuries to unspecified part of trunk, limb or body region 5(2)
Other and unspecified effects of external causes 3
Burns and corrosions 3
Grand Total 4440 (595
superficial)

This shows that there were 595 out of the 4,440 injurious falls that were superficial, which is

13%, and these admissions could potentially be avoided.
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2.14 Falls to care home residents

It has been possible for GEM to extract an approximate figure for falls admissions based on
care home data sourced from NHAIS on a monthly basis to identify admissions associated with
care homes for the 65 plus age group. Care homes are identified by postcode and Residential
Institute code. The presence of an Rl Code will always override any postcode match. Despite
this there will still be a small numbers of patients included in the care homes falls admissions
that are not care home patients but are patients over 65 plus age group who reside in private
residence and share the same postcode as care home residents.

Table 14: Injurious falls in 65+ at care home postcodes (Source: SUS/GEM, unpublished)

CCG 1314 1415 ‘ 1516
03X: Erewash CCG 59 56 58
03Y: Hardwick CCG 99 89 77
04J: North Derbyshire CCG 261 263 261
04R: Southern Derbyshire 333 | 408 | 289
CCG

Grand Total 752 816 685

Table 15: Hip fractures in 65+ at care home postcodes (Source: SUS/GEM, unpublished)

\ 1314

CCG 1415 1516
03X: Erewash CCG 21 17 17
03Y: Hardwick CCG 37 27 32
04J: North Derbyshire 83 79 82
CCG

04R: Southern 93 127 100
Derbyshire CCG

Grand Total 234 250 231

2.15 Fractures

There are approximately 1,100 hip fractures per year, the majority occurring in females aged
over 80. Tables 16 and 17 below show this data broken down by CCG and financial year, and
then by age and gender.

Table 16: Hospital admissions from hip fractures by financial year and CCG. (Source:

SUS/GEM, CCG level, unpublished)

CCG 1314 1415 1516
03X: NHS Erewash 104 106 96
CCG

03Y: NHS Hardwick 134 125 123
CCG

04J: NHS North 335 360 379
Derbyshire CCG

04R: NHS Southern 528 503 500
Derbyshire CCG

Grand Total 1101 1094 1098
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Table 17: Hospital admissions from hip fractures by age and gender, for Derby City and
Derbyshire County (Source: PHOF 2014/15, local authority level)

All males females
65-79 344 106 138
80+ 808 198 610
Total Hip fractures 65+ 1152 304 848

2.16 Hip fractures by district.

The following extract from PHOF? (figure 8) shows that there is considerable variation in hip
fractures across the County and Derby City, with admissions statistically higher than England in
Chesterfield, similar to England in most of the districts and lower than England in Derby City.
Figure 9 shows the variation across the area by ‘place’, and the worst 5 places are Chesterfield
East, Southern Derbyshire, Belper, South Hardwick and City North West. There is considerable
overlap of confidence intervals reflecting the low numbers when comparing such small areas
therefore caution should be taken in interpretation.

Figure 8: Hip fractures 65+ by district, DSR per 100,000, Derby City and Derbyshire county,

2014/15 (Source: PHOF?)
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Figure 9: Crude hip fracture rate 65+, by place, 2014/15 (Source: HES/DCC PHIKS team)

Crude Hip Fracture admission rate per 1000 65+, by place, 2014/15 (Source: HES/DCC PHIKS team)
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The following map, Figure 10 (extracted from local health) of CCG level hip fractures shows a
similar picture, with lower than average admission ratio in southern Derbyshire, similar to
England in Erewash and North Derbyshire and worse than England in Hardwick CCG.

Figure 10: Emergency hospital admissions for hip fractures, standardised admission ratio
2010/11- 2014/15, clinical commissioning groups (2015) (Source: PHE local health, 2016)
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Figure 11: Trends in Hip fractures (Source: PHOF?)
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2.17 Discharge from hospital

Discharged to usual place of residence

Out of the 1,098 hip fractures, 673 were discharged to usual place of residence (Source:
SUS/GEM, 2015/16 data, unpublished)

Death

There were 119 deaths with underlying cause falls (ICD10 W00-W19) in 2015, to people aged
65+ resident in Derbyshire or Derby City. (Source: ONS% PH intelligence team)

Discharge to long term residential care

Derbyshire spend on residential/nursing care for over 65s was over £52 million in 2014/15.
There are 4,041 beds available in care homes with nursing (Source: CQC, 2014/15, Derbyshire
spend on residential/nursing care for over 65s). This does not include Derby city, or self-funders.
Out of the 1,098 hip fractures 57 were recorded as discharged to a care home, 673 to usual
place of residence, 57 died (Source: SUS/GEM, unpublished).
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Chapter 3 — Local Performance

3.1 Targets and performance

Given the population level impact and importance of falls, this is reflected in there being a

number of falls indicators in PHOFZ, and also the number of risk factors for falls in the PHE
fingertips adult social care profile tool. These are presented in the appendices 3-7 of this report,
for Derbyshire (and constituent districts where available) and Derby City, using their ‘CIPFA’
comparators (local authorities with similar socio demographic characteristics).

Summary data from PHOF 2014/15* for falls indicators is presented below:

Table 18 - PHOF Indicator 2.24 — Age/Sex Standardised Rate of emergency hospital
admissions for injuries due to falls per 100,000 population (2014/15 data) *

Group England Derbyshire | RAG Status
65+ Person 2125 2189 Amber

65+ Male 1740 1755 Amber

65+ Female 2509 2622 'Red |
65-79 Person 1012 991 Amber

65-79 Male 826 769 Amber

65-79 Female 1198 1212 Amber

80+ Person 5351 5663

80+ Male 4391 4616
80+ Female 6312 6711

Table 19 - PHOF Indicator 4.14i - Age-sex standardised rate of emergency admissions for
fractured neck of femur per 100,000 population (2014/15 data) *

Group England Derbyshire | RAG Status
65+ Person 571 576 Amber
65+ Male 425 407 Amber
65+ Female 718 745 Amber
65-79 Person 239 245 Amber
65-79 Male 167 157 Amber
65-79 Female 312 333 Amber
80+ Person 1535 1537 Amber
80+ Male 1174 1135 Amber
80+ Female 1895 1939 Amber

Some headlines on the risk factors for falls for Derbyshire based on the 14/15 data (excluding
Derby) are presented below:

Demographically Derbyshire (excluding Derby) is similar to its CIPFA comparators which
is to be expected given how CIPFA groupings are defined. The vast majority of the group
have higher than England %’s of older people across 65-74, 75-84 and 84+.

Derbyshire has higher than average prevalence of dementia, and this is reflected
generally across the comparators, again unsurprising given their older populations.

Derbyshire has higher than average prevalence of learning disabilities, and visual
impairment. Some care must be taken in interpretation as this could reflect better
diagnosis rather than true prevalence. However prevalence is quite mixed across the
comparators, so it looks like prevalence is potentially higher, despite similar
demographics.
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Derbyshire has a lower rate of people supported through the year than England and
some of the other comparators (although many are also lower) which could be an
indicator of unmet need

Derbyshire has similar levels of social isolation to England and most of the comparators

Derbyshire has higher than average permanent admissions to care homes, and this is
quite mixed across the comparators indicating that need is potentially higher despite
similar demographics

Derbyshire has higher levels of older people receiving attendance allowance and
Disability living allowance. This could indicate higher prevalence of disability, or good
relative uptake of benefits.

Some headlines for Derby City are presented below:

3.2

Derby has lower than average levels of people aged 65-74 and 75-84, and similar to
average levels of people 85+.

Prevalence of dementia is similar to England, quite mixed across the group. This could
reflect variable diagnosis rates.

Derby has higher prevalence of visual impairment.
Derby has higher rates of older people supported, which may help to reduce falls.

Derby may have higher prevalence of disability, as indicated by attendance allowance
and DLA uptake.

Derby has similar to average admissions to care homes, and social isolation

Falls headlines:

Derbyshire has similar or worse admissions from falls and fractures across the range of
indicators, compared to England and the comparator group.

Derby City performs similar or worse on injurious falls, and similar or better on hip fractures.
They are somewhere of the middle of the group on this.

Quilts for Derby City and Derbyshire are presented in the appendices of this report.
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Chapter 4 — Overview of Current Services

A wide range of services are provided across the City and County that aim to prevent falls and
respond to people who have fallen.

4.1 Falls Prevention Services

Falls Prevention covers the preventative measures that can be put in place to avoid and
mitigate the impact of falls on people primarily those aged over 65. Many of these will align with
the wider topic of frailty, which encompasses the problem of falls alongside a number of other
age related health and social care issues but for clarity the focus of this report remains on falls.
These services are provided by a wide range of organisations.

Housing

District Councils and the City Council Environmental Health Teams provide advice and
undertake enforcement of private sector housing conditions to ensure they are free from
hazards to health. These hazards include falls on stairs, from high levels, trips and the risk of
falls associated with cold. Disabled facilities grants are delivered by Environmental Health in
partnership with Derbyshire County Council Disability Design Team and Occupational
Therapists. District Councils and the County/City Councils provide affordable warmth schemes,
reducing the risk of falls associated with cold homes.

Derbyshire Handyvan Service provides practical support to help older and vulnerable people to
live independently in their own homes e.g. securing loose carpets, fitting handrails, changing
light bulbs etc. all of which reduce the risk of falls in the home.

Social housing organisations (District/City Councils, Other Housing Organisations) provide
accommodation and monitoring plus floating support for older people to support them to live
independently at home.

Derbyshire Fire and Rescue Service undertake safe and well checks to around 8000 homes
across the City and County. The service principally focuses upon fire hazards but also provides
advice on other hazards and has recently begun to undertake falls risk assessments.

Footcare

Tootsies foot care provides affordable and accessible basic foot care for people aged 50+ who
do not meet the eligibility criteria for NHS Podiatry but who have difficulty in caring for their feet
effectively. Countywide service supporting around 700 older people.

Strength and Balance Exercise

Derbyshire County Council Public Health has commissioned Age UK to deliver evidence based
falls prevention exercise groups across the County (Strictly No Falling (SNF)). There are
around 130 classes that provide chair based strength and balance, Tai Chi, Otago and PSI
training to around 1500 older people. The service also seeks to engage with care homes.
Individuals can self-refer or be referred by their GP. Transport assistance is available to enable
people to access classes. Most classes require participants to pay a small charge.
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4.2 Falls response services

Derbyshire CC (Adult Social Care) commission the Falls Alert Service (FAST) that enables
appropriate telecare equipment to be deployed including lifeline and pendants, bed occupancy
sensor, automatic lamp activation, and waist-worn fall detector, which is all provided free
subject to a £2.50 per week monitoring fee. Any alerts raised will be received at the local 24
hour monitoring centre who can then take appropriate action including notification of GP or alert
a response team (Housing Wardens) to assist people. A similar service operates in Derby —
Derby Carelink.

FIRST St John Ambulance - available to residents in High Peak and North Dales localities.
Service takes referrals from EMAS for patients who have fallen but are be manageable at
home; as well as referrals from GPs to provide immediate support to recent fallers or patients at
risk of fall. Service provides immediate care and immediate interventions to reduce fall/ repeat
fall as well as onward referral to a range of services including Integrated Care Service. Service
works closely with Primary Care to ensure appropriate services within the community.

4.3 Specialist Falls Service/ Community Rehabilitation Team (DCHS)

DCHS are commissioned via a block contract to provide a specialist falls service across the
County. The service undertakes multifactorial risk assessments of people who have usually
had a fall or been identified as being at higher risk of a fall and includes clinical assessment of
an individual’s balance and physical problems, cognitive and mental health factors, diet and
nutrition, environmental assessments, equipment provision, advice, strength and balance
training. The service refers onto to other services such as SNF etc. as necessary

The services sees around 5000- 6000 people per annum who are usually referred via their GP
but also referred from other services such as EMAS, hospitals etc.

4.4  Acute Hospital Services

Both Chesterfield Royal and Derby Royal hospitals provide services that deal with more
complex cases involving people who have fallen and to identify people at higher risk of hip
fractures. Services include:

Fracture Liaison

Fracture liaison services which aim identify patients over 50 years of age who have suffered a
fragility fracture after minimal trauma (usually a fall) an assessment of their osteoporosis risk
and appropriate management.

Ortho-Geriatric Services

Ortho-geriatric services for more complex cases of older people who have fallen or identified as
being at higher risk of falling and other problems with continence, mobility, fear of falling again
and confidence issues. The service is part of a wider frailty service for older people and includes
comprehensive geriatric assessments (CGA) and other services as appropriate such as
physiotherapy, occupational therapist, dietician, vision etc. A personalised care plan will be put
together and ongoing treatment and support provided

31



Chapter 5 — Evidence Review

51 Introduction

Substantial evidence, numerous standards and current guidelines exist to reduce the number of
falls and their impact. In 2009, the Department of Health set out four key areas for intervention
that commissioners working collaboratively across health and social care should consider3:

Objective 1: Improve outcomes and efficiency of care after hip fracture

Objective 2: Fracture Liaison service to respond to first fracture and prevent the second

Objective 3: Early intervention to restore independence through falls care pathway linking
acute and urgent services to secondary falls prevention

Objective 4: Prevent frailty, preserve bone health and reduce accidents

These objectives are represented by the pyramid diagram shown in Figure 12. Services high in
the pyramid i.e. hip fracture care have a sizeable impact on health and social care budgets.
Targeting early preventative measures at the largest proportion of adults in the bottom level and
support to move people to the ‘universal level’ can potentially prevent these people from ever
reaching the higher tiers.

Figure 12: A Systematic Approach to Falls and Fracture Prevention. Source: DH:

SPECIALIST

Mon-hip fragility
fracture patients

Individuals at high risk of first
fragility fracture or other injurious
falls

UMNIVERSAL

52 Hip Fractures

A Best Practice Tariff was introduced in 2010/11 to promote best practice in the care and
secondary prevention of fragility hip fracture in line with the clinical guidelines and quality
standards from NICEZ2. and the web-based National Hip Fracture Database. In particular key
clinical characteristics of best practice are:

e Prompt surgery (less than 36 hrs from admission)
e Appropriate involvement of geriatric medicine along the care pathway

e Fracture prevention assessments and tailored interventions (falls multi factorial
assessment and bone health)
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http://www.laterlifetraining.co.uk/wp-content/uploads/2011/12/FF_Effective-Interventions-in-health-and-social-care.pdf
http://www.laterlifetraining.co.uk/wp-content/uploads/2011/12/FF_Effective-Interventions-in-health-and-social-care.pdf
https://www.nice.org.uk/guidance/cg124
https://www.nice.org.uk/guidance/qs16

53 Non Hip Fraaqility Fractures

The most effective way of identifying people at risk of hip fractures, and organising appropriate
treatment, is to focus on two particular groups:

e patients with new fragility fractures
e patients who have fractured in the past or are at risk of osteoporotic fractures in the future.

Identifying patients at higher risk is advocated by the British Orthopaedic Association?,
DH%2 and NICE®. For those patients with a new fragility fracture this can be done by a Fracture
Liaison Service.

For patients who have fractured in the past or are at risk of osteoporotic fractures, a primary
care-based fracture liaison programme can undertake proactive case finding of unassessed
fragility fracture and other high-risk patients across a much wider group.

Effective secondary prevention of falls must become an integral part of the approach for non hip
fragility fractures including multi factorial falls assessment and appropriate interventions.

54 Identify people at risk of Injurious Falls (Inc. First Fragility Facture)

People in the Community
Key elements for success advocated by the DH® and NICE?® include:

e Falls care pathway

e Falls Coordinator ensures coordination and integration of hospital and community efforts
and promotes falls management and prevention to other agencies.

e Healthcare professionals routinely asking whether an older person has fallen in the past
year

e A multi-factorial falls risk assessment delivered by a specialist falls team

e A multi-factorial targeted intervention including: strength and balance training; home
hazard and safety assessment; vision assessment and referral and medication review.

e Encouraging the participation of older people in falls prevention programmes
e Providing education and information to health/social care professionals and people at risk
on the risks of falls and how to prevent them

People in Hospital

RCP estimate that a comprehensive falls reduction programme in hospitals can reduce falls by
20-30%%. NICE CG 161° identifies the following measures for reducing inpatients identified as
being at risk (all patients aged 65 and over and patients aged 50 to 64 years who are judged by
a clinician to be at higher risk) of falling in a hospital:

e Ensure that aspects of the inpatient environment (including flooring, lighting, furniture and
fittings such as hand holds) that could affect patients’ risk of falling are systematically
identified and addressed.

e Consider a multifactorial assessment and a multifactorial intervention ensuring that any
multifactorial assessment identifies the patient’s individual risk factors for falling in
hospital that can be treated, improved or managed during their expected stay.

e Provide information to the patient and their family on falls and how to reduce the risk
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http://www.fractures.com/pdf/BOA-BGS-Blue-Book.pdf
http://www.laterlifetraining.co.uk/wp-content/uploads/2011/12/FF_Effective-Interventions-in-health-and-social-care.pdf
http://www.nice.org.uk/guidance/cg161/evidence/cg161-falls-full-guidance
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http://www.nice.org.uk/guidance/cg161/evidence/cg161-falls-full-guidance
https://www.rcplondon.ac.uk/projects/outputs/naif-audit-report-2015
http://www.nice.org.uk/guidance/cg161/evidence/cg161-falls-full-guidance

People in a care home

Evidence on what interventions are effective in care homes is less clear but best practice (DH,
Care Inspectorate/NHS Scotland®) is that the following approach should be taken:

Management: policies and practices

All residents should receive a multifactorial risk assessment on admission and any
individual risks should be identified and addressed. A recent Cochrane review?
concluded evidence for multifactorial interventions in care facilities suggests possible
benefits, but this was inconclusive.

All staff should receive fall awareness training

All falls should be recorded and the data regularly audited to identify areas for self-
improvement

Work in partnership with local Health Services and Local Authorities as an integral part of
a multi — agency care pathway

Support for residents

Exercise and activity that incorporate strength and balance training can reduce the risk of
falls but a Cochrane review? concluded that there is no evidence overall that exercise
reduces falls in care facilities, but may be more effective in less frail residents.

Provision of Vitamin D

Ensuring the provision and use of suitable walking aids
Vision assessments

Foot care and footwear

Medication is appropriate

Information for residents on how to reduce their risk of falls

Improving the environment

5.5

Ensure that aspects of the care home environment (including flooring, lighting, furniture
and fittings such as hand holds) that could affect resident’s risk of falling are
systematically identified and addressed

Prevent frailty, preserve bone health and reduce accidents — Primary Falls Prevention

The emphasis should be on self-care, health education and promotion to enable active ageing
and minimise the risk of falls and fragility fractures with a particular focus on:

Informing and educating older people about active aging including that many falls are
preventable by simple measures

Older adults should aim to be active and include strength and balance interventions e.g.
Tai Chi

Ensuring the home environment is safe
Calcium and vitamin D provision for housebound people (PHE2)
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Chapter 6 — Economic Modelling

Economic modelling of different scenarios for the falls pathway has been undertaken as shown in the following pages:

Scenario Description Extra Costs Savings Net cost or | Assumptions
saving
1 Screen all 65+ 35,000x MFRA @£22.5 Assume falls would Costs of screening all 65+ not
Assume 35,000 will need (788k) reduce from 70,100 to added
MFRA (because of one or 59,950
more of: 17,525 S&B @£90(1.6 m) Vision costs not included
First fall 3,000 Env. @£500(1.5m) (29% reduction in those Assumes can still achieve
Fear of falling 12,000 MUR @28 (336k) receiving intervention) 29% reduction despite only
Reduced Gait and balance | Falls recovery expansion saving £620 per fall, doing S&B with half of those
189k 10% reduction in hip that have an MFRA, and only
Expanded falls recovery fractures saving social making adaptions in 3,000
service will divert non- Ambulatory care 100k care 500k, and reduced homes
conveyed EMAS EMAS activity (633k)
activity/green 4 calls and hospital admissions Assumes possible to do
(977K) 35,000 MFRA, and these are
Better ambulatory care at the ‘right’ people
hospital will reduce Assumes it is possible to
avoidable admissions expand falls recovery and
divert EMAS activity
Cost of expansion of falls
recovery and ambulatory care
may be an under estimate
Assumes ambulatory care
does reduce admissions
Total £4.5m Total £8.5m Could save
£4.0m
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Scenario Description Extra Costs Savings Net cost or | Assumptions
saving
1b - Screen all 65+ 35,000x MFRA @£22.5 Assume falls would Costs of screening all 65+ not
minus Assume 35,000 will need (788Kk) reduce from 70,100 to added
environment | MFRA (because of one or 62,575
al adaptions | more of: 17,525 S&B @£90(1.6 m) Vision costs not included
First fall 12,000 MUR @28 (336k) (25% reduction in those Impact of not doing the
Fear of falling Falls recovery expansion receiving intervention) environmental adaptions has
Reduced Gait and balance | 189k saving £620 per fall, and been assumed to only reduce
10% reduction in hip falls by 25%, it was 29% if
Do not carry out Ambulatory care 100k fractures saving social doing all 4 things. It may have
environmental adaptions care 500k, and reduced a greater contribution
Expanded falls recovery EMAS activity (633Kk) therefore if this component is
service will divert non- and hospital admissions missed out, the falls reduction
conveyed EMAS (977K) may be less.
activity/green 4 calls
Assumes possible to do
Better ambulatory care at 35,000 MFRA, and these are
hospital will reduce the ‘right’ people
avoidable admissions
Assumes it is possible to
expand falls recovery and
divert EMAS activity
Cost of expansion of falls
recovery and ambulatory care
may be an under estimate
Assumes ambulatory care
does reduce admissions
Total £2.7m Total £6.8m Could save
£4.1m
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Scenario Description Extra Costs Savings Net cost or | Assumptions
saving
2 Screen all 65+ 105,500 MFRA @22.5 Assume falls would Costs of screening all 65+ not
(E2.4m) reduce from 70,100 to added
Then carry out MFRA on all | 105,500 S&B @£90 49,772 saving £620 per
75+ (£9.5m) fall Vision costs not included
3,000 Env (£1.5m) Assumes possible to do
And those aged 65-74 with | 26,250 MUR (£591k) and 10% reduction in hip 105,500 MFRA, and these
one or more of: fractures saving social are the ‘right’ people
-First fall Falls recovery expansion | care 500k, reduced
-Fear of falling 189k EMAS activity (633Kk) Cost of expansion of falls
-Reduced Gait and balance | Ambulatory care 100k and hospital admissions recovery and ambulatory care
(977K) may be an under estimate
S&B to all 75+ is a key
feature of this scenario Assumes it is possible to
expand falls recovery and
Expanded falls recovery divert EMAS activity
service will divert non-
conveyed EMAS Assumes ambulatory care
activity/green 4 calls does reduce admissions
Better ambulatory care at
hospital will reduce
avoidable admissions
Total £14.2m Total £14.8m Could save
589k
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Scenario Description Extra Costs Savings Net cost or | Assumptions
saving
3 Screen all 75+ 40,490 MFRA @22.5 Assume falls would Costs of screening all 65+ not

Then carry out MFRA on (911k) reduce from 70,100 to added

those with one or more of: 58,359 saving £620 per

-First fall 20,245 S&B @90 (£1.8m) | fall Vision costs not included

-Fear of falling Assumes possible to do

-Reduced Gait and balance | 3,000 Env @500 (£1.5m and 10% reduction in hip 40,490 MFRA, and these are

) fractures saving social the ‘right’ people

Expanded falls recovery 13,000 MUR @28 (364k) | care 500k, reduced

service will divert non- EMAS activity (633Kk) Assumes falls still reduced by

conveyed EMAS Falls recovery expansion 29% despite only doing S&B

activity/green 4 calls 189k and hospital admissions with 20k and env adaptions

(977K) with 3k

Better ambulatory care at Ambulatory care 100k

hospital will reduce Cost of expansion of falls

avoidable admissions recovery and ambulatory care
may be an under estimate
Assumes it is possible to
expand falls recovery and
divert EMAS activity
Assumes ambulatory care
does reduce admissions

Total £4.9m Total £7.8m Could save
2.9m
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Scenario | Description Extra Costs Savings Net cost or Assumptions
saving
4 Perfect world 70,100 MFRA @22.50 Falls reduce 29% Assumes can achieve 29%
Able to find all the 70,100 | (£1.58m) from 70,100 to reduction in 70,100 falls to
fallers, then do MFRA with 49,771 @620 per 49,771, with only % of
them, and refer to 17,525 S&B @90 (£1.6m) | fall, saving 12.6m cohort attending S&B- with
appropriate interventions and 10% reduction good targeting
3,000 Env @500 (E1.5m) | in hip fractures
Assume only 25% would saving social care Vision costs not included
do S&B (as 17,525 MUR @28 (491k) | 500k Costs of finding the 70,100
impractical/unaffordable to not added
pay for 70k people), and Falls recovery expansion | and expanded falls
we are able to target (189K) recovery service Assumes possible to do
those it will have the leading to 70,100 MFRA, and these
impact with (moderate Ambulatory care £100k reduction in non- are the ‘right’ people
risk) and able to target conveyed EMAS Cost of expansion of falls
6000 adaptions to those at call outs (saving recovery and ambulatory
‘high risk’ in order to 633k), care may be an under
realise maximum estimate
reduction in falls as well as
ambulatory care Assumes it is possible to
Expanded falls recovery saving 624 Could save expand falls recovery and
service will divert non- admissions (977k | £9.3m divert EMAS activity
conveyed EMAS saved on
activity/green 4 calls avoidable Could save Assumes ambulatory care
admissions) £10.8m if does reduce admissions
Better ambulatory care at didn’t do
hospital will reduce environmental
avoidable admissions adaptions but
still achieved
Total £5.4m Total £14.8m 29% reduction
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Chapter 7 Impact of Demographic Changes

7.1 Population Growth

The population of Derbyshire (including City) is projected to increase from 203,592 (people

aged 65+) to 268,027 by 2029 (Source: ONS 2014 based sub national population projections?).

Clearly this will have a considerable impact on the number of falls occurring in this age group.

This is shown below in Figure 6.

Figure 13: 2014 based population projections for Derbyshire/Derby City, projected to 2039.

(Source: ONS/DCC PHIKS team)
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Chapter 8 — Local Views

A falls conference was held in September 2016 that included representatives from a wide range
of organisations including CCG’s, DCHS, Age UK Derby and Derbyshire, Adult Care, GP’s,
Public Health, Voluntary Sector and members of the public. Workshops were held and a
number of gaps/issues for improvement were identified including:

e Absence of an agreed pathway for the identification and referral of people at risk of falls
¢ Need to improve the knowledge of health and social care staff on falls

e Collation of data/information to demonstrate value/effectiveness of services provided

e Improving links between services to enable data sharing and more efficient referrals

e Inconsistency in the provision of services across the county

e Need to improve awareness amongst older people/families/carers of falls awareness and
prevention
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Chapter 9 — Knowledge gaps

Nationally, PHE2 recently identified strength and balance programmes, also known as postural

stability programmes, are one of the key interventions shown to reduce the rate of falls.
Evidence based programmes include the Otago Exercise Programme developed at the
University of Otago in New Zealand and FaME — Falls Management Exercise programme. A
recent audit of falls prevention services carried out by PHE found that while many areas had
documented requirements for the delivery of these programmes, little data on activity was bein

g

collected. In order to assess the clinical and cost effectiveness of local services, falls leads and

commissioners need to collect data on the following areas:
e Where do referrals to the service come from i.e. what population sub-groups?

e Are patients from local fracture and injury services being referred on to these
programmes?

e What proportion of referrals start their programme?

e What proportion of referrals complete (most of) the programme?

If possible, follow-up data on health status of patients who have completed these programmes
should be collected.

There are a limited number of interventions shown to reduce falls — robust data collection will
help us do this more effectively.

Also seen locally- the following gaps have been identified:
e Strictly No Falling (SNF) needs better evaluation- this is now planned

e DCHS data- we do not have full numbers of people referred to specialist falls service,
and of those we do not know how many have received MFRA and appropriate
interventions.

e Information about performance of fracture liaison services
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Chapter 10 - Needs and service gaps

Awareness: There is a need to improve awareness of the risks of falls and that many are
preventable amongst older people and health and social are professionals.

Prevention activities: capacity and uptake of activities (e.g. strength and balance exercise
classes) to reduce the primary risk of falls is limited

Falls pathway: Current absence of an integrated falls pathway across Derby City and
Derbyshire to enable professionals to understand their role, refer to relevant falls
prevention/ response services and coordinate on-going care

Risk identification: The existing processes for identifying those at higher risk of falling are
limited; resulting in low referral numbers to primary and secondary prevention initiatives
and services, high levels of unmet need and ultimately a high number of (preventable)
falls in over 65s

Capacity: The capacity of existing community falls services is limited compared to
potential demand

Improving outcomes/ cost savings: Potential to improve outcomes and achieve cost
savings to the system:

» 20% of Ambulance call outs coded as less serious (Green 4) may not need EMAS and
could be attended by other providers e.g. DCC Falls Recovery Service.

» 13% of admissions were likely to have been avoidable either because injuries were
superficial. Emerging evidence from a pilot in Leicestershire suggests that further
admissions could be avoided if more effective measures were in place to assess and
provide support to fallers who have minor injuries.

Data collection: Limited data on the impact of falls services to enable effective evaluation
of the current picture and assess areas of inequity/inequality
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Chapter 11 - Recommendations for consideration by commissioners and partners

e Across Derby and Derbyshire a place based approach should be established to reduce
the number of hospital admissions due to falls, with a particular focus on the 3 Districts
(Chesterfield, High Peak and South Derbyshire) with the highest rate of injurious falls.

e Develop an integrated falls pathway for Derby and Derbyshire to enable the identification
and rapid referral of people identified at higher risk of falls to appropriate falls prevention
services. All health/social care staff and other professionals who regularly work with
older people should be made aware of the pathway and provided with relevant
training/support to ensure its successful implementation.

e Increase capacity and uptake of community based primary falls prevention activities e.g.
strength and balance training, particularly within the Derby City area.

e Review the current arrangements for EMAS responding to fallers particularly those coded
as ‘Green’ to assess the opportunities to deliver a Derbyshire wide service that is more
cost effective and responsive.

e A review should be undertaken of DCHS ‘falls services’ currently commissioned to
ensure that the service is providing a consistent approach across the County, has
sufficient capacity to deal with ‘high risk fallers’, has better collaboration with primary falls
prevention services such as Strictly No Falls and can provide data on patient outcomes.

e Clinical audits should be carried out in primary care to assess whether older people living
in the community are asked about falls and are referred for multifactorial assessments
and interventions in line with current NICE Guidance. Similar audits should be carried
out for those attending hospitals due to an injurious falls.

e Establish a single site information portal for falls providing a universally available pool of
knowledge, guidance, awareness raising and training materials/e-learning to act as the
main local resource/reference point, both for direct access by the public (individuals and
their families/carers) and for use by hospital, community health, social care and third
sector staff.

e Review and agree core shared data set requirements and data collection/reporting
requirements across the system, to facilitate more effective evaluation of existing falls
services and the impact of falls across the health and social care system.

e A MECC approach should be taken to raising awareness amongst older people and
carers that falls are not an inevitable part of ageing, encourage active ageing and helping
people to reduce their risk of falls.

e A review of the approach taken by those CIPFA neighbours of Derbyshire (such as North

Yorkshire) that have better performance in preventing injurious falls should be
undertaken to identify what lessons could be learnt.
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Appendix A: Modelled data for Derby City and Derbyshire, using 2015 mid-year estimates and prevalence estimates from ‘Falls and
fractures: effective interventions in health and social care’, DH 2009

Amber | Bolsover | Chesterfield | Derby Derbyshire | Erewash | High North East | South Derbyshire | Derbyshire
Valley Dales Peak Derbyshire | Derbyshire | (inc. (exc.
Derby) Derby)

All ages 124,069 | 77,780 104,407 | 254,251 71,145 | 114,510 | 91,496 99,639 99,319 | 1,036,616 782,365
65+ 26,401 | 15211 21,185 | 40,806 18,238 | 22,464 | 18,144 23,660 17,411 203,520 162,714
Will fall 9,094 5,239 7,297 | 14,055 6,282 7,738 | 6,250 8,150 5,997 70,101 56046
More than once 3,931 2,265 3,154 | 6,076 2,715 3,345 | 2,701 3,523 2,592 30,302 24226
Will Attend A&E 1,291 744 1,036 | 1,995 892 1,098 887 1,157 851 9,950 7955
Call ambulance 1,291 744 1,036 | 1,995 892 1,098 887 1,157 851 9,950 7955
Will suffer a 645 372 518 097 446 549 444 578 426 4,975 3977
fracture
of which will be 211 122 169 326 146 180 145 189 139 1,628 1302
hip fractures
Deaths within
12mths of hip 63 37 51 08 44 54 44 57 42 488 301
fractures
should receivea | ;44 2503 3480 | 8475 2372| 3817| 3050 3321 3311 34.554 26079
falls assessment
Requiring a
simple gait & 2,068 1,296 1,740 | 4,238 1,186 1,909 | 1,525 1,661 1,655 17,277 13039
balance check
\f’v‘c’)snt]'e'\ﬂenor’a”sa' 22,746 | 14,260 19,141 | 46,613 13,043 | 20,994 | 16,774 18,267 18,208 190,046 143434
Post-menopausal
women with 7.196 4,511 1,229 | 14747 4126 6642 | 5307 5779 5761 60124 45377
undiagnosed
osteoporosis
Post-menopausal
women with a 2.854 1,789 2401 | 5,848 1,636 2,634 | 2,104 2,292 2,284 23,842 17994
previous fracture
of any kind
Post-menopausal
women with new 372 233 313 763 213 344 274 299 298 3,110 2347
fracture each
year
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Appendix B: Modelled data for the 4 CCGs, using April 2016 registered CCG populations (NHS Digital) and prevalence estimates from

‘Falls and fractures: effective interventions in health and social care’, DH 2009

Erewash | Hardwick | North Southern | Total for 4 CCGs
All ages 97,361 102,691 291,518 545,274 1,036,844
65+ 18,791 21,384 64,432 97,268 201,875
Wil fall 6,472 7,366 22,193 33,503 69,535
More than once 2,798 3,184 9,593 14,482 30,057
Will Attend AKE 919 1,045 3,150 4,755 9,869
Call ambulance 919 1,045 3,150 4,755 9,869
Will suffer a fracture 459 523 1,575 2,378 4,935
of which will be hip fractures 150 171 515 778 1,615
Deaths within 12mths of hip fractures 45 51 155 233 485
Should receive a falls assessment 3,245 3,423 9,717 18,176 34,561
Requiring a simple gait & balance check 1,623 1,712 4,859 9,088 17,281
Post-Menopausal women 17,850 18,827 53,445 99,967 190,088
Post-menopausal women with undiagnosed osteoporosis 5,647 5,956 16,908 31,626 60,137
Post-menopausal women with a previous fracture of any kind 2239 2,362 6,705 12,541 23,847
Post-menopausal women with new fracture each year 997 308 875 1,636 3111
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Appendix C: Modelled data for the 19 Derbyshire STP ‘places’, using April 2016 registered CCG populations (NHS Digital) and prevalence
estimates from ‘Falls and fractures: effective interventions in health and social care’, DH 2009

z > o) Z 0 v 0O (@) (@) (@) T mx | @5 moOj]oOoo0oid xTA o = uv = =] — wn o w (%)
3|2 |§=|25|2 |2 |2 |¢B gsiedlgziszid |=3/g3 /7 |3 |¢ T2 |3
2T |3 25552 d = o 3.3.8;\; ”g(:ﬁJE.m o | &N & 5] =3 g3 | o
P - o o ] ) 2 S a0 {5 - o L o </ ! ! g oy o ) 3
< = 2| = = S o a]=2 = > |28 = = = & =23 | g
[N S S 5 5 S S5 5 o o o ~ c o ) o = s Q
0} ® ® m © = o oy & = > =1 o o @
o o s L =2 = =y
[ (0] o
— 'La K
57,329 | 50,513 | 70,896 | 41,757 | 64,178 | 49,168 | 101,858 25,483 | 41,115 | 65,065 | 55,882 | 57,757 | 65,200 | 49,201 | 59,989 46,252 | 51,109 30,423 | 53,669 | 1,036,844
All ages
12,429 | 11,229 | 10,726 | 3,980 | 11,289 | 10,331 | 16,050 4698 | 9,759 | 12,558 | 11,457 | 12,140 | 14,140 | 13,350 | 12,412 8,952 9,839 7,452 9,084 201,875
65+
4,281 3,868 | 3,695 1,371 | 3,888 | 3,558 5,528 1,618 | 3,361 | 4,326 | 3,946 4,182 4,870 | 4,598 4,275 3,083 3,389 2,567 3,129 69,535
Will fall
More than 1,851 1,672 1,597 593 1,681 1,538 2,390 699 1,453 1,870 1,706 1,808 2,105 1,988 1,848 1,333 1,465 1,110 1,353 30,057
once
Will Attend 608 549 524 195 552 505 785 230 477 614 560 594 691 653 607 438 481 364 444 9,869
A&E
Call 608 549 524 195 552 505 785 230 477 614 560 594 691 653 607 438 481 364 444 9,869
ambulance
Will suffer a 304 274 262 97 276 253 392 115 239 307 280 297 346 326 303 219 241 182 222 4,935
fracture
of which will
be hip 99 90 86 32 90 83 128 38 78 100 92 97 113 107 99 72 79 60 73 1,615
fractures
Deaths
within
12mths of 30 27 26 10 27 25 39 11 23 30 27 29 34 32 30 21 24 18 22 485
hip fractures
Should
receive a
falls 1,911 1,684 | 2,363 1,392 | 2,139 1,639 3,395 849 1,371 2,169 1,863 1,925 2,173 1,640 2,000 1,542 1,704 1,014 1,789 34,561
assessment
Requiring a
simple gait
& balance 955 842 1,182 696 1,070 819 1,698 425 685 1,084 931 963 1,087 820 1,000 771 852 507 894 17,281
check
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Menopausal
women

10,510
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4,672
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menopausal
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undiagnosed
osteoporosis
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4,112
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3,722

2,852

5,908

1,478

2,385

3,774

3,241

3,350

3,782

2,854

3,479

2,683

2,964

1,765

3,113

60,137

Post-
menopausal
women with
a previous
fracture of
any kind

1,319

1,162

1,631

960

1,476

1,131

2,343

586

946

1,496

1,285

1,328

1,500
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1,380
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1,176

700
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Appendix D- Quilts Derbyshire and its CIPFA nearest neighbours- Risk factors

= < o & ~| &
= %2 g — s c = @ =
ol 3| &| 9 5| 3 Sl 8| B 2l =
Indicator Period m e < S 9 0 8 =3 =] @ 3 2 4 S Tool
2| S| 2| 3| 2| @2 £| 5| % &l 8 ol Z| 3| 2| =
Q o 3 7 % = 3 n n g 7] n = ® n 7 m
Q > (%] = > = O = > = > > P > > 7))
> = =) = = = =. = = <l = = =9 o = = o
o o o= o o ~ o ® ® =~ ® o | o = o o o | X
1 | % of total population aged 65-74 |2013 9.3 11.3 |10.7 |11.3 114 (115 (122 |12.3 |10.8 (123 |10.6 10.7 9.5 12.0 105 |12.1 10.7 |ASCP
2 | % of total population aged 75-84 |2013 5.7 6.2 6.2 6.3 6.6 7.0 7.2 7.0 6.2 7.6 6.2 6.4 7.2 6.1 7.2 6.4 |ASCP
3 | % of total population aged 85+ 2013 2.30 250 [2.42 [2.35 2.75 |3.00 [2.82 |2.72 |2.58 [3.14 |2.42 2.77 3.27 245 291 2.62 | ASCP
4 | Prevalence of dementia 2014/1 (0.74 0.75 ASCP
5
5 | Prevalence of learning 2013/1 (0.48 0.59 [0.62 0.47 [0.50 [0.51 0.60 [0.49 |0.59 0.50 [0.53 0.52 |0.47 |[ASCP
disabilities aged 18+ 4
6 |People aged 65-74 registered 2013/1 |569 670 [532 576 626 523 532 ASCP
blind or partially sighted per 4
100,000
7 |People aged 75+ registered blind | 2013/1 | 4255 5334 |4179 4294 4217 |4141 4598 ASCP
or partially sighted per 100,000 |4
8 | Older people (65+) supported 2013/1 | 9781 12529 11357 |9819 |10671 ASCP
throughout the year per 100,000 4
9 |People aged 65+ in receipt of May 149.9 152.3 |151.1 |149.6 |150.2 [150.1 (164.1 171.0 ASCP
Attendance Allowance per 1,000 |2014
9 |Receiving DLA Pensionable Age |May 80.9 96.6 |955 (84.3 86.1 103.1 ASCP
per 1,000 2014
10 |Permanent admissions to 2013/1 |651 633 |[655 608 [630 653 ASCP
residential and nursing care 4
homes per 100,000 aged 65+
11 |Social Isolation: percentage of 2014/1 |44.8 42.4 |43.6 |41.8 45,9 (48.2 |44.8 48.7 (449 |47.2 45.0 (475 ASCP
adult social care users who have |5
as much social contact as they
would like
KEY:
Significantly higher than England average B Significantly lower than England average
I Significantly better than England average Bl Significantly worse than England average

Similar to the England average
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Appendix E: Derby City and its CIPFA nearest neighbours — Risk Factors
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Appendix F - Derbyshire and its CIPFA nearest neighbours- falls
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2 | 2.24i - Injuries due to falls in

people aged 65 and over 2014/15 | 1740 1778
(Male)

3 |2.24i - Injuries due to falls in

people aged 65 and over 2014/15 | 2509 2543
(Female)

4 | 2.24ii - Injuries due to falls in
people aged 65 and over - 2014/15 | 1012

aged 65-79 (Persons)

5 |2.24ii - Injuries due to falls in
people aged 65 and over - 2014/15 | 826
aged 65-79 (Male)

6 |2.24ii - Injuries due to falls in
people aged 65 and over - 2014/15 | 1198 | 1212 | 1116
aged 65-79 (Female)

7 | 2.24iii - Injuries due to falls in
people aged 65 and over - 2014/15 | 5351
aged 80+ (Persons)

8 | 2.24iii - Injuries due to falls in
people aged 65 and over - 2014/15 | 4391
aged 80+ (Male)

9 | 2.24iii - Injuries due to falls in
people aged 65 and over - 2014/15 | 6312
aged 80+ (Female)

4.14i - Hip fractures in people
aged 65 and over (Persons)
4.14i - Hip fractures in people
aged 65 and over (Male)
4.14i - Hip fractures in people
aged 65 and over (Female)

10 2014/15 | 571

11 2014/15 | 425

12 2014/15 | 718
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Appendix G- Derby City and its CIPFA nearest neighbours- falls

Anuano)d
uojjog
Aa|pna
$991-UQ0
-uo0IS
Iresrep\

uoibuljreq

(©)
o
>
m
3

2291

1941 | 1493

SEEININ

2226

1902

Aempan

_|

g 3 << >

o = <o 3
) @ ® 3 o Tool

S = © | S a

1HHEE
PHOF

2147 2256
1871 ‘ 1750 |PHOF

2423

T
O
A

m
Indicator Period | 2 o
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a | €
1 |2.24i - Injuries due to falls in
people aged 65 and over 20}34/1 2125
(Persons)
2 | 2.24i - Injuries due to falls in 2014/1 1740
people aged 65 and over (Male) 5
3 |2.24i - Injuries due to falls in
people aged 65 and over 20}54/1 2509
(Female)
4 | 2.24ii - Injuries due to falls in 2014/1
people aged 65 and over - aged 5 1012
65-79 (Persons)
5 | 2.24ii - Injuries due to falls in
people aged 65 and over - aged 20;4/1 826
65-79 (Male)
6 | 2.24ii - Injuries due to falls in 2014/1
people aged 65 and over - aged 5 1198
65-79 (Female)
7 | 2.24iii - Injuries due to falls in 2014/1
people aged 65 and over - aged 5 5351
80+ (Persons)
8 | 2.24iii - Injuries due to falls in 2014/1
people aged 65 and over - aged 5 4391
80+ (Male)
9 | 2.24iii - Injuries due to falls in 2014/1
people aged 65 and over - aged 5 6312
80+ (Female)
10 4.14i - Hip fractures in people 2014/1 571
aged 65 and over (Persons) 5
1 4.14i - Hip fractures in people 2014/1 425
aged 65 and over (Male) 5
12 4.14i - Hip fractures in people 2014/1 718
aged 65 and over (Female) 5
4.14ii - Hip fractures in people 2014/1
13 |aged 65 and over - aged 65-79 5 239 | 222

(Persons)
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274 279
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905 1034 1094
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437 | 367 | 485 | 428 | 455 | 408 | 442 | 434 | 394 | 520 |PHOFE
707 - 758 | 766 | 758 | 629 | 749 | 740 | 702 -w
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249 | 226 | 254 | 228 | 251 | 236 | 253 | 250 | 239 | 282 | 251 | 207
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4.14ii - Hip fractures in people [, .o . . PHOF
14 |aged 65 and over - aged 65-79 5 167 | 175 208 195 164 165 | 189 | 134 | 176 136 167 177 109 103 | 203
(Male)
4.14ii - Hip fractures in people 2014/1 PHOF
15 |aged 65 and over - aged 65-79 5 312 | 269 321 353 323 335 287 | 320 | 322 | 326 336 339 324 368 306 | 398 | 391
(Female)
4.14iii - Hip fractures in people
16 |aged 65 and over - aged 80+ 2014/1 | 1535 1493 | 1771 | 1697 | 1644 | 1632 1297 1631 | 1471 | 1411
(Persons) 5
4.14iii - Hip fractures in people 2014/1
17 |aged 65 and over - aged 80+ 5 1174 1157 | 1042 | 1382 | 1274 | 1291 | 1079 | 1407 | 945 | 1239
(Male)
4.14iii - Hip fractures in people | ., ¢ . -
18 |aged 65 and over - aged 80+ 5 1895 2128 | 2079 | 1830 2011 | 2014 | 1973 1855 | 1997 | 1582

(Female)
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Appendix H- Derbyshire districts- falls
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1 |2.24i - Injuries due to falls in people aged 2014/1 ‘ PHOFE
65 and over (Persons) 5 2125 2189 2175 2076 2057 2063 | 2023 2149
2 | 2.24i - Injuries due to falls in people aged 2014/1 PHOF
65 and over (Male) 5 1740 1755 1699 1704 | 2006 | 1579 | 1579 1928 1719 1902
3 [2.24i - Injuries due to falls in people aged 2014/1 2509 2392 2453 2410 2547
65 and over (Female) 5
4 | 2.24ii - Injuries due to falls in people aged 2014/1
65 and over - aged 65-79 (Persons) 5 1012 skl s s SE <
5 | 2.24ii - Injuries due to falls in people aged 2014/1 PHOF
65 and over - aged 65-79 (Male) 5 826 769 854 786 645 953 668 752 880 667 793
6 |2.24ii - Injuries due to falls in people aged | 2014/1 | 1195 | 1219 | 1150 | 1170 | 1232 | 1440 | 1188 | 1307 | 1326 | 972 | 1105 |PHOF
65 and over - aged 65-79 (Female) 5
7 | 2.24iii - Injuries due to falls in people aged 2014/1 PHOF
65 and over - aged 80+ (Persons) 5 5351 ARILY
8 | 2.24iii - Injuries due to falls in people aged 2014/1 PHOF
65 and over - aged 80+ (Male) 5 4391 3976 4967 4771 5116
9 | 2.24iii - Injuries due to falls in people aged 2014/1 PHOF
65 and over - aged 80+ (Female) 5 6312 2L
10 | 4.14i - Hip fractures in people aged 65 and | 2014/1 571 542 510 638 629 PHOF
over (Persons) 5
11 | 4.14i - Hip fractures in people aged 65 and | 2014/1 425 360 333 505 388 PHOF
over (Male) 5
12 | 4.14i - Hip fractures in people aged 65 and | 2014/1 718 724 687 772 870 PHOF
over (Female) 5
13 | 4.14ii - Hip fractures in people aged 65 and | 2014/1 239 245 292 246 261 236 219 173 296 181 PHOF
over - aged 65-79 (Persons) 5
14 | 4.14ii - Hip fractures in people aged 65 and |2014/1 167 157 175 113 168 275 138 195 129 173 PHOF
over - aged 65-79 (Male) 5
15 | 4.14ii - Hip fractures in people aged 65 and | 2014/1 312 333 334 242 218 280 312 PHOF
over - aged 65-79 (Female) 5
e 4.14iii - Hip fractures in people aged 65 and PHOF
' P people ag 2014/1 | 1535 | 1537 1349 | 1479 | 1485 | 1833 | 1928
over - aged 80+ (Persons) 5
17 [ : PHOF
4.14iii - Hip fractures in people aged 65 and | 2014/1 1174 1135 992 838 924 1469 1369
over - aged 80+ (Male) 5
18 i Hio f . I d d / PHOF
4.14iii - Hip fractures in people aged 65 and | 2014/1 1895 1939 1707 | 2120 2047 2198 2487
over - aged 80+ (Female) 5
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DERBYSHIRE COUNTY COUNCIL
ADULT CARE BOARD

2 March 2017
Report of the Strategic Director of Adult Care

BETTER CARE FUND 2016-17:
QUARTER 3 PERFORMANCE RETURN

1. Purpose of the Report

To inform the Adult Care Board of the performance and work of the
Derbyshire Better Care Fund as at the second quarter reporting period of the
2016-17 financial year.

2. Information and Analysis

This report has been split into two sections comprising:
e Summary of the National Quarter 3 (Q3) 2016-17 Reporting Template
e General Better Care Fund (BCF) Performance Overview

National Q3 2016-17 Reporting Template

The Better Care Support Team published the Q3 2016-17 National Return
template on 30 January 2017 with the expectation that completed templates
would be returned by 3 March 2017, following sign-off from respective local
Health and Wellbeing Boards (HWBs). Requirements of the Q3 template
mirror those of quarterly returns previously reported to the Adult Care Board
during 2015-16.

As with previous quarterly reporting arrangements, the Q3 return will be
reported retrospectively to the Health and Wellbeing Board at its next meeting
in March 2017. Further quarterly reports for the 2016-17 reporting year will be
provided in line with the national reporting timescales set out below:

e Quarter 4 return due 24 May 2017.

The BCF Programme Board reviewed and approved the submission of the
performance return at its meeting on 17 February 2017. Detailed information
concerning the measures and responses required can be found in Appendix 1.

General BCF Performance Overview

A table summarising performance at the Q3 2016-17 reporting period is
provided at Appendix 2. Based on Q3 performance levels, four of the six
metrics are forecast to achieve their targets. More information on each of the
metrics is provided below.
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Metric 1, non-elective admissions (NEAS) to hospital, current performance
suggests year-end target will not be achieved despite showing improved
performance. At a countywide level for the BCF we have data available for
97% of the HWB area. Based on what we can analyse there has been a
reduction in NEAs during Q3 from previous quarters in 2016-17. Whilst
improvement is showing ‘on-plan’ for Q3, overall forecast for year-end is that
the BCF Plan will not be achieved. Further analysis of the data has shown that
only one area has seen a reduction in admissions whilst four have seen an
increase over their BCF plan.

Metric 2, the Q3 admission rates continue to suggest that the numbers of
older people having their care needs met in a residential setting is reducing.
However, there is often a time-lag in receiving data for this indicator so the
current position should still be viewed with a degree of caution particularly as
this sector has been close to capacity over the winter months in response to
pressure on local NHS Acute Trusts.

Metric 3, the Q3 outturn shows 84.2% of people were still at home 91 days
following discharge; therefore current performance continues to be on track to
achieve the BCF plan. This is a slight decrease in performance compared to
Q1 and Q2 though.

Metric 4, despite significant investment, through the BCF, to support the
reduction of DToCs as well as the development of the required DToC Action
Plan, DToCs continue to be higher than planned. The data for Q3 indicates
that DToC rates have continued to rise and now are at their highest level for
two years, mirroring the national trend.

The majority of Days lost to delayed transfers of care are occurring in acute
settings (58% of all days lost). However, there has been a steep increase in
the number of days lost in community settings during Q3 with a total of 491
days lost — an increase of 23% compared to an 12% for same period in acute
settings.

The number of days lost attributable to social care and both social care and
the NHS has decreased during Q3 (29% to 26% and 9% to 6% respectively).
The number of days lost attributable to NHS only has increased from 62% to
68%.

Metric 5, the Q3 figure relates to the results of the GP Satisfaction Survey
undertaken between January and March 2016 as reported at the Q1
monitoring period. The outturn as at July 2016 shows 70.17% of people
responding to the survey felt that they were receiving appropriate support from
services in the local area to meet their Long Term Condition. (The outturn for
the same monitoring period in 2015-16 was 64.9%). Performance is currently
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on track to achieve the planned target. (Data is now provided on annual basis
rather than six monthly).

Metric 6, the percentage of people diagnosed with dementia in relation to
prevalence rates continues to improve, with Q3 outturn showing a 0.8
percentage point increase over Q2 2016-17. Dementia has been a key local
priority since the beginning of the BCF, and continued investment in a range
of health and care services for people living with dementia and their carers
remains a priority.

3. Background papers:

Copies of the 2015-16 and 2016-17 Better Care Fund Plans and associated
documents can be found on the Derbyshire County Council website

at: http://www.derbyshire.gov.uk/social _health/integrated care/

4. Officer Recommendations
The Adult Care Board is asked to:
1. Receive the report and note the responses provided in the National
Quarterly Reporting template;
2. Note the work being undertaken across the health and social care
system to achieve the high-level metric targets.
3. Continue to receive regular updates on the progress of the Better Care
Fund throughout 2016-17.

Graham Spencer
Group Manager — Better Care Fund


http://www.derbyshire.gov.uk/social_health/integrated_care/

CONTROLLED APPENDIX 1
BCF 2016-17 Q3 RETURN
SECTION 1: COVER
Q3 2016/17
Health and Well Being Board Derbyshire

completed by:

Graham Spencer

E-Mail:

graham.spencer@derbyshire.gov.uk

Contact Number:

01629532072

Who has signed off the report on
behalf of the Health and Well Being
Board:

Councillor Dave Allen

SECTION 2: BUDGET ARRANGEMENTS

| Have the funds been pooled via a s.75 pooled budget? | Yes |
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SECTION 3: NATIONAL CONDITIONS

APPENDIX 1

Condition (please refer to the detailed
definition below)

Q3
Submission
Response

Please Select
('Yes', 'No' or
‘No - In
Progress')

1) Plans to be jointly agreed

Yes

Yes

2) Maintain provision of social care services

Yes

Yes

3) In respect of 7 Day Services — please confirm:

i) Agreement for the delivery of 7-day services
across health and social care to prevent
unnecessary non-elective admissions to acute
settings and to facilitate transfer to alternative
care settings when clinically appropriate

Yes

Yes

i) Are support services, both in the hospital and
in primary, community and mental health settings
available seven days a week to ensure that the
next steps in the patient’s care pathway, as
determined by the daily consultant-led review,
can be taken (Standard 9)?

Yes

Yes

4) In respect of Data Sharing — pleas confirm:

1) Is the NHS Number being used as the
consistent identifier for health and social care
services?

Yes

Yes

i) Are you pursuing Open APIs (ie system that
speak to each other)?

Yes

Yes

iii) Are the appropriate Information Governance
controls in place for information sharing in line
with the revised Caldicott Principles and
guidance?

Yes

Yes

Iv) Have you ensured that people have clarity
about how data about them is used, who may
have access and how they can exercise their
legal rights?

Yes

Yes

5) Ensure a joint approach to assessments and
care planning and ensure that, where funding is
used for integrated packages of care, there will
be an accountable professional

Yes

Yes

6) Agreement on the consequential impact of the
changes on the providers that are predicted to be
substantially affected by the plans

Yes

Yes

7) Agreement to invest in NHS commissioned
out-of-hospital services

Yes

Yes

8) Agreement on a local target for Delayed
Transfers of Care (DTOC) and develop a joint
local action plan

Yes

Yes
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SECTION 4: INCOME AND EXPENDITURE

APPENDIX 1

Income
Previously returned data:

Q1 2016/17 | Q2 2016/17 | Q3 2016/17 | Q4 2016/17 | Annual Total | Pooled Fund
Please provide, plan, Plan £16,247,790 | £16,247,790 | £16,247,790 | £16,247,790 | £64,991,159 | £64,991,159
forecast, and actual of total
income into the fund for Forecast | £16,247,790 | £16,247,790 | £16,247,790 | £16,247,790 | £64,991,159
each quarter to year end Actual* £16,247,790
(the year figures should
equal the total pooled fund)
Q3 2016/17 Amended Data:

Q1 2016/17 | Q2 2016/17 | Q3 2016/17 | Q4 2016/17 | Annual Total | Pooled Fund
Please provide, plan, Plan £16,247,790 | £16,247,790 | £16,247,790 | £16,247,790 | £64,991,159 | £64,991,159
forecast and actual of total
income into the fund for Forecast | £16,247,790 | £16,247,790 | £16,247,790 | £16,247,790 | £64,991,159
each quarter to year end Actual* | £16,247,790 | £16,247,790

(the year figures should
equal the total pooled fund)
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SECTION 4: INCOME AND EXPENDITURE (CONTINUED)

Expenditure
Previously returned data:

APPENDIX 1

Q12016/17 | Q2 2016/17 | Q3 2016/17 | Q4 2016/17 | Annual Total | Pooled Fund
Please provide, plan, Plan £16,247,790 | £16,247,790 | £16,247,790 | £16,247,790 | £64,991,159 | £64,991,159
forecast, and actual of total
income into the fund for Forecast | £16,247,790 | £16,247,790 | £16,247,790 | £16,247,790 | £64,991,159
each quarter to year end Actual* £16,247,790
(the year figures should
equal the total pooled fund)
Q3 2016/17 Amended Data:

Q1 2016/17 | Q2 2016/17 | Q3 2016/17 | Q4 2016/17 | Annual Total | Pooled Fund
Please provide, plan, Plan £16,247,790 | £16,247,790 | £16,247,790 | £16,247,790 | £64,991,159 | £64,991,159
forecast and actual of total
expenditure from the fund Forecast | £16,247,790 | £16,247,790 | £16,247,790 | £16,247,790 | £64,991,159
for each quarter to year Actual* | £16,247,790 | £16,247,790

end (the year figures
should equal the total
pooled fund)

Commentary on progress
against financial plan:

BCF pool on track to be spent by Year End as planned.

This will continue to be monitored monthly by the BCF Finance and Performance sub-group.
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APPENDIX 1

SECTION 5: SUPPORTING MEASURES

Non-Elective
Admissions

Reduction in non-elective admissions

Please provide an
update on indicative
progress against

On track for improved performance, but not to meet full target

the metric?
Commentary on At a countywide level for the BCF we have data available for
progress: 97% of the HWB area. Based on what we can analyse there

has been a reduction in NEAs during Q3 from previous
guarters in 2016-17. Whilst improvement is showing ‘on-plan’
for Q3, overall forecast for year-end is that the BCF Plan will
not be achieved. Further analysis of the data has shown that
only one area has seen a reduction in admissions whilst four
have seen an increase over their BCF plan.

Delayed Transfers
of Care

Delayed Transfers of Care (delayed days) from hospital per
100,000 population (aged 18+)

Please provide an
update on indicative
progress against

No improvement in performance

the metric?
Commentary on Despite significant investment, through the BCF, to support
progress: the reduction of DToCs as well as the development of the

required DToC Action Plan, DToCs continue to be higher than
planned. The data for Q3 indicates that DToC rates have
continued to rise and now are at their highest level for two
years, mirroring the national trend.

The majority of Days lost to delayed transfers of care are
occurring in acute settings (58% of all days lost). However,
there has been a steep increase in the number of days lost in
community settings during Q3 with a total of 491 days lost —
an increase of 23% compared to an 12% for same period in
acute settings.

The number of days lost attributable to social care and both
social care and the NHS has decreased during Q3 (29% to
26% and 9% to 6% respectively). The number of days lost
attributable to NHS only has increased from 62% to 68%.
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APPENDIX 1

SECTION 5: SUPPORTING MEASURES (CONTINUED)

Local performance
metric as
described in your
approved BCF
plan

Number of people diagnosed and the prevalence of
dementia.

Please provide an
update on indicative
progress against

On track to meet target

the metric?
Commentary on The percentage of people diagnosed with dementia in
progress: relation to prevalence rates continues to improve, with Q3

outturn showing a 0.8 percentage point increase over Q2
2016-17. Dementia has been a key local priority since the
beginning of the BCF, and continued investment in a range
of health and care services for people living with dementia
and their carers remains a priority.

Local defined
patient experience
metric as
described in your
approved BCF
plan

GP Patient Survey: Q32. In the last 6 months, have you
had enough support from local services or organisations to
help you to manage your long-term health condition(s)?
(Respondents answering "Yes, definitely" or "Yes, to some
extent")

Please provide an
update on indicative
progress against

On track to meet target

the metric?
Commentary on The Q3 figure relates to the results of the GP Satisfaction
progress: Survey undertaken between January and March 2016 as

reported at the Q1 monitoring period. The outturn as at July
2016 shows 70.17% of people responding to the survey felt
that they were receiving appropriate support from services
in the local area to meet their Long Term Condition. (The
outturn for the same monitoring period in 2015-16 was
64.9%). Performance is currently on track to achieve the
planned target. (Data is now provided on annual basis
rather than six monthly).
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APPENDIX 1

SECTION 5: SUPPORTING MEASURES (CONTINUED)

Admissions to
residential care

Rate of permanent admissions to residential care per
100,000 population (65+)

Please provide an
update on indicative
progress against
the metric?

On track to meet target

Commentary on
progress:

The Q3 admission rates continue to suggest that the
numbers of older people having their care needs met in a
residential setting is reducing. However, there is often a
time-lag in receiving data for this indicator so the current
position should still be viewed with a degree of caution
particularly as this sector has been close to capacity over
the winter months in response to pressure on local NHS
Acute Trusts.

Reablement

Proportion of older people (65 and over) who were still at
home 91 days after discharge from hospital into reablement
/ rehabilitation services

Please provide an
update on indicative
progress against

On track to meet target

the metric?
Commentary on The Q3 outturn shows 84.2% of people were still at home
progress: 91 days following discharge; therefore current performance

continues to be on track to achieve the BCF plan. This is a
slight decrease in performance compared to Q1 and Q2.

10
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SECTION 6: ADDITIONAL MEASURES

Improving Data Sharing: (Measures 1-3)

1. Proposed Measure: Use of NHS number as primary identifier across care settings

APPENDIX 1

GP | Hospital | Social Care | Community Mental Specialised
health palliative

NHS Number is used as the consistent identifier on Yes Yes Yes Yes Yes Yes
all relevant correspondence relating to the provision
of health and care services to an individual
Staff in this setting can retrieve relevant information Yes Yes Yes Yes Yes Yes
about a service user's care from their local system
using the NHS Number

2. Proposed Measure: Availability of Open APIs across care settings

Please indicate across which settings relevant service-user information is currently being shared digitally (via Open APIs or
interim solutions)

To GP To Hospital To Social Care To Community | To Mental health | To Specialised
palliative
From GP Shared via Open | Shared via Open Not currently Shared via Open | Shared via Open | Shared via Open
API API shared digitally API API API

From Shared via Shared via Open Shared via Shared via Open Shared via Shared via
Hospital interim solution API interim solution API interim solution interim solution
From Not currently Not currently Not currently Not currently Not currently Not currently
Social Care | shared digitally | shared digitally | shared digitally | shared digitally | shared digitally | shared digitally
From Shared via Shared via Not currently Shared via Open Shared via Shared via
Community | interim solution interim solution shared digitally API interim solution interim solution

11
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SECTION 6: ADDITIONAL MEASURES (CONTINUED)

APPENDIX 1

To GP To Hospital To Social Care To Community | To Mental health | To Specialised
palliative

From Shared via Shared via Not currently Shared via Shared via Open Shared via
Mental interim solution interim solution shared digitally | interim solution API interim solution
Health
From Shared via Shared via Not currently Shared via Shared via Shared via Open
Specialised | interim solution interim solution shared digitally | interim solution interim solution API
Palliative

In each of the following settings, please indicate progress towards instillation of Open APIs to enable information to be
shared with other organisations

GP Hospital | Social Care Community | Mental health | Specialised palliative
Progress status | Live | Live In development | Live Live Live
Projected 'go- 01/06/2018
live' date
(dd/mml/yy)

3. Proposed Measure: Is there a Digital Integrated Care Pilot Currently

underway?

Is there a Digital Integrated Care Record
pilot currently underway in your Health

and Wellbeing Board area?

Pilot currently underway
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CONTROLLED

SECTION 6: ADDITIONAL MEASURES (CONTINUED)

Other Measures: Measures (4-5)

APPENDIX 1

4. Proposed Measure: Number of Personal health Budgets per 100,000 population

Total number of PHBs in place at the end of the quarter

29

Rate per 100,000 population

3.7

Number of new PHBs put in place during the quarter

v

Number of existing PHBs stopped during the quarter

1

Of all residents using PHBs at the end of the quarter, what proportion
are in receipt of NHS Continuing Healthcare (%)

33%

| Population (Mid 2016)

785,513 |

5. Proposed Measure: Use and prevalence of Multi-Disciplinary/Integrated Care Teams

Are integrated care teams (any team comprising both health and
social care staff) in place and operating in the non-acute setting?

Yes - throughout the Health and Wellbeing
Board area

Are integrated care teams (any team comprising both health and
social care staff) in place and operating in the acute setting?

Yes - throughout the Health and Wellbeing
Board area
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CONTROLLED APPENDIX 1

SECTION 7: NARRATIVE

Please provide a brief narrative on overall progress, reflecting on performance in Q3
16/17. A recommendation would be to offer a narrative around the stocktake themes
as below:

Highlights and successes

What would you consider to be your most significant area of success, or
development since the last quarter? What has contributed to this improvement?
Challenges and concerns

Does the information on National Conditions and Supporting metrics point to any
issues or areas of improvement? Are there any new anticipated challenges for the
coming quarter?

Potential actions and support

What actions could be taken and what support could be offered to address
performance challenges and capitalise on successes for subsequent quarters?

Highlights and successes

e The following have been identified as areas of particular note during quarter
three:

e Non-elective admissions continue to be on plan, despite some fluctuations
over the past three quarterly monitoring period.

¢ Residential admission rates continue to show encouraging signs of reduction;

e Dementia diagnosis rates continue to improve on a quarterly basis and are
consistently above the national average

Challenges and concerns

e Delayed Transfers of Care — challenge to reduce an increasing number of bed
days lost to delays. This is a system wide problem that BCF is assisting with,
but is not the single solution for. Improved system ownership of the problems
causing delays is emerging through development of the two A&E Delivery
Boards

e Workforce capacity remains an area of concern both in terms of existing
capacity and retention and ability to recruit and retain new staff across health
and care system (and across all sectors of provision). The issue is not limited
to rural areas either and remains a challenge for the system wide Workforce
Delivery Group to address.

Potential actions and support
e Ensuring delivery of BCF aligned activity contributes effectively to system-
wide winter planning;
e Continued development & monitoring of BCF risk assurance to ensure
programme is delivering as planned.
e Talent Academy is being established to address the workforce capacity issues
across both Derbyshire and Derby City.
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CONTROLLED BCF National Reporting Metrics: APPENDIX 2
Quarterly Performance Summary
A Reportir:g a1 Q2 a3 Q4 Yea.r Erjd Year End | Quarterly Performance Trend Perfo.rmance Against
Period (Projection Target (Q12014 - Q1 2016) National Average
2014/15 21,081 20,795 21,723 21,141 84,739 N/A BELOW
1. Non-Elective Admissions (NEAs) General and Acute - actual number?| 2015/16 22,264 21,816 22,529 22,786 89,394 N/A I BELOW
2016/17 21,295 20,793 21,450 85,490 84,100 N/A
2. Long-term support needs of older people (aged 65 and over) met by | 2014/15 182.5 183.1 200.1 232.1 797.8 688.4 BELOW
admission to residential and nursing care homes (Rate per 100,000 2015/16 193.6 189.3 183.8 178.2 744.9 669.2 BELOW
population)? 2016/17 189.8 180.5 131.8 668.5 743.6 l N/A
3. Proportion of older people (65 and over) who were still athome 91 | 2014/15 81.6% 86.6% 79.0% 87.1% 83.6% 81.7% BETTER THAN
days after discharge from hospital into reablement / rehabilitation 2015/16 84.1% 89.4% 82.4% 73.6% 73.6% 82.5% BELOW
services” 2016/17 88.4% 86.0% 84.8% 86.4% 85.3% N/A
4. Delayed Transfers of Care (delayed days) from hospital per 100,000 2 EsD:2 5.6 62,00 Gl50 2032 859 EEERTAN
. 2015/16 641.6 596.8 655.3 830.2 681.0 966.0 BETTER THAN
population (aged 18+).
2016/17 825.4 854.3 982.9 887.5 710.6 N/A
5. Patient Experience - GP Patient Survey Q32: Percentage answering 2014/15 70.32% 70.32% 70.80% 70.80% 70.56% 65.90% BETTER THAN
"yes" - In the last 6 months, have you had enough support from local 2015/16 70.41% 70.41% 70.50% 70.50% 70.46% 66.20% I BETTER THAN
services/organisations to help manage your long-term condition? 2016/17 70.20% 70.20% 70.20% 70.20% 66.50% N/A
. 2014/15 59.5% 58.9% 61.9% 64.7% 61.3% 67.0% BELOW
6. Percentage of people diagnosed compared to prevalence of
dementia 2015/16 70.5% 71.5% 71.3% 70.6% 71.0% 68.0% BETTER THAN
) 2016/17 72.1% 73.3% 74.1% 73.2% 71.0% N/A

Notes:
1. 2014/15is BCF Baseline Year and used as comparator.

2. NEAs data source changed for 2016/17, no RAG rating available for previous reporting years. Figures provided equate to 97% of total NEAs in Derbyshire - remaining 3% of data is not obtainable.
3. There is a time-lag in receiving data for this indicator, therefore quarterly outturns are subject to change during the year and so current outturns should be viewed with this in mind.
4. The Annually reported figured for reablement is based on the Q4 outturn, rather than cumulative performance across the year.
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