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A vision for Barking and Dagenham

One borough;
one community;
no-one left behind.

The council’s vision recognises that over the next 20 years the borough will undergo its biggest
transformation since it was first industrialised and urbanised, with regeneration and renewal creating

investment, jobs and housing

The borough’s corporate priorities that support the vision are:

Encouraging civic pride

Enabling social responsibility

Growing the borough

* Build pride, respect and cohesion
across our borough

* Promote a welcoming, safe, and
resilient community

» Build civic responsibility and help
residents shape their quality of life

* Promote and protect our green and
public open spaces

* Narrow the gap in attainment
and realise high aspirations for
every child

* Support residents to take
responsibility for themselves, their
homes and their community

* Protect the most vulnerable,
keeping adults and children healthy
and safe

* Ensure everyone can access good
quality healthcare when they need it

* Ensure children and young people
are well-educated and realise their
potential

* Fully integrate services for
vulnerable children, young people
and families

e Build high quality homes and a
sustainable community

* Develop a local, skilled workforce
and improve employment
opportunities

* Support investment in housing,
leisure, the creative industries and
public spaces to enhance our
environment

* Work with London partners to
deliver homes and jobs across our
growth hubs

* Enhance the borough’s image to
attract investment and business
growth
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Foreword

Welcome to the Director of Public
Health Annual Report 2016/17. Every
year, Directors of Public Health must
compile an independent annual
report. The annual report is the
Director’s professional statement
about the health of local communities
and assists in identifying key issues,
flagging up problems and reporting
progress.

My report gives a professional
perspective that informs this
approach based on sound
epidemiological evidence and
objective interpretation taken
primarily from our Joint Strategic
Needs Assessment 2016". | hope
my observations in the following
chapters act as a starting point for
systematically identifying ‘where to
look’ before ‘what to change’ and
finally ‘how to change’.

This year, | have broken with my
traditional approach and focused a
large part of my report on the issue
of serious youth violence. In Chapter
1, | examine this problem against the
backdrop of a significant increase

in serious youth violence involving
assaults with knives and noxious
substances. Two separate murders
in 2016 redefined our understanding
of the swathe of issues that led a
minority of young people into gang
culture and serious youth violence.

| agree that violence is a public
health issue although many of the
peer reviews conducted over the

last 4 years reveal other areas have
often struggled to understand this,
interestingly there now appears a real
appetite to re-look at this issue from a
different angle of which public health
makes a meaningful contribution.

Chapter 2, considers what support
our children need to become more
resilient to mental health issues.
We know that what happens to
children before they are born and
their experiences as they grow and

develop can affect their health and
opportunities later in life. We also
know that children and young people
who grow up in a safe environment
and have a positive relationship with
their families and communities are
more likely to do better as they go
through life. Therefore, the council
is committed to rethinking our view
of mental health, how we approach
the challenges children and young
people face and how we support
them to maintain their mental health
and be there when things go wrong.

Chapter 3, continues my interest in
using devolved powers to deliver
better health and care outcomes for
our residents. | examine our progress
in establishing an accountable care
system based on ‘place based care’
that evolves our thinking beyond
care to one that has concern for the
causes of poor health rather than the
effects. | assess the potential of our
newly created Community Solutions
Service to add value and opportunity
to this by supporting individuals

and families, particularly the most
vulnerable, to better help themselves
and others flourish and lead fulfilling
lives.

We are now in the fourth year of the
Public Health Grant and Chapter 4,
reviews the evidence and analysis
on how we have used the Grant.
Containing or reducing the costs

of health and social care without
negative effects on health outcomes
requires cost effective prevention
interventions to play a much more
substantial role. | consider both how
we have spent the Public Health
Grant in Barking and Dagenham and
what return we achieved.

In the final Chapter, | discuss
progress so far of the Barking
Riverside NHS Healthy New Town
initiative to help “design in” health
and modern care from the outset.
With around 800 homes expanding
to 10,800 extra homes being built by

1 https://www.lbbd.gov.uk/council/statistics-and-data/jsna/overview/
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2030, the challenges are significant
but as construction picks up, there is
a huge opportunity to shape places
to radically improve population
health, integrate health and care
services, and offer new digital and
virtual care fit for the future. | assess
whether there is a wider opportunity
to apply the principles through our
Local Plan to support the many other
developments in our borough that will
gain momentum over the next year.

| hope you find my annual report of
interest and value. Comments and

feedback are welcome, and should
be emailed to matthew.cole@lbbd.

gov.uk.

Gt £

Matthew Cole
Director of Public Health

London Borough of Barking and
Dagenham
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Chapter 1

Gaining new insight into how to scope and shape new service approaches

Tackling serious youth violence -
Can a Public Health perspective offer the way forward?

In January 2016, | took over

the corporate responsibility for
community safety. This marked my
first operational service responsibility
after transitioning from the NHS

to the council in 2013 under the
Health and Social Care Act 2012 and
includes two services that can only
be described as ‘full on and under
pressure’, the Anti-Social Behaviour
and Youth Offending Services. My
taking up of these responsibilities
coincided with a significant increase
in serious youth violence involving
assaults with knives and noxious
substances. What then transpired
over the last 12 months presented
one of the most particular public
health challenges | have faced in my
17 years as Barking and Dagenham’s
Director of Public Health.

Two separate murders redefined our
understanding of the swathe of issues
that lead a minority of young people
into gang culture and serious youth
violence.

* On 13 September 2016, police
were called to an incident in
Gibbfield Close, Chadwell Heath,
where two men had been seriously
injured with stab and slash wounds.
The victims were Paul Hayden and
his son Ricky, who subsequently
died because of his injuries.

On the 12 November 2016 police
were called to Church Elm Lane,
Dagenham. On arrival, they found
a 16-year-old male with injuries
consistent with knife wounds. The
injuries were not considered to be
life threatening or life changing and

Family of Chadwell Heath’s Ricky Hayden
march against knife crime at north London rally

Reframing health challenges:

he was taken to hospital. Around
the same time police were called
to a second male with suspected
knife injuries who was in Wyhill
Walk, Dagenham. Wyhill Walk is

a short distance from Church EIm
Lane. The male in Wyhill Walk was
Duran Junior Kajiama, aged 17,
who later died of his injuries.

The murders in Marks Gate and
Village wards had a profound
impact on residents, expressed
through social media and a series
of community meetings. Community
engagement is one of public health’s
most powerful and valuable social
epidemiological skills, unfortunately
often overlooked in today’s reliance
on a data driven view of population
health as it involves listening and
learning about the reality of our

Ricky Hayden's mum, Suzanne Hedges, second from left, with members of Dean
Pascal-Modeste's family at a knife crime rally in north London.

“Drop the knife save a life” chanted the relatives of a popular nightclub bouncer

at an anti-knife rally in north London.
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Chapter

1

residents’ lives. Two powerful
community messages emerged:

* The resolve of the community to
tackle serious youth violence was
without question.

e There is no easy answer and we
can no longer place the blame on
one community or agency. This
is about us as a borough coming
together and being focused in our
solution, part of which is to fully
acknowledge violence as a public
health issue and treat it as such
because the current punishment-

focused intervention is not working.

In a nutshell, despite an overall

fall in crime in the borough over
recent years, serious youth violence
continues to represent a significant
problem. A problem we don’t

fully understand, which, as with
disease, changes with our evolving
communities and their environment.
The nature and increase in our
serious youth violence is presenting
a similar challenge to that nationally
following the August disturbances
in 2011. The then Secretary of State
for Work and Pensions, The Rt. Hon
lain Duncan-Smith MP identified the
need to change our approach from
enforcement to one that addresses
the social and environmental
causation of violence, saying:
“violence is a public health issue, we
must start seeing and treating it as
such”2.

The idea of presenting serious
youth violence as a public health
issue is an interesting one.
Traditionally considered an issue for
law enforcement agencies alone,
youth violence is now rightly being

~N o oA~ N

London-McDonald-s.html

8 Metropolitan Police, Serious Youth Violence across the MPS between 01/04/2011 to 31/03/2016
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considered from a public health
perspective. While a public health
approach does not offer all the
answers to this complex and multi-
faceted problem, it does provide
an opportunity for understanding
youth violence, including providing
guidance that builds on local best
practice, encouraging analysis and
scrutiny of how priorities are identified
and translated into intervention
programmes.

Understanding youth and
gang violence

Understanding the problem from a
community perspective is critical in
establishing an effective solution. Our
community engagement meetings

in both Marks Gate and Village
wards identified that public services
don’t always understand community
issues or work together on solving
the problems. Quite often, we just
provide services and react to issues
rather than investing in proactive
solutions to reduce violent crime and
with behaviour focused interventions
addressing prevention and causes,
rather than the symptoms.

During 2016 the media reporting®4°¢7
of our high impact crimes such

as the murders and other youth
violence painted a worrying picture
of young people in Barking and
Dagenham but of course such
reporting frequently overlooks the
fact that the clear majority are not
involved in any criminal behaviour
whatsoever. Less than 1% of the total
population of under 18s are accused
of any physical violence each year®.
Also, whilst difficult to calculate the

number of people affected adversely
by gangs, a conservative estimate,
based on a Waltham Forest study,
would suggest that gangs affect 4%
of the total population (for Barking
and Dagenham, this would represent
approximately 8,000 people in the
extended network of people affected
(associates, peripheral members,
younger siblings who are vulnerable
etc.), with 1,096 directly affected)®.

Whitney lles'® writing in the Guardian
in August 2016, makes an important
point “that many stories on social
media and regional news would have
us believe that knife crime is solely a
London issue and is predominately
a problem for black communities,
but this is wrong. Knife crime affects
us all and according to Home Office
statistics, the UK’s hot spots for knife
crime include Cleveland (first place)
and Durham (third place). In 2014/15
Cleveland - which includes towns
such as Middlesbrough, Hartlepool
and Redcar - was the knife crime
hotspot of England and Wales

with 55 knife crimes per 100,000
population”. Whitney concludes

“But regardless of where or who the
victims and perpetrators are, knife
crime is becoming an epidemic”'".

The London Assembly Police and
Crime Committee (2016) make an
important distinction based on 2014-
15 data, that a higher proportion of
gang-related knife crime resulted in
serious injury, but in terms of overall
volume there were more serious knife
crime injuries that were non-gang
related'. The GLA Peer Outreach
Team suggests that much of the
violent activity in London involves
peer groups, rather than gangs

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/97861/gang-violence-summary.pdf
https://www.thesun.co.uk/news/1853124/cops-hunt-dagenham-knifeman-after-man-was-stabbed-to-death-in-residential-street/
http://news.met.police.uk/news/deceased-named-in-dagenham-murder-investigation-208284
http://www.itv.com/news/london/2016-11-17/two-teenagers-arrested-over-murder-of-a-17-year-old-boy-in-dagenham/
http://www.standard.co.uk/news/crime/ricky-hayden-death-fourth-teenager-19-arrested-on-suspicion-of-chadwell-heath-murder-a3368891.htmi
http://www.dailymail.co.uk/news/article-3476377/Shocking-moment-mob-youths-armed-baseball-bats-knives-ACID-mass-brawl-police-outside-

9 Pitts, J. (2007) Reluctant Gangsters: Youth Gangs in Waltham Forest, University of Bedfordshire, Figure 9.2 p.74.

10 https://www.theguardian.com/commentisfree/2016/aug/22/youth-violence-epidemic-punishment-knife-crime-public-health-scotland

11 https://www.ons.gov.uk/peoplepopulationandcommunity/crimeandjustice/bulletins/crimeinenglandandwales/yearendingdecember2015
12 https://www.london.gov.uk/sites/default/files/serious_youth_violence_report_-_london_assembly.pdf

8
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as they are traditionally known.
However, young people feel that the
Met and other services unhelpfully
label these young people as ‘gang
members’ when it is not the case'®.
The other way of seeing this is that
our understanding of a ‘gang’ is
out of date. The data could suggest
that the Trident Gangs Matrix'* is
an ineffective tool to identify young
people at risk.

The Policing and Crime Act 2009,

set out that for violence to be ‘gang-
related’ it must involve at least three
people, associated with a specific
geographical area, who have ‘a
name, emblem or colour’ which
allows others to identify them as a
group. In 2015, this was revised in
new statutory guidance from the
Home Office'. There is no longer any
mention of geographical territory or
gang emblems: a ‘gang’ is any group
that commits crime and has ‘one or
more characteristics that enable its
members to be identified as a group’.
The guidance doesn’t describe what
those characteristics might be and

in Barking and Dagenham we try to
get our peer groups to fit the gang
definition, therefore the problem

is being labelled and addressed
wrongly. However, an interesting
question to pose is: “If they are gangs
rather than peer groups does that

get better recognition for support for
perpetrators or action by enforcement
agencies?”

Definitions apart the Matrix itself
has been seen by some as a tool
of controversy'®. Figures for 2016
show that of the 3626 people listed
on that database across London
78% were black and a further 9%

were from other ethnic minority
backgrounds. Ethnic minorities make
up 40% of London’s population. A
snapshot of the gangs’ matrix for
Barking and Dagenham at January
2017 shows 79% were black and

a further 14% were from ethnic
minorities. Ethnic minorities make
up 49% of the population of Barking
and Dagenham. A review led by the
Labour MP David Lammy ordered
by David Cameron when he was
prime minister has found that the
Metropolitan Police may be overly
targeting black and ethnic minority
youths as gang members, resulting
in them being treated more harshly
by the courts, prisons and justice
system'”. A more effective approach
would be to create and maintain

a matrix that identifies the most at
risk young people through, schools,
police, youth service and youth
offending service who may need
specific targeted one to one work.

What do we know about
youth violence locally?

Violence and youth violence is an
area of interest for the Director of
Public Health as the Public Health
Outcomes Framework'8, the national
performance monitoring and
comparison framework for Public
Health issues, contains several
indicators relevant to youth violence:

¢ First time entrants into the youth
justice system

* Violent crime (including sexual
offences) — hospital admissions for
violence

* Violent crime (including sexual

13 MOPAC Challenge presentation, February 2016
14 https://www.london.gov.uk/sites/default/files/gla_migrate_files_destination/Strategic%20Ambitions%20for%20London_%20Gangs%20

and%20SYV%202014.pdf

15 https://www.gov.uk/government/news/changes-in-legislation-reflected-in-new-gang-definition
16 https://netpol.org/2015/07/23/racism-gangs-matrix/
17 https://www.theguardian.com/uk-news/2016/jul/19/metropolitan-police-may-be-overly-targeting-bame-youths-as-gang-members

18 https://www.gov.uk/government/publications/public-health-outcomes-framework-2016-to-2019

19 https://www.gov.uk/government/news/newsupport-to-tackle-gang-andyouthviolence
20 https://www.catch-22.org.uk/wp-content/uploads/2013/11/Catch22-Dawes-Unit-Violence-prevention-health-promotion-October-2013.pdf
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Chapter

1

offences) - violence offences

* Re-offending levels — percentage of
offenders that re-offend

¢ Re-offending levels — average
number of re-offences per offender

The indicators are a key tool in
measuring the progress made in
improving the lives of young people
affected by violent crime, and in the
success of the Government’s wider
gang and youth violence agenda.
They also provide a useful tool to
understand the scale of the challenge
facing Barking and Dagenham
benchmarked against the other

32 areas of the country identified

as having the most serious youth
violence and gang problems and
defined as Ending Gang and Youth
Violence priority areas by the cross-
government initiative led by the Home
Office in 20121,

In 2011-12 when the 33 priority
areas were designated, 18 of the 33
target areas had higher numbers of
first time entrants to the youth justice
system than the national average,
with only three areas recording a
lower rate. In 2011-12 Barking and
Dagenham had similar levels of first
time entrants to the youth justice
system as that observed nationally?°,
however more recent data in Table

1 shows that first time entrants now
exceed national levels. Levels of
reoffending - the average number of
re-offences per offender, in Barking
and Dagenham has also marginally
increased in line with national levels,
where previous levels were below.
Hackney and Tower Hamlets, are two
potential comparator boroughs that
fall within the same Index of Multiple
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1

Deprivation Decile as Barking and
Dagenham, the most deprived decile.
All three boroughs show a similar
trend between 2011-12 and the
recent data outlined above, first time
entrants into the youth justice system
have either remained or risen above
the national average with levels of
violent crime. Hospital admissions
and violence offences remaining
consistently above national levels for
all three boroughs.

In October 2016, the Youth Justice
Board completed a six month
follow up audit of the Barking

and Dagenham Youth Offending
Service. During this latest audit, it
was highlighted that the cases they
looked at displayed a complexity

of needs and were concerned

that several of the cases audited
involved high risk activity and the
use of violence and weapons. They
noted that this appeared to be more
prevalent than when they had last
visited and wanted to ensure that

all partners were responding to

this need and are working together
to address the issues identified,
particularly about the issues of gangs
and youth violence.

When looking at population level
data it is important to note that this
table provides only a snapshot of

the outcome for these areas and,

of course, there will be a number of
influential factors in each locality that
contribute to performance and which
should be considered.

To understand the issues locally we
have carried out a Serious Violence
Problem Profile which was completed
in December 2016 (restricted and
unpublished?') and gives a much more
detailed picture of the nature and extent
of serious violence in the borough.

Reframing health challenges:
Gaining new insight into how to scope and shape new service approaches

The profile was based on quantitative
and qualitative information

collated between October 2015

and November 2016 as extracted
from Metropolitan Police crime,
intelligence and incident records. The
data was used to conduct ‘hot spot
mapping’, crime pattern analysis,
offender demographics and needs,
and qualitative information around
vulnerable people, locations and
activities in regard to serious violence.

The Serious Violence Problem Profile
considered violence that affects
young people and violence between
strangers (public settings, violence in
or near licensed venues and linked
to alcohol consumption, robberies),
which was not flagged as domestic
abuse. A bespoke dataset was
created for the analysis on Victims,
Offenders, Location and Temporal
features. The bespoke data set used
Violence against the Person, Robbery
and Sexual Offences crime records
between the 1st October 2015 and
20th November 2016, triangulated
with Gangs Offending, Serious Youth
Violence, Knife Crime with Injury and
Gun Crime Discharges datasets.

When the ‘Violence with injury’
crimes of serious wounding and
assault with injury data sets was
analysed the largest proportion of
violence was between people known
to one another in some way (56%).
Stranger violence accounted for
44%. There were 14 categories of
violence manually assigned to the
crime data, of which five combined
accounted for 74% of all records

- miscellaneous stranger violence
(27%), alcohol related (14%), familial
but not domestic (12%), youth on
youth (11%) and acquaintance/friend
disputes (10%).

When looking at the most serious
violence, which is more costly

and harmful to society, the largest
categories were gang and weapon
injuries (30%), alcohol related (22%)
and miscellaneous stranger violence
(21%) -these three categories
combined accounted for 73% of
most serious violence in Barking
and Dagenham. Using the number
of recorded violent crime offences
as a basis, it is estimated that the
incidence of violent crime in the
borough in the rolling 12 months

to September 2016 is equivalent

to one violent offence for every five
people??. Serious youth violence, as
demonstrated in the murders of Ricky
Hayden and Duran Junior Kajiama,
in September and November 2016
respectively has now returned to
peak levels last experienced in 2011.
Table 2 highlights the key findings
from the Serious Violence Problem
Profile in relation to youth on youth
violence and serious youth violence
in Barking and Dagenham.

21 The Serious Violence Problem Profile document is confidential to the council and its partners because of small numbers and the potential for

identification of individuals.

22 Revised multipliers of crime published by the home office (to account for under reporting) were used to multiply the actual number of violent
offences in Barking & Dagenham in the rolling 12 months to September 2016 to get an overall estimated number of offences (40,259) and when
used with the ONS Mid year population estimate for Barking and Dagenham (202,000)

10
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Table 1: Indicators relevant to youth violence from the Public Health Outcomes Framework
mapped against the Government’s 33 target areas for tackling serious crimes. Figures in
red are higher than the national average, while those in green are lower.

1.04 - First time 1.12i - Violent crime | Violent crime Health and Justice:
entrants to the (including sexual (including sexual | Re-offending levels
youth justice violence) - hospital | violence) - - percentage of
system (2015) admissions for violence offences: | offenders who re-
violence (12/13 - rate per 1,000 offend (2013)
14/15) population
(15/16)
Barking and Dagenham 540.52 48.14 26.30 27.29
Birmingham 498.59 58.18 17.40 26.10
Bradford 433.56 74.57 22.14 26.77
Brent 44550 48.19 22.64 28.81
Camden 488.63 45.50 25.56 29.77
Croydon 560.65 48.94 22.73 26.64
Derby 529.03 55.16 18.78 30.01
Ealing 328.82 58.80 22.32 25.75
Enfield 424.60 32.72 18.20 26.66
Greenwich 458.81 37.86 2491 27.54
Hackney 491.61 56.71 25.93 27.80
Hammersmith and Fulham 573.33 69.29 25.39 31.36
Haringey 454,62 54.95 24.68 26.93
Islington 531.91 67.56 27.30 30.34
Knowsley 388.52 118.92 14.70 27.35
Lambeth 631.16 67.75 26.78 28.65
Leeds 460.03 65.85 23.98 28.21
Lewisham 712.68 60.22 24.36 27.98
Liverpool 368.00 143.54 22.26 30.65
Manchester 537.34 83.16 25.63 28.57
Merton 299.42 45.19 16.71 22.95
Newham 443.95 67.82 25.70 27.67
Nottingham 821.95 62.74 23.24 28.17
Oldham 367.77 94.05 22.46 26.78
Salford 398.87 82.63 15.14 25.45
Sandwell 425.34 76.45 14.35 24.53
Sheffield 525.87 61.93 13.46 26.37
Southwark 578.37 66.07 24.76 27.56
Tower Hamlets 548.04 54.84 26.27 26.19
Waltham Forest 419.35 69.02 22.44 25.01
Wandsworth 369.94 4213 18.49 25.18
Westminster 306.73 41.83 35.20 27.31
Wolverhampton 605.98 75.18 18.15 24.89
England 368.65 47.49 17.18 26.36
less 10% 331.78 42.74 15.46 23.72
plus 10% 405.51 52.24 18.90 29.00
11
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Table 2: Key findings from the Barking and Dagenham Serious Violence Problem Profile

Victims:

Analysis of recorded crime data taken from the Metropolitan Police

Crime Recording Information System (CRIS) between October 2015

and November 2016 shows:

¢ Victimisation rates for Serious Violence in Barking and Dagenham
are highest for those aged between 12 and 35, peaking between
the ages of 12 and 20 (more than 2 times above average), with
those aged 14-18 (more than 4 times above average) being the
most overrepresented victims.

* When the violence offence categories were broken down by victim
age groups and expressed as a proportion of the population (using
Office for National Statistics 2014 mid-year estimates) individuals
aged 10 - 24 accounted for up to half of all gang flagged incidents,
weapon injuries and gang indicator crimes, despite making up less
than one fifth of the population denoting levels of vulnerability.

Offenders:

Analysis of recorded crime data taken from the Metropolitan Police

Crime Recording Information System (CRIS) between October 2015

and November 2016 shows:

* Offending rates for Serious Violence in Barking and Dagenham are
highest for those aged 13 and 25, peaking between the ages of 15
and 20 (more than 4.5 times above average), with ages 15 and 16
being the riskiest years).

* When the violence offence categories were broken down by victim
age groups and expressed as a proportion of the population (using
Office for National Statistics 2014 mid-year estimates) those aged
10-24 were significantly overrepresented as perpetrators of most
categories of violence, including weapon enabled robbery, gang
flagged and indicator crimes, and weapon injury offences. This
age group perpetrated more than two-thirds of all offences despite
making up less than a fifth of the population.

¢ More than half of all serious wounding (including GBH with intent,
attempted murder, stabbing and shooting) was perpetrated by
those aged 10-24.

Location:

London Borough of Barking and Dagenham 2016 Unpublished

Using variations of the Jill Dando Institute of Crime Science, Vulnerable Localities Index (VLI) vulnerability mapping was completed to identify areas
of Barking and Dagenham which are most susceptible to gangs and serious violent crime, and areas where the risk of youth involvement in crime
may be greatest. Above average risk of youth offending for Serious Violence was identified in all but two wards of Barking and Dagenham.

What is the socio-economic
impact on the borough?

The impact of serious youth violence
in terms of individual, social and
economic costs to Barking and
Dagenham is significant. The wider
socio-economic effects, while less
visible, are far-reaching, and have the
potential to cause sustained, long-
term damage to the borough. For all
recorded violent crime, the estimated
cost was £67.6m during the previous
12 months, whilst for estimated
levels of crime (accounting for
underreporting) the socio-economic
cost is £356.9m (sexual offences
account for a significant proportion of
the latter figure due to more chronic
levels of underreporting)?®. Using the

Cambridge Crime Harm Index®*, we
can surmise that the most serious
violence in Barking and Dagenham
(serious wounding, weapon enabled
crime, serious sexual offences)
accounts for just 18% of all violent
crime, but contributes 80% of the
harm experienced and 42% of the
socio-economic costs. Interestingly
within these figures, it has been
suggested, the total estimated
socio-economic cost of known
violence linked to gangs in Barking
and Dagenham for the previous 12
months was £7.98million (12%).

From an NHS perspective alongside
the economic impact, youth violence
also has a personal cost for the
individual. In 2015-16, 337 Barking

and Dagenham residents were
admitted to accident and emergency
because of a violence related
incident. In the same period, 114
Barking and Dagenham residents
aged 13-24. were admitted to hospital
in an emergency for assault involving
a knife or sharp object®.

The population level costs as outlined
are clearly a driver for action in times
of austerity, however, understanding
the problem is more than a
quantitative data exercise and no
single piece of evidence decides an
intervention programme. We need to
link what the data is telling us with the
individual and environmental causes
of serious youth violence.

23 Brand, S. and Price, R. (2000) Home Office Research Study 217: The economic and social costs of crime - assigns socio-economic costs to
individual categories of crime based on costs borne in anticipation of crime (i.e. security), as a consequence of crime (i.e. victim and health
services), and in response to crime (i.e. policing and criminal justice system). These costs were revised in 2011 and used to work out socio-
economic costs of violent crime in Barking & Dagenham. See https://www.gov.uk/government/statistics/unit-costs-of-crime-and-multipliers-

revised Accessed 01.12.2016

24 Sherman, L. et al (2015) The Cambridge Crime Harm Index - based on Criminal Justice System sentencing guidelines, the principle is that not
all crimes are equal in terms of harm (e.g. 1 homicide has greater impact than 1 shoplifting offence). To calculate harm score, the number of

offences is multiplied by the harm score for that crime type. Therefore, the weighting for arson without endangering life = 33 and for rape = 1825
- if an area records 10x arsons and 10x rapes, the harm score for arson is 330 (33x10) and for rape 18,250 (1825x10). This has been done for all
Violent Crime offences in Barking & Dagenham in order to calculate the proportion of harm. See also Keay, S. (2015) Lancashire Police strategic
assessment technical report.

25 Secondary User Services Data, Barking and Dagenham Admissions to Accident and Emergency 2015-16. Accessed 25/01/17
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Adapted from WHO 2004*°

Diagram 1: Some cross-cutting risk factors for violence

SOCIETY

Why does youth violence
happen?

The reasons that young people
become victims and perpetrators

of serious youth violence are many
and varied?®?’. Factors such as the
influence of peer groups; the level of
exposure to violence within the family;
or the impact of the community

have all been cited as reasons why

a young person might engage in
serious violence. From a population
health perspective violence within
the community is strongly related

to inequalities, with the poorest fifth
of society suffering rates of hospital
admissions for violence five times
higher than those of the most affluent
fifth?e,
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COMMUNITY

Diagram 1 shows the interaction
between risk factors at the individual,
relationship, community and societal
levels. Different types of violence also
have specific risk factors.

The Fear and Fashion report, written
in 2004, identifies the breakdown in
social structures (families, extended
families, supportive communities),
the established alienation of large
sections of the youth population and
the fashionable nature of violence
as being key elements that fuel
violence®®., Likewise, the Youth
Justice Board has identified several
risk factors for criminal activity
among young people, including
poor housing, poor educational
achievement, and living in a
disadvantaged neighbourhood?".

26 http://www.who.int/violence_injury_prevention/violence/global_campaign/en/chap2.pdf

27 http://researchbriefings.files.parliament.uk/documents/CDP-2016-0045/CDP-2016-0045.pdf
28 Protecting People Promoting Health: A Public Health Approach To Violence Prevention For England, Department of Health 2012
29 http://apps.who.int/iris/bitstream/10665/43014/1/9241592079.pdf

30 Youth Crime , Community safety.org

In July 2016, the London Assembly
Police and Crime Committee
examined the detail behind the
rising number of victims of serious
youth violence in London, and the
reasons why some young people find
themselves victims or perpetrators
of serious violence®. In Barking

and Dagenham, as in London, the
number of victims has been rising
slowly over the past four years,
following a sharp drop in 2011-12%,
The Met attributes that drop to a
reduction in personal robbery at that
time. It also suggests that the recent
rise can in part be explained by a
change in recording practices of
Grievous Bodily Harm, which ranges
from incidents such as ‘a fight in the
playground to a really serious assault
outside a nightclub’*,

31 A summary of risk and protective factors associated with youth crime, and effective interventions to prevent it, Youth Justice Board, Institute of

Criminology

32 https://www.london.gov.uk/sites/default/files/serious_youth_violence_report_-_london_assembly.pdf
33 Metropolitan Police, Serious Youth Violence across the MPS between 01/04/2011 to 31/03/2016

34 Chief Superintendent Dave Stringer, meeting of the Police and Crime Committee, 14 July 2016
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Other commentators, however,
suggest that several other factors

are driving the recent increase.
These include the changing ‘criminal
economy’, with young people more
involved in serious crimes such as
drugs; increased population mobility
creating tensions among different
communities; and an increased
willingness of young people to carry
weapons®. Although not talked about
as widely in the literature one cannot
ignore the influence of materialism
on young people and crime. The
cost of an iPhone 7 for example,

is significant and yet having luxury
goods is constantly normalised by
social media to the point where some
young people see these items as a
basic human right. If you also have a
drugs market which provides people
with access to more wealth than they
could achieve through legitimate
employment, you have a gateway into
criminal activity which is difficult to
dissuade young people out of.

In dealing with the murder of Duran
Junior Kajiama, who was a popular
and up and coming rap/grime artist,

| reviewed the interface between
criminality and current youth culture.
‘UK Grime’ is a hip-hop sub-genre
that has now formed its own industry
and focuses primarily on the negative
aspects of inner city life. The lyrics
often glorify criminal activity and
postcode rivalries and incite violence.
This genre of music and youth culture
has been a source of tremendous
controversy and is often cited as the
cause of the increase in violence
within communities, leading to arrests
where artists have incriminated
themselves by producing music
about incidents that have occurred.

This is particularly true amongst
certain pockets of inner city youth
who attempt to merge the persona

Reframing health challenges:
Gaining new insight into how to scope and shape new service approaches

of the artist with everyday life and
want to live and be perceived in a
certain way. A topic that has become
more high profile recently is the
continued sexualisation of women,
not only in the lyrics of this genre,
but more importantly in the visual
representation of young females

in music videos. The link with the
glorification and distribution of drugs
cannot be understated.

Despite all this, hip hop has
generated a significant fan base
around the world with a wide
demographic of listeners, mostly
among youths. This raises the
question of whether the negativity
commonly linked with rap music is
not just one side of the coin. The
reality is that rap music is greatly
misunderstood as it has been vital

in promoting social and political
awareness among the youth of today.
Rap music educates people on a
range of perspectives and raises
many social issues. Rap is a channel
for people to speak freely about their
view on political or social issues and
by doing so it engages teenagers to
become concerned and aware of
these issues. We need to harness rap
music as a community engagement
intervention with the intention of
sending a positive message to young
people. For my generation, such
harnessing of music for community
action was the whole point of the

Sir Bob Geldof inspired ‘Live Aid’
fundraising initiative.

Understanding the negative
perception of safety

Research suggests that exposure
to violence, particularly during
childhood, is consistently found

in the individuals most likely to be
involved in violence (as victims and/

35 Graham Robb, meeting of the Police and Crime Committee, 14 July 2016
36 https://www.london.gov.uk/sites/default/files/serious_youth_violence_report_-_london_assembly.pdf
37 https://www.theguardian.com/commentisfree/2016/aug/22/youth-violence-epidemic-punishment-knife-crime-public-health-scotland

or perpetrators) in adolescence and
later life. When one examines the
background of our young people
who are in contact with the Youth
Offending Service this is a striking
risk factor. The London Assembly
Police and Crime Committee (2016)
report stated that a dominant driver,
particularly of knife crime among
young people, appears to be a belief
that they need to be prepared to
defend themselves®®. This could, in
part, be fuelled by a perception of
the number and severity of weapons
on the streets. It may also be a fear
fuelled by incidents that occur in their
communities, which cause a negative
perception of safety. If a serious
incident occurs, there needs to be

a concerted effort by the police and
other agencies to ensure that young
people are safe and reassure them
of this.

Whitney (2016) suggests that the
long-term impacts of violence should
not be underestimated. He argues
that in understanding the impact of
trauma we need to recognise that a
traumatised young person, perhaps
one suffering from Post- Traumatic
Stress Disorder for example, will try
to work through their trauma by re-
enactment to master their emotions.
The re-enactment could play out in
the young person now carrying a
knife for two reasons: firstly, because
they believe they will be a victim again
and on some level, is still the victim
trying to get to grips with their reality;
and secondly because they want to
be the victimiser and move away from
the position of victim®’.

Intervention programmes need to
consider a range of actions that
focus specifically on identifying
young people who have witnessed
and been victims of serious offences
at the earliest opportunity who may

14
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be more vulnerable and susceptible
to crime in the future. We should

not be waiting until the teenage
years before acting to prevent youth
violence. The emergence of the risks
that put some young people on a
path towards violence can often be
in evidence during early childhood.
Commissioners and service providers
should examine the potential value
of utilising a trauma recovery model®®
with those young people affected
both within and outside the youth
offending service.

There is more to be done not

only to understand the drivers of
serious youth violence in Barking

and Dagenham, but also why some
young people that are exposed to risk
factors manage to avoid becoming
victims or perpetrators. Matt Watson
suggested that currently “the problem
with prevention [of youth offending]

is you throw the net very, very wide.
That is obviously very expensive, and
you are not sure what the key factors
are with all these people with very,
very similar issues and difficulties”°.

Understanding why people do
and do not involve themselves

in serious youth violence should
help with “learning your way out of
the problems” and shaping more
targeted preventative measures?.

Community engagement

Communities affected by violence
can be difficult to engage. Factors
such as acceptance that violence is
the norm or cannot be prevented, fear
of reprisals, a ‘no grass’ culture and
lack of trust that reporting violence
will lead to action are barriers that
need to be addressed. It is difficult

to create a strong and cohesive
community where it doesn’t exist, but

statutory agencies such as councils
and the police, and community safety
partnerships can act as catalysts for
change.

There are no easy solutions and each
community is different, as we saw
when we engaged with the residents
in Marks Gate and Village wards.
Three key themes were consistently
voiced in both ward engagement
events:

e The sustainable answer can only
be achieved through effective
community engagement that is
wider than the civic minded few
and is serious about dialogue with
young people

* The impact of housing and
environment

¢ The fear of crime

Reframing health challenges:
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How do we engage with hard
to reach communities?

In exploring this issue, it is important
for the reader to note that I am not
contradicting the fact that knife
crime impacts everyone. There is no
universal definition of ‘community
engagement’, but it is generally
agreed that community engagement
strategies include partnership
building and networking, community
mobilisation and community
coalition building. However, there are
numerous problems associated with
successfully engaging disengaged
communities. In a Scrutiny Review
of Engaging with ‘Hard to Reach
Communities’, the London Borough
of Haringey found that barriers to
engagement included: lack of contact
points; staff not necessarily being
aware of dual needs and cultural
aspects; practicalities e.g. timing of
events; and information provision
e.g. language used*'. Whilst Ted

38 https://www.crimeandjustice.org.uk/sites/crimeandjustice.org.uk/files/PSJ%20220%20July%202015.pdf
39 Matt Watson, meeting of the Police and Crime Committee, 14 July 2016

40 Graham Robb, meeting of the Police and Crime Committee, 14 July 2016
41 Scrutiny Review of Engaging With Hard To Reach Communities, London Borough of Haringey, March 2010
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Cantle also noted that communities
can be disempowered by the
authorities focusing on self-appointed
community leaders, who may not

be the most appropriate leaders,
who then act as gatekeepers to their
communities®2,

The Home Office report, Ending
Gang and Youth Violence Community
Engagement (2014) noted that
community engagement in this
context requires an acceptance that
universal approaches to community
engagement need to be balanced
with targeted interventions which
address the needs of specific groups
within the community*®. The specific
groups that need to be engaged
include active and former gang
members, young people involved in
violence, their close associates, and
those who are in prison or a youth
offender institution. But equally as
important, community engagement
strategies should also include
members of the wider community,
including those who are most at risk
of, or most affected by, violence.
This can create an environment in
which violence can be stopped and
maintained in the long term. Such
an approach requires collaboration
between a range of partners,
including statutory and non-statutory
partners, residents, community, faith
and youth groups, and businesses**.

An evaluation of effective
engagement of communities

in regeneration for the Scottish
Government reported that community
planning partnerships are reported

to have employed a wide range of
methods for engaging communities.
This has included residents’ panels
made up of a representative cross
section of the community who were
asked for views on service provision
and other issues; ‘Planning for Real’ -
an opportunity for residents to design

Reframing health challenges:
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improvements in their community;
civic forums and assemblies —

either made up of community
representatives or regular events that
are open to the public. They provide
an opportunity for the community to
discuss service delivery issues with
the service providers; community
involvement in (or leadership of) the
development of local community
plans; residents’ juries made up of
about 15 local people who consider
a single issue in considerable depth;
surveys and questionnaires; and
approaches based on information
technology - touch screens in public
areas and ‘online polling’ using the
internet*,

The Village community engagement
event was attended by a parent

of each of the victims and the
subsequent community march
against knife crime was organised
on behalf of Duran Junior Kajiama’s
mother Beatrice. Both events
highlighted the role of individuals
who have experienced serious
youth violence first hand and that
has been key in engaging the
community in Village as they can
challenge young people in a way
that we, as professionals and service
providers cannot, using emotion
and their respect for the individual’s
loss which is necessary to motivate
people to take action. The reaction
of a parent towards young people
for carrying knives can be a powerful
voice, whereas our responses as
professionals have to be un-emotional
and focused on enforcement or
support.

How do we engage
effectively with young
people?

The single most important issue
arising from youth violence in general,

and the murder of Ricky Hayden and
Duran Junior Kajiama in particular is
the need to engage young people.
Young people who are involved in
gangs and crime are amongst the
hardest groups within the community
to engage. However, there is strong
evidence to show that community
groups and leaders can successfully
work with hard to reach groups of
young people.

Evidence from the Neighbourhood
Support Fund (NSF)*¢ between 2000
and 2006, shows that a gradualist
community approach can slowly
engage even the hardest to reach
groups. NSF projects engaged young
people through informal networks,
and informal activities such as sport,
computers and DJ-ing. This was
combined with advice, information
and guidance, help with school

work, accredited activities and
training. When young people were
‘'signed off’ NSF projects, 71% were
noted as moving onto a ‘positive
outcome’. Few remained NEET (Not
in education, employment or training),
and young people gained new
experiences and qualifications that
will help them in the long term. As
part of a ‘community approach’, most
NSF projects encouraged young
people to be involved beyond their
role as participants*’.

An evaluation of effective
engagement of communities

in regeneration for the Scottish
Government reported that methods
of youth engagement in Scotland
include youth forums, youth groups
or committees. Other approaches
included A Young People’s Manifesto
developed as a result of a youth
conference and young people being
directly involved in decision-making
on how Community Regeneration
Funds are spent. More innovative
ways of engaging with the young

42 Ted Cantle, Beyond Gatekeeper Community Leaders ‘Making Diversity Less Divisive’, Municipal Journal 1st August 2013’
43 https://www.gov.uk/government/publications/ending-gang-and-youth-violence-community-engagement

44 Ending Gang and Youth Violence Community Engagement, Home Office, 2014.
45 Evaluation of the Effective Engagement of Communities in Regeneration: Final Baseline Report, Communities Scotland, 2006

46 Gavin Bailey, Reengaging Young People, An evaluation of the Neighbourhood Support Fund, Community Development Foundation, 2006
47 Gavin Bailey, Reengaging Young People, An evaluation of the Neighbourhood Support Fund, Community Development Foundation, 2006
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communities were also found
including use of video, DVD and the
internet to engage young people,

the use of drama, a youth festival,
participation in debates in the council
chambers, links to the Scottish Youth
Parliament, and training and support
of young people to conduct a survey
on young people®,

This shows that the key to engaging
hard to reach communities often
lies in the way that the engagement
is carried out. In ‘Not another
Consultation’, Local Government
Improvement and Development*®
noted that many of the old rigid
consultation techniques are simply
not up to the challenge of improving
local democratic legitimacy. Instead,
the report emphasises the value of
informal consultation events that are
fun and which provide opportunities
to influence decisions through
participative and direct democracy.
This form of consultation is just

one of a series of activities that give
people confidence in their capacity to
control their own circumstances.

Protecting People Promoting

Health: A Public Health Approach

to Violence Prevention for England,
Department of Health 2012, suggests
that violence can be prevented by

a range of different interventions
throughout the life course to reduce
individuals’ propensity for violence,
lower the chances of those involved
in violence being involved again,

and ensure that those affected by
violence get the support they require.
Programmes that support parents
and families, develop life skills in
children, work with high-risk youth,
and which reduce the availability and
misuse of alcohol, have all proven

to be effective at reducing levels of
violence®.

In terms of the links between health

and crime the use of messaging and
social media is crucial in engaging
young people. Evidence suggests
teenagers can’t control impulses

and make rapid, smart decisions like
adults can. This is simply due to brain
development, with the frontal lobe

of the teenage brain, which controls
decision-making, being not fully
developed, so signals move more
slowly®'. This may assist in explaining
why teenagers can be especially
susceptible to addictions such as
drugs, alcohol, violence, smoking and
digital devices. This also suggests
that the normal education ‘health
warning’ type messages through
non-digital media are likely to be less
effective.

The role housing and
environment can play

One issue on which community and
youth engagement can potentially
reap positive benefits for violence

Reframing health challenges:
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reduction are environmental
improvements to public space

and housing. Environmental
improvements can also benefit
mental and physical health by
promoting social interaction,
increasing perceptions of safety and
promoting physical exercise. Potential
strategies can include improving
neighbourhood infrastructures (e.g.
better transport and street lighting
and increasing access to green
space). For example, a study in the
USA found that urban public housing
residents who lived in buildings

with more nearby green space
reported lower levels of aggression,
violence and mental fatigue than
their counterparts with less green
space. A different study found that
the presence of greenery in common
spaces in a large public housing
development was associated with
greater use of, and social activity in,
the outdoor space®?

48 Evaluation of the Effective Engagement of Communities in Regeneration: Final Baseline Report, Communities Scotland, 2006

49 http://www.involve.org.uk/wp-content/uploads/2011/09/Not-Another-Consultation.pdf

50 Protecting People Promoting Health: A Public Health Approach To Violence Prevention For England, Department of Health 2012.

51 https://www.google.co.uk/search?g=nterview+Frances+Jensen+On+The+Teenage+Brain++Shots+-+Health+News++NPR&sourceid=ie7&rls=c
om.microsoft:en-US:IE-Address&ie=&oe=8&gfe_rd=cr&ei=SVeLWLNnmM6KN8QfWpY3wCQ

52 Protecting People Promoting Health: A Public Health Approach To Violence Prevention For England, Department of Health 2012
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This is important for spatial planners
as Barking and Dagenham is
London’s growth opportunity. Barking
Riverside is one of several growth
areas in the borough, expecting

a population of 75,000 people by
2030%. Key to our vision is growth
which is inclusive, with ‘no one left
behind’. The recent independent
Growth Commission report and

its recommendations begin our
conversation to connect the whole
community of Barking Riverside and
the surrounding areas, both new
and existing, physically, socially and
economically, thus making a positive
contribution to physical and mental
health%*,

Reducing fear of crime

Community engagement following
the murder of Ricky Hayden revealed
deep seated concerns around anti-
social behaviour and drug dealing in
the area. Most categories of violent
crime in Barking and Dagenham are
currently experiencing increases in
recorded levels, which in turn has led
to a growing demand for services to
protect and safeguard victims and
vulnerable people, and to effectively
manage perpetrators. In Village ward
a number young people voiced a
lack of confidence in current witness
protection programmes.

In the US, Department of Justice
guidance, Reducing Fear of Crime:
Strategies for Police, highlights the
devastating impact that fear of crime
can have on communities, and
argues that fear reduction should
be included among the explicit
components of the modern police
mission®®. This has led to several
innovative solutions at local level
within US cities. Case Study 1 offers
an innovative solution:

Reframing health challenges:
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Oriented Police Enforcement) .

Case Study 1: Targeting Fear Baltimore County COPE (Citizen

COPE officers survey the community, and work with neighbourhood organizations, local
businesses, and local government agencies, to understand and solve each community’s
problem, on the community’s own terms. COPE officers recognise that every neighbourhood
has different problems that stem from different causes—and they tailor their responses
accordingly. The results have been exceptional. COPE teams have substantially reduced fear
of crime among residents of the communities they served. Residents are more satisfied with
their communities, with the police, and with their local government in general. And, perhaps
best of all, the three COPE units’ activities have driven serious crime and calls for police
service down by 10 percent or more in the neighbourhoods they have served.

To address these concerns, the
Borough Commander has instituted a
targeted programme of reassurance
policing with focused patrols in areas
of high demand accompanied by the
legitimate use of Stop and Search.

In addition, the search for those
offenders who are wanted by police
continues. Evidence shows that
reassurance policing can achieve a
whole range of objectives, including:
reducing fear of crime; increasing
public confidence in the police;
reducing crime; and reducing anti-
social behaviour®,

A positive outcome observed in

both wards following community
engagement has been the increasing
confidence in the capacity of local
agencies to manage crime, which
reduces anxiety, if local people
believe that the police and the
council can manage and deal with
the crime and anti-social behaviour
effectively. Furthermore, anxiety
reduces if residents feel involved in
and informed about the process. The
theory is that increased confidence
reduces personal anxiety and latest
research suggests that, by improving
confidence in the agencies charged
with crime and disorder reduction,
there will be consequent impacts

on a resident’s perception of crime.
Despite the events of the last 12
months the latest results taken from
the Public Attitude Survey for 2016-

17 shows that public confidence
in policing is at 77% which is the
highest it has been in recent years®’.

The way forward

The Community Safety Partnership
hosted a Youth Violence Conference
in September 2016 to examine

the Partnership’s proposed action
plan for dealing with the increase in
serious youth violence. Will Linden,
Analyst Co-ordinator from the
Violence Reduction Unit in Scotland,
was invited as the key note speaker.
Case Study 2 offers a powerful
example on what can be achieved
by public health violence reduction
models.

Whilst data may not always be readily
available in respect of prevention,
there is a wealth of literature and
research examining the underlying
risk factors of violence which

can be drawn upon to shape our
interventions. The Partnership has
used this evidence base to develop
a violence reduction and prevention
plan to combat youth violence in
the borough, which contains a suite
of interventions to both engage
young people and to reassure

the wider community. One of the
principal focuses for the action plan
is prevention and the identification
of and work with perpetrators,

with agreed actions at family and

53 https://www.lbbd.gov.uk/residents/planning-and-building-control/planning-guidance-and-policies/local-plan-review/one-borough-one-community-

one-plan/

54 https://www.lbbd.gov.uk/business/growing-the-borough/our-strategy-for-growth/overview-2/
55 Gary Cordner, Reducing Fear of Crime Strategies for Police, Department of Justice, 2010.
56 Andrew Millie & Victoria Herrington, Reassurance Policing In Practice, Views From The Shop Floor, British society of Criminology

57 https://www.london.gov.uk/what-we-do/mayors-office-policing-and-crime-mopac/data-and-research/confidence/confidence-dashboard
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Prevention Alliance.

Case Study 2: Violence Reduction Unit Scotland
A decade ago Glasgow was branded the murder capital of Europe. Determined to tackle the city’s addiction to violence Strathclyde Police
decided they needed a new approach. In January 2005, the force established the Violence Reduction Unit (VRU). The unit’s remit was to target
all forms of violent behaviour, knife crime and weapon carrying among young men in and around Glasgow.

Influenced by the World Health Organisation’s World Report on Violence and Health (2002) , the newly formed VRU became the only police
force in the world to adopt a public health approach to violence. Treating it like a disease the VRU sought to diagnose the problem, analyse the
causes, examine what works and for whom and develop solutions, which once evaluated, could be scaled up to help others.

To achieve this the unit teamed up with agencies in the fields of health, education and social work. The VRU aims to reduce violent crime and
behaviour by working with partner agencies to achieve long-term societal and attitudinal change. It also focuses on enforcement, to contain
and manage individuals who carry weapons or who are involved in violent behaviour. The unit aims to explore best practices and develop
sustainable, innovative solutions to the deep-rooted problem of violence.

More than a decade on from the formation of the VRU Glasgow is no longer the murder capital of Europe and recorded crime in Scotland is
at a forty-year low. However, violence is still a chronic problem in Scotland with domestic abuse and sex crimes a growing concern. The VRU
remain committed to its public health approach to violence and are the only police members of the World Health Organisation’s Violence

community level to identify young
people at risk and provide support
both within the family setting and
the community, particularly through
positive diversionary activities and

mentoring services for young people.

The plan also provides for a range
of policing and intelligence activities,
to provide community reassurance
against the risk of crime.

The following programmes have
been suggested as potential areas
that will have most impact on serious
youth violence.

* Youth Risk Matrix - The early
identification and targeting of
young people that may be more
likely to become involved in
criminal activity and potential
violence will assist the partner
agencies to work more proactively
at an earlier stage to intervene and
prevent the escalation of offending
for young people. The proposal

would be for the borough to create
and maintain a matrix that identifies

the most at risk young people
through, schools, police, youth

service and youth offending service
that will need specific targeted one

to one work. This will need the
support and time of an analyst that
can work across the information

from all partner agencies to
create real time information
regarding those young people
most at risk, areas of hotspots,
peer associations, and trends in
offending to inform the ongoing
support provided.

Provision of targeted support within
school aimed at Year 6 and Year
7 pupils to provide one to one
support for those young people
identified through the matrix.
This support will focus primarily
on supporting and diverting
young people away from current
behaviours. This will require two
dedicated workers who work
across a group of primary and
secondary schools to offer this
support. These workers will work
very closely with the schools,
schools police officers and the
Out of Court Disposal work within
the Youth Offending Service to
regularly monitor and review

the matrix and can respond to
changing needs.

High level mentoring support given
to those young people identified
as at high risk of violence and
gang involvement, and those
resettling back into the community
after a custodial sentence. The

58 https://www.london.gov.uk/press-releases/mayoral/tackling-knife-crime
59 https://www.london.gov.uk/what-we-do/mayors-office-policing-and-crime-mopac/mopac-consultations/your-views-policing-and-crime

provision of this service needs to
be delivered by mentors with an
experience and understanding

of the current issues facing these
young people. This will be a more
intense level of mentoring with a
focus on education training and
employment and moving young
people into an alternative lifestyle.

The plan supports the London Mayor
Sadig Khan’s commitment to tackling
the “growing problems” of knife
crime and youth violence . Among
his proposals to tackle serious youth
violence is a knife crime strategy

that will focus on tackling gangs and
shops illegally selling knives; an anti-
gang strategy developed alongside
local authorities, schools and youth
services; and greater control of the
youth justice system to deliver a
joined-up approach to cutting youth
crime.

In the longer term, the Mayor’s
commitments and the tactical
responses to serious youth violence
will need to adapt as the threat, risk
and harm evolves . This dovetails
with the council’s 20-year manifesto
on “enabling every resident of the
borough to fulfil their potential
through the reform and the delivery
of services aimed at reducing
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dependency and increasing
employment, skills and growth in
every part of the community”°,

| remain very optimistic that we

can effectively make a difference if
the links are made between crime
and disorder and vulnerability,
social integration and inequalities.
This mirrors the premise of the
council’'s new Community Solutions
service: that it is more effective and
sustainable if the root causes are
tackled rather than dealing with the
symptoms. The suggestion that The

Reframing health challenges:
Gaining new insight into how to scope and shape new service approaches

Mayor’s Office for Policing and Crime
(MOPACQC) will want to work closely
with local authorities on anti-gang
strategies is also positive as it is an
area where we have started some
good partnership work and may
provide the opportunity to widen this
further. Many of our issues are similar
to those throughout London so the
opportunity to work across boroughs
could be very valuable, particularly
around the issue of the placement of
high risk young people which is an
important local issue.

.
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Peace march in January 2017, for Duran Junior Kajiama and Ricky Hayden.

60 https://www.lbbd.gov.uk/council/get-involved/consultations/borough-manifesto/
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Chapter 2

Gaining new insight into how to scope and shape new service approaches

Reframing health challenges:

How do we approach the challenges children and young
people face and how we support them to maintain their
mental health and be there when things go wrong?

The importance of mental health
continues to, rightly, dominate

the headlines and remains a key
priority for partners in Barking and
Dagenham. Last year | reported that
physical health and mental health are
equally as important as each other,
parity of esteem®' and this year | look
at the topic in more detail focusing on
children and young people.

Good mental health for our children
and young people is dependent

on ensuring that they have mental
health resilience, and can deal with
emotional impact of everyday life,
and when they do need services

that these services are available. To
this end, we have jointly produced
two transformation plans and
commissioned a number of new
services with our partners.

The Government is very clear that it
supports enhancing mental health
services, across prevention and
treatment, and they recognise, as do
I, that children who live in challenging
circumstances e.g. looked after
children, or those in the youth justice
system, are at greater risk of poor
mental health. The Secretary of
State has set out a clear vision and
planning process in The Mental

Health Five Year Forward View®?

and The Mental Health Five Year
Forward View Implementation Plan.
Our thinking also responds to Future
in Mind®, a national report produced
by the Children and Young People’s
Taskforce.

In December 2015, we set out

our vision to transform community
adolescent mental health services
(CAMHS). The local transformation
plan (LTP)®* CAMHS sets out our
intention to accelerate improvements,
build capacity and capability and
exploring new ways of working

for both prevention and treatment

61 NHS England (2016) The Year Forward View: Mental Health Taskforce. Available at https://www.england.nhs.uk/wp-content/uploads/2016/02/
Mental-Health-Taskforce-FYFV-final.pdf Accessed 4 January 2016.

62 https://www.england.nhs.uk/wp-content/uploads/2016/02/Mental-Health-Taskforce-FYFV-final.pdf

63 Future in Mind (2015) https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/414024/Childrens_Mental_Health.pdf
Accessed 18 January 2017
64 http://www.barkingdagenhamccg.nhs.uk/Our-work/child-and-adolescent-mental-health-transformation-plan.htm

Page 21

21




services. This plan is underpinned by
our Child and Mental Health needs
assessment which was completed in
2016°%. | set out a summary of what
we found, and | follow this with an
update on the activity that has been
commissioned as an outcome of the
LTP.

Picture of need

Public Health England states that
70% of children and young people
who experienced mental health
problems did not receive appropriate
interventions at a sufficiently early age
(Public Health England, 2015)%. Only
25% of children who need treatment

Reframing health challenges:
Gaining new insight into how to scope and shape new service approaches

receive it (Burstow and Jenkins,
2016)%,

In Barking and Dagenham, we have
a higher than expected number of
children and young people with
mental health needs. This is because
many of them are exposed to one or
more of the five key risk factors for
mental illness.

1. Living in poverty, particularly in
lone parent families

2. Being a looked after child
3. Having a learning disability

4. Living in homes where there is
domestic violence

5. Living with parents who have poor
mental health themselves

We experience a higher rate of
diagnosable mental health problems
compared to the England average.
According to our Joint Strategic
Needs Assessment (2015)%8, there
are currently 65,345 children and
young people under the age of 19
living in the borough and it’s likely
that between 6,769 and 7,188 have
a diagnosable mental illness (around
10%). This doesn’t mean that all
these children and young people
have been diagnosed with mental
illness but all do need support,
whether that be from family or local
services.

65 Children and Adolescent Mental Health Integrated Needs Assessment https://www.lbbd.gov.uk/wp-content/uploads/2016/08/CAMHS_Needs_
Assessment_web.pdf Accessed 18 January 2017

66 Public Health England (2015) Early adolescence: Applying All Our Health. [Online] Available at: www.gov.uk/government/publications/early-
adolescence-applying-all-our-health/early-adolescence-applying-all-our-health

67 Kessler RC, Berglund P, Demler O et al (2005). Lifetime prevalence and age-of-onset distributions of DSM-IV disorders in the national co-morbidity
survey replication. Archives of General Psychiatry, 62, 593-602

68 LBBD (2015) Joint Strategic Needs Assessment. Health and Wellbeing Board.
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The best available data in Table 1 shows that compared to England rates of autism, attention deficit
hyperactivity disorder (ADHD) learning disability and pupils with behavioural, emotional, and social
support needs are lower than national rates. This demonstrates a compelling picture of where our
needs lie.

Table 1: Comparison figures for Barking and Dagenham®®
Red Line- Benchmark Value (England)

Indicator Barking and | England | Ranking of Barking and
Dagenham (%) Dagenham compared to
(%) England average

Prevalence of any MH disorder: % population aged 5-16 10.4 9.3

Estimated prevalence of emotional disorders: % population 3.9 3.6

aged 5-16

Estimated prevalence of conduct disorders: % population 5 5.6

aged 5-16

Estimated prevalence of hyperkinetic disorders: % population 1.8 1.5

aged 5-16

Pupils with autism spectrum disorder: % of pupils with this 0.7 1.4 Significantly lower than the

disorder™ national average: on 25th
percentile

Pupils with Learning Disability: % of pupils with Learning 2.26 2.87 Significantly lower than the

Disability national average: on 25th
percentile

Pupils with behavioural, emotional, and social support needs: 1.1 2.2 Significantly lower than the

% of pupils with behavioural, emotional, and social support national average: on 25th

needs percentile

Pupils with speech, language, or communication needs: % of 2.3 2.2 Similar

pupils with these needs

Pupils with special educational needs (SEN): % of all school 18.1 17.9 Similar

age children with SEN

Pupils with a SEN statement or EHC plans: % of all school age | 2.3 2.79 Similar

pupils

Number of young people in substance misuse treatment (<18) | 302 (0.5%) N/A N/A

Prevalence of potential eating disorders among young people: | 4.9 2.7

% of 16-24 year olds

Prevalence of ADHD among young people: estimated % of 5.2 13.87 Significantly lower than the

16-24 year olds national average: on 25th
percentile

The impact of mental health and resilience is becoming more significant as drinking, smoking, drug
taking and teenage pregnancy are down among young people, however, rates of depression and
anxiety have increased. We conducted a School Health Related Behaviour Survey in 2017 the results of
the emotional health and wellbeing section are quite stark. These are summarised in Box 1.

69 The figures in this table were obtained from and cross-referenced between Public Health England (http://fingertips.phe.org.uk/profile-group/
mental-health/profile/cypmh), Child and Maternal Health Observatory (http://www.chimat.org.uk/) and LBBD Joint Strategic Needs Assessment
(http://www.barkinganddagenhamjsna.org.uk/Pages/jsnahome.aspx)

70 Department for Education (2016) special educational needs statistics — January. UK: DfE
71 HSCIC (2012) Provisional monthly topic of interest: Eating disorders
72 Adult Psychiatric Morbidity in England - 2007, Results of a household survey
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having a med-high/high score

resilience (0-19)

¢ 33% of pupils had a high measure of resilience (26+)
* 63% of pupils responded that they have been feeling loved “often” or “all” of the time
e 29% of pupils had a low/med-low score on the Warwick-Edinburgh Mental Wellbeing Scale and 27% of pupils had a low measure of

Box 1: School Health Behaviour Survey 2017 - Health and emotional wellbeing

¢ On average pupils scored 48 (medium-high 42-55) on the Warwick Edinburgh Mental Wellbeing Scale (WEMWBS) with 71% of pupils

¢ Only 37% said they talk to someone about a problem that worries them or when they are feeling stressed - the equivalent figure in 2016 in
the Y8/Y 10 aggregate SHEU data set = 61%

¢ 30% said they have been feeling optimistic about the future “rarely” or “none of the time

What is the impact of

our rapidly changing
demographics on this picture
of need?

The answer is straightforward - an
expected increase in the number

of children with diagnosable

mental health problems by 2020.
This prediction equates to at least
8,044 children and young people

in Barking and Dagenham having
mental health problems requiring
CAMHS. This increase is, in part, due
to the predicted 30% increase in the
number of 10 -15 year olds in the

borough over the next few years.

With our services seeing year-on-year
increases in demand of more than
10%, often combined with a rise in
case complexity. If the goal is to get
good quality and timely help to the
young people who need it, then the
new resources need to be targeted.
The focus needs to ensure children,
young people and their families have
access to quality services, delivered
in a timely manner, by the right
professional with appropriate skills
and in a setting, that meets the needs
of the child. Clearly, it's essential that

Diagram 1: New Philanthropy Capital’s (2008)

45% of children in
care have a mental

health disorder.

50% of people receiving
mental health services
report abuse as children.

More than a third of
children with a generalised
learning disability will
have a psychiatric
diagnosis.

Children of parents with
mental disorders are
twice as likely to
experience a childhood

psychiatric disorder.

Bullying triggers
mental health
problems: at school
or outside the gate.

school

A child with a genetic predisposition to mental health
problems is five times more likely to develop problems if

he or she is bullied.

peer group

we, in our service planning, account
for addressing this predicted increase
in service demand.

Whilst we want to keep what is good
and effective about our local mental
health services while developing an
approach that will help our children
and young people to develop
resilience to mental health problems.
| believe that the New Philanthropy
Capital’'s (2008)"® diagram 1
illustrates, very well, the challenges in
addressing the risks that our children
and young people face.

Unsafe communities
make children
anxious; unhealthy
communities = no
play, no exercise
and boredom.
Media and public
messages,
expectation and
stigma affect
children’s views of
themselves and

society  their behaviour.

community

The number of under-25s admitted
to hospital with mental and behavioural
problems linked to illegal drug use has

risen by 18% in the last decade.

73 NPC (2008) Heads Up. Mental health of children and young people. A guide for donors and charities. www.philanthropycapital.org
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The borough has been successful in
putting in place support to develop
mental health resilience and this
continues to improve. This is good
news but there are still some gaps
that need to be filled. These have
been identified as:

e Services provided to children and
young people are sometimes
missing the signals of risk which
results in missed opportunities for
families.

Families and staff are not always
aware of what support and services
are available to support mental
wellbeing and deal with mental
health problems.

Improvements in pathways will
reduce demand; however, within
specialist services there are some
capacity issues.

Understanding of need should be
driving the outcomes we set for our
services.

Taking actions to meet local
need

Evidence directs us that interventions
during childhood and adolescence
can lead to improved educational
outcomes, reduced antisocial
behaviour, reduced crime and
violence, improved family health,

as well as improved earnings in
adulthood (DoH 2010)™. Barking
and Dagenham in 2016-17 received
additional funding of £444,000 plus
an allocation of £111,358 for eating
disorders to transform services. This
has delivered the additional staffing,
training and piloting of new services
and models as summarised in Table
2 below.

Building resilience and
promoting prevention

| am particularly pleased that there
has been a much needed increase
in the focus on prevention that builds
on our current good practice. NHS
Barking and Dagenham Clinical

Table 2 : Use of additional funding 2016-17

Workstream area Activity delivered

Resilience and Promoting Prevention

Thrive Training delivered

Mental Health in schools

Reframing health challenges:
Gaining new insight into how to scope and shape new service approaches

Positive Parenting (Triple P) programme delivered
Additional 1 WTE social work post agreed to work on provision of Social, Emotional and

Chapter

2

Commissioning Group (CCG) and the
council have jointly commissioned
the Thrive programme based on four
levels of intervention (Box 2) and

the Positive Parenting Programme.
Progress to date includes:

e Thrive training - this early
intervention person centred
approach to children and young
people with mental health issues
is being developed in our local
schools. To date it has been
adopted by the Thomas Arnold
School with 35 practitioners
trained. This will be developed
further in the borough during 2017
and linked to the wider i-Thrive
developments.

¢ A new mental health professional
post has been created to work
directly on provision of Social,
Emotional, and Mental Health with
identified schools in the borough.
This role will support schools to
deal more effectively with pupil
mental health issues that arise.

Vulnerable children pathways

Additional 1 WTE social work post to work with Looked After Children

Maximising digital support and guided self-support

Pilot started of online counselling service

Wellbeing Hub

Redesign and review work started, additional staffing agreed of 3 WTE therapists

Crisis care

Successful Vanguard bid for additional £847,000 for mobilisation of new model of care
across Barking & Dagenham, Havering and Redbridge

Community Eating Disorder Service

Additional investment agreed to increase service capacity by 7.6 WTE across Barking &
Dagenham, Havering, Redbridge and Waltham Forest (4 boroughs)

Early Intervention in Psychosis service

boroughs

Additional investment agreed to increase service capacity by 16.5 WTE across the 4

Outcomes Framework

Qutcomes framework commissioned

74 New Horizons: Confident Communities, Brighter Futures A framework for developing well-being, DOH 2010
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As with many Public Health issues,
intervening early in childhood

can have lifelong positive effects.
Many people’s mental health
problems begin in childhood or
adolescence so these are crucial
times to intervene. The importance
of supporting good parenting skills,
developing children’s social and
emotional skills and intervening early
to help prevent children developing
enduring mental health problems.

Positive developments in these areas
have included an increase in the
availability of schools based mental
health promotion activities and the
introduction of a team of Health Link
Workers for local secondary schools.

We need to ask ourselves what is
causing mental health problems in
the first place. Because it's my belief
that many of these struggles could

be avoided if we get our approach
right in the early years and school
settings. The question we should

be asking ourselves is what are the
emotional and mental health needs of
all children and young people and are
they being met in our schools.

A key part of moving forward on this is
how we integrate and use our public
health workforce. Prevention and early

Reframing health challenges:
Gaining new insight into how to scope and shape new service approaches

Box 2: Thrive model

Building
resilience

Extra help
(coping)

Support More
ina intensive
crisis support

Quadrant 1: Building resilience; preventing ill health and promoting wellbeing by working
with parents, children and young people, schools, early help provision and other universal
services to support emotional needs, provide early help and practical support.

Quadrant 2: Helping children, young people and families to cope; to practically build
resilience, highlighting risk and protective factors and providing access to digital support,
parental learning, online counselling and direct and timely access for routine assessment
and treatment if needed.

Quadrant 3: More intensive support and specialist treatment; readily available from a single
point of access for all needs, with integrated pathways into and out of specialist services
including eating disorders, and with specific pathways in place for vulnerable children
including looked after children and those in contact with the justice system.

Quadrant 4: Support and intensive interventions in a crisis; available when needed, fully
integrated into other pathways, working towards a 24/7 offer and seeking to outreach and
reduce need for higher levels of intervention.

specific training in child mental
health, and child and adolescent
mental health nurses who are also

able to provide support and advice
to those professionals working in
schools and community settings.

intervention initiatives must provide
the cornerstone of the outcomes

we set for redesigning our Health
Visiting and School Nursing Services
into an integrated 0-19 Healthy Child
programme with schools, CAMHS,
early years and education psychology
services.

School nurses have a key role in
promoting emotional wellbeing.
Due to the number of pupils and
schools covered, the workforce is
overstretched and often not able to
deliver the support required. The
Royal College of Nursing (2016)7
are strong advocates of integrated,
initiatives aimed to ensure young
people can access the right services
from the right person in a timely
manner. This includes access to
school nurses who have received

75 Child and Adolescent Mental Health - Royal College of Nursing
26
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Good practice example

An RCN Wales Nurse of the Year Winner 2016, Jacqueline Jones worked tirelessly with children, young
people and families to develop and provide a model of school nursing that is highly visible, accessible and
makes a difference to those who need it. It included the school nurse speaking at the school assembly each
month, a presence on the school website, posters about the school nurse role and contact information, as
well as increased involvement in personal, social and health education (PSHE) lessons to support young
people to build emotional resilience. Young people and fellow professionals have provided exceptionally
positive feedback in terms of the way in which the role of the school nurse has been highly instrumental in
supporting young people to protect, re-establish and maintain their emotional and mental health wellbeing.
Already her pupils have identified a difference in their lives, one pupil stating, ‘I would have kept cutting if |
didn’t have her to talk to.” Another pupil, who was referred to the school nurse by a member of school staff
(having a new awareness of what her role covered), happily commented, ‘everyone just thought | couldn’t be
bothered to change my clothes and that | wanted to smell.” School staff had referred her with hygiene issues
but, in reality, the school nurse discovered home conditions had deteriorated due to her mother’s physical

ill health. This school nurse could be viewed as just doing her job; however, by constantly raising her profile
and making herself more visible, she is now visited by pupils who just want to update her on how they are
doing following her involvement. One school teacher simply said, ‘she makes a difference to children’s lives.’

Conclusions Although | have focused on the relationships between service users
merits of early intervention the and the care team. Care should be

We cannot aﬁord.to be cpmplacent, 85 reader must not lose sight of the organised around an individual’'s

demand for help is ogtstnppmg supply importance of safe and appropriate circumstances not of service

as the numbers of children and young child and young person focused boundaries and funding.

people with mental health needs will
increase in the next five years. The
much-improved focus on prevention,
particularly when dealing with
emotional and mental distress is part
of the day-to-day business of teachers,
social workers and other professionals
is a proud and positive move.

inpatient mental health facilities. As
well as the difficulty of supporting a
young person in transition between
adolescent and adult services. An
arbitrary age cut-off can do untold
harm. Mental health and social
care relies on strong therapeutic

| commend that our Health and
Wellbeing Board continues to
champion the prioritisation of
investment into children and young
people’s mental health.
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Accountable Care: One year on - can we make the step
change in transforming our services to make place based

care a reality?

In Chapter 4 of my 2015-16

Report’, | examined the necessity of
preventing ill health and moderating
demand at a population level
through prevention and integration
of services. This direction of travel

is supported by the NHS Five Year
Forward View’’, our Joint Health

and Wellbeing Strategy’® and our
Borough Manifesto, Your Borough,
Your Community, Your Say, which
received over 3000 responses during
the consultation phase, and not
surprisingly our residents do prioritise
their health and their health and care
services as very important.

Last year the move toward devolved
services focused around the feasibility
of establishing an Accountable

Care Organisation (ACO). The
business case for the ACO did not,
ultimately, recommend the final

step of dissolving all organisational
boundaries and establishing a single
organisation to take on the running of
all elements of health and social care.
It did, however, lay the foundations for
the work to develop an accountable
care system: organisations

remaining ultimately responsible

for their business, but with a set of
incentives and new contracting and

accountability arrangements that
ensure that organisational boundaries
have minimal impact on how
residents experience their health and
care services.

Accountable Care
Partnership

Formation of an Accountable Care
Partnership (ACP) across Barking
and Dagenham, Havering and
Redbridge (BHR System) was agreed
in October 2016. An ACP is a new
type of managed system that is
formed to integrate health and social

76 https://www.lbbd.gov.uk/wp-content/uploads/2016/08/Barking-and-Dagenham-Annual-Health-Report-2016-WEB.pdf
77 https://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf
78 https://www.lbbd.gov.uk/wp-content/uploads/2014/11/Health-and-Wellbeing-Strategy.pdf
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care services more closely and invest
in prevention.

Their vision is to enable and
empower people to live a healthy
lifestyle, to access preventative care,
to feel part of their community, to
live independently for as long as
possible, to manage their own health
and wellbeing, which creates an
environment that encourages and
facilitates healthy and independent
lifestyles.

The vehicle for achieving this is the
Sustainability and Transformation
Plan™ which were announced in the
NHS planning guidance published
in December 2015. This affords

the opportunity for health and

care services, whether hospital or
community based, to be organised
around the individual and that the
resident does not, and should not
see the divide between the different
organisations that provide their
services.

What are Sustainability and
Transformation Plans?

Sustainability and Transformation
plans (STPs) are five-year plans
covering all aspects of NHS spending
in England. They are designed to
bring together NHS organisations
with local authorities and other
partners to agree the future direction
of health and care services in 44
areas of England. The context in
which STPs have been developed is
much more challenging than when
the Forward View was published in
October 2014.

In north east London financial
and operational performance

has deteriorated sharply, and the
additional resources allocated

to the NHS by the government

are being used mainly to reduce
hospitals’ deficits. Funds to invest
in strengthening and redesigning
care in the community, one of the
top priorities in the STP, are in short
supply, raising serious questions
about the credibility of the plan to
close gaps in health and wellbeing,
care and quality, and funding and
efficiency for the BHR System.

The council and our local partners
have faced practical challenges

in working together on the plans.
The STP footprint in north east
London is large and involves many
different organisations, each with

its own culture and priorities. One

of the biggest challenges facing

our local leaders is that the STP

is being developed in an NHS
environment that was not designed
to support collaboration between
organisations. In many ways, STPs
represent an imperfect ‘workaround’
to the fragmented and complex
organisational arrangements in the
NHS created by the Health and Social
Care Act 2012%, Two other major
challenges facing STPs include:

e the need to adopt a realistic
timescale for implementation of
the plans that recognises how long
it takes for innovations in care to
become established and deliver
results.

* the need to create sufficient
capacity to build on the foundations
that have been laid already, when
so much attention is being given to
financial and operational pressures.
New care models have the

79 http://www.healthcampaignstogether.com/pdf/NE%20London.pdf

80 https://www.kingsfund.org.uk/topics/integrated-care/sustainability-transformation-plans-explained
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potential to address the root causes
of these pressures in the medium
term, which is why transformation
and sustainability must be seen as
two sides of the same coin.

Embedding our priorities in
the system

The scope of STPs is broad and the
challenge is how we connect with our
Borough Manifesto in making sure
no-one is left behind in our drive to
increase prosperity. Initial guidance
from NHS England and other
national NHS bodies set out around
60 questions for local leaders to
consider in their plans, covering three
headline issues: improving quality
and developing new models of care;
improving health and wellbeing;

and improving efficiency of services.
Leaders were asked to identify the
key priorities needed for their local
area to meet these challenges and
deliver financial balance for the
NHS. The plans needed to cover all
aspects of NHS spending, as well as
focusing on better integration with
social care and other local authority
services. They also needed to be
long term, covering October 2016 to
March 2021.

After considerable debate the
ACP has focused on 3 prevention
priorities, 6 resident focused
(improving person) priorities, and
2 integrated health and social care
priorities across BHR System as
identified in Tables 1 and 2.
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Table 1: Prevention priorities

Investing in prevention

Interventions / actions

Impact

Housing

* Home improvement schemes
* Home adaptions
 Fall prevention schemes, for example, Safe at Home

Demand for health and social care services is
expected to fall leading to reinvestment cost
savings.

Employment schemes

 Clear focus on getting people back to work
 Effective healthy workplace schemes to reduce sickness

People are empowered to take care of themselves
and are taken care of by employers. This will lead
to a reduced strain on health and social care
services and cost savings for the system.

« Lifestyle interventions
* Smoking

* Obesity

 Alcohol

* Physical inactivity

e Primary care and A&E interventions (to target smoking
and alcohol)

* Weight management programmes
¢ Birmingham Be Active Programme

Cost savings in primary care and reduction in
number of health problems among population.

Source: ACO strategic outline case

Table 2: Person centred and health and social care priorities

Improving person pathways

Interventions / actions

Impact

Diabetes

¢ Implement the National Diabetes Prevention
Programme

* Screening for pre-diabetes
¢ Better control in 1 care
* Weight control bariatric surgery for targeted groups

Early indicators are detected and treated as soon
as possible.

Chronic Obstructive
Pulmonary Disease (COPD)

e Primary care clinics
¢ Smoking cessation programmes

People are provided with the most effective
treatments leading to improved outcomes at a
lower cost

Genito Urinary (GU)

* Better testing and control for kidney disease
* Treatment for Urinary Tract Infections in primary care

Co-ordinated care with the most effective treat-
ment provided to people.

Gastro Intestinal (Gl)

* Reducing liver disease through alcohol interventions

Co-ordinated care with the most effective treat-
ment provided to people.

Musculoskeletal

¢ ESCAPE knee pain programme

* Cognitive Behavioural Therapy interventions for back pain
* Testing for Bone Marrow Density

¢ Improved pathways

Co-ordinated care with the most effective treat-
ment provided to people.

Mental Health (MH)

¢ Improved access to |APT services
* Internet delivered Cognitive Behavioural Therapy

¢ End of Life Care for people with dementia to reduce
deaths in hospital

Empowering people to manage their own condi-
tions and providing the most effective and suitable
treatment.

Delivering Integrated health and social care pathways

Interventions / actions

Impact

Social prescribing

* Social prescribing projects using voluntary sector
agencies to signpost to various support programmes

* Programmes will be commissioned and co-ordinated to
engage a range of stakeholders

Reduced hospital admissions leading to cost
savings for the system.

Falls prevention

* Co-ordinated strategy and pathway across all relevant
agencies to reduce the risk of (repeated) falls

Reduction in the number of falls in older people
and savings in emergency admissions.

Source: ACO strategic outline case
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Place-based care

In Chapter 4 of my 2015/16 annual
report | argued that taking a place-
based approach to planning and
delivering health and social care
services is the right thing to do. The
STP represents a shift in the way
that NHS organisations are now
being told to collaborate rather

than compete to respond to the
challenges facing their local services.

Figure 1: Place-based care

Gaining new insight into how to scope and shape new service approaches

The Integrated Care Partnership is
overseeing an ambitious programme
to deliver these improvements, set
out in the business case for the
accountable care system agreed in
November 2016. At its heart, place-
based care means that services are
structured in a way, so that at local
level (in localities) health and social

care organisations provide services to

populations between 50,000-70,000.
This approach to health and care

Reframing health challenges:
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delivery is bringing care directly to
those that need it, strengthening the
focus on preventing ill-health and
avoiding increased care needs.

The vision for our health and care
system is a long-term one. It places
the emphasis on local services

as opposed to acute services;
something that the BHR system has
needed for a long time. See Figure 1

below.

Localities make sense for Place Based Care

(" R

Picture does not represent
actual B&D localities

_

Locality level

50,000 - 70,000 per locality

Provides integrated health and
social care services through
Local Accountable Care
Organisations.

Includes the right level of
service consolidation that
maximises value for money

HWB strategy and
challenges

= HWBB leadership
= |ocal consultation

and engagement

Borough level
B&D: 200,000

Local plans to
address local gaps
and challenges
= Devolution
test/ACO .
development
= Delivery via

contracts (lead 1.

) )

‘ Redbridge

Overall Sustainability
and Transformation
plan strategy - clinical
and financial
sustainability

Issues needing a plan

NEL approach:

Acute reconfiguration /
pan NEL flows

commissioner)
alocalenanier 2. Mental Health
plans 3. Cancer
alocaloltor 4. Urgenj( and Emergency
hospital plans Care (incl. LAS)
5. Maternity
6. Specialised
7. Estates and workforce

coordination of
enablers and interface
with HEE/HLP etc.
Transformation
funding

BHR Level
750,0000

The commissioning
and provider
landscape in BHR can
be layered into locality
level, borough level,
BHR level, North East
London level and
London level, allowing
services to be
commissioned for
specific groups,
achieving a degree of
local autonomy at the
same time as
achieving economies
of scale where
appropriate.

Interface with HLP on
agreed plan London
initiatives

Evidence advanced by the Kings Fund, drawing on
examples from New Zealand, is that place-based care
works best with a population of 50-70,000 people

NEL Level
1,800,000

Barking and Dagenham has a history of working
in localities which contain populations of this
size, and it is proposed that place-based care be
established within these boundaries

London Level

This shift reflects a growing
consensus within the NHS and social
care that more integrated models

of care are required to meet the
changing needs of the population. In
practice, this means different parts
of the NHS and social care system
working together to provide more

co-ordinated services to patients,
for example, by GPs working more
closely with hospital specialists,
district nurses and social workers to
improve care for people with long-
term conditions.

However, this can be seen as self-
limiting as it doesn’t automatically

8,500,000

include collaboration with other
services and sectors beyond health
and care to focus on the broader aim
of improving population health and
wellbeing — not just on delivering
better quality and more sustainable
health and care services. This means
services at the periphery need to
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become central to our thinking. For
example, how do we connect with
our intervention programmes in
Personal Health and Social Education
in schools, domestic violence,
homelessness, poor housing,
childcare, drugs and alcohol? These
interventions open the barriers which
unlocks the potential to reduce

the demand for more expensive
interventions, such as mental ill
health management, temporary

Figure 2: Localities in Barking and Dagenham

Legend
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1.6 Miles
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accommodation, looked after
children and long term worklessness.

The new care models will only have
the potential to effectively manage
demand by developing the insight
and intelligence on what makes a
public service intervention pivotal

to someone’s life. As | discussed

in Chapter 1 in tackling serious
youth violence, any new approach
must address the root causes of the
problem and its pressures.

The development of place-based
services®' needs to take a locality
perspective that captures the root
causes of ill health in that locality.
Public Health have been leading the
development of locality boundaries,
and embedding prevention into the
development of services within the
localities based on the picture of
holistic needs. See figures 2 and 3
below.

Figure 3: Locality profile

Index of Multiple
Deprivation - IMD
2015

Thames and
Gascoigne wards
have some of the
most deprived
Lower Super
Output Areas in
the locality.

Legend
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Thames and Abbey have
some of the highest
crime rates per 1,000.
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=
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The percentage of households
experiencing fuel poverty is
relatively consistent across the
locality as well as being similar
to borough wide levels.
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]
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Abbey 23%
Longbridge 15%
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81 Partner members- Primary care, LBBD - Adult Social Care, Public Health, Children’s Social Care, North East London NHS Foundation Trust, BHR

Clinical Commissioning Group.
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Place-based care requires
radical primary care
innovation

The imperatives for innovation

is that increased funding in the
primary care system will not be
sufficient to stem the tide of current
demand and address the under
doctoring and nursing workforce
challenges. The focus remains

the need to direct our resources

to support people where possible
to help themselves to stay healthy
and self-care. How we radically
transform the relationship between
our residents and the council as
well as between patients and the
NHS will determine the delivery
approaches we take where the best
outcomes can be delivered at the
right cost.

The outcomes of care in a large
part must address the wider
determinants of health such as
income and housing; unless

we take prevention and public
health seriously, this will adversely
affect the sustainability of our
public services. Recognising, that
disease is determined primarily
by a range of social, economic
and environmental factors, the
connection of GPs, nurses and
other primary care professionals
to a range of local, non-clinical
services is an essential component
of our locality approach. Our
primary care colleagues have the
means to do this through social
prescribing. Social prescribing is
designed to support people with a
wide range of social, emotional or
practical needs, and our schemes
locally are focussed primarily

on improving mental health and
physical well-being (See figure 4).

82 http://www.health.org.uk/realising-the-value

Figure 4: Social prescribing®?

After my missus
left me, | spent
most of my nights
in the pub with my
mates. | had no
one else to turn to
for support.

John is 50 years old and has been diagnosed
with type 2 diabetes.

His GP offers him a

| consultation to develop a
care and support plan. They
develop the plan together,

| and the GP proscribes

y | ‘more than medicine’

support to John to help him
to get on top of his health.

After finding out that John used to play
football, the health coach also helps him
find a local club to join.
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I’m starting to feel
happy again. | feel
more in control, and
more hopeful, you
know?

I’m even involved in a

healthy cooking class.

My kids didn’t believe
me when | told them.

The impact is wide-reaching - f

Chapter

2 Blood glucose levels
Out of control

Real risk Feeling overwhelmed

Heart attack
Stroke Too high

Loss of limbs

A health coach helps set goals around
nutrition, exercise and alcohol.

John is connected to a peer supporter and
makes good friends with other people living
with diabetes.

I can see the difference
these approaches make:
they improve people’s lives
and also lead to fewer visits
to the hospital, the GP and
the Pharmacy.

Local commissioners
and practitioners

and also for the wider health and care system.
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In Barking and Dagenham, a real
opportunity has emerged to link

our GPs social prescribing directly
with our new Community Solutions
service. ‘Community Solutions’

is a bold and radical redesign of
council services with the aim of
getting upstream of complex needs
by determining and tackling root
causes. The key to our Community
Solutions approach is that it is both
person and community centred. It
enables individuals to link with local
community networks for the support
that they need including health and
care, which is central to delivering our
outcomes for improving health and
wellbeing.

Community Solutions is set to
increase resilience, resolve problems
early and reduce demand for
services. Support will be on-line,
face-to-face and importantly through
pro-active outreach for community
networks and pro-active outreach
support for families for example
through accessible front door

Gaining new insight into how to scope and shape new service approaches

locations like libraries.

The potential offered to general
practice by Community Solutions is
significant as it is estimated that less
than 30% of presenting issues at GP
surgeries need clinical intervention,
and 70% of appointments are down
to issues such as housing, income,
work etc. Using a similar approach
to the Rotherham social prescribing
pilot®, we can increase the capacity
of GPs to meet the non-clinical needs
of patients with complex long-term
conditions, who are the greatest
users of primary and social care
resources.

Using Community Solutions, we can
support and signpost residents to
local voluntary and community sector
(VCS) organisations. These services
would need to be commissioned

to meet the increased demand
created by Social Prescribing. Such
services would include advice and
information, befriending services,
volunteering opportunities and
physical activity.

Figure 5: Core principles of Community Solutions

Drivers of change

Cycle of dependency

Address a funding gap of
£70 by 2020/21

Entrenched local social
and poverty issues

Negative impacts resulting
from changes to benefits

Transient and increasingly
younger population

Budgetary
pressures

Deprivation/social
issues

Welfare reform

Demographics

This approach proved successful

in Rotherham where the pilot

(across the entire borough)

resulted in a reduction in inpatient
admissions, attendances at Accident
and Emergency and outpatient
appointments. The pilot also resulted
in improvements in wellbeing of the
patients referred, with many reporting
improved mental and physical

health, feeling less lonely and socially
isolated as well as becoming more
independent. From a public health
perspective, the pilot focused on
reducing NHS demand, where from
my perspective | would like to see
demand reduction spread across the
public services.

The evidence is very clear that giving
people control over their own lives
improves ‘wellness’ , this in turn
increases resilience and reduces
demand on services. We are making
great strides towards achieving, this
driven by several strategic goals,
which form the core principles of
Community Solutions, Figure 5.

Strategic goals

Paternalism

Shift the balance between
council and residents

Grow body of evidence
supporting impacts

Manage demand for, and
pressure on, services

Find savings through
efficiency and EI&P

Improve wellbeing by
fostering independence

Behaviour and

culture change

Early intervention
& prevention

Demand
management

Improved
outcomes

The links between improving population health and Community Solutions are clear.

84 Harry Burns (2016): Chief Medical Officer- Scotland: What Causes Wellness https://www.youtube.com/watch?v=yEh3JG74C8s.
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Conclusions

Whether these ambitions for an
accountable care system can be
delivered under this model is yet

to be seen. There are, of course,
opportunities to manage care more
effectively in the community but only
if we grasp the need to go wider than
care. But developing new models of
health and social care takes time and
resources - both of which are in short
supply. For example, to improve child
health outcomes innovative thinking
would lead us to redesign our 0-19
Healthy Child Programme into a
more coherent model of family health
and wellbeing service. Delivering a
comprehensive and fully integrated
service through the localities requires
aligning this provision with the range
of services already set to move into
Community Solutions. In doing this

s Community

Haakth
Champions

18w
curable

allows for disparate service elements
such as health visitors, school nurses,
youth health workers, children’s
centres/early years’ provision, Family
Intervention Service, parenting
support, child weight management
programme, active lifestyle
interventions, Infant feeding support
service and Educational Psychology
Service to come together to enable
our most vulnerable families and
young people overcome inequalities.

In an environment where our local
organisations find themselves

under significant pressure from
regulators to improve organisational
performance has led to a focus on
their own services and finances rather
than working with others for the
greater good of the local population.
The mindset should shift from the
traditional position of meeting the

a

Learning and tralning for all
atthe
Barling Learning Centre
provided by
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rising demands of our population

by spending more money on the
services we currently provide. Instead
we need to re-focus what we do
collectively so that we identify the root
cause of need and tackle it to enable
the individual or family in question to
have a better chance of living more
independently now and in the future.

If sustainability is our critical driver
then one of the questions for
innovation should be: “How do we
effectively build population resilience
so that residents are better able to
help themselves?” - then Community
Solutions should become a service
that transcends organisational
boundaries that unlocks the health
improvement potential of place-based
care.

In partnership with
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Investing in Public Health — Can our prevention investments
contain and reduce the costs of demand on our health and

social care?

We are living through a period of
escalating demand for health and
social care services in Britain, whilst
at the same time local councils are
having to manage this growing
demand within the new reality of
sustained austerity. This is creating
major concerns about the capacity of
the system to cope, with almost daily
news reports of services creaking and
straining under the pressure.

It is generally agreed that maintaining
the status quo is not sustainable

and local authorities and NHS
organisations across the country are
facing hard choices and being forced

| was born here today.

etmy first breath e

Barkin_g ;d_Da_gEiha;l

to make difficult decisions about how
they can best allocate their limited
resources. Barking and Dagenham is
no different in having to face and deal
with this unprecedented position, but
it also has its own individual social
and economic challenges to meet in
doing so as detailed in Chapters 1
and 2 of my 2015-16 Report®.

Prevention programmes play a key
role in providing part of the solution
to these challenges. ‘Prevention is
better than cure’ is an old saying and
it would be equally true, if less catchy,
to say that ‘prevention is more cost
effective than cure’.

Barking, Havering and [INHS |
Redbridge University Hospitals

= . Sr e Mama o lenfenn,

-

Population level approaches are
estimated to cost on average

five times less than individual
interventions and WHQO?® evidence
shows that ‘a wide range of
preventive approaches are cost-
effective, including interventions
that address the environmental and
social determinants of health, build
resilience and promote healthy
behaviours, as well as vaccination
and screening’.

Investing in evidence based, well
targeted preventative interventions
can significantly reduce the financial
impact on health and social care

'l'-.n.
Bar lcl;,|$ Dagenham
'1

85 https://www.lbbd.gov.uk/wp-content/uploads/2016/08/Barking-and-Dagenham-Annual-Health-Report-2016-WEB. pdf
86 The Case for Investing in Public Health: A public health summary report for EPHO 8. World health Organisation 2014
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organisations, wider society and
individuals themselves for example,
increasing physical activity and
healthy eating and promoting ways
to help people stay mentally well are
largely cost-effective and can help
create sustainable health systems
and economies for the future.

The ongoing evaluation of current
Public Health programmes in the
borough outlined in this chapter
continues to highlight the challenges
encountered in changing long held
attitudes and entrenched behaviours
across many of the adult population.
This, in turn, has thrown into sharper
focus the issue of how we prevent
harmful behaviours from developing
in the first place, particularly with
children and young people.

‘Lifestyles and habits established
during childhood, adolescence

and young adulthood influence a
person’s health throughout their
life.” For example, up to 79% of
obese adolescents remain obese

in adulthood, and adolescents who
binge drink are 50% more likely

to be dependent on alcohol or
misusing other substances when they
reach the age of 30 . For Barking
and Dagenham intervening early

in infancy, childhood and young
adulthood are critical stages in the
development of habits that will affect
people’s health in later years.

Whilst work should, and will, continue
to challenge health inequalities in

Gaining new insight into how to scope and

The Public Health Grant

The Public Health Grant (Grant) is
central government funding provided
by the Department of Health to

Local Authorities in England. The
purpose of the Grant is to provide
local authorities with the resources
required to discharge their public
health functions and to reduce
inequalities between the people in its
area.

In June 2015, it was announced by
the Chancellor of the Exchequer
that Local Authorities’ funding for
public health would be reduced by
an average of 3.9% in real terms per
annum (an annual saving of £200
million) until 2020. This equates to
a total reduction in cash terms of
9.6% over this period. The impact on
Barking and Dagenham in 2015-16,
with the final quarter payment of the
Grant being reduced by £1.035m.
However, additional Grant funding
was provided from 1st October
2015 to allow for the transfer of
responsibility for commissioning
health visiting, and other children’s
public health services, from NHS
England to local authorities - see
Table 1. There will be a further
reduction in the total Grant of 2.2%
in 2016-17 and another reduction of
2.5% in 2017-18.

Reframing health challenges:
shape new service approaches

Chapter

4

How has the Grant been
spent?

Public health activity is usually
divided into three domains - health
improvement, health protection and
preventative health services.

The Grant is spent on key health
initiatives across these three areas,
covering the whole life course - from
ensuring that our children have the
best start in life to making sure that
adults have the knowledge, skills and
opportunities to live and age well.

This includes providing programmes
to tackle some of the more long-term
public health issues such as child
and adult obesity, smoking, reducing
teenage conception, supporting
those with multiple complex illnesses
and improving the health of our
ageing population. Figure 1. shows
how we allocated the funding in
Barking and Dagenham in 2015/16.

Table 1: Barking and Dagenham Public Health

Grant 2015/16 allocation

the adult population through the B&D Public Health Grant 2015-16 Allocation £ £
provision of high quality, well targeted | 2015-16 Original Allocation 14.213m
interventions. However, the longer- Reduction in funding announced in June 2015 -1.085m %change
term health of the borough lies with 13.178m i

. : : 2015-16
ensuring that children and young Children’s 0 to 5 Services (health visitors) — part-year baseline =
people, growing up today, do not Oct15 to Mar16 2.512m 5.4%
acquire harmful lifestyle habits and
that we don’t continue to store up Total Grant 15.690m
problems for the future.
87 Healthy Child Programme: From 5-19 years old
88 Chief Medical Officer's Annual Report 2007
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Figure 1: Distribution of Public Health Grant by service area 2015-16

Wider priorities (including
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Healthy environment
(environmental,
health and care city),

1.10%

corporate costs),

15.51% \

Improving mental health

across the life course, \
1.84%

Alcohol and
substance misuse,

17.06%

=

Improving

community safety,

3.65%

There are a number of these
programmes that we have a legal
duty to provide. These are: sexual
health services (sexually transmitted
infections and contraception); NHS
Health Check Programme; National
Child Measurement Programme;
and providing public health advice
to NHS commissioners and ensuring
plans are in place to protect the
health of the public. In addition, the
commissioning responsibilities for
children aged 0 to 5 transferred from
NHS England to local authorities

on 1 October 2015. This service

is also mandated and marks the

/

Improving child health
and early years,

26.03%

final part of the overall public health
transfer which saw wider public
health functions successfully transfer
to local government on 1st April
2018. It is also expected, although
not mandated, that the Grant be
used to provide drug and alcohol
misuse treatment services and a
Healthy Child Programme 5 to 19
school nursing programme. Other
programmes and associated spend
are decided and agreed locally based
on need and prevalence.

Figure 2 illustrates how our
distribution of spend compares with

Reducing premature
mortality (including smoking
and health checks),

6.45%

Tackling obesity
and increasing
physical activity,

12.82%

Improving
sexual and
reproductive
health,

15.54%

London as a whole. It shows that
Barking and Dagenham spends

a greater proportion of the Grant
on children aged O to 5 years and
on physical activity for adults and
children and less on some areas
such as sexual health services than
the London average. This reflects
the high proportion of children in
the borough (the highest in London)
and our concerns about weight
management, diet and the low
levels of physical activity amongst
both children and adults across our
population.
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Figure 2: Distribution of Public Health Grant compared with London averages

2015-16 Net Expenditure by Service Area -
Barking and Dagenham compared to other London Boroughs average
4500
4000
3500

3000
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£°000
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1000

500

Service Area

s | BBD only === | ondon Boroughs average excluding LBBD

The Grant funds a wide range of services, as well as providing technical expertise in analysing health and wellbeing
needs and evaluating evidence to maximise impact of what we commission. Table 2 also shows the service areas that
are resourced through the Grant and details some of the programmes commissioned to meet local needs.
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Table 2: Public Health Services resourced through the Public Health Grant 2015-16

Healthy environment £million
Care City 0.082
Environmental health 0.100
Reducing premature mortality
Smoking cessation 0.663
NHS Health Check Programme 0.405
Tackling obesity and improving physical activity
Active age centres 0.327
Exercise on referral 0.368
Active Age offer for the over 60s 0.132
Get Active programmes 0.521
Weight management - adults & children 0.350
Other 0.423
Improving sexual and reproductive health
Genitourinary medicine and family planning — STl testing etc. treatment 2.306
Other 0.264
Improving child health and early years
Healthy Child Programme 0-5 2.500
Healthy Child Programme 5-19 1.150
National Child Measurement Programme 0.050
Early years prevention — Family Nurse Partnership 0.150
Early years prevention - Baby FIP 0.183
Integrated youth service 0.090
Other 0.182
Improving community safety
Domestic violence - public health and crime 0.205
Children’s domestic violence service 0.172
Summerfield House - mother and baby unit 0.140
Health protection 0.087
Alcohol and substance misuse 2.822
Improving mental health across the life course 0.304
Wider priorities (incl. corporate costs and public health team) 2.567
TOTAL 16.544
Funded from:
Public Health Grant 2015-16 (including £37,300 Health Premium Incentive 16.727
payment)
Public Health Grant Reserve (unspent grant from previous years) 0.817

These programmes are all designed
to help our residents make healthier
lifestyle choices, improve their
physical and mental wellbeing and
to minimise the risk and impact of
illness.

A number of new Grant funded
initiatives were introduced in 2015-
16 to tackle identified areas of need.
These included introducing the
BabyClear service (see Box1), raising
awareness of mental health issues
by investing in Mental Health First
Aid training across the council and
increasing support for breastfeeding
through funding a new specialist
infant feeding lead with Barking
Havering and Redbridge University
Hospitals NHS Trust (BHRUT) to
instill Baby Friendly best practice
standards. This latter initiative has
resulted in BHRUT achieving Stage 1
of the Baby Friendly Initiative process
in 2016 (now working towards Stage
2) and a significant improvement in
reported patient experience.

Box 1

Example - ‘BabyClear’

The BabyClear programme
introduced in 2015 has been
very successful and is having

a considerable impact on the
number of pregnant smokers

in the borough. The service
provides intensive support and
is currently achieving a 57%
conversion rate (number setting
a quit date against the number
achieving a CO verified 4 week
quit). This is much higher than
the national rate and because
of this Barking & Dagenham has
been nationally recognised as an
area of good practice.
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Getting value for money from
public health interventions

Although the above has concentrated
on how we used the Grant in the last
financial year (2015-16) it is worth
noting the review activity we are
currently undertaking to ensure that
the programmes listed in the previous
section are providing the most
effective and efficient interventions
possible.

A cultural shift is taking place in
public service delivery, with an
increasing focus on outcomes

and impact. The reductions in
public-sector funding caused by
austerity measures and future
financial uncertainty means that
commissioners now need to see
real, demonstrable results from the
services they fund.

Figure 3: Evaluation process

Local and national

Public Health priorities

Budget

: 3

Equity

~——

Services have changed and evolved
considerably over the last few years
and (irrespective of the new financial
constraints) there is now a need to
undertake a systematic review of
these programmes to ensure that
they remain relevant and that the
priorities are aligned with the wider
council’s vision whilst focussing

In the past, commissioning generally
focused on outputs. This gives

no indication of how effective an
intervention has been and does not
provide evidence of the longerterm
financial benefits for the public purse.

For the council, as for any
organisation providing public
services, undertaking a regular and
systematic programme of service
evaluations is therefore essential

in determining the effectiveness of
specific interventions and, in turn, in
deciding how to allocate resources
to projects and programmes so that
they have the greatest positive impact
in achieving the outcomes of our joint
Health and Wellbeing Strategy.

The council has a co-ordinated
approach to delivering its vision
and priorities. It is clear in its’ aim of

Strategic relevance

” Efficiency
Process Output Outcome
Cost
effectiveness
Equity

on the greatest health inequalities
and the most urgent needs in the
borough. As well as ensuring they
are relevant and targeting need, the
evaluations we are undertaking are
also looking at the efficiency of these
programmes.

Efficiency can mean different things
to different people but is often viewed

Reframing health challenges:
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wanting to make the best use of all
the resources available to support
residents to take responsibility for
themselves, their homes and their
community, by ensuring programmes
promote greater self-reliance and
focus on the root causes of demand
not servicing the symptoms.

The first step is to look closely at
‘why we provide programmes, who
we provide them for and how we can
manage demand to ensure that we
deliver statutory and other services
for residents, with capacity for the
future’. This includes evaluating the
whole range of Public Health funded
programmes being delivered by the
council.

The process for doing this is outlined
in Figure 3.

LBBD Public Health Programmes

Borough
transformation

h Effectiveness »

with a degree of cynicism as being
synonymous with ‘cutting services to
cut costs’. Whilst it is true that being
more efficient can sometimes involve
cutting both costs and services this is
not an automatic result and decisions
need to take the long view into
account when assessing the benefits
of a given intervention. Whilst they
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should be based on delivering the
outcomes people want in the best
way and at least cost this sometimes
means that a greater investment is
needed in certain areas to prevent
more debilitating and costlier
conditions developing.

Assessing efficiency is also about
making sure that services are keeping
pace with change and innovation and
have the right tools and support to do
the job required of them.

Clearly though the effectiveness of
programmes is key to their success
and services need to be able to
demonstrate that they are making

a positive difference to the health
and wellbeing of individuals and the
community as a whole. Measuring
effectiveness is not just about
producing rows of numbers and
percentages — whilst important these
are only one form of indicator of how
well things are going but have often
been used as the sole measure.
Showing that services are making

a real difference and assessing
effectiveness is a more qualitative
and, in truth, more difficult exercise.
This is particularly the case in the field
of public health where the benefits
of specific interventions may not be
realised for many years. Through

our evaluation we are working with
providers to ensure that services are
able to assess and report outcomes
in a meaningful way — enabling us to
shape services and use our resources
most effectively.

Services also need to be available
to everyone that would benefit
from them. Whilst public health
programmes are evidence based
people’s experiences of life are
very different across the population
which means that the way services
are delivered needs to reflect this.
What works in one area or with one
group may not be the best fit in
another. Barking and Dagenham is

Reframing health challenges:
Gaining new insight into how to scope and shape new service approaches

a very diverse borough with many
social and economic factors leading
to inequalities in wellbeing. Services
need to be relevant and fit in with the
way people live their lives, they also
need to provide an attractive offer to
differing groups and individuals, and
be accessible to all. Our evaluations
are showing that this is not always the
case and that whilst we are reaching
many people there is more we can do
to fully engage with all groups and all
communities.

In general, the evaluations completed
to date do show that the services
provided through use of the Grant are
valuable and do provide many people
with the impetus and tools to make
significant life changes.

However, we live in a dynamic and
continually evolving borough and
reviewing services to ensure we are
getting best value will often result in
challenges to the way we do things.
This is healthy — programmes should
be adaptive to the pace of change
and innovative in approach. The
evaluations have shown that there are
areas where we could make changes
to improve outcomes for people by
ensuring that the Grant is used to
deliver real outcomes and provide

a stronger focus on preventative
interventions and a more effective
reach into all areas of the borough
and all communities.

Evaluation outcomes

We are only part way through our
evaluation programme but as a
result we have already identified a
number of ways to help improve the
effectiveness and efficiency of some
of the services we commission and
fund, including: the NHS Health
Check programme; child and adult
weight management; smoking
cessation and prevention and
sexual health services. We have also

ended some programmes where the
evaluation has demonstrated that
there are more effective ways of using
the funding.

Conclusions

It is recognised that a comprehensive
strategy needs to include a
combination of population and
targeted individual preventive
approaches, but it should be noted
that, on average, individual-level
approaches were found to cost five
times more than interventions at
the population level®. In general,
evidence also shows that investing
in upstream population-based
prevention is more effective at
reducing health inequalities than
more downstream prevention. The
National Institute for Health and Care
Excellence in the United Kingdom
found that many public health
interventions were a lot more cost
effective than clinical interventions
(using cost per QALY), and many
were even cost-saving®.

Investment in prevention reduces
health costs and lowers welfare
benefits®!. Therefore, there may be
an opportunity that efficiencies can
be further increased by clustering a
variety of cost-effective approaches
in the design and delivery of
programmes in our new Community
Solutions service to enhance the
effectiveness and efficiency of overall
services. Investment in prevention
reduces health costs and lowers
welfare benefits. Therefore, there may
be an opportunity that efficiencies
can be further increased by clustering
a variety of cost-effective approaches
in the design and delivery of
programmes in our new Community
Solutions service to enhance the
effectiveness and efficiency of overall
services.

89 WHO (2011a).From burden to “best buys”: reducing the economic impact of non-communicable diseases in low- and middle-income countries.
Geneva: World Economic Forum (http://apps.who.int/medicinedocs/en/d/Js18804en/, accessed 2 September 2014).

90 Kelly MP (2012). Public health at National Institute for Health and Clinical Excellence (NICE) from 2012. Perspect Public Health. 132(3):111-113.

91 http://www.euro.who.int/__data/assets/pdf_file/0009/278073/Case-Investing-Public-Health.pdf
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Does the Barking Riverside NHS Healthy New Town
principles present wider opportunities to other
areas of the borough?

We are starting to see many
developments that will gain
momentum over the next year.
Further increases in the expected
growth of our borough, with 50,000
homes and 20,000 jobs being
introduced by 2042. The new Mayor
of London, Sadig Khan has included
Social Inclusion in his manifesto
pledge and the national landscape

in now one of moving towards Brexit,
alongside the continued wholesale
cuts in public services. However last
year we introduced London’s Healthy

New Town and describe the story of
its first year and the achievements
already made.

We are one of the higher achieving
Healthy New Towns of the three-year
NHS England programme. We are
delighted to have secured additional
funding for two years. However, one
year on, our population remains one
of poor health and social outcomes
and to change this will, as our
Borough Manifesto describes take
up to 15-20 years. Therefore, our

commitment to use the increasing
growth of the borough to benefit

the borough as a whole remains
steadfast. In Barking Riverside and
in the rest of Barking and Dagenham
we are putting some of the “building
blocks” for this in place and
supportive policies are emerging from
City Hall. | discuss therefore ways of
maximising the opportunities for our
residents, albeit in a very challenging
national and international context
building on the key messages from
my 2015-16 report see Box 1.
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Box 1: Key messages from the chapter on “Growing the Borough” in last year’s Annual Public Health Report
* Social inequalities drive health inequalities. Addressing the social determinants of health is not a new approach. It will have the greatest
impact on health inequalities in the longer term.

* Key approaches to addressing health inequalities in the long term include: a “Health in all Policies” approach, the use of health impact
assessments, putting resources into monitoring and evaluation and involving communities in decisions.

¢ Growth presents an opportunity for an area. However, there are also serious risks of widening social and health inequalities.

* We have much more evidence of how to improve health than how to reduce health inequalities. We want to rise to the challenge of how we
grow areas in ways that narrows rather than widen inequalities so that everyone benefits from growth.

Barking Riverside -
London’s Healthy New Town.

Barking Riverside sits in Thames
ward, one of the most deprived
wards in Barking with poor health
and social outcomes. Historically
Thames View and the early houses at
Barking Riverside comprise an area
that is quite geographically cut off.

Improving the connections such

as transport as well as social
infrastructure is critical to the new
development as the number of
homes on Barking Riverside expands
from 800 to 10,800 by 2030. Plans
for the area are being refreshed and
reviewed as the development of the
new over ground station at Barking
Riverside, on the Gospel Oak to
Barking rail link progresses.

In this first year, we have built on the
historic work of Barking Riverside

to bring all health-related activities
under one umbrella. We have made
a number of achievements as shown
in Box 2. Moving forward the growth
of Barking Riverside presents an
opportunity to build communities
and for economic, physical and
social regeneration of the area with
the associated benefits to health.
However, there is a risk that these
benefits are only reaped by a few.
We are determined that this won'’t
happen - but to achieve this is a
major challenge.

Box 2: The key achievements in our first year as a Healthy New Town
(HNT) include that we:

Developed 10 Healthy New Town Principles (see box 3) derived from a review of
evidence and good practice, which are central to the Section 106. This is being built into
other plans and is a fine example of a health in all policies approach and has been copied
by other HNTs.

Modelled our community-centered approach from the outset, commissioning
engagement activities to understand community perceptions and identify leaders, and
engaging actively with the Community Interest Company (CIC) (that will, as the population
grows, mean the community will manage the assets).

Ensured our work is evidence-based, with integral research and knowledge exchange,
including through an innovation summit bringing together researchers and practitioners
from across the UK.

Embedded health and care space requirements in Section 106 (S106) for a new facility
in 2020 on Barking Riverside. This is based on an innovative and integrated model linked
to the BHR Health and social Care System locality model, developed in partnership with
stakeholders. We have also facilitated engagement with the NHS and developers to
strengthen the interim offer for health and care for residents.

Undertook population projections based on leading-edge practice, with the involvement
of the GLA, Public Health England and others. This suggests the population is likely to be
particularly young with families and children.

Through our governance model, ensuring tight co-ordination and strong leadership from
the developers, council, Care City and other key factors.
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self-care and prevention of ill health.

quantity of fast-food outlets.

groups and children.

Box 3: 10 Healthy New Town Principles

1. Actively promoting and enabling community leadership and participation in planning, design and management of buildings, facilities and
the surrounding environment and infrastructure to improve health and reduce health inequalities.

2. Reducing health inequalities through addressing wider determinants of health such as the promotion of good quality local employment,
affordable house, environmental sustainability and education and skill development.

3. Providing convenient and equitable access to innovative models of local healthcare services and social infrastructure, with the promotion of

4. Providing convenient and equitable access to a range of interesting and stimulating open spaces and natural environments (“green” and
“blue” spaces) providing informal and formal recreation opportunities for all age groups.

Ensuring and development embodies the principles of lifetime neighbourhoods and promotes independent living.

Promoting access to fresh, healthy and locally-sourced food (for example, community gardens, local enterprise) and managing the type and

7. Encouraging active travel, ensuring cycling and walking are safer and more convenient alternatives to the car for journeys within and
outside the development, and providing interesting and stimulating cycle/footpaths.

8. Creating safe, convenient, accessible, well-designed built environment, and interesting public spaces and social infrastructure that
encourage community participation and social inclusion for all population groups including older people, vulnerable adults, low income

9. Embracing the Smart Cities by incorporating and future-proofing for new technology and innovation that improves health outcomes across
a range of areas, both at an individual level and also within the public realm.

10. Ensuring workplaces, schools, indoor and outdoor sports and leisure facilities, the public realm and open spaces are well designed in ways
which promote an active and healthy lifestyle, including regular physical activity, healthy diet and positive mental health.

As the homes develop on Barking
Riverside, the railway will be put in
and a district centre will emerge.
Imagine if the new Barking Riverside
was a destination for people to come
to from the area to take up jobs, to
play along the Thames and walk
through the blue and green spaces.
To connect easily across Barking
Riverside and the neighbouring areas
through cycle lanes, walk ways, good
public transport leading to a new
vibrant hub.

This is our vision for Barking
Riverside:

‘A place which is healthy for all
who live and work in and around
the area.’

Central to this ambition is that
Barking Riverside is a healthy

place for all, irrespective of

wealth, background and personal
characteristics and whether from new
or existing communities.

We have been on a journey
developing priority themes and
actions to turn our vision into reality.
In keeping with the conclusions from
my 2015-16 Annual Report (see Box
4) last year, certain elements are
central to our approach. The Healthy
New Towns are building a social,
economic and physical environment
to maximise the positive impact on

health and reduce health inequalities.

This is an excellent example of a

“health in all policies” approach and
addressing wider determinants that
impact on health inequalities in the
longer term. We have involved the
community in developing our vision,
priority themes and actions. Our
actions are based on best practice
and we are setting measures of
success to monitor our impact.
Central to the Healthy New Town
(HNT) programme is sharing and
replicating learning.

Barking Riverside

community throughout our work.

upskilling.

Riverside.

Box 4: Our approach to achieving inclusive and healthy growth in

¢ Put the community at the centre: 4 months of community engagement activities, with
more planned and engaging with the Community Interest Company.

Political leadership: advocacy by our local politicians.

Partnership: with the NHS, developers, council departments, academics and the

Evidence based: evidence reviews and collaboration with top academics.

¢ Embedding health in planning frameworks: within the Section 106 and sub framework
plans. This is a fine example of a “health in all policies” approach.

Proactive communications: with the public and professionals, for example New London
Architecture conference and the BOLD magazine and development of a sustainable
communication strategy, managed by residents and supporting knowledge sharing and

Monitoring and evaluation: developing a framework for learning what works in Barking
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Moving forward, building on our
achievements of the last year, our
overlapping priority themes are
shown in figure 1. Below are some
examples of our plans for taking them
forward.

A.Connected community:

The four-months community
engagement and liaison with the
Community Interest Company have
given us insights into what the
community wants to see which has
helped to inform our activities. They
have told us they would like: more
events and activities for all ages,

and a space for these to happen

- highlighting the local will for a

more connected community. They
would value better promotion and
communication: finding an innovative
way for local activities and events to
be promoted and communicated

to people in one central place or
through one clear channel. They also
suggested more local participation,
leadership and skill building and
introducing an improved mechanism
for local people to participate in
activities and be involved in running
and leading on initiatives in the area.
Some quotes are shown in Box 5

Reframing health challenges:
Gaining new insight into how to scope and shape new service approaches

Box 5: Quotes

“Through the process I learnt about
collaboration. Events like “Feel Good
Friday” should come up more often!”
(Sola - Fruit Stall from Ace Events)

“People want us to do more activities
like this, if we could let residents get
involved in an affordable way that
would encourage us to do it again.”
(Triangoals Unlocking Potentials)

In response to this we are working
with the community to develop
sustainable communication vehicles
that will be shaped and delivered
by the community. We will also
codevelop and test with Ebbsfleet
Healthy New Town a best practice
tool for supporting “inclusive
growth” - including engaging with
communities and community asset
management.

Figure 1: Priority Themes

Future

health and
care

D.
Healthy
mind and
body

C.
Sense of

B. Life Long Health:

Professor Nick Tyler, from University
College London, will work with the
community on topics relating to
access, mobility and design of the
built environment- for example access
to the river and enhancing older
people’s mobility.

C. Sense of Place:

Link with plans across the borough
for how we encourage use of our
open spaces - green spaces and
“blue” (water) spaces and maximise
the cultural opportunities.

D. Healthy Mind and Body:
SUSTRANS has started work to
develop engagement, education

and behaviour change interventions
that will focus on improving local

air quality and promoting active
travel. We are offering opportunities
to develop healthy eating and food
skills for example, healthy eating on a
budget and enterprise development.

E. Future Health and Care:

The NHS is developing increased
capacity in the GP surgeries
bordering on Barking Riverside. The
NHS financial envelope and capacity
planning does not allow for a new
facility on Barking Riverside until

BARKING
RIVERSIDE
HNT

A.
Connected
community

B.
Life Long
health

2020, when the population will have
increased. However, there is now a
pharmacy in Barking Riverside that
will offer a range of services and we
will work with the NHS to ensure
that health and care facilities are as
accessible as possible for Barking
Riverside residents.

For 2020, the NHS, planning team,
developers, public health and national
experts are working to develop a

truly integrated, innovative model of
care in the new district centre - in

line with, albeit even more ambitious
than the new care models for the
BHR Health and Social Care System.
We are embedding this in planning
frameworks for the development.

Moving forward there are key
important challenges. How can

we ensure that healthy policies are
embedded for the long term? How
can we ensure we have inclusive
growth, improving health inequalities
rather than health? How will we know
if we are successful? Lastly, if we
are successful — how can we scale
up the successes to the borough, to
London? In the context of this final
question, | will look back at the story
for the borough and for London over
the last year.
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Our growth agenda

We are the fastest growing borough
in London and one of the fastest
changing communities in the UK.
We are expecting a growth of
approximately 32,000 new homes
and the population will have
increased to 280,000 by 2030.
Beyond that year it will continue

Gaining new insight into how to scope and shape new service approaches
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Barking and Dagenham

to grow. The health and social
outcomes of the borough continue to
be a challenge. The key population
and demographic facts on page 4
shows key statistics that demonstrate
the challenges to be addressed
through our Borough Manifesto.

Last year we mentioned the Growth
Report - a prestigious commission

Together

oo
YOUR

il

that gave 109 recommendations

on how to ensure as a council, we
maximise the opportunities of Growth
in the borough. Since then we have
made some key achievements.

¢ The Borough Manifesto is likely to
describe our vision for 2037 and
cross cutting ways to support that
vision including strategic views on
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housing, education, employment,
green spaces and strengthening
communities.

The local plan has progressed and
we've undertaken a health impact
assessment of the local plan to
maximise the opportunities for
health. A characterisation study
commissioned to fully understand
the complex nature of the borough
has given a wealth of information.

The 10 HNT principles are
embedded in the local plan -

for all to follow. The Health and
Wellbeing Board and Corporate
Strategy Group have committed to
ensuring the 10 HNT principles are
embedded in future developments
-the start of our journey to

ensure that the learning from
Barking Riverside is replicated
elsewhere. The council is moving
to a “New kind of council” with a
commissioning core and innovative
new agencies such as “Be First”

Gaining new insight into how to scope and shape new service approaches

that will deliver regeneration and
inclusive growth for the borough

e Our best practice examples and
ambition for the borough are being
shared e.g. at the New London
Architecture conference - Barking
and Dagenham on Location.

We have firm plans for a film studio in
the borough and Coventry University
is opening a new site at Dagenham
Civic Centre, further developing skills
and education. Utilisation of green
spaces across the borough remains a
challenge. There are examples, such
as the pilot of a healthy lifestyle hub
at Mayesbrook park

Our Borough Manifesto puts the
community at the heart of Barking
and Dagenham’s core activities and
is central to our approach. Some
examples of our approaches and
actions moving forward are:

A new kind of council - a shift in
council focus/delivery: Be First — to

deliver regeneration and inclusive
growth. Community solutions -

to work with some of the most
vulnerable in our community.
Responding to public safety
concerns and understanding the
needs of specific communities e.g.
through a population community
needs assessment of the LGBTQ+
community locally. We are working
with the Participatory City Foundation
to develop Everyone Every Day- a
five-year programme to engage our
communities - potentially with a hub
on Riverside. Key strategies are being
developed - arts and culture, open
spaces.

A key theme throughout and a
“raison d’etre” for the Healthy New
Town is about shared learning,
therefore we will move from local
-Barking Riverside and surrounding
areas - to Barking and Dagenham
borough - to London on our journey.
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A Healthy London For All
Context

Sadiqg Khan came into post (May
2016) with a number of election
promises. Improving public health
and health inequalities are key to his
manifesto commitments. His vision
is for a London where “no one is

left behind” mirrors our Borough
Manifesto and for:

“A healthier, fairer city for all
Londoners, where nobody’s health
suffers because of who they are

or where they live” (City for All
Londoner’s, 2016)

In his first year some of his key
successes impacting upon health
are — a consultation on air quality,
freezing of Transport for London fares
and opening a night tube. He has
published a “City for All Londoners”
that outlines his intentions across

all the mayoral strategic areas
including: growth, housing, economy,
environment/transport and public
space and community cohesion. He
recognises in this the importance

of wider determinants in improving
health. The document is a precursor
to the Mayoral strategies.

The City for All Londoners proposes
key priorities — impacting on health.
These include improving air quality
e.g. through Ultra Low Emission
Zone, Healthy Streets — encouraging
people in active travel through
changes to the environment and

a commitment to a goal of 50%

affordable housing. A refresh of all
the statutory strategies is planned,
mostly within this year - this will
include the Health Inequalities
Strategy in 2017.

The refresh of the statutory strategies-
gives a perfect example of the Health
In all Policies, or preferably Health
Equity in All Policies approach.
Monitoring the impact of Healthy
New Town or the subsequent growth
areas would be key.

Conclusions

The story above has three layers.
London, our borough and Barking
Riverside HNT. At each layer there
are common challenges - how do we
make this sustainable? How do we
address inequalities in health rather
than just improve the average health
of the population - with winners and
losers? How do we strengthen the
evidence base and evaluate what
we have achieved to be assured of
impact? In Box 6 below | propose a
few key elements that | think would
be common to all approaches.

The synergies in vision and
approaches offered by London’s
Healthy New Town (Barking
Riverside), London’s Growth
Opportunity (Barking and Dagenham)
and the Mayor of London provide a
unique opportunity to further tackle
the “wicked issue” of ensuring growth
benefits the many and not the few

in our borough. This is exciting and
timing is crucial.

¢ Visions: “No one left behind”

central to all levels of planning.

Central to all levels

between levels —essential.

achieving.

Box 6: Commonalities of Vision and Approaches between London,
the borough and Barking Riverside HNT

* Strong political leadership: Commonality of vision.
¢ Addressing wider determinants of health/Health Equity in All Policies — Agreed and is

* Engaging the community and involving in the decision making, planning, delivery. -

¢ Using best practice and sharing our learning and replicating our actions: London: Healthy
High Streets; Barking Riverside: Healthy New Town network. Replication/shared learning

¢ Monitoring and evaluation of our impact. London, Borough, Barking Riverside. Outcome
measures. E.g. Healthy Life Expectancy. Essential to be able to demonstrate that we are

Reframing health challenges:
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To seize this opportunity there are

a few key things we must do over
the following year. The first is to
ensure that the learning from what
works and what doesn’t work in the
Barking Riverside Healthy New Town
is digested and applied for other
growth areas in the borough. We
should replicate, with appropriate
adaptations, what is of benefit and
find new solutions to issues that we
have not succeeded in overcoming.
Much of the activities of the HNT

are being achieved through the
additional focus of partners and
through working with the community.
The additional budget is very modest
and, arguably not the greatest driver
for our achievements.

The second is to put in place
mechanisms that will ensure the
longevity of our achievements. No
doubt much of this is out of our control
with uncertain changes in the national
and international context. However,
as at London level, embedding the
Health Equity in All Policies approach
our Barking and Dagenham strategies
can be powerful. A key example is the
Local Plan.

Finally, our biggest challenge is to
ensure that our policies narrow rather
than widen the gap in inequalities.
We will hold our own workshop

and develop a tool and collaborate
actively with emerging knowledge
leaders to take steps towards
developing approaches to “inclusive
growth” over the year.
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Website: www.lbbd.gov.uk

We have tried to make sure that this information is correct at the time of going to print. However, information may
change from time to time.

If you copy any part of this report, please credit ‘LBBD Director of Public Health Annual Report 2016/2017°.
You must not copy photographs without our permission.

© 2017 London Borough of Barking and Dagenham.
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Appendix A: Indicators for HWBB - 2017/18 - Q1+2

Data unavailable due to reporting frequency or the performance indicator being new for the period
Data unavailable as not yet due to be released
Data missing and requires updating
Provisional figure

DoT The direction of travel, which has been colour coded to show whether performance has improved or worsened
NC No colour applicable
PHOF Public Health
ASCOF Outcomes
HWBB OF Framework
BCF Adult Social
SRG Care
Note: benchmarking data uses the same time period as the most recent data point for Barking and Dagenham except where otherwise indicated
BENCHMARKING
. 2016/17 2017/18 RAG England London
Title 2014/15 2015/16 il Q2 Q3 Q4 2016/17 il Q2 Q3 Q4 DoT Target Rating Cerean Cerean HWBB No. Reported to
1 - Children
Percentage uptake of measles, mumps and rubella 82.7% 82.4% 80.5% 82.5% 79.9% 79.7% 81.9% 78.6% N 90.0% 87.6% 76.2% 1 PHOF
(MMR2) immunisation at 5 years old
Prevalence of children in Year 6 that are obese or 41.2% 43.4% Ao London 34.2% 38.1% R PHOF
overweight e e = % average e e
Based on child's local authority of residence. Benchmarking figures are for 2015/16. Final 2016/17 data will be published on 19 October and presented to the HWBB in January 2018. Provisional data is based on Barking and Dagenham schools rather than child's residence.
The number of children who tum 15 months old in the 63.9% 57.7% 60.3% 62.7% 61.2% 68.4% 2 75.0% A 82.7% 64.0% 3 HWBB OF
reporting quarter who receive a 12-month review
Benchmarking data is for quarter 4 2016/17.
Number of chﬂdrgn and young people accessing Tier 1217 1114 530 595 565 590 2 N/A NC 4 HWEB OF
3/4 CAMHS services
Year end figure is the number of unique people accessing CAMHS over the course of the year.
S - -
({;LC::(I)(Ked after children with a completed health 91.8% 94.2% 80.1% 76.2% 77.3% 90.9% 90.9% 78.7% N 92.0% - 88.0% 90.0% 5 HWBB OF
2 - Adolescence
Under 18 conception rate (per 1,000 population aged 346 34.1 394 . London 200 208 6 PHOE
15-17 years) average
Data is a rolling three-year average, with the data presented representing the last quarter of the three-year period, i.e. quarter 4 will represent the time period 2013/14 quarter 1 to 2015/16 quarter 4.
?;;_')eavers in education, employment or training 50.2% 50.0% 50.8% 52.3% 55.1% 55.1% 53.1% N 57.0% A 49% 54% 7 HWBB OF
Benchmarking data relates to 2015/16 and relates to those aged 19-21 only.
3 - Adults
Number of four week smoking quitters 635 551 191 163 178 256 789 210 N 1000 [ 8 HWBB OF
Cervical screening - coverage of women aged 25 -64
& g g 70.1% 67.9% N London A 72.7% 66.7% 9 PHOF
years average
Percentage of eligible women screened adequately within the previous 3.5 (25-49 year olds) or 5.5 (50-64 year olds) years on 31st March. 2016/17 data due to be published November 2017.
Percentage of eligible population that received a 16.30% 11.83% 2.69% 2.82% 2.66% 2.83% 11.00% 2.60% N 15.0% 9.0% 10.7% 10 PHOF
health check in last five years e i v Leto -ov7e 097 Rl -oU% 0% .0% 7%
Benchmarking data relates to 2015/16; B&D figure for 2015/16 has subsequently been revised. Please note that annual figures, and London and England figures, are a cumulative figure accounting for all four previous quarters. Please note base eligible population changed from 2014/15 and 2015/16.
4 - Older Adults
Breast screening - coverage of women aged 53-70
g 9 9 64.4% 66.5% A London A 75.5% 69.2% 11 PHOF
years average
Percentage of women whose last test was less than three years ago. 2016/17 data due to be released February 2018.
Bowel screening - coverage of people aged 60-74
years 39.7% 41.1% 40.3% 40.4% 39.3% N 60.0% 57.9% 48.8% 12 PHOF
2016/17 data due to be released February 2018.
Number of long term needs met by admission to a 905.9 910.0 223.7 437.2 615.2 737.2 737.2 147.9 2 864.9 628.2 516.5 13 BCF/ASCOF
residential or nursing care home
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Appendix A: Indicators for HWBB - 2017/18 - Q1+2

Data unavailable due to reporting frequency or the performance indicator being new for the period
Data unavailable as not yet due to be released

Data missing and requires updating

Provisional figure

DoT The direction of travel, which has been colour coded to show whether performance has improved or worsened
NC No colour applicable
PHOF Public Health
ASCOF Outcomes
HWBB OF Framework

BCF Adult Social

SRG Care
Note: benchmarking data uses the same time period as the most recent data point for Barking and Dagenham except where otherwise indicated

BENCHMARKING
. 2016/17 2017/18 RAG England London

Title 2014/15 2015/16 il Q2 Q3 Q4 2016/17 il Q2 Q3 Q4 DoT Target Rating o s HWBB No. Reported to
Rates are cumulative throughout the year. Benchmarking data relates to 2015/16. Additional benchmark: ASCOF Group - 600.1.
5 - Across the Lifecourse
Percentage of people using social care who receive 61.2% 62.6% 57.0% 56.0% 59.0% 60.9% 60.9% 57.0% N 60.0% A 14 ASCOF
services through direct payments en 2% e e e e e e s
Delayed transfers of care 135.2 2063 | 1850 | 2161 217.7 204.3 205.8 1175 N 4093 [N 409.3 N/A 15 ASCOF
Average number of delayed days during the period for NHS organisations and social care (acute or non-acute), per 100,000 population aged 18+.
ASE attendances < 4 hours from arrival to admission, 85.3% 87.8% 81.8% 89.1% 87.1% 84.5% 85.6% 85.5% 90.0% A 90.3% 16 SRG
transfer or discharge (type all) o e e e e 70 070 o7 A 0% 3%
Please note this figure is for BHRUT. Note: Q1 2015/16 figure based on weekly figures and hence reflects period 30 March-28 June. 2015/16 data therefore reflects 30 March-28 June, 1 July-31 March.
Emergency admissions aged 65 and over per London
100,000 population 28,949 N/A average A 27,342 17 NHSOF
2016/17 is time period March 2016 - February 2017.
The number of leisure centre visits 1,282,430 1,453,925 383,895 371,040 340,089 371,722 1,466,746 374,796 A 754,936 A 18 Leisure
Target is a 6 month target.
The percentage of children and adults referred to
healthy lifestyle programmes that complete the 39.1% 43.1% 42.4% 45.5% 42.4% A 50.0% A 19 Leisure

programme.
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Percentage uptake of measles, mumps and rubella . .
Back to summary page g P i . . ’ P Health and Wellbeing Board Indicators Q1 2017/18
(MMR2) immunisation at 5 years old
N t Total number of children who received two doses of MMR on or after their first ) ) ) )
Definition umerator |, 4ay and at any time up to their fifth birthday. How this indicator [|A! children for whom the PCT is responsible who received two doses of MMR
- Towml or of ohild ; T Brthday Talls Wit he T v K on or after their first birthday and at any time up to their fifth birthday as a|
Denominator |Total number of children whose fifth birthday falls within the time period. works percentage of all children whose fifth birthday falls within the time period.
Source COVER data collected by PHE
. . MMR is the combined vaccine that protects against measles, mumps and
Why is this rubella. Measles, mumps and rubella are highly infectious, common conditions|
What does good i . . . . . oo : ; g . .
oo For the percentage of children vaccinated to be as high as possible. indicator that can have serious complications, including meningitis, swelling of the brain
performance look like? important? (encephalitis) and deafness. They can also lead to complications in pregnancy|
that affect the unborn baby and can lead to miscarriage.
Q1 Q2 Q3 Q4
2017/18, 78.6%
Quarterly data 2016/17 80.5% 82.5% 79.9% 79.7%
2015/16 81.0% 81.2% 80.3% 78.6%
2017/18 2016/17 e====2015/16
84%
82%
80%
78%
76%
Q1 Q2 Q3 Q4

Performance overview

Actions to sustain or improve performance

Benchmarking

Barking and Dagenham's performance continues to be significantly lower
than both the national average and the target set for this indicator;
performance is, however, higher than the London average.

Work is being done to ensure Barking and Dagenham GP Practices have
access to IT support for generating immunisation reports. Children who
persistently miss immunisation appointments will be followed up to ensure they
are up to date with immunisations. Practice visits are being carried out to allow
work with poor performing practices in troubleshooting the barriers to
increasing uptake.

The London average for uptake of two doses of MMR at age five|
is 76.2%, lower than the Barking and Dagenham figure.

The national average is 87.6%.

Responsible Director

Matthew Cole
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Prevalence of children in Year 6 that are obese or

Health and Wellbeing Board Indicators

2016/17

Barking and Dagenham has had sustained poor performance on this
indicator, having a higher prevalence of year 6 children with excess weight
than seen nationally and regionally. In fact, in 2015/16, Barking and
Dagenham was the worst performing local authority in the country.

place that aim to improve obesity-related outcomes, either by increasing levels
of physical activity or through improved diet.
One such example is the healthy lifestyles referral indicator

London: 38.1%
England: 34.2%

overweight
Number of children in Year 6 classified as overweight or obese in the academic|
N t year. Children are classified as overweight (including obese) if their BMI is on
AL eIy or above the 85th centile of the British 1990 growth reference (UK90) according
Definition to age and sex. How this indicator |Children in Year & (aged 10-11 years) classifed as overweight or obese in the
- - - - National Child Measurement Programme (NCMP) attending participating state
Number of children in Year 6 (aged 10-11 years) measured in the Nationallworks maintained schools in England as a proportion of all children measured
Denominator |Child Measurement Programme (NCMP) attending participating state 9 prop ’
maintained schools in England.
Source National Child Measurement Programme.
There is concern about the rise of childhood obesity and the implications off
Why is this such obesity persisting into adulthood. The risk of obesity in adulthood and risk
What does good For the proportion of children who are overweight or obese to be as low as indicator of future obesity-related ill health are greater as children get older. Studies
performance look like? possible. ) tracking child obesity into adulthood have found that the probability off
important? overweight and obese children becoming overweight or obese adults increases|
with age.
2006/07 2007/08 2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 2016/17
ulAnnual data Barking and Dagenham] 36.4% 40.3% 40.3% 39.4% 41.3% 42.3% 40.1% 42.4% 41.2% 43.4% 44.3%
Q London 36.3% 36.0% 36.9% 37.1% 37.5% 37.4% 37.6% 37.2% 38.1%
L% England] 31.7% 32.6% 32.6% 33.4% 33.4% 33.9% 33.3% 33.5% 33.2% 34.2%
o
~ Barking and Dagenham London  e==England
50%
40%
30%
20%
10%
0%
2006/07 2007/08 2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 2016/17
Performance overview Actions to sustain or improve performance Benchmarking
It should be noted that the figure for 2016/17 is a provisional figure and is
liable to change slightly upon final release. The 2016/17 provisional figure is
also based upon Barking and Dagenham schools, whereas the indicator is|As this is such a high level indicator it is not possible to show actions that
based upon Barking and Dagenham residents. directly impact on this indicator; however, a number of interventions are in|2015/16:
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% looked after children with a completed health check

Health and Wellbeing Board Indicators Q1 2017/18

How this indicator
works

Numerator Number of looked after children who had their annual health assessment.
Definition -
. Number of children looked after at 31 March who had been looked after for at least 12
Denominator | .
Source Department for Education

This indicator records whether the child received their annual health assessment|
from a doctor or other suitably qualified professional during the year ending 31
March. Health Assessments must be carried out twice a year for those under 5|
years of age. Both these assessments must be carried out in order for the
Annual Assessment requirement to be satisfied for under 5s.

The local authority, through its Corporate Parenting responsibilities, has a duty to|

QG abed

Why is this promote the welfare of Looked After Children, including those who are Eligible
What does good For the percentage to be as high as possible indicator and those children placed in adoptive placements. This includes promoting the
performance look like? p 9 9 P ’ . child’s physical, emotional and mental health; every Looked After Child needs to
important? have a health assessment so that a health plan can be developed to reflect the
child’s health needs and be included as part of the child’s overall Care Plan.
Q1 Q2 Q3 Q4
2017/18 78.7%
Monthly data 2016/17 80.1% 76.2% 77.3% 90.9%
2015/16 82.0% 72.0% 73.8% 94.2%
2017/18 2016/17 e 2015/16 Target
100%
80%
60%
40%
20%
0%
Q1 Q2 Q3 Q4

Performance overview

Actions to sustain or improve performance

Benchmarking

Performance has decreased from 90.9% (260/286) at year end 16/17 to 78.7%
(225/286) in Q1 17/18. A total of 61 health checks were out of timescale.

A review of LAC medicals out of time is routinely undertaken and fluctuations in
performance are due to:

Changes and increases in the looked after children numbers placing pressure on
social care and health agencies; the relevant paperwork is usually sent to health
at least two months before the due date and health agencies carry out the
medical and quality assure each medical; there is sometimes a delay in Health
completing the medicals and returning the forms to social care; also, contributing
to delay is the fact that social workers are not completing the required forms in a
timely fashion to pass to Health, despite Health Business Support Officer
chasing them regularly. Performance on health and health checks are included
in performance dashboards for each team across social care and this
performance area is receiving close monitoring to prevent a decline throughout
the year.

Quarter 1 2017/18:
London - 90.0%
England — 88.0%

Responsible Director

Ann Graham
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Under 18 conception rate (per 1,000 population aged

15-17 years)

Health and Wellbeing Board Indicators

Q1 2017/18

Number of pregnancies that occur to women aged under 18, that result in

. egs Numerator either one or more live or still births or a legal abortion under the Abortion Act|
Definition 1967.
Denominator |Number of women aged 15-17 living in the area.
Source Office for National Statistics

How this indicator
works

Only about 5% of under 18 conceptions are to girls aged 14 or under and to
include younger age groups in the base population would produce misleading
results. The 15-17 age group is effectively treated as population at risk.

Research evidence, particularly from longitudinal studies, shows that teenage

6G obed

Why is this pregnancy is associated with poorer outcomes for both young parents and their|
What does good For the rate of teenaae concentions to be as low as possible indicat children. Teenage mothers are less likely to finish their education, are more
performance look like? 9 P P ’ !n (e el likely to bring up their child alone and in poverty and have a higher risk of poor|
important? mental health than older mothers. Infant mortality rates for babies born to
teenage mothers are around 60% higher than for babies born to older mothers.
Q1 Q2 Q3 Q4
2016/17| 324
Quarterly data 2015/16 34.6 34.5 34.4 34.1
2014/15 37.9 36.0 35.4 34.6
2016/17 2015/16 =—=2014/15
40.0
38.0
36.0
34.0
32.0
30.0
28.0
Q1 Q2 Q3 Q4

Performance overview

Actions to sustain or improve performance

Benchmarking

The overall trend for teenage conceptions in Barking and Dagenham
continues to be downward, with the 3-year rolling average falling
consistently over the last six years (from 53.8 per 1,000 females aged 15-17
years in 2009/10 Q4, to 32.4 in 2016/17 Q1); however, this rate leaves
Barking and Dagenham continuing to have one of the highest rates of
teenage conceptions in London, where the average rate was 18.0 for
2016/17 Q1.

Several programmes are being undertaken to reduce the teenage pregnancy
rate in the borough, such as the C-Card distribution scheme, which supplies
teenagers with condoms. This scheme has seen improved performance and is
now reaching higher numbers of teenagers.

2016/17 Q1:
London: 20.0
England: 20.8

Responsible Director Matthew Cole
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Number of smoking quitters aged 16 and over
through cessation service

Health and Wellbeing Board Indicators July 2017/18

09 abed

Numerator The number of people aged 16 years and over who have quit smoking at the A client is counted as a carbon monoxide (CO)-verified four-week quitter where
Definition four week follow-up check through smoking cessation services. How this indicator |they meet the following criteria: 'A treated smoker who reports not smoking for|
Denominator |N/A works at least days 15-28 of a quit attempt and whose CO reading is assessed 28
Source QuitManager days from their quit date (-3 or +14 days) and is less than 10 ppm.'
Why is this
What does good . . ) . y : . .
. For the number of smoking quitters to be higher than the target. indicator For the number of smoking quitters to be higher than the target.
performance look like? .
important?
Indicator April May June July August | September| October | November | December | January February March
2017/18 58 143 210 263
Monthly data Year-to-date target 83 167 250 333 417 500 583 667 750 833 917 1,000
2016/17 81 145 191 239 296 355 420 495 533 611 695 790
2016/17 Year-to-date target 2017/18
1,000
800
600
400
200
0
April May June July August September October November December January February March

Performance overview

Actions to sustain or improve performance

Benchmarking

Between April 2016 and March 2017 there were 2,313 self-

From April to July 2017/18 there were 263 quitters and 511 setting a quit
date. This means that we are 70 quits behind the year to date target, though
slightly above performance for 16/17 in the same period.

The Quarter 1 league table has been sent out to all practices, showing their
comparative activity. Progress on activity is being shared at the practice
network meetings and with the CCG. Practice visits continue in order to
address performance in smoking and all the Public Health contracts. Practices
have been encouraged to book onto the stop smoking training taking place in
September.

reported quitters (where this was confirmed with carbon monoxide
validation) per 100,000 smokers in Barking and Dagenham.

Equivalent figures for the following boroughs within the North East
London region were: Redbridge (1,256), Havering (23), Newham
(495), Hackney (3,463), Waltham Forest (966) and Tower|
Hamlets (2,523).

Responsible Director

Matthew Cole
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Percentage of eligible population that received a . .
Back to summary page g gheaItF;\ (E)hECk Health and Wellbeing Board Indicators Q1 2017/18
N Number of people aged 40-74 eligible for an NHS Health Check who received
umerator an NHS Health Check. Everyone between the ages of 40 and 74, who has not already been diagnosed
Definition — - - How this indicator |with one of these conditions, will be invited (once every five years) to have a
Denominator g‘:gg)zer of people aged 40-74 eligible for an NHS Health Check in the five yearf s oo check to assess, raise awareness and support them to manage their risk of]
: cardiovascular disease.
Source Public Health England
Why is this The NHS Health Check programme aims to help prevent heart disease, stroke,
What does good For the proportion of the eligible population in receipt of an NHS Health Check]. dicat diabetes and kidney disease. A high take up of NHS Health Check is important|
performance look like? to be as high as possiible. !n IC?tOI’t? to identify early signs of poor health leading to opportunities for early
important? interventions.
Q1 Q2 Q3 Q4
2017/18 2.6%
Quarterly data 2016/17 2.7% 2.6% 2.7% 2.8%
2015/16 2.6% 2.9% 3.2% 3.2%
2017/18 2016/17 ==—=2015/16
4%
3%
2%
1%
0%
Q1 Q2 Q3 Q4

Performance overview

Actions to sustain or improve performance

Benchmarking

Barking and Dagenham's performance is below the target figure of 3.75%
coverage per quarter, but significantly higher than both the national and
regional averages.

Underperformance is being addressed through targeted practice visits and
communication at GP network meetings, supported by the CCG. Work is
ongoing through the partnership steering group to improve the process and
pathway for the patient and to ensure that eligible patients are offered a check
and take it up. There is also an ongoing process to employ a specialist
practitioner who will support underperforming practices and help reduce
variability in activity across the Borough.

2017/18 Q1:
London: 2.2%
England: 1.9%

Responsible Director Matthew Cole
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Bowel screening - coverage of people aged 60-74

years

Health and Wellbeing Board Indicators

2015/16

Number of people aged 60—74 resident in the area (determined by postcode of]

S Numerator residence) with a screening test result recorded in the previous 2%: years. T People are excluded from the eligible population if they have no functioning
Definition s . — How this indicator ; . . e
ST Number of people aged 60-74 resident in the area who are eligible for bowel K colon (e.g. following bowel surgery) or if they make an informed decision to opt
screening at a given point in time. works out of the programme.
Source HSCIC

About one in 20 people in the UK will develop bowel cancer during their]

2014/15

Why is this lifetime. It is the third most common cancer in the UK, and the second leading
What does good i : . i ; )
o For the percentage coverage to be as high as possible. indicator cause of cancer deaths, with over 16,000 people dying from it each year.
performance look like? important? Regular bowel cancer screening has been shown to reduce the risk of dying
from bowel cancer by 16%.
2014/15 2015/16 2016/17
Barking and Dagenham| 39.7% 41.1%
Annual data London| 47.8% 48.8%
England 57.1% 57.9%
o Barking and Dagenham London  e==England
S| 60%
M| 55%
O 50%
N 459%
40%
35%
30%

2015/16

2016/17

Performance overview

Actions to sustain or improve performance

Benchmarking

Barking and Dagenham continues to perform significantly worse than the
national and regional averages, as well as being considerably below the
60% performance threshold, with only 41.1% of the eligible population
having been screened in the last complete year.

Provisional data for 2016/17 shows that this trend is due to continue, with
performance remaining around 40%.

The bowel scope sreening roll out in Barking and Dagenham will commence its
first list in April 18 (switch on February 2018).

When the project is live in April 2018, it indicates that screening will have
commenced within the CCG but may not yet be rolled out to all GP Practices.

2015/16:
London: 48.8%
England: 57.9%

Responsible Director

Matthew Cole




Appendix C - CQC inspections - 2017/18 Q1+2

Name Euetr))l?cr;tion date Link to inspection report Overall rating Service types

John Smith Medical Centre 05/04/2017 | http://www.cqc.org.uk/location/1-626549300  |[€fefels} Doctors/GPs

Dr VK Chawla's Practice 09/04/2017 | http://www.cqc.org.uk/location/1-523702115  [(€]efe]s] Doctors/GPs

Dr N Niranjan's Practice 12/04/2017 | http://www.cqgc.org.uk/location/1-528613695  JREEIIESNMJeVENERIN Doctors/GPs
Bennetts Castle Care Centre 18/04/2017 | http://www.cgc.org.uk/location/1-117294310  |(€fele]e) Nursing homes

Dr Asma Moghal 20/04/2017 | http://www.cgc.org.uk/location/1-487154104  [(€]e]els] Doctors/GPs

Dr Teotia and partners 20/04/2017 | http://www.cgc.org.uk/location/1-548317352  [(€]e]els] Doctors/GPs

Dr Mohammed Fateh 24/04/2017 | http://www.cqc.org.uk/location/1-502048993  [[€lefels} Doctors/GPs

Dr Goyal & Associates 25/04/2017 | http://www.cgc.org.uk/location/1-537602333  [(€]e]els] Doctors/GPs

Dr P and S Poologanathan 25/04/2017 | http://www.cgc.org.uk/location/1-542271050  [(€]e]els} Doctors/GPs

Broad Street Medical Practice 27/04/2017 | http://www.cgc.org.uk/location/1-1870662386  [(€]e]els] Doctors/GPs
Carewatch (Redbridge) 05/05/2017 | http://www.cqc.org.uk/location/1-2904463043  [(€fele]s] Homecare agencies
Chenai Holistic Home Care Agency Ltd 10/05/2017 [http://www.cgc.org.uk/location/1-3110022187  [(€]e]els| Homecare agencies
Dr Yousef Rashid 11/05/2017 | http://www.cqgc.org.uk/location/1-494257660  JREEIIESNMTJVENERIN Doctors/GPs

Dr BK Jaiswal's Practice 15/05/2017 | http://www.cgc.org.uk/location/1-582326413  |[€fele]e) Doctors/GPs

Five EIms Medical Practice 24/05/2017 | http://www.cgc.org.uk/location/1-2871346124 [(FELNIES ]l e)=Iylhi8 Doctors/GPs
Ba@king Enterprise Centre (Reline Care Ltd.) 24/05/2017 | http://www.cqgc.org.uk/location/1-777256040 Homecare agencies
I8t Lodge 24/05/2017 [http://www.cqc.org.uk/location/1-127130055 Residential homes
S&hara Parkside 09/06/2017 | http://www.cqc.org.uk/location/1-164893164  [RECFIEENJ{O Iyl Residential homes
G#2hard Dental Practice 22/06/2017 [http://www.cqc.org.uk/location/1-2089619320 Dentist

Hanbury Court Care Home 27/06/2017 | http://www.cgc.org.uk/location/1-119099319  JREIVIEER il ()=l Nursing homes
Dagenham Dental 06/07/2017 | http://www.cqc.org.uk/location/1-3017689837 Dentist

Dr UA Afser & Dr A Arif 's Practice 09/07/2017 | http://www.cqc.org.uk/location/1-543545531  IRELEIER il EN# Doctors/GPs

Fred Tibble Court 10/07/2017 | http://www.cgc.org.uk/location/1-189037049  JREGIIESNMTJEVENERIN Homecare agencies
Dr KM Al-Kaisy Practice 11/07/2017 [http://www.cgc.org.uk/location/1-529661202  JREGIIEER Il (el =nElis Doctors/GPs

King Edwards Medical Centre 19/07/2017 | http://www.cgc.org.uk/location/1-583969135 Doctors/GPs

Colin Pond Court 20/07/2017 | http://www.cqgc.org.uk/location/1-1698526298 Supported housing
St Albans Surgery 26/07/2017 | http://www.cgc.org.uk/location/1-3234326755 Doctors/GPs

Tulasi Medical Centre 26/07/2017 | http://www.cgc.org.uk/location/1-3230013585 Doctors/GPs
Barking (Metropolitan Care Services Ltd.) 26/07/2017 | http://www.cgc.org.uk/location/1-2869391206 Homecare agencies
Neeta Care Services 27/07/2017 | http://www.cgc.org.uk/location/1-2311304997 Homecare agencies
Outlook Care - Maplestead Road 28/07/2017 | http://www.cgc.org.uk/location/1-124583683 Residential homes
Lynwood 31/07/2017 | http://www.cqc.org.uk/location/1-114143405 Homecare agencies
Essex Family Dental Care 03/08/2017 | http://www.cqc.org.uk/location/1-3577651236 Dentist

Valence Medical Centre 07/08/2017 | http://www.cqc.org.uk/location/1-584952137 Doctors/GPs

Dr Hamilton-Smith And Partners 09/08/2017 | http://www.cqc.org.uk/location/1-609934909 Doctors/GPs

Castle Dental Practice 10/08/2017 | http://www.cgc.org.uk/location/1-196379998 Dentist

Heathway Medical Centre 29/08/2017 | http://www.cgc.org.uk/location/1-2687718289  [(€]efels} Doctors/GPs

Dr Padma Prasad 07/09/2017 | http://www.cqc.org.uk/location/1-499441696  [(€]ele]s] Doctors/GPs
Whalebone Lane Dental Clinic 07/09/2017|http://www.cqc.org.uk/location/1-197288246 Dentist

Dr Aarron Patel 17/09/2017 |http://www.cgc.org.uk/location/1-516078976  [(€]e]els) Doctors/GPs
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http://www.cqc.org.uk/location/1-2871346124
http://www.cqc.org.uk/location/1-777256040
http://www.cqc.org.uk/location/1-127130055
http://www.cqc.org.uk/location/1-164893164
http://www.cqc.org.uk/location/1-2089619320
http://www.cqc.org.uk/location/1-119099319
http://www.cqc.org.uk/location/1-3017689837
http://www.cqc.org.uk/location/1-543545531
http://www.cqc.org.uk/location/1-189037049
http://www.cqc.org.uk/location/1-529661202
http://www.cqc.org.uk/location/1-583969135
http://www.cqc.org.uk/location/1-1698526298
http://www.cqc.org.uk/location/1-3234326755
http://www.cqc.org.uk/location/1-3230013585
http://www.cqc.org.uk/location/1-2869391206
http://www.cqc.org.uk/location/1-2311304997
http://www.cqc.org.uk/location/1-124583683
http://www.cqc.org.uk/location/1-114143405
http://www.cqc.org.uk/location/1-3577651236
http://www.cqc.org.uk/location/1-584952137
http://www.cqc.org.uk/location/1-609934909
http://www.cqc.org.uk/location/1-196379998
http://www.cqc.org.uk/location/1-2687718289
http://www.cqc.org.uk/location/1-499441696
http://www.cqc.org.uk/location/1-197288246
http://www.cqc.org.uk/location/1-516078976
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Appendix 1: Revised DToC trajectory submitted to NHS England: 2017-18 plans

per 100,000 pop aged 18+)

Attribution Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18
Responsibility of the NHS, 216.5 216.5 209.4 208.2 207.3 215.2 215.2 195.4 215.2
of which:

B&D CCG 183.4 183.4 177.4 175.1 175.3 182.1 182.1 166.0 182.1

Havering CCG 25.2 25.2 24.4 25.2 24.4 25.2 25.2 23.0 25.2

Redbridge CCG 7.8 7.8 7.6 7.8 7.6 7.8 7.8 6.4 7.8
Responsibility of Social Care 39.9 39.9 38.9 39.9 39.0 39.9 39.9 35.0 39.9
oS cecialiears 31.0 31.0 30.0 31.0 30.0 31.0 31.0 28.0 31.0
Responsiblity
Total 287.4 287.4 278.3 279.1 276.3 286.1 286.1 258.4 286.1
Population projection
(SNPP 2014) 147,708 147,708 147,708 147,708 147,708 147,708 150,243 150,243 150,243
DToC (delayed days from hospital

(delay Y s 194.5 194.5 188.4 188.9 187.1 193.7 190.4 172.0 190.4
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NHS England
Skipton House
80 London Road
London
SE16LH

27 October 2017

To: (by email)

Cllr Maureen Worby Chair, Barking and Dagenham Health and Wellbeing Board

Chris Naylor Chief Executive, London Borough of Barking and Dagenham

Conor Burke Chief Officer, NHS Barking and Dagenham, Havering and
Redbridge CCGs

Gina Shakespeare Director, Delivery and Performance (Interim), NHS Barking
and Dagenham CCG

Tom Travers Chief Financial Officer, NHS Barking and Dagenham, Havering

and Redbridge CCGs
Dear Colleagues
BETTER CARE FUND 2017-19

Thank you for submitting your Better Care Fund (BCF) plan for regional
assurance. We know that the BCF has again presented challenges in preparing
plans at pace and we are grateful for your commitment in providing your agreed
plan. The Better Care Fund is the only mandatory policy to facilitate integration of
health and social care and the continuation of the BCF itself. It brings together
health and social care funding, with a major injection of social care money
announced at Spring Budget 2017. For the first time, this policy framework for the
Fund covers two financial years to align with NHS planning timetables and to give
areas the opportunity to plan more strategically.

Your plan has been assessed in accordance with the process set out in the
Better Care Fund 2017-19: Guide to Assurance of Plans.

In determining and exercising further powers in connection with your application,
NHS England has had regard to the extent to which there is a need for the
provision of health services; health-related services (within the meaning given in
section 14Z1 of the NHS Act 2006); and social care services.

| am delighted to let you know that, following the regional assurance process,
your plan has been classified as ‘Approved’. In summary, the assurance team
recognises your plan has been agreed by all parties (local authority(s), Clinical
Commissioning Group(s) (CCGs), and your Health and Wellbeing Board), and
the plan submitted meets all requirements and the focus should now be on
delivery.

High quality care for all, now and for future generations
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Your BCF funding can therefore now be released subject to the funding being
used in accordance with your final approved plan, and the funding being
transferred into pooled funds under a section 75 agreement.

These conditions have been imposed through NHS England’s powers under
sections 223G and 223GA of the NHS Act 2006 (as amended by the Care Act
2014). These sections allow NHS England to make payment of the BCF funding
subject to conditions. If the conditions are not complied with, NHS England is
able to withhold or recover funding, or direct the CCG(s) in your Health and
Wellbeing Board area as to the use of the funding.

Amounts payable to the CCG in respect of the BCF are subject to the following
conditions under section 223GA of the NHS Act 2006:

1. That the CCG will meet the performance objectives specified in its BCF
plan; and

2. That the CCG will meet any additional performance objectives specified by
NHS England from time to time.

If the CCG fails to meet those objectives, NHS England may withhold the funds
(in so far as they have not already been paid to the CCG) or recover payments
already made; and may direct the CCG as to the use of the amounts payable in
respect of the BCF.

In addition to the BCF funding, the Spring Budget 2017 increased funding via the
Improved Better Care Fund (IBCF) for adult social care in 2017-19. This has
been pooled into the local BCF. The new IBCF grant (and as previously the
Disabled Facilities Grant) will be paid directly to local authorities via a Section 31
grant from the Department for Communities and Local Government. The
Government has attached a set of conditions to the Section 31 grant, to ensure it
is included in the BCF at local level and will be spent on adult social care.

You should now progress with your plans for implementation. Ongoing support
and oversight with your BCF plan will be led by your local better care manager.

Once again, thank you for your work and best wishes with implementation and
delivery.

Yours faithfully,

..,\7{,\\ ) (A~

Simon Weldon
Director of NHS Operations and Delivery and SRO for the Better Care Fund
NHS England

Copy (by email) to:
High quality care for all, now and for future generations
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Anne Bristow

Mark Tyson
Katherine Heffernan

Jo Farrar
Jonathan Marron
Sarah Pickup

NHS England London
Professor Jane Cummings
Ceri Jacob

Jane Hannon

Nicole Valenzuela-
Sotomayor

Better Care Support team
Anthony Kealy
Rosie Seymour

OFFICIAL

Strategic Director, Service Development and Integration and Deputy Chief
Executive, London Borough of Barking and Dagenham

Commissioning Director (Adults), London Borough of Barking and Dagenham
Group Manager for Services Finance, London Borough of Barking and
Dagenham

Director General, Department for Communities & Local Government
Director General, Department of Health
Deputy Chief Executive, Local Government Association

Regional Director

Director of Transformation and Delivery, North Central and East London
Regional Lead/Better Care Manager

Better Care Manager

Head of Integration Delivery
Deputy Director

High quality care for all, now and for future generations
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1. Introduction

The East London Health & Care Partnership brings the 12 local NHS organisations and eight borough

councils together to protect and improve health and care services.

With a shared goal to help people live healthy and independent lives, the Partnership’s mission is to
protect vital services and provide better treatment and care built around the needs of local people,

safely and conveniently, closer to home.

A top priority is to reduce the pressures on our hospitals and accident and emergency departments.
A&E is all too often used as the only door into health and care services, when ideally people should

be supported by NHS 111 staff, GPs, community staff and resources in their own homes.

The Partnership also wants better outcomes for cancer patients, people with diagnosed with
diabetes and improvements to mental health services, and to help people become independent with

access to care at home.

Reshaping services to provide them in the right place, where people need them most, supported by
the right team of staff from across health and social care, with the right resources, is a key and

urgent requirement.

The response to the demand on services needs to offer better alternatives that help prevent
people’s health deteriorating. This isn’t just to make the most efficient use of the resources and
money available, but to provide a better quality of care and services in the community, where local

people have told us they want them.

Attempting to improve the hundreds of health and care services for the two million people of east
London — a population expected to grow by around 30,000 more people in 2017 alone —is a

daunting and complex task, but many of the most beneficial changes can be made quite simply.

Significant improvements are already being made by joining services up and people are starting to
feel the benefit. The area now has some of the best care provision and facilities in the country, but

there’s still much to do.

Although they operate safely, some our hospitals aren’t fully equipped to meet the needs of modern

healthcare. Waiting times for appointments and treatments must be reduced. And more has to be

2
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done to safeguard our most vulnerable people, such as the elderly, disabled and those with mental

health difficulties.
‘Barrier busters’

The East London Health & Care Partnership isn’t afraid to tackle these challenges. It will build on the
successes achieved so far and bring health and social care providers even closer together, breaking

down any barriers between them as necessary.
The Partnership’s main priorities are:

e To help local people live healthy and independent lives

e Toimprove local health and care services and outcomes

e To have the right staff in the right place with the right resources to meet the community’s

needs

e To be a well-run, efficient and open Partnership
The Partnership is not seeking to take away local control of services. It recognises that while east
London faces some common problems — such as the high rate of preventable illness and a shortage
of clinicians and care staff — the local make up and characteristics of the area vary considerably and

services must be tailored and managed accordingly.

The good work already being done to meet more localised needs will continue. The Partnership is
not there to undo what works, slash budgets or act secretly behind closed doors. Instead, it will drive
forward wider benefits that can only be achieved by everyone working together, coming up with

new ideas and better ways of working that can put a stop to duplication and unnecessary expense.

The Partnership is therefore shaping the way it tackles its priorities around three localised areas,

bringing the councils and NHS organisations within them together as local care partnerships:

e Barking, Havering and Redbridge
e (City of London & Hackney

e Newham, Tower Hamlets and Waltham Forest

They will be responsible for ensuring the people living in these areas get high quality standards of

care designed around their needs.
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The Partnership in full will drive forward the things that can only be achieved by all of the councils

and NHS organisations across east London working together. This includes:

e good quality urgent and emergency care for the area

e the availability of specialist clinical treatments

e a better use of buildings and facilities;

e the recruitment and retention of doctors, nurses and other health and care professionals
e anincreased use of digital technology to speed up the diagnosis and treatment of illness

e ways of working that put a stop to duplication and unnecessary expense

The involvement of councils is enabling the provision of health and care services to be aligned with

the development of housing, employment and education, all of which can have a big influence.

But the biggest single factor in the long term is to prevent ill health and deaths caused by the effects

of lifestyle choices such as diet, lack of exercise and smoking.

2. Sustainability & Transformation Plan (STP)
The development of a Sustainability & Transformation Plan (STP) was the original reason for the East
London & Health Care Partnership came together, but it is now just one of many things the

Partnership can and wants to do.

The purpose of the STP was to set out how local health and care services will transform and become
sustainable over the following five years, building and strengthening local relationships and

ultimately delivering the vision of the NHS Five Year Forward View.

Forty-four such plans have been developed across England. They are geographically set around
‘footprints’ that have been locally defined, based on natural communities, existing working
relationships and patient flows, considering the scale needed to deliver services, transformation and

public health programmes required.

The East London Health & Care Partnership STP has been defined as one for north east London
(NELSTP) by NHS England because it has divided the capital into five ‘footprints’: north east, north

central, north west, south west and south east.
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Originally drawn up in June 2016, and then redrafted following engagement with key stakeholders,
the NEL STP was submitted to NHS England (NHSE) and NHS Improvement (NHSI) on 21 October
2016.

The NEL STP describes how the organisations involved in the partnership will:

e Meet the health and wellbeing needs of its population
e Improve and maintain the consistency and quality of care for our population

e Close the financial gap

The plan is formally a ‘draft’ and will continue to evolve as the organisations involved develop it

further, agree shared solutions and receive feedback from stakeholders.

Indeed, the plan has advanced considerably since it was submitted. This is mainly due to the
establishment of stronger and more purposeful relationships between the organisations concerned,
as well as the increasing involvement of a wider group of interested parties, such as the housing and

voluntary sectors.

It has led to a series of transformation workstreams being created to focus on the following:

e Prevention

e Urgent & Emergency Care
e Primary Care Services

e Mental Health

e Cancer

e Maternity

e Medication

e Digital and Online Services
e  Workforce

e Estates

All the workstreams have initial ideas on what they plan to do and what it will mean for local people.

These are now being developed further in terms of how things can be achieved, and when.
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Some of the schemes will require additional funding to take them forward and the Partnership is

bidding for this from NHSE. A variety of other sources are being pursued too.

More information about the Partnership, and the initial workstream plans, is given in Appendix 2

Better Care and Wellbeing in East London.

Once the plans are sufficiently developed — especially in terms of how they could be put into practice
and when — and any necessary funding and resources are secured, the Partnership will engage fully
with stakeholders and, where appropriate, the wider public so they can contribute their views and

ideas.

Some improvements are already being made by the workstreams. A summary of these will be

presented at the meeting.

3. Partnership Governance

The organisations behind the East London Health & Care Partnership member organisations:

NHS

Clinical Commissioning Groups

Barking & Dagenham; City & Hackney; Havering; Newham; Redbridge; Tower Hamlets;
Waltham Forest

‘Provider’ Trusts

Barking, Havering and Redbridge University Hospitals Trust; Barts Health

NHS Trust; The Homerton University Hospital NHS Foundation Trust; East London NHS;
Foundation Trust; North East London NHS Foundation Trust

Councils

Barking & Dagenham; City of London Corporation; Hackney; Havering; Newham; Redbridge;
Tower Hamlets; Waltham Forest

The Partnership itself is not a statutory body, so it cannot make any formal decisions. These are
made by the relevant governing bodies or systems or the member organisations. It does, however,

have a governance structure for its activities. This is attached as Appendix 3.
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The structure was put in place in early 2017 but, following feedback from member organisations, it is
now being reviewed. Some of the groups, such as the Clinical Senate, have been functioning well,
but others have proved not so productive, mainly due to their size. A key focus of the review is the

role, make-up and size of the Partnership Board and Community Group.

4. Development of Accountable Care Systems (ACS) and a single accountable officer.
Proposals for new commissioning arrangements across east London have been approved by all

seven CCG governing bodies.

This means the proposals can now progress to the next stage, which will see the start of recruitment
to the new role of single accountable officer and the designing of new governance structures to

support the new commissioning arrangements.

The aim of the new arrangements is to establish commissioning that is truly integrated around
patients, putting their needs first and in line with the expectations of the NHS Five Year Forward
View, and harnesses the benefits of CCGs working together and collaborating with other NHS

organisations, local authorities and the voluntary sector.

Providing care that is better coordinated and more joined-up care between GPs and hospitals,
physical and mental healthcare and social care will mean breaking down barriers that currently

hinder this happening.

Additionally, the new plans aim to ensure that discussions and decisions happen at the most
appropriate level, for example, due to its scale, specialised commissioning will take place at an east

London level.

The approved proposals also reflect the very strong desire to build sustainable local Accountable
Care Systems (ACSs) in east London. The new arrangements are a starting point for that and may

evolve over time to reflect progress with implementation of local ACSs.

There is a recognition that while the borough and system focus is important in delivering the best
services for local people, there is also a need to work at scale across a wider patch to standardise

some functions and some ways of working that are common across all east London CCGs.
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CCGs remain accountable to their local populations and their stakeholders, including health and

wellbeing boards and overview and scrutiny committees.

It is expected the single accountable officer — who will be appointed by the seven CCG governing
bodies in November — will be the accountable officer for each of the CCGs separately. Stakeholders

will also be involved in the recruitment process.

The single accountable officer will be a member of each CCG governing body, and act with each, to
take local responsibility for local performance. They will lead a small corporate team comprised of

borough/system leaders and corporate directors and take the STP lead role too.

In line with this, each CCG will have a local senior manager and a team to provide strong local
leadership. They will be responsible for the delivery of plans within the local system, local finances

and the engagement of local partners to drive greater integration.

Governance structures will be developed to support the new arrangements, with joint decision-
making through CCG governing bodies acting together via a joint committee and committees in

common.

The joint committee will be responsible for the strategic functions that need to be done at east

London level.

The committees in common will enable functions where CCGs wish to collaborate at a system level,

thereby supporting local accountability and sovereignty.

There will be wider engagement with stakeholders over the coming weeks to discuss and test the
new arrangements before a further report is taken to November’s CCG governing body meetings to

finalise the arrangements.

It is intended the new set up will then operate in shadow form from 1 January 2018, prior to full

implementation from 1 April 2018.

5. Engagement
The Partnership has engaged with various key stakeholders over the past several months, but it has

mostly been to establish relationships rather than talk about specific plans.
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The groups we have engaged with so far include the police, fire and ambulance services;
professional associations such as the BMA; housing, education and local business organisations; the

voluntary and charity sector; some community groups; and public and patient representative bodies.

It’s a very diverse audience, with many different levels and types of interest. Keeping them engaged
and involved in what we are doing is one of our biggest challenges, but this is essential if we are to
achieve our goal. We need to invest considerable time and resource in it and ensure there is a

regular dialogue.

A previous attempt to bring people together, through a single reference group as part of the
Partnership governance structure, proved impractical due to the numbers involved and diversity of

interests.

Instead, we are now looking at developing smaller ones based around localities or areas of interest,
complementing existing forums and networks. This includes the borough Health & Wellbeing Boards,

which bring many of the right people together already.

Just mapping the various interests has been a challenge. While many networks are already in place,
they don’t always join together very well. Many of the organisations we have spoken to have

welcomed our efforts to connect them.

As with our partner organisations, the priority has been to address the poor image of STPs. It's why

we now talk about a partnership, and people working together, rather than a plan.

People agree about the challenges facing health and care services and that something needs to
happen to ensure they can meet current and future demands. What they want to know is how we

intend tackling those challenges and what it will mean for them.

The detail they want, to inform the engagement we need to do, is only just starting to emerge as the
Partnership comes together to develop substantive ideas and solutions. Once these are sufficiently
developed, and any necessary funding and resources are secured, the Partnership will start holding

meaningful conversations with people over the coming months.
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The information in Appendix 2 is a starting point. A suite of other communications resources,
including videos and an improved Partnership website, are also being developed, with help from

stakeholders.
We are also taking advice on who we need to talk to, and the best way to reach them.

As already said, there are many groups need to engage with. We are establishing regular meetings
with the local Healthwatch and community voluntary sector organisations for help this — not just
with our communications and engagement activities, but the development of ideas and plans

generally.

We are also working closely with our communications and engagement colleagues in the partner

organisations to make use of their local insight and networks.

While some of our activities are pertinent to everyone in east London — such as those around
prevention, signposting of services and improvements to NHS111 — the intention is to frame most of
them at a local level, so they have more relevance. Again, we will work closely with our

communications colleagues in doing this.

The wider Partnership launch held in Stratford last July proved very successful, especially the
showcase of current and planned improvements to services. We now want to take this out on the
road early in 2018 and hold a similar event in each borough — predominantly badged under the

relevant local partnership.

A roadshow style of engagement —i.e. going to where people are, rather than expecting them to
come to you —is clearly the right way to reach specific communities and hard-to-reach groups. There
are many existing forums and networks we can visit, some of whom have already expressed an

interest.

The borough events the Partnership supported in the summer — namely the Mayor’s Newham Show
and Waltham Forest Garden Party — demonstrated the effectiveness that working together can have
in terms of attracting public attention. Both were highly successful, pulling in lots of people. We plan
to more of this, joining up not only with our own member organisations but the police, fire and

other sectors too.

10
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London Fire Brigade is particularly keen to work with us. It has around 100 staff involved in a school

visit programme and is happy for us to piggyback it with health education information.

Our universities and colleges are also willing to help, as are business organisations like the Canary
Wharf Group and East London Business Alliance. They all afford access to large numbers of the

people we need to engage with.

While we want to put the focus on the local partnerships, there are of course times when we want
to promote the wider east London partnership and the things that are best done as one — such as

workforce recruitment or to support of a public health campaign.

Events like the Health & Housing Conference in October 17 are also an effective means of
stakeholder engagement, especially as they go beyond the confines of the STP. Again, we hope to
do more of these. We are also looking at holding some conferences or summits aimed at specific

interest groups, such as young people.

But one of the most important groups we must engage with is our staff. We want them to feel
informed and ‘on message’ about the challenges facing health and care services. It is vital they feel

part of what we are doing.

Staff are the eyes and ears in terms of what matters to local people and are an invaluable source of
views and ideas that will help us get it right. Our internal communications will reflect this,
recognising the contribution everyone makes and encouraging and valuing people’s opinions and

suggestions.

We intend running an interactive programme of engagement with staff over the coming winter to
create awareness and understanding of what the Partnership is about; what it is planning to do;

what it means to them; and what they can do.

Keeping our many different stakeholders engaged and involved in what we are doing is one of our

biggest challenges, but this is essential if we are to achieve our goal.

11
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Appendix 2 : Our aims

Prevention

e Better support to stop smoking
e Better screening, treatment and support for diabetes
e Help you look after your own general health and wellbeing

Urgent and emergency care

e Make it easier to understand the range of services available and how to access them
quickly

e Provide more services in local communities, so they are accessible and convenient. This

will also reduce the pressure on hospitals
e Make it easier to see a GP and bring services together

Primary Care Services
e Make it easy to see your local GP or healthcare professional
e Improve the quality of services provided, so it is consistently good
e Bring services together to make them more accessible and convenient

Mental health

e Improve access to services and cut waiting times for treatment
e Treat mental and physical health needs as one
e Address the wider determinants on mental health, e.g. housing and employment

Cancer

e Cut waiting times for appointments

e Diagnose and treat any cancer quickly, with better education and information for the
public

e Improve care and outcomes for people
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Maternity
e Improve information and advice about pregnancy to help prevent any problems
e Give women greater control and more choice about how and where they give birth
e Make them feel safe and secure, cared for and supported

Medication

e Ensure the right medicines are used, at the right time, for the right patients
e Reduce medicine waste
e Make it is easier to get prescribed medicine when it is needed
Digital and online services
e Give quick and easy access to health and care services, with you in control and able to
see your own records

e Make it easy to book an appointment with, and talk to, a GP or other healthcare
professional

e Enable healthcare professionals to provide better treatment and care by improving
information systems and the sharing of records

The right staff in the right place with the right resources

e Ensure we have the right number of good quality staff to look after people, now and in
the future

e Make services and care accessible and convenient, consistent and personal

e Give the best possible treatment and care by ensuring our staff have access to all the
information and resources they need

Full details of what we are planning to do and what it means for local people can
be found in the publication Better Care & Wellbeing in East London at
www.eastlondonhcp.nhs.uk
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Governance structure

Appendix 3

CCG Governing
Bodies (x7)

Provider Trust Local Authority
Boards (x5) Cabinets (x8)

Regulators

1
1
1
1
vise | west | coc |
1

r—------

Local Accountable Care Systems

BHR Integr?ted Care Hackney Transformation WEL / TST Board
Partnership Board Programme Board

ELHCP Mayors and
Leaders Advisory Group

Political advisory
leadership

ELHCP
Community Group

System wide engagement
and assurance

ELHCP
Assurance Group

Independent assurance
and scrutiny

ELHCP Partnership Board

Independent Chair

Strategic direction and
programme leadership

ELHCP Executive

Group

Operational direction,
delivery and assurance

ELHCP Social Care &
Public Health Group

Social care and public
health leadership

== [CLHCP Clinical Senate

Clinical leadership and
assurance

ELHCP Finance
Strategy Group

Oversight and assurance
of finance strategy

Project Steering Groups established
as required to deliver plans
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Attendees

Andrew Blake-Herbert, LBH

Anne Bristow, LBBD

Christopher Bown, BHRUT

Cllr Wendy Brice, Thompson - LBH
Conor Burke, BHR CCGs

Dr Adedeji on behalf of Dr Arun Sharma, B&D Federation Chair

Dr Anil Mehta, Redbridge CCG

Dr Dan Weaver, Havering Federation chair
Dr Nikal Rao, Havering Network chair
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The ACS development journey

h . This is supported by all of the work
Where we are , Design and development phase completed to date by the ICPB

today (commissioners + providers work together) including the dev:gcpme"t of the ACS

he following should be confirmed:

ACS Mobilisation Indicative budgets available

. Services in scope
(CCGs + LAs are the instigators) Geography |

Commissioning function

68 abed

Provider proposition development development

(BHRUT + NELFT + Primary Care + third sector + (c. 30% of the existing CCG + LA functions lead on
others) this while the other 70% is developed as part of the

provider proposition to oversee micro-
commissioning)

B H R ACS - > I Services are organised and delivered |

around local communities (localities) |

Strategic Commissioning
Function

Provider delivery alliance
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ACS development event - summary

The objective of this session was to make a decision about how to

proceed with the BHR ACS and - if possible —to identify concrete next
steps

During the discussion around each of the presentations it became clear that

partners in BHR would need four things to proceed with the ACS:

- An investment fund (having a clear plan would help the system to make the
case for access to transformation funding)

- Alignment of the contract incentives for clinicians in the system

- Longer term commissioned contracts to incentivise provider investment in
services

- Regulatory flexibility during the transition to give providers the space they
need to develop (it was noted that this was likely to relate more to NHS |
regulation as opposed to CQC standards)

It was recognised that the role and scope of social care was wider than
perhaps other partners traditionally associated — need to ensure this is
understood across the BHR landscape

It was recognised that the three boroughs / CCGs / Primary Care had clearly
defined geographical boundaries whereas both NHS Trusts had significant

interests outside of the BHR region



ACS development —what is already in place

ACS Strategic Outline Case

- This is the local case for change and includes a lot of detail about the
current population / health challenges / other challenges which the ACS
will need to address

Localities

- Localities in each borough have been identified. GPs have now organised
and brought together their networks around each locality. Some NELFT
services are already organised on this basis (in Redbridge)

v The willingness to move towards a new model of care
- All three presentations showed a clear appetite for working together as a
system to move towards the development of a new model of care

T6 abed

The vision for Accountable Care
- All three presentations contained a consistent vision about what the new
\ model of care would look like with services being delivered on a locality
basis. Work to integrate services around a locality has already begun but
needs to be rapidly extended and accelerated. A formal written vision
which corresponds to these ambitions is set out in the ACS SOC

Some aspects of the vision need more work

X - More granular understanding of implications of current amitions
- Certain “mindset issues” need addressing e.g. role of competition
- Approach to risk transfer needs further development



ACS development — next steps

Providers

*  The providers agreed to explore forming a sub-group to
look at the options for formal collaboration in response to
the commissioners intent to begin to offer shadow place
based budgets

* As part of this, providers will need to agree the future ways
of working / structure / governance around the provider
collaboration

Suggested structure:

Provider leadership group

These are programmes which will span multiple
organisations / localities. The progress of each
programme should be tracked by the leadership group

‘ . ‘ ‘ ‘ ’ Locality

development

’ ’ ’ programme

»  Providers recognise that they will have to work together at
multiple levels (as a single leadership group and at a
locality level) to deliver the change programmes required
to build out an ACS

*  Other specific requirements included:

- A joint programme of work between primary and social
care to better understand each other’s roles and
contributions

- Specific activities to bring all local GPs up to speed

- Baseline of current spending at service level

Commissioners

* A sub-group of the JCB will now look at the budgets
available for the ACS with a view to putting an initial
shadow budget in place by April 2018

As part of this work to develop the ACS shadow
budget, commissioners will need to consider:
What'’s in — services and associated
contracts
What geography — areas / localities covered
and phasing
What risk — how will risk be shared with the
providers
Outcomes and contracting — what type of
model do commissioners want to move
towards?

*  Continued development of plans to set up a BHR
strategic commissioning function with pooled budgets
(as per 17/18 to do list in commissioning slides —
Appendix B)

Across both providers and commissioners,
there was agreement to establish a system wide
programme leadership function that bridges

commissioner/provider governance
arrangements and to ensure the delivery of the
ACS is aligned




Appendix 1: Primary care
slides



The role of General Practice in the BHR
Accountable Care System

Dr Dan Weaver and Dr Shabnam Quraishi

July 2017




The local GP Network/Federation Partnership is mature enough to

take a lead role in Population Health Management

BHR has Established Networks Cha"enges Achlevements

& Federations; Quality Improvement

Symbiotic single voice el * Reduce Variability
Quality = Consistent Approach & Message

= Nursing Home scheme
= AF/Diabetes

Together Workforce Solutions

G6 eﬁld

delivering: = Clinical Pharmacists
v' Cradle to Grave Workforce and = New 2 Nursing
v' Pan-specialty Workload = |nternational recruitment
v' Gate-keeping and = Access Hubs / UCC
signposting = Workflow

N4 m Aaf cantacte

Premises and
Regulatory CQC Practice readiness support

Meeting our challenges to Standards
. impact on outcomes
- Less secondary/Social Care Training CEPN / PTI
! Burden/Disability Up-skilling existing workforce




The Networks / Federations have a clear vision

Consistent Message Variability

Network Led ‘Searches’ & Templates; EG:
= Atrial fibrillation — Stroke prevention
= Diabetes — vascular disease prevention
= Reduce complications/outcomes - Less Secondary/Social Care burden

Network / ACS wide:
= Advice & Signposting
= Addressing Expectations
= Joined up - IT/DATA SHARING

Right Person — Right Place — Right Time Seamless handover and information sharing

U
8 - s Sglf (.Ze.:re' . = Avoid Duplication/Pathway Delay
D * Lessvariability in Primary Care = Less Secondary/Social Care burden
o " - LessSecondary/Social Care burden y
[e)]

Pan ACS pathways

Access and efficiency

= With investigation results - 1 Stop

Locally developed & agreed pan ACS Pathways — Enabling Quality Primary Care: . . . .
= Conversion to surgery ratio for surgical out patients

= Management Steps

= |nvestigations

= When to REFER 2

= Templates under development by Networks Ha ndover baCk to prl ma ry care
o EG Cardiology Video Conferencing; Reciprocal, appropriate handover back to primary care
o AF, PSA, Osteoporosis, Menstrual Bleeding disorder on discharge from out patient or inpatient care: |

= Primary Care Training and Accessible Guidance from BHRUT/NELFT = Minimising re-referral/re-admission

= - Less Secondary/Social Care burden

SPEND EVERY £ BETTER




/ General Practice needs to take a leading role in our Accountable Care

System

= 30% productivity demand
NHS England: Call to Action: £30bn gap by

2020/1 (could be smaller.... But still a gap)

= |nclusive ACS

= Meeting the needs and challenges of all
stakeholders

= Acknowledge stakeholders strengths &
fixed costs

= Fair funding for work done

L6 abed

= Population Health Management is what
General Practice does best

= General Practice leadership = vision
which grass root GPs can buy in to:

BB

® Total Projectd ¢ & ot ‘ = Population Health management depends
on primary care performance &
engagement:
“The broad consensus is that for the next decade, the NHS can
expect its budget to remain flat in real terms, or to increase with
overall GDP growth at best.” Call to Action

* Fundamental foundation blocks of adding
value in an ACS

= Solution = * spending @ front of Care
Eatf&way - { secondary/Social care
urden



What we need; next steps

Agreement and engagement to start work on developing the transformation - building a new model
of care based around our geographical networks / localities

Agreement to explore how we upscale Primary Care resources as a proportion of the local care
budget

= deliver better care at the beginning of the patient pathway

= Apply initiatives across all networks

= - Less Secondary/Social Care burden

Management support including resource sharing with other community providers as appropriate

Sharing of data

TP T T



Appendix 2: Commissioning
slides



AL BHRPartnership

—
/l\\ Better care, better lives, together

Towards Joint Commissioning

31 July 2017




Our ambition, restated...

Our vision is to accelerate improved health and wellbeing outcomes for the people of
Barking and Dagenham, Havering and Redbridge and deliver sustainable provision of
high quality health and wellbeing services
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enabling and empowering people to live involving and empowering, sharing data where bringing together not only health and
healthily, to access preventive care, to integrating across agencies, single appropriate, and maximise social care, but a range of other
feel part of their local community, to live point of access, and providing effective use of services that are critical to supporting
independently for as long as possible locally where possible. It will meet scarce/specialist resources our population to live healthy lives.
and to manage their own health and best practice quality standards and (e.g. economies of scale).

wellbeing provide value for money



Structures — the ‘end state’

The opposite diagram illustrates the
current proposition for what the BHR
ACS ‘end state’ will look like.

Strategic commissioning and providing
are shown as separate, with a strong
two-way connection between them,
but we expect providers to potentially
have a greater role in commissioning
within an ACS/capitated budget

s%stem .

L‘écalities are units of integrated
provision but could also carry out a
more local commissioning function as
well (eg local community asset-based
approaches).

ICPB members are asked to build
upon this at their workshop on 31 July
so that all partners have a shared
understanding and single clear vision
of the end state that we are all working
towards.

Jolnt
accountability for
health and
wellbeing for the
Local population

Providers working
together as an
alliance ,
responsible for the
health and social
care needs of

defined populations

to deliver outcomes
set out ln a
contract, with a
clear budget

Decioles what to commission
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The three major drivers for joint commissioning

1: ACCOUNTABILITY

Cementing moves over the recent 18 months
to bring both democratic and clinical
leadership to health and social care planning.

3: SYSTEM
; LEADERSHIP

® To make an Accountable
Cgre System work effectively,
commissioners must act in
harmony and provide, as far
as possible, a single voice to
ACS partners. Most of all,
conflicts of direction must be
avoided if the ACS is to
deliver for residents.

2: FINANCE

It is not expected that
savings in joint
commissioning alone are
significant: care markets in
particular are already under
significant pressure.

Joint Commissioning of an
ACS model must drive out
the inherent financial
perverse incentives of
separate organisational
interests




Complexities of Accountable Care

1. System management

Resolving competing contracting drivers,
internal tensions, and demands on the
system from different stakeholders.

Proactive leadership
to maintain buy-in

2. Procurement and contracts

Contracting and

Determining and delivering the most procurement
a@propriate path to structural form implications
® Levering in services
5 and opportunities
& o outside the system
3. Leadership and buy-in Management of

system tensions and
Ensuring senior leaders have mechanisms competing drivers

for debating issues that arise, addressing
wider stakeholder concerns, and ensuring
that the ACS meets wide-ranging need.

4. Levering in opportunities

Ensuring that the wider determinants of
health are addressed through strategic
relationships with services and policy areas
outside of the ACS (e.g. housing, welfare)



Current and planned joint commissioning

Prevention

Re-commissioning of community services
to support a new intermediate care tier

Better Care Fund

Learning disabilities (incl. TCP)

Mental health

Equipment

Current/future opportunities

Positive developments

Sexual health services

Joint Assessment & Discharge Service
Riverside Mental Health

Equipment



First Steps

Shared initial products for BHR:
JSNA, Market Position Statement,
specific strategies.

Initial scope of support structure.

Joint Commissioning Board.take
real, practical first steps on joining
up, e.g. Intermediate Care

Legal scoping for ACS
procurement issues. First draft
ACS outcomes set.

A transitional development...

Focused joint work;
building trust

Decisions on specific risk share
commissioning programmes,
delegated authorities and budgets.

Decisions on an integrated support
structure, by secondment or
shared staff teams.

ACS Outcomes, contracting
mechanisms and finance flows in
draft form.

Integrated operations
across the system

Full delegated control over whole
outcomes-based budgets for health
and social care.

Integrated commissioning
operations, governed by agreements
with contributing partners.

Supports fully functioning
Accountable Care System now
operating to Outcomes Framework.



AGENDA ITEM 12

The Children’s Partnership

20 September 2017

Title: Vision and Terms of Reference

Report Author: Contact Details:

Vikki Rix, Head of Performance and Intelligence, Tel: 020 8227 2564
Children’s Care and Support Commissioning E-mail: vikki.rix@Ibbd.gov.uk

Accountable Director: Chris Bush, Commissioning Director, Children’s Care and
Support

Accountable Strategic Director: Anne Bristow, Deputy Chief Executive and Strategic
Director for Service Development and Integration

Summary

The Children’s Partnership (The Partnership) is a newly-formed sub-group of the Barking
and Dagenham Health and Wellbeing Board. Following extensive discussions with member
of the former Children’s Trust, the Partnership has been formed to replace the Children’s
Trust which has now been disbanded.

Established to improve the health, wellbeing and outcomes of children and young people
in our Borough, the Partnership will seek to do so by leading the way in addressing a small
number of priority areas through commissioning, integration, transformation, and
innovation.

Recommendation(s)
The Children’s Partnership is recommended to:

(i) Note the Vision and ambitions for the future of the Children’s Partnership and: a)
suggest amendments and/or b) ratify the proposal; and

(i) Note the Terms of Reference for the Children’s Partnership: a) suggest amendments
and/or b) ratify the proposal; and

Reason(s)

The purpose of this reports is to outline the Vision and Terms of Reference for The
Partnership, and seek approval to progress in accordance with these.
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1.2

1.3

1.4

1.5

1.6

1.7

The Vision for The Partnership

The Children’s Partnership is a sub-group of the Barking and Dagenham Health and
Wellbeing Board, established to improve the health, wellbeing and outcomes of
children and young people in the Borough. It will do so by addressing a small
number of priority areas through commissioning, integration, transformation, and
innovation.

The Children’s Partnership will replace the Children and Maternity Group and the
Children’s Trust. It will focus on agreeing a strategy for children and young people
in the borough as well as considering in detail aspects related to the health agenda
for children and young people (while other bodies preside over aspects such as
safeguarding e.g. the BDSCB).

In practice, the Children’s Partnership will foster a working culture of productive
collaboration. This means that its meetings will not be concerned with routine
reporting or box-ticking, as previous incarnations have been. Instead, the
Partnership will focus on a small number of key issues at each meeting, and
undertake in-depth workshops to thoroughly investigate the subject in question and
identify potential for future collaboration between partners.

Rather than extensive reports and unnecessary papers, these workshops will be
supported with relevant data and summary information. This does not mean that the
Partnership will neglect its performance monitoring or reporting responsibilities. All
such information and data will be made available for members of the Partnership for
scrutiny. However, meetings will only consider focused reports and relevant
changes to performance, policy or strategy striving to ensure meetings remain open
and productive.

For the same reason, membership of the Partnership will be small and focused,
constituted of key stakeholders and never exceeding 10 members. This will
encourage a less formal and more productive style of collaboration. This does not
mean, however, that relevant experts, guests and partners will be excluded from its
work. The Partnership will invite such guests who hold expertise or interest in the
subject in question to participate in and contribute to each meeting, ensuring that
members are equipped with a complete understanding of the subject and the variety
of opinions and priorities held.

It is suggested that The Partnership will identify and focus on a small number of key
priorities each year. In its first year, it will focus on the critical challenges of:

e Children’s health and wellbeing and the wider strategy for children and young
people in the borough

e The special educational needs and disability (SEND) agenda, especially for
those young people approaching working age and preparing for independence

e Attainment and post-16 outcomes, including for those not in education,
employment, or training, and those unknown

Barking and Dagenham Together: The Borough Manifesto is a shared 20-year
vision for the future of the borough, built on the views of over 3,000 residents and
developed by partners from across the borough, and across the public, private and
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1.9

1.10

2.1

211

2.1.2

2.2
221

third sectors. The vision of the Children’s Partnership aligns with that of The Borough
Manifesto and echoes its aspirations, including that Barking and Dagenham should
be a place:

e Where every resident has access to lifelong learning, employment, and
opportunity;

e With high-quality education and sustained attainment for all residents;

e Which supports residents to achieve independent, healthy, safe, and fulfilling
lives;

e Where everyone is valued and has the opportunity to succeed

The Joint Health and Wellbeing Strategy 2015-18 sets out the vision followed by the
Health and Wellbeing Board. The Children’s Partnership, as a Sub-Group of the
Health and Wellbeing Board, shares and seeks to deliver on this strategy through
the development of an over-arching strategy for the Children and Young People of
Barking and Dagenham. The Partnership agrees with its observation that ‘getting
off the starting blocks is essential in improving health and wellbeing. This starts with
establishing healthy habits in pregnancy and with our children’. Throughout its work
the Partnership will also consider the four priority themes of the Health and
Wellbeing Strategy: care and support; protection and safeguarding; improvement
and integration of services and; prevention

When the Health and Wellbeing Strategy is updated or succeeded, the Children’s
Partnership will contribute and adhere to its successor.

The Children’s Partnership will be a sub-group of the Health and Wellbeing Board.
It will, therefore, report the outcome of each meeting to the Board and take direction,
where given, from the Board. As a forum for in-depth, strategic collaboration, the
Partnership will also act as a base of intelligence and development for the Health
and Wellbeing Board.

Terms of Reference

Remit

The Children’s Partnership — hereby referred to as the Partnership — exists to
improve the health and wellbeing, and outcomes of children and young people in
Barking and Dagenham. It is a forum for strategic collaboration among partners, and
a sub-group of the Health and Wellbeing Board.

The Partnership, being constituted of partners from across those organisations
which deliver public services for children and young people in Barking and
Dagenham, will devise, encourage and oversee commissioning, integration,
transformation and innovation where it improves life chances and outcomes.

Statutory Foundation

The requirements to promote inter-agency co-operation to improve the welfare of
children are set out in section 10 of the Children Act 2004. These duties demand
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2.3.2

2.3.3

234

2.4

241

the promotion of cooperation between the local authority, relevant partners and, as
appropriate, other bodies working with children. These duties are to be made with a
view to improving the health and wellbeing of all children and young people in the
authority’s area.

The duty to have regard to the joint strategic needs assessment and joint health and
wellbeing strategy is prescribed in section 7 of the Children and Families Act 2014.
Additionally, sections 8 and 9 of the Act confirm that clinical commissioning groups
are under duty in section 3 of the Health Service Act 2006 to arrange for the
provision of services.

Functions and Responsibilities

Act as the strategic body that provides a strong influence on children’s issues,
advising, and advocating on key commissioning, integration, transformation, and
innovation matters in the Borough.

Provide an informed and balanced assessment to the Health and Wellbeing Board
and other governing bodies of the likely impact on the health and wellbeing of
children and young people; make recommendations which address the needs of all
children and young people.

Provide expert advice to the Health and Wellbeing Board on the development of the
Joint Strategic Needs Assessment, the Joint Health and Wellbeing Strategy, and all
other appropriate mandates, plans and strategies.

Provide a forum for productive collaboration, problem-solving and identifying
solutions through focused workshops, addressing a small number of priority issues.

Membership

Membership of the Partnership will not exceed 10 members, and will be decided by
the Partnership itself, with the approval of the Health and Wellbeing Board.
Membership of the Partnership, at the time of establishment, will be constituted of:

¢ 4 Representatives of the London Borough of Barking and Dagenham — hereby
the Council — specifically:

o0 The Commissioning Director for Children’s Care and Support (Chair)
0 The Cabinet Member for Social Care and Health Integration

0 The Director of Public Health

0 The Commissioning Director for Education

e The Deputy Director of Nursing for the Barking and Dagenham Clinical
Commissioning Group (CCG)

e The Director of Young People and Families for Lifeline (CVS Representative)

e The Integrated Care Director of the North-East London NHS Foundation Trust
(NELFT)

e The Head Teacher of Sydney Russel Comprehensive School (Secondary School
Representative)

e The Head Teacher of Gascoigne School (Primary School Representative)
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2.6.1

2.6.2

2.7

2.7.1

2.8

Advisors to the Partnership will have standing invitations to each meeting of the
Partnership, but will not hold decision-making power. Upon establishment,
appointed as advisor to the Partnership will be:

e The Council's Head of Performance and Intelligence, Children’s Care and
Support: responsible for providing intelligence, data and policy information.

e Head of Commissioning, Children’s Care and Support: responsible for leading
the response to decisions taken by the Partnership.

The Partnership may invite guests, specialists and experts to attend any meeting
where deemed relevant and useful by any member. Non-members in attendance
may contribute fully to each meeting, but will not hold decision-making power.

Attendance and Quorum

The Partnership may invite guests, specialists and experts to attend any meeting
where deemed relevant and useful by any member. Non-members in attendance
may contribute fully to each meeting, but will not hold decision-making power.

Due to the focused nature of its membership, there is an expectation of full
attendance at meetings of the Partnership, which is the responsibility of the Chair to
ensure. However, if a member cannot attend a meeting of the Partnership, they must
nominate a substitute.

A meeting of the Partnership will be considered to have quorum when at least the
following members are in attendance:

e The Chair

¢ 1 representative of the Council, not including the Chair
¢ 1 representative of the CCG

e 1 representative of NELFT

¢ 1 representative of the borough’s schools

Meetings and Decisions

The Partnership will meet at least 4 times per year, but may meet as frequently as
the Chair deems necessary and suitable. Due notice, the agenda and all relevant
materials must be distributed to all members at least one week prior to each
meeting.

Decisions taken by the Partnership must gain unanimous support from those
members in attendance.

Secretariat

The Council’s Partnership Boards Business Manager will be responsible for
providing administrative support to the Partnership. This will include the co-
ordinating of meetings, the circulation of meeting papers and timely production of
action points, to be circulated within two weeks of the meeting.

Accountability
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The Partnership will be a Sub-Group of the Health and Wellbeing Board. All reports
of the Partnership, including reports of each of its meetings, will be provided to the
Health and Wellbeing Board. The vision and priorities of the Partnership will align
with that of the Health and Wellbeing Board.

In the unlikely event of any unresolvable disputes, the matter will be escalated to
the Health and Wellbeing Board Executive Planning Group.

Changes to Terms of Reference

These Terms of Reference may be amended by the Partnership itself, with the
approval of the Health and Wellbeing Board.
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Londen Borough of

Barking&Dagenham

V=t a dNHS

Best care by the best people NHS Foundation Trust

London Borough of Barking & Dagenham Health & Wellbeing Board:
Mental Health Sub-Group

Terms of Reference

Accountability
The London Borough Barking and Dagenham (LBBD) Mental Health Sub-Group shall report into the

Health and Wellbeing Board (H&WBB) by means of producing its minutes to be noted by the Board
and through exception reporting by the Chair or a designated deputy at each meeting of that Board
(currently every six weeks).

Approval of these Terms of Reference will also take place at least annually at the H&WBB.

The Sub-Group can also raise issues relating to performance, quality and safety through the formal
cycle of business meetings within relevant partner agencies.

Subgroup will produce a formal update to the health and wellbeing board as part of the cycle of
business.

Duties and Responsibilities: Objectives

The aims of the sub-group are:

>

To have oversight of, and foster improvements in, mental health in its totality from the social
determinants of mental health, ill-health prevention and screening, to detection, treatment and
care of mental health conditions.

To report on local work programmes and service developments including mental health and
wellbeing strategy, CAMHS transformation, suicide prevention strategy

To monitor any indicators as directed by H&WBB

Agree partnership approach through the engagement of key stakeholders, including specialist
providers, the voluntary sector, service users/patients, acute sector, carers and GPs and
partners

To ensure patients and carers are involved in all needs assessment, service commissioning
and provision undertaken

To ensure developments are aligned with commissioning intentions (Clinical Commissioning
Group (CCG), Public Health and LBBD) and NHS England

To ensure services are developed and co-produced in line with national policy and guidance
related to mental health, recovery and social inclusion, including benefit reform, sustainable
employment and prevention

To further partnership development of the Recovery and Social Inclusion agendas for mental
health services for Barking and Dagenham residents of all ages, covering the whole spectrum
of mental health. To approve local campaign and promotional work designed to reduce stigma
and enhance inclusion within the borough

To identify and steer and required Task and Finish groups formed to undertake work
programmes

To work collaboratively with the other HWBB sub groups and Children & Maternity Groups on
joint pieces of work

Version 1 27.06.17
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Membership

Barking and Dagenham Integrated Care Director - North East London NHS Foundation Trust
(NELFT) (Chair)

Service User (Patient)/Carer representatives)

Clinical Lead - B&D CCG

Mental Health/Dementia Programme Lead - B&D CCG

Strategic Commissioning Manager — LBBD

Director of Care and Support, Childrens and Adults LBBD

Senior Practitioner, Assisted Support - LBBD

Divisional Director, Complex Needs and Social Care - LBBD

Consultant in Public Health - LBBD

Social Work Professional - LBBD

Barking and Dagenham Assistant Director Adult Mental Health Services — NELFT Inclusive of
working age adult and older adult

Assistant Director of Children’s Services or CAMHS representative

Associate Medical Director/Consultant Psychiatrist - NELFT

Staff Member — Health Watch Barking and Dagenham

Associate Medical Director - Barking, Havering & Redbridge University Trust

Metropolitan Police Representative

NELFT Public Governor and other B&D Public Governors

Specialist joint commissioning representative (i.e. CAMHS) — (Catherine Burns/Ronan Fox)
Job Centre Plus Representative

Lorraine Goldberg Carers Centre

Education representative — to be confirmed

Learning disability partnership board and children’s partnership board representative
Community Solutions representative LBBD

Head of Disability Service LBBD

Other stakeholders may be invited by the Chair on an ad hoc basis.

Secretarial Support will be provided by Personal Assistant to Barking and Dagenham Integrated
Care Directorate — NELFT

Frequency of Meetings

The meetings will be held six weekly. For any urgent items business will be conducted outside of
the sub-group meeting and for Chairs action.

Reporting

The Chair for this sub-group will report back to the Chair of the H&WBB and may be required to
attend meetings of the Chairs of all sub-groups. Add formal note here.

Sub-Groups will contribute to the Annual Report produced by the H&WBB.

Review
The Terms of Reference will be reviewed every 6 months and submitted for Board approval at least
every 12 months.

Date approved:
Approved by: LBBD H&WBB Mental Health Sub Group
Review date:

Version 1 27.06.17

Page 114



AGENDA ITEM 13

Mental Health Sub Group

Chair: Melody Williams (NELFT)

Feedback to the Health & Wellbeing Board

Mental Health sub group continues to meet to explore both adult and children’s mental
health programmes in Barking and Dagenham. Mental Health Strategy action plan remains
a significant programme and partners are contributing to updating the action plan. The
October meeting primarily focused on the CAMHS transformation plan and recent findings
from the school survey completed in 2017. Feedback to the CCG lead officers following
workshop for inclusion into the refresh plans due at the end of October 2017. meeting
focused on impact of work and health programmes and how greater engagement for MH
service users can be developed within the new programmes for B&D.

Performance

Performance remains in line with national indictors. Barking and Dagenham continues to
have low levels of people with delayed discharge. Recent publication of London Mental
Health Dashboard, 3rd Edition (June 2017) indicates two areas for Barking & Dagenham
for noting:

e |APT — Entering treatment within 28 days — Barking and Dagenham came out top of
all London IAPT Services with 100% of all referrals meeting the target for the
quarter. Services ranged from 25 to 100% achievement.

e 7 Day follow-up for patients discharged from mental health inpatient care — Barking
and Dagenham came out on top of all the London Services with 100% for the
quarter. The average was 97%.

There are others areas where B&D services have room for improvement and these are
being progressed by services.

Meeting Attendance
Date of last meeting — 16" October 2017

Action(s) since last report to the Health and Wellbeing Board

(a) Positive feedback on World Mental Health Day — focus on Mental health in the
workplace — delivered successful series of community engagement events
coordinated via Healthwatch

(b) Contributed to refresh of the B&D CAMHS Transformation plans — awaiting final
refresh version for agreement by partners (CCG and LA)

(c) Received presentation on the findings of the recent school health survey — particular
focus on emotional wellbeing and mental health needs

Action and Priorities for the coming period

(a) Support from the sub group for the suicide prevention plan

(b) Overview and Implementation of the CAMHS Transformation Plan for B&D
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(c) Support from the sub group around embedding changes across adult and older
adult services following changes to health and care leadership — focus on user
engagement within the process

(d) Update the mental health strategy implementation plan in relation to activity
undertaken and gap analysis

Contact: Melody Williams, Integrated Care Director
Tel: 07534 918224 Email: melody.williams@nelft.nhs.uk
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APPENDIX B
Learning Disability Partnership Board
Chair: Mark Tyson, Commissioning Director Adults' Care & Support

Items to be escalated to the Health & Wellbeing Board
None.

Attendance:
04 October 2017— 82% (13 out of 16) members attended.

Performance issues.

There are 2 strategic priorities that have improved from RED to AMBER on the LDPB
delivery plan since the last report was submitted.

Action(s) since last report to the Board

(a) The LDPB were presented with an update of the new Disability Service. One key
feature of the service will be how the council imbeds a life planning approach to
assessments and reviews. The LDPB were informed how it will use a range of tools
to ensure people with a learning disability are able to understand and engage more
within their assessments and reviews.

(b) The reporting of health checks to the Board for people with a learning disability are
inclusive of patients aged 14 plus since 1 April 2017. The percentage of people
with a learning disability who have received a health check within the past 12
months up to 30th September 2017 is 57%. This priority has improved from a RED
to an Amber rating on the LDPB delivery plan. This is a reasonable level of service
if GPs can maintain health checks as a priority and continue over the following 6
months of the year to increase this number. This issue has been shared with the
CCG who manage the contracts with GPs.

The CCG are facilitating the programme to raise awareness and facilitate training
to GP surgeries. The CCG have worked with GPs and have increased the number
of surgeries that have signed up to the Direct Enhanced Scheme (DES). The
scheme is designed to encourage practices to identify all patients aged 14 and over
with learning disabilities, to maintain a learning disability ‘health check’ register and
offer them an annual health check, which includes producing a health action plan.

The CCG are also working with primary care leads to identify how we can get most
value out of this devolved responsibility. The CCG are also keen to explore service
user and carer experience.
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(c) The LDPB supported events during Learning Disability week 3 — 7 July 2017.
Alongside the more traditional fun events that service users enjoyed. The week
focussed on employment and anti-bullying. This offered 27 people with a learning
disability the opportunity to have a 2 hour “taster session” of paid employment.
Commissioners will work with Community solutions, the Disability service, Carers,
Adult college and providers to ensure employment opportunities remain integral to
people life planning options.

Another successful area was the police engagement with stakeholders. The police
worked with our local bus service and facilitated sessions on how people can stay
safe while travelling on buses. The police also facilitated a visit to Dagenham police
station for service users and carers. There are plans to increase community safety
for the learning disability community in the borough. This priority has improved from
a RED to an Amber rating on the LDPB delivery plan.

Action and Priorities for the coming period

(a) Update and approval of the implementation of the Learning Disability Strategic
Delivery plan inclusive of employment and community safety.

Contact: Karel Stevens-Lee, Senior Commissioning Manager — Learning Disabilities

Tel: 020 8227 2476 Email: karel.stevens-lee@]lbbd.gov.uk
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Children’s Partnership

Chair: Chris Bush: Commissioning Director for Children’s Care and Support, London
Borough of Barking and Dagenham

Items to be escalated to the Health & Wellbeing Board
The first meeting of the Children’s Partnership was convened on 20 September 2017.

The Children’s Partnership (The Partnership) is a newly-formed sub-group of the Barking
and Dagenham Health and Wellbeing Board. Following extensive discussions with
member of the former Children’s Trust, the Partnership has been formed to replace the
Children’s Trust and the Child and Maternity Group.

Established to improve the health, wellbeing and outcomes of children and young people
in our Borough, the Partnership will seek to do so by leading the way in addressing a small
number of priority areas through commissioning, integration, transformation, and
innovation.

The purpose of this report is to update Health and Wellbeing Board on the work of the
Children’s Partnership.

Furthermore, the Health and Wellbeing Board are asked to:

a) Note the Terms of Reference (ToR) for the Children’s Partnership (ToR attached as
Appendix A in Stepping Up Narrative, Item 8) and ratify these; and

b) Formally agree the Children’s Partnership as a sub-group of the Health and Wellbeing
Board.

Meeting Membership

Membership of the Partnership will not exceed 10 members, and will be decided by the
Partnership itself, with the approval of the Health and Wellbeing Board. Membership of the
Partnership, at the time of establishment, will be constituted of:

4 Representatives of the London Borough of Barking and Dagenham:

The Commissioning Director for Children’s Care and Support (Chair)
The Cabinet Member for Social Care and Health Integration

The Director of Public Health

The Commissioning Director for Education

O O O O

Deputy Director of Nursing for the Barking and Dagenham Clinical Commissioning Group
Director of Young People and Families for Lifeline (CVS Representative)

Integrated Care Director of the North-East London NHS Foundation Trust (NELFT)

Head Teacher of Sydney Russel Comprehensive School (Secondary School
Representative)

Head Teacher of Gascoigne School (Primary School Representative)

Advisors to the Partnership will have standing invitations to each meeting of the
Partnership, but will not hold decision-making power. Upon establishment, appointed as
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advisor to the Partnership will be:

O

The Council’s Head of Performance and Intelligence, Children’s Care and Support:
responsible for providing intelligence, data and policy information.

Head of Commissioning, Children’s Care and Support: responsible for leading the
response to decisions taken by the Partnership.

Action(s) since last report to the Health and Wellbeing Board

There have been no previous reports to the Health and Wellbeing Board as the Children’s
Partnership is a newly formed sub-group. At the first meeting the group:

a)

b)

Discussed and agreed the Terms of Reference (amended version attached at
Appendix A);

Reviewed the first draft of a new Children and Young People’s Strategy for the
Partnership. A second draft incorporating the views the Partnership and the findings
from a wider consultation exercise that has now begun will be considered at the next
meeting in November;

Approved the final version of the Improvement Plan resulting from the Local Area
Inspection of services for children and young people with special educational needs
and/or disabilities (SEND), and agreed to provide the governance on behalf of the
wider partnership for the delivery of this plan.

Action and Priorities for the coming period

During the coming period the Children’s Partnership has agreed that the following key
actions will be progressed:

a)

b)

Seek approval from the Health and Wellbeing Board to formal constitute the

Children’s Partnership as a sub-group of said Board;

Develop outline commissioning intentions for the children and young people with

special educational needs and/or disabilities (SEND) for the purposes of:

o Consideration at the next meeting to support the development of a wider Joint
Commissioning Strategy; and

o To be incorporated into the work of the BHR Joint Commissioning Board work-
stream focused upon developing a joint response across the BHR footprint.

Conduct a gap analysis on the draft Children and Young People’s Strategy and begin

a wider consultation exercise. A subsequent iteration of the strategy will then be

considered at the next meeting.

Contact: Chris Bush
Tel: 020 8227 3188 Email: christopher.bush@Ibbd.gov.uk

Page 120



mailto:christopher.bush@lbbd.gov.uk

: - In this edition of my Chair’s Report, | talk about our Older People’s Z\G NDA ITEI\< 14 >

: Week, the first End of Life conference held in the Borough, the
launch of our new service Community Solutions and the Flu
Vaccine. | would welcome Board Members to comment on any
item covered should they wish to do so.

Best wishes,
Cllr Maureen Worby, Chair of the Health and Wellbeing Board

110day S, irey

Older People’s Week was held between 1-7 October and was part of the
celebrations for International Older People’s Day, several events were held over
the week including the main Council event held on 2 October supported by our
partners including NELFT, AgeUk, Healthwatch, Care City along with test bed
innovators, TfL and Arriva bus company. Residents took part in exercise taster
sessions run by the Active Age Programme and were able to have their walking
aids assessed and adjusted by physiotherapists, occupational therapists and
nurses. The therapists were also able to support service users with using public
transport safely and preventing falls and injuries in partnership with the TfL
Access team and Arriva bus company. The residents enjoyed entertainment from
Frankie Valli and Elvis tribute acts, and a dance and a cup of tea with cake. One
of the residents said,

“My hip’s hurting but I'm just going to have a little dance!”

The Council and Be First jointly organised a ‘Now and Then Coach tour’ of the
borough for older residents to reminisce on the borough’s heritage and look
forward to the new opportunities coming to the borough in the future. Along the
route residents were taken to Barking Riverside for tea and coffee, courtesy of
Barking Riverside and later lunch was provided by Londoneast UK at their site,
where they learnt about the history of the May and Baker/Sanofi site and the work
that the Council had done with partners to enable an employment legacy.
Residents thoroughly enjoyed the tour and were surprised at the many things we
currently have in the borough and the opportunities coming through in the near
future.

. .
----------------------------------------------------------------------------------------------------------
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: “Really lovely, we didn’t know half of these things were in Barking and
: Dagenham.”

In addition to these, there were other activities including the We Can Do It Club
which is a strength and balance exercise group and social club that supports falls
: prevention held at Fanshawe Community Centre and the Barking Pageant
: Masterclass followed by archive films of the borough held at Valence House
: Museum. The residents enjoyed both events commenting on how they
: remembered seeing the road safety films at school and how they enjoyed seeing :
the many preserved costumes from the pageant.

---------------------------------------------------------------------------------------------------------------

-------------------------------------------------------------------------------------------------------------
.

" End of Life Conference

In September The London Borough of Barking and Dagenham, along with North-
: East London NHS Foundation Trust (NELFT), The Barking and Dagenham
- Clinical Commissioning Group (CCG), St Francis Hospice, and Barking, Havering
: and Redbridge University Hospitals Trust (BHRUT) held the first conference for
i End of Life Care in Barking and Dagenham. It was a positive and well attended
: event by 137 people and 91% of delegates scored the event at 8, 9 or 10 out of
10. The conference was held to explore and identify how we can improve services
: for people with life-limiting ilinesses who are approaching the end of their life. The
conference was extremely beneficial and allowed the attendees to agree
: outcomes in which Barking and Dagenham will focus on to improve and progress

End of Life Care.
A
N _\}’

*
-------------------------------------------------------------------------------------------------------------
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: Community Solutions gone live

Community Solutions is a new core focused service within the Council which acts
: as the engine room for our vision to see the residents of Barking and Dagenham :
: penefit from growth. This can be achieved by identifying and resolving the root :
: causes on an individual or family’s problem. Community Solutions went live on 1%t :
October and will include the following services:

Housing

Housing advice

Information and advice on Adult social care

Integrated youth services

Childrens’ early intervention

Employment and skills

Financial support

Parts of community safety dealing with anti-social behaviour
Libraries

I'll keep you informed of the progression in Catageidid? Solutions.

*
-------------------------------------------------------------------------------------------------------------
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< Flu Vaccine 2017/18

The flu season is upon us and the Council is promoting the message that the
best way for residents to prevent themselves from flu this Winter is to get the flu
jab. The vaccine is safe, effective and prevents illness spreading to those who
haven’t had or who can't the jab.

The jab is recommended for the following:

e Everyone over the age of 65

e Children aged between 2 and 8

e Children aged between 2 and 17 with long-term health problems.

e Pregnant women

e Those with certain health problems where flu could cause them to be
seriously ill

e Those living in a long-stay residential care home or other long-stay care
facility

e Those receiving a carer’s allowance

Residents in all the above categories can get the flu jab at their GP surgery,
except for school age children who will be offered it at school.

Childrens’ flu vaccine: The children's flu vaccine is in the form of a nasal spray
and is offered to two- and three-year old’'s at the GP surgery. Children in
reception class and school years one, two, three and four will be given the
vaccine at school.

Pregnant women: The vaccine will protect their health and those of their baby’s
by having the vaccine which can be given it at any stage of pregnancy.

Front line health and social care workers are also eligible to receive the flu
vaccine: many employers, including LBBD offer the jab to their employees, but
where an employer doesn’t offer it, this group of staff can get it at their GP
surgery.

. .
.
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Future dates of the Health and Wellbeing Board

The Board will meet on the following dates:

e 16 January 2018
e 13 February 2018

e 12 April 2018
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THE FORWARD PLAN

Explanatory note:

Key decisions in respect of health-related matters are made by the Health and Wellbeing Board. Key decisions in respect of other Council
activities are made by the Council’s Cabinet (the main executive decision-making body) or the Assembly (full Council) and can be viewed on
the Council’s website at http://moderngov.barking-dagenham.gov.uk/mgListPlans.aspx?RPId=180&RD=0. In accordance with the Local
Authorities (Executive Arrangements) (Meetings and Access to Information) (England) Regulations 2012 the full membership of the Health and
Wellbeing Board is listed in Appendix 1.

Key Decisions

By law, councils have to publish a document detailing “Key Decisions” that are to be taken by the Cabinet or other committees / persons /
bodies that have executive functions. The document, known as the Forward Plan, is required to be published 28 days before the date that the
decisions are to be made. Key decisions are defined as:

(i) Those that form the Council’'s budgetary and policy framework (this is explained in more detail in the Council’s Constitution)
(ii) Those that involve ‘significant’ spending or savings
(i)  Those that have a significant effect on the community

In relation to (ii) above, Barking and Dagenham’s definition of ‘significant’ is spending or savings of £200,000 or more that is not already
provided for in the Council’'s Budget (the setting of the Budget is itself a Key Decision).

In relation to (iii) above, Barking and Dagenham has also extended this definition so that it relates to any decision that is likely to have a
significant impact on one or more ward (the legislation refers to this aspect only being relevant where the impact is likely to be on two or more
wards).

As part of the Council’s commitment to open government it has extended the scope of this document so that it includes all known issues, not
just “Key Decisions”, that are due to be considered by the decision-making body as far ahead as possible.

Information included in the Forward Plan
In relation to each decision, the Forward Plan includes as much information as is available when it is published, including:

e the matter in respect of which the decision is to be made;
e the decision-making body (Barking and Dagenham does not delegate the taking of key decisions to individual Members or officers)


http://moderngov.barking-dagenham.gov.uk/mgListPlans.aspx?RPId=180&RD=0

/21 abed

e the date when the decision is due to be made;

Publicity in connection with Key decisions

Subiject to any prohibition or restriction on their disclosure, the documents referred to in relation to each Key Decision are available to the
public. Each entry in the Plan gives details of the main officer to contact if you would like some further information on the item. If you would
like to view any of the documents listed you should contact Tina Robinson, Democratic Services Officer, 5th Floor, Roycraft House, 15 Linton
Road, Barking, IG11 8HE (telephone: 020 8227 3285, email: tina.robinson@lbbd.gov.uk.

The agendas and reports for the decision-making bodies and other Council meetings open to the public will normally be published at least five
clear working days before the meeting. For details about Council meetings and to view the agenda papers go to http://moderngov.barking-
dagenham.gov.uk/ieDocHome.asp?Categories and select the committee and meeting that you are interested in.

The Health and Wellbeing Board’s Forward Plan will be published on or before the following dates during the Council municipal year, in

accordance with the statutory 28-day publication period:

Edition

Publication date

January 2018 edition

18 December 2017

March 2018 edition

12 February 2018

June 2018 edition

14 May 2018
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Confidential or Exempt Information

Whilst the majority of the Health and Wellbeing Board’s business will be open to the public and media organisations to attend, there will
inevitably be some business to be considered that contains, for example, confidential, commercially sensitive or personal information.

This is formal notice under the Local Authorities (Executive Arrangements) (Meetings and Access to Information) (England) Regulations 2012
that part of the meetings listed in this Forward Plan may be held in private because the agenda and reports for the meeting will contain exempt
information under Part 1 of Schedule 12A to the Local Government Act 1972 (as amended) and that the public interest in withholding the
information outweighs the public interest in disclosing it. Representations may be made to the Council about why a particular decision should
be open to the public. Any such representations should be made to Alan Dawson, Democratic Services Manager, 5th Floor, Roycraft House,
15 Linton Road, Barking, IG11 8HE (telephone: 020 8227 2348, email: committees@Ibbd.gov.uk).

Key to the table

Column 1 shows the projected date when the decision will be taken and who will be taking it. However, an item shown on the Forward Plan
may, for a variety of reasons, be deferred or delayed.

It is suggested, therefore, that anyone with an interest in a particular item, especially if he/she wishes to attend the meeting at which the item is
scheduled to be considered, should check within 7 days of the meeting that the item is included on the agenda for that meeting, either by
going to http://moderngov.barking-dagenham.gov.uk/ieListMeetings.aspx?CId=669&Year=0 or by contacting contact Tina Robinson,
Democratic Services Officer, 5th Floor, Roycraft House, 15 Linton Road, Barking, |G11 8HE (telephone: 020 8227 3285, email:
tina.robinson@Ibbd.gov.uk .

Column 2 sets out the title of the report or subject matter and the nature of the decision being sought. For ‘key decision’ items the title is
shown in bold type - for all other items the title is shown in normal type. Column 2 also lists the ward(s) in the Borough that the issue relates
to.

Column 3 shows whether the issue is expected to be considered in the open part of the meeting or whether it may, in whole or in part, be
considered in private and, if so, the reason(s) why.

Column 4 gives the details of the lead officer and / or Board Member who is the sponsor for that item.
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Decision taker/
Projected Date

Subject Matter

Open / Private
(and reason if

Sponsor and
Lead officer / report author

Nature of Decision all / partis
private)
Health and Older People's Housing Strategy - Discussion Open Mark Tyson, Commissioning
Wellbeing Director, Adults' Care &
Board: The Board will be asked to consider and discuss the Older People’s Housing Support
16.1.18 Strategy. (Tel: 020 8227 2875)
(mark.tyson@Ibbd.gov.uk)
e Wards Directly Affected: All Wards
Health and Contract: Public Health Primary Care Service - Procurement Strategy : Open Matthew Cole, Director of
Wellbeing Financial Public Health
Board: (Tel: 020 8227 3657)
16.1.18 The current contract for the Public Health Primary Care service will expire on 31 (matthew.cole@Ibbd.gov.uk)
March 2018.
The Board will be asked to approve the procurement strategy for the competitive
procurement of this service from 1 April 2018 to 31 March 2020, with the option for
the Council to extend the contract for a further two-year period, and to the
delegation of the award of the contact.
e Wards Directly Affected: All Wards
Health and Suicide Prevention Strategy : Community Open Sue Lloyd, Public Health
Wellbeing Consultant
Board:
16.1.18 In November 2016, a Mental Health Strategy for LBBD was agreed. Since then (sue.lloyd@lbbd.gov.uk)

LBBD and Havering have partnered in the development of a suicide prevention
strategy and localised action plans.

The Board will be asked to approve the Suicide Prevention Strategy.

e Wards Directly Affected: All Wards
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Health and Joint Strategic Needs Assessment (JSNA) 2017 Open Vikki Rix, Head of
Wellbeing Performance and
Board: The Joint Strategic Needs Assessment is the outline document written with Health Intelligence, Children’s Care
16.1.18 and Wellbeing partners to provide information about the services that benefit the and Support Commissioning
health and wellbeing of residents in Barking and Dagenham. (Tel: 020 8227 2564)
(vikki.rix@lbbd.gov.uk)
The Board will be provided with the refresh update of the Joint Strategic Needs
Assessment for 2016-17, for information and discussion.
e Wards Directly Affected: All Wards
Health and Local Account Open Mark Tyson, Commissioning
Wellbeing Director, Adults' Care &
Board: The Board will be provided with the annual Local Account for information. Support
16.1.18 (Tel: 020 8227 2875)
(mark.tyson@Ibbd.gov.uk)
e Wards Directly Affected: All Wards
Health and Domestic and Sexual Abuse Strategy : Community Open Mark Tyson, Commissioning
Wellbeing Director, Adults' Care &
Board: The report will present the Board with the draft Domestic and Sexual Abuse Support
13.3.18 Strategy. (Tel: 020 8227 2875)

The Board will be asked to discuss and approve the Domestic and Sexual Abuse
Strategy.

e Wards Directly Affected: All Wards

(mark.tyson@Ibbd.gov.uk)
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Health and
Wellbeing
Board:
13.3.18

Barking and Dagenham Pharmaceutical Needs Assessment (PNA) :
Community

The Pharmaceutical Needs Assessment (PNA) is a statutory document required to
be produced by every local authority’s Health and Wellbeing Boards (HWB) every
three years. The PNA assesses the pharmacy needs of the local population and
provides a framework to enable the strategic development and commissioning of
community pharmacy services to help meet the needs of the local individual
population.

The London Boroughs of Barking and Dagenham (LBBD), Havering (LBH)
and Redbridge (LBR) have recently (May 2017) awarded the contract for the
production of three PNA'’s to PHAST CIC (one for each borough)

The HWB will be asked to sign-off the final PNA upon its completion.

e Wards Directly Affected: All Wards

Open

Matthew Cole, Director of
Public Health

(Tel: 020 8227 3657)
(matthew.cole@lbbd.gov.uk)
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Membership of Health and Wellbeing Board:

Councillor Maureen Worby, Cabinet Member for Social Care and Health Integration (Chair)

Councillor Sade Bright, Cabinet Member for Equalities and Cohesion

Councillor Laila M. Butt, Cabinet Member for Cabinet Member for Enforcement and Community Safety

Councillor Evelyn Carpenter, Cabinet Member for Educational Attainment and School Improvement

Councillor Bill Turner, Cabinet Member for Corporate Performance and Delivery

Anne Bristow, Strategic Director for Service Development and Integration and Deputy Chief Executive

Matthew Cole, Director of Public Health

Nathan Singleton, Healthwatch Barking and Dagenham (Lifeline Projects)

Dr Waseem Mohi, Chair of Barking and Dagenham Clinical Commissioning Group (Deputy Chair of the H&WBB)

Dr Jagan John, Clinical Director (Barking and Dagenham Clinical Commissioning Group)

Conor Burke, Accountable Officer (Barking and Dagenham Clinical Commissioning Group)

Bob Champion, Executive Director of Workforce and Organisational Development (North East London NHS Foundation Trust)
Dr Nadeem Moghal, Medical Director (Barking Havering and Redbridge University Hospitals NHS Trust)

John Cooze, Partnership Inspector for Barking and Dagenham Area. (Metropolitan Police)

Ceri Jacob, Director Commissioning Operations NCEL (NHS England - London Region) (non-voting Board Member)

APPENDIX 1



	Agenda
	7 Annual Report of the Director of Public Health 2016-17
	8 Health and Wellbeing Outcomes Framework Performance Report - Quarter 1 & 2 (2017/18)
	Appendix B - Performance Summary Reports 201718 Q1+2
	Appendix C - 201718 Q1+2 CQC Inspections

	9 Better Care Fund (BCF) - Update
	Appendix B - BCF Approval Barking and Dagenham

	10 Sustainability and Transformation Plan Update and Partnership Agreement
	Appendix 2 -  ELHCP Our Aims
	Appendix 3 - Governance Structure
	Slide Number 1


	11 Integrated Care Partnership Board  - Update
	12 Development of the Health and Wellbeing Board Sub-Structure, including the new Children's Partnership.
	Appendix B - Mental Health Membership

	13 Sub-Group Reports
	Appendix B -  Learning Disability Partnership Board (LDPB)
	Appendix C - . Children's Partnership (HWBB Sub-Group Report)

	14 Chair's Report
	15 Forward Plan

