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AGENDA ITEMS

ANNOUNCEMENTS

Details of the arrangements in case of fire or other events that might require the
meeting room or building’s evacuation will be announced.

APOLOGIES FOR ABSENCE AND ANNOUNCEMENT OF SUBSTITUTE
MEMBERS

(if any) — receive.

DISCLOSURE OF PECUNIARY INTERESTS

Members are invited to disclose any interests in any of the items on the agenda at this
point of the meeting. Members may still disclose an interest in an item at any time
prior to the consideration of the matter.

MINUTES (Pages 1 - 8)

To receive the minutes of the meeting held on 20 November 2012 (attached).

CHAIRMAN'S UPDATE

DELAYED TRANSFERS OF CARE OF ADULTS FROM HOSPITAL TO SOCIAL
CARE SERVICES (Pages 9 - 16)

Report attached.
ST. GEORGE'S HOSPITAL UPDATE

To receive an update from officers on the latest position re St. George’s Hospital,
Hornchuirch.

NORTH EAST LONDON FOUNDATION TRUST (NELFT)

To receive a presentation from NELFT officers on current Trust work in Havering.
QUEEN'S HOSPITAL UPDATE

To receive an update on recent issues at Queen’s Hospital from the Director of
Planning and Performance - Barking, Havering and Redbridge University Hospitals
NHS Trust (BHRUT).

HOSPITAL COMPLAINTS

To receive a presentation on the hospital complaints process and associated issues
from the Deputy Director of Nursing, BHRUT.

URGENT BUSINESS
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To consider any other item of which the Chairman is of the opinion, by means of
special circumstances which shall be specified in the minutes, that the item shall be
considered at the meeting as a matter of urgency.
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MINUTES OF A MEETING OF THE
HEALTH OVERVIEW & SCRUTINY COMMITTEE
Havering Town Hall
20 November 2012 (7.00 — 8.55 pm)

Present:
Councillors Pam Light (Chairman), Nic Dodin (Vice-Chair), Wendy Brice-

Thompson, Ray Morgon, Frederick Thompson (substituting for Fred Osborne) and
Linda Trew.

33 ANNOUNCEMENTS

The Chairman gave details of the arrangements in case of fire or other
event requiring the evacuation of the meeting room.

34  APOLOGIES FOR ABSENCE AND ANNOUNCEMENT OF SUBSTITUTE
MEMBERS

Apologies were received from Councillor Fred Osborne (Councillor
Frederick Thompson substituting).

Apologies were also received from Heather Mullin, NHS NELC.

Offices present:

Lorna Payne, Group Director, Adults & Health, London Borough of Havering
Conor Burke, NHS North East London and the City (NHS NELC)

Neill Moloney, Barking, Havering and Redbridge University Hospitals NHS
Trust (BHRUT)

Jacqui van Rossum, North East London Community Services (NELCS)
Fiona Weir, North East London NHS Foundation Trust (NELFT)

A representative of Havering Local Involvement Network (LINk) and a
representative of the Press were also present.

35 DISCLOSURE OF PECUNIARY INTERESTS
There were no disclosures of interest.
36 MINUTES

The minutes of the meetings held on 3 October and 18 October 2012 were
agreed as correct records and signed by the Chairman.

Page 1



37

38

Under matters arising, health officers emphasised that the use of Foxgolve
ward at King George Hospital was a temporary measure pending the
completion of the outline business case for the St. Gorge’s site and for other
non-acute beds for Havering residents.

CHAIRMAN'S UPDATE

The Chairman explained that, in conjunction with the Vice-Chairman and a
representative of Havering LINk, work had been undertaken to ascertain the
welfare of patients formerly treated at St. George’s Hospital. Whilst the care
previously offered at St. George’s had been of a good standard, there was a
consensus that the facilities on the site left a lot to be desired.

The Chairman and Vice-Chairman had visited both the replacement sites for
St. George’'s — Brentwood Community Hospital and Grays Court in
Dagenham. Members had raised minor queries with health officers which
had since been answered satisfactorily. A visit had also been undertaken to
Foxglove ward at King George Hospital, shortly before patients moved there
from Brentwood.

Future planned visits included a briefing on the JONAH discharge system
used at BHRUT, the new midwife led unit at Queen’s Hospital, South
Hornchurch Health Centre and a return visit to Foxglove ward. It was also
planned to visit Queen’s A&E once the Rapid Assessment and Treatment
system was in operation.

A Havering LINk representative added that the LINk had formally requested
that discharge meetings for patients treated in the replacement facilities be
held within Havering. A health officer clarified that St. George’s had been
closed due to the discovery of elevated legionella levels in the hospital’s
water supply rather than any outbreak of legionnaire’s disease itself.

BARKING, HAVERING AND REDBRIDGE UNIVERSITY HOSPITALS
NHS TRUST (BHRUT)

The BHRUT officer explained that there had been a number of new
appointments to the Trust Board including to the positions of Medical
Director, Director of Nursing and Chairman.

The Queen’s Birthing Centre was now complete and would comprise eight
delivery rooms and six post-natal beds. Two open days would be held in
December and the unit would be open from 8 January 2013. The unit would
gradually expand to a final capacity of 2,500 beds per year.

The development was part of wider commissioner-led changes to maternity
arrangements in North East London. Approximately 200 women booked
with BHRUT would be transferred to a Barts Health hospital closer to their
home. Thirteen midwives would also be transferred to Barts Health under
the TUPE regulations.
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Officers confirmed that priority would be given to local women who wished
to give birth at Queen’s and it was now expected that maternity at King
George Hospital would close at the end of March 2013.

The junior endoscopy suite at King George was now in use and a formal
opening was planned for December 2012. The Redbridge renal unit was
also now open at King George and conversion work on Foxglove ward had
now been completed.

The Rapid Assessment and Treatment (RAT-ing) system had now been
implemented in Queen’s A&E. Improved streaming of cases had also been
introduced including better use of the Urgent Care Centre and more referral
of A&E attendees to their GPs. A new medical rota had also been
introduced to match the seven-day demand pattern.

Staff development had been improved for nursing staff and more advanced
Nurse Practitioner posts had been introduced in A&E who could see some
patients independently. Four new A&E consultants had been recruited as
well as a new Lead Nurse and additional junior doctors.

As regards other areas of Queen’s Hospital, new professional standards
had been introduced for medical cover. There were now weekly
performance management meetings as well as the planning and structuring
of weekend discharges. There was also continued intensive support for
patients who stayed in hospital for longer periods.

The BHRUT officer added that there was now greater clinical engagement
with GPs and Social Care in order to reduce instances of inappropriate
admissions and delayed discharge. Audits had been carried out with GPs in
an attempt to reduce admissions although no drop in attendances had been
seen as yet.

The Trust had recently undertaken a travel survey which had shown car
parking to be the major complaint for both patients and staff. Work on these
issues was ongoing with local representatives of the Greater London
Authority and the Trust also enjoyed a good relationship with Council
transport planners. The BHRUT staff travel plan would be updated in light of
the results of the survey. It was clarified that the oncology car park was free
for patients receiving radiotherapy and chemotherapy treatment but not for
follow up outpatients. This was due to the limited capacity of the car park.
Surface parking was free for holders of Blue Badges.

A new Rapid Arc radiotherapy machine had recently been installed at
Queen’s paid for by the Trust’s charity. This would allow more accurate and
faster treatment as well as a higher throughput of patients. The issue of
charging for prescriptions issued in A&E had been considered but with
around 70% of patients exempt from payment, it had not been felt that this
would generate sufficient revenue to be viable.
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Two wards had been affected by outbreaks of Norovirus in recent weeks
and the Trust’'s new Director of Infection and Control was meeting with all
BHRUT clinical teams. The Trust’s charity was now operating under a new
name and had raised £800k in the last year. The charity’s recent re-launch
event had been attended by the Mayor.

The BHRUT officer emphasised that there was a need to treat more patients
in the community in order to release capacity at the hospital. He confirmed
that a higher proportion of category A patients had been seen at Queen’s in
recent months. Higher A&E attendances were seen on a Monday and it was
felt that this may be due to a lack of access to other healthcare services at
weekends. The BHRUT officer would check if anti-social behaviour or
alcohol-related cases also led to a rise in A&E attendances on a Monday.

Members felt that an advertising campaign would be useful to make people
aware that they could go to other services such as a pharmacy or the
polyclinic as alternatives to A&E. Officers agreed, explaining that a national
campaign to this effect was currently running on buses and shelters. It was
agreed that the communications teams at NHS NELC and the Council
would draw up a form of wards on alternatives to A&E for use in Members’
newsletters etc.

The Committee noted the presentation.

ST. GEORGE'S HOSPITAL

The Group Director explained that an assurance review would take place
following the recent major incident at St. George’s Hospital and the terms of
reference for this would be considered at the NHC NELC Board meeting this
month. All clinical services had now been moved off the site and the CCG
offices would be moving temporarily to Mercury House on 23 November.

A strategic outline business case (OBC) for the St. George’s site was being
developed and engagement would take place on this with stakeholders
including with Members. Officers confirmed that a total of thirty-two services,
including support functions had been moved from the St. George’s site. The
final two support functions would vacate the site in the next few days.
Further discussions would take place around long term solutions for
accommodation for clinics etc. within Havering in order to improve access
issues to some services. The NELCS chief officer agreed to supply to the
Committee Officer an updated list of where former St. George’s services
were now located.

It was confirmed that no staff had lost anything financially due to the moves
of service locations. A celebration event was also being planned to mark the
end of use of the St. George’s site in its current form and it was confirmed
the hospital League of Friends group would be involved with this. A total of
15 patients were moved from St. George’s to Brentwood Community
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Hospital, 11 of whom were later moved again to Foxglove ward at King
George. Foxglove ward contained two small day room facilities which was
not something that had been available at St. George’s. The move had been
conducted over a two-day period and it was confirmed that no late evening
transfers had taken place.

Members raised concerns over difficulties in accessing Foxgolve ward
within King George Hospital. Whilst it was accepted that maps of the
hospital were available, the lack of signage to and from the ward was felt to
be an issue, particularly for older people, and the NELCS officer agreed to
investigate this.

Commissioners did not expect to need to spot purchase any additional beds
as more effective bed management and discharge procedures meant the
existing number of beds was considered to be adequate. Contingencies
were also available should any extra beds be needed.

Concerns were also raised by the Committee concerning access problems
at Grays Court for physiotherapy patients. The NELCS officer responded
that patients who required patient transport to attend St. George’s should
still have this facility to enable them to get to Grays Court. The NELCS
officer agreed to provide details of the number of cancellations of
appointments at Grays Court and an indication of whether these were due
to problems with getting to the facility. It was accepted that parking was a
challenge at Grays Court and the objective was therefore to move back to a
facility in Havering in due course. Updates on these plans would be given to
the Committee as they developed.

It was clarified that some staff continued to park at St. George’s in order to
access transport links to other offices or sites. The CCG would lead work on
the future of St. George’s although no decisions had been taken as yet.
Officers accepted that the initial timescale for agreement of the plans had
been too ambitious but it was hoped to have a clear vision for the site by the
end of December 2012. A public consultation on the plans would take place
in 2013. Ownership of the site would transfer in April 2013 to another NHS
body and so it was wished to secure the future of the site as soon as
possible for the benefit of local residents.

It was emphasised that there was not money available nationally for any
new polyclinics in Havering but officers felt it would be possible to build a
large medical centre on the St. George’s site. A range of options would be
discussed in the outline business case as would analyses of local needs
and of the financial viability of the proposals. It was agreed that a special
meeting of the Committee would be called to consider the outline business
case for St. George’s as soon as this was released.

Solutions had now been agreed for the transport department and nursery
located on the St. George’s site and these issues would be resolved by the
end of November. Officers would supply a list of where the support services
located on the St. George’s site were now based. It was clarified that the
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mental health team based at St. George’s were not affected by the recent
closure as this was located just outside the St. George’s site.

The Committee noted the update.

NORTH EAST LONDON COMMUNITY SERVICES (NELCS)

The NELCS officer explained that the majority of services provided by the
North East London NHS Foundation Trust (NELFT) were now community
services based across North East London and South West Essex. This
allowed for a mental health input into services for areas such as stroke,
heart disease and chronic obstructive pulmonary disease. Investment was
also being made in mobile working such as electronic care records. The
Trust and its NELCS subsidiary were also introducing more treatment
solutions that could be delivered at home or in community settings.

NELCS provided a number of community services within Havering including
district nursing, health visiting and smoking cessation. Service
developments had included a new model of integrated case management
being introduced from November 2012. This comprised of six clusters
across the borough offering support to patients with long term conditions
and those who were frequent attendees at hospital.

The continence service could now be offered by any qualified provider
which increased patient choice. A new falls service had also been launched
in April 2012.

Discussions were in progress between NELCS and BHRUT around sharing
resources to provide a pilot of an alternative service to A&E. This service
would be available 8 am — 8 pm seven days per week. Support was also
being given to extend the service at Queen’s Hospital to facilitate weekend
discharges and avoid unnecessary hospital admissions. Phase 1 of the new
service — the Community Treatment Team would concentrate on support for
frail elderly residents. In the longer term, it was hoped to extend both the
numbers of conditions and the age range covered by the service.

Progress made by the new team would be shared with the Committee in
due course. The Havering Group Director for Adults and Health emphasised
that detailed plans had not yet been agreed but that she did support the
principle of more integrated working. The Council was keen to combine
treatment and care and supported the overall principles from a
commissioning point of view. The Integrated Care Coalition also wished to
see more flexible models of care delivered closer to home.

The NELCS officer confirmed that work was being undertaken with the
Council’s Social Care directorate. NELCS also employed some social
workers directly. The Community Treatment Team would be led medically
by Dr. Rob Fowler — a geriatrician and lead on chronic obstructive
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pulmonary disease. The new team was anticipated to be in place by the end
of December.

The Community Treatment Team could be contacted by care home staff
should they have concerns over the condition of a resident. The NHS NELC
representative added that better coordination of community services may be
needed as well as better measurement of outcomes from GPs and district
nurses.

Members asked for clarity around the patient pathway, particularly for
conditions such as chronic obstructive pulmonary disease. Officers
responded that most patients with this sort of condition were referred to
community services via their GP. The Community Treatment Team would
be able to give referred patients advice over the phone after 5 pm and
conduct home visits if necessary, in addition to dedicated clinics.

A directory of NELCS services for the use of GPs had nearly been
completed and would be available on the NELCS website
(www.nelft.nhs.uk). All clinics were also advertised on this website.

Officers emphasised that new technology allowed increased mobile
working. A written care plan would be retained in a patient's home and
mobile solutions had also been introduced for patients with mental health
issues. Mental health services were in the process of being remodelled with
the aim of making outpatient clinics more multidisciplinary and multiagency.
Clinics were operated from Harrow Lodge House in Hornchurch and
monitoring and follow up work was carried out with discharged patients. The
Trust also aimed to make services more accessible through redesign.
People were encouraged to use services but it was noted that people could
not be forced to unless they were suffering from a severe mental iliness.
Work was also undertaken with MIND and other voluntary sector groups to
introduce people with mental health problems to the voluntary sector. A
representative of Havering LINk added that, in his view, MIND would benefit
from funding for programmes to provide practical support for people with
mental health problems.

The Committee noted the presentation.

URGENT BUSINESS

The NHS NELC officer agreed to provide, via the committee officer, an
update on the recently publicised problems at Basildon Hospital and the
response of local commissioners.

Chairman
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_ Agenda Item 6
&¢ Havering

e LONDON BOROUGH

OVERVIEW AND SCRUTINY COMMITTEE
7 FEBRUARY 2013

Subject Heading: Delayed Transfers of Care (DTOC) of
adults from hospital to social care
services

CMT Lead: Clir Stephen Kelly
Joy Hollister, Group Director

Report Author and contact details: Simon Jolley (Strategic Lead —

Performance and Policy, x 3886) and David
Millen (Transformation Project Manager.)

Policy context:

Financial summary: No direct implications as a result of this
report. To note DTOC reimbursements can

apply.

The subject matter of this report deals with the following Council Objectives

Ensuring a clean, safe and green borough 1

Championing education and learning for all (]

Providing economic, social and cultural activity

in thriving towns and villages 1

Valuing and enhancing the lives of our residents [X]

Delivering high customer satisfaction and a stable council tax 1
SUMMARY

Achieving timely and safe discharges from hospital is a key concern for both health
and social care not only through the costs associated with acute stays but also that
a delay represents a delayed opportunity for an individual to return home. We know
that in hospitals such as Queen’s when compared to national comparators more
people are admitted to hospital than is the case elsewhere which creates an
additional pressure on achieving improved flow. Responsibilities for discharges
principally rest with the Hospital Trust, the Clinical Commissioning Group and the
Council. Where discharge is delayed, this is known as a Delayed Transfer of Care
(DTOC).

Page 9



Health Overview and Scrutiny Committee, 7 February 2013

This report follows earlier information circulated to members via e-mail on the 27"
November by the hospital trust which considered information provided by Barking,
Havering and Redbridge University Trust's (BHRUT) JONAH system setting out
the top reasons for delay in achieving discharge from Acute care. The top five
reasons were listed as:

» Transfer to other hospital or rehabilitation service

Awaiting bed on appropriate ward

Awaiting meeting of multi-disciplinary team.

Social Work Assessment

Family related delays

This paper seeks to advise the committee of the role played by JONAH and its
limitations as a reporting tool, the current agreed position in relation to delayed
transfers of care between the partners and work currently underway jointly with
partners and by the Council to achieve further improvement of our management of
discharges.

This paper has been prepared by officers of the Council with input from the Clinical
Commissioning Group Support Unit.

RECOMMENDATIONS

Overview and Scrutiny Committee Members are asked to note the report’s content.
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REPORT DETAIL

1. Establishing a clear picture of DTOC

The JONAH system, when used in isolation, is an imperfect source of information
in terms of establishing a verified picture of DTOC. It does not accurately reflect

the position agreed by BHRUT and the Council on individual cases and does not
reflect actual DTOCs according to legislative definitions.

Every Friday morning, colleagues from BHRUT and the Council’s Hospital
Discharge Team meet to discuss DTOCs in that week. The purpose of that
meeting is to reach an agreed and shared view on individual cases of delayed
discharge, including whether there is actually a delay and if so, to which partner the
delay is attributable.

Data on the JONAH system does not reflect the outcome of those discussions. It
is all but entirely maintained by BHRUT staff and represents their initial
assessment of potential delays, tracks the individuals progress, identifies ‘next
actions’ and the associated reason for those delays, which then requires validation.
The Performance Improvement Programme work referred to below excludes data
provided by JONAH within proposed performance reporting due to these concerns.

It is more accurate to base DTOC discussions in terms of legislation around
Sections 2s (pre-discharge notifications) and Section 5s (discharge notifications).
These official notifications are tracked on a separate BHRUT database (UNIFY)
and it is this data which forms the basis of the Friday morning discussions.

The agreed DTOCs and the final agreed reasons for delay are recorded on UNIFY
and used for a wide range of performance reporting within the Council. The
agreed picture often differs from that which is recorded on JONAH. Due to
concern around DTOC reporting in the past, it was agreed by senior managers
among partners that only these 'signed off' DTOCs would be considered to provide
a reliable picture of DTOCs.

2. Actual position of DTOC
The data from UNIFY, i.e. the signed off DTOCs, gives a snapshot of a particular
week in the month and presents a very different picture to JONAH. It is this
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performance data which is reported within Adult Social Care (ASC) and the
Council’s corporate performance function.

There are three measures within the national Adult Social Care Outcomes
Framework related to DTOC, all measured per 100,000 adult population:

1. all DTOC (regardless of attributed responsibility);
2. DTOC where responsibility is shared between ASC, BHRUT or PCT, and
3. DTOC where responsibility is attributable solely to ASC.

The data is one month in arrears so November 2012 data is not available at the
time of writing.

The overall DTOC performance is above (i.e. worse than) target, with 14.4 delays

per 100k population as at end October 2012, against a target of 7. This equates to
187 delays, 146 of which relate to Acute care.
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Performance against the second DTOC measure, where there is shared

responsibility, is still above target but by a far smaller margin; 3.8 delays per 100k

population, against a target of three. This equates to 50 delays, 33 of which relate
to Acute care.
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The delays are attributable solely to ASC are far fewer in number, with 1.8 delays
per 100k population. Although this is above (i.e. worse than) the target of 1, it is
notable that only six of the 23 delays relate to Acute care.
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A more detailed exploration of DTOCs from Aug-Oct 2012 show that there were 18
Acute DTOCs which were due solely to ASC, or shared between ASC and
BHRUT. Of these, none were attributable to ASC as a result of 'awaiting
completion of assessment'. Where it was agreed that responsibility lay with Adult
Social Care, this was due to awaiting availability of residential care placement,
nursing care placement or provision of community equipment.
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The UNIFY data demonstrates that the highest number of delays are attributable to
PCT and BHRUT, not ASC. These are mainly around awaiting a further medical
assessment or awaiting further non-acute NHS care.

August September October
ASC Shared ASC Shared ASC Shared

= |Awaiting completion of assessment 0 53 0 4 i} 2
o

2| Awaiting residential home placement or availability 0 0 1 I} 1 a
=]

2

S |Awaiting nursing home placement or availability 1 0 1 I} I} a
ol

[ud

@ "y - . .

= |Awaiting community equipment and adaptations 0 0 1 1 ] 0

3. Current work

Work is currently underway within BHR involving the hospital trust, the CCG and
the Boroughs of Havering, Redbridge and Barking and Dagenham to deliver a
Performance Improvement Programme (PIP) specifically focused upon improving
arrangements and processes for discharge. The project is looking at a range of
measures which include:

e diagnostics - where there are both process issues and opportunities for
further improvement;

e performance dashboard applied across health and social care so that
blockages and performance can be readily identified and reported;

e quick win improvements which can deliver tangible results, and

e a review of the application of the re-imbursement policy

Within this opportunities have been identified for improvements in streamlining
Checklists, Health Needs Assessment, Decision Support Tools and electronic
processes. These are alongside improving awareness of pathways such as those
to re-ablement and managing activity through single rather than multiple points of
contact.

For social care in Havering steps have been taken to:

e seek through ward liaison to support planning for discharge much closer to
an individual's point of admission. 'Case finding'. This can be particularly
helpful where on-going support is either time sensitive or where in the case
of a need to enter residential care the decisions and choices required are
significant and involve family and friends.

e Full participation in Multi-disciplinary Team meetings
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e delegating financial decision making closer to the front line so that the team
manager can readily approve support arrangements without having to refer
to senior managers for approval.

e improve through additional capacity, access to our re-ablement service
close monitoring of delays and principally delays attributable to social care

4. Conclusions

The JONAH data should be viewed with caution as it is entirely subjective and
solely from the view of one side of the partnership (BHRUT). It should not be used
for formal reporting, particularly external reporting, as it does not represent the
validated agreed DTOC picture. Reporting arrangements currently under
development as part of the PIP has not included JONAH data and moreover has
not been put forward by the hospital Trust as part of the proposed performance
dashboard

It is recognised that there are particular challenges for Havering in both
demographic terms — having a high number of frail older people and with a
relatively high number of hospital admissions.

Although DTOC performance in Havering is not yet as we would wish, performance
is improving and there is a range of work underway and planned to bring the
number of delays to a desired level.

IMPLICATIONS AND RISKS

Financial implications and risks:

There are no direct financial implications and risks arising from the report. However
given the implications for local authorities in provision of fines for attributable bed
based delays, validation of such delays through the agreed processes is vital.

The Community Care (Delayed Discharges etc.) Act 2003 introduced a system of
reimbursement for delayed hospital discharges: if a patient remains in hospital
because the council has not put in place the services the patient or their carer need
for discharge to be safe, the council will pay the NHS body a charge per day of
delay. Therefore a robust process to sign off agreed delays is necessary to verify
liabilities before reimbursement is levied.

Legal implications and risks:

There are no apparent legal implications or risks in noting the context of this report.
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Human Resources implications and risks:
There are no direct HR implications arising from this report
Equalities implications and risks:

Delayed transfer of care can have significant implications on patients, particularly
older and other vulnerable people. It is therefore vital that the council has
accurate data on DTOCs and continues to work with BHRUT to improve
performance in this area. The work outlined in this report will go some way to
improving people’s experiences when they are discharged from hospital.

This area of work is important in reducing the health inequalities experienced by
some of the borough’s most vulnerable people, such as older people, people from
BME backgrounds and people with disabilities. In its health and wellbeing strategy,
the council has identified DTOC as a key priority going forward.

BACKGROUND PAPERS

No additional papers
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