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Overview

 Brief history of integrated health and care services In
Greenwich

« Overview of integrated Care
 Qutcomes

e Lessons learnt

« Looking to the future



In the beginning

* Working age mental health community teams
integrated with social care 1990’s. S 31 agreement

* QOlder people’s integrated CMHT established 2001/2
« Health and social care professionals working together
« Care coordination

* One assessment leads to integrated care plan and
access to both sets of services

« Specialist MH staff working across acute and
community settings



Evolution from integrated teams to
Integrated population management
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Population need / GCC target population

2534 registered patients
1% EoL
19972 registered patients
3+ LTC (8%)

Philosophical vs financial:
Top 250 attenders?

Earlier intervention with
less complex patients?

Early Stages of LTC (24%) 60094 registered patients

N
& 131339 registered patients

People experiencing inequalities or putting their health at risk (52%)

Health and Wellbeing
group (16%)

39418 registered patients




Our co-design methodology

* Design services around individual

life-stages A

« Balance service user and service Engagemen
goals t

« Engage staff through co-design
workshops Goed

» Test and learn with detailed log of -
progress ° DeSIQ fl

 Action learning sets with a ‘critical G reat
friend’ to spot/rectify problems —

« Codify change into ‘SOPs’ to support Outcornes!
roll-out



Greenwich : strong focus on staff

engagement, shared goals and values

“Nothing ’s really changed — we just
share the same office ”

1 don "t want to lose my professional
identity ”

“We don ’t speak the same language ”

“We didn ’t put anything in place to deal
with tensions and issues ”

“We spent too much time on processes
and not enough on getting the right
working relationship ”

1t ’s become more complicated &
bureaucratic ”




National Voices Narrative — “| statements”

| tell my story once
| am listened to about what works for me, in my life

| am always kept informed about what the next steps
will be

The professionals involved in my care talk to each
other. We all work as a team

| always know who is coordinating my care



Greenwich integrated care pioneer

Key aim of the pioneer was to develop integrated services
across institutions into services integrated around people

To go from this... | ... to this

Integrated
Commissioned service
Services & Wider focussed on
Community reablement and
rehabilitation




Outcomes of phase 1 (creating integrated teams)

 thank you Jo its reassuring to be able to talk to you about
things | have been worrying about - | trust you”

* |t's really nice to have one person to contact”
* “what a good idea to have this one place that does it all”
| have never had so much support, thank you”

* “there was no help for mum, but now the ball is rolling we
are grateful for all the help we’re getting

 thanks you are getting things moving”



Effect of Integrating Teams on ED
attendances

 Prior to the beginning of integration (four years ago), ED
attendances (not UCC) were running at around 5,500 to
5,800 per month.

 In the year following integration dropped down to as low
as 4,300, but settled back to around 5,000 where it
remains.



Overview of Greenwich Coordinated Care

Multi-professional team led by community services OT and RBG social
worker, supported by care navigators, offering a time limited intervention to:

* Address both personal ‘I-statements’ and health and care system goals

« Coordinate input from integrated teams & other services around individuals
 Clarify care plans for professionals providing ongoing care
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Lessons to carry forward

* Preserve the transformation methodology

« Balance inspirational/relational drivers of change with
tight performance monitoring and data review

e Sustaining change
« Creating and supporting local leaders

* Charles handy- learning, growth, transition and
decline- The Curve



Learning

« Shared vision between organisations = staff
engagement

* Responding to different organisational cultures,
expectations, “language” and understanding

« Using opportunities and learning from, voluntary
sector, wider services and professionals attending
Multi Disciplinary Meetings

« GPs and GP Practices to be involved in order to
sustain a whole system approach.

 Integrated care plan agreed across multiple
professionals



Lesson 1:Methodology for transformation

 Design services around patient life-stages
« Balance patient and service goals

* Engage staff through co-design workshops
* Test and learn with detailed log of progress

« Action learning sets with a ‘critical friend’ to
spot/rectify problems

 Codify change into ‘SOPs’ to support roll-out



Lesson 2: Balance visionary, inspirational leadership
with tight performance monitoring and data review

 Inspirational leadership style was important;

« Delay in creating and reviewing dashboard of key
metrics

* By the time we had created the dashboard we’d gone
off course on day to day performance

» Leadership focus had been more on supporting
Innovation than monitoring business as usual.



Lesson 3: Sustaining change

Monthly action learning meetings for 18 months
— facilitated by ‘external critical friends’
— problem solving to modify and improve interventions.

* Needs invested time— away from day job.

« 18m not long enough to withstand
— substantial senior staff turnover
— growing financial pressure
— Service changes to save money (ICS)

 How much time needed for new working practices to
become business as usual

* Top up action learning every 2 -3 months



The Future

« Care co-ordination is key to the direction of travel in Greenwich

« The Greenwich and Bexley Health and Social
Care commissioners and providers are jointly working on a
programme called 'Home First' and are developing an
iIntegrated Older Care Service.

« These will build on the existing integrated schemes and our
learning from being a Pioneer site.

« This will now including Acute providers as well as Mental
Health, with aim to get patients back to their usual place of
residence as soon as possible, as well as developing admission
avoidance schemes.

« Longer term plans include a single point of access for service
users, their carers and professionals



Guiding Principles

System leaders have already signed up to guiding
principles to provide a framework for how we will work
together:

* Radical change

 Empower and excite

* Focus on outcomes

 Open communication & trust

* Managing, sharing and taking risks
* Involved leaders
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