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In Support:
Ann Taylor			Norfolk Older People’s Strategic Partnership

Speakers:
Catherine Underwood, Director of Integrated Commissioning, Norfolk County Council
Amrita Kulkarni, Associate Support Manager, Norwich & Central Norfolk MIND
Kate Kingdon, Partnership Lead for Specialist Information & Advice


Apologies : Janice Dane, Joyce Hopwood, James Bullion, Louis Provart, Carole Williams, Julian Rudd, Lyn Fabre  


Welcome and Introductions

The Chair welcomed the Board to the meeting.  

In his introduction, the Chair outlined that as with previous meetings the Board would examine progress against the key objectives in the strategy but this time rather than focusing on a single issue, the Board would be looking at the topic of depression and anxiety among older people and how tackling this issue might fit with the evolving changes to social and health care services in Norfolk that are part of the Norfolk and Waveney Sustainability and Transformation Plan (STP).

The Chair welcomed Catherine Underwood, the Director of Integrated Commissioning for the County who has the task of leading on one of the most important parts of the Norfolk and Waveney STP: Prevention, Primary and Community Care, with an emphasis on how this can be best organised on a new locality basis.

2 The STP: Prevention, Primary and Community Care
Catherine Underwood, Director of Integrated Commissioning, Norfolk County Council

Catherine outlined that the STP plans were happening alongside the focus on wellbeing; thinking about how we help people to keep well alongside how we provide support.

The STP is about closing three gaps:

1. Health Outcomes
2. Care Quality
3. Financial

It is very much about supporting people at home and references older people and those with long term conditions.  Catherine outlined the principles which are about the customer and what it means to them.   

This is a three to five-year process aimed at reducing the number of hospital admissions, reducing the amount of time people spend in hospital and supporting people to get better in the community, preventing ill health and working with people with long term conditions. 

The Prevention stream covers support to help people manage a healthy weight; support to people who have alcohol problems; and social prescribing, which is about GP’s and health practitioners connecting people with services that are not about health conditions; for example, debt management and loneliness. 

The Primary Care stream is responding to the government initiative GP Forward View on how to deliver the health services we need by building staff skill sets, using multi-disciplinary approaches, looking at the use of premises for extended services and opening hours. 

The Community stream covers health and care services in the community including independent and voluntary sector providers.  Redesigning new models of care for community services with GP’s working alongside nurses, social workers and the independent and voluntary sector.  Intermediate care to support someone in crisis and then return home.  Supporting care homes to be able to care for those with complex needs and prevent them having to move care home, and End of Life care which is about support to die in a place of choice. 

Catherine explained that her focus for the Board would on Social Prescribing.  She talked about a model for social prescribing to roll out across Norfolk and Waveney.  Pilots are already underway in local areas and nationally there are some schemes.  The aim is to reduce the pressure on formal services, reducing the number of times people are calling on their GP, reducing the need for hospital admission and for the individual it is also about having a good life and a good level of wellbeing. 

The way it works is that a person sees their GP who recognises the person needs more support than medical input, for example, someone might be experiencing loneliness which is leading to health problems.  The health practitioner makes a referral to “Connectors” in GP surgeries, these are people who can link the person to information, advice and resources in their local area.  Currently this is at the stage of outline planning. There are individuals leading on making sure engagement happens and there will need to be more detailed conversations as plans progress for example through a reference group for social prescribing. 

[bookmark: _Hlk487566305]The following points were raised during the discussion and in response to questions asked by Board members. 

a. Agree with the principles but for the Partnership it is about how they affect older people locally.  Therefore, important older people are engaged with.  
b. The voluntary sector is mentioned but they have their own issues around how they will have capacity for this.  
c. Some may see the term social prescribing as top down take it or leave it, some will accept, some may react to this and want a choice in what they do.  Maybe there could be a phrase that works locally.
d. The advice sector has put forward a model where those who do the work are put with the connectors.  It is important there is not just another hand off to other services. 
e. Need to do more work and look at the skill set needed in that first conversation.  It is not about just pushing work to the voluntary sector but looking how best to achieve what is needed.
f. We need to be better at saying how do we work out between us what is needed.  The STP needs to engage earlier to get right solutions. Social prescribing may look different in different areas.

Graham thanked Catherine for attending the Board and giving the presentation.  He said that the Board older person representatives will devise a mechanism through the Board on how to involve local areas. 

Minutes and Matters Arising

The minutes of the meeting held on 16th March 2017 were agreed as a fair record.  The name Barbara Frost to be amended to Barbara Lock. 

The Chair confirmed actions from the March meeting are all in progress and the Partnership are working with Voluntary Norfolk to promote a clearing house structure. 

Updates

Total Transport Project

Nikki Park gave an update on the Total Transport Project.   This is an 18-month project funded by the Department of Transport for local authorities to look at transport. 

There is not enough demand for private buses to go everywhere but there is community transport available but the difficulty was in knowing about it all.  The project has now mapped and found out about all the community schemes.  The next step is making this information available to the public and this will be online as the first step.  People will be able to find commercial and community transport options, for example put in a GP visit on Monday and the system will bring up the options. 

The project is looking to bring all the public funding for community transport and all the data together in one place and looking at where there is duplication and gaps to aid decision making on where the funding goes. 

Research into travel barriers looked at South Norfolk and Breckland via online, telephone surveys and focus groups.  88% of people said they could usually get where the needed to go but there is high reliance on using a car. When asked what they would do if they did not have a car people did not know.  55% of people surveyed did not know about community transport there need to publicise better.   The project has also commissioned the UEA to carry out research into the link between good health and the availability of transport to access services and activities.   

The project continues to run until the end of 2017 and will be moving into North Norfolk to look at barrier, options and funding.  Difficult to map demand and Niki would like to engage with the older people’s forums to hear case studies, details of villages where there are transport issues etc. 

[bookmark: _Hlk487566606]The Chair agree to write to Jane Harper Smith, STP Programme Director, to ensure transport is included in STP plans. 

Forum Chairs will invite Niki to engage with local Forums.

Non-emergency Patient Transport

Ann read an update from Carole Williams who has been representing the Partnership on work to develop a leaflet and a policy.   Carole advised that the range of organisations involved had all worked well together and the leaflet and policy are now in draft form. 

Carole also attended a workshop on information and advice on behalf of the Partnership and her report was circulated at the Board.  (Attached)

4	Depression, Anxiety and Older People

Amrita Kulkarni, Associate Support Manager, Norwich and Central Norfolk MIND

Amrita explained that there are myths and misconceptions surrounding depression such as being a normal part of the ageing process, a sign of weakness or wasting GP time.  People may also think medication is the only treatment available.  Depression does not only affect the mind but can affect someone physically, psychologically and social interactions.    People may experience depression for a variety of reasons, for example, it may arise from painful life events, physical illness, medicines, a history of depression, moving into a care home or the impact of caring responsibilities.

In Norfolk in 2015, 23 per cent of the population were over 65 and of these 25 per cent experienced the symptoms of depression with only half meeting the clinical criteria for diagnosis.

Increasing awareness of the help and support available and getting good information and advice is important, also speaking to a GP, getting emotional support and counselling and accessing wellbeing services. 



5	Wellbeing and how it is working

Amrita Kulkarni Associate Support Manager, Norwich and Central Norfolk MIND

Amrita gave a presentation on the Wellbeing Service.  She explained that this is a primary care service that is a partnership of five organisations launched in September 2015. It is based on the biopsychosocial model of health taking into consideration biology, psychological and social connections. The philosophy is based on the holistic recovery of the person and choice; what is best for the person.  Support is not just face to face but can be through workshops or guided self-help with regular contact with a clinician, or technology via webinars or skype.

The Psychological aspect is made up of different IAPT therapies (Improving Access to Psychological Therapies), CBT (Cognitive Behavioral Therapy) is the most common therapy also counselling and other NICE approved therapies.

For the biological aspect, a new part of the service are two medics who work with GP’s around queries about medication. 

For the social aspect, there are paid peer support workers in each locality team in primary care.   Staff have lived experience of mental health issues and help people connect with therapy or community and share experiences/talk to people. 

There is an associate programme. Not everyone needs a clinical intervention and may need to link to community.  People can sign up to be an associate and receive a bi monthly magazine.  The level of involvement is down to the individual.
,
Ambassadors are volunteers and experts by experience with opportunities to gain new skills, link with the community and give people opportunities to share experience. 

National evidence shows older people do well in wellbeing services but in Norfolk the service is not as well accessed by older people as the service would like.  This could be through lack of awareness and Amrita would welcome ideas on how to reach older people. One way forward is through older people as community champions, more involved in the community and trained to help people access different services.  

The following points were raised during the discussion and in response to questions asked by Board members. 

a) Forums can take back and explore locally the issue of why older people are not accessing. Amrita would welcome the opportunity to engage with older people locally through the Forums. 
b) Can become isolated and lonely as a carer and have to rebuild your life once the person you care for passes away. 
c) Wellbeing service not known about and awareness needs to be raised through professionals as well as marketing and through the range of people who are in touch with older people.
d) People may not understand the term “Wellbeing” as related to mental illness. 
e) The Wellbeing Service is working closely with clinicians at GP surgeries.
f) Important is how wellbeing specialism is built into teams working with individuals for example   aligning wellbeing to end of life pathways.
g) Getting consistency across GP practices is an issue.  
h) Involvement of older people service users and people with lived experience is important to strengthen take up of services.
i) The duration of intervention depends on different therapies.  There is a cap on different types of services. Depends on the person and their assessment and the maximum number of sessions offered for that therapy.  CBT is 6 – 8 sessions. 
j) Giving time to people is essential.
k) Peer support workers work under the same confidentiality policies as any other clinicians. 

      6      Information and Advice

Kate Kingdon, Partnership Lead for Specialist Information & Advice

Last year the partnership had 58,000 enquiries for information and advice.  Part of Norfolk Community Advice Network (NCAN), an alliance of providers that operate a no wrong door policy.  An internet based system is used to refer onto other agencies and if they are unable to pick up the referral it goes back to the originating agency to take on. 

It is clear now that social welfare problems have an impact on health using 20% of GP time.  Dealing with these issues can free up GP time and have an impact on the individual’s wellbeing. 

Rights, entitlements and managing care are becoming very important and more complex.  There is a real case for information and advice to be at the heart of social prescribing and take on the triage role.  There is concern that having link workers handing on to other organisations will add another layer for people.  There is strength in having a single adviser who can act quickly, offer advice and build resilience.  

Age UK Norfolk trialed social prescribing in 13 practices in Norfolk.  People arrived at the adviser saying they did not know why they were there but after 20 minutes went away with things like a smoke alarm, information on transport and lunch clubs. 

May need to be creative for example the 75 health check could also include a 75 wellbeing check or could be undertaken at new diagnosis of something life changing or at hospital discharge.  Information and advice has a role in prevention to assist in relieving some of the pressures in social care for example supporting self-funders to navigate the system. 

Funded information and advice services are being recommissioned with reduction in funding.  40% of referrals coming through require information and advice.  It is central to prevention and therefore it is important to have a joined-up approach. Once trained advisers are lost they take 9 months to recruit and retrain. 

The following points were raised during the discussion and in response to questions asked by Board members. 

a) How do we integrate to maximise the support to older people? 
b) This sits well with what the STP stakeholder group are doing.  No sense not to use what is already there.
c) The local authority is discussing this in September. Need to bring people together for joined up thinking. Veronica Mitchell advised she will take this back for discussion.
d) Perhaps what should be happening is finding the network who would be better able to distribute funding in terms of demand and new ways of doing things.
e) Funding models are changing with different approaches being used across the country.



The Chair thanked Amrita and Kate for attending the Board and giving their presentations.

7	Actions for the Partnership following this Board: 

a. The Chair will write to Jane Harper Smith, STP Programme Director, to ensure transport is included in STP plans. 

b. Forum Chairs will invite Niki to engage with local Forums.

c. Forum Chairs will invite Amrita to engage with local Forums regarding older people accessing the wellbeing service.


8	Any Other Business

No items of other business were discussed.


[bookmark: _GoBack]The next Board will be held on Thursday 14th September at 10am in the Edwards Room, County Hall, Martineau Lane, Norwich.
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