Integrated Working: the post election context
Notes for presentation

research in practice for adults, June 2010

These notes were put together to support the presentation at the ripfa Integrated Working event in Bristol on 24 June 2010. They are designed to be read with the presentation slides.
Valuable input was provided by Richard Humphries, Senior Fellow for Social Care at the King’s Fund. Richard is the author of the Overview Report of the Dartington Review on the Future of Adult Social Care published by ripfa in 2010.  I am grateful for his expertise and opinion on the key issues facing social care and health in the future.

Further information was provided by the Evidence Reviews done as part of the Dartington Review on the Future of Adult Social Care.

The Review can be found at http://www.ripfa.org.uk/publications/dartington-review
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The timing of this event is very interesting – we are just after a general election in a time of great uncertainty.
As part of a ripfa Change Project, I recently ran workshops with staff in Partner agencies. I talked to them about how they are finding things at the moment in social care.
These are some of the responses.
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There is no doubt that there is great change in health and social care at the moment, and that there will be more.
The aim of this presentation is to set the context in which social care and health is operating.

I will speak for about 20 minutes; there will then be time for questions and discussion.
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This slide shows the main factors that are affecting health and social care.
I will talk through them in two main areas – things that are affecting demand and things that are affecting supply. These are in green.
I will then talk about how government policy is evolving to respond to this – in blue here.

Finally, I will consider some of the implications for integration.
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In social care there has been a 40% real terms increase in funding since 1997/8.
In the NHS by 2008/9 spending had increased by a factor of 2.9 compared to 1997.
Why is there this increasing demand?
I will start with some of the factors that contribute....

1. Technology and science 
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This shows an operation in approximately 1900. Things have advanced a great deal since then.

Science and technology have made it increasingly possible for people to live longer and more healthy lives.
There is greater accessibility to services, and people are more informed and aware of their entitlements.
We have got more skilled at specialisation so have been able to raise productivity and become more prosperous.
Technology will continue to develop:
There are new advances in medical technology, treatments and research e.g. the human genome project, stem research and biotechnology; 

There is increased use of social media and communication – greater engagement and involvement by customers. This requires more information, enhanced accountability and responsiveness from services.
2. Globalisation
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This shows the diversity of population across England and Wales.

Societies have become more connected – there is more movement of people and skills.
With a greater diversity of population, there is a greater need for cultural awareness, and for a diversity of response by services.
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There is a greater impact from what is happening in different parts of the world – shown by climate change and fuel price inflation.

This is not a major factor for demand at the moment but is beginning to be seen and is likely to increase over time.

There are likely to be higher temperatures and more heat waves e.g. in 2003 there were 14947 deaths in France in the summer. Following this, a heat wave plan was launched by the Department of Health.
There is likely to be more flooding – this slide shows Sheffield in 2007. Following floods in the same period in Hull, 64% of people involved said their health was affected, either through stress or exacerbation of physical conditions. Research following Hurricane Katrina in New Orleans found that there was a 25% increase in Post Traumatic Stress Disorder and a 20% increase in serious mental illness.
There will be an increase in the cost of fuel. This will affect individuals – with larger numbers experiencing poverty because of increased food prices, domestic energy and travel costs. It will also affect the cost of running services: in 2009 the cost of a barrel of oil was $80, in 2015 it is predicted to be $150, and in 2020 $190.
There is also an increased possibility of pandemics. Although we have not experienced a pandemic yet, the preparations for these also place a demand on services – for example the preparations for a possible swine flu pandemic.
However, the main issue is demography.
3. Demography
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The UK population is predicted to rise by 7% by 2017, and to reach 65 million.
The proportion of people aged 65 and over will be 23 % by 2032, and the number of people aged 85 and over will have doubled.
Therefore, we will see an increase in the most common long term conditions, such as diabetes, heart disease and Chronic Obstructive Pulmonary Disorder.
One piece of research predicted a 67% increase in the number of people needing help with one activity of daily living by 2020 (Jagger et al, 2006).
The number of people with dementia will double over the next 30 years.

Valuing People Now predicted a 50% increase in the number of people with learning disabilities by 2018.

4. Expectations
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There will be an increase in expectations, due to social and lifestyle shifts.

Many of the people needing services now are the first generation that grew up with the welfare state and with the expectation that the state will provide.
People have increased consumer expectations, due to higher levels of education, disposable income, and the opportunity to make life-style choices.
People are used to increased choice and control – easy access to services, a range of options and good information.
There are greater expectations of what services will provide.
There are also lifestyle shifts, leading to greater diversity in demand. 

This has led to the push for more personalised care:
In social care - self directed support including individual budgets, good quality information and advice, services at or close to home, prevention and early intervention.
In health - quality, accessibility, joined up services, choice and control and local accountability.

Here are some examples of developments in personalised care:

The Individual Budget pilots in social care reported 2010;
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_089505
The Partnership for Older People pilots evaluation reported 2010;
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_111223 
In 2009, Integrated Care pilots started across 16 sites. This is a 2 year programme and was expanded in 2010. Its stated aim is to achieve the vision of an NHS that is organised around patients whether at home, in a community setting or in hospital.
The pilots vary from developing new models of long-term condition management, to helping patients choose their end of life care, to enabling people to self-manage COPD care. Pilot sites are working across primary, secondary, community and social care services, and public and third sector organisations to forge new partnerships, systems and care pathways.
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/Healthcare/IntegratedCare/Integratedcarepilots/DH_091112
In 2010, Personal Health Budget pilots started across 20 sites. These are 3 year pilots. Again, they are taking place in a range of places around the country with a range of services, e.g. long term conditions - such as stroke, Multiple Schlerosis, COPD, diabetes - continuing health care, and dementia services.
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/Healthcare/Highqualitycareforall/Personalhealthbudgets/index.htm
The key point is that the pressures facing the system reflect our success as a society in terms of scientific and medical advances, and the higher standards borne of post-war prosperity that have led to increased demand and expectations.
There is a move towards more personalised services in both social care and health. Yet public services are still based on the 1940’s model; funding and delivery need radical realignment with new social & economic realities.
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5. Resources
I’ve talked about what is affecting demand. I’ll now look at the supply side of health and social care.
How the economy is doing ultimately determines the level of public resources for social care and health.
What began as a credit crunch in 2008 led to a near collapse of banks, a wider economic downturn and now is impacting on public spending.
Recession will dominate for the next four years at least - the high level of public debt has to be reduced:
There has been a reduction in GDP of more than 6%;

There is a record public deficit.
Our Review of the Future of Adult Social Care, written by Richard Humphries, Senior Fellow for Social Care at the Kings Fund, identified some of the impacts of recession:

There will be more people needing care, due to mental health, family breakdown, and a reduction in self-funders;
There will be fewer resources to provide care, due to falling income for Local Authorities, fewer resources for charities, and less government spend;
Therefore, there will be fewer resources to employ staff in public services.
6. Policy
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So in this context, how is policy emerging to respond and how will it evolve?

The Programme for Government document sets out the key priorities & pledges:

http://programmeforgovernment.hmg.gov.uk/files/2010/05/coalition-programme.pdf
The underlying policy themes will continue – personalisation, including choice and control, prevention, universal services, social capital; joint working; and support for carers.
But there will be differences and policy will be dominated by spending cuts.
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There was an Emergency budget two days ago:
The government has said that spending cuts will come 77% from savings and 23% from tax rises.

Spending will fall by £17 billion by 2014-15. The National Health Service and overseas development budgets are protected – you can see where these are on this chart. This means that all the other departments will need to absorb cuts of an average of 25%.

More details will be announced in the spending review in October.

Clearly, there will be deep cuts to social care budgets. 

Although the NHS budget is protected, it will still need to find £20b savings over the next three years.
Health and social care will be affected by changes in other areas of government policy –welfare reform to get people off incapacity benefit, reduction in benefits, transport freeze on new projects, and an expected reduction in affordable homes. 
There is an urgent need to agree a way of funding social care in the long-term. The coalition government has pledged to establish a commission to report within a year. This will consider options including a voluntary insurance scheme and a partnership scheme that were ruled out by Labour, whose preferred option was comprehensive.
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Here are the policies that the coalition government has put forward that are relevant to health and social care. These are broadly consistent with the Liberal Democrat and Conservative manifestos.
For the NHS- 
Reduce duplication, cut administration by a third, and reduce quangos so resources go to the front-line;
Strengthen the role of GPs as commissioners;
Increase patients’ voices by directly elected representatives on Primary Care Trust boards; Local Authorities will also appoint to PCT boards – and the PCT will commission services and improve public health; Local Authorities can also challenge health organisations on closures of local services;
More choice and access through being able to register with any General Practitioner regardless of where you live; 24/7 urgent care in all localities; GPs to increase access in disadvantaged areas; support to live at home and more community access to treatments; patients in control of their health records; patients to be able to choose any provider that meets NHS standards within NHS prices;
An independent NHS board to allocate resources and provide commissioning guidelines;
Focus on quality – patients to rate care, performance results published on line, CQC to become more effective, Monitor to oversee competition as economic regulator.  

For social care - 
Commitment to break down barriers with health to make it possible to do more preventative work – the programme doesn’t say how this will be done;
Increase choice and control through extending personal budgets, direct payments to carers, better access to respite, and access to work broadened.
These commitments are not very joined up – there are separate sections for the NHS, social care, older people and pensions, and public health. There is far more on health than social care.
7. Implications
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We’ve looked at the context in terms of demand on services and resources available, and seen what policy is emerging, we will now look at the implications for integrated working.
Public spending will overshadow everything:
Protection for the NHS will cause more savings to be found from non-protected services including social care, and the NHS will still have to make massive efficiency and productivity savings. 
In the past, this has triggered cost-shunting on both sides e.g. continuing health care. Councils will be under pressure too. 
The fall-out from cuts and contentious service reconfigurations could place partnership arrangements between Councils and the local NHS under real strain – are they robust enough to withstand this? This will be a real test of partnership working and of how well relationships have been established and matured.
In terms of the impact for customers – this could lead either to greater simplicity or to greater confusion depending on how joined-up solutions are.
Emphasis on the front line – reduction in management and administration:
Government policy is pointing to more front line integration, with structures following on from this. This dovetails with the proposed move to more localised GP commissioning.
This could call for a strong front-line/ clinical role to lead customers through services.

Local relationships will change: 

GPs will be taking on greater influence over commissioning. A lot of integration has been with PCTs; if PCT influence wanes, then integration may focus on relationships with a number of GP collaboratives.
This will give some opportunities, as GPs have an interest in avoiding admissions and premature discharges.
However, the policy and financial architecture of the NHS still reinforces a disproportionate flow of resource into the acute sector; this could be reinforced by GPs with stronger commissioning powers, and through vertical integration of community services into acute trusts.
Having a Local Authority representative on PCT boards gives opportunities for closer working between PCTs and Local Authorities in public health and inequalities. 

For customers, this could lead to more emphasis on acute care, or it could support an increasingly holistic view of care. There is a need to ensure that the most disadvantaged people are fully represented.

Increase in choice and control for customers:
There is potential for customers to have more involvement in commissioning, defining services, and taking budgets to alternative providers.
This may give rise to a more local approach to services – and may encourage integration as services need to be more competitive.
We mustn't forget that from a person-centred/citizen perspective, it’s not just about the health/care interface – there is likely to be an increasing emphasis on ‘place’- based approaches. There is increasing engagement by the NHS in place-based approaches e.g. Total Place pilots.
Again, for customers, it will be important to ensure that support is in place to make increased choice and control a reality. Inevitably, it is the most vulnerable that will find it most difficult.

Break down barriers:

A key pledge is to break down funding barriers; it is not clear how this to be achieved. This ties in to the aim of increasing preventative actions. POPPs pilots identified the need to move money out of acute services into the community to increase efficiencies.

Whether this is possible as spending cuts bite, is again likely to depend on local relationships.
8. Conclusion

To conclude – to go back to the beginning:
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There is an increase in demand and a reduction in resources leading to massive change.
Policy is dominated by spending cuts.
There are real opportunities for local innovation and financial necessities may compel this.
But there is a danger that they will cause people to retreat from integration.
Above all, it is important to remember the impact on customers.
